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Evaluating AIDS prevention for men having sex
with men: The West European experience

The concentrated diffusion of
HIV infection in a few marginali-
zed groups creates specific prob-
lems for prevention, health infor-
mation, education and evaluation.
From the beginning, prevention
has had to face the difficult shaping
of its messages: How to rapidly
alert the most exposed groups and
to bring about behaviour changes
without simultaneously inciting an
unjustified reactions of panic. How
to formulate messages clearly ad-
dressed to fringe groups without
stigmatizing them? When it comes
to evaluating the prevention effort,
similar problems of definition and
of access have to be overcome:
how to reach men having sex with
men, how to delimit the popula-
tion?

This article gives an overview of
West European research projects
and their results with the specific
aim of measuring behaviour chan-
ges and the use of the HIV anti-
body test in the gay population. It
will not be possible in such a short
presentation to link these changes

to attitude data or to specific inter-
vention programs.

The first problem faced by our
study is the difficulty of assessing
the real size of the male population
having sex with men. We have to
rely on partial estimates based
on self-reported behaviour. These
estimates depend on the defini-
tions of the group of men having
sex with men:

Should one only include men who
identity as gay? Should one include
married men who occasionally
have sex with men, or all those who
have had at least once such experi-
ence? And what about men dream-
ing about other men when they
engage in solitary masturbation?
These problems are common to all
studies on sex and sexuality. In
1948, Kinsey estimated that just
under 40% of the male population
under study had at least some overt
sexual experience to the point of
orgasm with another man. This
shows the importance of bisexual-
ity as a transient phenomenom.
Most estimates and surveys con-

cerning lifetime sexual activity ar-
rive at a range of 3-4% of men
having sex mainly with men'. These
figures might suffer from biases:
some people will never disclose
their sexual preference, and there
is reason to believe that this is the
case of people with low sociocul-
tural status even more than in the
middle classes. In all surveys con-
ducted on the general population,
the proportion of men having sex
with men is significantly lower on
the bottom of the social hierarchy.
These questions cannot be discuss-
ed as exclusively technical matters.
It was the scientific (medical) dis-
course of the 19" century that de-
fined homosexuality as a sexual
pathology, a mental disease or dis-
order. In so doing, it shaped discri-
minatory public attitudes and opi-
nions, legislation and specific forms
of exclusion. Only in the late 1960s
did the liberalizing tendencies gain
force. But residual inequalities
under the law still exist in many
countries, ranging from the age of
sexual consent, indecency rules,
censorship of sexually explicit
material to the prohibition of gay
organisations identified as promo-

* This article is based on a report for the European
community, elaborated by an expert group in
1990. Have participated in the group:
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tion agencies for homosexuality?
These historical experiences still
limit disclosure of homosexual acts
creating problems in evaluation of
AIDS related behaviour changes.
Therefore the difficulties encoun-
tered in research always point to
similar problems in prevention?.

Assessment research in western
europe

In several european countries, the
first cases of AIDS were diagnosed
only a few months after the first
description, in 1981, of the syndro-
me in the CDC Weekly Morbidity
and Mortality Report. As in the
United States, almost all cases diag-
nosed in the very first years of the
epidemic were men in their thirties
having sex with men (Table 1).
Despite the lessons from the Uni-
ted States, where a rapid increase
of cases pointed to the epidemic
nature of the phenomenon, the
sociopolitical recognition of AIDS
as a public health priority often
took many years. Almost every-
where, voluntary associations pre-
ceded public authorities in organis-
ing prevention and in building
alliances with medical networks.
Gay organisations played a major
role in this phase. Often public
authorities had difficulties finding
the appropriate way of entering
into communication with male
homo- and bisexuals. Therefore
they tried to use gay organisation as
intermediaries.

The strength of preventive appro-
aches in medical traditions also
shaped the early response to the
epidemic. As in STD and, some
decades ago, tuberculosis preven-
tion, there exists a clear gap be-
tween Northern and Southern
Europe in AIDS prevention. The
Scandinavian countries, the United
Kingdom and the Netherlands
were much quicker in implement-
ing preventive strategies than the
mediterranean South. Germany,
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France, Austria and Switzerland
occupy an intermediate position
(Table 2).

The AIDS epidemic also provoked
a proliferation of research projects
not only in the biomedical field and
in epidemiology, but also in social
sciences. As the most infected
group, male homo- and bisexuals
have become major subjects for
investigation. In most European
countries such research has
been undertaken by independent
researchers, by AIDS organisa-
tions, by gay associations and
media or in close cooperation with
them. Nevertheless, funding for
non-medical research has often
been difficult to obtain and to
secure on a long term basis.
Evaluation of specific prevention
instruments and campaigns is ex-
ceptional.

Austria
Belgium
Denmark
Finland
France
Germany, FR.
Greece
Ireland

ltaly
Luxemburg «
Netherlands
Norway
Portugal
Spain
Sweden-
Switzerland
United Kingdom

Czekoslovakia
Germany, D.R.
Poland

If we see changes in HIV-incidence
as the major goal of prevention,
national surveillance systems are
not sensitive enough to measure
them precisely and even less able
to measure the effects of general
and/or group specific interven-
tions. In addition to being exposed
to prevention programs, people live
in an environment of intense media
coverage that influences their at-
titudes and behaviours. Diverse
prevention programs start at the
same periods without the pos-
sibility of proper evaluation of each
particular project. In retrospect,
the observed knowledge and be-
haviour can only be interpreted as
the result of numerous formal and
informal interventions and ex-

periences, of a prevention climate
basically informed by country spe-
cific policies and media reporting.

Table1. Epidemiological background data.



The design of major research pro-
jects reflects the state of the epi-
demic (Table 3): before 1985 epi-
demiological cohort studies have
been initiated with the objective of
identifying different risk factors
and practices, of monitoring sexual
behaviour changes and their im-
pact on HIV incidence rates among
homo- and bisexual men. The
cohort bias does not allow general-
isations to be drawn. Clinic based
cohort studies usually show higher
seroprevalence and higher levels of
behaviour changes than more
representative approaches. In fact,
cohort participants accepting to
undergo the test regularly have
particularly high risk consciousness
and develop very high levels of
safer sex compliance. Therefore,
the obvious advantage of the direct
observation of HIV status as a
dependent variable, is counter-
weighted by other biases and diffi-
culties when it comes to assessing
behaviour changes and compliance
to safer sex.

A little later, sociological surveys
got interested in the determinants
and parameters of sexual be-
haviour changes. Besides sexual
practices and their modifications,
these surveys investigate sociocul-
tural variables, the level of AIDS
knowledge, the sources of infor-
mation used, social networks,
acceptance of homosexuality, self
esteem. In the WHO (World
Health Organisation) terminology,
these surveys are called KABP
(Knowledge, Attitudes, Beliefs,
Practices). For more precise mea-
surement, a British research team
used the sexual diary approach.
Sociologists, anthropologists, and
social psychologists have appro-
ached the same questions with
qualitative research methodol-
ogies. Although based on fewer
case observations (mostly less than
100 by project) such research was
able to better understand psychol-
ogical barriers to safer sex, in parti-
cular in younger populations and in
the case of men having sex with

men but not identifying themselves
as being gay*. They also shed light
on the emotional stresses and
losses involved in changing be-
haviour and in experiencing death
in one’s close environment.

The countries where men having
sex with men are the most severely
hit by the epidemic, have devel-
oped the most complete set of re-
search projects allowing them to
monitor changes and to orient their
prevention policies: the Nether-
lands, Denmark, France, Switzer-
land, Germany, Italy, the United
Kingdom. In most other countries
KABP surveys are either under
way or in preparation. In many
countries, this will be the first time
that homosexual behaviour and
living conditions have been empiri-
cally studied.

Sampling

All research on male homo- and
bisexuals has to overcome similar
problems of sampling and of biases
inherent in self-reported data on
practices that are not accepted
socially and sometimes discrim-
inated against.

Cohort members of longitudinal
purposes are usually recruited
through health services, VD clinics
or networks of gay doctors. In
Amsterdam, the recruitment of 741
male homosexuals in 1984, who
volunteered in this study, was pos-
sible because of the relationship
between the Municipal Health
Service and the male homosexual
community during several epi-
demiologic and prevention studies
of STDs?. In Denmark, a cohort of
260 gay men, members of a gay
association, was composed in 1982
and has been observed since then®.
In both cases, cohort participants
were unmarried professionals with
high levels of education. In addi-
tion to blood samples for deter-
mining HIV-antibody status, these
studies investigate sociodemogra-
phic, psychological, life style and

sexual behaviour, in order to isola-
te risk practices and to determine
the correlations between HIV sta-
tus and behaviour.

Quantitative investigations such as
KABP surveys among gay men
always pose the problem that since
the ambit of the group cannot be
known, representative sampling
cannot be undertaken. As re-
presentativeness is impossible to
achieve, one can try to get a sample
large enough to guarantee signifi-
cant statistical results and to reflect
the diversity of the population
under study. The problem then
becomes access. In countries with
a dense organisational network
with high membership rates, large
samples can be constituted by
sending out questionnaires. Insert-
ing a questionnaire in gay magazi-
nes is another way of accessing the
gay population. These two approa-
ches priviledge people with a cer-
tain gay self-consciousness expres-
sed in membership in gay organisa-
tions or readership of gay media.
Another way of accessing gays is to
put at their disposal questionnaires
in different meeting places that
they are asked to send back to the
research team.

In snowball sampling, the research
team constitutes a network of
collaborators at different localities
who hand out a certain number of
questionnaires to other homose-
xuals and ask them to do the same
with other men they know. Quota
sampling of male homo- and bi-
sexuals proceeds the same way as
quota sampling in the general
population. Quotas are modelled
according to the sociodemographic
characteristics of the male popula-
tion: age, profession, educational
level, residence. Interviewers are
then asked to find men having sex
with men that fit these different
quotas. All these sampling techni-
ques have been used. The choices
reflect pragmatic constraints and/
,or hypotheses about the segments
of the population reached by these
different approaches. The West
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European experiences of the last
years allow us to better analyse the
biases of different sampling proce-
dures.

In countries where gay magazines
have a limited circulation and asso-
ciations are very small, distributing
questionnaires in meeting places is
the preferred means for recruiting
large numbers of respondents. In
Ireland, a sample of 265 respon-
dents was reached in 1988, the
first research sample of this kind in
the country”. 44 % of respondents
were approached in bars. Therefo-
re, the sample is representative of
Dublin rather than for the whole
country (79%), for the age group
20-29 (50%) and 30-39 (34%).
Similar sample biases for residence
and age were observed in a French
survey of 1983 that used the same
sampling approach®. In Belgium,
local studies have been organised.
The largest study in the gay com-
munity was done in the Flemish
part of the country. 379 people
were recruited and interviewed on
motivations for adopting or not
adopting safer sex.

In the case of wide circulation,
newspaper samples succeed in
reaching much larger numbers of
respondents and segments of the
population. In Denmark, 2100 male
homo- and bisexuals answered a
questionnaire enclosed in two na-
tional gay magazines in the spring
of 1988. 66% of male members of
a large national gay and lesbian
organisation were among the res-
pondents; regional and age distri-
bution was satisfactory®. In Italy,
the first large survey of gay life in
1989 resulted from a two partner
cooperation, the largest gay as-
sociation Arci Gay and the Insti-
tuto Superiore di Sanita. Three
thousand questionnaires were dis-
tributed through diverse channels,
1340 were returned and analysed.
A third of the respondents were
Arci Gay members '°.

In the United Kingdom Mc Manus
and Mc Evoy enclosed a question-
naire in a gay magazine and got
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1267 responses in 1985 and 1339 in
1988, In Germany, Micheal
Bochow organised two newspaper
survey for the German AIDS-Hil-
fe, the first one in 1987, the second
one in 1988 when he also circulated
the questionnaire in leather bars
and saunas to better represent this
specific segment of the popula-
tion. He used 7 gay magazines and
reached 924 respondents in 1987
and 1122 in 19882 In France,
Michael Pollak from the nation
research center CNRS (Centre
National de la Recherche Scientifi-
que) organises a yearly survey
among the readers of the gay
magazine Gai Pied Hebdo. From
100 respondents in 1985, this num-
ber increased to more than 2200 in
1990. Each year the first 1200, 1500
or 2000 responses were used for
statistical analysis'>!4.

In the Netherlands, the gay studies
program at the University of Ut-
recht enclosed a questionnaire in
the gay national magazine De Gay
Krant and asked organisations to
send it out to its members. This pro-
cedure was repeated in 1986, 1987
and 1988. Only the respondents of

Spairi
Sweden
Switzerland

United Kingdom

Table 2. Chronological landmarks.

all these waves were used for stati-
stical panel analysis*. In Switzer-
land, Francoise Dubois-Arber, D.
Franck and Jean-Blaise Masur of
the Institute of Social and Preven-
tive Medecine used a similar ap-
proach, in 1987 and 1990, enclosing
the questionnaire in four gay maga-
zines and distributing it through
gay organisations. They got 795 re-
sponses in 1987 and 720 in 19907,

These newspaper surveys over-
represent middle class gays with
high levels of education. They
hardly reach blue collar and immi-
grant laborers. The age distribution
from 18 to 50 years is generally
satisfactory. Depending on the cir-
culation, newspaper samples some-
times over-represent the major
cities and urban regions. In the case
of repeated surveys (France,
Netherlands, Germany, Switzer-
land), the stability of sample cha-
racteristics over the years allows
trend observations. In France a few
control questions reveal that only
30% of respondents are regular
readers of the gay press, but that a
majority buys it occasionally. Also,
the Paris region is slightly over-
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represented, as are small towns
with no major cities nearby. The
conclusion is that the readership
over-represents two segments of
the gay population: the most self-
identifying ones living in the Paris
region, the most isolated ones in
the countryside. For them, oc-
casional reading of a gay magazine
seems to be the only relationship
with a gay community.

Are snowball and quota samples
less subject to bias? In Germany
Martin Dannecker from the Uni-
versity of Frankfurt recruited
903 respondents with a snowball
system covering the whole national
territory V7, almost the same size as
Michael Bochow’s newspaper
sample of the same year. There
were no significant differences be-
tween the two samples in age, re-
sidence, education. But the news-
paper survey reached slightly more
homosexuals with lower socioeco-
nomic status!®. In France, face to
face interview surveys using quota
samples were conducted in 1986
and 1987. The aim of using the
same questionnaire as the one en-
closed in the newspaper was to
measure the bias of readers of the
gay press. Lower socioeconomic
and educational status were ob-
viously better represented in the
quota samples of 300 respondents
each. But for most questions, no
statistically significant differences
were found, except for the time of
first behaviour changes from two to
six months earlier among readers
of the gay press’.

For their sexual diary approach,
project SIGMA recruited through
gay newspapers. Recruitment re-
sults with ethnic groups and blue
collar were disappointing. Out of a
total of 273 diaries sent out, 188
were received back, of which 125
(46%) identified themselves and
63 (23%) were unidentifiable. Of
these 107 (39% of the original
total) said they were willing to con-
tinue to cooperate with the project,
either by being interviewed or by
doing further diaries .
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After comparing these sampling
methods, we can conclude:

— Accessing men having sex with
men with low economic and edu-
cational status (in particular immi-
grants and ethnic minorities) is dif-
ficult. None of the sampling
methods presented above has com-
pletely solved this problem.

— A major problem of cohort stu-
dies and the sexual diary approach
is the potential loss of participants
over time. But they have the
advantage of being able to describe
aggregate individual changes.

— As compared with snowbalil
sampling or quota sampling, news-
paper surveys have the advantage
of a very short period of data
collection. They are less time con-
suming and involve fewer costs for
administration and surveillance.
For longitudinal observations, this
short period is important as some
changes (such as condom use) are
very rapid so that data collection
periods of several months can bring
about biases in the interpretation.

Sexual behaviour changes

From as early as 1985, all surveys
show a very high degree of infor-
mation and knowledge about HIV
transmission.  But  behaviour
changes took much longer to be
massively implemented. Despite
basic methodological difficulties
and the absence of a standardised
questionnaire, a comparison of
self-reported behaviour in diffe-
rent Western European countries
provides us with a coherent picture
concerning changes in sexual prac-
tices and HIV-antibody testing.
Today, changes in sexual behaviour
based on informed choice are an
integral part of the response of gay
men to AIDS.

The only surveys that allow us to
compare present behaviour with
behavior observed before the
epidemic are the ones of Martin
Dannecker of 1971 and of 19872

He shows that the number of
sexual partners in the year before
investigation has dropped substan-
tially. For the United Kingdom a
comparison between 1985 and 1988
and in France between 1985 and
1989 shows similar trends. This
reduction of the number of sexual
partners seems not to continue
after 1988 as shown by the French
yearly surveys and the German re-
plication surveys of 1988 (Table 4).
The same surveys show a drastic
reduction of the frequency of anal
penetration and, if maintained, an
increase of condom use (Table 5).
In Denmark a survey showed that
condom use increased from 3% in
the early 1980s to 82% (regular
and irregular) in 1987 %. In France,
condom use increased from 5% in
1985 to 74% in 1990, with 49%
using condoms regularly®. Ac-
cording to Martin Dannecker, only
mutual masturbation and body
rubbing (frottage) have been main-
tained at similar levels as in the
early 1970s. All practices involving
body fluids (anal and oral), includ-
ing deep kissing, have been sharply
reduced. This observation is sub-
stantiated in other research. Pro-
ject SIGMA also shows that
masturbation is the most frequent-
ly practised sexual act (Project
SIGMA, 1990). In several coun-
tries (France, Germany) around
20% of respondents, who earlier
frequented these places avoid
bathhouses and saunas.

The multiple country compari-
son shows significant changes in
bonding patterns: around 50% of
male homo- and bisexual survey
respondents have a steady rela-
tionship, around half of the men
having such a relationship have sex
exclusively with this steady partner
(Germany, France, Switzerland,
United Kingdom). In France the
overall number of steady relations-
hips has remained wunchanged
from 1985 to 1990 while the num-
ber of close couple relationships
has increased from 10% to 25%.
Under the impact of the risk
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Table 5. Safer sex practices (1987 or 1988): a cross-national comparison.
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of infection, there is a tendency
to limit sexual interaction even
with the main or exclusive steady
Partner.

In Italy, the 1989 survey shows
17% living in an exclusive couple
relationship and 55 % having stable
and occasional sexual partners and
25% only occasional partners.
People tend to adopt a more pro-
tective approach in casual relations
than with their steady partner. In
particular, gays living in an open
couple relationship report much
more regular condom use with
casual partners, while — in the case
of a known seronegative status
they often don’t use them with their
stable partner.

One observes a few striking diffe-
rences between national patterns
which can, in part, be explained by
differences in the official argu-
ments used in prevention cam-
paigns. In Germany, France, and
Ireland regular condom use in
anal penetration is becoming a gay
habit. In Switzerland and, even
more so, in the Netherlands, male
homo- and bisexuals have massive-
ly given up anal penetration.
Despite these impressive behav-
iour changes, one observes levels
of unprotected anal sex of more
than 20%, going up to 21% in
France and 39% in the Nether-
lands. These figures indicate people
that practice, at least sometimes,
unprotected anogenital sex. Table
5 shows the amount of still unpro-
tected sexual activities in several
West European countries.

These are maximum estimates
including monogamous couples
and people protecting themselves
with anonymous partners and
taking no precautions with steady
partners whose HIV status they
know. The insistence on the limited
safety of condoms before the de-
velopment of a special anal con-
dom in the Netherlands might have
had the effect of creating an at-
titude of “condom scepticsm” and
of maintenance of non-protection
for those who could not renounce
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anal sex. The Danish newspaper
survey of 1988 did not survey be-
haviour change, but 33% of re-
spondents indicated at least one act
of unprotected anal intercourse in
the past year with a partner with
either different or unknown HIV-
status.

Clearly, the type of relationship is
the most important predictor of
unprotected anal sex. All surveys
show that, today, unprotected anal
penetration is still be found mostly
in closed couple relationships. The
smallest ratio of those practising
unprotected anal penetration oc-
curs with men in a steady, but not
sexually exclusive, relationship.
The regular use of a condom dur-
ing anal intercourse by gay men
with no steady relationship is re-
latively unaffected by the number
of times they practise it and the
number of partners.

Since 1989, there seems to be a
slowdown of further reduction of
unprotected anal sex although re-
gularity in condom use is still pro-
gressing. Project SIGMA reports
for the United Kingdom a shift
away from safer sex largely due to
an increase in the number of men
with regular partners. The same is
observed for Germany and France.
Also, the more regular use of con-
doms allows many gay men to once
again practice anal sex that they
had given up in previous years.
The correlation of condom use and
the type of partnership clearly
shows that safer sex does not result
from an individual rational choice

~‘Strategies of protectio

Selection: Avoidance of certain types of par
Protection: No anal intercourse, regular us

or decision. Sex is a social activity,
an interaction subject to negocia-
tion. Therefore, adoption of safer
sex is a process starting with
changes easy to implement before
more difficult modifications. One
can classify sexual behaviour chan-
ges in two broad categories: strate-
gies of selection and strategies of
protection. Selection strategies in-
clude the choice of partners (from
the reduction of number of part-
ners, the choice of a closed rela-
tionship, to selection according to
“look”, geographical origin, etc.),
of meeting places (avoidance of
saunas and backrooms, no more
sex tourism, etc.). Protection stra-
tegies directly concern the sexual
act: no more anal intercourse,
regular use of condoms. The yearly
French surveys alow us to describe
the logic of sexual behaviour
changes and the relationship be-
tween these two strategic patterns
(Table 6).

In the early days of the epidemic,
changes were almost exclusively
concerned with more precautious
selection of partners and places.
These choices were based on per-
sonal appreciations of risk, often
badly informed and incoherent
such as: “avoid American tourists”,
“don’t fuck big city gays”, etc. They
had very limited effect on the
progression of the infection. Only
in the mid 1980’ when the size of
the epidemic became visible to all
gay people did they start to protect
themselves during the sexual act, in
particular with condoms. The wide-

Table 6. Types of behaviour changes in France.



spread use of the HIV antibody
test allows basing selection strate-
gies no longer on “guesses” but on
“knowledge” of the serostatus of
oneself and potential sexual part-
ners. Therefore we observe after
1989 new changes in safer sex
adoption with the importance of
mixed strategies and differentiated
risk taking with steady and causal
partners.

We can conclude:

— on the most general level, we
observe the swing in the sexual
repertory from anogenital and
orogenital practices to solitary
and mutual masturbation,

— the reduction in the number of
sexual partners, the increase of
closed couple relationships,

— the widespread diffusion of con-
dom use, becoming increasingly
regular,

— the adoption of different sexual
approaches to steady and to
casual partners.

HiV-antibody testing

When the HIV antibody test first
became available on a large scale
(in most countries between 1984
and early 1985), most AIDS organi-
sations were reluctant to advocate
or openly hostile towards mass
testing programs in the absence of
treatment possibilities. In the
Netherlands, this anti-test position
was formally endorsed by the
national AIDS council.

In a few countries, this position is
now being softened and changed.
Recognition not only of clinical
symptoms, but of biological
markers, permits early interven-
tions and retroviral treatments that
help to avoid or at least delay
opportunistic diseases.

Social discrimination and psychol-
ogical stress were other reasons for
a cautious approach towards the
test. Could not the discovery of a
positive test result induce depres-
sion, self-isolation and indirectly,

negatively affect the immune
system? And how to guarantee that
the results would remain secret
without adverse effects on the
social position of the HIV positive
patient? Therefore, the creation of
anonymous test sites providing
individual pre- and post test coun-
seling became a major issue. These
now exist in most countries. They
are run on an informal basis by gay
health services, by medical associ-
ations such as Médecins du Monde
in France of formally managed by
the health authorities. In Finland,
where the social security number of
all persons testing positive is re-
gistered, an exception has been
granted to the Finnish AIDS Infor-
mation and Support Center which
has a temporary permission to
carry out completely anonymous
testing in five cities. In Austria, the
OAH (Austria AIDS-Hilfe) is re-
sponsible for anonymous testing
offered in the capital cities of the
nine Linder.

Counselling efforts are still insuf-
ficient: according to a German sur-
vey, over half ot the tests were not
accompanied by counselling. In
Ireland, the figure is 53%. Of the
Irish gays who did benefit from
counselling, only 62% were satis-
fied with what counselling they got.
According to the surveys discussed
in this article, a very high propor-
tion of male homo- and bisexuals
have already been tested. Only in
countries where AIDS organisati-
ons and public authorities held a
common sceptical position towards
testing, the proportion of tested
gay men is significantly lower
(Netherlands). In Germany and
France, more than 50% of res-
pondents had taken the test at least
once before 1988, in 1990 this pro-
portion rose to 72 % in France. The
Oslo municipality’s AIDS center
has approached all gay bars and
discos one weekend, in spring of
1990. 1082 forms were distributed
for finding out the frequency of
testing: 76% of the 741 respond-
ents had already been tested.

Empirical evidence suggests that
the decision to take a test is heavily
influenced by perceived risk be-

haviour, such as unprotected
anal intercourse and numbers of
partners. In France, where 30% of
survey respondents had already
taken the test in 1986, this tenden-
cy is well documented: voluntary
testing started among gays with the
highest level of sexual activity,
including risky practices, in big
urban centres and in the highly
educated middle classes. As the
tested population became larger,
including less exposed segments of
the gay population, self-reported
seroprevalence rates decreased
from 23% in 1986 to 19% in 1990.
Self-reported seroprevalence rates
were lower in Germany, with 13%,
among tested male homo- and bi-
sexuals. In the Netherlands a simi-
lar proportion was measured on a
much smaller basis of tested people
(17% as against 60% in Germany
and France). In England and Ire-
land, one finds even lower sero-
prevalence rates of some 10%. In
Italy HIV testing was reported by
48% by the respondents of the
1989 survey, 4% reported to. be
HIV positive, 87% HIV negative,
9% did not specify the result
(Table 7). These country differ-
ences in self-reported serostatus
are coherent with AIDS-surveil-
lance statistics concerning homo-
and bisexual men. Although
methods with self-reported test
results do not allow us to measure
precisely HIV incidence, they
allow us, in replication studies, to
follow HIV diffusion trends.
Therefore, they are an efficient
early warning system.

All seroprevalence data have
recruitment biases. In general, the
more “specific” the recruitment of
the population under observation,
the higher this seroprevalence
rates: particularly high in VD
clinics and epidemiological cohort
studies recruiting participants
among people seeking care, these
rates are lower in self-reported
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Table 7. Self reported test results.

sociological surveys. Sampling dif-
ferences account for these varia-
tions much more than systematic
response biases linked to hiding.
Another phenomenon weil docu-
mented in French surveys is the
massive entry of gay men into
medical surveillance. Half of the
tested respondents have under-
gone the test more than once.
Several phenomena account for
this: almost all seropositives,
asymptomatic or not, enter medical
surveillance based on regular serol-
ogical and immunological tests;
some people also take the test to
reassure themselves from time to
time. In a minority group with
unsafe sex behaviour, repeated
testing is used as an instrument for
managing fears of infection. This
tendency of medical self surveil-
lance takes place in a context of
problematic doctor-patient rela-
tionships: in France, only half of
gay people disclose their sexual
orientation to their doctor. This
figure has hardly changed over the
last years.

Does voluntary testing matter for
prevention? Studies comparing the
sexual behaviour of not tested and
tested seronegative and seroposi-
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{n= 522)/

6% do not give the test result

. H. Sasse, et al.;* 9% do not give the test result

UK Netherlands  Ireland Germany
(1988)" (1987)2 (1988)3 (1988)*
58% 83% 60% 43% : 33
2% 17% 40% 57% 67
12% 9% 13%
(=265  (n=1122)

tive male homo- and bisexuals in-
dicate more behaviour changes
among people that tested positive,
than those who tested negative.
Tested people also show more
changes than untested ones.
Nevertheless, these differences are
very difficult to interpret as van
Griensven writes in a Dutch study:
“Apart from serological testing
and its results, many other factors
might have influenced the be-
haviour of the men under study.
Counselling for example may inter-
act with the effect of testing itself...
Because the ethical and practical
considerations prohibits experi-
menting with the factors mentio-
ned above, their individual contri-
bution to the effect of testing can-
not be distinguished” *.

A French study comes to similar
conclusions: “There is no clear cau-
sal relationship between testing
and safer sex. Rather the same
sociocultural factors are conducive
to taking the test and to starting
safer sex:

— a realistic assessment of one’s
risk exposure;

— high education and middle class
background,;

SwitzeHand
(1990)*

— social acceptance of one’s homo-
sexuality and the capacity for
safer sex negociation” .

Concluding remarks

The analysis of men having sex
with men has more general impli-
cations. As the group first hit by
the epidemic, it still represents
more than 50% of AIDS cases
in Western Europe. Therefore they
are an important observation
ground for the feasibility and the
maintenance of behaviour changes
over longer time periods.

Many characteristics of HIV
infection create specific difficul-
ties for traditional behavioural
models:

— the nature and complexity of the
threat presented by AIDS is ex-
treme and extends to one’s most
intimate relationships;

— extreme uncertainty character-
izes the entire process from expo-
sure through infection to diagnosis;
— the social context creates risks of
stigmatization of HIV carriers and
people with AIDS.



But, it is also obvious that rapid
changes in human behaviour are
occuring because of the threat of
AIDS. Most empirical studies on
factors relating to sexual behaviour
change among male homo- and
bisexuals began after substantial
change had occurred, and thus
provide greater insight into the
reasons for sexual change among
later, rather than early, adopters of
safer sex?. Among the different
factors discussed one finds the
amount of information, attitudes
and beliefs about transmission,
perceived personal risk exposure,
social proximity to AIDS and sero-
positive friends, socioeconomic
status and age, types of relation-
ships, self-identity and self-esteem
(in particular with respect to one’s
being gay), the test and its results 2.
Information and good knowledge
about the risk is a necessary pre-
condition for perceived need for
personal change and the change it-
self. But information in itself is not
sufficient for explaining change.
Social proximity with infected
people induces the feeling of perso-
nal risk exposure and encourages
low-risk behaviours. This is rein-
forced by the extent of social inte-
gration in a network of supportive
groups, and by the degree to which
one’s social environment accepts
homosexuality. The same dimensi-
on is often approached in a psycho-
logical fashion under the concept
of “self-identity”, “self-esteem”.
For legal reasons and because of
sampling difficulties we lack any
large research projects concerning
teenage sexual behaviour of less
than 17 years old. Surveys under-
taken in schools most of the time
limit themselves to the perception
of AIDS and attitudes, but pose
few questions about behaviour.

For more isolated men who have
sex with men, or for young men
struggling with their gay identity,
the desire to experience and to ful-
fil a sexual need can overwhelm
known dangers of unsafe sex.
These situational and personality

factors have been put forward in
qualitative research using indepth
interviewing. Even in later stages
of the epidemic, men knowledge-
able about the risks of unsafe sex
continue this practice. For some,
there is a need for intimacy, and
they feel that unsafe sex is the best
way to give and receive love.
Another reason for continuing
unsafe practices is fatalism and a
sense of there being no future.

Traditional epidemiological risk
factors and sociocultural variables
do not seem totally adequate for
the understanding of differences of
patterns of change in sexual be-
haviour. We stress the necessity of
developing analysis at three levels:

— personal predispositions;

— immediate environment (com-
munity);

— macrosocietal factors.
Adaptation of sexual behaviour to
the risk of HIV infection is very
rapid in the most exposed segment
of the population men having sex
with man, and unequally distri-
buted according to proximity to the
disease, social class, age and edu-
cation. Therefore only longitudinal
research, starting at an early mo-
ment of the process, such as the
yearly French surveys, allows us to
understand the whole cycle and
group specific forms and rates of
patterns of change. Finally, control
of HIV transmission requires that
changes in behaviour be applied
consistently in time and in all types
of situations. Factors which contrib-
ute to initiate behavioural change
are not necessarily the same that
would favour a persistent change
and instability in behavioural risk
reduction has often been observed.
The French yearly surveys relate
the amount and the speed of these
changes to relatively homogeneous
subgroups observed since 1985 and
show three different phases in the
process of change?:

Homosexuals living in localities
of less than 20000 inhabitants,

often hiding their sexual prefer-
ence and whose homosexuality is
not accepted by family and colle-
agues, feared social discrimination
as such if not more than being con-
taminated. Lack of solidarity with a
“gay group and destiny” was wide-
spread; capacity to individual be-
haviour changes was limited and
diffusion of condom use was slow
before 1987; propensity for repres-
sive measures was high (compul-
sory testing, quarantining). The
feeling of being unable to protect
themselves with adequate be-
haviour changes explains this claim
as condom use became more wide-
spread. :
Blue collar gays with a low level o
education felt hardly concerned by
AIDS in 1985. Only after 1987 did
they recognize the risk and start
to change sexual behaviour. Still
today, they have significantly lower
levels of protection than average.
Lower middle class gays in big
cities (service sector) showed the
highest degree of denial. Although
being well informed about the
disease, they often presented the
“risk group” classification as an
attempt of discriminate against
them. Their biographical back-
ground, including breaking up with
their family because of their being
gay, explains their ambivalence of
reactions in the early days of the
epidemic. Only in 1986 did they
start to rapidly change their be-
haviour.

Higher middle classes, in particular
intellectual professionals, were the
first to adapt quickly to the risk of
HIV transmission by giving up anal
intercourse or by using condoms.
They were also the first to know
HIV carriers in their personal
environment. The first voluntary
associations recruited their first
members and volunteers from
among them.

Before 1986, scepticism prevailed
among young homosexuals below
age 25. They identified AIDS with
a disease of their parent’s genera-
tion and resented the labelling of
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the “young” as a specifically ex-
posed group. After 1986, differ-
ences appear in this age group:
students follow the model of the
higher middle classes, the others
that of blue collars. Today the
whole age group has joined the
general protection level.

Longitudinal observations also
point to the change of correlations
among these different factors in
time as the epidemic progresses.

Phase 1: before 1985-1986:

Emergence of “pioneers” practising
new sexual behaviours from among
those who where the first to know
people affected by the disease per-
sonally. To this proximity, one has
to add factors reinforcing the pre-
dispositions and capacities to
change: self-esteem and the feeling
of being socially accepted; con-
fidence in medical authorities and
concern with health. Although
the approach of these safer sex
pioneers looks like the result of an
individual rational “decision”, it is
overdetermined by their middle
class status and high educational
level.

Phase 2: 1986-1988:

With the more widespread use of
the test, the epidemic becomes
“visible”. Particularly inside con-
cerned groups, such as the gay
community, there emerges a feel-
ing of identification with a collec-
tive risk and a new positive ethics
of sexual precaution, which goes
beyond people who know infected
individuals personally. Rapid dif-
fusion of behaviour changes in all
middle classes is favoured by this
new sexual ethic, and the identifi-
cation with a gay destiny and a
community. This phase was initi-
ated and promoted by voluntary
associations while the government
campaign came in later, reinforcing
the already engaged swing.
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Phase 3: after 1988:

After a process of rapid diffusion
of sexual behaviour changes, one
observes its limits, which are of a
macrosocial nature. The factors
usually perceived as being at the
origin of cumulative socioeco-
nomic handicaps and inequalities,
also limit risk adequate behaviours:
low socioeconomic status and
fragility (such as unemployment),
lack of confidence in the future,
low educational level. In these
cases personal counselling is of
particular importance.

Consensus will be easily reached
among social scientists about some
general conclusions that emerged
from the literature on behavioural
risk  modifications, especially
through health information and
education, which have already
been confirmed by studies on
AIDS, including the surveys under
review. Resulting from interac-
tions, sexuality cannot be changed
by individual decisions alone.
Because sex is a powerful motive
and because sexual practices are
maintained by past experiences,
immediacy of gratification, rein-
forcement by fantasies and inter-
personal influence or even coerci-
on, it can be expected that sexual
activities are difficult to change
through information provision
alone. One can easily agree with
Nelkin? that the common exam-
ples of direct behavioural respon-
ses to information are “all in areas
in which alternative choices are
available so that changes in be-
haviour require no significant
changes in life-style”. All studies
among homosexual/bisexual men
have confirmed that individual
knowledge about AIDS risk is not
statistically related with reported
frequency of high-risk sexual prac-
tices for HIV infection or with
observed behavioural change to
lower exposure.

Research on behavioural change
has repeatedly pointed out that
trust and credibility in the source of

information and social reinforce-
ment by peers within the communi-
ty are necessary conditions for
effective intervention. Early find-
ings of experimental social psy-
chology on “small group decisions”
have emphasized the importance
of adaptation to ambiguity or
change in the environment through
interpersonal communication and
referred to mechanisms such as
group polarization and group pres-
sure, social confirmation, norm for-
mation and minority innovation %,
In one of the largest American
cohort studies of homosexual/bi-
sexual men, supportive peer norms
appeared to be the only factor
related to longitudinal behavioural
change for risk reduction of HIV
sexual transmission %.

Finally, at a macro-societal level,
risk perceptions are heavily in-
fluenced by political, cultural and
social factors, such as social class or
community involvement. Attitudes
towards risk are closely embedded
in a system of beliefs, values, and
ideals that constitute a culture (and
subculture): thus, different cultures
and social groups will emphasize
certain risks and minimize others.
Perceptions of risk are also closely
connected to legitimating of moral
principles. A judgement about risk
can be a social comment, reflecting
points of tension and value con-
flicts in a given society.

After years of “safer sex learning”,
one can formulate an optimistic or
a pessimistic prediction for the
near future:

— The optimistic prediction reads:
anew level of sexual behaviour and
sexual activity could be reached,
one that takes into account the
risks involved, one in which ad-
equate coping strategies are inte-
grated in such a way that further
urgent need for change in sexual
behaviour would be rendered
superfluous.

— The pessimistic prediction reads:
after a few years of important
behaviour changes and regularity



in condom use, and in a climate
with fewer primary prevention
campaigns, increased behaviour
inconsistency will result in high
incidence rates after a slow down
of the epidemic among men having
sex with men in the late 1980s.

The first optimistic hypothesis will
largely depend on continued pre-
vention efforts in the community
and in society at large. The second
pessimistic hypothesis is favoured
by lower investment in prevention,
public guesses about a levelling off
of the epidemic and lower levels of
personal concern and risk aware-
ness.

For monitoring these changes,
nationally and on the European
level, comparable questionnaire
instruments should be developed,
usable for newspaper and snowball
self-administrated surveys. For
accessing the male homo- and bi-
sexual population, the channels
used should be adapted to local
realities. Such surveys should be
replicated every two or three years.
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