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Abstract

Background: Despite the vast literature examining disparities in medical care, little is known about racial/ethnic
and mental health disparities in sexual health care. The objective of this study was to assess disparities in safe sex
counseling and resultant behavior among a patient population at risk of negative sexual health outcomes.

Methods: We conducted a cross-sectional analysis among a sample of substance dependent men and women in a
metropolitan area in the United States. Multiple logistic regression models were used to explore the relationship
between race/ethnicity (non-Hispanic black; Hispanic; non-Hispanic white) and three indicators of mental illness
(moderately severe to severe depression; any manic episodes; ≥3 psychotic symptoms) with two self-reported
outcomes: receipt of safe sex counseling from a primary care physician and having practiced safer sex because of
counseling.

Results: Among 275 substance-dependent adults, approximately 71% (195/275) reported ever being counseled by
their regular doctor about safe sex. Among these 195 subjects, 76% (149/195) reported practicing safer sex because
of this advice. Blacks (adjusted odds ratio (AOR): 2.71; 95% confidence interval (CI): 1.36,5.42) and those reporting
manic episodes (AOR: 2.41; 95% CI: 1.26,4.60) had higher odds of safe sex counseling. Neither race/ethnicity nor any
indicator of mental illness was significantly associated with practicing safer sex because of counseling.

Conclusions: Those with past manic episodes reported more safe sex counseling, which is appropriate given that
hypersexuality is a known symptom of mania. Black patients reported more safe sex counseling than white patients,
despite controlling for sexual risk. One potential explanation is that counseling was conducted based on
assumptions about sexual risk behaviors and patient race. There were no significant disparities in self-reported safer
sex practices because of counseling, suggesting that increased counseling did not differentially affect safe sex
behavior for black patients and those with manic episodes. Exploring the basis of how patient characteristics can
influence counseling and resultant behavior merits further exploration to help reduce disparities in safe sex
counseling and outcomes.
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Background
Sexually transmitted infections (STIs) and unintended
pregnancy are prevalent among racial/ethnic minorities
and individuals with mental illness, and associated with a
host of negative health outcomes and costs [1-7]. Unin-
tended pregnancy is costly on many levels, including direct
medical costs of births, abortions and fetal losses, indirect
costs of wages lost from not working and psychological
costs associated with the challenges posed by unintended
pregnancy [8-10]. Unintended pregnancies were recently
estimated to cost taxpayers $11 billion each year [11,12].
Unintended pregnancies affect the parents (who may en-
dure financial hardship and limitations to their educa-
tional attainment) [9,10] and children, in terms of birth
outcomes and worse cognitive, emotional and behavioral
development [9,10,13-15]. Sexually transmitted infections,
including chlamydia, gonorrhea, human papiloma virus
(HPV) and the human immunodeficiency virus (HIV), are
highly prevalent, preventable infections that can lead to
serious health consequences including chronic pain, infer-
tility and mortality [1]. The costs associated with the treat-
ment of STIs are substantial, with an estimated $6.5
billion expended in 2000, for 15-24 year olds alone [16].
In 2001, the rate of unintended pregnancy was highest

for black and Hispanic women (98 and 78 per 1,000, re-
spectively), compared with that for whites (35 per 1,000)
[3]. More recent data from 2006-2010 report the follo-
wing percentages of unintended pregnancies resulting in
births: 20% non-Hispanic white, 35% Hispanic and 45%
black women [17]. Disparities also exist in rates of STIs.
For example, black men and women are most affected
by chlamydia and gonorrhea, having 9-19 times higher
rates than whites [1]. Patients with mental illness have
worse health outcomes and a higher medical burden com-
pared to the general population [18-20], including high
rates of unintended pregnancy and abortion [5,21,22].
Individuals with mental illness are at higher risk for ac-
quiring STIs and having unintended pregnancies due to
increased rates of unprotected intercourse as a result of
having less knowledge about contraception, lower capacity
to plan ahead, inability to navigate contraceptive resources
and being at higher risk for sexual coercion [4-6,23-32].
Substance use, the consumption of alcohol and/or use

of illicit drugs, is also associated with sexual risk beha-
viors [7,33]. The precise link between substance use and
engagement in sexual risk behaviors has not been fully
established in the literature, but studies suggest that this
relationship is primarily a function of less consistent con-
dom use and having multiple sex partners [7,34,35]. Thus,
individuals with substance dependence are another vul-
nerable population at increased risk for unprotected sex,
unintended pregnancy and STIs [2].
Identifying barriers to contraceptive usage and safe

sexual behaviors is vital in order to prevent STIs and
unintended pregnancy. Clinicians can play a pivotal role
in educating patients about safe sex and helping to in-
crease their knowledge and use of contraception [36-39].
Although many factors outside of the medical encounter
can influence patient sexual behavior and contraception
use, clinicians have an opportunity to counsel popula-
tions at risk of negative sexual health outcomes, with the
potential of affecting patient behavior. This counseling
has the potential to reduce risky sexual behaviors and
related negative health outcomes [36-41]. Contraceptive
counseling in primary care, where there is a preventive
focus and a longitudinal relationship with patients, can
impact patient contraceptive use and method choice [42].
Despite a higher prevalence of sexual risk behaviors

among people with substance dependence than in the
general population [7], little is known about disparities
in sexual health care among these individuals. Commu-
nication problems in the patient-clinician exchange may
occur differentially across race/ethnicities and among
patients with mental illness, thereby contributing to the
disparities in contraceptive use and, subsequently, STIs
and unintended pregnancy [37,43]. Primary care clini-
cians in particular may feel discomfort in discussing
these issues because of their sensitive nature and lack of
training [44-46]. Despite the vast literature about racial
disparities in medical care, little is known about dispar-
ities specific to sexual health care [47]. One recent study
of low income women found that blacks were more
likely to report being pressured by their clinician to use
contraceptives, compared to whites [47]. A series of stu-
dies found that many African Americans who received
family planning care felt discriminated against and held
conspiracy beliefs about birth control (such as “birth
control is a form of Black genocide”) [48].
There is also a dearth of literature assessing disparities

in clinician safe sex counseling for people with mental
illness [49]. Clinicians may unknowingly make assump-
tions about the sexual risks of patients with mental illness
or their ability to comply with birth control regimens,
which may affect clinicians’ decisions to provide appro-
priate counseling and discuss contraceptive options.
Sexual health counseling for patients with mental illness
is complex and challenging. Clinicians have the chal-
lenge of assessing the patient’s autonomy in decision-
making and risk of unintended pregnancy and STIs.
They also need to use judgment to consider how
capable the patient is of using contraceptives consist-
ently and effectively [29]. They need to ensure patients
fully understand contraceptive options, risks, and bene-
fits [29]. Guidelines to help clinicians assess patient
autonomy may be subverted by subconscious bias in
decision-making. The role clinicians can play in addres-
sing the sexual health needs of individuals with mental
illness warrants further study [50].
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Further investigation into the role of clinicians is essen-
tial to improving disparities in patients’ safe sex behaviors,
including the usage of and adherence to contraception.
The objectives of this study are therefore to examine
whether race/ethnicity and indicators of mental illness are
associated with two separate outcomes: patient report of
primary clinician’s safe sex counseling and practicing safe
sex due to counseling among individuals with substance
dependence. We hypothesized that minority patients and
those with serious mental illness symptoms may receive
less safe sex counseling, but anticipate that these dispar-
ities will be attenuated after controlling for other patient
sociodemographic characteristics, sexual risk behavior and
the quality of clinician-patient relationship.

Methods
This was a secondary analysis of cross-sectional data col-
lected for a randomized controlled trial (Addiction Health
Evaluation and Disease management (AHEAD) Study) con-
ducted in Boston, Massachusetts from September 2006 to
September 2008. This study was approved by the Boston
University Medical Campus Institutional Review Board
(H-23464). All subjects provided informed consent, and
procedures were followed in accordance with the Helsinki
Declaration of 1975. A certificate of confidentiality was
obtained from the National Institute on Alcohol Abuse and
Alcoholism to further protect participants' privacy. The
AHEAD study is a randomized clinical trial evaluating
chronic disease management for substance dependence in
primary care. All subjects had current alcohol and/or drug
dependence, by DSM IV criteria [51] (assessed using the
Composite International Diagnostic Interview Short Form)
[52], were willing to establish or continue primary care at
the study location and had engaged in recent heavy drink-
ing or recent drug use. If they had primary care elsewhere
but wanted to change to Boston Medical Center (BMC),
they were considered eligible. If they had no primary care
clinician, they had to be willing to be referred to one at
BMC. These subjects were primarily recruited from a resi-
dential detoxification unit, but also from a large urban
safety-net primary care clinic and through recruitment
advertisements on public transportation. Subjects were at
least 18 years of age, spoke English or Spanish, and were
without indication of cognitive impairment at screening
(assessed by a Mini Mental State Examination score greater
than 20) [53]. Half of the enrolled subjects were rando-
mized to the AHEAD clinic intervention, which included a
team comprised of a nurse care manager, social worker,
psychiatrist and internist. All study subjects were reim-
bursed $35 for completing all baseline visit procedures and
$50 at the three month follow-up visit.
The inclusion criteria for our analysis included: com-

pleting the 3-month follow-up visit, reported having one
particular doctor that they considered to be their regular
primary care doctor and being self-reported non-His-
panic black, non-Hispanic white or Hispanic. The ques-
tion about having a regular doctor asked: “Is there one
particular doctor (or primary care provider, e.g. Nurse
Practitioner or Physician’s Assistant) that you consider
to be your regular personal primary care doctor?” Be-
cause this survey then continued to use the term “doctor”
to encompass all of the primary care clinicians listed
above, we continue to use the term “doctor” in reporting
the results.
Independent variables
The key independent variables in this study are race/
ethnicity and three indicators of serious mental illness.
Race/ethnicity was self-reported and categorized as: non-
Hispanic white, non-Hispanic black, and Hispanic at the
initial study visit. The number of subjects in other racial
categories was small (n=20) and therefore were excluded
from analyses. The three mental illness variables in this
analysis include: moderately severe to severe depression;
any past manic episodes; and ≥3 psychotic symptoms, all
assessed at the three month study visit. (Mental illness
was captured at baseline, but because most participants
were starting a detoxification program the 3 month visit
provided more accurate data.) Depression was assessed
using the Patient Health Questionnaire short form
(PHQ-9) which is comprised of nine items about
respondents feelings in the last two weeks, such as “feeling
down, depressed or hopeless”, with responses ranging on a
four point scale from “not at all” to “nearly every day”
(scores 0-3 points) [54]. We considered someone to be
depressed if s/he had a PHQ-9 score of 15 or more, indi-
cating moderately severe to severe depression [54,55]. Past
manic or hypomanic episodes were assessed using the Mini
International Neuropsychiatric Interview (MINI) [56].
Symptoms of mania include hypersexuality and impulsivity,
and thus create the potential for increased sexual risk
behavior [57]. This measure used a series of items to assess
hypo/mania, asking about the frequency, duration and
characteristics of manic episodes, with dichotomous
responses of “Yes” or “No”. The MINI has been validated
as a diagnostic tool in accordance with criteria from to the
DSM-IV [56]. Psychotic symptoms were measured using
four items from the Behavior and Symptom Identifica-
tion Scale (BASIS) [58]. These items included: thinking
you had special powers, hearing voices or seeing things,
thinking people were watching you and thinking people
were against you. Subjects were asked about their
experience of these symptoms during the past week and
asked to rate the frequency of these experiences on a
scale ranging from “never” to “always”. We considered
an individual to have substantial current psychotic
symptoms if s/he responded “sometimes”, “often”, or
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“always” on three out of the four items. The complete
BASIS measure is comprised of 24 items and using three
out of four items not considered diagnostic, but an indica-
tion of psychosis.

Dependent variables
The key dependent variables were two items about safe sex
counseling and self-attributed resultant patient safe sex
behavior, assessed during the three month study interview.
The first item, having ever talked about safe sex with
your regular doctor, was taken from the Primary Care
Assessment Survey (PCAS) [59,60]. The PCAS is a
patient reported instrument created to assess several
domains that constitute quality primary care [59]. The spe-
cific question asked was “Which of the following has your
regular doctor ever talked to you about:. . ..safe sex?”
(response: yes/no). The second dependent variable, having
ever practiced safer sex because of your doctor’s advice,
was taken from a survey used to examine the relationship
between patient income and physician counseling about
health risk behaviors [61]. The specific question asked was
“Which of the following have you ever done because of
your doctor’s advice?. . .Practiced safer sex” (response: yes/
no). We included all patients who responded to these ques-
tions in our analysis. For the second dependent variable,
having practiced safer sex because of a doctor’s advice, the
sample was restricted to only those who had reported ever
receiving safe sex counseling.

Covariates
The covariates included in the analyses were self-reported
age, gender, education (less than high school; high school;
more than high school) and which randomized group the
subject was assigned to, taken from the initial study visit.
We also included whether the subject had multiple ( i.e.,
>1) male and/or female sex partners in the last three
months, as an indication of sexual risk behavior. These data
were taken from the audio computer assisted self-
interviewing (ACASI) portion of the three month follow-up
interview. We included these covariates given their poten-
tial effect on receipt of safe sex counseling and behavior
[62-64]. We also included quality of the patient-doctor rela-
tionship, specifically assessing trust and communication
from the PCAS, to evaluate if these variables attenuated
any observed relationships between race/ethnicity, mental
illness, and the outcomes of interest. The PCAS trust scale
was scored based on a series of eight items and the com-
munication scale was based on seven items [59]. These
scales were scored as continuous variables and transformed
to a scale of 0-100 for multivariable analyses [59].

Statistical analysis
First, descriptive statistics were obtained for all variables
stratified by each dependent variable (ever received safe sex
counseling and ever practiced safer sex because of this
advice). Bivariable tests were also performed for descriptive
purposes. Next, we performed a series of multiple logistic
regression models to test associations between indicators of
mental illness and race/ethnicity with each outcome. For
the outcome, having practiced safer sex because of a
doctor’s advice, the analysis was restricted to the subset
who reported ever receiving safe sex counseling. Spearman
correlations were used to evaluate potential collinearity
between independent variables and covariates. No pair of
variables included in the same regression model was highly
correlated (r>0.40). The following four models were fit for
each of the two dependent variables. Model 1 was a
preliminary, minimally adjusted model that included the
main independent variables race/ethnicity and indicators
of mental illness (depression, having had any manic
episodes and psychotic symptoms), and two potential
confounders: randomization group and multiple sex
partners in the last three months. Model 2 additionally
controlled for key sociodemographic characteristics: age,
education, and gender. Model 3 added the trust scale from
the PCAS as a continuous variable. Model 4, the final
model representing the primary analyses, included the
communication scale from PCAS as a continuous variable,
and removed the trust scale. We did not include trust and
communication scores in the same model due to their high
correlation (r=0.67). The findings reported in the Results
section are taken from the final model (Model 4) with
communication score, unless otherwise specified. Adjusted
odds ratios (AOR) and 95% confidence intervals (CI) are
reported. All analyses were conducted using two-sided
tests and a significance level of 0.05. Due to the exploratory
nature of the analyses, adjustments were not made for
multiple comparisons. Statistical analyses were performed
by the Boston University School of Public Health’s Data
Coordinating Center using SAS software (version 9.1; SAS
Institute, Cary, NC).

Results
Of the 563 individuals enrolled in the AHEAD study, 500
were followed up at 3 months. Of those, 299 reported that
they had a regular doctor and 295 of those answered the
two questions about safe sex counseling and behavior. After
excluding the 20 subjects who were not black, white or His-
panic, our final sample for the analysis of ever received safe
sex counseling included 275 individuals. The study sample
was comprised of 44% white, 45% black and 11% Hispanic
women and men (Table 1), with a mean age of 40 (range
18-61) and median age of 42 (not shown). Moderately
severe to severe depression was common, reported among
58% of subjects. Forty percent reported a previous manic
episode and 16% had at least three psychotic symptoms.
Approximately 71% (195/275) of the sample reported
having a doctor ever talk to them about safe sex. These 195



Table 1 Sample characteristics by receipt of safe sex counseling and practicing safer sex due to counseling
Doctor ever talked about safe sex n (%) Ever practiced safe sex because of doctor’s advice n (%)

Yes No Totala p-value b Yes No Totala p-value b

(n=195) (n=80) (n=275) (n=149) (n=46) (n=195)

Race/ethnicity

Non-Hispanic white 74 (61.2) 47 (38.8) 121 0.007 51 (68.9) 23 (31.1) 74 0.12

Non-Hispanic black 97 (78.9) 26 (21.1) 123 77 (79.4) 20 (20.6) 97

Hispanic 24 (77.4) 7 (22.6) 31 21 (87.5) 3 (12.5) 24

Moderately severe to Severe depression (PHQ-9 score of ≥ 15)

Yes 114 (71.7) 45 (28.3) 159 0.82 89 (78.1) 25 (21.9) 114 0.52

No 81 (70.4) 34 (29.6) 115 60 (74.1) 21 (25.9) 81

Any manic or hypomanic episode

Yes 88 (80.0) 22 (20.0) 110 0.007 67 (76.1) 21 (23.9) 88 0.94

No 107 (64.8) 58 (35.2) 165 82 (76.6) 25 (23.4) 107

Three or more psychotic symptomsc

Yes 36 (83.7) 7 (16.3) 43 0.04 31 (86.1) 5 (13.9) 36 0.19

No 159 (68.5) 73 (31.5) 232 118 (74.2) 41 (25.8) 159

Age (years)

<30 37 (69.8) 16 (30.2) 53 0.82 27 (73.0) 10 (27.0) 37 0.3

31-39 43 (72.9) 16 (27.1) 59 32 (74.4) 11 (25.6) 43

40-49 80 (72.7) 30 (27.3) 110 59 (73.8) 21 (26.2) 80

≥50 35 (66.0) 18 (34.0) 53 31 (88.6) 4 (11.4) 35

Gender

Female 70 (79.6) 18 (20.4) 88 0.03 55 (78.6) 15 (21.4) 70 0.6

Male 125 (66.8) 62 (33.2) 187 94 (75.2) 31 (24.8) 125

Education

Less than high school 49 (79.0) 13 (21.0) 62 0.28 39 (79.6) 10 (20.4) 49 0.82

High school graduate 91 (68.4) 42 (31.6) 133 69 (75.8) 22 (24.2) 91

More than high school 55 (68.8) 25 (31.2) 80 41 (74.6) 14 (25.4) 55

Randomization group

Control 102 (72.3) 39 (27.7) 141 0.59 78 (76.5) 24 (23.5) 102 0.98

Intervention 93 (69.4) 41 (30.6) 134 71 (76.3) 22 (23.7) 93

Multiple Sex Partners d

No 134 (71.7) 53 (28.3) 187 0.58 108 (80.6) 26 (19.4) 134 0.03

Yes 56 (68.3) 26 (31.7) 82 37 (66.1) 19 (33.9) 56

PCAS trust score

0-25 2 (66.7) 1 (33.3) 3 0.02 2 (100.0) 0 (0.0) 2 0.83

26-50 11 (45.8) 13 (54.2) 24 8 (72.7) 3 (27.3) 11

51-75 91 (70.0) 39 (30.0) 130 67 (73.6) 24 (26.4) 91

76-100 91 (77.1) 27 (22.9) 118 72 (79.1) 19 (20.9) 91

PCAS communication score

0-25 1 (33.3) 2 (66.7) 3 0.06 1 (100.0) 0 (0.0) 1 0.9

26-50 16 (57.1) 12 (42.9) 28 12 (75.0) 4 (25.0) 16

51-75 68 (68.7) 31 (31.3) 99 51 (75.0) 17 (25.0) 68

76-100 110 (76.4) 34 (23.6) 144 85 (77.3) 25 (22.7) 110
a missing responses not shown.
b p-values calculated based on chi-square or Fisher’s exact tests as appropriate; p-values in bold are statistically significant (p<0.05).
c Defined as responding “sometimes”, “often” or “always” on three out of four BASIS24 questions.
d >1 sex partner within the past three months.

D’Amore et al. Reproductive Health 2012, 9:35 Page 5 of 10
http://www.reproductive-health-journal.com/content/9/1/35



D’Amore et al. Reproductive Health 2012, 9:35 Page 6 of 10
http://www.reproductive-health-journal.com/content/9/1/35
subjects comprised the sample for the analysis of ever prac-
ticed safer sex because of your doctor’s advice. Among the
subset who received counseling, 76% (149/195) reported
practicing safe sex because of their doctor’s advice. In the
adjusted models, higher trust (AOR=1.03, 95% CI: 1.01,
1.04; Model 3) and better communication (AOR=1.02, 95%
CI: 1.01, 1.04) were associated with higher odds of receipt
of safe sex counseling (per 1 point increase on a scale of
0-100; Table 2). Having multiple sex partners in the last
three months (AOR=0.44, 95% CI: 0.21, 0.94) was asso-
ciated with lower odds of practicing safer sex because of
this advice, compared to those with 0-1 sex partners
(Table 3).

Results by race/ethnicity
In bivariable analyses, whites had the lowest observed
proportion of their doctor ever talking to them about
safe sex (p=0.007; Table 1), compared to blacks or
Table 2 Multivariable logistic regression models for receipt o

Mode

Main Independent Variables

Race/ethnicity

Non-Hispanic black vs. white 2.38 (1.28,

Hispanic vs. white 1.87 (0.72

Moderately severe to Severe depression (PHQ-9 score of ≥ 15)

Yes vs. No 1.05 (0.59

Any manic or hypomanic episode

Yes vs. No 2.06 (1.12,

Three or more psychotic symptoms a

Yes vs. No 1.56 (0.62

Covariates

Randomization group

Intervention vs. Control 0.86 (0.49

Multiple Sex Partners (past 3 months)

Yes vs. No 0.67 (0.37

Age b

Gender

Female vs. Male

Education

Less than high school vs. More than high school

High school graduate vs. More than high school

PCAS trust score c

PCAS communication score c

* p<0.05.
** p<0.01.
a Defined as responding “sometimes”, “often” or “always” on three out of four BASIS
b AORs associated with a 1 year increase in age.
c AORs associated with a 1 point increase in PCAS scale score.
Hispanics. There were no significant findings by race/
ethnicity for practicing safer sex because of a doctor’s
advice. In the multivariable models, after adjustment for
covariates, black subjects had significantly higher odds of
a doctor having ever talked with them about safe sex
(AOR=2.71, 95% CI: 1.36, 5.42; Table 2) compared to
whites. No racial/ethnic group was associated with signifi-
cantly higher odds of reporting ever practicing safe sex
because of a doctor’s advice compared to whites (Table 3).
Results were similar across all adjusted models.

Results by indicators of mental illness
In bivariable analyses, those who reported a manic epi-
sode (p=0.007) or three or more psychotic symptoms
(p=0.04) had higher odds of reporting that their doctor
had ever talked to them about safe sex (Table 1), com-
pared to those who had not had an episode or had less
than three psychotic symptoms, respectively. None of
f safe sex counseling from primary care doctor

Doctor ever talked about safe sex

l 1 Model 2 Model 3 Model 4

AOR (95% Confidence interval)

4.44) * 2.82 (1.43, 5.56) * 2.78 (1.40, 5.56) ** 2.71 (1.36, 5.42) *

, 4.87) 2.12 (0.77, 5.81) 2.58 (0.91, 7.26) 2.36 (0.83, 6.66)

, 1.89) 1.02 (0.56, 1.86) 1.05 (0.57, 1.94) 0.98 (0.53, 1.82)

3.78) * 2.00 (1.08, 3.72) * 2.38 (1.25, 4.56) ** 2.41 (1.26, 4.60) **

, 3.88) 1.80 (0.70, 4.58) 1.78 (0.68, 4.62) 1.78 (0.69, 4.62)

, 1.49) 0.84 (0.48, 1.50) 0.87 (0.48, 1.57) 0.78 (0.43, 1.41)

, 1.23) 0.65 (0.35, 1.22) 0.77 (0.41, 1.46) 0.77 (0.41, 1.45)

0.97 (0.94, 1.00) 0.97 (0.94, 1.00) 0.97 (0.94, 1.00)

1.85 (0.97, 3.55) 1.70 (0.87, 3.30) 1.74 (0.90, 3.38)

1.24 (0.54, 2.85) 1.32 (0.56, 3.10) 1.45 (0.61, 3.46)

0.85 (0.44, 1.63) 0.91 (0.47, 1.77) 0.92 (0.48, 1.79)

1.03 (1.01, 1.04) **

1.02 (1.01, 1.04) **

24 questions.



Table 3 Multivariable logistic regression models for practicing safer sex due to counseling from primary care doctor

Ever practiced safe sex because of doctor’s advice

Model 1 Model 2 Model 3 Model 4

AOR (95% Confidence interval)

Main Independent Variables

Race/ethnicity

Non-Hispanic black vs. white 1.87 (0.88, 3.97) 1.84 (0.80, 4.22) 1.85 (0.81, 4.25) 1.85 (0.81, 4.26)

Hispanic vs. white 2.48 (0.65, 9.53) 2.56 (0.64, 10.19) 2.49 (0.63, 9.95) 2.56 (0.64, 10.17)

Moderately severe to Severe depression (PHQ-9 score of ≥ 15)

Yes vs. No 1.26 (0.60, 2.65) 1.26 (0.60, 2.67) 1.25 (0.59, 2.65) 1.27 (0.60, 2.69)

Any manic or hypomanic episode

Yes vs. No 0.84 (0.41, 1.74) 0.86 (0.41, 1.78) 0.82 (0.38, 1.74) 0.84 (0.39, 1.78)

Three or more psychotic symptoms a

Yes vs. No 2.05 (0.70, 6.07) 2.05 (0.68, 6.16) 2.06 (0.68, 6.18) 2.05 (0.68, 6.15)

Covariates

Randomization group

Intervention vs. Control 1.01 (0.50, 2.03) 1.01 (0.50, 2.06) 1.00 (0.49, 2.04) 1.01 (0.50, 2.06)

Multiple Sex Partners (past 3 months)

Yes vs. No 0.43 (0.20, 0.89) * 0.44 (0.21, 0.94) * 0.44 (0.20, 0.93) * 0.44 (0.21, 0.94) *

Age b 1.00 (0.96, 1.04) 1.00 (0.96, 1.04) 1.00 (0.96, 1.04)

Gender

Female vs. Male 1.26 (0.58, 2.73) 1.31 (0.60, 2.88) 1.29 (0.59, 2.82)

Education

Less than high school vs. More than high school 1.18 (0.43, 3.25) 1.15 (0.41, 3.18) 1.17 (0.42, 3.23)

High school graduate vs. More than high school 0.95 (0.41, 2.23) 0.92 (0.39, 2.18) 0.93 (0.39, 2.22)

PCAS trust score c 0.99 (0.97, 1.02)

PCAS communication score c 1.00 (0.98, 1.02)
* p<0.05.
a Defined as responding “sometimes”, “often” or “always” on three out of four BASIS24 questions.
b AORs associated with a 1 year increase in age.
c AORs associated with a 1 point increase in PCAS scale score.
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the mental illness variables were significantly related
to practicing safer sex because of a doctor’s advice. In
fully adjusted models, having a manic episode remained
significantly associated with higher odds of a doctor hav-
ing ever talked to them about safe sex (AOR=2.41, 95%
CI: 1.26, 4.60; Table 2). The association was statistically
significant across all adjusted models. None of the
mental health variables were significantly associated with
practicing safer sex because of their doctor’s advice in
adjusted models (Table 3).

Discussion
The majority of adults with substance dependence in our
sample reported being counseled about safe sex from their
primary care doctor. Of those who were counseled, about
three quarters reported that they practiced safer sex
because of this advice. Our results suggest that improve-
ments in safe sex counseling are needed for all individuals
with substance dependence, particularly whites. This is
consistent with prior literature that suggests general defi-
ciencies in safe sex counseling and the need to integrate this
into regular health care visits [41,61,65]. Lack of counseling
may be a result of primary care clinicians feeling it is not
their responsibility to counsel patients in sexual health
behaviors [44]. Clinicians may also be uncomfortable in
sexual health counseling and need more training related to
sexual health [46]. Time constraints and lack of support
staff have been cited as potential reasons for lack of sexual
health counseling [44,45,66]. The expanded role of nurses
or case managers may be a potential solution in improving
quality sexual health care [45]. Of note, patient trust and
communication with their doctor were the only covariates
associated with receipt of safe sex counseling. This suggests
that improving patient-doctor trust and communication
may increase safe sex counseling for patients with sub-
stance dependence.
Our findings suggest that safe sex counseling can have

a positive impact on patient behaviors. Understanding
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the discourse between patients and clinicians and effec-
tive methods for delivering contraceptive information is
critical in developing practice guidelines and guidance
for clinicians [67]. Future research should focus on under-
standing how clinicians can affect patient behavior, in an
effort to reduce disparities in sexual health and outcomes.
Blacks and those with manic episodes reported being

counseled by their doctors significantly more about safe
sex. Although most who received counseling reported
practicing safe sex because of their doctor’s advice, this
was not more likely to translate into safer sex practices
for one racial/ethnic group or individuals with indicators
of mental illness. Interestingly, the covariates included in
both sets of analyses largely did not affect the significant
associations between race/ethnicity or mental illness with
our outcomes. Although the findings that blacks are coun-
seled more about safe sex are in contrast to our hypoth-
eses, there is literature to support the finding of increased
counseling for minorities [62]. Previous disparities re-
search suggests that clinician behavior may be influenced
by population based studies that affect their decision mak-
ing in counseling patients [68,69]. Thus, if clinicians know
from the literature that racial/ethnic minorities are more
likely to have negative sexual health outcomes, they may
counsel these patients more about safe sex practices. Clin-
icians may also have implicit, sub-conscious biases related
to race that are not fully apparent but could affect pa-
tient counseling [70,71]. Counseling based on assumptions
about sexual risk behaviors because of patient race can be
considered stereotyping, that leads to disparities in coun-
seling black patients more about safe sex. Instead, patient-
centered counseling, based on individual risk factors,
tailored to that individual’s needs, is ideal.
Patients with manic episodes may have been counseled

more, given that hypersexuality is associated with these
episodes [57]. It is difficult to disentangle the meaning of
this finding, given that the subject was asked about
current psychotic symptoms and depression, but any
prior history of manic episodes. It is not clear if the
manifestation of symptoms or diagnosis of mental illness
came before or after safe sex counseling and thus we
cannot determine if increased counseling among this
group is in fact related to their mental illness. We also
cannot verify that the clinician knew of the patient’s men-
tal illness.
Although many interventions for increasing safe sex

practices can be found in the literature [72], particularly
for young and poor, minority women, there is not a ma-
jor focus on individuals with substance dependence. Most
of the interventions targeting substance users focus solely
on reducing HIV infection [62,73], instead of prevention
of general STIs and unintended pregnancy. Interventions
should focus on the interaction of factors, such as sub-
stance use, race/ethnicity and mental illness, that may lead
to disparities in sexual health outcomes [63]. Ultimately,
reducing negative sexual health outcomes will require a
multipronged intervention targeted at the patient, clinician
and system level to help influence patient behavior and
enhance the patient-clinician interaction [37].
Our findings should be interpreted within the limita-

tions of our study. Although our analysis examined three
racial/ethnic groups, we did not test for within group dif-
ferences ( i.e., by type of Hispanic origin) or interactions
by gender, because of potential sample size issues [74].
The findings that black patients and those with manic
episodes had significantly higher odds of reporting being
counseled could also be due to differential response bias
or incomplete statistical adjustment (i.e., history of sexu-
ally transmitted infections). This study is based entirely on
patient self-report, which may be subject to recall or social
desirability bias. However, understanding if safe sex coun-
seling occurred and how it affected behavior from patient’s
perspective is ideal because they can most accurately re-
port if/how counseling influenced their practices. Our
sample was enrolled within one metropolitan area and the
majority of subjects was of low socioeconomic status and
thus may not be generalizable to all other substance de-
pendent populations. We were unable to determine if pa-
tients received safe sex counseling from another type of
clinician (other than their primary care doctor) or prac-
ticed safer sex because of advice from another clinician.
There may also be temporal issues, in asking about life-
time safe sex counseling versus symptoms of mental illnes-
ses, which may have manifested after counseling occurred
(as described above).
We did not have data to account for the U.S. Preven-

tive Services Task Force recommendations of counseling
if patients had an STI within the last year, which may
have affected safe sex counseling. Instead, we used num-
ber of sex partners in the last three months as an indi-
cator of sexual risk behavior. We also used only partial
diagnostic instruments as indicators of mental illness,
particularly for psychotic symptoms. Despite these limita-
tions, this study is among the first to examine racial/ethnic
and mental health disparities in safe sex counseling and
practices among individuals with substance dependence.
This paper is one of many that will answer the call for stu-
dies to test hypotheses about how clinician behaviors affect
disparities in health care [68]. Beyond merely documenting
that counseling occurred, research needs to focus on
enhancing our understanding of how counseling can have
an impact on patient risk behavior.

Conclusions
Black patients and those with a history of manic episodes
were found to be counseled more about safe sex than white
patients and those without manic episodes, respectively,
despite controlling for sexual risk. Exploring the basis of
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how patient characteristics can influence counseling and
resultant behavior merits further exploration to help re-
duce disparities in safe sex counseling and outcomes.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
All authors have made substantial contributions to the study’s conception,
design, data collection, analysis and/or interpretation of results, been
involved in drafting or revising the manuscript and have approved the
version to be published. MMD conceived of this study’s analysis plan,
interpreted the results and drafted and revised the manuscript. DMC is a
biostatistician and provided guidance in developing and revising the analytic
plan, interpreting the results and revising the manuscript. DAD conducted
the statistical programming for this study and revised the manuscript for
publication. JHS was Principal Investigator of one of the grants that provided
support for this study, made substantial contributions to the conception,
design, data collection, analytic plan and data interpretation for this study
and also repeatedly revised the manuscript. RS was Principal Investigator of
one of the grants that provided support for this study, made substantial
contributions to the conception, design, data collection, analysis and
interpretation for this study and made multiple revisions to this manuscript.

Acknowledgements
This project was supported by the National Institute on Alcohol Abuse and
Alcoholism (NIAAA) Grant Number R01AA010870, National Institute on Drug
Abuse (NIDA) Grant Number R01DA010019, and National Center for Research
Resources (NCRR) Grant Number UL1RR025771. The content is solely the
responsibility of the authors and does not necessarily represent the official
views of the NIAAA, NIDA, NCRR or the National Institutes of Health. The
authors would like to acknowledge Victoria Parker, DBA, Lois McCloskey,
DrPH, and Barbara Bokhour, PhD (Boston University School of Public Health)
for their help in editing this manuscript.

Author details
1Health/care Disparities Research Program, Section of General Internal
Medicine, Boston University School of Medicine, Boston Medical Center, 801
Massachusetts Avenue, #2098, Boston, MA 02118, USA. 2Clinical Addiction
Research and Education (CARE) Unit, Section of General Internal Medicine,
Department of Medicine, Boston University School of Medicine and Boston
Medical Center, Boston, MA 02118, USA. 3Department of Biostatistics, Boston
University School of Public Health, Boston, MA 02118, USA. 4School of Health
Sciences, Cleveland State University, Cleveland, OH 44115, USA. 5Department
of Community Health Sciences, Boston University School of Public Health,
Boston, MA 02118, USA. 6Department of Epidemiology, Boston University
School of Public Health, Boston, MA 02118, USA.

Received: 20 September 2012 Accepted: 21 December 2012
Published: 31 December 2012

References
1. Facts on sexually transmitted infections in the united states. New York, NY:

Guttmacher Institute; 2009.
2. Substance Abuse and Mental Health Services Administration, Office of

Applied Studies: The NSDUH Report: Sexually Transmitted Diseases and
Substance Use. Rockville, MD; 2007.

3. Finer L, Henshaw S: Disparities in rates of unintended pregnancy in the
United States, 1994-2001. Perspect Sex Reprod Health 2006, 38:90–96.

4. Meade CS, Sikkema KJ: HIV risk behavior among adults with severe
mental illness: a systematic review. Clin Psychol Rev 2005,
25(4):433–457.

5. Miller LJ: Sexuality, reproduction, and family planning in women with
schizophrenia. Schizophr Bull 1997, 23(4):623–635.

6. Rosenberg SD, et al: Prevalence of HIV, hepatitis B, and hepatitis C in
people with severe mental illness. Am J Public Health 2001, 91(1):31–37.

7. Substance use and risky sexual activity. Washington, DC: Kaiser Family
Foundation; 2002.

8. Trussell J: The cost of unintended pregnancy in the United States.
Contraception 2007, 75:168–170.
9. Brown S, Eisenberg L: The best intentions: unintended pregnancy and the
well-being of children and families. Washington, DC: National Academy Press;
1995:80–82.

10. Logan C, et al: The consequences of unintended childbearing: a white paper.
Washington, DC: National Campaign to Prevent Teen and Unplanned
Pregnancy Child Trends, Inc; 2007.

11. Sonfield A, et al: The public costs of births resulting from unintended
pregnancies: national and state-level estimates. Perspect Sex Reprod Health
2011, 43(2):94–102.

12. Monea E, Thomas A: Unintended pregnancy and taxpayer spending.
Perspect Sex Reprod Health 2011, 43(2):88–93.

13. Santelli J, et al: The measurement and meaning of unintended
pregnancy. Perspect Sex Reprod Health 2003, 35(2):94–101.

14. Sable M, et al: Pregnancy wantedness and adverse pregnancy outcomes:
differences by race and Medicaid status. Fam Plann Perspect 1997, 29(2):76–81.

15. Mohllajee A, et al: Pregnancy intention and its relationship to birth and
maternal outcomes. Obstet Gynecol 2007, 109(3):678–686.

16. Chesson HW, et al: The estimated direct medical cost of sexually
transmitted diseases among American youth, 2000. Perspect Sex Reprod
Health 2004, 36(1):11–19.

17. Mosher WD, Jones J, Abma JC: Intended and unintended births in the
United States: 1982-2010. Natl Health Stat Rep 2012, 55:1–28.

18. Carney CP, Jones LE: Medical comorbidity in women and men with
bipolar disorders: a population-based controlled study. Psychosom Med
2006, 68(5):684–691.

19. Carney CP, Jones L, Woolson RF: Medical comorbidity in women and men
with schizophrenia: a population-based controlled study. J Gen Intern
Med 2006, 21(11):1133–1137.

20. Soreca I, et al: Relationship of general medical burden, duration of illness
and age in patients with bipolar I disorder. J Psychiatr Res 2008,
42(11):956–961.

21. Miller LJ, Finnerty M: Sexuality, pregnancy, and childrearing among
women with schizophrenia-spectrum disorders. Psychiatr Serv 1996,
47(5):502–506.

22. Barkla J, et al: Pregnancy in women with psychotic disorders. Arch
Womens Ment Health 2000, 3:23–26.

23. Miller LJ, Finnerty M: Family planning knowledge, attitudes and practices
in women with schizophrenic spectrum disorders. J Psychosom Obstet
Gynaecol 1998, 19(4):210–217.

24. Raja M, Azzoni A: Sexual behavior and sexual problems among patients
with severe chronic psychoses. Eur Psychiatry 2003, 18(2):70–76.

25. Egan TM, Siegert RJ, Fairley NA: Use of hormonal contraceptives in
an institutional setting: reasons for use, consent and safety in
women with psychiatric and intellectual disabilities. N Z Med J 1993,
106(961):338–341.

26. Leutar Z, Mihokovic M: Level of knowledge about sexuality of people
with mental disabilities. Sex Disabil 2007, 25(3):93–109.

27. Cook J: Sexuality and people with psychiatric disabilities. Sex Disabil 2000,
18(3):195–206.

28. Weinhardt L, Bickham N, Carey M: Sexual coercion among women living
with a severe and persistent mental illness: review of the literature and
recommendations for mental health providers. Aggression Violent Behav
1999, 4(3):307–317.

29. Neinstein LS, Katz B: Psychiatrically impaired patients often exposed to
pregnancy risk. Contracept Technol Update 1985, 6(6):88–90.

30. Dyer JG, McGuinness TM: Reducing HIV risk among people with serious
mental illness. J Psychosoc Nurs Ment Health Serv 2008, 46(4):26–34.

31. Beyer JL, et al: Prevalence of HIV infection in a general psychiatric
outpatient population. Psychosomatics 2007, 48(1):31–37.

32. Carey MP, Carey KB, Kalichman SC: Risk for human immunodeficiency
virus (HIV) infection among persons with severe mental illnesses.
Clin Psychol Rev 1997, 17(3):271–291.

33. Saraceno B, Yong Kim J: Alcohol use and sexual risk behaviour: a cross-
cultural study in eight countries. Geneva, Switzerland: World Health
Organization, Department of Mental Health and Substance Abuse; 2005.

34. Pallonen UE, et al: Personal and partner measures in stages of consistent
condom use among African-American heterosexual crack cocaine
smokers. AIDS Care 2008, 20(2):205–213.

35. Schilling RF, et al: Sexual behavior, attitudes toward safer sex, and gender
among a cohort of 244 recovering i.v. drug users. Int J Addict 1991,
26(8):859–877.



D’Amore et al. Reproductive Health 2012, 9:35 Page 10 of 10
http://www.reproductive-health-journal.com/content/9/1/35
36. Petersen R, et al: Pregnancy and STD prevention counseling using an
adaptation of motivational interviewing: a randomized controlled trial.
Perspect Sex Reprod Health 2007, 39(1):21–28.

37. Dehlendorf C, et al: Disparities in family planning. Am J Obstet Gynecol
2010, 202(3):214–220.

38. Moos MK, et al: Healthier women, healthier reproductive outcomes:
recommendations for the routine care of all women of reproductive
age. Am J Obstet Gynecol 2008, 199(6 Suppl 2):S280–S289.

39. Nobili MP, et al: The effect of patient-centered contraceptive counseling
in women who undergo a voluntary termination of pregnancy. Patient
Educ Couns 2007, 65(3):361–368.

40. Workowski KA, Berman SM: Sexually transmitted diseases treatment
guidelines, 2006. MMWR Recomm Rep 2006, 55(RR-11):1–94.

41. Tao G, Irwin KL, Kassler WJ: Missed opportunities to assess sexually
transmitted diseases in U.S. adults during routine medical checkups.
Am J Prev Med 2000, 18(2):109–114.

42. Lee JK, et al: The impact of contraceptive counseling in primary care on
contraceptive use. J Gen Intern Med 2011, 26(7):731–736.

43. Thorburn S, Bogart LM: African American women and family planning
services: perceptions of discrimination. Women Health 2005, 42(1):23–39.

44. Ashton MR, et al: Primary care physician attitudes regarding sexually
transmitted diseases. Sex Transm Dis 2002, 29(4):246–251.

45. Gott M, et al: "Opening a can of worms": GP and practice nurse barriers to
talking about sexual health in primary care. Fam Pract 2004, 21(5):528–536.

46. Khan A, et al: Does physician bias affect the quality of care they deliver?
Evidence in the care of sexually transmitted infections. Sex Transm Infect
2008, 84(2):150–151.

47. Becker D, Tsui AO: Reproductive health service preferences and
perceptions of quality among low-income women: racial, ethnic
and language group differences. Perspect Sex Reprod Health 2008,
40(4):202–211.

48. Thorburn S, Bogart LM: Conspiracy beliefs about birth control: barriers to
pregnancy prevention among African Americans of reproductive age.
Health Educ Behav 2005, 32(4):474–487.

49. Falvey J: Clinical judgment in case conceptualization and treatment
planning across mental health disparities. J Couns Dev 2001, 79:292–303.

50. Brown AP, Lubman DI, Paxton SJ: STIs and blood borne viruses - risk
factors for individuals with mental illness. Aust Fam Physician 2008,
37(7):531–534.

51. American psychiatric association: Diagnostic and statistical manual of mental
disorders. 4th ed. Washington, DC: American Psychiatric Association; 2000.

52. Gigantesco A, Morosini P: Development, reliability and factor analysis of a
self-administered questionnaire which originates from the world health
Organization's composite international diagnostic interview - short form
(CIDI-SF) for assessing mental disorders. Clin Pract Epidemiol Ment Health
2008, 4:8.

53. Klein LE, et al: Diagnosing dementia. Univariate and multivariate analyses
of the mental status examination. J Am Geriatr Soc 1985, 33(7):483–488.

54. Kroenke K, Spitzer RL, Williams JB: The PHQ-9: validity of a brief
depression severity measure. J Gen Intern Med 2001, 16(9):606–613.

55. Gilbody S, et al: Screening for depression in medical settings with the
patient health questionnaire (PHQ): a diagnostic meta-analysis. J Gen
Intern Med 2007, 22(11):1596–1602.

56. Sheehan DV, et al: The Mini-International Neuropsychiatric Interview
(M.I.N.I.): the development and validation of a structured diagnostic
psychiatric interview for DSM-IV and ICD-10. J Clin Psychiatry 1998,
59(Suppl 20):22–33. quiz 34-57.

57. Meade CS, et al: HIV risk behavior among patients with co-occurring
bipolar and substance use disorders: associations with mania and drug
abuse. Drug Alcohol Depend 2008, 92(1–3):296–300.

58. Eisen SV, et al: Reliability and validity of the BASIS-24 mental health
survey for whites, African-americans, and latinos. J Behav Health Serv Res
2006, 33(3):304–323.

59. Safran DG, et al: The primary care assessment survey: tests of data quality
and measurement performance. Med Care 1998, 36(5):728–739.

60. Safran DG, et al: Linking primary care performance to outcomes of care.
J Fam Pract 1998, 47(3):213–220.

61. Taira DA, et al: The relationship between patient income and physician
discussion of health risk behaviors. JAMA 1997, 278(17):1412–1417.
62. Cao D, Marsh JC, Shin HC: Gender and racial/ethnic disparities in the
impact of HIV prevention programming in substance abuse treatment.
Am J Drug Alcohol Abuse 2008, 34(6):730–740.

63. Kraut-Becher J, et al: Examining racial disparities in HIV: lessons from
sexually transmitted infections research. J Acquir Immune Defic Syndr 2008,
47(Suppl 1):S20–S27.

64. Lin JS, Whitlock E, O’Connor E, Bauer V: Behavioral Counseling to Prevent
Sexually Transmitted Infections: A Systematic Review for the U.S.
Preventive Services Task Force. Ann Intern Med 2008, 149(7):497–508.

65. Weisman CS, et al: Contraceptive counseling in managed care:
preventing unintended pregnancy in adults. Womens Health Issues 2002,
12(2):79–95.

66. Mark H, et al: Providers' perceived barriers to sexually transmitted disease
care in 2 large health maintenance organizations. Sex Transm Dis 2008,
35(2):184–189.

67. Hayter M: Nurses' discourse in contraceptive prescribing: an analysis
using Foucault's 'procedures of exclusion'. J Adv Nurs 2007, 58(4):358–367.

68. van Ryn M, Fu SS: Paved with good intentions: do public health and
human service providers contribute to racial/ethnic disparities in health?
Am J Public Health 2003, 93(2):248–255.

69. van Ryn M, Burke J: The effect of patient race and socio-economic status
on physicians' perceptions of patients. Soc Sci Med 2000, 50(6):813–828.

70. Smedley BD, Stith AY, Nelson AR, Unequal Treatment: Confronting racial and
ethnic disparities in health care. Institute of medicine. Washington, DC:
National Academies Press; 2002.

71. Sabin J, et al: Physicians' implicit and explicit attitudes about race by
MD race, ethnicity, and gender. J Health Care Poor Underserved 2009,
20(3):896–913.

72. Kirby D: The impact of programs to increase contraceptive use among
adult women: a review of experimental and quasi-experimental studies.
Perspect Sex Reprod Health 2008, 40(1):34–41.

73. Mausbach BT, et al: Efficacy of a behavioral intervention for increasing
safer sex behaviors in HIV-negative, heterosexual methamphetamine users:
results from the Fast-Lane Study. Ann Behav Med 2007, 34(3):263–274.

74. Burlew AK, et al: Measurement and data analysis in research addressing
health disparities in substance abuse. J Subst Abuse Treat 2009, 36(1):25–43.

doi:10.1186/1742-4755-9-35
Cite this article as: D’Amore et al.: Disparities in safe sex counseling &
behavior among individuals with substance dependence: a cross-
sectional study. Reproductive Health 2012 9:35.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions
	Trial registration

	Background
	Methods
	Independent variables
	Dependent variables
	Covariates
	Statistical analysis

	Results
	Results by race/ethnicity
	Results by indicators of mental illness

	Discussion
	Conclusions
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


