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HOMOSEXUAL MEN
ANDTHE

HIV EPIDEMIC

Understanding and changing risk behavior

van Harm Hospers



1 HIV-preventie activiteiten voor homoseksuele jongeren
dienen met name het veilig vrijen binnen vaste relaties
(of wat daar voor door gaat) aan de orde te stellen (dit
proefschrift).

2 Om uitspraken te kunnen doen over seksuele gedragsver-
andering met losse partners bij homoseksuele jongeren als
gevolg van HTV-preventie interventies, is het gezien de lage
frequentie van seks met losse partners, aan te raden om een
relatief lange nametingperiode te nemen (dit proefschrift).

3 Met een zekere regelmaat wordt beweerd (ook door perso-
nen die betrokken zijn bij HIV-preventie) dat homoseksuele
mannen verzadigd zijn als het gaat om informatie over HIV
en AIDS. Dit geldt in het algemeen niet voor homojongeren
in hun coming-out fase en al helemaal niet voor Jantje van
vijf die nog niet weet dat hij homoseksueel is.

4 Op 26 juni 1999 stond in de Volkskrant een artiieJ met de
titel "Bestaat AIDS wel echt?" Gezien de feiten over HIV en AIDS
was plaatsing van dit stuk een blunder van de eerste orde.

5 De voorspelling van veilig of onveilig seksueel gedrag van
individuen zal beter zijn als men naast de persoonlijke
gedragsdeterminanten van deze individuen, ook de deter-
minanten van degenen waarmee zij seks hebben in de
voorspelling betrekt.

6 Bij de behandeling van obesitas dient meer aandacht te
komen voor het verbeteren van het psychisch welbevinden
van patienten.

7 Dat strenge tutoren lager beoordeeld worden door studenten
dan minder strenge tutoren is een wijdverbreid misverstand.
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CHAPTER I

General overview



INTRODUCTION

The AIDS epidemic has been with us for over 15 years. Since its outbreak,
millions of people worldwide have been infected with HTV — the virus that
causes AIDS. Many of them have died because the virus broke down their
immune system, making them defenseless against opportunistic infections
and rare forms of cancer. Billions of dollars have been spent and are being
spent to develop vaccines against HIV infection as well as effective treatment
for those already infected. Despite considerable progress, especially in the
treatment of HIV infection, neither a vaccine nor a cure for HTV infection is
available at present.
In the absence of treatment options, prevention of infection through health
education action has been one of the cornerstones in the fight against AIDS.
This thesis focuses on HTV prevention: it describes efforts to understand and
decrease sexual risk-taking behavior — a major HIV transmission mode —
among men who have sex with men.
Before turning to an overview of the efforts to understand and change
sexual risk-taking behavior of homosexual men, a brief summary of the epi-
demiological history and developments is provided.

HIV AND AIDS

In the early 1980s, some years after the first people died of AIDS, the virus
that causes AIDS was discovered. The transmission route is through body
fluids, primarily through blood-blood and blood-semen contact. The pri-
mary risks for HIV infection are unprotected sexual intercourse, direct con-
tact with infected blood through blood transfusion or contaminated needles,
and mother-to-child transmission. More specifically, the majority of HIV
infections are a result of unprotected vaginal or anal intercourse, or the
exchange of contaminated needles among intravenous drug users. In addi-
tion, it is believed that oral sex with ejaculation can also result in HIV infec-
tion. In many countries donated blood is now checked for HIV, so that
infection through blood transfusions has been virtually eliminated in those
countries. Major risk groups are people who are sexually active and have
unprotected sex, and intravenous drug users who do not always use clean
needles. This thesis focuses on men who engage in homosexual behavior. In
many countries in the Western world homosexual men are a substantial
subgroup among the total group of people who have been diagnosed with
HIV or AIDS. For men who have sex with men, unprotected insertive and
receptive anal intercourse as well as receptive oral sex with ejaculation are



the primary risk behaviors that may carry the risk of HIV infection. HIV pre-
vention efforts focus on reducing these risk behaviors.

EPIDEMIOLOGICAL DEVELOPMENTS

Since the first people died of AIDS in die early 80s, it is estimated that 14 mil-
lion people have died of AIDS since die beginning of die epidemic and diat
over 30 million people are currendy living widi HIV or AIDS (WHO, 1998). hi
developing countries in Africa, Asia and Soudi America, HIV infection is mainly
die result of heterosexual transmission, hi diese countries vertical transmission
(modier-to-child) occurs frequendy as well. In die Western world, HIV and
ADDS have spread fast as well, be it diat bodi intensive prevention efforts as well
as treatment opportunities have resulted in lower infection rates and slower
progression of HTV infection to AIDS, compared to developing countries, hi
many countries in the Western world men who have sex with men are an
important risk group for HIV infection. In the Nedierlands, almost 5000 people
were diagnosed widi AIDS between die beginning of the epidemic and
December of 1998 (Inspectie voor de Gezondheidszorg, 1998). Over 3000 of
the cumulative number of people diagnosed widi AIDS are men who were
infected dirough homosexual risk behavior. The number of new diagnoses is
decreasing in the Nedierlands since 1996. This tendency has also been ob-
served in odier countries in die Western world (e.g. Gebhardt, Rickenbach,
Egger & die Swiss HIV Cohort Study, 1998). It is assumed to be primarily attri-
butable to die effects of early treatment of people who are HTV-infected but
who have not yet been diagnosed widi AIDS. Usually early treatment results in
a considerable slowdown of the progression of HIV infection towards AIDS. As
a result die monitoring of die epidemic has become more difficult since HTV
infection diagnoses are not structurally monitored in the Netherlands.

UNDERSTANDING RISK-TAKING BEHAVIOR

Theories and models

A number of theoretical models have served as the basis for research studies
on determinants of sexual risk-taking. Especially cognitive theories, which
assume that cognitions guide behavioral decisions, have been widely used.



Most prominent examples of such theories are the Health Belief Model (Janz
& Becker, 1984; Montgomery et al.. 1989), the Theory of Reasoned Action
(Fishbein & Ajzen, 1975; Fisher, Fisher & Rye, 1995), Social Cognitive
Theory (Bandura, 1998), and the Theory of Planned Behavior (Ajzen, 1988;
1991). The Health Behef Model (HBM) proposes that a person's decision to

10 engage in protective health behavior is dependent upon four cognitive fac-
tors: 1. the perceived severity of a health threat, 2. the perceived susceptibi-
lity of a health threat, 3. the perceived benefits of action, and 4. the
perceived barriers of action. Finally, the model distinguishes external factors
that may trigger a person to change, the so-called 'cues to action".
The Theory of Reasoned Action (TRA) proposes that a person's behavior is
strongly related to that person's behavioral intention. Behavioral intention,
in turn, is determined by 1. the person's attitude, which reflects a person's
beliefs (in terms of perceived consequences of behavior) regarding a speci-
fic behavior, and 2. by subjective norms, which reflect the interaction of
the perceived norms of significant others regarding a specific behavior and
the motivation to comply with these significant others.
Bandura's Social Cognitive Theory (SCT) postulates that beliefs of personal
efficacy (self-efficacy) are quintessential to action and to attaining behavioral
goals. Thus, a sense of mastery regarding one's motivation, thought proces-
ses, emotions, or behavior is a necessary condition for action. Furthermore,
the theory distinguishes outcome expectancies which reflects the extent to
which a person beliefs that personal action will result in attaining desired
outcomes. Determinant studies of risk-taking sexual behavior have usually
narrowed SCT down to the determination of self-efficacy beliefs regarding
relevant skills, such as condom use skills, and sexual negotiation skills.
Ajzen's Theory of Planned Behavior (TPB) is an extension of the TRA. Ajzen
added the concept of perceived behavioral control, which also reflects a
sense of mastery. It thereby resembles Bandura's self-efficacy concept and in
several studies perceived self-efficacy and perceived behavioral control are
used interchangeably (see Godin & Kok (1996) for a review). Thus, in TPB
behavioral intentions are determined by attitudes, social influence, and per-
ceived control.

Besides these generic cognitive models of (health) behavior, others have
proposed models that specifically explain sexual risk-taking behavior in the
light of the AIDS threat. Catania, Kegeles and Coates (1990) proposed the
AIDS risk reduction model (ARRM). The model describes three stages that
people pass through if they want to change to safer behavior to avoid get-
ting HlV-infected. The first stage is recognizing and labeling one's sexual
behavior as risky for contracting HIV. The second stage is making a commit-
ment to reduce high-risk behavior, and the third stage is to seek and enact
strategies that may help to change high-risk behavior. A similar model has
been developed by Fisher and Fisher (1993). Their information-motivation-
behavioral skills model of AIDS risk-behavior change (1MB) supposes that



adequate information regarding HIV and AIDS is a prerequisite for change,
that motivation is the second determinant of AIDS-preventive behavior, and
that a level of behavioral skills is essential to be able to act upon adequate
knowledge and high motivation. Wulfert, Wan and Backus (1996) have
integrated the TRA, the HBM and SCT to specifically predict safer sex behavior
of gay men. They propose that a high intention to use condoms is deter- 11
mined by high perceived self-efficacy which in turn is determined by a
positive attitude towards condoms, positive social influences, and the
absence of interpersonal barriers to condom use.
Although these theories and models differ in specificity, explicitness and
emphasis, they also have much in common. Summarizing, from these theo-
ries and models it can be derived that safe sexual behavior is dependent
upon 1. awareness and adequate knowledge, 2. motivation, which may be
further divided into positive attitudes, positive social influence, and positive
perceived self-efficacy towards safe sex, and 3. sufficient behavioral skills
relevant to successful safe sex behavior.
The theories and models outlined above have been important instruments in
understanding sexual risk-taking behavior.

Determinants of risk-taking behavior among homosexual men

The earlier studies on determinants of safe and risk-taking sexual behavior
among homosexual men are reviewed in detail in Chapter 2. The most
important MV-preventive behaviors in those studies were refraining from
receptive and insertive anal intercourse, and condom use with anal inter-
course. Determinant studies have identified a number of factors that seem to
pertain to these behaviors, and have also confirmed that a number of factors
seem less relevant. The following discussion gives a concise summary of the
findings regarding determinants. It is based upon studies reported on in this
thesis and upon results from the work of colleagues in the field of HIV pre-
vention research.

Demographic factors

The predictive power of demographic or structural factors, such as income,
educational level, and geographical location on safe and risk-taking behavior
of homosexual men seems to be limited (Chapter 2). Even if relationships
between demographic factors and behavior seem to exist, these relationships
are usually equally or better understood by psychosocial factors with which
they correlate. For example, some studies have found that risk-taking behav-
ior is more prevalent in rural areas. Low perceived risk of HIV infection or
the absence of positive social norms regarding condom use may in those
cases well explain that relationship. It should be noted however, that re-
searchers in this research area are probably also more likely to focus on psy-



chological factors, because of their opportunity for change. Notwithstanding
the limited role of structural factors in explaining behavior, they may play a
role in decisions on target group selection or segmentation.
It has also consistently been found that knowledge regarding Hlv/AIDS is
usually unrelated to safe or risk-taking behavior. One reason for this is that

12 knowledge levels are invariably high in most samples of homosexual men
that have been under study. Therefore, knowledge is usually unable to
explain the variation in behavioral intentions and actual behavior that is
observed. Several authors have noted that while knowledge and awareness
are a prerequisite for safe sexual behavior, more is usually needed to enable
people to initiate and maintain safe sexual behavior.

Partner status

One of the most important factors that is consistently related to level of
sexual risk-taking behavior is partner status. Scores of studies have shown
that unprotected sex is most common with primary partners (see Chapters
2, 4 and 8). While the earlier studies did not take partner status into
account it is now common practice to assess risk levels for primary partners
and casual partners separately. Although the dynamics of safe and risk-
taking sex within primary relationships are not completely understood,
some remarks can be made. First, several studies have shown that engaging
in unprotected sex with one's primary partner may be part of a deliberate
risk-reduction strategy. For example, a focus group study showed that some
men had decided to be monogamous to protect against infection (Offir,
Fisher, Williams & Fisher, 1993). Another focus group study found that
several men in primary relationships felt safe when not using condoms with
their primary partner, since they had made agreements not to have unpro-
tected sex with casual partners (De Wit, Teunis, Van Griensven & Sandfort,
1994). Thus, disposing of condoms within primary relationships may be
the result of deliberate risk considerations and explicit agreements with pri-
mary partners.

Second, research has shown that feelings of love, intimacy, and sexual arou-
sal may inhibit the motivation and intention to practice safe sex (De Wit et
al., 1995; Janssen, De Wit, Hospers, Stroebe & Van Griensven, 1999; Kelly,
Kalichman et al., 1991; Offir et al., 1993). hi our research among young
gay men we also found high levels of unprotected sex with primary part-
ners (Chapter 4). In addition, we also found that perceived self-efficacy
regarding affective mood states (like being in love, or sexually attracted)
distinguished men with a lower intention to practice safe sex from men
with a high intention (Chapter 5). In focus group interviews that we con-
ducted, older gay men also stated that feelings of love and attraction were
impeding their safe sex intentions (Chapter 3).
A number of authors have tried to understand unsafe sexual behavior by
studying the sexual communication process between partners. For example.



Davies and Weatherbum (1991) have suggested that safe and unsafe sex are
preceded by some form of verbal or non-verbal communication and nego-
tiation. Further evidence that (lack of) communication may determine safe
and risk behavior comes from our study among young gay men in which it
was found that lower perceived self-efficacy to resist pressure from a partner
was related to a lower intention to use condoms with anal sex (Chapter S).
Finally, a number of authors have argued that in studying primary relation-
ships, too much focus has been on the identification of individual rational
choices and too little attention has gone to the dyadic, symbolic and emo-
tional aspects of romantic relationships (Davies & Weatherbum, 1991;
Flowers, Sheeran, Beail & Smith, 1997). ' '

• • . . . . • . • • • - . . . , • • • ? .

Age

The question whether age and sexual risk-taking are related will be addres-
sed next, hi the recent past, several authors have urged the prevention field
to focus on young homosexual men, after they observed high levels of HTV
infection and risk-taking behavior among young homosexual men (e.g. De
Wit, 1996). For example, young gay men's cohort studies in the United
States and the Netherlands have reported annual incidence rates around 2%
(Dean & Meyer, 1995; Osmond et al., 1996; Van Griensven, Van den
Bergh, Jansen, De Wit & Keet, 1997). A study that we conducted among
young homosexual men in the Netherlands confirmed the high levels of
risk-taking behavior that others reported (see Chapter 4). It was found that
while unprotected sex with casual partners was scarce, over 40% of respond-
ents reported engaging in unprotected oral or anal sex with primary part-
ners in the three months preceding assessment. Results from an intervention
study (see Chapter 8) that was conducted among young homosexual men
in coming-out groups, showed a similar behavioral pattern: few respon-
dents reported unprotected sex with casual partners, but over 30% reported
unprotected anal sex with their primary partner.

Some authors have suggested that young gay men engage in more risk-taking
behavior than older gay men (De Wit & Van Griensven, 1994; Ekstrand &
Coates, 1990; Hays, Kegeles & Coates, 1990), while others have not found
such a relationship in their data (Davies et al., 1992; Van de Ven, Kippax et
al., 1997). Whatever the outcome of future research into this issue, an in-
teresting question that remains is whether the determinant structure of risk-
taking behavior of young gay men is different from that of older gay men.
That is, have differences been identified in the underlying factors that lead
up to risk behavior? Although we have not been able to directly compare
younger and older gay men in our studies, some suggestions may be made
regarding this issue. First, our studies among young gay men found high
turnover rates in primary relationships (see Chapters 4 and 8). hi the first
study it was observed that one in five primary relationships broke up in a
three-month period, while the second study observed that half of the pri-



mary relationships broke up in a measurement period of six months. At the
same time, these studies found that unprotected anal sex (without HIV tests)
was very common in primary relationships, and that many young gay men
engaged in unprotected sex shortly after their primary relationship had
started. For example, the study that is described in Chapter 4 found that

14 among young gay men in relationships that lasted shorter than 8 months,
55% engaged in anal sex and of these over 40% did not use condoms con-
sistently. Hence, our data suggest that young gay men initiate unprotected
anal sex with primary partners while it is uncertain at that moment whether
the relationship will last.
A second point is the finding that most young gay men in our studies
express a desire for a monogamous relationship. This may explain why we
found that young gay men in short-lasting relationships either have not dis-
cussed issues related to sex with others, or have explicitly agreed to be
monogamous. In addition, a focus group study among young gay men
where primary relationships were discussed in relationship to risk-taking
behavior (Janssen et al., 1999), found that a considerable number of young
gay men believed that protected sex was unnecessary if there was a roman-
tic commitment. An implicit or explicit desire for monogamy may lead to
an underestimation of the risks of unprotected sex and to the initiation of
unprotected sex without conducting HIV tests.
Future research should provide more clarity about the issues raised here.
More in particular, studies are needed that compare relationship develop-
ment and beliefs about primary relationships among younger gay men with
those among older gay men.

Attitudes, social influence and self-efficacy
Large numbers of studies have found that sexual risk-taking behavior is cor-
related with negative beliefs about safe sex in general and condom use in
particular, while safe sexual behavior is related to positive beliefs (see
Chapter 2). Examples of negative beliefs about safe sex and condoms are
that "safe sex spoils the joy of sex", that "safe sex shows distrust towards a
partner", or that "condoms decrease physical sensation". Positive beliefs
include statements that "safe sex protects for HIV and other STDs", or that
"condom use is sanitary".
A relationship between social influence and safe and risk-taking behavior
has been described in a number of studies. For example, some studies have
found that links with the gay community may facilitate protective behavior.
In one of our studies it was found that bisexual men who visit cruising
areas reported hardly any ties with the gay community and limited expo-
sure to HIV prevention for gay men (Chapter 7). This might be an explana-
tion for the higher level of unsafe sex that was found for bisexual men in
that study. Gold (1995) has warned against over-optimism about the poten-
tial of links with the gay community to stimulate safe sex behavior, after he



found in two studies that links with the gay community were related to
unsafe sexual behavior of gay men. He suggests that while it is true that the
gay community provides opportunities for reinforcement of safe sex mes-
sages for those who seek reinforcement, it also provides opportunities to
engage in unsafe sex while discounting or rejecting safe sex information
from the gay community. -u -.: H:.-evi:-M ... ..;•>••••.-.•
Social influence may also come from significant people in one's environ-
ment, such as partners, family or friends. Several studies, described in
Chapter 2, have found that norms towards safe sex are related to safe sex
behavior (e.g. consistent condom use or avoidance of anal sex). In our
studies among young gay men we have found weak positive relationships
between measures of social influence on the one hand and behavioral inten-
tions or behavior on the other hand. Recent focus group interviews with
young gay men which touched on this issue (Janssen et al., 1999) found
that the large majority of these men did not discuss safer sex issues with
others, nor were they aware of safer sex opinions or behavior of significant
others. Most expressed to feel uncomfortable to talk open and direct about
safer sex. Since many young gay men may be reached through coming-out
groups, where young gay men seek social support from peers on issues
related to their homosexual feelings, it seems important that future research
attempts to understand die potential role that peers may play in promoting
and sustaining safe sex behavior.

A large number of studies have demonstrated a relationship between percei-
ved self-efficacy on the one hand and safe and risk-taking behavior on the
other hand (Chapters 2 and 5). Self-efficacy has been studied regarding a
variety of interpersonal and intrapersonal factors. The interpersonal factors
have been measured more often, and include communicating safe sex desi-
res to partners, and resisting pressure from sex partners to have unsafe sex.
Intrapersonal factors include a variety of mood states, such as being in love,
being attracted to someone, being sexually aroused, or being under the in-
fluence of alcohol or drugs. It is usually found that low perceived self-effi-
cacy regarding sexual communication skills is related to lower condom use
intentions and to higher risk-taking behavior. In addition, our study among
young gay men (Chapter 5), showed that young men with lower condom
use intentions typically displayed low perceived self-efficacy to engage in
safe sexual behavior in a number of mood states (e.g. when in love or
when under the influence of alcohol). This finding is in line with focus
group research which investigated self-justifications for unsafe sex, and
which found that feelings of love and affection, being under the influence
of alcohol or drugs, and sexual arousal are prominent justifications that men
give for their unsafe sexual behavior (Chapter 5; Boulton, McLean,
Fitzpatrick & Hart, 1995; OfRr et al., 1993).

In summary, research on self-efficacy has highlighted the importance of a
sense of mastery or control in sexual situations in order to practice safer



sex, and that this sense of control pertains not only to communication
between sexual partners, but also to coping with mood states with a higher
likelihood of being precursors of risk-taking behavior.
The determinants of safe and risk-taking behavior that were described in the
previous paragraphs, have been important building blocks of interventions
that aimed to influence sexual behavior of men who have sex with men.
These efforts to change sexual risk-taking behavior through interventions
will be discussed hereafter.

CHANGING RISK BEHAVIOR v -

Concurrent with efforts to understand risk-taking behavior of men who
have sex with men, numerous interventions have been developed in the
past 15 years for this target group. These interventions include information
brochures, outreach programs, and small-group information and counseling
programs, to name some obvious ones. Chapter 6 gives an extensive over-
view of programs in the Netherlands, and describes brochures and other
written materials and their content, small-group interventions (such as the
Safe Sex Videoshows), and outreach activities (such as the prevention pro-
jects at cruising areas). These activities can be seen as representative for
interventions that were set up in other parts of the Western world for men
who have sex with men. The aims of the interventions were to increase
knowledge and awareness regarding HIV and AIDS, to positively influence
attitudes towards safe sex practices, to positively influence social norms
regarding safe sex within the gay community, or to increase self-efficacy
regarding safe sex through behavioral-skills enhancement interventions.
As has been addressed in detail in Chapter 6, it is extremely difficult to pass
judgment on the effectiveness of the interventions that have been imple-
mented in the Netherlands, since hardly any study has investigated the
effectiveness of these interventions. This problem is not unique for the
Netherlands, but has also been observed in other parts of the world, such as
Australia (Gold, 1995), and the United States (Kegeles & Hart, 1998). One
reason for the absence of effectiveness indicators lies in the infrastructure of
HJV prevention in the Netherlands, where research and practice have often
operated separately to a large extent. Most HIV prevention practitioners are
expected to respond to prevention issues and developments and to needs of
the gay community, and are usually not expected to include effect evalu-
ations when developing interventions. In addition, they often lack the time
and financial resources to conduct effect evaluations (see Chapter 6). Re-
searchers, on the other hand, have focussed primarily on determinants of



sexual risk-taking behavior. Determinant studies are indispensable in inter-
vention development (Fisher & Fisher, 1992; Kelly & Murphy, 1992), but it
is has also been noted that HIV prevention practice needs interventions that
work, and that HIV prevention research can contribute to the development,
implementation, and evaluation of such interventions (Kegeles & Hart, 1998;
Kelly & Murphy, 1992; Peterson, Ostrow & McKirnan, 1991).
There are a limited number of published studies that have investigated
effectiveness of HIV prevention in terms of behavior change or change of
behavioral determinants, two of which are reported in this thesis (Chapters
7 and 8). In their review of HIV prevention interventions for gay men
(Kegeles & Hart, 1998), three types of interventions are distinguished: indi-
vidual, small-group and community-level interventions. The setting in
which individual interventions mostly take place is pretest and posttest
counseling surrounding HTV-testing. Kegeles and Hart (1998) were unable
to find studies that reported the effects of counseling on subsequent sexual
behavior or on related behavioral determinants. Similarly, we are not aware
of studies in the Netherlands in this area. Yet, the HTV test counseling situ-
ation does offer an excellent opportunity for prevention, and future studies
could investigate its current effectiveness and develop and evaluate strategies
that may increase effectiveness of HIV test counseling.
With respect to small-group interventions the pioneering work of Jeffrey
Kelly and his colleagues stands out. Their studies have shown that small-
group skills-training interventions result in an increase in behavioral skills
to withstand coercive pressures to engage in risk-taking behavior, and sig-
nificantly reduce actual risk-taking behavior in the long term (Kelly &
St.Lawrence, 1990; Kelly, St.Lawrence, Betts, Brasfield & Hood, 1990;
Kelly, St.Lawrence, Hood & Brasfield, 1989). Similar results have been
achieved with small-group work among African-American men who have
sex with men (Peterson et al., 1996). A study in the United Kingdom
showed that small-group work with gay men resulted in higher self-effica-
cy ratings to cope with sexual high-risk situations. However, no changes
were found at the behavioral level (Wanigaratne, Bilhngton & Williams,
1997). Our small-group work with young gay men in coming-out groups
(see Chapter 8) was built upon the insights from determinant studies and
the results from small-group work that was discussed above. We tested the
effectiveness of three different single-session interventions compared to a
waiting-list control condition, and randomly assigned coming-out groups
to conditions. The first intervention focussed on accurate risk knowledge
and safer sex attitudes, the second focussed on skills training, while the
third attempted to increase safer sex intentions and behavior by inducing
of anticipated regret (see Chapter 8 for details). The results were disap-
pointing with respect to sex with primary partners. None of the interven-
tions was effective in changing behavioral intentions or actual sexual behav-
ior with primary partners, despite a considerable level of unsafe sex with



primary partners. Regarding sex with casual partners the interventions were
able to achieve significant changes in safe sex intentions. Unfortunately, it
was not possible to assess effects at the behavioral level, due to very low
levels of unsafe sex with casual partners at pretest and at posttest. The most
important lesson that was learned from this study is that young gay men's
perceptions, attitudes and intentions towards primary partners are more
resistant to change than was anticipated and that therefore different ap-
proaches need to be developed in the future to achieve change in this
important domain. Also, it was satisfactory to observe relatively low levels
of unsafe sex with casual partners at pretest. The interventions may have
strengthened the safe sex intentions regarding casual partners and hopefully
caused prolonged safe behavior with casual sex partners. Finally, the pro-
cess evaluations as well as informal feedback from participants have high-
lighted the excellent opportunities that the setting of coming-out groups
offer for HIV prevention. Concurrent to the development of a more effective
intervention, efforts should be devoted to structurally implement HIV pre-
vention interventions in coming-out groups in the Netherlands.
Widi respect to community-level interventions, Kegeles and Hart (1998)
have reported that despite a wealth of diis type of intervention, hardly any
of these has been rigorously evaluated. Again, Kelly and colleagues are
among the few who have conducted a randomized controlled trial of a
community-level program which was effective in reducing risk-taking
behavior (Kelly et al., 1997). Another innovative community-level study
worth mentioning was carried out and evaluated in the United States by
Kegeles, Hays and Coates (1996). Their experimental program included
peer outreach, small group meetings and a publicity campaign, all focussing
on young gay men. Their results show impressive changes in sexual risk-
taking behavior with primary partners as well as with casual partners. No
changes were observed in the community they used as the control condi-
tion.

Randomized controlled community-level trials have never been reported in
the Netherlands (see Chapter 6). A considerable number of men who have
sex with men have been exposed to outreach programs, but these programs
were usually not tested for their efficacy. This thesis reports on one study
that has assessed the potential effects of outreach at cruising areas in the
Netherlands (Chapter 7). Although the circumstances prevented us to set the
study up as a randomized control trial, we were able to show that men
who had been reached by a volunteer reported less risk-taking behavior
than men who had not been exposed to the outreach activity. Furthermore,
the study identified behaviorally bisexual men as a target group for preven-
tion, given their higher risk-taking behavior and their limited access to cur-
rent HIV prevention aimed at gay men.
Given the results from our studies as well as the studies from other re-
searchers that we have discussed in the previous paragraph, it can be con-



eluded that there still is a need for carefully planned, theory-based interven-
tions and that special attention should be given to study design and evalu-
ation. The studies reported thus far should be seen as initial steps in the
development of interventions that result in sustainable change in sexual risk-
taking behaviors of the different subpopulations of men who have sex with
men.

F U T U R E D I R E C T I O N S ..•>••• •

A number of developments in the HTV/AIDS field will pose important chal-
lenges for HTV prevention in the years to come. First, the availability of anti-
retroviral combination therapy has resulted in significant improvements in
the health status of people affected with HTV and AIDS. In the Netherlands
this development has recently lead the Dutch Health Council to advise chang-
ing the Dutch HTV testing policy (Gezondheidsraad, 1999). While HIV test-
ing was not encouraged in the past (which has resulted in a high level of
unawareness of HIV status among gay men in the Netherlands (see Kok
(1999) and Chapters 4 and 8) men who have sex with men are now advi-
sed to undergo an HIV test. This more active approach will most likely lead
to an increase of men who know their HTV status, and more in particular
more men will know that they are HIV-positive. Kok (1999) has convin-
cingly argued that HIV-positives should be chosen as a special target group
for additional preventive interventions, and the first steps are now being set
to develop such interventions.

Second, the availability of antiretroviral combination therapy has also lead to
concerns that safe sex intentions and safe sex behaviors will decrease. In a
recent study (Kelly, Hoffmann, Rompa & Gray, 1998) it was found that in
a sample of homosexual and bisexual men, 4% of respondents agreed with
the statement "if someone is HIV-positive but taking new medications that
reduce viral load, safer sex isn't important", while 8% agreed with the
statement "I practice safer sex less often since new medical treatments for
Hiv/AIDS came along". Among HIV-positive men on combination therapy,
18% agreed with the latter statement. These findings, which are similar to
anecdotal evidence from HTV prevention workers in the Netherlands, under-
score the importance of developing interventions that maintain high percep-
tions of the need to practice safer sex.
Third, post-exposure prophylaxis (PEP) has recently been made available in
case of unprotected sexual intercourse where there is a realistic chance that
HIV transmission has occurred (Lust for Life, 1999). hi a sample of 327
HIV-negative homosexual and bisexual men in the United Stated, Kalichman



(1998) found that men with an intention to use PEP were younger, less
educated and reported more unprotected receptive anal sex. Kalichman calls
for behavioral interventions concurrent to the introduction and advancement
of PEP. Careful communication about PEP is needed, which stresses the inva-
siveness of PEP and motivates people to continue to have safe sex and to see

20 PEP as a last resort.
Fourth, as we have argued above, carefully planned theory-based interven-
tions that take into account new developments and new insights are still
needed. Important areas of interest that have been discussed in this chapter
include counseling issues regarding HIV testing, primary relationship devel-
opment, especially among young gay men, and prevention targeted at HIV-
positive men. • -' 0 •; ' • "*
Finally, as DeGuzman and Ross (1999) have argued, more attention should
be directed to the use of Internet as a channel for Hiv/AIDS education and
counseling. We are currently planning an intervention where volunteers will
discuss safer sex issues with men who visit 'chatboxes' for men who have
sex with men. We believe that this may be a way to reach men who are
not usually reached by current HIV prevention efforts.
This thesis describes the efforts that have been made to understand sexual
risk-taking behavior as well as precautionary behavior of men who have sex
with men in the AIDS era. It further describes research on interventions that
.aimed J J c-Jiongmg rail--c<dLmg bcAaviui <niu' ici'dicu' behavioral determinants.

Continued efforts to understand and effectively change risk-taking behavior
in turbulent times will be the challenge for the future.
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INTRODUCTION • • ; : ,.

Since the outbreak of the AIDS epidemic in the beginning of the 1980's, an
estimated number of 12.9 million people around the world have been
infected with the Human Immunodeficiency Virus (HTV) by early 1992

22 (Mann, Tarantola & Netter, 1992). In several parts of the world gay men
form the group that has been hit hardest by the disease. Estimated propor-
tions of gay men of the toul number of HIV-iiifected people per region are
47% for Western Europe, 54% for Latin America, 56% for North America,
80% for Eastern Europe, and 87% for Oceania (Mann et al., 1992).
At this moment primary prevention is the only possible way to limit the
spread of HIV. In their effort to influence the course of the disease, social
scientific researchers have devoted considerable attention to the identifica-
tion of determinants that distinguish between safe and risk-taking sexual
behavior of gay men because insight into these determinants is vital for the
development of effective AIDS prevention interventions. In this review we
present the knowledge that is currently available. Before giving an overview
of determinants we briefly recapitulate the behavioral changes among gay
men that have occurred as a result of the epidemic.

BEHAVIORAL CHANGES AS A RESULT OF AIDS

Once the routes of viral transmission were known, two major recommenda-
tions for gay men to prevent infection were given: 1. reduce the number of
partners, and 2. refrain from insertive and receptive anal intercourse, or use
condoms when having insertive or receptive anal intercourse (McKusick,
Conant & Coates, 1985; Solomon & Dejong, 1986).
Many studies have documented drastic reductions in the number of partners
(Centers for Disease Control, 1985; Joseph et al., 1987a; Martin, 1987;
McKusick, Conant & Coates, 1985; Schechter et al., 1988; Van Griensven et al.,
1987; Winkelstein et al., 1987). This reduction has resulted in a considerable
decrease of the probability of infection at an aggregate level. However, com-
pared to consistent condom use, reducing the number of sexual partners is far
less effective (Reiss & Leik, 1989). Especially in high prevalence areas, reducing
the number of partners only leads to a marginal reduction of risk (Handsfield,
1985). Thus, the 'reduce your number of partners' approach may have the
serious drawback that individuals might use their compliance with this recom-
mendation to justify the high risk behavior in which they still engage.
The majority of studies report impressive changes with respect to unprotec-
ted anal intercourse (see Becker & Joseph (1988) and Stall, Coates & Hoff



(1988) for reviews). Siegel, Bauman, Christ and Krown (1988) showed that
22% of their sample shifted to safer sex behavior over a period of six months.
Winkelstein et al. (1987) reported a decrease of 60% in the prevalence of
risk-taking sex over a two-year period and Martin (1987) found a reduction
of 70% in risk-taking sexual episodes since respondents heard about ADDS.
These changes in risk-taking behavior were accomplished by either refraining
from anal intercourse or using condoms with anal intercourse. Although
condom use with anal intercourse is now generally accepted as an adequate
means of reducing risk, failure rates of condoms (breakage, improper use)
vary around 10% (Ross, 1987; Valdiserri et al., 1988; Van Griensven & De
Vroome, 1987) and thus do not totally eliminate risk of HIV infection. ,.

Behavioral changes across time : i

A less promising picture emerges when the available data are inspected on
an individual level rather than on an aggregate level. A considerable number
of people continue to engage in risk-taking sexual behavior. It also seems
that people may shift from one risk category to another over time.
Table 2.1 provides an overview of longitudinal studies that examined these
kind of changes. All studies compared individual sexual behavior at two
points in time, with varying intervals. Respondents were categorized as
either low or high risk at both time 1 and time 2. Cross-tabulation of time
1 with time 2 behavior results in four categories: low risk at both time 1
and time 2 (stable low risk), high risk at time 1 and low risk at time 2
(change to low risk), low risk at time 1 and high risk at time 2 (change to
high risk), and high risk at both time 1 and time 2 (stable high risk).
Despite the differences in study characteristics, some general conclusions
may be drawn from these studies. First, it is clear that a great number of
gay men have either maintained safe sex behavior or have changed to safer
sexual behavior. In fact, many of them have successfully maintained this
behavior for long periods of time. Second, a substantial number of men
reported one or more instances of risk-taking sexual behavior at both time
1 and time 2. If we assume that men in this category were aware of the
risks, then we can conclude that a number of men are unwilling or unable
to modify their sexual behavior. It should be noted, however, that in most
of the studies in Table 2.1, one instance of unprotected anal intercourse
during the measurement period puts men in the stable high risk category.
Third, a relatively small, but nevertheless important, proportion of men
were identified who changed from safe to risk-taking sexual behavior. It is
important to note that classification in this category is not tantamount to
total relapse. Men in this group showed one or more occurrences of risk-
taking sexual behavior during the period of study. Hence, within this cate-
gory a further distinction can be made between men who relapsed to
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Individual behavioral patterns at two points In time. Each entry lists the percentage of respondents with stable low or stable high risk
at both Time I and Time 2, and the percentage of respondents who changed from high to low risk or vice versa from Time I to Time 2.

Author(s)

Adibetal. (1991)
Ekstrand&Coates(l990)
Joseph etal. (1990)'
Martin (1986)*
McKusick etal. (1990)
Robert & Rosser (1990)
Siegel etal. (1988)
Stall etal. (1986)
Stall etal. (1990)
De Wit etal. (1992)'

Time 2

1987
1988
1986
1985
1988
1987
1986
1985
1988
1988

N

482
686
601
744
419
139
162
311
389
637

Interval

1 year
4 year

6 months
4 years
4 years

6 months
6 months

1 year
4 years
1 year

Stable
low risk

52.3
31.0
52.6
11.3
47.0
71.2
30.2
14.8
48.1
41.3

Change to
low risk

10.2
47.0
13.5
28.8
40.6
12.2
21.6
30.5
30.6
18.4

Change to
high risk

31.3
12.0
7.8
8.2
2.6
5.0
9.9

17.4
19.0
7.8

Stable
high risk

6.2
10.0
26.1
51.7
9.8

11.5
38.3
37.3
2.3

32.5

' Ambiguous categories evenly divided between stable and change categories
* Pre-AIDS behavior compared with post-AIDS behavior
' Study reports four I-year periods (1984-1988)



risk-taking behavior, men who alternated between safe and risk-taking
behavior, and men who showed a temporary slip to risk-taking sexual beha-
vior and who thereafter returned to safe sexual behavior. The reported stu-
dies do not supply data on the proportion of men in each of these
subgroup.
In short, there have been major changes in the sexual conduct of gay men
as a consequence of the AIDS epidemic. We should, however, bear in mind
that protective behaviors against HIV infection (practicing safe sex with all
partners for an unknown but probably long period of time) are extremely
difficult to maintain. Consequendy, it is not surprising to find that a sub-
stantial number of gay men still expose themselves to situations in which
they are at risk of becoming infected with HIV. Therefore, intervention pro-
grams are needed that focus on change towards consistent safe sexual behav-
ior. Understanding the determinants of safe and risk-taking sexual behavior
is crucial in the development of such interventions. ;

DETERMINANTS OF SAFE AND RISK-TAKING SEXUAL BEHAVIOR'

Characteristics of reported studies

Table 2.2 presents the main findings of the determinant studies included in
this review, hi order to be included in Table 2.2, a study had to report on
determinants of safe and risk-taking behavior. A study also had to include a
comparison of a low-risk group to a high-risk group using a cross-sectional
design, or a comparison of changes in safe or risk-taking behavior using a
longitudinal design. Furthermore, we included only those studies that exam-
ined behaviors related to anal intercourse, because it is the most prominent
risk factor related to HIV infection among homosexual men (Chmiel et al.,
1987; Detels et al., 1983; Glasner & Kaslow, 1990; Kingsley et al., 1987).
A great variety of possible determinants has been studied. For this review
we have selected demographical variables (age, income, race, and educa-
tional level), relationship status, drug and/or alcohol use, knowledge, risk
perception, attitudes, social influence and norms, and self-efficacy.

I In this review, we use the terms determinant, predictor, factor, variable, and correlate interchangeably to

denote concepts that are studied in relationship to AIDS-related sexual behavior. Although the terms

predictor and determinant may suggest causation, the research design of most presented studies permits

correlational rather than causal inferences.



Table 2.2 Studies on determinants of safe and risk taking sexual behavior among gay men. For each study Is listed which behavioral comparison was
made, whether this comparison was cross-sectional or longitudinal (C/L), the number of subjects for the comparison (N), and the relationship
with determinants. For each determinant that was studied, is listed whether there is a positive relationship (+), no relationship (0), or a
negative relationship (-) (see coding legend below for detailed information).

Demographic Alcohol/drug use
Relation- Risk

C/L N Age Income Race Education ship Alcohol Drug Both Nitrites Knowledge Perception Attitude Norms Self-Efficacy

Adib et al. (1991)
(change to URAI versus ; , : " *
maintenance of SB) L 402 0 0 0 0 - 0 . 0 + . +
(change to URAI versus
maintenance of SB) L 402 0 0 0 0 0 0 0 - + +

Bauman & Siegel (1987)
(from SB to RTB, three lewis) C 153 0 ...

Bochow(l990) ' '
(UAI versus Al with C 333 -

Connelletal.(l990) •
(UAI versus no UAI) C 394 0 0 0 0 • + , • • • ' .

Dallas (1990) . •• ,.
(Al versus no Al) C 70 ' . . - ' - ' r • + . - • • . ' •

Ekstrand & Coates (1990) : v
(UAI versus no UAI) C 686 + -
(maintenance of URAI or ,
UIAI versus maintenance of
SB or change to SB) L 592 + . 0 •

Fitzpatrick et al. (1989) .1
(Al versus no Al) C 225 - •

Fitzpatrick et al. (1990) . • • - " , ' . .
(RAI versus no RAI) C 356 + 0 - 0 0 • "

Goldetal.( l99l) . •
(UAI versus no UAI) C 181 - 0 0 0 + ;



Table 2.2 Continued.

Demographic Alcohol/drug use
Relation- Risk

C/L N Age Income Race Education ship Alcohol Drug Both Nitrites Knowledge Perception Attitude Norms Self-Efficacy

Hays, Kegeles & Coates (1990)
(UAI versus no UAI)

Kelly, StUwrence & Brasfield
(1991)
(change to UAI versus
maintenance of SB)

Kelly, St.Lawrence, Brasfield,
Lemkeetal. (1990)
(risk-index score)
(CU index)

Kelly. St. Lawrence, Brasfield,
Stevenson et al. (1990)
(UIAI versus no UIAI)
(URAI versus no URAI)

Kelly, Kalichmanetal. (1991)
(UAI versus no UAI)

Linn etal . (1989)
(from SB to RTB, four levels)

McCusker, Stoddard et al. (1989)
(maintenance of URAI
versus change to SB)
(maintenance of UAI
versus change to SB)

McCusker. Zapka et al. (1989)
(no CU versus CU)

99

68 +

c
c

c
c

c

c

L

L

C

481 +
292 0

352
352

325 +

812 +

78

99

129 0

0 +/0'



Table 2.2 Continued.

to

Demographic Alcohol/drug use
Relation- Risk

C/L N Age Income Race Education ship Alcohol Drug Both Nitrites Knowledge Perception Attitude Norms Self-Efficafljp»-

McKusicketal.(l990)
(UAI versus no UAI) C 308 +
(maintenance of UAI
versus change to SB) L 146 0
(maintenance of SB
versus change to UAI) L ? 0

Ostrow etal. (1990)
(change to SB versus
maintenance of RTB) L 2130 +

Ross &McUws (1992)
(CU index) C 173

Seage etal. (1992)
(URAI versus no URAI) C 481

Siegel et al. (1989)
(consistent SB versus
consistent RTB) L 100

Stall etal. (1986)
(low versus medium versus
high RTB score) C 463

Valdiserri etal. (1988)
(consistent CU versus
never CU) C 955 0

De Wit, Sandfort etal. (1991)
(Al versus no Al) C 611 +
(consistent CU versus
inconsistent CU) C 611 +

0

0

0

+/0*



Table 2.2 Continued.

Abbrev/otions:
SB=safe behavior, RTB=risk-taking behavior, CU=condom use, Al=anal intercourse, UAI=unprotected anal Intercourse,
URAl=unprotected receptive anal intercourse, UiAl=unprotected insertive anal intercourse. , .

N o t e s : . -.. •• .; • •? • " r , , •:;" ,

' communicat ion sk i l ls+ , self-efficacy scale 0 , . . . . - . , , .- * ^. .:.> .;, •' - ."' 'A, ::.

' emotional support + , n e t w o r k affiliation 0 ' . . - ; " ' • ,•; • ' ' i. V ' r> " I .., • L" i --:

'•• .. . . . ^ : ' • : • - • - • - , ••" •;; r *• v . ^

Coding/egend •• ' -. ; .'.; ; v •'•; .. >- ,< •:- r. - { :.s
Demographic variables: : ,• ,i '••• '.• ij :. '".'.. , •;. ? •

age: + means older age related to SB . • "" • .;'. • • ,,_ ;; > ':'!
income: + means higher income related to SB . ' ' . " • - - ! . . .,
race: + means white more SB than other ethnical groups , . • '•'
education: + means higher educational level related to SB • , „. ••", !• • ' •'.:' - - ;j *'-

Relationship status: •__- ., • '., .' i. - *• ; :
+ means sex with regular partner safer '̂ , " - ~ • • •'.. "' •

Alcohol/drug use: < , - ' '•
alcohol: + means (more) alcohol use related to SB .
drugs: + means (more) drug use related to SB ' . •
both: + means (more) alcohol and/or drug use related to SB
nitrites: + means (more) nitrite use related to SB ; . .. , ;• .. - - ' . •*

Knowledge: ., '•'" ';
+ means higher knowledge related to SB • • ' . . . \ •

Risk Perception: L. .' .
+ means men who behave safe perceive less risk of getting infeaed with HIV or perceive more risk of unsafe M t a a l

Attitude:
+ means either positive attitude towards SB related to SB or positive attitude towards RTB related to RTB

Social norms:
+ means either positive social norms towards SB related to SB or positive social norms towards RTB related to RIB

Self-efficacy:
+ means higher self-efficacy related to SB



Sample characteristics

There are several serious sampling problems in any study that investigates
male homosexual behavior. First, defining the population from which
samples are drawn is complicated. Although homosexual behavior is not

30 limited to the segment of the population that labels itself as homosexual
(Kinsey, Pomeroy & Martin, 1948), it is usually this segment that is stud-
ied. As Doll et al. (1992) have demonstrated, there are important differ-
ences between homosexually and non-homosexually identified men who
have sex with men. In their study, homosexually identified men were more
likely to belong to gay organizations. Furthermore, significantly more heter-
osexually identified men reported engaging in unprotected anal intercourse.
Second, the majority of studies included in this review reported on samples
that consisted of self-selected individuals. As Davies, Hickson, Weatherburn
and Hunt (1993) have argued, those samples may overrepresent self-confi-
dent and openly homosexuals, as homosexual behavior continues to be stig-
matized. In addition, studies that looked at differences between volunteers
and non-volunteers found substantial differences in attitudes towards sex
and sexual behavior (see Catania, Gibson, Chitwood & Coates (1990) for an
overview). Furthermore, within studies included in this review, samples are
predominantly white and overrepresent individuals with higher education
and income. For example, according to the 1990 US census, whites make
up 80% of the United States population (Bureau of the Census, 1992). By
contrast, in all US studies shown in Table 2.2 (except Hays et al. (1990),
and linn et al., (1989)), the proportion of whites exceeds 90% (range 91-
96%). Finally, the majority of studies were conducted in geographical areas
with high ADS prevalence rates among gay men.

These biases may constitute drawbacks for the generalizability of results.
The sampling strategy employed in some studies to reduce the effects of
selection bias, is to target as many segments of the gay community as possi-
ble, such as members of gay organizations, patrons of gay bars, saunas and
discos, and health and STD clinics with a high proportion of gay clientele.

Validity and reliability of self-reported behavior

Without exception, the studies that were selected for this review had to rely
on self-reports from respondents concerning their sexual behavior. As
Catania, Gibson, Chitwood et al. (1990) have noted, a solid validity index
for individual sexual behavior does not exist. One could use other data to
corroborate self-reported sexual behavior, such as incidence of sexually
transmitted diseases (STDs) or number of condoms sold. However, the au-
thors conclude that these indices are also biased, since STDs do not have a
one-to-one relationship with frequency of sexual behavior and condom



sales do not have a one-to-one relationship with use.
Several methods have been used to get an impression of the validity of data
on self-reported sexual behavior. Firstly, studies used sexual behavior data
from partners of respondents. One study found moderate to high respond-
ent-partner agreement with respect to frequency of receptive and insertive
anal and oral sex (Spearman's r: 0.56-0.81, Seage, Mayer, Horsburgh, Cai & 31
Lamb, 1992). A similar study investigated the agreement on frequencies of
sexual activities between men with either AIDS or AIDS-related condition and
their sexual contacts (Coates et al., 1988). Agreement on the frequencies of
17 sexual activities was moderate to high (Spearman's r: 0.49-0.91).
However, agreement significantly decreased as the lapsed time between the
interview and the date of the last sexual encounter increased. The authors of
both studies conclude that the results indicated that self-reported sexual
behavior data were reasonably valid for use in epidemiological analyses.
A few studies have examined the reliability of self-reported sexual behavior
by either using a test-retest procedure or comparing retrospective reports of
sexual activity for different time frames. The test-retest procedure for both
frequency as well as number of partners for several practices were moderate
(kappa's: 0.47-0.62, Saltzman, Stoddard, McCusker, Moon & Mayer, 1987).
Kauth, St.Lawrence and Kelly (1991) obtained self-reports of the frequency
of several sexual practices for three overlapping time frames in the past: two
weeks, three months, and twelve months. They found that the frequency of
infrequent sexual practices showed the greatest consistency across time
frames. They further found that the average correlation over all practices
decreased significantly as the period of recall increased: the average correla-
tion between two weeks and three months was 0.73 while the correlation
between two weeks and twelve months was 0.31. They conclude that self-
report measures of sexual behavior should use relatively short retrospective
periods. Based on a review of studies of response bias in sex research,
Catania, Gibson, Martin, Coates and Greenblatt (1990) advise the use of
1 - or 2-month recall periods. Another study compared agreement between
1 - and 12-month recall periods with several cognitive strategies used to
recall sexual practices and partners. They found that the degree of consis-
tency was lowest for non-person-oriented strategies (such as thinking of
places or locations where partners were met), and highest for person-orien-
ted strategies (such as names or faces of partners, Blake, Sharp, Temoshok &
Rundell. 1992).

To summarize, the few studies which were conducted on validity and relia-
bility of self-reported sexual behavior highlight the limitations of these
measures. More methodological research is needed to optimize our meas-
ures of AIDS-related behaviors. Meanwhile, researchers in this field should
try to increase recall accuracy by using relatively short recall periods. One
way to do this is to use person-oriented strategies to estimate the frequen-
cies of sexual practices and the number of partners. To reduce self-presenta-



tion bias, Catania, Gibson, Chitwood et al. (1990) suggest the construction
of a nonjudgmental context, the use of open-response formats, the use of a
sexual terminology that the group under study is comfortable with, and
m a x i m i z i n g r e s p o n d e n t p r i v a c y . •• ••-••-; " '=••" f^ " ' V - J ; ; ; -•-, ;n-a;

D e s i g n s • ••••' ' " • • " • • • • • • ' • ' ' • • : • ' " • " • • • - - • ; • • - •

Research on determinants of safe and risk-taking sexual behavior among gay
men usually used cross-sectional designs, longitudinal designs, or a combi-
nation of both. Cross-sectional studies generally report comparisons between
respondents who practice safe sex and respondents who engage in high risk
sexual acts (with varying definitions of these behaviors). Longitudinal stud-
ies usually use data from cohorts that were estabhshed in the AIDS epicenters
(e.g. San Francisco, New York, Amsterdam). These studies generally report
correlates that are associated with changes in these sexual behaviors over
time.

Behavioral measures

While all the studies in Table 2.2 examined self-reported safe and risk-
taking sexual behavior, there is considerable variation in the operational
definitions of these behaviors. The majority of cross-sectional studies com-
pared men who had engaged in unprotected anal intercourse with men who
had not engaged in anal intercourse or who had consistently used condoms.
Some of these studies differentiated between receptive and insertive anal
intercourse. Another group of studies examined the differences between
men who consistently used condoms and men who did not consistently use
condoms. Finally, one study used a risk-index (frequency of unprotected
anal intercourse x number of intercourse partners (Kelly, St.Lawrence,
Brasfield, Lemke et al., 1990)), and two studies used a condom use index
(proportion of anal intercourse occasions when condoms were used (Kelly,
St.Lawrence, Brasfield, Lemke et al., 1990); sum of frequency of condom
use during receptive and insertive oral and anal intercourse (Ross &
McLaws, 1992)).

Most longitudinal studies compared men who maintained high-risk beha-
vior over a period of time with men who maintained low-risk behavior or
changed to low-risk behavior. It is apparent that this variety in operational
definitions provides us with detailed information on the sexual behavior of
gay men and the changes in this behavior as a result of AIDS. However, it
also limits the comparability of results across studies.



Demographic variables i.'! V

The value of sododemographic variables for behavior change interventions
is limited, because these factors themselves are, in general, not easily influ-
enced. Demographical characteristics of target groups are primarily used to
guide the development and implementation of interventions.
Relatively few sododemographic factors have been investigated and even
fewer seem to pertain to risk behavior. For example, studies in general find
no relationship between risk-taking or preventive behaviors and income
(Adib, Joseph, Ostrow & James, 1991; Connell et al., 1990; Fitzpatrick,
McLean, Boulton, Hart & Dawson, 1990), or educational level (Adib et al.,
1991; Connell et al., 1990; Hays et al., 1990; Kelly, St.Lawrence &
Brasfield, 1991; Kelly, St.Lawrence, Brasfield, Lemke et al., 1990; McCusker,
Zapka, Stoddard & Mayer, 1989; Valdiserri et al., 1988).
With respect to the relationship between risk-taking behavior and ethnic
origin of respondents, it must be concluded that little is known. With
respect to the studies in Table 2.2, all studies conducted outside the United
States and a minority of studies conducted in the United States do not
report the radal or ethnic origin of their respondents. Of those studies that
do provide such information (12 studies), four induded it as a variable in
their analyses. These analyses showed no relationship between ethnic origin
and risk-taking behavior in two of the four studies (Adib et al., 1991;
Valdiserri et al., 1988). In the study by Hays et al. (1990) a higher percen-
tage of non-whites engaged in high-risk behavior compared to whites (30%
versus 14% respectively). This difference approaches significance (OR=1.61,
95% CI=0.98-2.64, p<.06). Finally, the study by linn et al. (1989) showed
a highly significant relationship between race and level of risk-taking behav-
ior. Their unsafe category contained 59% of whites, 69% of African-
Americans, and 81% of Latin-Americans. It is possible that these dissimilar
findings are a result of the varying proportions of non-whites in these
samples. The percentage of non-whites was 8% in the study from Adib et
al. (1991), 4% in Valdiserri et al. (1988), 21% in Hays et al. (1990), while
non-whites made up one third of the sample of Linn et al. (1989). Low
proportions of non-whites result in relatively wide confidence intervals
around assodation estimates which may account for the non-significant
results.

Two demographic factors, age and geographical location, seem related to
AIDS risk behavior. They will be discussed below.

Age

Several studies have found younger age to be related to risk-taking sexual
practices. Ekstrand and Coates (1990) found in a longitudinal study that
younger respondents showed higher levels of unprotected anal intercourse
than older respondents in both 1985 and 1988. De Wit, Sandfort, De -



Vroome, Van Griensven and Tielman (1991) found that the younger men
in their sample had more anal sex and used condoms less consistently than
older men. Similar results were reported by Fitzpatrick et al. (1990), Kelly,
St.Lawrence, Brasfield, Lemke et al. (1990), Kelly, St.Lawrence et al.
(1991), Kelly, Kalichman et al. (1991), McKusick, Coates, Morin, Pollack

34 and Hoff (1990), and Ostrow et al. (1990).
Few authors have tried to explain this tendency among younger men. As a
possible answer, Ekstrand and Coates (1990) suggest that younger men
might have less social support for practicing safe sex, they might perceive
themselves to be invulnerable, or they might have poorer skills for buying
condoms or negotiating safe sex. r v, . ,. ;
The abovementioned studies reported an association between age and risk-
taking behavior. It is important to note that men who engaged in risk-
taking sex were younger, but not necessarily young. There are two studies
that specifically looked at sexual behavior of young gay males. Rotheram-
Borus and Koopman (1991) studied sexual behavior of 59 black and
Hispanic gay adolescents (ages ranging from 14 to 18 years old). Fourteen
adolescents (24%) had engaged in unprotected anal intercourse in the pre-
vious three months. Hays et al. (1990) compared low versus high risk-
taking among gay men aged 18-25. They also found high levels of
risk-taking behavior: 43% of their sample had engaged in unprotected anal
intercourse in the previous six months. A comparison of low risk takers
with high risk takers showed that the latter group reported more enjoyment
of anal intercourse without condoms, perceived less risk with regard to
unprotected anal intercourse, and reported poorer communication skills
with sexual partners.

Hays et al. (1990) conclude that special efforts should be made to reach
younger gay males. They also add that if interventions succeed in reaching
young gay males, the likelihood of low-risk behavioral maintenance might
be higher than usual since young gay men with relatively little sexual expe-
rience have had less opportunity to develop anal sex as a habitual behavior.

Geographical location?

Several authors have suggested that gay men in low AIDS prevalence areas
engage in more risk-taking behavior (Jones et al., 1987; Kelly, St.Lawrence,
Brasfield, Stevenson et al., 1990). While these studies only looked at low-
prevalence areas, there are two studies which compared data from low-
prevalence areas with data from high-prevalence areas: one in the United
Kingdom (Weatherburn, Hunt, Davies, Coxon & McManus, 1991), the
other in the United States (St.Lawrence, Hood, Brasfield & Kelly, 1989). The

2 Since there are only two studies available that compare low-prevalence areas with high-prevalence areas,

this determinant is not shown in Table 2.2.



results of the British study showed that men in London were significantly
more likely to use condoms compared to men who live outside London
(49% compared to 37%). The results from the American study showed sig-
nificantly more occurrences of unprotected anal intercourse, and signifi-
cantly fewer occurrences of low-risk sexual practices in low-prevalence
cities.
The authors of the abovementioned studies relate these findings to the fact
that many health education initiatives are targeted at homosexual men who
live in AIDS epicenters, while men who live outside these areas have less
access to organizations for information and support. Furthermore, both
St.Lawrence et al. (1989) and Jones et al. (1987) presume that the relatively
low number of persons with AIDS in these areas results in an underestima-
tion of risk of infection which in turn leads to persistence of high-risk
behavior.

Situational and behavioral variables ., , •

Relationship status
With respect to safe and risk-taking sexual behavior three forms of rela-
tionships are usually distinguished: 1. one regular partner, exclusive, 2. one
regular partner, non-exclusive, and 3. casual partners only^. Studies that
include measurements of relationship status generally find that men who are
in a primary relationship show significantly lower levels of risk-taking behav-
ior with casual partners than with their regular partner (Bochow, 1990;
Fitzpatrick, Boulton, Hart, Dawson & McLean, 1989; Fitzpatrick el al., 1990;
McKusick et al., 1990; Valdiserri et al., 1988). More specifically, Doornbos
(1992) reports that 47% of the men who had one regular exclusive partner,
28% of the men who had both a regular partner and casual partners, and
9% of the men who only had casual partners, had engaged in unprotected
anal intercourse in the previous six months. De Wit, de Vroome et al.
(1991) have shown that while 37% of their respondents quit having anal
intercourse with casual partners, 91% continued this practice with their
regular partner. Thus, sexual behavior partly depends on the type of partner
involved.

One other point to keep in mind is that in some instances, the labeling of
sexual behavior as unsafe is unjustified. If men entered a monogamous rela-
tionship in the pre-AIDS era or if both men in a monogamous relationship

3 It is important to note that there are, of course, more ways of classifying the variety of gay male

relationships.The level of refinement depends, in part, on the kind of research questions under study. For

example, with respect to non-regular partners it might be useful to distinguish between anonymous and non-

anonymous sex partners.



have been tested seronegative, it is clear that unprotected intercourse within
their relationship carries no risk of HIV infection.
Summarizing, it appears to be the case that a considerable proportion of gay
men have not only limited their number of sexual partners but have also
reserved unprotected anal intercourse exclusively for their primary relation-

}6 ship. Although this might seem to be a sensible way to cope with the threat
of HTV infection, it also should be noted that as long as the serostatus of the
partner is unknown, this coping strategy does not guarantee that one will
not get infected.

Drug and alcohol use

A large number of studies have examined the relationship between sub-
stance use (alcohol, drugs, alcohol and/or drugs, and nitrite inhalants) and
risk-taking sexual behavior. As can be seen in Table 2.2, almost all studies
(there is one exception) either report a negative relationship with protective
behavior or fail to find a relationship.
With respect to drug use, both Siegel, Mesagno, Chen and Christ (1989),
and Stall, McKusick, Wiley, Coates and Ostrow (1986) reported a relation-
ship between marijuana use during sex and subsequent risk behavior. Men
who used marijuana were more likely to fall in the high risk category.
Ostrow et al. (1990) found that men who used three or more drugs were
more likely to continue risk-taking sexual behavior than men who used
none. In other studies the relationship between drug use and high risk
sexual behavior was absent (Gold, Skinner, Grant & Plummer, 1991; Seage
etal., 1992).
A number of studies found that alcohol and/or drug use was associated
with more risk-taking sexual behavior (Kelly, Kalichman et al., 1991) and
less condom use (Valdiserri et al., 1988), while two other studies did not
find an association (Adib et al., 1991; Connell et al., 1990).
With respect to the relationship between alcohol use and sexual behavior,
the results are not obvious either. Some studies have found that alcohol use
prior to or during sex was related to risk-taking sexual behavior (e.g. Stall
et al., 1986), while other studies could not discover this relationship in
their data (e.g. Hays et al., 1990). In a detailed analysis of sexual diaries of
430 gay men, Weatherburn (1992) found that in 250 sexual encounters
that in-volved alcohol use during sex, 58 included anal intercourse. Of these
encounters, 46 were with the regular partner (35 exclusive), and in 10 of
the 12 remaining encounters condoms were used. The authors reject the
hypothesis that alcohol use and risk-taking behavior are related. One study
found, contrary to expectations, that higher alcohol consumption at the first
measurement was related to the adoption of safer sex practices at follow-up
(McCusker, Stoddard, Zapka, Zorn & Mayer, 1989). Another study asked
subjects to recall their most recent safe encounter and their most recent
risk-taking encounter. Analyses showed that being under the influence of



alcohol at the start of sex, and the amounts of alcohol used during sex, did
not distinguish between type of encounter (Gold et al., 1991).
Investigations into the relationship between the use of inhaled nitrites and
protective sexual behavior have found either a negative relationship (Ostrow
et al., 1990; Seage et al., 1992; Stall et al., 1986) or no relationship (Gold el
al., 1991; Kelly, Kalichman et al., 1991; McCusker, Stoddard et al., 1989).
It is clear that we do not yet fully understand the relationship between sub-
stance use and risk-taking sexual behavior. Some authors who found a rela-
tionship suggest that this relationship might be causal (e.g. Stall et al.,
1986). The same point of view can be found in several publications on HIV
prevention policy (e.g. Adib & Ostrow, 1991; Peterman, Cates &
Wasserheit, 1992; Peterson et al., 1991; Shernoff & Bloom, 1991).
However, other authors have expressed doubts about a direct causal rela-
tionship between substance use and engaging in risk-taking sex (Gold et al.,
1991; Siegel et al., 1989). They suggest that substance use and risk-taking
sex might be manifestations of some unknown variable, such as desire for
excitement or a predisposition to risk-taking behavior. Finally, a number of
authors explicitly doubt whether there is any association at all
(Weatherburn et al., 1993). : ...; •••. .--•:

Summarizing, research on substance use shows equivocal results with regard
to its influence on risk-taking sexual behavior. Although a disinhibition
explanation seems appealing (it is in fact the reason that many men give for
having engaged in risk-taking sex), there is still uncertainty whether there is
a direct causal relationship between substance use and subsequent risk-
taking sexual behavior.

Psychosocial variables

In most instances psychosocial variables are explicitly derived from prevail-
ing (health) behavior theories like the Theory of Reasoned Action (Fishbein
& Ajzen, 1975), the Health Belief Model (Janz & Becker, 1984), Social
Learning Theory (Bandura, 1986), and the Theory of Planned Behavior
(Ajzen, 1988). In the following section we will summarize research that
included one or more of the following psychosocial variables: knowledge,
risk perception, attitudes, social norms, and self-efficacy.

Knowledge

AIDS knowledge has been assessed with respect to a variety of domains.
Most frequently, studies have looked at knowledge of modes of HIV trans-
mission related to sexual practices, public health guidelines, and risk reduc-
tion measures. Some studies included measures of knowledge regarding the
interpretation of HIV test results, misconceptions about HTV and AIDS, and
prevalence of HIV and AIDS among gay men.



ADDS education efforts have undoubtedly had a positive influence on gay
men's knowledge about the disease. Without exception, studies show very
high levels of knowledge (Dallas, 1990; Emmons et al. 1986; Joseph et al.,
1987b; Kelly, St.Lawrence, Brasfield, Lemke et al., 1990; McKusick et al.,
1990; Siegel et al., 1989; St.Lawrence et al., 1989; Valdiserri et al., 1988).

38 However, the available data on the relationship between knowledge level
and risk behavior do not show one dear tendency. Although some studies
have shown that knowledge is related to initial behavior change, especially
when AIDS was first discovered, it seems that at present it has little predic-
tive value for behavior change or maintenance. Due to ceiling effects,
knowledge levels can hardly change. This is probably why an increasing
number of researchers have stopped including knowledge as a variable in
their studies.
In sum, gay men are well informed about the modes of HIV transmission,
public health guidelines, and risk reduction measures. However, the most
important conclusion is that, given the complexity of the behavior change
that is required, it is not surprising to find that knowledge alone, though a
prerequisite for change, is not sufficient to enable behavior modification
and maintenance. As has been demonstrated with other health related behav-
iors as well, within any target group the first distinction one has to make is
between adopters and non-adopters (E.M.Rogers, 1983). Among adopters a
further distinction can be made with respect to behavior change. A number
of people will indeed change their behavior on the basis of health informa-
tion that gets to them. However, the majority of this group requires more
than information to change their behavior. Supportive social norms and the
acquisition of necessary skills are examples of what is needed for them to
change (E.M.Rogers, 1983).

Risk perception

Some behavioral theories, especially the Health Belief Model, explicitly
hypothesize that a sense of personal susceptibility to a disease (i.e. a percep-
tion of risk), among other factors, influences decisions to undertake actions.
Several studies have investigated this presumed influence (see Table 2.2).
There are two types of risk estimates that are generally asked for in this type
of research: 1. absolute risk estimates (e.g. "What are your chances of get-
ting infected with HIV?"), 2. relative risk estimates in comparison to others
(e.g. "What are your chances of getting infected with HIV, compared to an
average gay man your age?"). In both instances it is found that people sys-
tematically underestimate their risk. This finding is usually referred to as
'optimistic bias' and is found with regard to many (health-related) behav-
iors (Weinstein, 1987). For example, Bauman and Siegel (1987) found that
the risk estimates of respondents who practiced risk-taking sex were only
slightly higher in comparison with safe and low risk groups in their sample.
Furthermore, they found that 51% of their sample rated their risk as below



average. The group mean of the estimated risk of getting AIDS relative to
other gay men was -.35 (range -1 to +1), showing the optimistic bias
described above.
Although the rinding that risks are underestimated is worrisome in itself,
the implications for prevention are not very dear. Mixed results have been
found when looking at the relationship between risk perception on the one
hand and behavior or behavior change on the other hand. Several studies
found that risk perceptions differed between low and high risk-taking
groups. Hays et al. (1990) found that high risk takers, compared to low
risk takers, perceived unprotected anal intercourse to be less risky, while
they estimated that their current behavior placed them more at risk for HIV
infection. Kelly, St.Lawrence, Brasfield, Lemke et al. (1990) report similar
results, i.e. men who practiced unprotected anal intercourse with multiple
partners regarded their sexual behavior as more risky than men who prac-
ticed safe sex. They also found that the risk estimate decreased as the pro-
portion of protected anal intercourse (i.e. condoms were used) increased.
McCusker, Stoddard et al. (1989) found that greater perceived susceptibility
at pretest was the strongest predictor of the adoption of consistent safe
behavior at post-test.

A number of studies found that risk perceptions did not distinguish
between safe and risk-taking behavior (McKusick et al., 1990; Siegel et al.,
1989) or changes in risk-taking behavior (Fitzpatrick et al., 1990; McKusick
et al., 1990). In these studies men who showed risk-taking behavior under-
estimated their risk to such extent that their actual estimates did not differ
significantly from men who practiced safe sex.
A review of risk perception research does not clarify whether a relationship
with behavior or behavior change exists. There are several possible explana-
tions for the variation in results. First, the operational definitions of risk
perceptions vary across studies. While in some studies respondents were
asked to rate the riskiness of their current sexual behavior (e.g. Kelly,
St.Lawrence, Brasfield, Lemke et al., 1990), other studies asked respondents
to rate their absolute chance of developing AIDS (Fitzpatrick et al., 1990), or
their chance of developing AIDS compared to other gay men (Siegel et al.,
1989). Although the number of studies is limited, it seems that respondents
have a more realistic appraisal of their risks when they are asked to judge
their current or recent sexual behavior than when they are asked to judge
possible long-term consequences of their behavior (i.e. developing AIDS).
Also, motivation to protect oneself should be framed in terms of susceptibi-
lity to the risk behavior (Janz & Becker, 1984; R.W.Rogers, 1983; Ronis.
1992). Thus, when studying AIDS-protective behavior, a question could be:
"What is your risk of contracting HIV if you engage in unprotected anal
intercourse". If questions are framed in this way, one would hypothesize
that those respondents who engage in unprotected anal intercourse have
lower risk estimates than those respondents who do not engage in anal



intercourse or who consistently use condoms (which, in turn, explains cur-
rent behavior).
Second, the majority of studies have used cross-sectional designs. As
Weinstein (1989) has argued, even if a positive relation between risk per-
ception and behavior is found, the direction of causation is unclear. It could

40 well be that behavior change influences risk perception rather than vice
versa.

Attitudes

Research on attitudes related to risk behavior shows the importance of anal
intercourse for many gay men. Comparisons between men who engage in
risk-taking sexual behavior and those who do not, show that the former
regard anal intercourse as more important and enjoyable (Connell et al.,
1990; Hays et al.. 1990; Kelly. Kalichman et al., 1991), consider anal sex
more as "ultimate intimacy" (Dallas, 1990), experience oral sex as less
satisfying (Dallas, 1990; Hays et al., 1990), and are less inclined to avoid
anal intercourse (De Wit, Sandfort et al., 1991). Men who reported that
unprotected anal intercourse is their favorite technique, were more likely to
engage in unprotected anal intercourse (McKusick et al., 1990). Gold et al.
(1991) showed that the desire to have intercourse without a condom, to
have exciting sex, and to have excitement in any way possible, were signifi-
cantly greater in subjects' most recent unsafe encounter compared to sub-
jects' most recent safe encounter. Finally, Connell and Kippax (1990) report
that 54% of their sample rated intercourse without a condom as the most
physically satisfying form of sex. Thirty-six percent of their sample rated it
as the most emotionally satisfying practice.

In sum, men who have positive attitudes towards anal sex are more likely to
practice unprotected anal sex. The qualitative studies of Prieur (1990; 1991)
show that anal sex is more than just an alternative from the whole gamut of
sexual activities. Whenever it is incorporated in the sexual repertoire it
becomes valuable to and part of what might be called a gay identity.
Connell et al. (1990) argue that for many men anal intercourse is a central
part of being gay.
Similar results have been found with regard to attitudes toward condoms.
That is, men who have negative attitudes toward condom use are more
likely to engage in unprotected anal intercourse (Valdiserri et al., 1988).
Using factor analysis, Ross (1988) interprets the most prominent factor
(accounting for over a quarter of the total variance) as a negative attitude
toward condoms. Items with high loadings on this factor reflect the view
that condoms are unerotic, unreliable and uncomfortable. Clearly, neither a
positive attitude towards anal intercourse, nor a negative attitude towards
condom use promotes safer sex.
There are two possible avenues one may take if one wants to promote safer
sex through attitudinal change. First, one might try to change these positive



attitudes towards anal sex. The aim of such interventions would be to have
gay men refrain from anal sex. Second, one might try to change attitudes
towards condom use in a positive direction and preserve positive attitudes
towards anal sex. The obvious advantage of the former is that refraining
from anal sex would eliminate the risk for HIV infection (assuming that no
other risk behavior is prevalent). However, given the significance of anal
intercourse, many have questioned the feasibility of this approach and have
relied on the latter strategy, i.e. promoting condom use. The advantage of
this approach is that the positive attitude towards anal intercourse can be
left unaffected. This is in line with E.M.Rogers' (1983) argument that inno-
vations have to be compatible with existing values, past experiences, and
needs of potential adopters to facilitate adoption. The disadvantage of this
approach is that men might judge their behavior as completely safe, while it
is known that condom failure rates are substantial.

Social influence and norms

Norms and values that are supported by peers can have a substantial influ-
ence on one's behavior (see Fishbein & Ajzen, 1975). One of the best exam-
ples of the influence of social networks is the swiftness with which safe sex
recommendations became known and adhered to by large numbers of gay
men. It has also been demonstrated that norms that prevail in peer groups
influence the degree of AIDS-preventive behavior. A group norm prescribing
safe sex has been found to relate to a decrease in number of sex partners
(Emmons et al., 1986), avoidance of anonymous partners (Joseph et al.,
1987a), safer sexual behavior (Kelly, St.Lawrence, Brasfield, Lemke et al.,
1990; Kelly, St.Lawrence, Brasfield, Stevenson et al., 1990), an intention to
behave more safely in the future (Fisher, 1988), avoidance of anal inter-
course (De Wit, Sandfort et al., 1991), an intention to use condoms (Ross
& McLaws, 1992), and consistent condom use (De Wit, Sandfort et al.,
1991). Adib et al. (1991) report that the absence of peer support was a sig-
nificant predictor of relapse to unprotected anal intercourse.
Prieur (1990) found that the most noticeable difference between men who
do not engage in high risk sex and those who do, is that many of the men
that belong to the latter group have a loose social network. Similar results
are reported by Connell et al. (1990). They report that involvement with
gay community organizations is low for men who engage in unprotected
anal intercourse with casual partners. Fishbein et al. (1992) investigated the
influence of attitudes and social norms on the intention to engage in 1 1
sexual behaviors, varying in AIDS risk. The study was conducted in three
cities in the US (Seattle, Denver and Albany). They found that the influence
of social norms was greatest in Seattle and smallest in Albany. They attribute
this difference to the fact that the gay community in Seattle is larger and
better organized, which results in well-linked interpersonal networks and
more interpersonal interactions.



Hence, stimulating the development of social networks as well as integra-
tion in a social network that enhances safe sex norms may be a very power-
ful safeguard against HIV infection.
Influencing social norms is easier said than done. Continuous efforts on a
community level, advocating adherence to safe sex recommendations are

42 necessary but not sufficient. Concurrent to this, small-scale activities have to
be carried out to support men seeking help in changing their high-risk
behavior. This can be done through small group interventions or face-to-
face counseling. An example of this is the "Stop AIDS" community discus-
sion groups that have been conducted in many AIDS epicenters (Miller,
Booraem, Flowers & Iversen, 1990). Another promising approach that Kelly
et al. (1992) have applied is the use of peer leaders who are trained to
communicate about safe sex with their peers. The results show impressive
reductions in unprotected anal intercourse.

Self-efficacy
Self-efficacy is a person's evaluation of the extent to which he is capable of
exerting a certain control over his behavior (Bandura, 1986). The value of
self-efficacy estimates is more than a reflection on one's past behavior; it
also has a predictive value for future behavior (ibid.). With respect to ATDS-
related behavior, self-efficacy is a person's evaluation if, and to what extent,
he has the skills to exercise control over sexual situations (Bandura, 1989).
The relationship between self-efficacy and AIDS risk behavior has repeatedly
been demonstrated. De Wit, Sandfort et al. (1991) found that self-efficacy
in using condoms was the strongest predictor of consistent condom use.
Other studies have shown that a non-assertive attitude predicted relapse to
unprotected anal intercourse (Adib et al., 1991), and that men who en-
gaged in unprotected anal intercourse rated their sexual communication
skills lower than men who only practiced safe sex (Hays et al., 1990). A
comparison of gay men who consistently practiced safe sex with gay men
who consistently engage in risk-taking behavior, showed that the latter
group expressed more difficulty in changing their sexual behavior (Siegel et
al., 1989). Dallas (1990) asked respondents to rate their self-efficacy with
respect to behaving safely for the subsequent ten years. Of the respondents
who did not engage in anal intercourse, 27% stated they thought it would
be difficult while 47% of the respondents who actually engaged in anal
Intercourse stated likewise.

One important point that has been made is that AIDS risk behavior is special
in the sense that it always involves an interaction with one (or more) other
individual (Davies & Weatherburn, 1991). In connection to self-efficacy
Bandura has noted:

Translating health knowledge into effective self-protection action against AIDS
infection requires social skills and a sense of personal power to exercise control



.-. over sexual situations. [...] Problems arise in following safer sex practices •
" J* because self-protection often conflicts with interpersonal pressures and sentiments.

[...] The weaker the perceived self-efficacy, the more such social and affective v<
factors can increase the likelihood of risky sexual behavior. (1989, p. 129)

Thus, interventions designed to enhance self-efficacy should be well aware 43
of the interpersonal nature of ADDS risk behavior. One potent strategy is the
development of social skills to cope with diese interpersonal situations. The
desired effects of learning social skills are the ability to cope effectively with
high-risk situations and to build up self-assurance. After assessment of exist-
ing coping skills for situations where self-efficacy is low (i.e. high-risk situ-
ations) adequate coping skills are identified and acquired skills are practiced,
preferably by means of role plays. Finally, ample feedback should be given
on achievements.

Again, small group interventions or face-to-face counseling are the most
suitable settings to apply these techniques (Kelly, St.Lawrence, Betts et al.,
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CONCLUSIONS

To a certain extent the threat of HIV infection has prompted changes
towards safer sexual behavior among gay men: many have reduced their
number of partners and have increased their use of condoms. Despite these
changes, however, a significant number of gay men still put themselves at
risk. This is similar to other health related behaviors. That is, some people
adopt protective behaviors faster than others, and some people experience
more difficulty in maintaining changes they have made in their behavior.
Continuous efforts to improve and innovate interventions are warranted. In
order to be able to develop effective interventions, a good understanding of
the determinants of safe and risk-taking sexual behavior is needed.
We will conclude with general recommendations for future research on
determinants of ATDS-related sexual behavior and related methodological
issues.

Recommendations for research on determinants .

1 To benefit the development of prevention activities, studies need to be
conducted that increase our knowledge with respect to the observed rela-
tionship between age and risk-taking behavior. Whether young gay men



*"' constitute a high-risk group that needs special attention is a question that
needs to be addressed.

2 More research is needed among ethnic minorities and gay men with
lower SES status.

3 Future research should try to answer questions on the possible (causal)
role that substance use may play in AIDS-related behavior. If substance use
is related, either causal or non-causal, it becomes important to under-
stand the underlying processes of the relationship.

4 Future research should answer unresolved questions with respect to the
influence of AIDS-risk perceptions on AIDS-related behavior.

5 The nature of the disease demands behavioral changes that have to be
maintained for long periods of time. It may well be that determinants
that are related to initial behavior change differ from determinants that
are related to long-term maintenance or relapse. For this reason, more
research should be conducted that provides insight in factors that enable
gay men to maintain behavior change or cause gay men to return to risk-
taking sexual behavior. This implies long-term monitoring of sexual
behavior and possible determinants.

Recommendations with respect to methodological issues

1 In our opinion it is vital for the generalizability and comparability of
results of studies that greater consensus is reached on the operational
definitions of behavioral measures. In addition, as mentioned before,
efforts should be made to increase the validity and reliability of self-
reported sexual behavior.

2 The use of theories that explain behavior or behavior change is recom-
mended. The results of determinant studies are extremely valuable for the
development of effective interventions. As Fisher and Fisher (1992) have
demonstrated in their review of AIDS risk-reduction interventions, inter-
ventions that are conceptually based appear to have the greatest impact.
Therefore, intervention development based on theories will most likely
benefit from determinant studies that are also conceptually based (see
also Kelly & Murphy, 1992). In addition, we recommend that researchers
use and test complete theories instead of isolated concepts, as most behav-
ior is determined by a combination of different determinants. Only com-
plete theories contain a sufficient number of determinants to explain
complex behavior such as AIDS-related sexual behavior.

3 Researchers are encouraged to provide ample information on the meas-
ures they used in their research.

In this contribution we have reviewed the literature on determinants of safe
and risk-taking behavior among gay men. Our recommendations show that



efforts have to be made to expand our understanding of AIDS-related sexual
behavior and enhance the quahty of the research in this area. At the same
time we hope that concurrent to this endeavor, efforts will also be made to
develop, implement, and evaluate prevention interventions for gay men that
are based on the theoretical concepts that seem to pertain to risk behavior
change and maintenance. 45
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CHAPTER 3

Focus group interviews with risk-taking
gay men: Appraisal of AIDS prevention
activities, explanations for sexual risk-
taking, and needs for support. -.-

Published as:
Hospers, H.J., Molenaar, S., & Kok, G.J. (1994). Focus group
interviews with risk-taking gay men: Appraisal of AIDS preven-
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INTRODUCTION

The behavioral changes that gay men have made as a result of the AIDS epi-
demic are well documented (Becker & Joseph, 1985). In sum, significant
decreases in the number of partners and the frequency of anal intercourse

48 were demonstrated, as well as an increase in the use of condoms. Despite
these impressive changes on an aggregate level, studies that looked at data
on an individual level report that a considerable number of gay men alter-
nate between safe and risk-taking behavior (i.e. one or more instances of
unprotected anal intercourse (UAI) during the measurement period). For
example, behavioral patterns from 310 participants in the Amsterdam
Cohort Study show that 35.5% practiced safe sex or changed to safe sex
from 1984 to 1991 (one measurement per year), and 8.7% reported at least
one instance of UAI in every year. The remaining 55.8% show both safe sex
behavior as well as instances of UAI between 1984 and 1991 (De Wit, Van
den Hoek, Sandfort & Van Griensven, 1993). These patterns imply inconsis-
tent sexual behavior, which is especially harmful in the case that risks are
taken with casual partners.
Besides data that show inconsistent behavior, there are two recent studies
that show an increase in risk-taking sex. Firstly, data from the Amsterdam
Municipal Health Service on anal gonorrhea among gay men, show that the
number of cases gradually decreased from approximately 500 in 1982 to
only 35 cases in 1988. However, from that date the incidence of anal
gonorrhea significantly increased (44 cases in 1989, 89 cases in 1990, and
138 cases in 1991) while the number of consultations remained constant.
Further analyses revealed that the strongest increase occurred among gay
men who were younger than 30 years (Van den Hoek, Haastrecht, Henquet
& Coutinho, 1993). Secondly, data from the Amsterdam Cohort Study (De
Wit et al., 1993) show a sudden increase in UAI from 1990 to 1991. This
increase is almost completely accounted for by UAI with casual partners: in
1990, 13% of the cohort members reported one or more instances of UAI
with casual partners while in 1991 this percentage had almost doubled
(24%). The examples in this paragraph were all taken from research in the
Netherlands. However, studies in other countries that examined behavioral
maintenance and relapse have yielded comparable results (Adib et al., 1991;
Centers for Disease Control, 1989; Ekstrand, 1992; Ekstrand & Coates,
1990; Stall et al., 1990).

These epidemiological developments led to a critical review of Dutch AIDS
prevention activities. It was concluded that efforts had to be made to better
understand the circumstances under which AIDS risk behavior occurred and
that new prevention activities had to be developed to promote consistent
safe sex behavior.
In the first phase of this project, an effort was made to better understand
the underlying processes of AIDS risk behavior. For this purpose, focus



group interviews were conducted with gay men who engaged in risk-taking
sex with casual partners despite a positive intention towards safe sex. Focus
group techniques are used to gain insight in the opinions and ideas of
members of a certain target group. Typically, a focus group consists of five
to ten participants, who discuss topics that are of interest to researchers or
program planners (Basch, 1987; Krueger, 1988; Morgan, 1988). With
regard to AIDS, focus group interviews have been conducted with several
target groups, such as minority women (Kline, Kline & Oken, 1992), drug
users (Pakanachwong et al., 1991), and college students (Williams et al.,
1992). q̂
In our focus groups, participants addressed the following questions:
1 How do you appraise current AIDS prevention activities for gay men?
2 What explanations do you have for the fact that you engage in risk-taking

behavior? ,: ;,/? o-/>.-•>>U•?-> ^ - '
3 Which kind of support would meet your needs with respect to AIDS pre-

vention activities?

METHOD

Recruitment

Several channels were used to recruit participants for the focus group inter-
views. Advertisements appeared in three major Dutch daily newspapers. A
short article with a description of the project appeared in De Gay Krant
(national Gay newspaper, published biweekly), AIDS Info (published
monthly), and XL (magazine of the Dutch Gay and Lesbian Association,
published monthly). Finally, posters and flyers were distributed among gay
bars and saunas in Amsterdam through the distribution network of the
municipal health education department, hi all publications mentioned
above, gay men were asked to volunteer, if they had engaged in risk-taking
sex with casual partners on one or more occasions in the near past. It was
emphasized that their information would be used for the development of
prevention activities aimed at consistent safe sex. Finally, we offered to
reimburse all expenses, such as travelling costs.

Procedure

Twenty-six men contacted us by telephone. Nineteen men agreed to partici-
pate in one of the three groups that were scheduled. The remainder of men



either could not participate on the scheduled dates (2x), only engaged in
safe sex (3x), or had misunderstood the message (2x). The mean age of
participants was 38 (range 28-62) and the majority of men lived in
Amsterdam (68%). Each focus group was led by two gay moderators (a
psychologist and a health educator). Each session started with a brief

50 description of the study. Furthermore, after anonymity and confidentiality
were guaranteed, permission was asked to audiotape the discussion. At that
point, participants were given the opportunity to leave if they did not agree
with the study purposes and/or the study procedures. However, all partici-
pants agreed to take part. Finally, participants were requested to treat other
participants' contribution to the discussion as confidential information.
Sessions lasted approximately 2V2 hours. After all focus group interviews
were completed, complete transcriptions of the audiotapes were made. For
each of the research questions, two researchers independently extracted rele-
vant statements from the transcriptions of the three focus group interviews.
Subsequently, these statements were further clustered into themes. A theme
was considered for discussion in the following results section if it had been
addressed in all groups.

RESULTS

Appraisal of current AIDS prevention activities • -

It was remarkable that almost all men criticized the current AIDS prevention
activities. Most men did not appreciate the profusion of written information
materials (brochures, leaflets, posters, etc.), which, in their opinion, are
being distributed by too many organizations. Also, the fact that it was diffi-
cult to distinguish older materials from recent materials, was felt as a draw-
back. The issue that was most extensively discussed was the information on
HTV transmission in relation to oral sex. In 1992 a Dutch study reported that
of 102 homosexual men who seroconverted, four reported that they had
not engaged in anal intercourse in the 6-9 months preceding seroconver-
sion. Since these four men reported to have engaged in oral sex, the authors
concluded that in these cases oral transmission of HIV might have occurred
(Keet, Albrecht van Lent, Sandfort, Coutinho & Sandfort, 1992). These find-
ings found their way in the Dutch mass media, however, without the usual
scientific reserve. It resulted in much anxiety among homosexual men and,
as the discussion in the focus groups demonstrates, still causes confusion,
anger, and defensive reactions. The following statements illustrate this:



"Whether oral sex is safe or not, is still unclear to me." ,ii»-£ftw ;M *••;•"

"The physician at the STD clinic told me that oral sex was risky, which scared
me. About two months later I stopped believing that, because if it were true
more men had to be infected." :, ^sji; !?.;;;<- - ; ••>
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"1 have decided that I don't believe it."

Explanations for engaging in risk-taking behavior

This issue was the one most extensively discussed by the men in the focus
groups. They were very eager to express their feelings about risk-taking sex
and to share their experiences with the group. The explanations for risk-
taking sex are divided into five categories. They will be described in the fol-
lowing paragraphs.

Attitudes towards anal sex and condom use

Anal intercourse is highly valued by the participants. They describe it as an
intimate, special, and exciting technique. Several participants state that they
have become increasingly interested in anal sex. They attribute this to the
Dutch prevention message that advises gay men to refrain from anal inter-
course or to use condoms if they want to engage in anal intercourse. The
following statements illustrate this:

"I became must more interested in anal sex because it was forbidden. Things
that are forbidden are attracting to me. It has become a game to me to see -
where the limits are."

"It's a good feeling to take risks ... to do things that are forbidden."

"It's a kind of challenge. In general I have no problems with safe sex, but for
some reason the focus on safe sex also increases the attractiveness of anal sex."

The reasons that men give for not using condoms are as follows. Only a
few men state that they find condoms to expensive or hard to get hold of.
For the majority of men price nor availability are barriers for use. Also,
most men believe that they have sufficient skills to use condoms correctly.
Non-use of condoms is predominantly determined by participants' negative
attitudes towards condoms and their negative expectations about the conse-
quences (i.e. decrease of sexual pleasure, loss of intimacy).

"It's just less exciting to use condoms. Without is the best for me. I'm even
disappointed if a partner insists on using them."



"Fucking without condoms is ultimate intimacy. It's as close as you can get to

another person."

Thus, engaging in unprotected anal intercourse depends on positive attitu-
des to the sexual technique on the one hand, and negative attitudes towards
condoms on the other hand.

Relationship aspects

A considerable number of m e n report m o r e difficulties w i th safe sex if it

involves partners wi th w h o m they have sex more often. In general, sex wi th

these regular partners occurs at home . On the other hand , these m e n have

no difficulty wi th avoiding risks in anonymous situations.

<-••.; "With one night stands, or in anonymous situations, I have no difficulty at all

.-tfi-;• <; to set limits .. when I get to know a sexual partner better, I find it hard to

live up to those limits." :

"In a relationship it's hard ... there is more intimacy which makes it difficult

••• . to say that you don't want to fuck." •

".After a few weeks, when I get to know a person somewhat better, I stait

thinking irrational. For example, I tell myself, he's young, or he probably

hasn't had many partners. That's when things go wrong."

Other participants tell the opposite story. For them, risk-taking sex typically

occurs in anonymous situations. They seem to feel less responsible for their

sexual partners in those situations. They accept a certain level of risk, and

d o not want to make decisions for their partner. As two m e n stated:

"When I have sex at home I know to behave, but when I'm in a darkroom, for

^ i example, I have no idea who the other is. We have sex, we leave and continue

with our lives. I hate to think that I would have infected someone I know."

"If 1 have unsafe sex, it happens in the park. .At home I have everything [con-

doms] near at hand and I think more about it. In the park everything happens

so fast."

Situational aspects

According to the participants, being in love is an important determinant of

risk-taking sex. Avoiding risks is difficult in that situation. Similarly, if one

is physically attracted to a person, safe sex becomes harder. This is espe-

cially the case if such a partner takes the initiative to engage in risk-taking

sex. In those instances they are less able to insist on safe sex, mainly

because they do not want to disappoint their partner.



"I've always been safe, until I fell in love with this guy. Since then I'm ^ .:
having trouble with safe sex." •• ;•

"If I encounter the man of my life, I'm weak and let him make decisions."

"If I'm very attracted to a man and he wants to have unsafe sex, the tempta-
tion is too great."

The majority of men mention alcohol use as an important determinant of
risk-taking sex, especially in anonymous situations or with casual partners.
The men in our focus groups think that using alcohol reduces awareness of
AIDS risks, and makes them more indifferent to possible infection with HIV.
Some characteristic statements:

"I periodically have unsafe sex. It always happens when I've been drinking. It
throws away my usual inhibitions."

"When I have too much to drink I couldn't care less about safe sex. The next
morning I feel so stupid, when I remember what I've been doing."

Negative emotions . • • , :

A number of men name their psychological well-being as an important
reason for risk-taking behavior. Feelings of worthlessness or loneliness, or
being unhappy are examples of negative emotional states in which protec-
tion against HIV infection is relatively unimportant to these men.
Furthermore, these men are more likely to give in to desires of sexual part-
ners, also if these partners prefer unprotected sex. Two illustrative state-
ments:

"It pleases me if I someone gives me attention. When that happens I'm willing
to do whatever he likes. And that includes having unsafe sex."

"When I feel worthless or lonely, my norms change. If someone wants to have
sex with me, I let it happen. My emotional well-being is crucial."

Coping with the AIDS threat

The final category of reasons for risk-taking behavior concerns perceptions
about risks of risk-taking versus benefits of safe sex. A number of men,
who were already sexually active when the epidemic started, are clearly dis-
appointed that they still have to practice safe sex. They had expected that
there would be a vaccine or treatment available by now. As one man said:
"It [vaccine or treatment] takes too long; I hoped that in ten years time they would have been
able to treat it." The prospect of having to protect themselves and their sexual
partners for an indefinite number of years, made several men reconsider



risks. In some cases this resulted in trivializing or denying the risks associa-

ted wi th their sexual behavior.

; i "In traffic you run risks as well ... we all die in the end.' •

"If you die, you die. It's all in the game."

'When you realize that you have to be attentive for another twenty years ...

you're inclined to take risks again." •' " • ' . . . . . .

N e e d s f o r s u p p o r t J - ' ' ' — ••••••*• , : . .;-••• ' •

In all groups, participants emphasized that they expect unequivocal informa-
tion on HIV and AIDS from different sources (e.g. health educators, physi-
cians). They specifically expressed the need for more information on the
risks of oral sex. Several men acknowledge that it is impossible to give exact
risks for each sexual technique. On the other hand, they would welcome
more information on how to interpret information about the risk level of
several sexual techniques. One man said: "I think it's important that it is told why
something is dangerous. For example, how they came to conclude that oral sex involves a risk.
If I get that kind of information, I can better evaluate risks that are associated with my own
sexual behavior."
In addition, a number of men would welcome skill training. They empha-
size that knowing the risks is different from knowing how to avoid the
risks. The skills they would like to acquire are framed in terms of personal
control over critical situations. The following statements illustrate this:

"I know what the risks are, but for some reason I can't control it ... I want
to get control over my weaknesses."

"Can you offer me something that makes me decide to have safe sex in crucial
moments ... a trick to keep in control?"

The majority of men would like to share their experiences with other gay
men who engage in risk-taking behavior as well. It is noteworthy that many
of these men state that they have feelings of guilt or shame over their behav-
ior. They furthermore feel that it is inappropriate to talk about their diffi-
culties with safe sex, because risk-taking behavior has become a taboo. One
man said: "1 felt very guilty that I had unsafe sex. A friend of mine had the same feelings
and we talked about it. For me, it's important to share my experiences with others."
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In this study, information was obtained from a specific target group, ^
namely gay men who engaged in risk-taking sex with casual partners on
one or more occasions in the near past. All participating men were very
knowledgeable concerning HIV and AIDS and were aware that their sexual
behavior put them at risk of HIV transmission. Moreover, they expressed
great concern over their risk-taking behavior and, without exception, were
motivated to change their behavior.
With respect to the appraisal of current AIDS prevention activities, focus
group participants underscore the importance of unequivocal information.
These men receive information on HIV and AIDS from several sources. It is
unfortunate that different sources in some instances contradict one another.
The best example in this regard is the risk information on oral sex. While
several sources view oral sex without ejaculation as a low risk or no risk
activity, other sources convey the message that it does contain a risk, and
therefore advice gay men to refrain from oral sex or to use condoms. The
discussion in our groups make it clear that this situation has a number of
unwanted effects. The inconsistency in the information about the risks of
oral sex led to confusion, disbelief, anger, and defensive reactions. In our
groups, the majority of men do not (want to) believe that oral sex without
ejaculation is risky, and continued having oral sex. Furthermore, several
men in our groups say that they have become suspicious of HIV risk infor-
mation in general. It has been demonstrated in other domains that contra-
dictory information may lead to a decreased credibility of the message as
well as of the source(s) of the message (McGuire, 1985).
The following section discusses the explanations that focus group members
give for their risk-taking behavior. First, it appears that risk-taking behavior
is attributed to positive attitudes towards anal sex on the one hand, and
negative attitudes towards condom use on the other hand. These findings
are in line with the results of other studies (Connell et al., 1990; Hays et
al., 1990; Ross, 1988; Valdiserri et al., 1988). It is also remarkable that
several men state that they have become more interested in anal sex over
time. They explain this by pointing to the prevention message that encour-
ages men to avoid anal sex or to use condoms if they wish to have anal sex.
Their statements suggest that they interpret this message in a prohibitive
way. Engaging in anal sex is interpreted as a 'forbidden' behavior, and
therefore apparently becomes more appealing.

Two explanations with respect to relationship aspects of risk-taking behavior
were consistently found in all groups. Some men find it more difficult to
avoid risks as they have sex more often with the same partner, while they
have no difficulty to avoid risks with casual partners. About the same
number of men report that they usually engage in risk-taking behavior with
casual partners, and feel less responsible to avoid risks with casual partners



as opposed to regular partners. It is noteworthy that in participants' *•''-*
accounts of these risk-taking encounters with casual partners, they are
always the insertive partner. It might be that these men perceive insertive
anal sex as carrying no or little risk for them (De Wit et al., 1994; Offir et
al., 1993). On the other hand, one man was careful not to infect acquain-

56 tances (he assumed he was HIV-positive). It is troublesome to find that he
was less careful for anonymous partners.
The third category of explanations for risk-taking behavior concerns situ-
ational factors. Risks occur when one is in love, if the partner is very attrac-
tive, or if one is sexually aroused. Alcohol use was another situational factor
that was mentioned by almost all participants. What happened in these situ-
ations was typically described as a loss of control. Again, these findings are
similar to that in other studies that investigated reasons for risk-taking behav-
ior (Hays et al., 1990; Kelaher, Ross, Rohrsheim, Drury & Clarkson, 1994;
Kelly, Kalichman et al., 1991; Offir et al., 1993).
Several men named negative emotional states (e.g. depression, loneliness) as
their prime reason for risk-taking. These men attempt to alleviate these
negative feelings, usually by seeking sexual contact. Protecting themselves
from infection becomes secondary, and they typically let their sexual part-
ner decide whether to avoid risks or not. This relationship between negative
emotional states and sexual risk-taking behavior is, to our knowledge, in-
frequently reported in the literature (De Wit et al., 1994). However,
research on relapse with regard to other behaviors (Marlatt & Gordon,
1985) has identified negative mood states as an important antecedent.
Finally, several men in our groups expressed a concern for their future
behavior. These men were already sexually active at the start of the AIDS
epidemic, and have for a long time hoped that a vaccine or cure would
become obtainable. This has motivated them for a relatively long period of
time to change their sexual behavior. However, they have come to realize
that it is unlikely that a vaccine or treatment will be available in the near
future. As a result their motivation to protect themselves against infection
has decreased. Typically, these men say that they have started to weigh the
pros and cons of protective behavior against each other, which in several
cases has resulted in more risk-taking behavior. Little is known about the
dynamic aspects of the AIDS epidemic. Although several determinants of
high-risk behavior have been identified, primarily using cross sectional
designs (Hospers & Kok, 1995), there is little insight in how individual
behavioral determinants change over time. These results show that the per-
spective of individuals may change as they realize that behavioral changes
have to be maintained for an unknown period of time. It may well be that
determinants that are related to initial behavior change differ from determi-
nants that are related to long-term maintenance.

Men in our groups would like to be informed about the factual basis of
Hiv/AIDS information and learn how to assess the risk level of several sexual



techniques. Other needs are skill training to cope with high-risk situations,
and interaction with men who also find it difficult to comply with the safe
sex directives. _, ,- .gaifcsJ-Jtq >.-<&* gu<«
The focus group technique proved to be a satisfactory tool to provide an-
swers to our research questions. However, the generalizability of the results
may be limited since the number of participants was small. Also, men were 57
all highly motivated to participate in the focus groups. Furthermore, all men
engaged in high-risk behaviors and were well aware of die risks associated
with these behaviors. Hopefully, the information gathered with this research
will be tested in quantitative research with larger samples.

, . , . . : > • » • < : /

Implications for HIV prevention

Individuals receive information on HIV and AIDS from a great variety of
sources ranging from mass media to individual counselors (e.g. general
practitioners, health educators). The results of this study underscore the
importance of unequivocal information on HIV and AIDS. More efforts
should be made to attune the information from different sources to each
other in order to preserve the credibility of the sources. In addition, it
might be effective to teach individuals how to assess the level of risk asso-
ciated with their sexual behavior. To promote accurate risk assessments,
individuals could be given more information on the mechanisms of HIV
transmission, and on the rationality behind safe sex directives.
Participants describe several circumstances in which they perceive a loss of
control over the situation. These include being intoxicated, sexually aroused,
or in love. Relapse prevention theory (Marlatt & Gordon, 1985) suggests
that it might be worthwhile to teach behavioral skills to cope with these
situations. Offir et al. (1993) have suggested that these kind of explanations
might in fact be ex post facto justifications that serve to reduce cognitive dis-
sonance. They propose to make individuals cognizant of how they use dis-
sonance-reducing strategies.

Several results of this study suggest the development of small-group inter-
ventions. Individuals who are motivated to change their behavior, like the
participants in this study, might benefit from interaction with peers. These
groups could address several issues related to behavioral maintenance. For
example, a group could discuss high-risk situations, offer support for men
who feel lonely or depressed, or address issues related to dynamic aspects of
the AIDS epidemic. These groups may provide a non-judgmental setting for
men who feel that their risk-taking behavior has become a taboo.
It is important to note in this respect that the implementation of small-
group interventions will probably encounter several barriers. It might prove
to be difficult to reach men who have raised objections against the current
AIDS prevention practice, who in some instances feel stigmatized for their



risk-taking behavior, and some of who have accepted a certain level of risk
or use dissonance-reducing strategies that make them feel safe. Careful plan-
ning and pretesting, in co-operation with members of the target group and
representatives of the gay community may help to overcome these barriers.
The focus group interviews provided new insights about aspects of sexual

58 risk-taking behavior. Especially noteworthy are the complexity of the inter-
actions between risk-taking behavior and relationship aspects, the relation-
ship between negative mood states and risk-taking behavior, and the
changing perceptions about risk-taking behavior among gay men who have
realized that the threat of HIV infection will be present for a long time to
come.
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CHAPTER 4

Sexual behavior among young gay men:
The pursuit of a primary partner and the
development of primary relationships
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INTRODUCTION

Recent epidemiological research - conducted mostly in AIDS epicenters - has
demonstrated that young gay men are at substantial risk of becoming infec-
ted with HIV (De Wit, 1996). For example, data from the Amsterdam

60 Young Gay Men Cohort (AYGMC) - established in 1995 - show an initial
HIV prevalence of 5% and an estimated incidence of HIV infection of 1% per
year (Van Griensven et al., 1997). In the United States, the incidence rates
in young gay men's cohorts in San Francisco (SFYGMC) and New York
(NYYGMC) were reported to be 2.6% and 2.0% per annum respectively
(Dean & Meyer, 1995; Osmond et al., 1996). These studies also found high
levels of sexual risk-taking behavior (i.e. unprotected anal sex).
Several studies have attempted to identify factors related to high-risk behavior
and HIV seroconversion among young gay men. In the SFYGMC it was found
that recent number of receptive anal sex partners, injecting drug use, initia-
tion of sex with men before 1985, and non-white ethnic background were
related to being HIV-positive (Osmond et al., 1994). In the AYGMC, more
lifetime sexual partners as well as a larger number of years of practicing anal
sex were associated with being HIV-positive (Van Griensven et al., 1997).
Research in New York among 141 gay adolescents between 14 and 19 years
of age, tested the predictive power of cognitive-behavioral, risk-taking, and
stress & coping models regarding safer sex practices. A more positive attitude
towards safe sex, greater self-efficacy and self-control, and lower anxiety were
significantly related to safe sexual practices. Hiv/AIDS knowledge, risk per-
ceptions, conduct problems, alcohol or drug use, depression, and stressful
life events did not distinguish between safe and risk-taking adolescents
(Rotheram-Borus, Reid, Rosario & Kasen, 1995). In a Dutch study among
152 young gay men who lived in the vicinity of Amsterdam, inconsistent
condom use with anal sex was related to lower self-efficacy to have safe sex, a
lower risk perception of insertive anal sex compared to receptive anal sex, and
having a primary partner. Demographic variables (race, age, educational level)
and psychosocial variables (attitudes, social norms) did not differentiate
between consistent and inconsistent condom use (De Vroome, Sandfort, Van
den Bergh, Keet & Van den Hoek, 1995). A study among 239 gay men
between 13 and 21 years of age in Minneapolis compared high and lower
sexual risk subjects, and did not find demographic differences, nor differences
in sexual abuse history, conduct problems, mental health problems, HIV
antibody testing, Hiv/AIDS knowledge, and risk perceptions. However, high-
risk subjects were more likely to currently have a primary partner, to ever
have had a primary partner, to have anal intercourse with one of their last
three sexual partners, and to report drug use during sex (Remafedi, 1994).
In summary, demographic factors seldom distinguish young gay men prac-
ticing safe sex from young gay men taking sexual risks. Furthermore,
several cognitive variables, like high self-efficacy and positive safe sex



beliefs, seem to pertain to safer sex. Finally, without exception studies have
found that unprotected sex is related to partner status: with primary part-
ners anal sex is more prevalent and more often unprotected compared to
sex with casual partners. The factors that relate to safe or unsafe sexual risk-
taking seem to be quite similar to those that have been found in studies
among older gay men (see Hospers & Kok (1995) for a review).
The robust finding that partner status determines level of risk-taking behav-
ior, raises the question how sexual behavior evolves in primary relation-
ships among young gay men. A recent study that was conducted among
young gay men in three cities at the west coast of the USA compared short
versus longer primary relationships (Hays, Kegeles & Coates, 1997). It was
found that in longer-lasting relationships a higher proportion of young gay
men had anal sex, and that anal sex was more often unprotected. Poor
sexual communication skills, erroneous beliefs about safer sex and HTV
transmission, and greater interpersonal barriers to safe sex were especially
predictive for unsafe sex within shorter relationships.
With respect to relationship development among gay men in general,
McWhirter and Mattison's research on stages in gay men's relationships
(1984) is noteworthy. They describe how relationships among gay men
change as time progresses*. In the first phase, which roughly lasts one year,
they found that men are extremely focused on one another, which in com-
bination with being in love, contributes to a process of blending. This
phase is further characterized by high sexual activity. In the next two stages
- roughly year 2 through 5 - they found that in most relationships sexual
exclusivity (i.e. monogamy) ceased to exist. Among their subjects they found
an initial rate of monogamy of 73.1%, while at the end of the fifth year of
relationships, more that 95% were nonexclusive. Although their research was
carried out before HTV hit the gay community, there are indications that
these findings are still valid at present. For example, a recent study among
293 gay men found that 80% of the relationships that lasted shorter than
one year were monogamous, while among men in longer-lasting relation-
ships this percentage was 58% (Buchanan, Poppen & Reisen, 1996).
Since unprotected sexual practices have become dangerous as a result of HTV,
and since research shows that unprotected practices are characteristic of pri-
mary relationships, a further understanding of the development of primary
relationships and unsafe behavior can contribute to developing adequate HIV
prevention strategies for young gay men. The purpose of the present study
was to collect detailed information on sexual behaviors of young gay men
in the Netherlands with casual and primary partners, and more specifically
on the evolution of risk behaviors within primary relationships.

4 McWhirter and Mattison distinguish six stages, spanning relationship durations from day I to over 20

years. Furthermore, within each stage they describe a number of processes that characterize each stage. W e

only included the stages and stage processes that we feel are relevant for the issue at hand.
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Procedure and respondents \; - ' •••'• . '"V-

A letters was sent to the 40 support groups for young gay men from De
62 Kringen (a nationwide network of discussion and support groups for gay

men and women), to the 38 local chapters of the Dutch Gay & Lesbian
Association, and to 3 independent organizations for young gay men in the
Netherlands. These groups and chapters were geographically well spread.
The letter described the goals of the survey and asked these organizations to
assign a contact person with whom arrangements could be made for the
distribution of survey questionnaires. A total of 42 groups replied to the
letter. Each contact person estimated the maximum number of young gay
men that could be reached through their organization, as well as through
snowballing. Slightly more than 500 questionnaires were sent to the contact
persons together with free postage return envelopes.
Six months later, 154 men had returned the questionnaire^. Thirty-nine per-
cent of respondents were member of De Kringen, 15.6% member of the
COC, 5.2% member of an independent organization, 14.9% both member of
the COC and of one of the other two organizations; 25.3% were not affilia-
ted with any of these organizations.

Questionnaire

First, respondents were asked to complete questions on demographics, such
as age, educational level, and occupation. Second, respondents were asked to
answer questions on their sexual experience, such as age of first sexual
encounter, and the number of life-time partners. Third, a detailed description
was asked of their sexual activity in the preceding three months with primary
and casual partners, including information on the frequency of engaging in
three sexual risk behaviors (receptive oral sex with ejaculation, and insertive
and receptive anal sex). For each behavior respondents were also asked to
estimate the frequency of condom use. Fourth, using Ajzen's Theory of
Planned Behavior (Ajzen, 1991), five beliefs about anal sex (e.g. "being
fucked gives me great physical pleasure"), and four beliefs about condom
use with anal sex (e.g. "using a condom creates distrust between partners")
were formulated. All beliefs were scored on a 5-point scale (-2=completely

S Organizational restraints prevented us from monitoring the number of questionnaires that were actual)/

handed out. Therefore, the true response rate can not be provided. It should be noted, however, that the

number of questionnaires that were sent out reflects the most optimistic estimates from our contact persons,

which makes it likely that not all questionnaires that we sent to contact persons were actually handed out.



disagree, +2=completely agree). Negative items were reverse coded. Analyses
showed satisfactory reliability for both the Beliefs about Anal Sex Scale
(ct=.86) and the Beliefs about Condom Use (a=.75).
Finally, subjects with a primary partner were asked to rate their intention to
have anal sex with their primary partner, and their intention to use con-
doms for anal sex with their primary partner on a 7-point scale (l=low
intention, 7=high intention). Respondents without a primary partner were
asked the same intentions, but for a future primary partner. Both intentions
were asked to all respondents regarding sex with a casual partner.

•J'C.V'.
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Respondents' mean age was 23.0 years (range 15-32, median 23). The
majority (51.0%) had a high educational level (university/college), 35.1% a
medium educational level (higher secondary high school/vocational trai-
ning), and 13.9% a low educational level (elementary school/lower secon-
dary school). Slightly more than half of the respondents (51.0%) were
employed, while 41.1% were enrolled in high school, college or university.
The remaining 7.9% were unemployed. Most respondents (45%) were
living in student houses or on their own, 38.8% were living with then-
parents, and 5.9% were living with their primary partner.

Sexual behavior: history • • • •

Ten respondents had not yet had sexual intercourse with a man. The analy-
ses on sexual behavior were conducted on the remaining 144 respondents.
The number of lifetime sexual partners averaged 14.2 (range 1-98, median
6); the mean number of sexual partners in the preceding 1 2 months was
5.1 (range 0-80, median 2). The majority (70.8%) reported experience
with anal sex. The first partner with whom they engaged in anal sex had
been older for 58.4% of the respondents, had been approximately the same
age for 25.7% of respondents, and was younger for 15.8% of respondents.
About one third (30.8%) had ever had an HTV test, all with a reported sero-
negative result. Few respondents report exposure to sexually transmitted dis-
eases: 2.1% reported they had ever contracted syphilis, 4.3% gonorrhea,
2.8% herpes, and 1.4% hepatitis-B. A small percentage (5.6%) had ever had
sex with a man who they knew beforehand to be HIV-positive.



Table 4.1 Occurrence of sexual techniques with casual partners (part A), and with
primary partners (part B) in the preceding three months. For those

>" * ' • respondents reporting each behavior the percentage consistent condom
; • : use as well as the mean and median frequency in 3 months are displayed.

A. Sex with cosuo/ portners (N=75J

* r ' n . i ' . ' - ' - j .'->•" • ••>.' . •* • • • ; • ' < ; - '•

Receptive oral with ejaculation

Receptive anal

Insertive anal '

B. Sex with primory portner CN=79)

Receptive oral with ejaculation

Receptive anal

Insertive anal

%Yes

5.3%

17.3%

20.0%

%Yes

27.8%

54.4%

57.0%

% Consistent
condom use

25.0%

92.3%

93.3%

% Consistent
condom use

4.5%

44.2%

46.7%

Mean
frequency

1 0

3.9

6.2

Mean
frequency

11.4

9.4

10.8

Median
frequency

1

2

1

Median
frequency

4

4

6

Sexual behavior: casual partners

Seventy-five respondents reported sex with casual partners in the three
months preceding assessment. Twelve percent of them (9/75) also reported
having a primary partner for more than three months^. The mean number
of casual partners in those three months was 4.3 (range 1-40; median 3).
The proportion of men engaging in receptive oral sex with ejaculation was
relatively low (5.3%), while approximately one in five respondents report
insertive or receptive anal sex with casual partners. For anal sex consistent
condom use was well over 90% (see Table 4.1 A).
Overall, 64.0% of respondents had oral sex but no anal sex with casual part-
ners, while 26.7% also engaged in anal sex. The remainder (9.3%) had
neither oral or anal sex.
Collapsing all behaviors we found that only 5 out of 75 (6.7%) respondents
reported engaging in risk-taking sex with casual partners (3 unprotected

6 Seven respondents report both casual partners in the three months preceding assessment and a primary

partner with whom they broke up. Unfortunately we do not know whether sex with casual partners occurred

before or after the end of the primary relationship.



receptive oral sex with ejaculation, 2 unprotected anal sex). None of the
men with primary partners at time of assessment reported engaging in
unprotected sex with casual partners. The intention to have anal sex with a
future casual partner was relatively low (M=3.0, range 1-7), while the
intention to use condoms if one would have sex with a casual partner was
very high (M=6.7, range 1-7).

Sexual behavior: primary partner

Slightly more than half of respondents (51.3%) reported that they had a
primary partner in the preceding three months. In that three month period
19.0% of primary relationships had broken up. The median duration of the
primary relationships was 8 months. The majority of respondents who
reported a primary partner in the preceding three months had agreed with
their partner to have a monogamous relationship (67.6%), 4.1% had agreed
that they could also have sex with casual partners with the restriction that
they would not have anal sex, 8.1% could have sex with casual partners
where anal sex was not excluded. The remaining 20.3% had made no ar-
rangements with their primary partner about sex with casual partners.
Table 4.1B provides a summary of the occurrence and frequency of oral and
anal sexual practices with the primary partner in the three months preced-
ing assessment. Approximately one quarter of respondents report oral sex
with ejaculation, and condom use was scarce. Half of respondents report
insertive and receptive anal sex. For both anal sex practice consistent
condom use was approximately 50%?.

Overall, 29.5% of respondents had oral sex but no anal sex, while 66.7%
also engaged in anal sex. The remainder (3.8%) had neither oral or anal sex.
Collapsing all behaviors, 55.7% report consistent safe or protected sex,
10.1% report one or more instances of unprotected oral sex (receptive with
ejaculation), 17.7% report unprotected anal sex (receptive and/or insertive),
and 16.5% report both unprotected oral and anal sex.
As can be seen in Table 4.2, men with primary partners who did not report
anal sex had significantly lower mean scores on the Beliefs about Anal Sex
Scale than men who reported protected and unprotected sex, indicating less
positive beliefs about anal sex. Also, they had a lower mean intention to
have anal sex with their primary partner. Men who did not have anal sex as

7 Six respondents who reported unprotected anal sex with their primary partner stated that they had an

HIV test while in that relationship and that their primary partner had an HIV test with a reported negative

result Therefore, it is debatable whether their unprotected behavior should be labeled as risk-taking (Kippax

et al., 1997). However, classifying them as 'protected' results in only marginal changes in proportions, while

differences that were tested remain statistically significant >-; > v; •



Table 4.2 Means for Beliefs about Anal Sex (-2=negative, +2=positive), Beliefs about
u Condom Use (-2=negative, +2=positive), Intention to Have Anal Sex

... ' (I =low intention, 7=high intention), and Intention to Use Condoms (I =low
intention, 7=high intention) broken down by whether respondents had
anal sex with their primary partner, and whether or not anal sex was
p r o t e c t e d . «••.-• . ?, •

No anal sex Protected Unprotected

Beliefs about anal sex -0.5' 0.4* 0.3"

Beliefs about condom use " I.I* 1JP 0.4"

Intention to have anal sex t i ; •: 4.0= ' • • & £ * • ' 5.9"

Intention to use condoms 6.3* •' 4fl* 3.4"

Means with different superscripts (horizontally) differ at p<.00l (post hoc comparisons:

Bonferroni correction) • • , , ' • ' ' :

well as men who had protected anal sex had significantly more positive
beliefs about condom use, and higher intentions to use condoms when
engaging in anal sex with a primary partner.

Primary relationships and relationship duration

To explore in what way primary relationships developed, a number of
analyses were conducted with relationship duration as the key variable for
those respondents whose relationship was still continuing at assessment
(N=60). The results are summarized in Table 4.3.

Relationship duration was split at the median^ (short: 1-8 months, longer:
9 months and up). A high proportion (82.8%) of men in longer-lasting
relationships practiced anal sex, compared to approximately 50% in shorter
relationships. Unprotected sex was also significantly related to relationship
duration: for 41.2% of men who reported anal sex and who were in shorter
relationships that sex was unprotected, compared to 87.5% of men in
longer-lasting relationships'. It was further found that the arrangement
regarding sex with casual partners differed significantly with relationship
duration. Within shorter relationships almost 40% had no arrangement
about sex with casual partners, while the remaining 60% had agreed to be
monogamous. In none of the shorter relationships an arrangement had been
made to have sex with casual partners. Within longer-lasting relationships
67.9% had an arrangement to be monogamous, and 28.6% had arranged
that sex with casual partners was permitted. The mean relationship duration



Table 4.3 Proportion of men in primary relationships that engage in anal sex

(part A), and that have unprotected anal sex (part B) broken down

•-. by relationship duration (at median). Part C shows a cross-tabula-

tion of relationship duration and the arrangements about sex with

casual partners.

67
A Young Goy Men with Primory Portner (N=60)

Relationship duration

1-8 months

9 months and up

X*(l)=5.4.p<.05

8. Young Goy Men with Primory Partner who have c

Relationship duration

1-8 months

9 months and up

X>(O=9.9.P<.O.

% Having anal sex

54.8%

82.8%

mo/ sex CN=4 /)

% Having unprotected sex

41.2%

87.5%

C. Young Goy Men with Primory Portner (N=56J

Arrangement with partner about

sex with casual partners

Relationship duration No arrangement Monogamous Open

1-8 months 39.3% 60.7% 0.0%

9 months and up 3.6% 67.9% 28.6%

X*(2)=l6.4,p<.00l

8 Concatenating relationship durations using tertiles or quaniles did not change the essence of the analyses

results. However, to avoid empty cells in analyses, as well as for presentational purposes, median split analyses

were conducted and presented.

9 From the 31 men in shorter relationships, only those with a relationship duration between three and eight

months were selected for this analysis (N= 18), since men in relationships shorter than three months could

have had sex with casual partners before die start of the primary relationship.



Table 4.4 Means for Beliefs about Anal Sex (-2=negative, +2=positive), Beliefs about
Condom Use (-2=negative, +2=positive). Intention to Have Anal Sex
(l=low intention, 7-high intention), and Intention to Use Condoms (l=low
intention, 7=high intention) broken down by relationship duration (short
vs. longer) and whether respondents do or do not engage in anal sex with

68 their primary partner.

Beliefs about anal sex

Beliefs about condom use

Intention to have anal sex

Intention to use condoms

No anal sex

-0.4
1.4

4.6

6.4

Short

Anal sex

.03
I.I
6.1
63

Longer

No anal sex

-0.6

0.5

3.6

5.0

Anal sex

0.5

0.4

6.1

2.8

for men without an arrangement was 3.5 months, for men with a mono-
gamy arrangement 11.6 months, and for men with a casual sex arrange-
ment 33.1 months (F(2,54)=19.2, p<.001). Relationship duration not only
related to arrangement but also to reported behavior: among men in shorter
relationships 5.6% ( l / l8 ) reported sex with casual partners, while among
men in longer-lasting relationships 27.6% (8/29) reported casual sex
(X*(l)=3.5, p<.07).
Table 4.4 shows the means of the Beliefs Scales and the intentions to have
anal sex and to use condoms with anal sex, broken down by whether
respondents were having anal sex at time of assessment and relationship
duration.
A 2 (Anal Sex: Yes vs. No) x 2 (Duration: Short vs. Longer) ANOVA showed
significant main effects for Anal Sex on the Beliefs about Anal Sex Scale
(F(l ,56)= 12.8, p<.001), and for the intention to continue to have anal sex
(F(l ,55)= 17.5, p<.001), with higher scores for men who reported anal sex
at assessment.
With respect to the Beliefs about Condom Use, a significant main effect for
Duration (F(l,55)=8.0, p<.01) was found. Inspection of the means shows
that men in longer-lasting relationships have more negative beliefs about
condoms than men in shorter relationships. Finally, the analysis on inten-
tion to use condoms resulted in a main effect for Anal Sex (F(l,56)=4.5,
p<.05) and for Duration (F(l,56) = 18.9, p<.001). The means show that
men in shorter relationships have high intentions to use condoms, regard-
less of whether anal sex is practiced or not, while among men in longer-
lasting relationships this intention is lower, primarily because men who
engage in anal sex have low intentions.
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This study examined sexual behavior among young gay men in the
Netherlands. Relatively low levels of risk-taking behavior with casual part-
ners were found: only 5 of 75 (6.7%) men who had sex with casual part-
ners in the three months preceding assessment reported inconsistent 69
condom use with oral and/or anal sex. Of men engaging in anal sex with
casual partners 10% (2/20) had unprotected anal sex. The results con-
cerning sex with casual parmers in this sample seem different from the two
studies that reported on young gay men living in the vicinity of
Amsterdam. In the Amsterdam Young Gay Men Cohort, 29% of cohort
members that reported anal sex with casual partners engaged in unprotected
insertive anal sex in the preceding six months, and 27% engaged in unpro-
tected receptive anal sex (Van Griensven et al., 1997). In the cross-sectional
study of De Vroome et al. (1995), 43% of men who reported anal sex with
casual partners, engaged in unprotected anal sex with their casual partners
in the preceding six months. Furthermore, the proportions of men engaging
in anal sex with casual partners differ as well: 13% in this study, compared
to over 35% in the AYGMC, and over 50% in the cross-sectional Amsterdam
study. Several possible explanations may account for these differences. First,
in contrast to the Amsterdam studies, we sampled mostly among organized
young gay men, of whom a substantial number were at that time partici-
pating in coming-out support groups. It could be that more men in this
sample were in the beginning of their sexual careers, and that engaging in
(unprotected) anal sex with casual partners occurs at a later stage. Second, it
is clear that Amsterdam - being the nation's gay capital - provides more
opportunities for gay men to find sexual partners, compared to the smaller
cities and villages where the respondents in this study live. Although this
would not directly explain why higher proportions engage in anal sex with
casual partners, or why the rates of unprotected sex are higher, it could be
that Amsterdam attracts young gay men with different sexual desires or
repertoires than the men in this sample. Finally, it cannot be ruled out that
the socialization process in the gay community in Amsterdam differs from
that in other parts of the country and that different social norms and social
influences lead to different sexual lifestyles. The role of young gay men's
personal variables like developmental stages concerning coming-out, level of
acculturation in the gay community and sexual aspirations on the one hand,
and the interaction with situational variables such as size of the gay com-
munity and opportunities for sex on the other hand, should be subject of
further study.

With respect to sex with primary partners it was found that half of the men
were involved in a primary relationship in the three months preceding
assessment. However, at time of assessment one out of five relationships
had ended. There appears to be a high turnover in primary relationships,



which was also reflected in the relatively low median relationship duration
of eight months of existing primary relationships, hi this sample over 90%
of the men who were not in a primary relationships stated that they pre-
ferred a primary relationship over being single, of which 80% preferred a
monogamous relationship over an open one. Although primary relationship
history was not assessed in this study, the available data suggests patterns of
serial partnerships.
Two thirds of men in primary relationships reported engaging in anal sex.
Anal sex was associated with positive beliefs about anal sex as well as posi-
tive intentions to have anal sex. hi 52% of these relationships, partners did
not consistently use condoms. This compares to 59% for insertive anal sex
and 60% for receptive anal sex in the AYGMC (Van Griensven et al, 1997),
and to 70% for anal sex in the cross-sectional Amsterdam study (De
Vroome et al., 1995). hi the relationships where condoms were not consis-
tently used, over 80% had no information on both partners' HIV status.
Unprotected behavior was associated with negative beliefs about condoms
and negative intentions to use condoms with anal sex. Correlations between
beliefs about anal sex and condom use and their concurrent intentions on
die one hand, and behavior on the other hand have been found in a
number of studies among older gay men (see Hospers & Kok, 1995).
In summary, while few respondents had risk-taking sex with casual part-
ners, half of respondents with primary partners had unprotected anal sex.
These differential results regarding risk-taking behavior may have important
consequences for prevention. HIV prevention for young gay men would
probably be more effective if it specifically addressed risk-taking sex in the
context of primary relationships. Although there are some examples of such
efforts (e.g. Camden and Islington Community Health Services, 1995),
many prevention materials are still focussing on sex with casual partners or
do not address relationship issues. While this may be adequate for older gay
men, the results of this study suggest that for younger gay men it is the pri-
mary relationship in which risks develop. The results suggest yet another
reason for a focus on primary relationships. The fact that a majority of these
young gay men are striving for a primary relationship, as well as the high
turnover in primary partners, questions how 'casual' casual partners are.
Most research defines casual partners as sexual partners with whom one has
no primary or committed relationship. For older gay men it is an estab-
lished fact that many have casual partners - while being inside or outside a
primary relationship, and that it is, the casualness or anonymity of sexual
encounters that is deliberately sought. Further research is needed whether
the same goes for young gay men. It may well be that for young gay men a
casual partner is a sexual partner with whom the interaction did not result
in a primary relationship, despite an initial desire to examine that possibi-
lity. This would thus be a situation with a different motivational back-
ground which would demand a different prevention approach.



Furthermore, the results of this study show that among men in shorter pri-
mary relationships 22.6% had unprotected anal sex, compared to 72.5% in
longer-lasting relationships. These findings are similar to those of Hays et
al. (1997), and provide further evidence that as relationships progress the
likelihood of partners engaging in anal intercourse increases, and that the
likelihood that condoms will be used for anal sex decreases. Another factor
that was related to relationship duration was the change in arrangements
about sex with casual partners. While men in shorter relationships had
either no arrangement or an arrangement to be monogamous, men in
longer-lasting relationships had either a an arrangement to be monogamous
or had arranged that sex with casual partners was permitted. This difference
was also reflected in reported behavior with casual partners: a significantly
higher proportion of men in longer-lasting relationships reported casual
partners compared to men in shorter relationships.

The fact that one in four short relationships is risky is a challenge for pre-
vention in itself. But evenly important seems to be that prevention specifi-
cally addresses the dynamics of relationship development. One of such
strategies that has been suggested over the last years and that is becoming
increasingly popular is 'negotiated safety' (Kippax et al., 1997). This stra-
tegy takes the natural course within the majority of primary relationships —
initiation of anal sex followed by refraining from condom use - as a start-
ing point and then adds several safeguards (HIV tests, mutual agreements,
and the building of trust) to increase safety within primary relationships.
Although the strategy may be effective for older gay men, two considera-
tions suggest that the strategy may be less suitable for younger gay men.
First, the essence of negotiated safety is to make casual sex safe - through
clear and unambiguous agreements - in order to facilitate unprotected sex
within the primary relationship. The results of this study show that it is not
the risk level of casual sex that is at stake, but rather the rapid progression
towards risky sex within primary relationships (which may not last very
long). Second, introduction of'negotiated safety' in early stages of rela-
tionships could well be too early. Our data suggest that preferences, ar-
rangements and sexual behavior in the early stages of relationships focus
mostly on monogamy. It remains to be seen and should be subject to furt-
her research whether promotion of 'negotiated safety' is feasible for young
gay men in 'young' relationships. If the 'negotiated safety' strategy is not
intended to apply to young gay men in shorter relationships, future
research should seek to assess whether this is recognized and acknowledged,
since it is not unlikely that these men will be exposed to 'negotiated safety'
prevention messages.

As stated above, prevention for young gay men should address primary rela-
tionship issues, specifically issues that arise as relationships progress and
their interaction with risk. Risk, it appears, is part of a relationship develop-
mental stage rather than an isolated behavior. In order to prevent HIV trans-



mission within primary relationships, young gay men might be persuaded
to continue using condoms within their primary relationship longer than is
now apparently the case.
A number of limitations of this study should be noted. The educational
level of the sample was very high, and therefore generalization of the

72 results to young gay men with lower educational levels may not be appro-
priate. Furthermore, although the findings on differences regarding relation-
ship duration seem to be corroborated by most other research in this area,
this study was cross-sectional which does warrant some caution.
Longitudinal studies are more appropriate to study relationship develop-
ments and should be initiated to confirm the findings in the present study.
Notwithstanding these limitations, the results of this study provide more
insight in the lives of young gay men in the context of their pursuit of fin-
ding a primary partner as well as their sexual behavior within these primary
relationships. Any prevention effort that takes these particular circumstances
and dynamics into account will most likely contribute to limiting the spread
of HTV among young gay men. • •



CHAPTER 5

Self-efficacy beliefs and intentions to use
condoms among young gay men
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Several studies have amplified that young gay men are at risk for getting
infected with HTV (see De Wit (1996) for an overview). For example, data
from young gay men's cohorts in AIDS epicenters show annual seroconver-

74 sion incidence rates between 1.0 and 2.6% (Dean & Meyer, 1995; Osmond
et al., 1996; Van Griensven et al., 1997). These epidemiological data have
initiated research that investigated the extent of risk-taking behavior as well
as behavioral determinants. There is still considerable debate whether or not
young gay men engage in more risk-taking behavior than their older coun-
terparts, but studies have consistently shown that substantial numbers of
young gay men engage in unprotected sex (De Wit, 1996; De Wit & Van
Griensven, 1994; Gold & Skinner, 1992; Hays et al., 1990; Van de Ven,
Noble et al., 1997). The few studies that have investigated determinants,
consistently show that type of sexual partner determines risk-taking level to
a large extent: young gay men — like older gay men — have more unprotec-
ted sex with primary partners than with casual partners (Crawford, Kippax,
Rodden, Donohue & Van de Ven, 1998; De Vroome et al., 1995; De Wit,
Hospers & Janssen, 1996; Hays et al., 1997; Kegeles et al., 1996; Meyer &
Dean, 1995; Van de Ven, Noble et al., 1997; Vincke, Bolton & Miller,
1997). Furthermore, a number of cognitive factors have shown to be rela-
ted to safe and risk-taking behavior among young gay men, especially atti-
tudes towards anal sex (De Vroome et al., 1995; Hays et al., 1997; Van de
Ven, Campbell et al., 1997), attitudes towards condoms (De Vroome et al.,
1995; Van de Ven, Campbell et al., 1997), and self-efficacy beliefs regard-
ing avoiding unprotected sex (Rotheram-Borus et al., 1995) and sexual
communication skills (Hays et al., 1997).

The results of risk-behavior and behavioral determinant studies play an
important role in the development of HIV prevention activities, since they
may, for example, guide decisions on target group selection or segmenta-
tion, or generate ideas for the content and format of prevention activities.
Prevention activities range from large media campaigns (e.g. TV advertise-
ments) to small-scale programs aimed at specific target groups.
Behavior change interventions usually benefit from the incorporation of
motivational and skills training components (Bandura, 1997; Fisher &
Fisher, 1993; Kalichman & Hospers, 1997; Kelly, 1995). The present study
specifically focuses on relevant domains of self-efficacy that may be targeted
through skills training in small-scale interventions for young gay men. As
Bandura (1997) has noted, personal efficacy in sexual situations entails
more than just knowing how to properly use condoms. Personal efficacy
regarding interpersonal factors, such as communication about safe sex or
resisting pressure for unsafe sex from sex partners, as well as personal effi-
cacy regarding intrapersonal factors, such as affective mood states (e.g.
being in love, being attracted, being sexually aroused) may also contribute



to the level of risk-taking. Distinguishing between these different factors is
important, because some factors may be more important than others, which
could guide decisions for prevention. This study assessed the relationship
between self-efficacy on the one hand, and safe sex intentions and behavior
on the other hand, and diereafter identified factors within the self-efficacy
domain that pertain to safe sex intentions among young gay men. 75

METHOD

Subjects

Subjects were 88 young gay men who were part of a larger study among
154 young gay men on sexual history, sexual behavior, sexual relationships,
and HTv/AIDS-related issues. These subjects received a questionnaire through
one of 42 representatives of young gay men's support groups, the Dutch
Gay & Lesbian Association, three independent organizations for young gay
men in the Netherlands, or through snowballing.
The selection for the present study comprised subjects who were not invol-
ved in a monogamous relationship at time of assessment.

Measurements

The questionnaire assessed demographic information, such as age, educa-
tional level, and occupation. Subjects were also asked to describe then-
sexual activity in the preceding three months with casual partners, including
information on the frequency of engaging in insertive and receptive anal
sex. For bodi anal sex practices subjects were asked to estimate the fre-
quency of condom use. Subjects were classified as high-risk if they had
engaged in one or more instances of unprotected insertive or receptive
intercourse in the preceding three months.
The behavioral intention question asked subjects whether they would use
condoms the next time they had sex with a new partner (range 1 'certainly
will not' to 7 'certainly will').
Beliefs on condom use was measured with four items (e.g. "using a condom
creates distrust between partners"). These beliefs were scored on a 5-point
scale (1 'completely disagree' to 5 'completely agree'). Cronbach's a was 0.68.
Three normative belief questions assessed the perceived attitude of relevant
others on condom use (e.g. "what is the opinion of your gay friends about
using condoms?"). These beliefs were scored on a S-point scale (1 'very



negative' to 5 'very positive'). Cronbach's a was 0.58.
Self-efficacy was measured by asking the subject to imagine that they met
someone and had sex with them for the first time. Then, 15 situations were
depicted, covering 4 skill domains that may be relevant in sexual situations:
1. The actual use of condoms and the availability of condoms, 2.

76 Communicating the desire to use condoms to a sex partner, 3. Rejecting
pressure from a sex partner to have unsafe sex, and 4. Coping with affective
mood states. For each situation, subjects were asked to rate the strength of
their belief in their ability to use condoms in that situation on 5-point
scales (1 'certainly cannot' to 5 'certainly can'). Cronbach's a for the self-
efficacy measure was 0.91.

RESULTS

Subject characteristics

Subjects' mean age was 22.6 (range 17-31). Almost half of the subjects
(48.8%) had a high educational level (iinivprsiry/college), 41.9% a. medium
educational level (higher secondary high school/vocational training), and
9.3% a low educational level (elementary school/lower secondary school).
Slightly more than half of the subjects (51.8%) were employed, 40% were
in high school, college or university, and 8.2% were unemployed.

Behavior, behavioral intention and self-efficacy

Only two men reported unprotected anal sex with casual partners in the
three months preceding assessment. As this low level of risk-behavior did
not permit any analyses on risk-behavior, behavioral intention - being a
good proxy for actual behavior - was used as dependent variable in the
analyses. None of the demographic variables (age, educational level, occupa-
tion) were related to either behavioral intention or its determinants. The
mean behavioral intention to use condoms with new sex partners was 6.8
on a 7-point scale, and thus highly skewed to the right end of the distribu-
tion. Therefore, subjects were divided into two groups: a group comprising
men who had an absolute positive intention to use condoms (86%), and a
group comprising men who had a lower intention (14%). A logistic regres-
sion analysis on behavioral intention with the attitudinal belief scale, nor-
mative belief scale, and self-efficacy scale as predictors, yielded a significant
regression model (x^(3)=32.5, p<.001), with self-efficacy as the only sig-



Table S. I Mean scores for young gay men with lower (N= 12) and high (N=76) intention to use condoms with a new sex partner on 15 self-efficacy

beliefs regarding condom use with anal sex with a new sex partner (all beliefs range I (low perceived self-efficacy) to 5 (high perceived self-

efficacy), and the pooled within-group correlation between each self-efficacy item and the standardized canonical discriminant function.

Use and ova/Zabi/ity skiffs
You want to put a condom on
You want to put a condom on him
Having condoms available

Sexuo/ communication sk///s
You want to tell him before sex that you want to use a condom
You want to tell him during sex that you want to use a condom

Sfci//s to resist pressure from portner
He wants you to penetrate him without a condom
He exerts pressure to penetrate him without a condom
He wants to penetrate you without a condom
He exerts pressure to penetrate you without a condom

Affective mood states
You had a lot of alcohol
You haven't had anal sex for a long time
You like him very much
You find him very beautiful
You're in love with him
You're sexually aroused

Condom

Lower

3.9
3.8
3.9

3.9
3.9

3.8
3.4
4.1
3.7

3.3
4.1
3.8
3.9
3.5
3.4

use intention

High

4.5
4.1
4.6

4.5
4.6

4.8
4.7
4.9
4.8

4.3
4.7
4.7
4.7
4.6
4.5

F

4.4
2.0

13.0

4.3
12.2

317
35.7
48.9
54.1

15.5
17.2
33.0
18.7
35.4
32.1

P<

.05
ns

.001

.05

.001

.001

.001

.001

.001

.001

.001

.001

.001

.001
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discriminant
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.21

.14

.36

.21
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.60

.70
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.40
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nificant predictor (Wald=l 1.3, p<.001, R=.36), showing that higher inten-
tions were primarily associated with higher degrees of belief in one's ability
to use condoms in a variety of situations. . *
Comparing the mean scores on the 15 self-efficacy beliefs for the high vs.
lower intention groups yielded a significant multivariate effect (Wilks' A.,

78 F(1S,71)=6.6, p<.001). Table 5.1 shows the means for each self-efficacy
belief broken down by intention (lower/high) with univariate test results.
For all items but one, the mean self-efficacy rating was significantly higher
for men with high intentions to use condoms. Entering the scores on all
self-efficacy measures in a discriminant analysis yielded a significant discri-
minant function (x*(15) = 60.1, p<.001). Based on the discriminant func-
tion, 96.6% of subjects were correctly classified in either the high or lower
intention group.
Moderate to high correlations between self-efficacy beliefs and the discrimi-
nant function (see Table S.I) were found for perceived self-efficacy to resist-
ing pressure from sexual partners (r's: .57-.74) and affective mood states
(r's: .40-.60), while the correlation with self-efficacy regarding the use and
availability of condoms as well as sexual communication skills were lower
(r's: .14-.36).

DISCUSSION

This study found that perceived self-efficacy beliefs regarding condom use
with new sexual partners were related to the analogous behavioral intention.
Moreover, especially self-efficacy regarding resisting pressure from sexual
partners and self-efficacy to cope with affective mood states differentiated
young men with high condom use intentions from men with lower
condom use intentions, while self-efficacy beliefs regarding the use and
availability of condoms as well as sexual communication skills showed
lower correlations with the discriminant function. Future HIV prevention
interventions for young gay men that include a skills-training component
might benefit from addressing skills related to resisting pressure and coping
with affective mood states.

To resist pressure from sexual partners requires a certain level of sexual
assertiveness. Assertiveness skills can be learned through instruction and
modeling, which is put into guided practice through role playing, with
ample reinforcement and feedback from experienced trainers (Kelly, 1995).
For example, young gay men might be taught to define their personal safe
sex rules, how to communicate them to sex partners (preferably before
sex), and how to communicate a decision to postpone sex or leave a situ-



ation where sexual partners are coercive to having unsafe sex. Until now
very few studies have been reported in which interventions for young gay
men containing skills training elements were implemented. Recently,
Kegeles et al. (1996) developed a community-level HIV prevention program
for young gay men that was effective in decreasing unprotected anal sex
with both primary and casual partners. The program consisted of - among
other components - peer-led small groups that specifically addressed sexual
communication skills.
With respect to the relationship between self-efficacy and mood states,
research has shown that self-efficacy may influence mood states, that there
is a reciprocal relationship, or that mood states influences self-efficacy per-
ceptions (Bandura, 1997). The finding in this study appears to be an exam-
ple of the latter, i.e. that for some subjects feelings of love, affection and
sexual arousal may lead to lower self-efficacy estimates regarding condom
use skills. This finding is consistent with results of studies among older gay
men that investigated justifications for and circumstances of engaging in
unsafe sex. For example, several focus group interview studies among gay
men have shown that feelings of love and affection, being under the influ-
ence of alcohol or drugs, and sexual arousal are prominent explanations or
justifications that these men give for their unsafe sexual behavior (Boulton
et al., 1995; Hospers, Molenaar & Kok, 1994; Offir et al., 1993). Similarly,
Kelly, Kalichman et al. (1991) asked men to rate the importance of 21 situ-
ational factors associated with their most recent unsafe sex encounter.
Positive emotional feelings for die sexual partner, wishing to please the
partner, and becoming "caught up in the passion of the moment" were the
three situational descriptors that received the highest importance ratings.
Interestingly, the research on the influence of mood states on self-efficacy in
general has shown that negative mood states lead to lower self-efficacy
while positive mood states lead to higher self-efficacy beliefs (Bandura,
1997). One study specifically studied the consequences of falling in love on
self-efficacy ratings (Aron, Paris & Aron, 1995). This prospective study
found diat subjects who had fallen in love showed a significance increase in
general self-efficacy scores. Thus, it appears that positive mood states - like
love and affection - induce heightened self-efficacy in a more general sense,
but the results of the present study show that diis may simultaneously result
in lower self-efficacy ratings regarding safe sex behavior with the source of
the positive mood state.

To our knowledge, there is little experience with addressing the role of
positive mood states in HIV prevention interventions that target young gay
men. Techniques derived from relapse prevention theory (Marlatt &
Gordon, 1985) - which addresses positive mood states as a determinant of
relapse - may prove to be fruitful. Also, recent studies by Richard and col-
leagues (1996; 1998) have shown positive results of inducing anticipated
regret through imagery exercises. In one of these studies (Richard, Van der



Pligt & De Vries, 1996), young heterosexual students were asked to imagine
how they expected to feel emotionally afterward, if they had or had not
used a condom with a new sexual partner. The results show that - com-
pared to a control group — inducing anticipated affective reactions resulted
in more favorable behavioral expectations of condom use and in higher

80 reported condom use rates with new sex partners.
A possible limitation of the present study should be noted. Although a
strong relationship between self-efficacy beliefs and behavioral intention
was found, behavioral intention to use condoms was very high, and actual
risk-behavior was rare. This was a very 'safe' sample indeed. However, data
from other studies have shown that young gay men are engaging in risky
sexual practices as they become more sexually active and are vulnerable to
HTV infection (e.g. De Wit, 1996). We therefore believe that young gay
men are an important target group for HTV prevention.
In conclusion, the results suggest that future research on understanding and
changing sexual risk-taking behavior (and possibly other behaviors relevant
for prevention) could benefit from distinguishing between different
domains within the self-efficacy concept. More specifically, a focus on skills
related to resisting pressure from sexual partners and skills to cope with
affective mood states in interventions, may help young gay men to put their
positive intentions into practice.
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INTRODUCTION ••--:• J . - —

This chapter offers an overview of HTV prevention activities for gay men that
were developed and implemented in the Netherlands between 1983 and
1993. The structure of the chapter is as follows. First, a concise history of

82 the development of HIV prevention interventions is provided. Second, the
core of this chapter summarizes the wide range of interventions that have
been developed and implemented, including each intervention's characteris-
tics and goals and, if available, evaluation results. Third, a description of
future directions of HIV prevention for gay men is given. The chapter con-
cludes with a brief discussion of the issues raised earlier.
We have limited ourselves to the period up to 1993 because the majority of
HIV prevention funds - and thus activities - were decentralized in that year.
Small group projects as well as outreach activities for gay men are now car-
ried out at a local level where once they were developed at a national level.
The interventions that were developed at the national level during the first
ten years of the epidemic are still influential in HTV prevention today: many
current activities are derivatives of the national projects described in this
chapter. • • , • • . - . . .

THE FIRST CAMPAIGN

In 1983, the Dutch Blood Bank intended to exclude gay men from donating
blood in order to safeguard the Dutch blood supply. This led to upheaval
among gay advocacy organizations. Concurrent deliberations between the
Blood Bank and representatives from gay organizations led to the agreement
that the Blood Bank would start a campaign, together with the Health
Education Division of the Amsterdam Public Health Service, the SAD (ini-
tially an Amsterdam based STD clinic for gay men run by gay physicians),
and the Dutch Gay and Lesbian Association (NVTH COC). The goal was to
inform blood donors and gay men about AIDS. The campaign was funded
by the Ministry of Health, the City of Amsterdam, and the Central
Committee for Medical Blood Transfusion. The campaign for gay men con-
sisted of several elements: a brochure, information meetings at ten local
chapters of the Dutch Gay and Lesbian Association, activities in two gay
bars and a gay sauna, and articles in the gay press (Van der Linden, 1984).
The brochure for gay men (circulation 400,000 copies) was published in
June 1983 concurrent with the brochure for blood donors. The latter bro-
chure asked members of so-called risk groups (i.e. gay men) to voluntarily
withdraw themselves from blood donation programs. The brochure for gay



men reminded readers that there was considerable uncertainty about the
aetiology of the disease at that time. It stated that the exact cause of the dis-
ease was as yet unknown, and that the latest theories suggested a viral
origin. It further asserted that anal sex could be involved in transmission
and "that there are strong indications that the disease is passed on via
blood". Clear behavioral advice was not given. The brochure told gay men 83
that receptive anal sex was probably associated with an elevated risk, if it
occured with multiple partners. It also stated that "No one will be advised
to have less sex. Maybe one could consider to have sex with less men, espe-
cially if one does not know them".
The first information campaign was considered successful (Van der Linden,
1984). The information brochure was widely disseminated, the information
meetings proved popular among gay men, and almost without exception,
owners of gay bars agreed to co-operate. This first campaign was followed
up by many small-scale initiatives conducted at a local level for which
representatives from the gay community were primarily responsible. For
example, a local Amsterdam radio station aired a special program on HTV
and AIDS once a year between 1984 and 1987, a number of gay health care
workers published a magazine that contained narratives on sexual encoun-
ters with a safer sex twist, and the Amsterdam Jacks started to organize safer
sex parties in 1986 (Algra, 1988). .

THE ORGANIZATIONS INVOLVED

The co-operation between the three organizations that organized the first
campaign was institutionalized in a task force (Van Wijngaarden, 1984). As
a consequence, gay men contributed at an early stage in the AIDS epidemic
to the development and execution of prevention activities. The task force
focused initially on HTV prevention for gay men. The task force later devel-
oped into an official advisory organ to the Dutch government, the National
Committee on AIDS Control (NCAB), which became responsible for the for-
mulation of the general HIV/AIDS policy in the Netherlands.
From 1984 until 1993 were a large number of mass media campaigns,
small group interventions, and outreach activities involving gay men. These
activities were organized by a small number of providers. The SAD became
responsible for all small group and outreach activities that were organized
nationally in the first decade, while the Health Education Division of the
Amsterdam Public Health Service became responsible for the development
and publication of HIV prevention brochures and posters. The Dutch Gay
and Lesbian Association has always played an important role in the distribu-



tion of written materials and at a later stage in the distribution of condoms.
Since 1992 they have operated an organization called Safe Service which
distributes condoms to their local chapters, to gay bars and discos and, in
the larger cities, to drugstores.
Almost without exception, funding for HTV prevention activities has come

84 directly or indirectly from government agencies. Of the total national
budget for HTV prevention campaigns and activities, approximately 20% has
been earmarked specifically for work with gay men.

PREVENTION MESSAGES

The content of prevention messages for gay men is an aspect of Dutch HIV
prevention that is worth mentioning, since it has long been markedly differ-
ent from prevention messages in other European countries. Until 1992, the
Netherlands adopted a so-called 'double message'. The primary focus in the
message was on abstinence from anal sex while condom use with anal sex
was seen being seen as an inferior behavioral option. Thus, the initial mes-
sage said: "Avoid anal sex. If you can't avoid anal sex, use special con-
doms". In most other European countries, the focus of HTV prevention for
gay men was almost exclusively on condom use.
Although the motives behind the decision to adopt a 'double message' are
not well documented, it seems that the following factors contributed to a
greater or lesser extent. Key persons at that time were convinced that
extreme efforts had to be made to prevent an epidemic similar to that dien
unfolding in the United States. Decisions had to be made quickly since evi-
dence on the sexual behavior of Dutch gay men, let alone information on
their attitudes towards anal sex, was scarce. In addition, at that time there
was considerable doubt about the reliability of condoms. These doubts were
based on a report that showed high failure rates for six condom brands that
were developed for anal sex (Oud, 1986). From the moment the 'double
message' was adopted, there were reservations, especially among HIV educa-
tors, about the feasibility of advocating abstinence, hi the years that follow-
ed, research showed that a considerable number of gay men continued to
have anal sex, and studies demonstrated the important role that anal sex
played in the lives of many gay men (De Wit, 1994). Based partly on these
results, prevention workers began to develop activities around condom pro-
motion for men who could not or would not refrain from anal sex. In
1992 the NCAB advised that both abstinence and condom use were to be
considered equivalent risk-reducing behavioral options, and that both behav-
ioral options should be addressed in HIV prevention (De Zwart & Sandfort,



1993). From that moment condom promotion became a standard compo-
nent of HIV prevention for gay men in the Netherlands. The diange instiga-
ted the development of new brochures and small group activities that
focused on promoting condom use with anal sex.

PREVENTION OF DISCRIMINATION

Besides information materials and activities that specifically targeted gay
men, the Dutch policy also explicitly attempted to prevent discrimination
and stigmatization of people with HIV and AIDS (and hence gay men, since
they were and are the largest subgroup within the population with HIV or
AIDS). In order to achieve this goal, mass media campaigns were launched,
in which risk behaviors were emphasized as opposed to risk groups, an attempt
to weaken the almost unavoidable association people made between homo-
sexuality and HIV. Also, mass media campaigns for the general public -
especially the more recent ones - have focused within the same campaign
on both heterosexual and homosexual contact, using the same format and
the same message. The goal was to disseminate die notion that preventing
AIDS is relevant to everyone regardless of sexual orientation. Finally, concur-
rent to primary prevention campaigns for the general public there have
been mass media campaigns - with the slogan "No one has acquired AIDS
by showing compassion" - that seek to promote greater understanding for
people living with HTV or AIDS.

In sum, characteristic of HIV prevention activities among gay men in the
Netherlands in the first decade of the AIDS epidemic has been the notable
influence and substantial participation of gay men in shaping and executing
the Dutch policy. During that decade a substantial number of prevention
activities were developed and implemented, while the prevention message
for gay men changed from an emphasis on refraining from anal intercourse
to addressing condom use. Finally, activities for gay men were reinforced
by campaigns for the general public that promoted safer sex and attempted
to prevent stigmatization and discrimination towards people with HIV and
AIDS.



OVERVIEW OF HIV PREVENTION INTERVENTIONS '

Activities with respect to HTV prevention among gay men in the Netherlands
can be placed in the following categories: written HIV prevention materials,
posters, other AIDS information materials, small group HTV prevention activi-

86 ties, and outreach activities.

Written materials

Between 1983 and 1993, 11 brochures with background information for
gay men on HTV and AIDS were published in the Netherlands. Almost from
the beginning the development of brochures included a extensive pre-
testing phase using a standard protocol (Van Kalmthout, 1993). Communi-
cation experts, medical specialists and gay men themselves evaluated the
first drafts of brochures. Consequently, these drafts were adjusted according
to their comments. Table 6.1 shows the year of publication for each bro-
chure as well as a summary of the information and safe sex guidelines pro-
vided in these brochures. Several of the brochures in Table 6.1 were also
available in foreign languages (English, German, French, Italian, Spanish,
Arabic, Turkish, and Papiemento), and targeted both migrants and tourists.
These brochures usually targeted all gay men, and provided safe sex guide
lines as well as background information on HTV and AIDS. In the early years
of the epidemic, new brochures were published every year, containing the
latest medical and epidemiological facts. As more became known, the text
in the brochures got lengthier. While the first brochure contained four
pages, the 1990 brochure contained 32 pages of information.
The earlier brochures clearly discouraged men from taking HTV tests, while
the later brochures gave extensive information on the advantages and dis-
advantages of testing, and urged men to consider these carefully before get-
ting tested. As of 1988, brochures provided information about the
treatment of AIDS. Furthermore, the brochures became more realistic in their
statements about the likely course of HTV infection. Between 1983 and
1987, it was believed that only a minority of infected men would eventu-
ally develop AIDS. Between 1988 and 1992 this prognosis was adjusted to
approximately 60%.

Each brochure provided safe sex guidelines. As discussed above, until 1990
the primary message emphasized avoiding anal sex. Men who wanted to
have anal sex were urged to use special condoms with the explicit warning
that condoms were not 100% safe. In the autumn of 1990, this focus on
abstinence from anal sex was abandoned. Instead, brochures classified
unprotected anal sex and oral sex with ejaculation as unsafe techniques and
started to give information on condoms and condom use, leaving to the
reader the choice between refraining from anal sex or having protected anal



Table 6.1 HIV prevention brochures for gay men.

Brochure title

A.I.D.S. Important announcement
for blood donors

A.I.D.S. Acquired Immune
Deficiency Syndrome

A.I.D.S.The situation
at this moment

Year Background Information Safe sex guidelines

1983 - AIDS infection probably via blood
- three risk groups: gay men, IVDU's and haemophiliacs
- symptoms of AIDS

1983 - probably a virus
- anal sex probably involved
- symptoms of AIDS
- no test

1984 - cause unknown
- no cure
- no test
- infection via blood and sex, mechanism unknown
- anal sex, oral sex, and probably rimming risky
- number of AIDS cases

- see a physician if you belong to a risk group
- stop donating blood if you belong to a risk group

- anal sex, especially receptive is risky
- multiple anonymous partners risky

- limit the number of sex partners
- avoid anal sex
- using condoms for anal sex strongly reduces the risk

AIDS Information 1965 1985 - AIDS caused by virus (LAV/HTLV-lll)
- infection does not have to result in AIDS
- no cure
- mechanism unknown
- blood tests soon available
- number of AIDS cases

- do not donate blood
- limit the number of sex partners
- avoid anal and oral sex
- avoid rimming
- if you want to have anal sex use a condom
- testing discouraged, instead behavior change encouragtd

00
l



Table 6.1 Continued.

oo

Brochure title

STOP AIDS. Have Safe Sex.

Year Background information Safe sex guidelines

1986

AIDS Information 1987 1967

InformsDon 1989 1988

- AIDS caused by virus (LAV/HTLV-lll)
- mechanism: blood-blood and blood-semen contact

• caused by HIV
• difference between HIV infection and AIDS
- some people who are infected do not get sick, others do
chances of developing AIDS probably higher than 30%
no cure

• symptoms of AIDS
- number of AIDS cases

• infection mechanism of HIV (blood-blood/btood-wnen)
• difference between HIV infection and AIDS
• symptoms of infection
• syndromes: AIDS, ARC.ADC
• 30% will develop AIDS
- 30% will develop other syndromes
• AZT

- number of AIDS cases

- avoid anal sex, especially receptive '*"
- condom use limits but not eliminates risk : ,
- rimming possibly risky
- avoid 'dirty sex' ;
- oral sex with ejaculation is risky ^
- stop use of amylnitrites
- kissing and masturbation no risk "

- do not donate blood '"
- avoid anal sex
- avoid oral sex with ejaculation
- no need to limit the number of sex partners
- use a special condom for anal sex condom if you want

to have anal sex
- condoms are not 100% safe
- do not get tested but have safe sex

- avoid anal sex
- use a special condom for anal sex if you vwnt to him

anal sex
- condoms are not 100% safe
- avoid oral sex with ejaculation
- carefully consider the advantages and i

of testing
- get anonymous testing
- report discrimination



Table 6.1 Continued.

Brochure title

The State of Affairs

Year Background information

spring 1990

ThtSt t t * of Affairs autumn 1990

Info for Men who
Sex with Men

Do it with

1991

- infection mechanism of HIV (blood-blood/blood-semen)
- difference between HIV infection and AIDS
- symptoms of infection
- symptoms of AIDS (opportunistic infections, Kaposi's

sarcoma)
- AZT, DDI
- early treatment
- advantages and disadvantages of testing
- number of AIDS cases

- infection mechanism of HIV (blood-blood/blood-seman)
- difference between HIV infection and AIDS
- symptoms of infection
- symptoms of AIDS (opportunistic infections, Kaposi's

sarcoma)
- AZT, DDI, Kemron
- early treatment
- referral to AIDS /nfo for latest news
- advantages and disadvantages of testing
- number of AIDS cases

Safe sex guidelines

- avoid anal sex
- use a special condom for anal sex if you want to haw

anal sex
- condoms are not 100% safe
- avoid oral sex with ejaculation
- discuss safe sex with steady partner
- carefully consider the advantages and disadvantages of

testing
- get anonymous testing
- report discrimination

- refraining from anal sex is the safest option
- use a special condom for anal sex if you want to have

anal sex
- avoid oral sex with ejaculation
- discuss safe sex with steady partner
- carefully consider the advantages and disadvantages

of testing
- get anonymous testing
- report discrimination
- extensive and explicit instruction how to use condoms

properly

• history, epidemiology, HIV, AIDS, infections mechanism, - no behavioral advice
unsafe and safe techniques, other STDs, condom use, - unprotected anal sex unsafe
coping with being HIV+. solidarity, testing, AIDS medication. - oral sex with ejaculation unsafe

- list of safe techniques (e.g. kissing, masturbation)

1991 - no background information - there is nothing wrong with wanting to have anal sex
- use special condoms made for anal sex
- extensive and explicit instruction how to use condoms

properly



sex. In 1991 a brochure was published that was devoted exclusively to con-
doms and condom use.
Concurrent with these information brochures, small booklets were publish-
ed in 1986, 1987, 1990, and 1992 that contained only the safe sex guideli-
nes. Between 1988 and 1993, eight folders were printed for gay tourists

90 about gay life in the Netherlands. Safer sex guidelines were also included in
these folders. The Dutch Gay and Lesbian Association published a number
of folders (in 1987, 1988 and 1992) that specifically targeted gay youth.
Although these folders primarily addressed coming-out issues, each also
included information about HTV and AIDS, as well as safer sex guidelines.
Brochures and folders were distributed through various channels. The majo-
rity of gay bars and discos in the Netherlands were supplied with a special
rack to hold written HIV prevention materials, both the nationally published
brochures as well as local folders and flyers. A widespread distribution
network of volunteers, co-ordinated primarily by local chapters of the
Dutch Gay and Lesbian Association or local Public Health Services, looks
after the supply of informational materials to these venues. A second major
channel has been the distribution of safe sex promotion kits by Safe Sex
Promotion Teams (to be discussed later). Also, brochures and folders have
been distributed to participants of several small-group activities. The exact
cin_u\dUua figuics aic not Viiown foi xVit YnucVmits. On jcvciagc Wrwccn

50,000 and 100,000 copies of each brochure were printed and distributed.
The autumn 1990 brochure and the concise 1990 version - containing only
safe sex guidelines — were evaluated after they were published (De Kooning,
1992). In the first phase of this evaluation, prevention workers who contri-
buted to the development of the brochures were interviewed and asked post
hoc to reconstruct the intended goals and effects of the brochures.
Subsequently, 31 gay men were sent the brochures and thereafter interview-
ed. These men were asked to evaluate the graphic design and the content of
the brochures (e.g. the feasibility of certain behavioral recommendations)
and, more specifically, to comment on whether the intended goals and
effects - as stipulated by prevention workers - were covered by the design
and content of the brochures. Both brochures received satisfactory ratings.
In addition, respondents supplied several useful suggestions for improve-
ment. The evaluation further highlighted the fact that it is hard to please
every reader, which should not come as a surprise given the differences in
background of a large target population. The length of the text and the tone
of the language used were liked by some and disliked by others.
It is difficult to judge whether and to what extent brochures have influ-
enced behavioral determinants and have changed the sexual behavior of gay
men, since research in this area has been scarce. A national cohort study
involving 364 Dutch gay men who completed questionnaires once a year
between 1986 and 1989 (De Vroome, 1994), showed that each year
around 95% of the cohort members reported having been in contact with



AIDS education brochures. In general, the brochures received a high rating
for usefulness. With respect to behavior, the study showed that the fre-
quency of contact with AIDS education brochures was significantly higher
among men who consistently used condoms for anal sex, compared to men
who never used condoms.

P o s t e r s ; : . • • - • • • ' : . . < • • •

Posters have also been used as a means of drawing attention to safer sex
messages. In the first poster campaign - in 1986 - two Robert Mapplethorpe
photographs were used as background for safe sex messages, hi 1988, a
series of 8 posters were published with one theme: 'Safe Sex. Keep it up'.
This series used the work of famous Dutch photographers. By selecting
diverse photographs, the developers of the campaign wished to acknow-
ledge social variations in gay subculture. This approach was repeated in
1991, when 4 different posters were published with the theme: 'Live Wild.
Have Safe Sex'. Besides safer sex messages, posters have been used to
announce small-group activities (to be described below), or to recruit vol-
unteers for interventions. There are no data available about the circulation
of posters, nor about their effectiveness.

Other AIDS Information '

At the beginning of the epidemic, articles on HIV and AIDS concerning gay
men were regularly published in both De Gay Krant (a national bi-weekly gay
newspaper), and SEK (the monthly magazine for members of the Dutch Gay
and Lesbian Association). In 1984, both periodicals started to collaborate
and published a new monthly periodical called AIDS Info, initially with a cir-
culation of 40,000 copies (later 60,000). AIDS Info was targeted at gay men
- including men living with HIV or AIDS - and it contained articles with
recent news about a broad array of subjects, such as medical aspects of HIV
and AIDS, HIV prevention, and policy aspects. Through its independent status
it could be (and was) critical towards developments in Hiv/AIDS prevention,
treatment, and policy. The Ministry of Health subsidized the distribution.
AIDS Info was enclosed in De GAY Krant and SEK. It was also distributed to gay
bars and discos. The last issue of AIDS Info appeared in 1993. In 1994 it was
re-launched as a bimonthly magazine named LUST for LIFE published under
the responsibility of the SAD-Schorer Foundation.

A national cohort study (De Vroome, 1994), showed that AIDS Info reached
many gay men in the cohort (from 79% in 1986 to 97% in 1989), and
that it received the highest ratings (in terms of the usefulness of the infor-
mation supplied) compared to a wide range of other Hiv/AIDS information



sources. With respect to behavior, this study showed that the frequency of
contact with AIDS Info was a significant correlate of safer sex.

Small group activities ' . - . . , * . . < ' •

.92

The first group activity that briefly addressed AIDS took place in 1984. It
was a five-evening course for gay men on health issues in the broadest
sense, including psychosocial aspects. Subjects addressed included STDs,
alcohol and drugs, compulsive sex, and promiscuity. Besides trainers from
the SAD, representatives from government health institutions - including
psychologists from mental health centers — contributed to the course. After
being piloted, it was agreed that the course would travel through the
Netherlands. Support from regular health institutions in other regions,
however, was limited. It was therefore transformed into a weekend course
that was offered by the SAD and organized nationally. Over time, the focus
of the weekend workshops has narrowed from health issues in the broadest
sense, to ADDS and (un)safe sex. The initial workshop has been evaluated.
With respect to behavior change, this evaluation showed that 72% of
respondents did not have anal sex in the six month follow-up period com-
pared to 55% in the six months preceding the workshop (Wennink, 1988).
The course ran until 1988.
In 1987 and 1988 the SAD set up a workshop that was an adaptation of the
Eroticizing Safe Sex Workshop designed by Gay Men's Health Crisis in New
York. The goals of the workshop were to strengthen positive attitudes towards
safer sex as well as to improve negotiation skills with respect to safer sex. The
SAD supplied trainers as well as materials (posters and brochures) for the
recruitment of participants. A total of 65 workshops with 758 participants
were organized nationwide. No process or outcome evaluation results are
available. This workshop was succeeded by the Safe Sex Video Show 1.
The Safe Sex Video Show 1 was an intervention developed for small groups,
guided by a video that contained information on Hiv/AIDS and safer sex.
The video also depicted several role plays in real life settings that addressed
relevant issues like countering justifications for having unsafe sex, and reac-
tions to meeting an HIV-positive sex partner. In this video, education on
safer sex included the message to refrain from anal intercourse. However,
the video did offer a brief demonstration of condom use. The Safe Sex
Video Show was moderated by two experienced trainers who discussed spe-
cific themes with participants (knowledge of risks, the consequences of risk
information for individual behavioral decisions, and coping with barriers
for safer sex). The aim was to create interaction between participants and to
have them discuss safer sex, thereby inducing or strengthening group norms
that favored safer sex. From 1988 until 1990, 156 groups with slightly
more than 3000 participants were reached nationwide.



No process or effect evaluation results are available. However, the large ••••'•
number of performances of the show suggests that the show was popular,
and that it undoubtedly addressed the need for information about Hrv/AIDS
among gay men. In 1990, the Safe Sex Video Show 1 was succeeded by the
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The policy change with respect to the prevention message for gay men led
in 1990 to the development of an activity that explicitly addressed condom
use with anal sex. In its test phase, it was named The Condom Workshop.
The primary goals were to promote the use of condoms when having anal
sex, and to provide skill training in the proper use of condoms. Secondary
goals were to provide adequate information about risks of anal sex, to dis-
cuss barriers to condom use, and to increase knowledge about condoms and
condom use. The workshop was led by two trainers, and lasted approxima-
tely three hours. At the start of the workshop, participants were explicitly
told that refraining from anal sex was the best way of avoiding HIV infec-
tion and that the workshop intended to promote (proper) condom use
among men who would not or could not refrain from anal sex.
The format of the intervention was similar to the Safe Sex Video Show 1: it
consisted of parts of its videotape, together with a talk show and a condom
use skills training. The Condom Workshop was evaluated through process
evaluation as well as an outcome evaluation using a pre-test—post-test design
(eight workshops with a total of 69 participants; Hoekzema & Dingelstad,
1991). The outcome study looked at changes in knowledge, skills, attitudes
and social norms with respect to condom use and sexual behaviors. There
were significant changes between pre- and post-test on several items to do
with knowledge, skills, attitudes and social norms. The report also described
changes toward safer sexual behavior at the second post-test (two months
after the workshop), although no significance levels were provided.
Participants were very satisfied with both the content of the training and the
expertise of the trainers.

On the basis of this evaluation, The Condom Workshop was modified into
The Rubber Road Show which was implemented nationwide. In 1990 and
1991, 35 shows were organized which attracted 446 participants. Partici-
pants were recruited through advertisements in a national newspaper and
the gay press, and through flyers that were distributed among local chapters
of the Dutch Gay and Lesbian Association. The Rubber Road Show was
eventually incorporated in the Safe Sex Videoshow 2.
The Safe Sex Videoshow 2 was launched in 1991 under the name 'In The
Heat of the Moment'. The small-group format of the Safe Sex Video Show 1
was maintained. A new videotape was developed which was pre-tested by
communication experts and health educators. The major differences from
the previous video show were the content of the videotape and the way it
was used in the program, hi the new videotape, additional topics were
addressed such as coping with difficult sexual situations and preventing



relapse. The video depicted a number of scenes that each led up to a
moment when a decision had to be made to have safer sex or not. At that
moment the video was stopped and the trainers discussed with the group
what they would do in such a situation. After this discussion, the video
showed one viable solution for handling the situation appropriately. In

94 1991 and 1992 there were 99 shows with 1680 participants. From 1993
until the present the program has continued to be executed, albeit rather
irregularly. The Safe Sex Video Show 2 has been sold to other countries, for
example to France and England.
'In the Heat of the Moment' was accompanied by a process and effect eval-
uation that included 33 shows (De Kooning & Sandfort, 1993). The study
evaluated effect variables before and immediately after the show (N=352).
A second post-test was conducted three months after the show (N=166).
Effect variables included knowledge, attitudes, self-efficacy, behavioral
intentions, and behavior. There were significant short- and long-term
changes in some of the knowledge items, specifically those related to risks
of several sexual behaviors. Most items on attitudes and self-efficacy did not
show short- and long-term changes in the desired direction. Finally, there
were hardly any changes in sexual behaviors between pre-test and post-test.
The process evaluation showed that participants, on average, were very posi-
tive about the content of the show and the quality of the trainers. The majo-
rity of men reported that the show made them more aware of their attitudes
towards safer sex, one third of the men said that they could better distin-
guish safer from unsafe practices, and 20% of respondents reported that par-
ticipating in the show resulted in less anxiety about HIV infection risks.

Outreach activities

In 1988, the first prevention project at cruising areas for gay and bisexual
men was launched in Utrecht. In 1989 the project was extended to the
other major cities in the Netherlands (Amsterdam, Rotterdam, and The
Hague). The core activity of the project was to send trained volunteers to
cruising areas where they spoke with men at these areas about the impor-
tance of safer sex. The major goals of the activity were to disseminate infor-
mation on safer sex, to reinforce a social norm of safer sex in cruising
areas, to provide visitors at cruising areas with solutions to overcome per-
sonal barriers to having safer sex at these areas, and finally, to refer visitors
to organizations that offer information on HIV and AIDS (e.g. the AIDS Hot
Line) or relevant services (e.g. condom sale). Based on a survey conducted
among these volunteers which assessed their evaluation of the training they
had received (Waldhober, 1990a), the intervention was further developed
and implemented nationwide. In 1993, the Public Health Services in 15
cities and regions supported a Cruising Area Project.



The projects were supported on a national level by the SAD-Schorer ' H>-
Foundation, which provided materials to recruit volunteers (posters and
flyers), extensive training for new volunteers, and, as of 1993, registration
forms to be used by the volunteers for each conversation at cruising areas to
keep track of the activity. Together with the registration form, a computer
program for data entry and data analysis was supplied to project co-ordina- 95
tors in each Public Health Service.
All Cruising Area Projects participated in a nationwide process evaluation in
1993 (De Jong, 1994). One part of the evaluation was based on the regis-
tration forms, and consisted of an overview of the number of conversations,
the topics that were addressed in these conversations, characteristics of cruis-
ing area visitors, and self-reported sexual practices at cruising areas. The
results show that in 1993 the 78 volunteers approached a total of 2684
men. Slightly more than 10% of these men refused to talk with a volunteer.
The topics most frequently addressed in conversations were: HIV/AIDS
knowledge including misconceptions about sexual risks, intentions and bar-
riers to having safer sex, and the availability of condoms. With respect to
self-reported behavior, the results show that 68% of visitors had oral sex at
cruising areas (77% consistently safe), and that 30% of visitors engaged in
insertive and/or receptive anal sex (68% consistently safe).
Since 1983 there have been several initiatives to reach gay men in bars and
discos. From 1990 onwards, this outreach activity has become more struc-
tured through the creation of Safe Sex Promotion Teams (Waldhober,
1990b). A Safe Sex Promotion Team comprised three to six gay men who
gave shows at gay bars and discos as well as on special occasions with gay
audiences. The act most usually consisted of songs, dance, and cabaret with
safer sex themes. All members of promotion teams were trained in perfor-
ming the acts. In addition, they received extensive training in talking with
gay men about safer sex after their show. They also distributed safer sex kits
containing HIV prevention brochures and condoms. The primary goal of this
activity was to support gay men who visited bars and discos with behavioral
change towards safer sex, and with the maintenance of safer sex behavior.
Semi-professional artists were used first of all to ensure a high artistic
quality of the acts, but also because it was believed that professional acts
would increase the likelihood that bar owners would co-operate. Also, the
use of performance acts was believed to be a better method to deal with
emotional aspects of safer and unsafe sex. Finally, it was hoped that the
active distribution of safer sex materials would reach men who had not
been reached by previous safer sex brochures.

Between 1990 and 1994 the Safe Sex Promotion Teams made 229 ap-
pearances, reached an estimated 54,000 gay men, distributed over 23,000
safe sex kits, and had over 5,000 conversations with gay men about safe sex
(Van Stoppelenburg, 1995). The work of the Safe Sex Promotion Teams has
not been evaluated in terms of its effects.
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The end of 1992 is an important landmark in relation to HIV prevention
among gay men in the Netherlands. It coincided with a period in which
preparations were made to decentralize primary prevention budgets, inclu-
ding those related to HIV prevention. Henceforth, budgets for HIV preven-
tion would largely be transferred from national organizations to the local
level, and hereafter local Public Health Services in the Netherlands became
responsible for HIV prevention, including the development and implementa-
tion of prevention activities for gay men in their region. All HTV prevention
professionals who worked at the national level in several organizations were
placed within one organization, namely the SAD-Schorer Foundation. The
Prevention Team of the SAD-Schorer Foundation is currently responsible for
the development and publication of HIV education brochures. With respect
to group activities, their task changed from program development and pro-
gram execution to the provision of support for prevention workers in Public
Health Services who are organizing HIV prevention for gay men at the local
level. This reorganization took considerable time since all parties involved
had to get accustomed to their new tasks. Organizing adequate HIV preven-
tion at the local level has become the major challenge for the coming years.
With respect to the content of HTV prevention, the focus is shifting towards
gay population subgroups, like young gay men, male sex workers, and HIV-
positive men. There is also an increased focus on sexual behavior within
beginning relationships - especially among young gay men - since recent
research has shown heightened levels of unprotected sex with steady part-
ners within relatively short-lasting relationships.

DISCUSSION

Between 1983 and 1993, HTV prevention for gay men in the Netherlands
developed into a highly professional field. The fact that there was a strong
involvement of gay men in Hiv/AIDS policy organizations from the begin-
ning of the epidemic has had several consequences. First of all, this situ-
ation permitted representatives of the gay subculture to directly influence
prevention policy for gay men, and to contribute directly to intervention
development. It further allowed swift responses to be given to changes and
new developments in the gay subculture. On the other hand, most gay men
involved in HIV prevention were not trained in health education or related
disciplines. Therefore, it has taken time and training to develop interven-
tions systematically, based on germane theories and using appropriate
methods.



With respect to written materials, there has been a constant effort to inform
and update the gay community about Hiv/AIDS issues. The concurrent
publication of background information on the one hand and materials that
summarize the safer sex guidelines on the other hand, has aimed to meet
differences in information needs. There now exists a relatively well-func-
tioning system to distribute these written materials.
The first group activity that was developed, focused on AIDS within a bro-
ader context of (sexual) health. Successive group activities have focused
almost primarily on HIV and AIDS. The Safe Sex Video Show 1 successfully
introduced the use of video fragments as a catalytic agent for introspection
and discussion in groups. A video format was preserved in both follow-up
activities. Over 5,000 gay men have participated in these small-group activi-
ties over the years.
Outreach work at cruising areas has evolved into an intervention that is
planned and implemented by health educators and volunteers at the local
level, supported by professionals at the national level who assist with
recruitment, training, and evaluation. Safe Sex Promotion Teams have
reached substantial numbers of gay men and have proven to be a very satis-
factory method of disseminating Hiv/AIDS information. Recently, two
regions in the Netherlands have launched a program that used the same
format. Continuation of these types of outreach activities at the local level
ensures that members of the gay community will continue to be informed
about HIV prevention.
The wide range of AIDS prevention activities that were described in this
chapter - ranging from information brochures to small-group interventions —
were in most cases carefully planned. In most instances the intervention
goals were made explicit, and development included expert consultation as
well as careful pre-testing among target group members. Health education
theorists have repeatedly stressed the need for careful and systematic plan-
ning if interventions are to be effective (Kok, 1991; Mullen, Green &
Persinger, 1985). hi general, one has to make sure that relevant determi-
nants of behavior are addressed by specific intervention methods. The iden-
tification of relevant determinants and effective methods emphasizes the
indispensable role of theory in intervention development (Fisher & Fisher,
1992; Kelly & Murphy, 1992; Mullen et al., 1995).
However, another vital component of the planning process consists of pro-
cess and effect evaluations. Process evaluations provide information about
the extent to which interventions were carried out as planned and may
highlight unforeseen problems with the execution of interventions. Effect
evaluations have to examine whether interventions led to changes in behav-
ioral determinants and subsequently to changes of behavior. Effect evalu-
ations especially have unfortunately received considerably less attention
within AIDS prevention intervention research in the Netherlands. Therefore,
relatively little is known about the effectiveness of much of the work under-



taken. New activities have usually been based on the experiences of those
who carried out previous interventions, while evaluation has often been
limited to process evaluation. The most likely explanations for the absence
of effect evaluation research are time and financial constraints. Fortunately,
the recent policy document of the Program Co-ordination Committee for

98 AIDS Research (PccAo) explicitly acknowledges this problem. Projects that
include effect evaluations, as well as initiatives that focus on the effective-
ness of new intervention methods, are now among the priorities on the
research agenda for the next few years (PccAo, 1995).
The challenge for the coming years will be to maintain the high quality of
HIV prevention for gay men that has been achieved by the continuous ^~
efforts of numerous professionals and volunteers in the Netherlands over
the past decade.



CHAPTER 7

Evaluation of an HIV prevention
intervention for men who have sex with
men at cruising areas in the Netherlands

Published as:
Hospers, H.J., Debets.W, Ross, M.W., & Kok, G.J. (1999).

Evaluation of an HIV prevention intervention for men who have

sex with men at cruising areas in the Netherlands. A/DS and

Behavior, 3.359-366.



I N T R O D U C T I O N ••• • b^n t»*-* .-.* -;-,. .--.. -

Preventing HIV infection through education is generally accepted as one of
the most potent means of halting the spread of AIDS (Hospers & Kok,
1995). With male-male unprotected sexual intercourse being the most
important vector of HIV infection in many Western countries, vast amounts
of time, energy, and funds have been spent on HIV prevention interventions
for men who have sex with men. Several methods are used to educate men
who have sex with men about HTV and AIDS, such as written materials, small
group activities, or outreach activities (Hospers & Blom, 1998). The present
study focuses on an outreach activity, namely Hiv/AIDS education for men
who have sex with men at cruising areas.
Cruising areas (CAs) are outside venues, such as parks, woods, or rest areas
along highways. Together with other venues, like darkrooms, saunas and
bathhouses, cruising areas are places where men meet other men, usually
with the intention to have sex. The legal circumstances concerning same sex
behavior at CAs vary between countries. It depends on whether same sex
behavior is legal, on age restrictions for same sex behavior, and on the
extent to which (same) sex behavior in public places (such as CAs) is prose-
cuted or condoned. The Netherlands has a relatively liberal policy. Same sex
behavior is legal above the age of 16, and - although public sex is legally
prohibited - sex at CAs is usually not traced or prosecuted.
Compared to the expansive amount of literature on sexual risk behavior and
behavioral determinants, based on data from convenience samples of gay
and bisexual men, relatively little has been published about sex at CAs. One
reason for this is the fact that the anonymous nature of CAs poses restric-
tions on research at such venues. Many men who visit CAs look for sex and
wish to remain anonymous, not only for their sex partners but also for
researchers.

Data from the Amsterdam Cohort Study show that 50% of cohort members
report one or more visits to CAs in the six months preceding assessment,
and of these respondents, 6.3% report unprotected insertive and/or recep-
tive anal intercourse at CAs (De Wit, De Vroome, Sandfort & Van Griensven,
1997). A Dutch study among 1249 CA visitors showed similar levels of risk-
taking behavior: 30% of visitors reported engaging in insertive and/or
receptive anal sex at CAs in 1993, of which 32% were not consistently safe
(De Jong, 1994). This means that almost 10% of the total sample reported
risk-taking behavior. A smaller study among 82 CA visitors showed that
14% of their sample reported risk-taking anal sex (De Groot, 1995).
Another interesting feature of CAs is the presence of relatively large numbers
of bisexual men on those venues. For example, in a pilot study that was
conducted to pretest the questionnaires used in the present study, it was
found that about one quarter of CA visitors were behaviorally bisexual.
Some bisexual men depend on public sex environments to have sex with



men, especially those who conceal their homosexual behavior. Research
shows that bisexual men engage in risk-taking sex with male partners (see
Doll & Beeker (1996) for a review). For example, Weatherburn and Reid
(1996) found that among a sample of 745 of behaviorally bisexual men,
14.0% had engaged in unprotected vaginal sex and unprotected anal sex
with men in the 1 2 months preceding assessments, while 9.8% had en-
gaged in unprotected anal sex with both men and women. Stokes,
McKirnan and Burzette (1993) report a six month rate of unprotected anal
sex of 16% in a sample of 105 bisexual men. They note in this respect, that
reported risk rates for unprotected anal sex among gay men are usually sub-
stantially higher. Nevertheless, the risk rates among bisexual men are not
negligible and are cause for concern, especially when one takes into consi-
deration that research shows that the majority of bisexual men do not dis-
close to their female partners that they have sex with men (Doll & Beeker,
1996; Stokes et al., 1993; Weatherburn & Reed, 1996).
Bisexual men who hide their homosexual behavior may have less access to
informational sources regarding Hiv-preventive homosexual behaviors, and
may not benefit as much as openly gay men can from positive social norms
towards safe sex. With respect to the latter, several studies have demonstrat-
ed that positive social norms towards safe sex are indeed related to safer
sexual behavior (Kelly, St.Lawrence, Brasfield, Lemke et al., 1990; Kelly,
St.Lawrence, Brasfield, Stevenson et al., 1990; Ross & McLaws, 1992).
Furthermore, bisexual men may be comparable with gay men who are not
involved with the gay community. The absence of gay community involve-
ment has been found to relate to risk-taking sex (Prieur, 1990), and more
specifically to unprotected anal intercourse with casual partners (Connell et
al., 1990). Seibt et al. (1995) measured both 'sexual identity' and 'accultu-
ration into the gay subculture' in a sample of 282 men in Dallas who ever
had anal sex with a man and who where not currently in a mutually exclu-
sive relationship. They found that a non-gay identity as well as low accultu-
ration were strongly associated with lower condom use. Sexual identity and
acculturation were also strongly related (i.e. gay-identified men having
higher acculturation scores). On the contrary, Stokes et al. (1993) found no
relationship between gay community involvement and risky anal sex in a
sample of bisexual men in Chicago.

The first prevention project at cruising areas for gay and bisexual men was
launched in the Netherlands in 1988. The intervention was further develo-
ped and eventually implemented nationwide. In 1995, local Public Health
Departments in 14 regions have a Cruising Area Project. The core activity of
the project is to send trained volunteers to cruising areas, where they
approach visitors to talk about the importance of safer sex. The major goals
of the activity are to disseminate information on safer sex, and to reinforce
a social norm of safer sex in cruising areas, hi practice volunteers visit CAs
and actively approach men who are present. Conversations are not forced



upon CA visitors and unwillingness to have a conversation is respected. If a
CA visitor has no objection to talk to a volunteer, the volunteer checks
whether the CA visitor is aware of the risks of unprotected sex and tries to
assess whether he is motivated to have safe sex. If necessary, correct risk
information is provided as well as arguments why it is important to (conti-
nue to) have safe sex. Finally, the volunteer offers a safe sex information
brochure and a condom with lubricant. Volunteers can also refer visitors to
organizations that offer information on HIV & AIDS (e.g. the AIDS Hot line),
or relevant services (e.g. condom sale).
The projects are supported on a national level by the SAD-Schorer
Foundation, which provides materials to recruit volunteers (posters and
flyers), extensive training for new volunteers, and, as of 1993, registration
forms to be completed by the volunteers for each conversation at cruising
areas. A computer program for data entry and analysis was developed to
allow local coordinators to monitor their intervention.
The training for volunteers takes two days, in which they receive an intro-
duction in the objectives of the CA projects, as well as a concise overview of
theoretical perspectives on (sexual) behavior and behavior change. A sub-
stantial part of the training is dedicated to role playing, in which the volun-
teers are trained how to approach CA visitors, how to introduce the
prevention messages, and how to cope with resistance. They are also taught
general conversation skills. The practical exercises also serve as a team build-
ing instrument.

All Cruising Area Projects participated in a nationwide process evaluation in
1993 (De Jong, 1994). The results show that the 78 volunteers approached
a total of 2121 men in that year. Approximately 85% of these men actually
had a conversation with a volunteer, while 15% refused to talk to a volun-
teer. The topics most frequently addressed in these conversations were:
knowledge of Hiv/AIDS, including misconceptions about sexual risks, bar-
riers to having safer sex, and the availability of condoms.
The present study was initiated to collect data on characteristics of CA visi-
tors, including sexual risk-taking behavior. Furthermore, data were collected
on gay network affiliation of CA visitors. Finally, it sought to assess whether
and to what extent the outreach activities are promoting safe sex behavior at
CAs.

METHOD

Cruising area prevention projects were carried out during 1995 in 14
Health Department regions in the Netherlands. Of these, seven regions



agreed to participate in this study, provided that the study would not interf-
ere with the intervention, and that the anonymous nature of CAs would be
respected. Given these restrictions, it was decided to conduct a cross-sec-
tional post-intervention assessment. Participating health departments contri-
buted approximately USS250 to the study. Major reasons that Health
Departments gave for not participating in the study were lack of time or
lack of finances. ,?. ,<, =.,,,,.

Questionnaire , ,

The self-administered questionnaire that was used in this study comprised
the following items in the following order: demographics (age, sexual self-
identification (5-point scale, range exclusively heterosexual-exclusively
homosexual), homosexual or bisexual behavior (sex with men only or with
men and women), frequency of visiting CAs, number of sex partners at CAs
in 1995, frequency of sexual behaviors at CAs (4-point scale, range never-
often), frequency of condom use with insertive and receptive oral and anal
intercourse (5-point scale, range never-always), risk perceptions for HIV
infection regarding unprotected sexual behaviors (6-point scale, range no
risk-very high risk), behavioral intention to use condoms with anal inter-
course at CAs (5-point scale, range certainly not-certainly), gay network affil-
iation (going out in gay scene, contact with gay media, contact with HIV
prevention for gay men; 3-point scale, range never-often), having gay
friends (3-point scale, range none-many), whether or not respondents had
been approached by a volunteer in 1995, and if so, whether they had
agreed to talk to the volunteer. For respondents who had not been ap-
proached by a volunteer, the questionnaire briefly outlined the CA preven-
tion project, and subsequently asked whether or not they would have
agreed to talk to the volunteer. It took approximately 10 minutes to com-
plete the questionnaire.

Procedure

The HTV prevention intervention at CAs was carried out from April until
September of 1995. After the intervention ended, volunteers of the local
Health Departments returned to the CAs, approached all CA visitors present
at the time, and asked them to participate in this study. All volunteers at all
cruising areas received a protocol in writing, with the procedure that had to
be used for distributing questionnaires. Specifically, volunteers were instruc-
ted to present themselves as volunteers for a research project at CAs of their
Health Department, without referring to the HTV prevention project that had
taken place, and without engaging in conversations about HIV prevention. If



they were asked questions regarding HIV prevention issues, they provided
the telephone numbers of the local Health Depanment and the national AIDS
hotline. The volunteers were also instructed to keep track of the number of
distributed questionnaires as well as the number of CA visitors that refused
to accept a questionnaire. Questionnaires could be completed at the CA or
could be taken home, in which case postage free return envelopes were
supplied.

Inclusion in the study

One of the research questions of this study was to assess whether or not
differences existed between men who had had a conversation at CAs about
HTV prevention, and men who had not had such a conversation. Given the
cross-sectional nature of the study, special attention went to the composi-
tion of the comparison group. The group of men who had not been ap-
proached by a volunteer, most likely also comprised men who would have
refused to talk to a volunteer about HTV prevention. The questionnaire there-
fore asked respondents who had not been approached whether they would
have refused to have a conversation, which made it possible to remove these
respondents from the data set. Likewise, men who had been approached but
refused, were excluded as well. Thus, the remaining group comprised men
who had spoken to a volunteer and men who would have spoken with a
volunteer, had they been approached.

RESULTS

Response

A total of 27 cruising areas in the seven regions were visited on several
occasions by volunteers. Five of the seven regions registered the number of
men who were approached with a questionnaire, refusal rates and response
rates. In these 5 regions, 849 men were asked to complete the question-
naire, of which 300 (35.3%) refused to participate. A total of 322 question-
naires were returned to these 5 local health departments (i.e. 37.9% of
approached men and 58.7% of distributed questionnaires). Refusal rates per
region varied from 32 to 39% while response rates per region varied from
54 to 64%. hi the two regions that failed to register, 66 questionnaires were
returned, which brings the total number of returned questionnaires to 388.



Of the men who had not been approached by a prevention worker, 17
would have refused to have a conversation, while of the men who had been
approached, 9 had refused. These 26 respondents were excluded from the
analyses. Of the remaining 362 respondents, 172 (47.5%) had spoken with
a volunteer about HIV prevention in 1995.

Demographics and CA statistics • '

Mean age of respondents was 38.1 years (range 17-78). More than half of
respondents (54.7%) visited CAs once or more per week. The mean number
of sex partners at CAs in 1995 was 19 (range 0-125, median 15). With
respect to behavior at CAs in 1995, it was found that 9.1% only engaged in
kissing or mutual masturbation, 54.4% had oral sex but never engaged in
anal sex, while 36.5% of respondents reported having engaged in anal sex.
The majority of men (77.8%) who engaged in anal sex at CAs used extra
strong condoms (which in the Netherlands are recommended for anal sex);
46.0% always used lubricant, 43.7% sometimes, and 10.3% never.

Sexual preference and gay network affiliation '

The majority of respondents (81.9%) reported that they had only sex with
men (MSM), while 18.1% reported that they had sex with men as well as
women (MSMW). Sexual behavior was strongly related to sexual self-identifi-
cation: 95.6% of MSM labeled themselves as primarily or exclusively homo-
sexual, while of MSMW 60.0% labeled themselves as bisexual, 20% as
primarily or exclusively homosexual, and 20% as primarily or exclusively
heterosexual.
Table 7.1 summarizes the data on gay network affiliation. It shows that
MSMW less frequently go out in the gay scene, have less contact with gay
media and HIV prevention targeted at gay men, and have fewer gay friends.
The gay network affiliation variables resulted in a scale with acceptable
reliability (a=.74). The mean scale score for MSM was 2.2 (range 1-3),
which was significantly higher than the mean of 1.6 for MSMW
(F(1,3S6)=82.9, p<.001).

Sexual risk behavior, risk perceptions, and behavioral intention

Unsafe sexual behavior occurs at CAs: 15.5% of respondents who had oral
sex report one or more instances of swallowing semen, 27.6% of respond-
ents who had anal sex report at least one occasion of insertive anal inter-
course without a condom, and 18.6% report at least one occasion of



Table 7.1 Gay network affiliation.

Goes out in gay scene . ! « i,V;.-o•••';•

MSM' ,.,,,. . ...,: w:. n : *,v;::< ;

MSMW*
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Contoct with H/V prevent/on goy men

MSM
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Never

18.8%

50.8%

13.7%

56.9%

24.7%

47.7%

Sometimes

49.1%

46.2%

51.5%

36.9%

56.5%

49.2%

Often

, . . ' • . * • " . •• , > • • • - .

32.1%

3.1%

34.8%

6.2%

18.8%

3.1%

None Some Many

Number of goy friends

MSM

MSMW

4.8%

26.2%

46.1%

61.5%

49.1%

113%

'MSM: men who have sex with men

*MSMW: men who have sex with men and women

Table 7.2 Mean risk perception estimates (range I =no risk, 6=very high risk) for five

sexual risk behaviors for all respondents, respondents who engaged in the

. • specified behavior without taking risk, and those who took risk.

All (N=362) No risk (N) Risk (N)

Receptive oral sex with ejaculation

Insertive anal sex without ejaculation

Insertive anal sex with ejaculation

Receptive anal sex without ejaculation

Receptive anal sex with ejaculation

5.0

4.4

4.8
4.8

5.8

5.1 (234)

4.4 (88)

4.8 (88)

4.9 (70)

5.9 (70)

4.2 (43) **

3.6 (34) **

4.0 (34) *

4.1 (16)*

5.5(16)**

Comparison o f no risk' with 'risk' group: t-tests * p< .005;** p<.00l.



receptive anal intercourse without a condom. Collapsing all risk behaviors,
18.5% of all respondents report on one or more forms of sexual risk behav-
ior at CAs in 1995.
Table 7.2 shows the risk perception estimates to get infected with HIV for .*-,
five sexual behaviors. To self get infected through anal sex without ejacula-
tion was considered less risky than through anal sex with ejaculation (t_^j^ J 07
(359)=7.6, p<.001 for insertive anal; t^^^(359) = 18.5, p<.001 for recep-
tive anal). Also, receptive anal sex was considered riskier than insertive anal
sex (t ajred(359)=9.1, p<.001 for anal sex without ejaculation; t ^ ( 3 5 9 ) =
15.7, p<.001 for anal sex with ejaculation). Furthermore, for all sexual
behaviors it was found that men who had engaged in the specific risk behav-
ior had significandy lower risk estimates than men who had not. The behav-
ioral intention to use condoms at CAs was high (mean 4.8, range 1-5).

Evaluation of the intervention , ^,

For the evaluation of the intervention, respondents who had a conversation
about HIV prevention with a volunteer at CAs in die months preceding the
evaluation, were compared with respondents who were never approached
by a volunteer. There were no significant differences in mean age, mean
number of sex partners at CAs, proportion of men who had sex with men
and women, or the proportion of men who had anal sex at CAs (Table 7.3).
The proportion of men who frequently visit CAs was significantly higher in
the group that was reached by volunteers (x^=5.3, p<.05). This was to be
expected since frequent visits to CAs increase die 'hit rate' (i.e. the probabi-
lity to be approached by a volunteer).
A 2 (conversation/no conversation) x 2 (MSM/MSMW) ANCOVA with fre-
quency of condom use with insertive anal sex as the dependent variable, ~
and frequency of CA visits as covariate, yielded two main effects (see Table
7.4 for means). First, respondents who had a conversation about HIV pre-
vention reported significantly higher condom frequency use with insertive
anal sex at CAs (F(l,121)=5.7, p<.05). Second. MSM had higher mean
scores than MSMW (F(l,121)=5.3, p<.05). The regression of insertive
condom frequency use on frequency of CA visits was not significant. The
same analysis with frequency of condom use with receptive anal sex as
dependent variable, resulted in a main effect for having had a conversation.
Again, respondents who had a conversation reported a higher frequency of
condom use (F(l,84)= 5.4, p<.05), and die regression of receptive
condom frequency on frequency of CA visits was not significant. The mean
frequency of condom use wiui receptive anal sex did not significandy differ
between MSM and MSMW. Finally, die ANCOVA with frequency of receptive
oral sex with ejaculation as dependent variable yielded no significant results.
With respect to behavioral intention to use condoms with anal sex at CAs, it



Table 7.3 Mean scores and proportions for respondents who had a conversation

about HIV prevention with a volunteer and who did not have such a

conversation at CAs in 1995. _-v.;- >•••'••••. *

108

M e a n a g e

Mean number of sex partners at CAs in 1995

% MSMW*

% Engaging in anal sex at CAs

% Visiting CAs once or more per week

C W
• (N=I72)

38.3

20.1

15.1

39.0

61.0

No conv*

(N=I9O)

37.9

18.1

20.7

34.2

48.9*

'Conv: men who had a conversation with a volunteer

*No conv: men who did not have a conversation with a volunteer

•*MSMW: men who have sex with men and women

* p<.05

Table 7.4 Mean frequencies of condom use with insertive and receptive anal sex and

frequency of receptive oral sex with ejaculation (range l=never, 5=always).

MSM' MSMW*

No conv* Conv'* No conv Conv

Frequency condom use insertive anal sex

Frequency condom use receptive anal sex

Frequency receptive oral sex with ejaculation

4.5
4.6
1.2

4.8
4.9

1.2

3.9

4.8

1.2

4.6

4.8

1.3

: men who have sex with men

: men who have sex with men and women

conv: men who did not have a conversation with a volunteer

*Conv: men who had a conversation with a volunteer



was found that there was no main effect for having had a conversation or
not. MSMW had a significantly lower intention than MSM (4.7 vs. 4.9, F(l,
323) = 5.1, p<.05). This effect remained marginally significant when restrict-
ing the analysis to respondents who engaged in anal sex at CAs (4.5 vs. 4.8,
F(l,140)=3.3, p<.07).
Finally, among respondents who had anal sex at CAs, a significantly higher
proportion of those who had a conversation with a volunteer used recom-
mended condoms compared to men who had no conversation (85.9% vs.
69.4%, X*0)=5.0, p<.05). .• -... ^ r , : • ,-. ^ *i ^ t v ^ i h ^ , - . .i

Differences between MSM and MSMW - .. ,- : J *, »f:^ .*«.•=•,-.•,••-.;;: ;

Given the difference in anal risk behavior between MSM and MSMW, addi-
tional analyses were conducted to further compare these groups. There were
no significant differences with respect to the number of sex partners at CAs,
nor with the percentage engaging in anal sex at CAs. MSMW were signifi-
cantly older than MSM (mean 41.3 vs. 37.4, F(l,334)=8.1, p<.01), and
were less likely to visit CAs once or more per week (43% vs. 57%,
X*(l)=4.6, p<.01). Of MSM who had a conversation, 85.5% used recom-
mended condoms for anal sex at CAs, compared to 73.5% of men who did
not have a conversation (x^(l)=2.3, ns). For MSMW, these percentages were
88.9% and 50.0% respectively. Although this difference is large, it failed to
reach statistical significance, which could be a result of the small number of
MSMW in this analysis (N=21).

DISCUSSION

This study examined sexual behavior of cruising area visitors, and more
specifically looked at differences between men who had spoken with a vol-
unteer about HTV prevention and men who had not met a volunteer at CAs.
It was found that CAs are visited by men of all ages, and that the majority
visit CAs once or more per week. Almost 20% of respondents report that
they have sex with both men and women. As could be expected it was
found that MSMW were less affiliated to the gay community.
Relatively high levels of risk behavior were found: almost one in five visi-
tors reported one or more instances of sexual practices at CAs that carry a
risk of HTV infection. This result is comparable to research carried out pre-
viously at cruising areas in the Netherlands, as well as to research carried
out abroad. Risk perceptions for anal sex without ejaculation were lower



than those for anal sex with ejaculation, and insertive anal sex was consid-
ered to carry less risk than receptive anal sex. Furthermore, risk perceptions
were related to risk behavior, i.e. men who engaged in a certain risk behav-
ior attached less risk of HIV infection to that behavior than men who did
not engage in that behavior. As is so often the case with risk perceptions, it

1(0 is unclear whether these lower risk perceptions are a result of a lack of
information about the true risks or are, as others have suggested, a result of
cognitive dissonance reducing strategies (Offir et al., 1993). Nevertheless,
these findings may be used to design or improve future interventions at CAs.
With respect to unprotected insertive anal sex it was found that men who
had sex with both men and women used condoms significantly less fre-
quent than men who only had sex with men, and had a significantly lower
intention to use condoms when engaging in anal sex at CAs in the future.
Furthermore, this study showed that men who had a conversation about HTV
prevention at CAs in 1995 used condoms more consistently with both inser-
tive and receptive anal sex at CAs than men who had not had a conversation
with a volunteer. The use of recommended condoms was also more favora-
ble in the group of men that was reached by the intervention. The fre-
quency of CA visits was not related to condom use frequency. No
differences were found for the frequency of receptive oral sex with ejacula-
tion on any of the comparisons made.

The high levels of risk-taking sex at CAs stress the importance of continuing
to target this group of men with prevention interventions. Since it was
found that a significant proportion of CA visitors are men who also have sex
with women, it should be investigated whether current interventions at CAs
are designed to address specific issues that are relevant to this subgroup
(e.g. using condoms with female partners), and whether volunteers are suf-
ficiently trained in understanding and addressing these issues. The finding
that behaviorally bisexual men have less ties with the gay community, sug-
gests that these men have less access to HIV prevention information and
related services that are tailored to gay men. Intervening at CAs therefore
seems to be an adequate strategy to reach men who do not identify them-
selves as gay.

The fact that co-operation of volunteers for this study could only be obtain-
ed when the anonymity of subjects was guaranteed, posed serious limita-
tions on the design of this study. It would have been more ideal if, for
example, a pretest could have been included in order to link pretest scores
of CA visitors with their posttest scores. As this was not possible, the deci-
sion was made to restrict the study to a post-intervention measurement.
Although we took measures to increase the comparability of respondents,
the results of this study regarding differences between men who were
reached by the intervention and men who were not, have to be interpreted
with caution. The design does not permit a direct attribution of those differ-
ences to the intervention. A second limitation is that a number of volunteers



who distributed questionnaires for this study also served as volunteers in
the intervention that preceded data collection, which may have created
demand effects in respondents who recognized volunteers. However, we did
instruct our volunteers to present themselves as volunteers for a research
project and to refrain from engaging in conversations on HIV prevention
issues in the data collection period. This study is a first step in determining j 11
the effectiveness of this type of intervention and should be corroborated
with future research.
Notwithstanding these considerations, the results of this study identified
men who visit cruising areas, and more in particular men who have sex
with men and women, as an important target group for prevention activi-
ties and also demonstrate that outreach activities at cruising areas are a
viable way to reach these men.
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CHAPTER 8

Reducing HIV infection risks for young
gay men:The effects of small-group
interventions
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INTRODUCTION

There is ample epidemiological evidence that young gay men are at substan-
tial risk of getting infected with HIV (De Wit, 1996). Data from young gay
men's cohorts show that a considerable number of men in these cohort are

I (4 HIV-positive (e.g. over 20% in San Francisco by 1996, Osmond et al.,
1994), with annual seroconversion incidence rates between 1% and 2.6%
(Dean & Meyer, 1995; Osmond et al., 1994; Van Griensven et al., 1997).
Furthermore, behavioral data from these cohorts - as well as from other
behavioral studies that studied young gay men - show high levels of risk-
behaviors that may lead to HIV infection (i.e. unprotected insertive and
receptive anal intercourse), in particular with primary partners (Crawford et
al., 1998; De Vroome et al., 1995; De Wit et al., 1996; Hays et al., 1990;
Kegeles et al., 1996; Meyer & Dean, 1995; Van de Ven, Noble et al., 1997;
Vincke et al., 1997).
A limited number of studies have investigated the situational and psycho-
social factors that may explain unprotected sexual behavior among young
gay men. Factors that have been identified include a positive attitude
towards anal sex (De Vroome et al., 1995; Hays et al., 1990; Van de Ven,
Campbell et al., 1997), gratification from unprotected anal sex (Hays et al.,
1997), a negative attitude towards condoms (De Vroome et al., 1995; Van
de Ven, Campbell et al., 1997), low self-efficacy regarding avoiding unpro-
tected sex (Rotheram-Borus et al., 1995), and poor sexual communication
skills (Gold & Skinner, 1992; Hays et al., 1997). The factors that have been
found to relate to safe and unprotected sex are mostly derived from prevail-
ing theoretical models that explain behavior and behavior change. These
models either focus on the role of knowledge (Fisher & Fisher, 1992), atti-
tudes and social norms (Fishbein & Ajzen, 1975), self-efficacy beliefs
(Bandura, 1997), or a combination of these factors (Ajzen, 1991; Fisher &
Fisher, 1992).

In the Netherlands a large number of HIV prevention activities have been
developed and implemented. These include brochures, outreach at gay
venues - such as bars, discos and cruising areas - and small-group activities
(Hospers & Blom, 1998). Small-group activities usually targeted the gay
population as a whole. The present study reports on the development and
evaluation of HIV prevention which we implemented in existing coming-out
groups for young gay men in the Netherlands.
Based on the available literature on determinants of safe and risk-taking
behavior, three different approaches were chosen to promote safe sex inten-
tions and behavior. The first program focused primarily on knowledge
transfer regarding HIV and AIDS, and influencing attitudes towards preven-
tive behavior. As Fisher and Fisher (1993) have argued, an information
intervention can remedy deficits in information about HIV transmission
issues. They stress that the information given has to be relevant for the



target group and relate to behavioral issues that concern target group mem-
bers. With respect to the attitudinal component of this program, theory
suggests that negative attitudes can be weakened by providing strong and
cogent arguments (Ajzen & Fishbein, 1980; Petty & Cacioppo, 1986). This
program also reflects to a large extent the content of brochures that are
made for young gay men in the Netherlands. The second program was a
skills training program that was intended to promote safe sex communica-
tion and negotiation skills. Skills training programs have proven to be effec-
tive among older gay men (Kalichman & Hospers, 1997), and focus on an
important determinant of risk-taking behavior of young gay men. The third
program was built around the concept of 'anticipated regret' (Richard, Van
der Pligt & De Vries, 1995). Central in this approach is the assumption that
inducing anticipated negative affective consequences of unsafe sex leads to
more positive safe sex intentions and safer sex behavior. An experimental
study among heterosexual adolescents (Richard et al., 1995) has shown that
subjects who were asked to imagine which negative emotions they would
feel if they had not used a condom showed a significantly higher intention
to use condoms directly after the experiment, compared to a control group.
Furthermore, a follow-up showed that subjects in the experimental group
engaged in significantly less risk behavior than sexually active subjects in
the control condition.

The content of the three programs is described in detail in the method sec-
tion. The main hypothesis in this study was that the three interventions
would significantly increase condom use intentions and condom use beha-
vior compared to a waiting-list control group.

METHOD

Recruitment

In the Netherlands, young gay men may join coming-out support groups
from two national organizations. In addition, in some larger cities there are
independent gay youth groups who organize coming-out support groups. In
total there are approximately 45 of these support groups in the Netherlands.
These groups, comprising 6 to 12 individuals, meet regularly - in most
cases once a month - to share and discuss issues that are related to homo-
sexuality, such as coming-out, meeting other homosexual men, relation-
ships, et cetera. Each group is facilitated by a trained gay volunteer.
The invitation to participate in the study was sent to all group facilitators.
Group facilitators were informed that their group could participate in a 3-



hour experimental HIV prevention program especially designed for young
gay men at one of their regular meetings. It was further explained that there
were three different programs and a waiting-list control group and that
groups which agreed to participate would be randomly assigned to one of
the programs or the waiting-list control group, and that the participants

1(6 would be asked to complete anonymous pretest and posttest questionnaires.
The waiting-list control groups received one of the three programs after
completion of the posttest questionnaires. - :u •-.-•? c .̂ .• .-.. •>
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After consulting their group members, facihtators contacted the HIV preven-
tion office of the SAD-Schorer Foundation (the Dutch gay and lesbian sup-
port organization) for scheduling a program date. The groups were
randomly assigned to one of the four study conditions by administrators of
the SAD-Schorer Foundation.

P r o g r a m d e v e l o p m e n t . -• . .-••;- •

Based on the theoretical considerations that were outlined in the introduc-
tion, three different programs were developed by the research team in co-
operation with HTV prevention experts of the SAD-Schorer Foundation. Each
program was delivered by an experienced trainer.
Program 1 focused primarily on knowledge transfer regarding HTV and AIDS,
and influencing attitudes towards preventive behavior. In the first part of
the program, the trainer provided an up-to-date overview of medical and
epidemiological aspects of HTV and AIDS, and explained the HIV transmission
mechanism and its connection with sexual risk behaviors. Furthermore, he
explained preventive options, including the protective effect of condom use.
After the overview, participants could ask questions, and were stimulated to
express and discuss uncertainties, doubts, and opinions about several pre-
ventive strategies. In doing so, participants were stimulated to draw from
their personal experiences with safe and risky sexual behavior. The trainer
provided arguments for safe sex behavior when participants expressed nega-
tive attitudes toward aspects of preventive behavior and reinforced positive
arguments that participants gave during the discussion. Finally, participants
were invited by the trainer to express and discuss future safe sex intentions.
Program 2 started with a brief presentation on HIV and AIDS by the trainer,
and included an overview of risk behaviors and preventive measures.
Subsequently, the trainer explained the role that safe sex communication
and negotiation skills play in accomplishing safe sex intentions. Participants
were asked to name circumstances under which they had experienced diffi-



culties with practicing safe sex. Participants without sexual experience were
asked to name circumstances that they imagined would be difficult. After
this the participants practiced in triplets — through role plays — communica-
tion and negotiation skills in a number of difficult situations. More specifi-
cally, participants were asked to resist pressure from a sexual partner to
engage in unsafe sex, to communicate their safe sex desires to a sexual part- j j 7
ner, and to handle a number of situations in which love, attraction or
sexual arousal were relevant threats to preventive behavior. Each triplet took
turns playing the roles of actor, sexual partner, and observer. Before the role
plays started the participants had received instructions how to effectively
provide feedback after role plays and had received feedback forms that sum-
marized the feedback categories and that had to be used during observation.
After each role play the actor received feedback from the observer and from
the trainer if he had been present at that particular role play. The programs
ended with the expression and subsequent discussion of future safe sex
intentions.
Program 3 also started with a brief presentation on HIV and AIDS by the trai-
ner. As in program 2, it included an overview of risk behaviors and preven-
tive measures. Core of program 3 was the introduction of anticipated regret
as a motivator for preventive action. First, participants were asked to men-
tally simulate a situation that would be threatening to their safe sex inten-
tions, and they had to write down specific circumstances of that situation
(e.g. Where would it take place? With whom? What would your feelings be
towards that partner?). Next, they were asked to express how they would
feel after they would have had unsafe sex in the situation that they had
described. After each, participant had told the group how he would feel after
unsafe sex, participants were given the opportunity to ask each other
questions, and discuss what had been said. Subsequently, participants were
asked to write down and later discuss the steps that they would have to take
to maintain sexually safe in high-risk situations. Subsequently, participants
were asked to imagine how they would feel afterwards if they would have
remained safe during the sexual encounter. The program ended with the
expression and subsequent discussion of future safe sex intentions.
A protocol was made for each program. The protocol described each pro-
gram component, the sequence of components, and the time that could be
spent to each component.

Trainers

Six young gay men were selected as trainers. All were experienced in HIV
education, had worked as facilitator or trainer with small groups, and had a
basic understanding of behavior change processes. The trainers were instruc-
ted during a two-day training program by the HTV training expert of the



SAD-Schorer Foundation, who acted as their supervisor during the whole
intervention period. First, they received detailed background information on
each program and its components. Subsequently, each program was then
taken through from beginning to end.
During the intervention period, each trainer could contact the supervisor for

118 additional information, instruction or support. In addition, three plenary
sessions with all trainers, the supervisor and the researchers were organized,
where the progress of the project was evaluated, and where the trainers
exchanged experiences, and received feedback or help on specific problems
that had arisen during program execution.

Effect evaluation questionnaires

A pretest questionnaire was handed out at the beginning of the group meet-
ings when the programs were run. A posttest questionnaire was sent to the
group facilitator three mondis after the program. The group facilitator was
responsible for handing out and collecting the questionnaires.
To enable matching pretest and posttest questionnaires, respondents were
asked to provide the first letter of their first name, the first letter of the city
of birth, and the month and year of birth.
In the pretest questionnaire, respondents had to indicate their age, educa-
tional level, religious affiliation, and household situation. Next, subjects
were asked to respond to questions regarding their sexual history, including
age at first sexual encounter, age at first experience with anal sex, number
of life-time partners, and HIV test taking and HTV test results.
In both the pretest and posttest questionnaires, subjects were asked to pro-
vide a detailed description of their sexual activity in the preceding three
months with primary and casual partners, including information on the fre-
quency of engaging insertive and receptive anal sex, and for both behaviors
an estimate of the frequency of condom use. Men who reported primary
partners were asked whether or not their partner had had an HIV test, and
whether they knew the test result. The questionnaire also asked information
on the type of agreement the couple had regarding sex with casual partners
(no agreement, monogamous, open without anal sex, open with anal sex).
Finally, subjects with a primary partner were asked to rate their intention to
use condoms for anal sex with their primary partner on a 7-point scale
(l=low intention, 7=high intention). Respondents without a primary part-
ner at pretest and/or posttest were asked the same intention, but for a
future primary partner. All respondents were asked their intentions to use
condoms with casual partners.



Process evaluation questionnaire

At the end of the program, trainers, participants, and group facilitators
completed a process evaluation questionnaire. Trainers were asked whether
the sequence of the program components was delivered as intended, and
whether the time spent at each component was within the advised time
frame.
Participants were asked to rate on 3-point scales whether the information
the trainers gave was credible, whether the trainers encouraged respondents
to ask questions, and whether the intervention had been useful and had met
their expectations.
Both participants and group facilitators were asked to evaluate seven trainer
characteristics on 5-point scales (not serious-serious, impersonal-personal,
indirect-direct, unpleasant-pleasant, not imposing-imposing, uninformed-
knowledgeable, casual-formal).
Group facilitators were asked to rate their group on a number of communi-
cative variables at the beginning and at the end of the program on 5-point
scales (silent-talkative, uninterested-interested, skeptical-accepting, tense-
relaxed, indolent-lively, not responsive-responsive). Finally, group facilita-
tors were asked to rate the compatibility between group, program, and
trainer on 10-point scales.

RESULTS

Respondents

A total of 33 support groups participated in the study, and 282 young gay
men completed the pretest questionnaire. Respondents mean age was 25.2
(sd: 3.5). Almost half (47.7%) of the respondents reported to be religious
(45.5% catholic, 35.7% protestant, 18.8% other). The majority (61.6%) had
a high educational level (university/college), 27.5% a medium educational
level (higher secondary high school/vocational training), and 10.8% a low
educational level (elementary school/lower secondary school). Twenty-seven
per cent lived with their parents, 29.0% lived in student houses, 39.9% lived
on their own, and 7.1% lived together with their primary partner.
The posttest questionnaire was returned by 223 men (response rate: 79.1%).
Comparing men who completed both questionnaires with men who did not
return the posttest questionnaire yielded no statistically significant differences
in age, educational level, or household situation. A higher proportion of non-
responders reported to be religious (65.5% vs. 43.0%, x*0)=9.3, p<.01).



Three respondents were excluded from the analyses because of missing
values on essential variables. The breakdown of the remaining 220 respon-
dents to programs was as follows: 49 in the Waiting-list Control Group
(WLC), 56 in the Information Program (IP), 53 in the Skills Program (SP),
and 62 in the Anticipated Regret Program (ARP).
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Sexual history

One in ten respondents had no experience with sex with men (see Table
8.1). Sexually experienced men reported a mean of 22.1 lifetime sex part-
ners (sd: 54.6, median: 6, range 1-500). Among sexually experienced men,
66.2% reported any experience with anal sex. A higher proportion of men
in relationships had experience with anal sex compared to single men
(77.7% vs. 48.7%, x*0) = 19.5, p<.001). Among men who had experience
with anal sex, 35.1% reported that they had always used condoms with anal
sex, 53.4% inconsistent, and 11.5% never. Consistency of condom use was
unrelated to age, relationship status, and educational level. One in four
(23.3%) respondents had ever conducted an HTV test. All test results were
reported to be negative.

Casual partners

About one third of respondents (35.5%) reported sex with casual partners
in the three months preceding assessment (see Table 8.1).
The mean number of casual sex partners in that period was 2.9 (sd: 3.1,
median: 2, range 1-20). Among men with casual partners, 23.1% reported
engaging in receptive and/or insertive anal sex with casual partners, and
20.5% reported being in a primary relationship. From the 18 men who
reported anal sex, 6 had not used condoms consistently.

Primary partner

Almost half (46.8%) of respondents reported that they were in a primary
relationship in the three months preceding assessment (see Table 8.1).
However, 30 primary relationships (29.1%) had ended at assessment. The
mean relationship duration of continuing relationships was 19 months (sd:
23.4, median: 12, range 1-132). One in three (35.6%) relationships lasted
less than six months. Having a primary partner was unrelated to age and
educational level.
Among men with a primary partner in the preceding three months
(N=103), 55 (53.4%) reported engaging in anal sex in the preceding three
months (69.1% insertive and receptive, 12.7% receptive only, 18.2% inser-
tive only). Of men who reported anal sex with their primary partner
(N=55), 34 (61.8%) had not consistently used condoms. However, six



Table 8.1 Sexual history and sexual behavior with casual and primary partners at

pretest.
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tfa 198(90.0%) 121

E x p e r i e n c e w i t h o n o / s e x ( N = / 9 8 ) • • - . ' . • . ; . '•' "'•' •- . - > ' • • > " •

No 67(33.8%)

ttS 131 (66.2%) . . - - . - >. ,,;;..... . •: - . ' >:•••:••••,'

Sex with cosua/portners preceding three months ( N = 78) .(•,. , :..

N o anal sex 60 (76 .9%) . . . •

Anal sex 18(23.1%) , • , -...•,.••<

- consistent condom use 12(66.6%) * • ; . : • : • _ ; < - •

- inconsistent condom use 6 ( 3 3 . 3 % ) ;-••••• . ; > - • » ;

Sex with primory portners preceding three months ( N = / 03)

N o anal sex 48 (46 .6%) , :. . . . . . . . . .

Anal sex 55 (53.4%)

- consistent condom use 21 (38 .2%)

- inconsistent condom use 34 (61.8%)

respondents who reported unprotected anal sex with their primary partner
also reported that they and their primary partner had taken an HTV test with
reported negative results. For these six men, unprotected anal sex with their
primary partner was coded safe. Thus, among men who engaged in anal sex
with their primary partner, the proportion of men who had unsafe sex (i.e.
unprotected anal sex without HIV tests) was 50.9%. For the remainder of
the results section pertaining to sex with primary partners we will focus on
unsafe sex instead of unprotected sex.
Unsafe sex with primary partners was related to relationship duration
(X^(l) = 7.7, p<.01): among men in shorter relationships (1-6 months),
14.3% reported unsafe sex, compared to 70.6% in longer-lasting relation-
ships (> 7 months). , . . . - . • • - .

Overall risk levels and behavioral intentions

Considering the total study population (N=220), 15% reported unsafe anal
sex at pretest (12.3% with primary partners, 2.3% with casual partners, and
0.5% with both primary and casual partners). These different proportions
for primary and casual partners are also reflected in the behavioral intention
measures. The mean intention to use condoms •with primary partners was



significantly lower than with casual partners (5.7 vs. 6.5; t(217)=7.3,
p<.001). Men with experience with anal sex had significantly lower inten-
tions than men without experience (5.4 vs. 6.2; t(216) = l 1.7, p<.001). The
condom use intention regarding casual partners was unrelated to experience
with anal sex.

122

Program effects: primary partner

Table 8.2 shows the changes with respect to sex with primary partners.
Among men who did not report anal sex at pretest (N=45), posttest data
show that 13 had split up, 20 had continued refraining from anal sex, 8
reported safe anal sex, and 4 reported unsafe anal sex. Among men who
reported safe anal sex at pretest (N=28), posttest data show that 6 had split
up, 3 reported no anal sex, 18 reported continued safe anal sex, and 1
reported unsafe anal sex. Finally, among men who reported unsafe anal sex
at pretest (N=30), posttest data show that 4 had split up, 2 reported no
anal sex, and 24 reported continued unsafe anal sex.
Nineteen men started a primary relationship between pretest and posttest.
Of these men, 13 reported no anal sex, 5 reported safe anal sex, and 1
reported unsafe anal sex at posttest.
To assess the effect of the intervention programs on sexual behavior with
primary partners, men were selected who reported a primary partner at pre-
test or posttest. A dichotomous change variable was created that differenti-
ated men who remained or became safe between pretest and posttest from
men who remained or became unsafe. Among these 122 men, 28 (23.0%)
remained or became unsafe with their primary partner (see Table 8.3).
Restricting the analysis to men who reported anal sex (N=76), 36.8%
remained or became unsafe. There were no significant differences in pro-
portions between intervention programs.
All respondents rated their behavioral intention to use condoms with pre-
sent or future primary partners. There was a mean 0.20 decrease (from 5.7
to 5.5) in this behavioral intention between pretest and posttest. The mean
intention change scores did not differentiate between programs.
Additional exploratory analyses were conducted to investigate whether chan-
ges in behavior or behavioral intentions could be explained by interactions
between intervention program and experience with anal sex or being in a
primary relationship or not. None of these analyses resulted in differential
effects in behavior or behavioral intentions that could be attributed to inter-
vention programs.
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Table 8.4 Risk behavior w i t h pr imary partners a t pretest and posttest ( N = 7 8 ) .
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Pretest

No anal sex

Safe anal sex

Unsafe anal sex

No primary

partner

16

1

0

\ i - •

No anal

26
4
2

Posttest

sex Safe anal sex

13
7
2

Unsafe anal sex

5
0
2

N

60
i2 ;
6

Table 8.5 Propor t ion of m e n who remained or became unsafe wi th casual partners

• • between pretest and posttest broken down by intervention program.

WLC IP SP ARP Total

Men with casual partners 9.5% 9.7% 13.6% 5.4% 9.0%

(N=lll)

Men practicing anal sex 25.0% 25.0% 23.1% 18.2% 22.7%

(N=44)

10 (9.0%) remained or became unsafe with casual partners (see Table 8.5).
Restricting the analysis to men who reported anal sex (N=44), 22.7%
remained or became unsafe. Again, there were no significant differences in
proportions between intervention programs.
The analysis on the change in behavioral intention to use condoms with
casual partners did not show a main effect of intervention program. Similar
to the analyses with primary partners, additional exploratory analysis were
conducted to investigate whether changes in behavior or behavioral inten-
tions could be explained by interactions between intervention program and
experience with anal sex or salience (i.e. reporting casual partners or not).
Entering experience with anal sex into the analysis resulted in a significant
interaction between intervention program and experience with anal sex
(F(3,214)=3.7, p<.05; see Table 8.6 for means).
Contrast analyses among men without experience with anal sex, with the
Waiting-list Control group as the reference category, showed a significant
overall main effect for intervention program (F(3,214)=3.7, p<.01). Only
the Skills Program differed significantly from the Waiting-list Control group
(t=2.1, p<.05). As can been seen in Table 8.6, especially the Skills Program
was responsible for an increase in the intention to use condoms with casual



Table 8.6 Change in behavioral intention to use condoms with casual partners bro-

ken down by intervention program and experience with anal sex.

Experience with ana/ sex

No

Tool

WLC

-.05

-.28

-.18

IP

-.36

+.24

.00

SP

+.60

-.06

+.19

ARP

-.15

+.26

+.13

Total

.00

+.07

+.04

partners. Similar contrast analyses among men who had experience with
anal sex resulted in a main effect of intervention program that was margin-
ally significant (F(3,214) = 2.1, p<.08). Among these men, the Information
Program and the Anticipated Regret Program differed significantly from the
Waiting-list Control group (t=2.1, p<.05, and t=2.3, p<.05 respectively).
Table 8.6 shows that the Information Program and the Anticipated Regret
Program resulted in an increase in behavioral intention whereas the Waiting
list Control group showed a decrease.

Process evaluation

At the end of each intervention program delivery, trainers, participants, and
group facilitators completed a process evaluation questionnaire. The data
from the trainers indicated that the sequence of program components was
delivered as intended, while the time spent at each component was in
almost all instances within the advised time frame. The only problem fre-
quently reported by trainers was that participants had to leave before the
end of the program (average 2 per group meeting).
The participants' data showed high appraisal for the intervention in terms of
usefulness (mean 2.4, range 1-3), and the extent to which programs met
expectations (mean 2.4, range 1-3).
The rating by participants and facilitators of trainer characteristics (not
serious-serious, impersonal-personal, indirect-direct, unpleasant-pleasant,
not imposing-imposing, uninformed-knowledgeable, casual-formal). All
characteristics were rated with a mean score of 4.0 or higher (range 1-5) in
the favorable direction, except the casual-formal measure which was rated
3.3. The information the trainers gave was rated very credible (mean 2.9,
range 1-3), and the trainers were evaluated very positive on facilitating
respondents to ask questions (mean 2.9, range 1-3).
The rating by group facilitators of communicative variables of their group at
the beginning and at the end of the program (silent-talkative, uninterested-



interested, skeptical-accepting, tense-relaxed, indolent-lively, not responsive-
responsive) , revealed that at the start of the program all measures scored
around the midpoint of the scale (3.0), with the exception of the uninter-
ested-interested measure which was rated 3.9. By the end of the program,
all measures except the uninterested-interested measure had significantly
increased with means around 4.0.
Finally, the rating by group facilitators of the compatibility between group,
program, and trainer, showed that the compatibility between group and
program was rated 7.2, between group and trainer 7.6, and between trainer
and program 7.8 (range 1-10).
For all evaluations in the program evaluation we checked - if applicable -
whether there were differences between trainers or programs. In no
instance these differences were found.

DISCUSSION -

This study implemented three different HIV prevention interventions for
young gay men who participated in coming-out groups in the Netherlands,
and aimed to increase condom use intentions and to reduce sexual risk
behavior. With respect to sex with primary partners none of the interven-
tions seemed to be effective in bringing about substantial changes in inten-
tions or sexual risk behavior. Only a few men actually changed their
behavior with primary partners between pretest and posttest, both in safe
and unsafe directions. Furthermore, the interventions did not result in
higher intentions to use condoms with primary partners. Yet, the results of
this study showed that many young gay men engage in unsafe sex with
their primary partners, hi addition, this study also showed that there was a
high turnover in primary relationships. In the six months that we measured,
half of the primary relationships had broken up. These results confirm the
concerns that other authors have expressed regarding elevated risks of HIV
transmission within primary relationships (Ekstrand, 1992; Gold, 1996).
It appears that in order to increase sexual safety within primary relation-
ships, other interventions are needed than the ones that were implemented
and evaluated in this study. Since coming-out groups comprised both men
with and without primary partners, the decision was made to address safe
sex issues in a general sense, without making a difference between sex with
primary partners and sex with casual partners. Hindsight suggests that
future interventions may want to focus more on sex with primary partners.
Interventions could explicitly focus on the ways young gay men change
from safe to unsafe sex in primary relationships and raise awareness of the



potential dangers of this process. Preparing young gay men for this process
may be an important component of future interventions. Also, motivating
young gay men to extend the period during which condoms are used for
anal sex may be an effective strategy to deal widi the high rate of unsafe
sex in young gay men's primary relationships. The observed resistance to
cognitive and behavioral change also suggest that future interventions may |27
need to take more time, and may benefit from targeting both partners
instead of only one of the two as was mosdy the case in the present study.
The finding that the probability of unsafe sexual behavior increases as rela-
tionships progress raises the question of the feasibility of a prevention mes-
sage that centers on condom use as the only strategy for protection. Several
authors have suggested that one may accept the apparently natural course of
many primary relationships towards unprotected sex and that prevention
should focus on increasing safety by guiding this process (Kippax et al.,
1997). This so-called 'negotiated safety' strategy advises men in primary
relationships who consider unprotected sex to conduct HIV tests, and to
negotiate and agree upon arrangements about sex within and outside the
relationship. At the end of this process men in Hiv-negative seroconcordant
relationships may decide to dispose of condoms for anal sex with their pri-
mary partner. At this time, little is known about the advantageous and dis-
advantageous effects of such a prevention strategy. Future research in
countries where this strategy has been implemented may answer the question
to what extent it is befitting young gay men's primary relationships.
The comparison of pretest with posttest measures shows that the majority of
men who reported casual partners (91%) had safe sex with these partners,
primarily through refraining from anal sex. Therefore, we were unable to
assess the effects of the interventions at a behavioral level. Since it is unlikely
that future studies among young gay men in coming-out groups in the
Nedierlands will be able to recruit more men dian were recruited in this
study, both a more simple experimental design (e.g. one intervention and
one control group) as well as longer follow-up periods to measure sexual
behavior with casual partners may allow evaluations at the behavioral level.
With respect to the behavioral intention to use condoms with casual part-
ners the study revealed that men who had no experience with anal sex
benefited from the intervention that focused on sexual communication
skills, while men with experience widi anal sex showed a marginally signif-
icant increase in their behavioral intention after exposure to the information
intervention and the anticipated regTet intervention. One possible explana-
tion for these differential effects may be diat men without experience with
anal sex can benefit more from communication skills training regarding
condom use with anal sex than men who have already been in situations
where these skills were needed. Men with experience widi anal sex benefi-
ted from die information intervention. It may be that this intervention
effectively addressed misperceptions about risk behaviors among men who



had experience with anal sex, while among men without experience with
anal sex, accurate knowledge may in fact have guided a decision not to
engage in anal sex. The finding that the anticipated regret intervention pri-
marily had an effect among men with experience with anal sex may be
understood from the perspective that these men were - through their expe-

128 rience — more able to envision an unsafe encounter and the negative emo-
tions that result from such an experience. However, these possible
explanations are speculative and should be tested in future research.
Another finding that is worth mentioning is that 10% of the respondents
had no experience with sex with men. This shows that - at least in the
Netherlands - self-identification as homosexual and acting upon that notion
by joining a coming-out group, not necessarily implies that one has sexual
experience with men. Furthermore, while studies among older gay men
usually show that almost all men have experience with anal sex (e.g. De
Wit & Van Griensven, 1994), the present study revealed that one third of
respondents had not yet engaged in anal sex. This relative inexperience
seems to be another argument to develop interventions specifically for this
target group. Those programs may include issues around the initiation of
sex with men and initiation of anal sex, especially in the context of primary
relationships.

The process evaluation showed satisfying ratings of program content and
program delivery. The trainers were seen as credible, and they were able to
create an atmosphere which allowed participants to speak freely about sensi-
tive issues.
A number of limitations of the present study are noteworthy. First, since we
recruited most of the existing coming-out groups the respondents are most
likely representative for young gay men who join these groups. However,
they are probably not representative for young gay men in general, which
limits generalizing these results to other subpopulations of young gay men.
Not only did most participants have a high educational level, they also were
motivated to join these coming-out groups to discuss issues and share expe-
riences regarding their homosexual feelings. Second, this study did not dis-
tinguish single men from men in primary relationships while hindsight
suggests that such a distinction might have been more effective in dealing
with particular safe sex issues related to sex with primary partners and to
sex with casual partners. Finally, the relatively low level of unsafe sex with
casual partners did not permit conclusions about the behavioral effects of
the interventions. Notwithstanding these limitations, we believe that the
results of this study can stimulate future research and practice that aims at
curtailing the spread of HIV among young gay men.
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SUMMARY . , , . . . . . . . . . . . ,,,;,

Almost 5000 people have been diagnosed with AIDS in the Netherlands
since 1982. The majority of these people became infected with the Human
Immunodeficiency Virus (HIV) through homosexual behavior. Despite consi-
derable progress, no vaccine has yet been found, nor are there pharmaceuti- J41
cals available that can cure HIV infection. Therefore, prevention of HIV
infection is still of great importance. Homosexual men in the Netherlands
have been intensively educated on HTV and AIDS and have been motivated to
maintain safe sexual behavior. The design of prevention activities combines
insights from research on determinants of sexual risk behavior and the
effectiveness of prevention interventions. Understanding and changing
sexual risk behavior of men who have sex with men is the subject of this
thesis.

Chapter 1 gives an overview of the research in this area. After a concise
description of epidemiological developments, a summary is provided of the
research into the determinants of safe and risk-taking sexual behavior of
homosexual men. This relates to the results that are described in Chapters 2
through 5. Next, a description of the research described in Chapters 6
through 8 is given, all of which are related to prevention interventions.
Chapter 1 concludes with a description of the areas of interest for the future
regarding the study of behavioral determinants and the study of interven-
tions that aim at changing risk behavior.
Chapter 2 is an inventory of the research into determinants of sexual risk
behavior among homosexual men. This inventory showed that demographic
variables have little predictive value concerning risk behavior. Hiv/AIDS
knowledge and risk perception also contribute little to the prediction of risk
behavior. The study did find that men have more unsafe sex with primary
partners than with casual partners. In addition, a number of cognitive varia-
bles were identified that were related to unsafe sexual behavior, namely a
negative attitude and social norm regarding condom use and low self-effi-
cacy regarding condom use.

Chapter 3 reports on focus group interviews that were held with men who
had engaged in risky sexual behavior. The interviews confirm the findings
from Chapter 2 to a large extent. In addition, it was found that a number of
men stated that sex was a means of alleviating negative mood states and that
the importance of keeping sex safe was secondary to that. Also, a number
of men stated that they found it increasingly difficult to maintain safe sex
behavior in all instances with all sex partners.
Over the past years the question has been raised whether or not behavioral
determinants of young gay men differed substantially from those of their
older counterparts. Chapter 4 describes a study into sexual behavior and its
determinants among 154 young gay men. It was noteworthy that few
respondents engaged in risk-taking behavior with casual partners. However,



unsafe sex with primary partners was found to be more frequent. The anal-
yses showed that these young gay men stopped using condoms relatively
early in their primary relationships without being aware of the HIV status of
their partner. Also, it was found that primary relationships were relatively
unstable: in the three months preceding assessment, one in five primary
relationships ended.
In Chapter 5 a study is reported that researched 88 young gay men who
were not involved in a primary relationship at that time. A distinction was
made between men who had a high intention to use condoms with a new
sexual partner and men who had a lower intention to do so. It was found
that perceived self-efficacy, in particular, differentiated between these two
groups. Further analyses looked in detail at different self-efficacy domains. It
was found that especially men with a lower intention to use condoms
reported poorer skills for resisting pressure from a sexual partner to engage
in unprotected anal sex. They also found it more difficult to have safe sex
when they were under the influence of alcohol or drugs and when they
were physically or emotionally attracted to a new sex partner. Self-efficacy
ratings regarding condom use skills and sexual communication skills regar-
ding condom use contributed to a lesser extent to the explanation of inten-
tional differences.
Chapter 6 is a detailed overview of HIV prevention activities developed
between 1983 and 1993 for homosexual men in the Netherlands. The
chapter describes the HIV policy development and gives a description of
written materials, small-group interventions and outreach activities. The lack
of effect evaluations made it difficult to assess the effectiveness of the pre-
vention activities.
Chapter 7 describes the evaluation of prevention activities at cruising areas
for men who have sex with men. The data from 362 respondents showed
relatively high levels of risk-taking behavior: almost 20% of respondents
reported one or more instances of unsafe sex at cruising areas in the year
that was studied. Secondly, men who had had a conversation with an HIV
prevention volunteer were less likely to have engaged in unprotected sex
than men who had never been in touch with a volunteer. Thirdly, men
who reported that they also had sex with women were more likely to
engage in risk-taking behavior at cruising areas than men who only had sex
with men. Finally, this study showed that behaviorally bisexual men repor-
ted few ties with the gay community and also indicated that they hardly
ever had been exposed to prevention materials that were developed for
homosexual men.

The final chapter reports on an intervention study that was developed for
coming-out groups for young gay men. Three different types of interven-
tions were tested. The first intervention focused on providing and discus-
sing information on HIV risks and on positively influencing attitudes
regarding condom use. The second intervention comprised a skills training



that used roll plays 10 practice a number of high-risk situations. Especially
communication with sex partners about safe sex as well as skills to resist
pressures from sex partners to engage in unsafe sex were practiced in the
skills training intervention. The third intervention used mental simulation
techniques and asked participants to imagine the emotions that they would
experience if they would have had unsafe sex. Other research had found 143
that this procedure induced so-called anticipated regret which in turn had
positive effects on safe sex behavior. Next, participants were asked to for-
mulate strategies to maintain safe sex intentions in high-risk situations.
The comparison of the pretest with the posttest showed that, in relation to a
waiting list control group, no changes could be observed in the reported
sexual behavior with primary partners, despite high levels of unsafe sexual
behavior with primary partners. Also, no changes were observed in behav-
ioral determinants that were related to sexual behavior with primary part-
ners. Unsafe sex with casual partners was rare. The interventions did have a
positive effect on the intention to use condoms with future casual partners.
Men who had experience with anal sex in the Information intervention and
the Anticipated Regret intervention had significantly higher intentions com-
pared to the waiting list control group. The same was found for men wit-
hout experience with anal sex who participated in the Skills Training
intervention. This study also found that primary relationships of young gay
men were relatively unstable. Half of the primary relationships that existed
at pretest had ended 6 months later. This finding, in combination with the
observation that condoms are disposed of relatively early in many primary
relationships, leads to the conclusion that interventions are needed which
focus more on primary relationships.



SAMENVATTING "'

Skids 1982 is bij bijna 5000 mensen in Nederland de diagnose AIDS gesteld.
Het merendeel van deze mensen was geinfecteerd geraakt met het Humaan
Immunodeficientie Virus (HTV) via homoseksueel gedrag. Alhoewel er grote

144 vorderingen zijn gemaakt, is er op dit moment nog geen vaccin tegen HTV-
infectie noch zijn er farmaceutica die HTV-infectie geheel genezen. Daardoor
is het van groot belang te voorkomen dat mensen met HTV geinfecteerd
raken. In Nederland zijn en worden homoseksuele mannen intensief voor-
gelicht over HTV en AIDS en worden zij gemotiveerd om veilig te vrijen. Bij
het vormgeven van deze preventie-activiteiten wordt gebruik gemaakt van
inzichten uit onderzoek naar determinanten van seksueel risicogedrag en
naar resultaten van onderzoek naar de effectiviteit van preventieve interven-
ties. Het begrijpen en veranderen van seksueel risicogedrag van mannen die
seks hebben met mannen vormt het onderwerp van dit proefschrift.
Hoofdstuk 1 geeft een overzicht van het onderzoek op dit terrein. Naast een
beknopt overzicht van epidemiologische ontwikkelingen aangaande HIV/AIDS
wordt een samenvatting gegeven van het onderzoek naar determinanten van
veilig en risicovol seksueel gedrag van homoseksuele mannen. De resultaten
uit de Hoofdstukken 2 tot en met 5 komen hier aan de orde, aangevuld met
recente inzichten uit het onderzoek van collega-onderzoekers. Vervolgens
wordt het onderzoek naar HIV-preventie interventies beschreven. De resulta-
ten uit de Hoofdstukken 6 tot en met 8 vormen de basis van deze beschrij-
ving, wederom aangevuld met recente onderzoeksresultaten van collega's.
Het hoofdstuk besluit met een beschrijving van de gebieden waarop het
onderzoek naar gedragsdeterminanten en gedragsbeinvloeding zich - ons
inziens — in de toekomst zou moeten concentreren.

Hoofdstuk 2 is een inventarisatie naar determinanten van seksueel risico-
gedrag bij homoseksuele mannen. Uit deze inventarisatie blijkt ten eerste
dat demografische variabelen weinig voorspellende waarde hebben als het
gaat om risicogedrag. Ook kermis over HIV en AIDS en risicoperceptie
hebben weinig voorspellende waarde. Wei blijkt dat mannen meer onveilige
seks hebben met hun vaste partner. Tevens blijkt dat een aantal cognitieve
variabelen, te weten een negatieve attitude en sociale norm ten aanzien van
condoomgebruik en een lage eigen-effectiviteit ten aanzien van condoomge-
bruik gerelateerd zijn aan onveilig seksueel gedrag.

In Hoofdstuk 3 wordt verslag gedaan van focusgroep-interviews die zijn
gehouden met mannen die zich seksueel risicovol hadden gedragen. Deze
interviews bevestigen grotendeels de resultaten van de literatuurstudie in
Hoofdstuk 2. Daarnaast viel op dat een aantal mannen aangaf dat seks een
middel was om iets te doen aan negatieve gemoedstoestanden en dat het
belang van veilige seks daaraan secundair was. Tevens gaf een aantal
mannen aan het in toenemende mate moeilijk te vinden om altijd en met
iedereen veilig te vrijen.



In de afgelopen jaren is meermalen de vraag gesteld of bij jonge homo-
seksuele mannen andere gedragsdeterminanten van belang waren dan bij
oudere homoseksuele mannen. Hoofdstuk 4 beschrijft een onderzoek naar
het seksuele gedrag en determinanten van dat gedrag onder 154 homojon-
geren. Opvallend was dat er weinig risicogedrag plaatsvond met incidentele
sekspartners. Daarentegen kwam onveilige seks met vaste partners veel voor. MS
Uit nadere analyses bleek dat deze jonge homoseksuele mannen relatief snel
stopten met condoomgebruik (of er niet eens aan beginnen) zonder dat zij
op de hoogte zijn van de HIV-status van hun vaste partner. Tevens viel op
dat de vaste relaties relatief instabiel waren: in de drie maanden die onder-
zocht werden, eindigde een op de vijf vaste relaties.
In Hoofdstuk 5 wordt verslag gedaan van een onderzoek onder 88 jonge
homomannen die ten tijde van het onderzoek geen vaste relatie hadden.
Daarbij werd een onderscheid gemaakt tussen mannen die een hoge intentie
hadden om condooms te gebruiken met een nieuwe sekspartner en mannen
die een lagere intentie hadden. Het bleek dat met name eigen-effectiviteit
tussen deze twee groepen differentieerde. Vervolgens werd gedetailleerd
gekeken naar eigen-effectiviteit-domeinen. Mannen met een lagere intentie
hadden met name een lagere inschatting van hun vaardigheden om weer-
stand te bieden tegen druk van een sekspartner om onbeschermde anale seks
te hebben. Ook dachten zij het moeilijker te vinden om veilig te vrijen als
zij alcohol of drugs hadden gebruikt, of als zij zich fysiek of emotioneel
aangetrokken voelden tot een nieuwe sekspartner. De inschattingen van
vaardigheden met betrekking tot het gebruiken van condooms alsmede
communicatieve vaardigheden betreffende condoomgebruik hadden een
kleiner onderscheidend vermogen.

Hoofdstuk 6 is een gedetailleerde beschrijving van de HIV-preventie activi-
teiten die tussen 1983 en 1993 in Nederland zijn ontwikkeld voor de doel-
groep homoseksuele mannen. Er wordt een beschrijving gegeven van de
ontwikkelingen in het preventiebeleid, van het schriftelijk voorlichtings-
materiaal, van de voorlichtingsactiviteiten voor groepen en van de outreach-
activiteiten. Omdat er in het verleden weinig onderzoek naar is gedaan,
konden nauwelijks conclusies worden getrokken over de effectiviteit van de
preventie-activiteiten.

In Hoofdstuk 7 wordt de evaluatie beschreven van de voorlichting op ont-
moetingsplaatsen (zogenaamde banen) van mannen die seks hebben met
mannen. Uit de gegevens van 362 respondenten bleek ten eerste dat er rela-
tief veel risicogedrag op banen plaatsvindt: bijna 20% van de respondenten
rapporteert een of meerdere keren onveilig te hebben gevreeen op banen in
het jaar van onderzoek. Ten tweede bleek dat mannen die met een HTV-pre-
ventie vrijwilliger hadden gesproken, minder risicogedrag vertoond hadden
dan mannen die nooit in aanraking waren geweest met een vrijwilliger. Ten
derde bleken mannen die ook seks met vrouwen hadden, meer risico's te
nemen op de baan dan mannen die alleen met mannen seks hadden. Tot



slot bleek uit dit onderzoek dat de mannen die zowel met mannen als vrou-
wen seks hadden, weinig banden te hebben met de homogemeenschap en
ook aangaven dat zij weinig in aanraking waren geweest met voorlichtings-
materiaal dat voor homoseksuele mannen is ontwikkeld.
In het laatste hoofdstuk wordt verslag gedaan van een interventie-onderzoek
bij homojongerengroepen. Er werden bij deze doelgroep drie typen inter-
venties uitgevoerd. De eerste interventie richtte zich op het geven en
bespreken van juiste informatie over HIV-risico's en op het positief beinvloe-
den van de attitude ten aanzien van condoomgebruik. De tweede interventie
was een vaardigheidstraining waarin - via rollenspelen - werd geoefend
hoe men in een aantal moeilijke situaties veilig kon blijven vrijen. Met
name communicatie met een sekspartner over veilig vrijen en vaardigheden
om druk van een sekspartner te weerstaan om onveilige seks te hebben,
vormden de belangrijkste ingredienten van deze interventie. In de derde
interventie werd via mentale simulatietechnieken aan de deehiemers
gevraagd zich een voorstelling te maken van de emoties die ze zouden erva-
ren als ze een keer onveilige seks zouden hebben gehad in voor hun hoog-
risico situaties. Uit eerder onderzoek was gebleken dat deze inductie van
zogenaamde geanticipeerde spijt, positieve effecten had op veilig-vrijgedrag.
Vervolgens werd de deelnemers gevraagd naar strategieen om veilig te blij-
ven vrijen in hoog-risico situaties. De vergelijking van de voormeting met
de nameting het zien dat er - ten opzichte van de wachtlijstcontrolegroep -
geen veranderingen waren in het gerapporteerd seksuele gedrag met vaste
partners. Dit terwijl onveilig gedrag met vaste partners veel voorkwam. Ook
waren er geen veranderingen in de aan het seksuele gedrag met vaste part-
ners gerelateerde gedragsdeterminanten. Onveilig seksueel gedrag met inci-
dentele sekspartners kwam in deze groep nauwelijks voor. Er waren wel
effecten van de interventies op de intentie om in de toekomst condooms te
gebruiken met losse sekspartners. Deze intentie was voor mannen die erva-
ring hadden met anale seks uit de Informatie-interventie en de
Geanticipeerde Spijt-interventie, significant hoger ten opzichte van de
wachtlijst-controlegroep. Hetzelfde gold voor mannen zonder ervaring met
anale seks die aan de Vaardigheden-interventie hadden deelgenomen. Ook
in dit onderzoek werd gevonden dat vaste relaties onder jonge homoseksu-
ele mannen relatief instabiel zijn. De helft van de op de voormeting
bestaande vaste relaties waren 6 maanden later beeindigd. Deze bevinding,
gekoppeld aan de wetenschap dat er relatief snel in vaste relaties onbe-
schermd gevreeen wordt, vraagt om interventies die zich meer richten op
vaste relaties.



ACKNOWLEDGEMENTS

The following people and organizations have played an indispensable role
in allowing me to conduct my research and write this thesis. Many thanks!

AIDS Fonds "'"• ' ' " ' ' "''* *•'•*"•' '• 147
C o r B l o m ' - • ^ ' • • ' ' - • T • • - ' • > ' - •" •""' • . ^ : - - • - - • , , . - , . ; > ,-. , • «

H a n s B r u g •'" ; -
Mat t C o m m e r s ; . ! . - . * , . : • • ) • : - •
A n o u k C u i j p e r s • >•• *•••.••- > : - ; ^ •.-.•.• - c . - i

W i l l e m D e b e t s ' ' '•''•^-••' -' * •-"''•• "̂ ' ^ ^ ^ : ^ ^ - ^ ^ - ^ h t s

M a r i a J a n s e n ' " ' • • ^-" -'"•• • ; - ' ' ' - ;;•' ' • • • ' - = - - > - ' . - : ^ ^ ! • ' < « • > •

M a r c J a n s s e n ' ' ' ' ' " ' • • ' • ' ' • * • " -- • ' • ' " - < • ••'•••; ••• • • • • . . & ; • . ; "-'-••:• ; - - " . • . • ; • - • • • » ; •

G e r j o K o k ' " * ' " " . - . < • • - . , . . . • • • • - - - . ^ i i ;•••••«•;?• ,-•;; i ; - -

S j a a k M o l e n a a r " ' " ' ' " ' ^ ' ' " ^ '" ' • ' ' " ' • • ^ ^ ' - •'•'• •• > . > - ; , . » ' • * , . - i ; . • ••;. :•,• -

N o r a O o s t i n g "' ^ " H - ? - . . . ? - , •. .• . / • : ; „ • :«r_. . \ , . - > - v . • . - . , ;

Guy and Sherry Parcel ' "" ' ' ' " ' " ^ ' ' • "' •
Michael Ross .;•• : > - n - ^ P ^ , ; . . , V * - ^- '; >., -

SAD-Schorerstichring

Herman Schaalma

Wolfgang Stroebe

John de Wit



,; •;. -• ••• , r , - " i i W

; . * . - . , *'.-.•*j :



CURRICULUM VlTAE

Harm Hospers werd op 31 mei 1957 geboren in Maastricht. In 1977
behaalde hij het vwo diploma aan de Nijmeegse Scholengemeenschap. In
1978 startte hij zijn studie psychologie aan de Rijksuniversiteit Groningen.
In 1985 kwam hij naar de vakgroep Gezondheidsvoorlichting van de J49
Rijksuniversiteit Iimburg om de medewerkers van de vakgroep te onder-
steunen bij hun onderzoek. In 1988 studeerde hij aan de Rijksuniversiteit
Groningen af in de richting persoonlijkheidspsychologie. In 1989 was hij
werkzaam bij de vakgroep Health Behavior and Health Education aan de
universiteit van North Carolina in Chapel Hill, waar hij verantwoordelijk
was voor de uitvoering van een project op het gebied van "tailoring" (voor-
lichting op maat) met betrekking tot borstkanker- en baarmoederhalsscree-
ning Van 1990 tot 1999 was hij werkzaam als universitair docent bij de
vakgroep Gezondheidsvoorlichting. In 1992 startten de onderzoeken op het
gebied van HTV-preventie die in dit proefschrift worden beschreven. Vanaf
augustus 1999 is hij werkzaam als universitair docent bij de capaciteitsgroep
Experimentele Psychologie, Faculteit der Psychologie van de Universiteit
Maastricht.






