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ABSTRACT Drug-using men who have sex with men (MSM) are at high risk of acquiring
or transmitting HIV infection. Efforts to change behaviors in this population have
been hampered by difficulties in recruiting drug-using MSM into behavioral interven-
tions. This study sought to develop an effective strategy for recruiting drug-using MSM
into behavioral interventions that consist of motivational interviewing alone or moti-
vational interviewing plus contingency management. MSM were recruited through
advertising and community outreach into groups to discuss party drugs, party burnout,
and sexual behavior, with the intervention subsequently described and enrollment
offered in the group setting. Many more eligible MSM responded to advertisements for
the discussion groups than advertisements for the interventions, and 58% of those who
participated in the discussion groups volunteered for counseling. Men who entered coun-
seling reported high levels of drug use and sexual activity and were racially and ethnically
diverse; only 35% were willing to accept drug treatment. Results demonstrate that a
two-stage strategy in which drug-using MSM are first recruited into discussion groups
before they are offered a behavioral intervention can be an effective way to induce volun-
tary acceptance of an intervention employing a behavioral risk-reduction approach. 

KEYWORDS Contingency management, Gay and bisexual men, Health services marketing,
Illicit drugs, Motivational interviewing, Sexual risk behaviors. 

INTRODUCTION 

Recent reports document a dramatic increase since the mid 1990s in the prevalence
of HIV and other sexually transmitted diseases (STDs) among men who have sex
with men (MSM).1–5 New cases of HIV/AIDS have steadily risen among MSM,
accounting for 40% of all new HIV/AIDS diagnoses in the United States in 1999, 41%
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in 2000, 43% in 2001, and 44% in 2002.6 Public health and behavioral indicators
suggest that the wave of new HIV infections among MSM is partly attributable to
increased use of noninjection illicit stimulant drugs, which has been strongly associated
with risky sexual practice.7–9 In a recent probability sample of MSM, HIV prevalence
was particularly high among heavy noninjection substance users, with 32% of ultra-
heavy users and 24% of heavy users versus 16% and 12% of light and nonusers,
respectively, reporting HIV-positive serostatus.10 Use of methamphetamine, a highly
addictive stimulant drug, has been associated with having and acquiring STDs, includ-
ing HIV and syphilis.11–15 Stimulant drugs may increase HIV/STD risk because of their
disinhibitory, aphrodisiac-like effects that encourage unsafe sexual behavior. Use of
stimulant drugs, including crack cocaine and methamphetamine, has been associated
with heightened sexual risk behavior among MSM and other risk groups.16–23 

The strong link between substance use and risky sex has led researchers and prac-
titioners to infer that treating substance abuse can lead to a corresponding reduction
in sexual risk and HIV transmission.24–26 Nevertheless, most HIV prevention interven-
tions have not specifically addressed substance abuse, and those that have done so
have tended to target injection drug users,27–30 most of whom are heterosexual.31 Few
interventions have targeted drug-using MSM in particular, especially those who use
noninjection stimulant drugs. For example, a recent meta-analysis identified only 12
rigorous controlled trials that specifically aimed to reduce sexual risk among MSM.32 

In the absence of effective targeted interventions for this population, drug-using
MSM are likely to receive help only if they turn to programs available in the commu-
nity. Twelve-step self-help programs, such as Alcoholics Anonymous and Narcotics
Anonymous, are the most widely used and recommended programs for substance
use.33–35 Twelve-step programs, which conceptualize drug addiction as a spiritual and
medical disease, aim for total abstinence. They typically have high attrition rates, sug-
gesting that they are acceptable only to a portion of the substance-abusing individuals
willing to change. Further, the emphasis on spirituality may alienate some potential
participants,36 especially MSM who fear homophobia from religious groups.37 

Available studies suggest that most substance-abusing MSM have never sought
treatment. For example, Stall and colleagues38 observed that among the approxi-
mately 40,000 MSM in San Francisco, 10–20% of whom may have a likely sub-
stance-use disorder, fewer than 600 accessed substance abuse treatment services in a
centrally located community-based organization over a 2-year period. In New York
City, a massive effort to recruit alcohol-abusing MSM into cognitive behavioral risk
reduction or motivational enhancement therapy by using 12 different recruitment
methods that included advertisement in the media, distribution of 100,000
pamphlets, presentations at community agencies, outreach in gay bars and other
risk venues, Internet recruitment in MSM chatrooms, and mass mailings to gay
customers yielded just 1,404 telephone calls for screening and 198 men enrolled in
the study, of whom only 89 attended at least one session of treatment.39 

That few drug-using MSM who are at high risk for HIV seek available treatment
programs suggests a public health need for (1) effective interventions that are more
acceptable to this population and (2) effective marketing strategies for getting MSM at
risk to enter these programs in large numbers. We conducted a pilot study that
explored promising approaches to address both of these public health needs. The inter-
vention used a motivational interviewing approach, either alone or in combination
with contingency management to reward the attainment of specific behavioral goals
that are part of an individualized treatment plan. This article reports on the novel
recruitment strategy used to recruit drug-using MSM into behavioral interventions.
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Earlier pilot work indicated that a direct marketing strategy of letting MSM
know that a free counseling program was available was not likely to yield much
success. However, it proved to be quite easy to recruit eligible MSM into focus
groups to discuss their drug use and sexual behavior and advise us about the viability
of different recruitment strategies. The success of these focus groups led us to use
group discussions to create more favorable attitudes toward the intervention and
thereby increase the likelihood of successful recruitment into it. The “foot in the
door” effect refers to a well-established finding that a small initial request increases
the likelihood that an individual will agree to a larger, related second request,40,41

that is, acquiescence to a first request leads to changes in attitudes and self-perceptions
that enhance compliance with a subsequent request.42 In this study, participants
were sequentially presented with opportunities, first, to participate in a discussion
group focusing on drug use and risky sexual behavior and, second, to enroll in a
study in which they received free counseling aimed at reducing drug use and risky
sexual behavior. Although neither opportunity was accompanied by a personal
request, both were offered as part of a study in which participants’ cooperation was
solicited. This foot-in-the-door approach is useful when participation in a group
can lead to changes in attitudes and self-perceptions regarding drug use that pave
the way for entry into drug counseling. 

METHODS 

Participants 
Study participants were men recruited through advertising and community outreach
in Los Angeles County. Eligible men were 18 years of age or older who reported
having had sex with another man in the past 30 days and having used one or more
of the following drugs in the last 30 days: methamphetamine, methylene-
dioxymethamphetamine (or Ecstasy), cocaine, gamma-hydroxybutyrate, Rohypnol,
ketamine, or lysergic acid diethylamide. 

Recruitment Procedures 
The RAND Human Subjects Protection Committee and Institutional Review
Boards at University of California, Los Angeles and Friends Research Institute
approved the study on June 18, 2003, July 25, 2003, and July 24, 2003, respec-
tively, and provided oversight of all study procedures. Potential study participants
were recruited by using print advertisements in gay-oriented publications and flyers
posted at community centers, bars, bathhouses, coffee houses, community-based
HIV prevention and health service agencies, and clinics and drug treatment facilities.
Two types of advertisements were used: (1) an advertisement that described and
directly offered counseling, and (2) an advertisement that invited individuals to
participate in a discussion group. Each advertisement provided a toll-free number to
call for more information (a different number for counseling vs. discussion group).
Dedicated toll-free lines were answered by project staff from 9:30 AM to 9:00 PM,
and messages received at other times were returned promptly. 

Screening and Consent for Discussion Groups Screening was done by telephone.
After identifying the institutions conducting the research and describing the purpose
of the discussion group, the study representative explained that he or she needed to
ask a few questions to determine whether the caller was qualified and assured him
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that responses given during the telephone call would be kept confidential. Callers
providing oral consent were screened to determine eligibility. Screening was stopped
if the caller did not meet eligibility criteria. Callers who met eligibility criteria were
given further information about the discussion group, whose purpose was described
as helping researchers find ways to reach men who might be interested in behavioral
risk-reduction programs for drug-using MSM. Callers were informed that at the
end of the discussion group, participants would have the opportunity to enroll in a
further study if they so chose that included confidential free counseling. Interested
callers were then scheduled for a discussion group. 

Individuals who appeared for the discussion group were again informed about
the topics to be discussed, asked to treat the information shared by group members
as confidential, and advised of the risks of participation, including breach of confi-
dentiality. They were asked to use only their first name or a pseudonym. A facilitator
went over key points with them in a written consent document, and they received a
copy after providing oral consent. 

Discussion Group Process Two moderators led the discussion groups and asked
participants to introduce themselves by their first name or pseudonym and describe
the types of drugs they have used in the past. Following a discussion of the drugs
used by participants and reasons for use (e.g., having better sex, breaking down sexual
inhibitions), the group discussed problems with drug use (e.g., health concerns, rela-
tionship problems, adverse effects on employment or housing). The conversation
turned to whether participants had ever tried abstaining from or reducing their drug
use or sexual risk behavior. This elicited a range of experiences about treatment,
relapse, or having intentions to change. One of the moderators would then describe
the study, the interventions that were being evaluated, and what was involved in
participating, including the agreement to be randomized. He informed those inter-
ested that they could sign up for the study at the end of the discussion group. Parti-
cipants were invited to suggest ways of advertising and conducting outreach to
people like them to encourage their participation in the study. They were thanked
for their suggestions and given $40 as compensation for their time and travel costs.
Sign-up sheets were also available for participants to provide confidential contact
information if they wished to participate in the study. 

Screening and Consent for the Counseling Intervention Study Screening of men
who called in response to the advertisements for confidential counseling was
handled similarly to calls for the discussion groups, inasmuch as the eligibility crite-
ria were the same for both. However, the study was described as designed to help
participants change the kind of drug-use behavior that can lead to risky sex and
thereby help reduce the chances of acquiring HIV. At no cost to the participant, a
counselor would work with him to identify things in his life that he wanted to work
on and change. Potential participants who screened as ineligible were thanked and
provided with appropriate referrals for drug treatment and other services in their
area of residence. 

Interventions 
Eligible men who consented were randomized to one of the two treatment arms:
motivational interviewing alone or motivational interviewing augmented with treat-
ment-plan–related contingency management. Motivational interviewing is a cognitive
behavioral approach that is used to enhance intrinsic motivation to change by
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exploring and resolving clients’ ambivalence regarding their substance-use behavior
and desire to change, using motivational strategies that correspond to a client’s par-
ticular stage of change, and moving at the pace of the client, rather than that of the
counselor.43,44 Contingency management is a behavior therapy that uses operant
reinforcement by providing incentives (e.g., money, vouchers) for desired target
behaviors, most often consecutive urine samples that document drug abstinence.45–47

When paired with cognitive behavioral therapy, it has led to successful outcomes in
methamphetamine-using MSM.48 For this study, contingency management was used
to reinforce adherence to a treatment plan that included clearly defined, achievable
behavioral tasks to help clients take small steps toward long-term goals of reduced
drug use or drug abstinence and less risky sexual behavior.49,50 The motivational
interviewing group received two to four counseling sessions, and the motivational
interviewing plus contingency management group received eight counseling ses-
sions. Questionnaires measuring sociodemographic characteristics, current sexual
behavior, and substance use were completed at baseline, and 4, 6, 12, and 26 weeks
beyond baseline. Results from the baseline assessment are reported to describe the
characteristics of MSM recruited to the study. 

RESULTS 

As shown in Table 1, the discussion group yielded a nearly four-fold higher rate of
recruitment per advertisement than did direct marketing, at about a quarter of the
cost per participant recruited. Over a 6-month period, 158 men were screened for
the study across recruitment conditions, and 83 MSM enrolled and completed the
baseline assessment. Figure depicts the recruitment disposition for the 80 partici-
pants recruited purely through the discussion group or direct marketing advertise-
ments; an additional three participants were recruited via referral by an earlier
participant or other indirect means. As shown in Figure, 140 participants responded
to advertisements for the discussion group, and 18 responded to the direct marketing
advertisements. Of the men screened for the discussion group, 116 participated in
the group and 67 enrolled. Of the men who called the toll-free number in response
to direct advertising or referral, 13 enrolled. 

About 19% of the 83 participants in the main study were under the age of
30 years, 41% had a high-school diploma/General Educational Development or a
lower level of education, and 55% were unemployed. About 28% were African
American, 39% White, 20% Hispanic, and 3% Asian or Pacific Islander. Almost all
of the men self-identified as gay (64%) or bisexual (30%), and over three-quarters
(77%) had never been married. 

The men enrolled in the main study used a range of different substances. In the
past 30 days, 69% used marijuana, 61% amphetamines, 61% crack cocaine, 15%
gamma-hydroxybutyrate, 14% Ecstasy, 7% hallucinogens, 8% ketamine, 5% heroin,

TABLE 1. Advertising expenses and enrollment yield, by recruitment mode 

 Discussion group Direct marketing

Number of advertisements 14 10 
Total advertising expenses $9,024 $6,558 
Enrollees per advertisement 4.79 1.30 
Advertising cost per participant 134.66 $504.46 
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1% phenylcyclohexylpiperidine (Phencyclidine), and 1% Rohypnol; 18% used Viagra.
Nearly 20% had injected drugs in the last 30 days, and 43% had ever injected drugs. 

HIV risk was high among participants, with the majority (58%) reporting
having been diagnosed with an STD or hepatitis C in their lifetime. Twenty-eight
participants (34%) were HIV positive, and 35 were HIV negative (45%); 18 parti-
cipants (22%) either did not know or did not report their serostatus. A third had a

158 
MSM Screened for Study 

18  
MSM Screened for 
Direct Marketing 

140  
MSM Screened for 
Discussion Group 

116  
MSM Participated in 

Discussion Group 

67  
MSM Enrolled in Study

13  
MSM Enrolled in Study 

80  
MSM Enrolled from both Recruitment Modes

(Excludes 3 MSM enrolled by referral)

FIGURE. Flow chart of screening and recruitment procedures. 
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primary relationship partner, and of those, 14 had a partner of positive or unknown
HIV status, as reported by the participant. Nearly all (99%) reported having oral,
anal, or vaginal sex in the previous 6 months, and 92% had multiple partners dur-
ing that time (range, 1–240). Of those who were sexually active, over half (57%)
had multiple male sex partners in the last 30 days. Nearly half had engaged in
receptive (48%) or insertive (49%) anal sex. Condom use was low: Of those who
reported anal sex, only 22% used condoms every time for receptive anal sex, and
30% used condoms each time for insertive anal sex. Of the 19% reporting female
partners in the past 30 days, eight had multiple partners. Of those reporting vaginal
sex (16%), only five always used condoms. Almost a fifth of the sexually active
sample (18%) had paid for sex, and 29% had been paid for sex, in the last 30 days.
Most (86%) reported having sex while high in the past 30 days. Of those who were
sexually active in the past 6 months, 53% reported visiting gay bars in the last 30
days, 38% bathhouses, 30% cruising parks, and 27% sex clubs. 

A substantial percentage (42%) had never been in any form of drug treatment
or self-help group, about half (49%) had attended an Alcoholics Anonymous or
Narcotics Anonymous meeting at some point, and a quarter had participated in a
formal drug treatment program. Only 35% said that they would accept a treatment
slot at the time of the baseline assessment. 

DISCUSSION 

The two-stage recruitment procedure was successful on several counts. First, it pro-
duced an excellent yield, with a substantial proportion (47%) of all those screened and
an even larger proportion (57%) of those participating in a discussion group subse-
quently enrolling in the intervention. Second, it provided a way to successfully recruit
nontreatment-seeking MSM, who are entirely excluded by definition when a direct
marketing approach is used. Two thirds of those enrolling in the counseling interven-
tion said that they would not accept a treatment slot if it were available. Third, this
two-stage recruitment method substantially increased the number of persons enrolled
in response to each advertisement. Because advertisements for the discussion groups
and the interventions cost the same amount and covered the same period, this resulted
in lower direct advertising cost and a more rapid accrual rate for the two-stage recruit-
ment method. Accrual into the intervention through direct marketing alone was at a
rate slightly lower than that achieved in a controlled clinical trial of drug treatment
intervention conducted by Shoptaw with methamphetamine-dependent gay or bisexual
men in Los Angeles from 1997 to 2000, when 162 men were enrolled in the trial over a
3-year period.48 Two-stage recruitment boosted the accrual rate substantially, suggest-
ing that this method might make it possible to complete clinical trials more quickly. 

The behavioral profile of the MSM recruited into this intervention indicates
that they are at high risk, with high levels of drug use and sexual activity, large
numbers of partners, and low levels of condom use. It is noteworthy that partici-
pants in the main study included substantial numbers of African American and His-
panic MSM, who constituted nearly half the sample in this study, in contrast to just
16% in the Shoptaw trial for methamphetamine-dependent MSM.48 Our results
indicate that a staged recruitment strategy using discussion groups can effectively
reach a socioeconomically and racially diverse population of eligible MSM. 

The foot-in-the-door approach has been used in other situations to induce a
participant to do something for an organization or cause, rather than for the par-
ticipant’s own benefit.40 The most common explanation for the effect involves
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self-perception theory.42 By performing the initial request, the individual comes to
see himself (at least temporarily) as the sort of person who is willing to do this kind
of thing, making it more likely that he will agree to perform a second, related request.
The need to maintain consistency in behavior may also facilitate agreement to per-
form a related request.51 Participants in the discussion groups were asked to suggest
messages and dissemination strategies to reach people like them to help change their
risky behavior. Providing such assistance endorses the need to change these behav-
iors, despite the participants’ engaging in them themselves. Such dissonance can be
resolved by changing one’s own behavior and enrolling in the intervention. 

Principles and strategies of motivational interviewing were applied in the dis-
cussion groups to develop the sense of discrepancy between participants’ current
behavior and broader goals or intentions, building motivation for change. Once
motivation had been enhanced, the groups provided a nonthreatening context in
which the interventions can be described in detail, countering some of the assumptions
participants may have had about them. It was also possible to contrast the interventions
with 12-step programs, a model many participants had experienced first hand and
that most were familiar with. Many participants perceived the counseling interven-
tions as following a very different model from 12-step programs. That may have
made it easier for them to decide to enroll in the study because they did not need to
resolve inconsistency between their past avoidance of treatment and present willingness
to participate in an intervention. 

In addition to describing the counseling in the two study conditions, the coun-
selors were able to model some key attributes of the motivational interviewing
approach during the course of the 90-minute discussion groups. They engaged in
active listening, expressed empathy, and were nonjudgmental. Discussion group
participants seemed to respond positively to being treated with respect, and these
counselor activities may have contributed to the intervention’s attractiveness. 

Processes of social interaction in the discussion group also appeared to facilitate
individual decisions to enroll in the intervention. Because participants were all drug-
using MSM, they had a basis for feeling similar to others in the group, which facili-
tated social comparison. The process of sharing experiences and concerns about
drug use led many of them to perceive themselves to be at risk of consequences that
other group members had experienced or were concerned about. Group members
who signed up for the intervention often encouraged others to join them. 

The discussion groups provide a venue in which the counseling interventions
can be described to potentially eligible men under conditions that facilitate their
openness to participation. However, it is important to recognize that features of the
discussion groups that create openness to counseling also constitute a preliminary
intervention that could lead to changes in risky behavior by themselves and could
moderate the effects of subsequent counseling. This possibility needs to be consid-
ered in interpreting results from intervention studies that recruit “converted” volun-
teers from nontreatment-seeking populations. For example, effect sizes may differ
when the main intervention is implemented without the preliminary intervention
and compared with a “no intervention” group. 

The small sample size in this study does not permit examination of possible
differences in the types of MSM recruited through direct marketing versus discussion
groups. For example, we might expect that those who sign up through direct marketing
tend to be at a more advanced stage of readiness to change than those recruited
through discussion groups. Given the small sample size, it is difficult to test this or
to assess whether the staged recruitment approach yields differences in demographics
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or other sample characteristics. Moreover, because the discussion groups require
the use of additional incentive payments and labor costs compared with direct
recruitment, future research should examine the cost effectiveness of the approach. 

According to self-perception theory, the $40 incentive payments would tend to
undermine personal attributions for participating in the group, thereby reducing the
likelihood of enrolling in counseling. However, although the incentive payment may
be perceived as the immediate reason for their participation, it may not be perceived
as a reason for sharing of personal concerns about drug use or other behaviors that
go beyond the immediate purpose of the group. Such behaviors may tend to be
attributed to internal causes, thereby facilitating change. The discussion group trig-
gers many social psychological processes that may tend to induce enrollment, and it
is not clear how important the foot-in-the-door effect is to the success of the
approach. Additional research is needed to shed light on the reasons the approach is
effective and to identify key elements necessary for designing successful staged
recruitment strategies. It is important to learn more about the generalizability of
this approach to other interventions and populations. 
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