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Abstract Male college students constitute one of a number
of at-risk populations susceptible to receiving and transferring sexually transmitted infections. Interventions designed
to increase condom use have produced mixed results, but
increasing motivation to use condoms may decrease risky
sexual behavior. The current study examined the decisional
balance, a component of Motivational Interviewing (MI), as
an intervention to promote condom use. A total of 41 college
men at-risk for negative outcomes from both unsafe sex and
drinking participated. They reported both infrequent condom
use and heavy drinking. Immediately following a decisional
balance on condom use, three separate measures of motivation to change condom use increased. Further, participants
reported increases in actual condom use at a 30-day followup. Participants did not alter their drinking behavior or their
motivation to decrease problematic alcohol use. The findings
provide preliminary support for the efficacy of a brief decisional balance intervention to increase safer-sex motivation
and behaviors, but similar designs with true control groups
receiving assessment only and larger numbers of participants
are required before they can be generalized to the greater
population of college students. College health professionals
might adopt similar brief motivational enhancement interventions with the decisional balance to promote safer sex
among at-risk college students.
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Introduction
College students constitute one of a number of at-risk
populations in the United States for sexually transmitted
infections (STIs), as they are frequently sexually active
with multiple partners. About 19 million new STI infections appear annually, and approximately half appear in
those between the ages of 15–24 (CDC, 2004). The vast
majority of HIV (more than 90%) infections arise from
sexual transmission (CDC, 2000) and 60% of new HIV
cases each year appear among persons under the age of 25
(UNAIDS, 1997). STIs, however, can be prevented through
condom use, abstinence, and other safer-sex behaviors.
Despite the heightened risk for STIs among college
students, condom use among this population remains
inconsistent. Among currently sexually active students,
approximately 40% reported not using a condom during
their last sexual intercourse (CDC, 2006). Among college
students with multiple sex partners, only 18% of men and
13% of women consistently used condoms (Corbin &
Fromme, 2002). Some studies report that more than onethird of college students never use a condom during sex
(Cline & Engel, 1991; Douglas et al., 1997). Further studies
reveal that men with several casual partners are no more
likely to use a condom than when they have only one
partner (Catania et al., 1992; Catania, Gibson, Chitwood,
& Coates, 1990; Dolcini et al., 1993). Additionally, heterosexual men report inconsistent condom use with different partners and minimal use with casual partners (Choi,
Catania, & Dolcini, 1994; Exner, Gardos, Seal, & Ehrhardt,
1999; Laumann, Gagnon, Michael, & Michaels, 1994).
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Flood (2003) found that many young heterosexual men do
not use condoms because they believe that condoms decrease pleasure. These men also believe that they are at less
risk for STIs because they know and trust their partners.
Increasing condom use among college students is not
easy. Many campuses provide extensive information on the
benefits of using condoms in the prevention of STIs. These
campaigns, however, rarely increase safer-sex behaviors
(Schlaama, Abraham, Gillmore, & Kok, 2004). Videotapes
promoting safer sex that are strictly informational have not
increased condom use (Knight, 1995). Relational skills
interventions have also failed (Turner et al., 1994; Turner,
Korpita, Hohn, & Hill, 1993). In a social-cognitive intervention, O’Leary (2001) found that the intervention was
significantly associated with consistent safer-sex practices,
such as condom use or abstinence; however, at three-month
follow-up, less than half of those who had gone through the
intervention were consistently practicing safer-sex behaviors. In a review of safer-sex interventions, cognitive–
behavioral interventions have been found to be the most
effective, but these interventions assume that the participants are ready for change and want to change their
behavior (Kelly, 1995).
Motivational enhancement interventions, however, may
be successful with populations who do not believe they
have a problem or need to change their behavior. Several
studies have used motivational enhancement interventions
to increase condom use. Eitel and Friend (1999) found that
a motivational intervention with male and female college
students had more success in increasing condom use than a
cognitive intervention or no intervention at all. Research in
HIV/AIDS prevention has found that an intervention based
on the Information-Motivation Behavioral Skills model
resulted in increased condom use as well as in greater
motivation to change behaviors (Fisher, Fischer, Misovich,
Kimble, & Malloy, 1996). Other interventions with a
motivation component have also helped increase condom
use in diverse samples other than college students (Carey
et al., 1997, 2000, 2004; Morrison-Beedy, Carey, Kowalski, & Tu, 2005). In a review of safer-sex interventions,
Schlaama et al. (2004) concluded that some form of
motivational enhancement that helps participants examine
their own personal reasons for initiating change appears
essential for safer sex.
Motivating individuals to change problematic behavior
stems from the transtheoretical model of behavior change
(Prochaska & DiClemente, 1986), which outlines five
stages of change: pre-contemplation, contemplation, preparation, action, and maintenance. Each successive stage
represents increased motivation for continued behavior
change. Those in the action stage are ready and willing to
change their behavior. Since many college participants may
not see their risky sexual behavior as problematic and,
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therefore, will not be ready to initiate change, it is essential
to help them reach the action stage during interventions.
One strategy for changing behavior is the use of a
decisional balance, a component of many motivational
interventions. The decisional balance, a procedure derived
from Janis and Mann’s (1977) decision-making model,
assumes that sound decision-making involves careful
scanning of all relevant considerations that enter into a
‘‘decisional balance’’ sheet of comparative potential gains
and losses. Individuals list their own personal reasons for
and against changing their behavior. The decisional balance penetrates a participant’s state of ambivalence, clarifies competing motivational factors, and encourages the
person to consider change. Motivational Interviewing (MI),
a popular and successful brief cognitive–behavioral intervention, relies on a decisional balance to increase motivation (Miller & Rollnick, 2002; Prochaska & Redding,
1994). MI posits that constructing a decisional balance
sheet is not a passive assessment of current motivation, but
that it is also likely to influence motivation to change risky
behavior (Miller & Rollnick, 2002).
While safer-sex interventions that utilize motivational
strategies have shown promise (e.g., Carey et al., 2000,
2004; Fisher et al., 1996), many motivational interventions
are lengthy, spanning several sessions and utilizing a
variety of motivational strategies (e.g., the setting of
behavioral goals, discussions of high-risk situations where
condoms may not be available). It is important to examine
the individual strategies in these interventions to determine
which aspects may be the most efficacious. In this regard,
the decisional balance (in conjunction with the style of MI)
is used alone to determine the efficacy of this component of
motivational enhancement interventions. Further, most
general interventions to promote condom use have been
tailored directly toward women or to heterosexuals in
general (Exner et al., 1999). However, men are generally
considered to have more influence than women when it
comes to safer-sex practices, since males are the ones who
predominantly wear the condoms (Seal & Ehrhardt, 2004).
Finally, condom use is an act for men whereas it is an act
of communication for women, making it much easier for
men to take control and responsibility of the behavior.
Motivational enhancement interventions, therefore, tailored
toward men may be successful in promoting condom use
among college students.
Considering the paucity of research supporting motivational enhancement interventions to promote condom use
among sexually active heterosexual male college students,
the present intervention used a specific strategy of MI,
the decisional balance, to promote safer sex among this
population. The decisional balance administered with the
non-confrontational and non-judgmental style of MI was
used alone to promote condom use. This technique is brief
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and easy to administer and could prove helpful to health
practitioners and educators. This study attempted to
determine if the decisional balance can be used alone
in conjunction with the MI therapeutic style to promote
safer-sex practices during one brief meeting. The study
employed a within-subjects design, focusing on alcohol use
as well as safer-sex motivation and behavior, to determine
if the decisional balance altered only the targeted safe-sex
variables or other problematic behaviors as well. By
assessing both alcohol and condom use behaviors but
performing a decisional balance on only condom use, we
could test if any alterations in the behaviors stemmed
simply from assessment rather than the decisional balance.
This brief intervention should increase motivation to use
condoms, as well as actual condom use, thereby demonstrating support for the decisional balance as a means of
motivating sexually active heterosexual male college
students to use condoms.

Method
Participants
Flyers seeking research participants for a study on attitudes
and behaviors towards drinking and sexual activity were
distributed in academic buildings and residence halls at
a large West Coast university in the United States of
approximately 15,000 students. Initial respondents
(N = 315) were screened using a phone interview. To obtain
students at-risk for negative outcomes from both alcohol use
and sex, only those who drank more than twice a week and
who had intercourse (vaginal or anal) with two or more
heterosexual partners in the previous 2 months were invited
to participate. Drinking behaviors served as a control to
determine if assessment and factors other than the decisional
balance targeted at condom use contributed to behavior
change. The local IRB at the University approved the study.
From the initial pool of participants, 90 met inclusion
criteria and were invited to participate. A total of 43 men
were randomly assigned to the safer-sex intervention,
and 47 men were randomly assigned to receive an
alcohol-targeted intervention. The results from the alcohol
intervention have been reported elsewhere (see LaBrie,
Pedersen, Earleywine, & Olsen, 2006). The 43 men
received $25 for participation in the initial session, as well
as $25 for returning follow-up materials. Two men had sex
with men in the previous 2 months and were excluded from
the analyses, leaving 41 heterosexual male participants.
These 41 participants averaged 20.56 (SD = 2.87) years of
age, and were primarily Caucasian (76%, n = 31). Seventeen percent of participants (n = 7) were Hispanic and 7%
(n = 3) were Asian-American. Participants averaged 2.95
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(SD = 0.89) sexual partners in the past 3 months and reported using condoms approximately 52% of the time. In
terms of partner types (defined by Weinhardt et al., 1998),
participants used condoms 61% (38 out of 41 men) of the
time with new or casual partners (defined as either first
time sexual partners or partners known less than one month
and with whom the participant had sex less than five
times), and 31% (19 out of 41 men) of the time with regular
partners (known longer than one month or with whom the
participant had sex five or more times). Additionally, participants drank an average of 77.15 (SD = 43.54) drinks per
month, averaging 12.39 (SD = 3.81) drinking days and
5.94 (SD = 1.67) drinks per occasion.

Design and procedure
Pre-intervention assessment
Participants completed a questionnaire of demographic
information and items to assess intent and motivation to
increase condom use or decrease drinking behavior. The
questionnaire included items of drinking and sexual behavior intentions and three measures of motivation to change
both risky behaviors. Participants completed a five item, 7point Likert scale measure (‘‘1 = Never’’ to ‘‘7 = Always’’)
assessing their intent to use condoms in the following month
(Helweg-Larsen & Collins, 1994; a = .63) and their intentions to consume alcohol in the following month (days intended, drinks per occasion intended, and maximum drinks
at one time intended; a = .71).
Participants also completed the 12-item Readiness to
Change Questionnaire for alcohol use (RTCQ; Rollnick,
Heather, Gold, & Hall, 1992). This questionnaire used a
7-point Likert scale from ‘‘1 = Not like me/Very false for
me’’ to ‘‘7 = Totally like me/Very true for me.’’ While
initial investigations divided this scale into three factors
(preparation, contemplation, or action) Budd and Rollnick
(1996) found that the questionnaire measured a global
second-order continuous factor called ‘‘readiness to
change.’’ This continuum of ‘‘readiness to change’’ served
as a marker of motivation to decrease drinking. An adapted
11-item RTCQ for condom use assessed motivation to use
a condom. Individual condom use items matched alcohol
use items from the original RTCQ by replacing the word
‘‘drinking’’ with ‘‘unsafe sex’’ or ‘‘not using a condom.’’
This truncated scale displayed adequate reliability in this
sample (a = .84), as did the alcohol use RTCQ (a = .72).
Finally, participants also completed two Change Rulers
(one assessing motivation for condom use and one
assessing motivation for reduced drinking) that served as
measures of motivation or readiness to change. The rulers,
consisting of 10 ruler units along a continuum of change
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from ‘‘0 = Not needing to change’’ to ‘‘10 = Maintaining a
change,’’ are comparable in reliability to longer questionnaires (LaBrie, Quinlan, Earleywine, & Schiffman, 2005).
Following the questionnaire, two male, MI-trained,
doctoral-level, clinical psychology graduate students individually administered the Timeline Followback Interview:
Sexual Behavior and Substance Use (TLFB-SS; Carey,
Carey, & Maisto, 2001). The TLFB-SS is an assessment
tool for both drinking and sexual behavior and assesses
retrospective drinking (Sobell & Sobell, 2003; Sobell,
Sobell, Klajner, Pavan, & Basian, 1986) and sexual
behavior (Carey et al., 2001). The order of the assessments
of sexual behavior and drinking were counterbalanced
during the administration of the TLFB-SS. The TLFB-SS is
a structured, calendar-aided interview that yields a detailed
assessment of sex and drinking while providing information about the behaviors and their co-occurrence on each
day. Each behavior (sex and alcohol) in the TLFB-SS was
assessed separately over 3 months, with participants
reporting on every sexual and drinking event over that
period. Participants first indicate personal ‘‘marker days’’
for themselves (e.g., birthdays, trips to visit friends, parties)
which aid in their recollection of drinking and sexual
behavior. These marker days can be sex or alcohol related
(e.g., girlfriend visits, parties) or not (e.g., trip home to visit
parents) to help participants remember to the best of their
ability each sexual and drinking event over the 3 months.
For each drinking event, participants reported the time of
day that they drank and the number of standard drinks they
consumed. One standard drink was defined as a 12 oz beer,
a 5 oz glass of wine, a 1.5 oz shot of liquor, or a mixed
drink containing 1.5 oz of liquor. For each sexual event,
participants reported on the type of sexual intercourse (anal
or vaginal penetration), whether condoms were used, and
their partner type (new/casual or regular).
Decisional balance motivational enhancement intervention
After completing the TLFB-SS, the facilitator administered
a decisional balance worksheet to each participant. First,
participants generated a list of their own personal reasons
against using a condom every time they had sexual intercourse. Each reason was highlighted and supported by the
interviewer. Participants were then asked to rate each
reason against using condoms on a scale from ‘‘0—Not
important at all to me) to ‘‘10—Extremely important to
me’’). Each reason was rated independently from the others.
Participants were then asked to consider all of their reasons
against using a condom during all sexual intercourse and
rated the totality of these reasons on a similar 0–10 scale.
This rating was not an average rating, but rather a personally weighted average of the importance of reasons taken together as a whole. For instance, a participant may
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have rated ‘‘not having condoms easily accessible during the events’’ a 10 and ‘‘does not feel as good’’ a 9,
but all other reasons between 0 and 4. Nonetheless, the
first two were extremely important to him so he rated
the whole set of reasons against using a condom a 10.
Once participants completed the rating of their reasons
against using condoms as a whole, they began generating a list of their own personal reasons for using condoms every time they had sexual intercourse. Again,
each reason was highlighted and affirmed by the interviewer. After exhausting their self-generated reasons for
condom use, participants received additional reasons
from a previously developed decisional balance scale for
condom use (Grimley, Riley, Bellis, & Prochaska, 1993)
and were asked if these reasons were important to them.
If so, they were included on the decisional balance
worksheet. Participants were then asked to rate each
reason for using condoms on a scale from ‘‘0—Not
Important at All’’ to ‘‘10—Extremely Important’’, rating
each reason independently from the others. Finally, participants considered all of their reasons for using a
condom in every sex event and rated the totality of these
reasons on a similar 0–10 scale.
Prochaska and Redding (1994) found that increasing the
value of the reasons for change might account for more
of the variance in increased motivation to change than
reducing the values of the reasons not to change. Thus, the
facilitator engaged participants in a 5–10 min MI-styled
conversation around the reasons for using a condom in
every sexual event. The facilitator led the conversation
using the non-judgmental and non-confrontational style
of MI, and asked a series of open-ended questions to
encourage participation in the discussion. The facilitator
started by asking the participant to speak more about
their highest rated reason for condom use and why it was
important. The facilitator’s comments consisted of openended questions, simple reflections of the participant’s
preceding statement, as well as double-sided reflections to
point out discrepancies in their responses. An example
includes: ‘‘Can you tell me why protecting yourself from
STDs is important to you?’’ This was followed by a simple
reflection of the participant’s response and a further probe
if necessary (e.g., ‘‘Tell me more’’). Consistent with the MI
approach, the facilitator never confronted the participant
about a behavior or a response but simply encouraged
participants to explore reasons for change. If participants
raised an inaccurate reason for using condoms due to a
lack of knowledge (e.g., ‘‘To not cut myself’’) or due to
some resistance (e.g., ‘‘To devoid myself of pleasure’’), MI
strategies were used to inform participants of the appropriate usage of condoms, and were used to roll with the
resistance presented. Specific MI strategies used to roll
with resistance, as well as an in-depth description of this
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intervention, and post-intervention assessment, while 37
(90%) completed the 30-day follow-up behavioral log with
measures of intention and motivation. No significant differences were found between those who completed the
diaries and those who did not on multiple variables at preintervention, including age, ethnicity, drinking behavior,
number of partners, and condom use. Intent to treat analysis was not used in the present study due to the small
sample size examined. Among those who completed, 17%
(n = 6) had no sex at all during the follow-up period and
were included in analyses of motivation and intention, but
not in condom use change variables.

therapeutic technique can be found in Miller and Rollnick
(2002).
Post-intervention assessment
Immediately following the decisional balance intervention,
participants completed a brief questionnaire that included
the same measures of intended drinking and sexual behavior
in the next 30 days, as well as the change rulers for condom
use and drinking. In addition, participants completed a
30-day behavioral log following the intervention that
measured sexual behavior and alcohol use on a day-to-day
basis. The log included each day that they had sex, the
partner type, and whether or not the participant used a
condom. Participants also indicated which days they drank
and how many standard drinks they consumed on each
drinking day. At the end of the 30-day follow-up, they reported on the same measures of safer sex and drinking
intention and motivation completed at pre- and post-intervention.

Motivation and intention measures
Three separate measures served as indicators of the participants’ motivation and intention to increase condom use: the
condom use ruler, the condom use RTCQ, and the measure
assessing intention to use a condom. Table 1 summarizes the
means and SDs for condom use and alcohol use motivation
and intention variables. A one-way analysis of variance
(ANOVA) for Time (pre-intervention, post-intervention,
and 30-day follow-up) yielded a significant main effect for
the condom use ruler, F(2, 70) = 110.09, p < .001, and the
condom use RTCQ, F(2, 72) = 51.90, p < .001. Subsequent
post hoc analyses revealed an increase of 2.73 ruler units on

Results
A total of 41 exclusively heterosexual participants completed the pre-intervention assessment, decisional balance

Table 1 Means and SDs comparisons for motivation and behavioral variables
Variable

Pre-intervention Post-intervention 30-Day Follow-Up Effect sizes
(T1)
(T2)
(T3)
N = 41
M

N = 41
SD

M

N = 37
SD

M

(Cohen’s d)
SD

T1 ﬁ T2 T1 ﬁ T3 T2 ﬁ T3

Motivation/intent
Safe sex change ruler

3.39

2.11

6.12a

2.89

6.75a

2.25

1.08

1.54

.24

a

1.39

4.62a

1.32

1.04

1.14

.06

Risky sex RTCQ

3.26

1.05

4.54

Condom intent

5.19

1.58

5.29

1.54

5.49b

1.41

.06

.20

.13

Alcohol change ruler

2.85

2.24

3.22

2.01

3.08

2.07

.18

.11

.07

3.65
16.23

1.16
10.65

3.85
18.36

1.00
16.29

3.79
16.51

0.98
10.68

.18
.32

.13
.02

.06
.13

40.99

29.42

69.78a

37.97

.85

Condom percentage (new/casual sex partners) 61.42

39.87

80.62c

32.57

.53

Condom percentage (regular sex partners)

31.39

36.62

44.40

48.86

.53

Alcohol use (drinks/month)

77.15

43.54

77.65

48.94

.01

Drinking days

12.39

3.81

12.50

5.95

.02

5.94

1.67

5.87

2.03

.04

Alcohol RTCQ
Drinking intent (drinks/week)
Behavior
Condom percentage (all sex)

Drinks/occasion
Note:

a

Indicates a significant difference from pre-intervention, p < .001

b

Indicates a significant difference from pre-intervention, p < .05

c

Indicates a nearly significant difference from pre-intervention, p < .10
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the safer-sex ruler from pre-intervention to post-intervention, t(40) = 11.53, p < .001, d = 1.08, and 3.36 ruler units
from pre-intervention to 30-day follow-up, t(35) = 15.12,
p < .001, d = 1.54. Participants also significantly increased
their condom use RTCQ scores from baseline at post-intervention, t(40) = 8.16, p < .001, d = 1.04, and at 30-day follow-up, t(36) = 8.52, p < .001, d = 1.14. A one-way ANOVA
revealed a nearly significant main effect for time for intentions to use a condom, F(2, 72) = 3.29, p = .053. With an
F-value close to significance, we examined paired samples
t-tests between means post-hoc and found a significant
increase from pre-intervention to 30 day follow-up, t(36) =
2.12, p < .05, d = .20.
Motivation to change drinking behavior (decrease
alcohol consumption) and drinking intentions assessed
specificity of the decisional balance intervention with
respect to changes in motivation. Neither the alcohol
RTCQ, F(2, 72) < 1, the motivational ruler for alcohol use,
F(2, 72) < 1, or the intended drinks per week, F(2, 72) < 1
significantly differed across time for the participants (all
effect sizes d between .02 and .33).
Behavioral change measures
For behavioral change measures, there were only two time
points (pre-intervention, 30-day follow-up) and therefore
within subjects paired samples t-tests were used. These
analyses revealed significant increases in condom use at
follow-up. For the 37 participants who completed the
study, condom usage increased from 41% (SD = 29.42)
at pre-intervention to 70% (SD = 37.97) at follow-up, t(35)
= 4.23, p < .001, d = .85. Although not statistically significant, condom use with new/casual partners increased
from approximately 61% to 81% at follow-up, t(18) = 1.86,
p = .079, d = .53, while condom use with regular partners
increased from approximately 31% to 44% at follow-up,
t(15) = 1.58, ns, d = .53.
Other condom use percentages were examined to determine if the intervention promoted increased condom use
among participants who neglected to use condoms during
all sex events. Sixty-eight percent of those who used condoms less than 50% of the time at pre-intervention (n = 22)
increased condom use at follow-up, t(14) = 2.94, p < .05;
15 of 22 increased use, 71% of those who used condoms less
than 75% of the time (n = 34) increased condom use at
follow-up, t(25) = 4.17, p < .001; 24 of 34 increased use,
and 68% of those who used condoms less than 90% of the
time (n = 37) increased condom use at follow-up,
t(26) = 3.20, p < .01; 25 of 37 increased use. Fifteen of the
37 participants (40%) who used condoms less than 90% of
the time reported 100% usage at follow-up.
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Data from the TLFB-SS were used to compare drinking
behavior one month before the intervention to drinking
behavior at the comparable 30-day follow-up. Total drinks
per month (quantity · frequency), drinking days, and
average drinks all did not significantly decrease at the
30-day follow-up (all effect sizes .01 < d < .04). Table 1
displays the means and SDs of drinking and overall condom use at pre-intervention and 30-day follow-up.

Decisional balance: reasons for and reasons against
changing
Prochaska and Redding (1994) suggested that when the
reasons for changing outweigh the reasons for not changing, the individual may be more willing to change. Thirtysix of the original 41 participants endorsed reasons for
change more strongly than reasons against change on their
decisional balance. Of the five participants whose reasons
for change did not outweigh the reasons against change,
two of them had reasons for change equal to the reasons
against change. All five of these participants completed the
follow-up portion of the study.
The 37 participants who completed the follow-up gave
an average rating of 8.34 (SD = 2.20) out of 10 for the
strength of their reasons for change and 4.76 (SD = 1.90)
for reasons against change on the decisional balance. An
independent t-test revealed a significance between reasons
for and against change (mean difference 3.58, t(37) = 6.70,
p < .001). The total reasons for change scores and the
reasons for change minus the reasons against change scores
for those who completed the study were significantly correlated with the three measures of motivation at postintervention (the condom use ruler, the condom use RTCQ,
and the intention to use a condom scale, all ps < .05).
Additionally, correlations continued to fall in the moderate
range between the decisional balance reasons for change
and reasons for change minus the reasons against change
and the measures of motivations at 30-day follow-up, although not all of these correlations were significant. Effect
sizes for all correlations were medium to large (all
d > .50). Table 2 displays the correlations between the
total reasons for change and the effect sizes, as well as the
reasons for change minus the reasons against change, and
the three measures of motivation.
The decisional balance reasons for change total and the
reasons for change minus the reasons against change scores
for the 37 participants who completed the study also significantly correlated with 30-day follow-up condom use
percent for all partners, as well as for new/casual partners
(see Table 2).
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Table 2 Correlations for reasons for change and reasons for change minus reasons against change with motivation and behavioral variables
Variable

Reasons
for change

Effect size
(Cohen’s d)

Reasons for change minus
reasons against change

Effect size
(Cohen’s d)

Condom intent (post-intervention)

.60**

1.5

.52**

1.22

Condom intent (30-day follow-up)

.49**

1.12

.45**

1.01

Condom ruler (post-intervention)

.50**

1.15

.41**

.90

Condom ruler (30-day follow-up)

.32

.67

.31

.65

Sex RTCQ (post-intervention)

.60**

1.50

.37*

.80

Sex RTCQ (30-day follow-up)

.46**

1.04

.24

.50

Follow-up condom use (all partners)

.32

.41*

.90

N

36

Follow-up condom use (new/casual partners)

.56*

N

20

Follow-up condom use (regular partners)
N

.31
18

.67

36
1.35

.58*

1.42

20
.065

.40
18

.87

* p < .05; ** p < .01

Discussion
The current study examined the decisional balance, a
component of Motivational Interviewing (Miller & Rollnick,
2002), as a stand-alone, safer-sex intervention in a sample
of high-risk college men. This intervention was accented
by a detailed Timeline Followback assessment of alcohol
and sexual behavior and the non-confrontational, nonjudgmental style of MI. Three separate measures of motivation to use condoms increased either at post-intervention
or at 30-day follow-up. Several measures of condom use
across partner types showed increased condom use at 30day follow-up. Effect sizes for changes in motivation to
increase condom use were large and for actual behavior
were medium to large, providing support for the intervention within one month of follow-up. Alcohol consumption served as an alternative health behavior to
examine if the decisional balance for one behavior might
generalize to others or if assessment alone caused changes
in motivation and behavior. Neither motivation to drink
less nor actual drinking behavior changed from pre-intervention through follow-up. Thus, these findings provide
support for the efficacy of a safer sex-targeted decisional
balance intervention in reducing risky sexual behavior.
This type of decisional balance intervention also appears
effective to reduce alcohol use among male college students (LaBrie et al., 2005)
Miller and Rollnick (2002) posited that increasing
motivation is a key component to changing behavior. They
further proposed that increasing motivation is a successful
intervention in itself. Motivation to use condoms, as measured by both the risky sex RTCQ and the safer-sex ruler,
increased both at post-intervention and at the 30-day fol-
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low-up. Further, intent to use condoms also increased
significantly at 30-day follow-up. In addition to increases
in motivation, condom use increased by approximately
29% at follow-up. When divided among partner type,
participants significantly increased condom use by approximately 19% up to 81% with new/casual partners and
13% up to 44% with regular partners. Additionally, 40% of
the participants who used condoms less than 90% of the
time prior to the intervention reported using a condom
every time they had sex at follow-up. As previous research
suggests (Carey et al., 2000, 2004; Schlaama et al., 2004),
the revealed increases in condom use support the effectiveness of an intervention that weighs reasons for and
against change in order to increase behavior change.
Consistent with previous suggestions (Prochaska & Redding, 1994), increased reasons for change on the decisional
balance led to increases in motivation after the brief
intervention. This was evident by the mostly large effect
size found for measures of motivation and behavior correlated with reasons for change and reasons for change
subtracted by reasons against change. As Schlaama et al.
(2004) suggest, interventions promoting motivation are
necessary to help prevent the spread of STIs by helping
participants examine their personal reasons for changing
risky sexual behavior. Perhaps focusing on individuals’
own reasons for change can apply to other interventions or
safer-sex health campaigns. Interventions may focus on
why change would be important to each individual, rather
than focus on general statistics of STI rates among college
students or on immediate behavioral change.
The use of the TLFB-SS to assess heavy drinking in
addition to condom use served as a control to determine the
effectiveness of the decisional balance intervention. The
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absence of decreases in alcohol consumption supports the
idea that these results did not stem from simple self-report
biases for reporting any sort of improvement on any health
behavior. Although the TLFB-SS itself may serve as an
intervention to increase motivation (Weinhardt, Carey, &
Carey, 2000) and mere assessment of drinking or sexual
risk-taking can enhance risk perception and motivate
intentions to reduce risky behavior (Kalichman, Rompa, &
Coley, 1996), the absence of any changes in drinking
behavior suggests that the decisional balance was the primary source of changes in safer sex. Detailed assessment of
risky behavior may increase effectiveness, but the decisional balance appears to improve motivation to increase
condom use. The combination of the TLFB and the decisional balance may together foster greater increases in
motivation and behavior change for risky sex behavior.
Nevertheless, without a true control group given only the
TLFB alcohol and sex assessment and not the decisional
balance, it is not possible to conclude that the increases in
condom use at follow-up were attributed solely to the
decisional balance alone. Further randomized control
designs, specifically with sexual behavior assessment only
(i.e., no assessment of drinking behavior), or studies that
examine this intervention in comparison to several types of
safer-sex interventions (e.g., psycho-educational interventions, confrontational designs) would provide additional
support for this brief intervention.
The study was further limited by the exclusion of
women, bisexual, and homosexual men. This initial focus
on heterosexual men arose from the small number of men
that responded who had sexual contact with men. Men who
have sex with men are at increased risk for multiple STIs
(CDC, 2002); thus, a comparable intervention with gay
men seems worthy of study. We focused on men rather
than women because men may need more motivation than
women to initiate condom use during sex, as they are
primarily the ones who wear the condom (Seal & Ehrhardt,
2004). Nevertheless, a comparable intervention with
women and with men who have sex with men would make
a welcome addition to this literature. Additionally, the
sample was predominantly Caucasian and similar interventions that examine this method with different ethnicities
are warranted. While we anticipate that students of different ethnicities would benefit similarly from this type of
intervention, it would be interesting to examine the differences among reasons for and reasons against condom
use among different cultures. Finally, the reliance on selfreported retrospective behavior suggests that participants
may not have been able to fully recount all their sexual
encounters or every drink consumed in the past 3 months.
However, several studies cite the reliability and validity of
the TLFB (Carey et al., 2001; review by Sobell & Sobell,
2003; Sobell et al., 1986) and it is anticipated that the
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TLFB yields a richer and more accurate portrayal of sexual
and drinking behavior than single item self-reports. Even
still, reliance on self-reported data on both the initial and
follow-up assessments is a limitation to the study.
While the 30-day follow-up supports the short-term effects of the brief intervention, a longer follow-up could
provide more information about the duration of the decisional balance’s efficacy. Given the absence of a control
group, we cannot rule out the idea that the mere passage of
time contributed to better sex practices. A three-month to
six-month follow-up could provide a better picture of the
long-term effects of the intervention. However, the increases in motivation from baseline to follow-up suggest that
participants were willing and actively ready to change their
risky sexual behavior. Perhaps this brief intervention provides a necessary first step towards behavioral change, and
it may take individuals more than one month to process and
implement their desired change.
Increased condom use after the intervention provides
preliminary evidence for effectiveness of the safer sex-targeted decisional balance intervention at increasing motivation to change risky sexual behavior among college
males. Further intervention studies that use the decisional
balance with other populations, including women, men who
have sex with men, and people who are not in college, are
necessary to provide further support for this brief motivational intervention. Nonetheless, college health professionals may implement similar interventions to increase
condom use among sexually active students and are urged
to examine the utility of these interventions on their own
campuses. The decisional balance is brief and easy to
administer and could be done in the course of a visit to a
student health center. Particularly useful would be focusing
on individual student’s positive reasons for initiating
change. This would help motivate students to begin the
change process to use condoms when having sexual intercourse in the future. Increasing motivation to use condoms
may be at the heart of interventions to increase actual use,
and building this motivation through brief and easyto-administer means may potentially reduce the spread of
STIs among high-risk college students.
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