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Chapter 1 Introduction 

Since the outbreak of the human immunodeficiency virus (HIV), 
millions of people worldwide have been infected with HIV. In 2007, an 
estimated 2.5 million people acquired HIV and by the end of 2007 an 
estimated 33.2 million people were living with HIV [1]. Although the 
global number of people living with HIV is increasing because of 
ongoing accumulation of new HIV-infections with longer survival 
times, the global prevalence of HIV-infection has leveled off in recent 
years [1]. In most industrialized countries, important risk groups are 
people who have unprotected sexual intercourse and injecting drug 
users (IDUs) who share contaminated needles. The predominant risk 
group among people who have unprotected sexual intercourse is men 
who have sex with men (MSM). Therefore, interventions are needed to 
encourage MSM to always practice safe sex. A better understanding of 
the reasons why MSM engage in sexual risk behavior may guide the 
development of these interventions. The focus of the present thesis is 
on young MSM, and more specifically on young MSM who are in the 
midst of their coming-out. The aim of the present thesis is to describe 
the results of Outcomes, an online cohort on coming-out and sexual 
risk behavior of young MSM who were - at study entry - in the midst 
of their coming-out. The primary focus of the present thesis will be on 
sexual risk behavior of young MSM. Next to sexual health, a second 
health problem among MSM is mental health problems as a result of 
belonging to a sexual minority (see for a review [2]). Therefore, the 
secondary focus of this thesis will be on mental health outcomes (i.e. 
depressive symptoms) in young MSM. Before providing an outline of 
the present thesis, a brief overview of the Outcomes project will be 
presented. 
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8  Chapter 1 

HIV-epidemic 

In the Netherlands, the HIV-epidemic is predominantly among men, 
especially among men who have sex with men (MSM). The proportion 
of MSM in the annual number of newly diagnosed men with HIV 
decreased from 58% in 1996 to 44% in 2003; thereafter it increased 
again to 69% in 2008 [3]. Thus, in the Netherlands, MSM are the 
most important risk group for HIV-infection. There is a growing body 
of literature that suggests that younger age is an important risk factor 
for HIV-infection among MSM [4-6]. Most researchers refer to 
younger age as MSM younger than 25 years of age. In the United 
States, the Centre for Disease Control (CDC) monitors rates of HIV-
infections among MSM and a recent surveillance report showed that 
the number of YMSM infected with HIV is increasing, especially 
among black YMSM [4]. Similar rises in HIV-infections among YMSM 
has been observed in other Western countries [7-9]. In the Netherlands, 
no specific data is available on HIV-infections among YMSM. 
However, recent Dutch MSM Monitoring studies showed that of the 
MSM who indicated they are HIV-positive, about 5% is younger than 
25 years of age [5, 6]. 

The main route of transmission among MSM is through 
unprotected anal intercourse (UAI). It is assumed that unprotected oral 
sex also may also facilitate HIV-transmission but the HIV-transmission 
risk through unprotected oral intercourse is negligible. In order to 
control the spread of HIV and other STIs, interventions promoting 
safer sexual behaviors must be developed. The development of effective 
interventions requires a thorough understanding of the problem 
behavior (i.e. unprotected anal intercourse), the target group 
performing the behavior, and the determinants of the problem 
behavior. The target group in the present thesis is YMSM who are in 
the midst of their coming-out process. There are two important yet 
distinct reasons why we focus on YMSM in the midst of their coming-
out. First, most coming-out models assume that YMSM will have their 
sexual debut at some point during their coming-out [10-13]. Second, as 
already noted above, young age is usually found to be a risk factor for 
sexual risk-taking behavior. Therefore, it is important to provide 

Thesis_Franssens_v3.pdf   8 13-11-2009   8:58:10



Introduction  9 

YMSM as early as possible (i.e. during their sexual debut) with 
adequate knowledge and skills regarding safe sexual behavior. 

Coming-out 

The coming-out process refers to the sexual identity development of 
lesbians, gays and bisexuals [11, 12, 14-17]. In general, identity 
development begins with first awareness of same-sex attractions and 
continues until the individual develops an integrated sense of self as a 
person with a gay, lesbian or bisexual orientation. Other critical stages 
include disclosure of sexual identity to others (also referred to as 
coming-out), first sexual experience with a same-sex partner, and self-
acceptance and self-labeling as gay, lesbian or bisexual. Earlier models 
on the coming-out process hypothesized that progression through these 
developmental stages occurs in a linear fashion which means that an 
individual can only progress to the next stage after completion of the 
previous stage [see for overview 18]. For example, these linear models 
posit that the first sexual experience with a same-sex partner will occur 
after the disclosure of sexual identity to others. Recently, linear models 
have been criticized for failing to recognize the variability in the 
coming-out process [16, 17]. For example, research has shown that 
whereas some gay men report their first same-sex sexual experience 
prior to disclosing their sexual identity, others report disclosing their 
sexual identity prior to their first sexual contact with same-sex partners 
[10, 13, 19].  

Relatively little research has been conducted on the association 
between sexual risk behavior and the coming-out process with most 
research focusing on the timing of the coming-out stages (i.e. first 
same-sex experience before or after first disclosure of sexual identity). 
For example, some studies showed that MSM who had a sex-centered 
coming-out (i.e. their first same-sex sexual experience before their first 
disclosure of their sexual identity) report more lifetime male sex 
partners and more UAI compared to MSM who had an identity-
centered coming-out (i.e. first same-sex experience after their first 
disclosure) [10, 13]. Other studies did not observe such an association 
between coming-out sequence and sexual risk behavior [20, 21]. There 
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10  Chapter 1 

is little behavioral data available on the sexual debut of YMSM or on 
sexual risk behavior of YMSM who are in their coming-out process. It 
should be noted that the aim of the present thesis is not to test 
associations between the coming-out process (i.e. the various 
developmental stages) and sexual risk behavior but to provide insight 
into the sexual (risk) behaviors of YMSM who are in the midst of their 
coming-out. 

Determinants of sexual risk behavior of MSM 

In order to guide the development of interventions promoting safer sex 
among MSM, the determinants of sexual risk behavior and condom 
use have to be known [22]. In general, these determinants can be 
divided into behavioral and social-cognitive determinants derived from 
social-cognitive theories. Based on previous research on sexual risk 
behaviors of MSM in the Netherlands [5, 6, 23], several behavioral 
factors were identified and incorporated in the present research. Most 
noteworthy are relationship status, number of lifetime same-sex 
partners, and HIV-testing. The social-cognitive determinants were 
derived from social-cognitive theories. 

Several social-cognitive theories have been used to explain sexual 
risk behavior in MSM, most prominently the Theory of Reasoned 
Action (TRA; [24]) and the Planned Behavior (TPB; [25]), and more 
recently the reasoned action approach [26]. The TRA assumes that an 
individual’s behavior is influenced by his intention to perform a 
particular behavior. For example, the TRA assumes that MSM who 
intend to use condoms when having anal intercourse are more likely to 
actually use condoms during anal intercourse. The TRA also assumes 
that behavioral intentions are predicted by the individual’s attitudes 
(which reflect an individual’s beliefs regarding the consequences of a 
specific behavior) and subjective norms (which reflect the perceived 
approval or disapproval of an individual’s social referents regarding the 
performance of a specific behavior, weighed with the individual’s 
motivation to comply with the referent). For example, the TRA 
assumes that MSM who express more positive beliefs regarding 
condom use (e.g. condom use is a good protection against HIV) are 
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Introduction  11 

more likely to have a positive intention to use condoms. In similar vein, 
MSM who belief that their relevant social referents think that they 
should always use condoms are more likely to have a positive intention 
to use condoms. The TPB is an extension of the TRA and incorporates 
one aspect of Bandura’s Social Cognitive Theory (SCT; [27]). The SCT 
postulates that individuals who belief they possess the skills to perform 
a certain behavior (termed self-efficacy or perceived behavioral control) 
are necessary to motivate people into action. For example, MSM who 
belief they have the skills to negotiate condom use with their sex 
partner are more likely to have a positive intention to use condoms. 
The recently proposed reasoned action approach is a further extension 
of the TRA and the TPB [26]. Research on the predictive value of the 
TPB has shown that not all persons with a strong intention will carry 
out the behavior. The reasoned action approach recognizes this 
intention – behavior gap and explains this gap by stating that the 
presence of environmental constraints or a lack of actual skills or 
abilities to perform a behavior (termed “actual control”) may prevent 
people from acting upon their strong intentions. For example, MSM 
may have a strong intention to always use condoms when having anal 
sex with a casual partner, but may not act upon this strong intention if 
no condoms are available (i.e. environmental constraint) or if they do 
not know how to apply a condom (i.e. lack of skills and abilities). In 
sum, the reasoned action approach assumes that behavior is best 
predicted by behavioral intentions and that actual control of the 
behavior moderates the intention - behavior relationship. Behavioral 
intentions in turn are best predicted by the determinants attitudes, 
social norms, and perceived behavioral control. The reasoned action 
approach also assumes that more distal variables such as 
demographics, influence intention and behavior through these 
determinants. The TPB and the reasoned action approach will serve as 
the theoretical framework for the research described in this thesis (see 
chapters 5 and 6). 
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12  Chapter 1 

Mental health in MSM 

There is an abundance of research which shows an association between 
sexual orientation and mental health outcomes. Lesbians, gays and 
bisexuals appear to be at greater risk for developing depression or 
anxiety disorders and to commit suicide [20, 28-31]. Meyer has 
proposed a theoretical framework for understanding the prevalence of 
mental disorders in lesbian, gays, and bisexuals [2], which will serve as 
the theoretical basis for chapter six. This framework explains the 
association between being a sexual minority and increased mental 
health concerns in terms of minority-stress, defined as additive stress 
factors due to belonging to a sexual minority. In short, this model 
posits that both external (i.e. the experience of prejudice events such as 
discrimination and violence) and internal stress-factors (i.e. 
concealment of sexual identity, lack of self-acceptance, or internalized 
homonegativity) contribute to increased levels of stress. At the same 
time, coping strategies such as being highly involved in the gay scene 
may ameliorate the effects of minority-stress factors on the mental 
health of lesbians, gays, and bisexuals [2]. 

There is evidence that YMSM in the midst of their coming-out 
are at particular risk for mental health problems [20, 31, 32]. It is 
assumed that the coming-out process is a stressful time for most 
YMSM. The mere fact that one realizes that one is attracted to men 
instead to women may be very stressful for YMSM, especially for those 
who have a negative or stereotypical perception of gay men (i.e. 
internalized homonegativity). Moreover, YMSM may decide to conceal 
their sexual orientation from their parents or friends at school for 
period of time until they feel ready to disclose their sexual orientation 
to them. Then, YMSM face the challenge of disclosing their sexual 
identity to their parents and friends which most YMSM again perceive 
as a stressful event. In short, YMSM in their coming-out face a number 
of challenges and these challenges can result in increased feelings of 
stress. Since the Outcomes study focused on YMSM in their coming-
out, it provided us with the opportunity to examine the extent to which 
these minority-stress factors stressors are present in YMSM in their 
coming-out. Moreover, it provided us with the opportunity to explore 
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the potential association between minority-stress factors and mental 
health problems. 

Outcomes 

The Outcomes study is a longitudinal research project which aimed to 
investigate coming-out and sexual risk behavior of YMSM in the 
Netherlands. The Outcomes study consists of both qualitative and 
quantitative research. In the quantitative part of Outcomes, 185 
YMSM complete 6 biannual questionnaires on coming-out, sexual 
(risk) behavior with steady, casual and regular partners, social-
cognitive determinants of condom use with casual partners, 
acculturation (including the Internet) discrimination and  mental 
health. In the qualitative part of Outcomes, 29 YMSM in the midst of 
their coming-out are interviewed on 6 biannual occasions. The 
Outcomes study aimed to answer four main research questions:  
- What is the rite of passage with respect to sexuality and sexual 

relations? 
- How does risk perception regarding HIV/STIs develop? 
- How and to what extent do YMSM after their coming-out attach 

themselves to gay subcultures? 
- What is the role of the Internet in the coming-out process? 
 
The present thesis will only report on the quantitative part of 
Outcomes. Moreover, in the present thesis not all these research 
questions will be addressed. The main focus of the present thesis is on 
sexual behavior and on behavioral and cognitive determinants of 
sexual risk behavior of YMSM. For a complete overview of the 
Outcomes project results, the reader is referred to the annual Outcomes 
reports [33, 34]. 

Thesis outline 

The main objective of the present thesis was to investigate sexual risk 
behavior of YMSM who are in the midst of their coming-out. A second 
objective was to explore the association between minority-stress factors 
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14  Chapter 1 

and mental health outcomes (i.e. depressive symptoms). In chapter 2, 
condom use at sexual debut will be examined. The rate of UAI with the 
first same-sex partner will be described and the relationship between 
meeting place and UAI with the first same-sex partner will be 
examined. Chapter 3 describes the baseline measurement of sexual 
(risk) behavior with steady, regular and casual partners. Moreover, 
correlates of UAI per partner type will be presented in this chapter. In 
chapter 4, longitudinal data of sexual (risk) behaviors will be 
described. Also, based on their sexual behavior, YMSM will be 
classified into three risk groups: consistent no risk, consistent risk and 
variable risk and behavioral and cognitive correlates of risk group will 
be presented. In chapter 5, the social-cognitive determinants of condom 
use with casual partners will be presented. In chapter 6 a study is 
presented which examined the association between minority-stress 
factors and mental health outcomes (i.e. depressive symptoms). More 
specifically, this study aimed to see whether external (i.e. experienced 
discrimination) and internal (i.e. coming-out related factors) are 
associated with the report of experiencing symptoms. Finally, in 
chapter 7, the results of the foregoing chapters will be discussed and 
tips for intervention development will be provided.
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Chapter 2 First same-sex partner and the Internet1 

There is ample evidence that the Internet is a popular meeting place for 
gay and bisexual men (e.g. [35-37]). Because of its anonymity the 
Internet may be especially appealing for young gay and bisexual men 
(YGBM) in their coming-out (i.e. the process of identity formation and 
identity integration [12, 15]). It provides YGBM with a relative safe 
environment for experimenting with meeting and subsequently having 
sex with other gay and bisexual men [35, 38]. Two recent studies 
showed that an increasing number of YGBM nowadays met their first 
same-sex partner online [35, 39]. 

The issue whether seeking and meeting same-sex partners online 
facilitates high risk sexual behaviors is still unresolved. Whereas some 
studies found evidence that for YGBM seeking same-sex partners 
online results in increased risk on contracting STI and HIV through a 
mechanism of more sexual risk behavior (e.g. [36]), other studies found 
no difference in sexual risk behavior between meeting same-sex 
partners online versus offline (e.g. [40, 41]).  

Considering the Internet’s popularity, the question arises whether 
meeting the first same-sex partner online is associated with more 
unprotected anal intercourse (UAI). The aim of this study is to examine 
where YGBM, who are in the midst of their coming-out, meet their 
first same-sex partner and whether condoms are used during the first 
episode of anal sex. 

 
1 This chapter is co-authored by Harm Hospers and Gerjo Kok and a modified version 
of this chapter has been submitted for publication under the same title. 
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16  Chapter 2 

Method 

The Outcomes study is an online cohort study on coming-out and 
sexual behavior. Between early 2007 and late 2009 respondents 
complete six biannual questionnaires. The study was approved by the 
local ethics committee. 

The eligibility criteria for the Outcomes study were: being 
between 16 and 25 years of age2, being sexually attracted to men, and 
first disclosure of sexual attraction in the year prior to the survey. 
Although coming-out is generally regarded as a process, whereby 
YGBM progress through several distinct stages (e.g. first realization of 
same-sex attraction, first same-sex experience, disclosure of sexual 
attraction to others; [11, 12, 15, 19], in the present study coming-out 
was defined as the singular event of telling to at least one significant 
other (e.g. parents, siblings, friends or teacher at school) about 
attraction to the same sex. Defining coming-out as a singular event 
enabled us to set clear inclusion criteria. Moreover, it ensured that 
respondents are still in the midst of their coming-out. It should be 
noted that by using this working definition, we excluded disclosing 
sexual identity anonymously (e.g. through online chatting in gay chat 
sites or through anonymous participation in gay-related Internet 
forums). 

Cohort participants were recruited both offline (45.9%) and 
online (54.1%). Offline recruitment took place at various gay venues 
frequented by YGBM. Details of YGBM (i.e. age, recency of coming-
out and telephone number) were obtained and eligible participants 
were contacted by telephone within three working days. Other offline 
recruitment consisted of placing advertisements promoting the web 
address of the survey in gay-related media aimed at YGBM. Online 
recruitment consisted of placing banners with a link to the survey 
website on various gay-related sites frequented by YGBM and by 
issuing a press release which was published on various gay news sites. 
On the website of our survey, interested participants could submit their 

 
2 Although some gay and bisexual youth in the Netherlands nowadays come out before 
the age of 16, it was deemed inappropriate to include them in this study since that 
would have required parental consent. 
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First same-sex partner  17 

contact details (e-mail and telephone number) and if they did they were 
contacted by the primary researcher within three working days. The 
telephone interview was primarily aimed at verifying inclusion criteria 
and to clarify the procedure of the study. Eligibility was confirmed by 
asking interested participants’ age, their sexual attraction (1= only 
attracted to men, 2=mostly attracted to men, 3=both attracted to men 
and women, 4=mostly attracted to women and 5= only attracted to 
women) and when and to who they first disclosed their sexual 
attraction. Next, to ensure that only the intended participants entered 
the cohort, eligible participants received an e-mail with a personal login 
name and password which they had to use to login to the website that 
contained the questionnaire. The telephone interview also provided us 
with the opportunity to strengthen the commitment of the participants 
for participation in the cohort study by stressing the importance of the 
study and by asking their willingness to complete all six questionnaires 
in the next 2.5 years. 

A total of 185 participants (mean age: 18.8; sd= 2.3; median: 18, 
range 16-26), who were in the midst of their coming-out (median 
number of months after first disclosure of sexual identity: 7) completed 
their first online questionnaire on coming-out and sexual behavior. The 
online questionnaire contained the following measures:  

Demographics: the demographic characteristics of respondents 
were assessed using a fill-in-the-blank measure of age, postal code of 
place of residence (dichotomized into rural versus urban), an 
educational status checklist (dichotomized into lower versus higher 
education based on Dutch educational system), a cultural background 
checklist (dichotomized into Dutch or Western versus Non-Western), 
living situation checklist (categorized into with parents, with students, 
alone), and a religious affiliation of respondent and of the respondents’ 
parents checklist (based on measure of importance of religious belief 
dichotomized into yes versus no). 

 Sexual history: respondents were asked to indicate the number 
of life-time same-sex partners, the age at the first same-sex experience 
and the age of their first same-sex partner. Furthermore, respondents 
were required to indicate whether their first same-sex experience 
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18  Chapter 2 

happened before or after their coming-out. With respect to the first 
episode of anal intercourse, respondents were asked to indicate the 
meeting place of their first anal same-sex partner (i.e. at school, on the 
Internet, via friends, in gay bars, in non-gay bars, at YGBM related 
discussion groups, at sports club, at YGBM organizations, or 
elsewhere; dichotomized into offline versus online), partner type 
(steady, regular3 or casual partner) and condom use (yes; no). Finally, 
respondents were required to indicate for a number of STI whether 
they ever contracted a STI and when they last contracted each STI and 
whether they were ever tested for HIV and what the result was of their 
last HIV-test.  

Recent sexual behavior: for each type of partner separately 
(steady, regular and casual partner), respondents were required to 
indicate the number of partners in the six months preceding the survey, 
whether they have had sex with each partner, whether they have had 
receptive and insertive anal intercourse with that partner and whether 
condoms were used for both receptive and insertive anal intercourse 
was assessed for steady, regular and casual partners. Sexual behavior 
with a steady partner was only asked for participants who indicated 
current involvement in a steady relationship or who broke up with 
steady partner in the preceding six months. For participants who 
reported two or more steady partners in the preceding six months, 
sexual behavior and condom use was asked for the last steady partner. 
For participants who reported more than one regular partner in the 
preceding six months, sexual behavior was asked for the regular 
partner with whom they had had sex most frequently in the preceding 
six months. A measure of unprotected anal intercourse was constructed 
per partner type by coding all respondents who reported at least one 
episode of unprotected receptive or insertive anal sex in the six months 
preceding the study.  

The online questionnaire also included other measures (e.g. 
coming-out related variables, social-cognitive variables related to 

 
3 A steady partner is defined as someone with whom you have a serious romantic 
relationship. A regular partner is defined as someone with whom you have regularly 
sex, but without being involved in a serious romantic relationship. 
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First same-sex partner  19 

condom use, acculturation and discrimination). Participants receive 
€10 for completing each questionnaire, and were informed that they 
would receive an additional bonus of €40 if they complete all six 
questionnaires. 

For the current study, the following measures are used: meeting 
place, partner type, and condom use with the first anal same-sex 
partner. The analyses are restricted to respondents for whom complete 
data are available on the first episode of anal intercourse (N=95). Chi-
squared tests were used to detect significant differences in UAI with 
first anal same-sex partner and meeting place (offline versus online) 
and partner type (steady, regular, casual). 

Results 

Respondents were very active online; only two respondents never 
visited gay sites on the Internet. Of the respondents who did visit gay 
sites, 52% visited gay sites daily, 22% between 2 and 5 times a week, 
and 26% once a week or less. Of the 141 respondents who completed 
all four questionnaires, 82% (N=116) have had experience with anal 
intercourse. Due to technical reasons, only of 95 respondents complete 
data are available. No significant difference were observed between 
respondents for whom complete and non-complete data are available 
(all p’s >.05). Therefore, it is assumed that attrition occurred at 
random. Of the 95 respondents for whom complete data were 
available, 45% reported UAI with their first same-sex partner. Almost 
half of these respondents met their first same-sex partner online (47%), 
15% through friends, 12% at school, 12% in a gay bar, 2% through 
sports, 1% in a non-gay bar, and 12% elsewhere (e.g. theatre, 
neighborhood, fashion show, etc.). There was no significant difference 
in UAI with first same-sex partner when met offline (52%) versus 

online (38%; χ2=1.93; p>.05; see Table 2.1). 
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Table 2.1: Meeting place and partner status of first same-sex partner and rate 
of UAI (N=95). 

  Percentage (N)  % UAI 

Meeting place     

 Online  47% (N=45)  38% 

 Offline  53% (N=50)  52%* 

Partner status     

 Steady  45% (N=43)  37% 

 Regular  28% (N=27)  56% 

 Casual  26% (N=25)  48%** 
* χ2=1.93, p>.05; ** χ2=2.6, p>.05 

 
Of the 45% of respondents who indicated that their first episode of 
anal intercourse was with a steady partner, 37% reported UAI. Of the 
28% of respondents who indicated the first episode was with a regular 
partner, 56% reported UAI. Finally, 26% of the respondents had the 
first episode of anal intercourse with a casual partner, of whom 48% 
reported UAI. No significant differences in rates of UAI per partner 

type were observed (χ2=2.36; p >.05; Table 2.1). 

Discussion 

First, it should be noted that the Outcomes study has a limited sample 
size. Moreover, the study sample consists of YGBM who are in the 
midst of their coming-out. Finally, in contrast to other samples (e.g. 
[36, 39]), our sample was both recruited offline and online. Therefore, 
our results should be interpreted with caution.  

The main aim of this study was to examine where YGBM meet 
their first same-sex partner and whether meeting place was associated 
with sexual risk behavior with that first same-sex partner. The results 
confirm previous observations that many YGBM are active on the 
Internet and that many - but not all - meet their first same-sex partner 
online [35-37, 39]. Moreover, almost half of the respondents did not 
use a condom during their first episode of anal intercourse. Third, 
although partner status (i.e. steady partner) is considered to be an 
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important risk factor for HIV-infection [42], partner status of the first 
same-sex partner was not associated with UAI during the first episode 
of anal intercourse. However, it is possible that levels of UAI increase 
with relationship duration [43]. Finally, in contrast to other studies 
(e.g. [36, 44]), no significant difference in sexual risk behavior between 
online and offline first same-sex partners was observed. However, 
much of the literature on the role of the Internet on sexual risk 
behavior focuses on “meeting online for sex”. This raises the question 
whether YGBM were intentionally meeting other YGBM online for sex 
when they met the first same-sex partner (i.e. high risk) or just for 
socializing (i.e. low risk). Future studies should determine whether the 
context of meeting first same-sex partners online influences the 
decision to engage in UAI with the first same-sex partner. 

In conclusion, the finding that a considerable proportion of 
YGBM engaged in UAI with first same-sex partner calls for specific 
HIV-prevention activities encouraging YGBM to use condoms during 
the first episode of anal intercourse. Furthermore, although meeting the 
first same-sex partner online was not associated with more risk 
behavior, the finding that many YGBM are active online – even in the 
midst of their coming-out – suggests that these HIV-prevention 
activities should also be delivered online. 
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Chapter 3 Risky debut: high levels of unprotected sex 
among young gay and bisexual men during 
their coming-out in the Netherlands4 

Men who have sex with men (MSM) continue to be at risk of acquiring 
HIV through unprotected anal intercourse (UAI). In the last decade 
about 50% to 60% of new HIV-infections were diagnosed among 
MSM each year, both in the Netherlands [3], and other Western 
countries [1, 7, 8, 45]. Thus, MSM - at least in Western countries - are 
still the largest risk group for acquiring HIV. 

Research consistently shows that younger age is an important 
risk factor for sexual risk-taking, both in the Netherlands [5, 6, 23] 
and elsewhere [46-53], and it has been suggested that YGBM are in 
part responsible for recent increases in HIV-infections and other STI 
[48, 49, 52, 54, 55]; but see also [56]). However, in most samples that 
report on sexual (risk) behavior, YGBM in their coming-out process 
are underrepresented. For example in 2003, the Dutch MSM 
Monitoring Study showed that of the 1160 men who indicated their 
age and their age of coming-out, 216 participants were aged 25 or 
younger, and of those only 36 had their coming-out in the year 
preceding the survey [57].  

A limited number of studies specifically addressed sexual 
behavior of YGBM in their coming-out. One study found that YGBM 
(aged 15-29 years) who had disclosed their sexual identity to others 
report more sexual partners and higher rates of UAI compared to non-
disclosers [58]. Two retrospective studies showed that MSM who had 
their first same-sex experience before their coming-out (defined as 

 
4 This chapter is co-authored by Harm Hospers and Gerjo Kok and a modified version 
of this chapter has been submitted for publication under the same title. 
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having their first same-sex experience before they first disclosed their 
sexual orientation to one significant other) report more lifetime sex 
partners and more UAI compared to MSM who had their first same-
sex experience after their coming-out [10, 13]. On the other hand, one 
prospective study showed no association between sequence of 
disclosure and UAI (i.e. [20]). Finally, one recent retrospective study by 
Friedman and colleagues [21] showed that timing of coming-out (i.e. 
early, middle or a late start of disclosing sexual identity to significant 
others) was unrelated to any unprotected sex in adulthood. However, 
to date little behavioral data is available on the start of YGBM’s sexual 
trajectory. Moreover, little is known about the sexual risk behavior of 
YGBM who are in the midst of their coming-out (i.e. who start to 
disclose their sexual identity to others). Therefore, the first aim of the 
present study is to provide behavioral data on sexual risk behaviors 
with the first same-sex partner and with recent same-sex partners of 
YGBM in their coming-out. 

Several studies have found differential risk taking behaviors 
based on partner type. MSM are more likely to engage in sexual risk 
behavior with steady partners compared to casual partners [46, 59-61]. 
For example, in Dutch MSM Monitoring studies, the rate of UAI with 
steady partners for YGBM is approximately 60%, and approximately 
35% for casual partners [5, 6, 23]. However, surveys and research on 
sexual risk behavior of MSM usually differentiate between partner type 
(i.e. sex with steady and with casual partners). Steady partners are 
defined as main partners or romantic lovers, while casual partners are 
defined as one night stands or new casual partners [49, 52, 58, 62, 63]; 
see [64] for other partner categories). Two recent Dutch MSM 
Monitoring Studies [5, 23] suggest yet another relevant partner 
category. These studies found that almost half of respondents indicated 
they had had sex before with their last casual partner; in the majority 
of cases more than three times before. Moreover, having had sex before 
with the last casual partner was significantly related to more 
unprotected sex, especially among YGBM. Of the YGBM who never 
had sex before with their last casual partner, 13% had unprotected sex, 
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while of the YGBM who have had sex three times or more before, 40% 
had unprotected sex. 

In order to facilitate HIV prevention activities for YGBM, the 
present study aims to provide behavioral data on the sexual risk 
behavior of YGBM who are in the midst of their coming-out. As a 
result of the findings on partner type discussed above, we decided to 
explicitly differentiate between steady partners (i.e. someone with 
whom respondents have a serious romantic relationship), regular 
partners (i.e. someone with whom respondents regularly have sex, but 
without being involved in a serious romantic relationship), and casual 
partners (i.e. someone with whom respondents never had sex before). 
First, baseline data on sexual risk behavior with first same-sex partner 
and with recent (i.e. in the six months preceding the survey) steady, 
casual and regular partners from an online longitudinal cohort study of 
Dutch YGBM in their coming-out will be presented. Second, 
associations between demographic and behavioral characteristics (i.e. 
sexual history variables) and rates of UAI by partner type will be 
explored. 

Methods 

The Outcomes study is an online cohort study on coming-out and 
sexual behavior. Between early 2007 and late 2009 participants 
complete six biannual questionnaires. The data included in the present 
analysis are from the first (i.e. baseline) measurement. The study was 
approved by the ethics committee of the Faculty of Psychology and 
Neuroscience, Maastricht University.  

The eligibility criteria for the Outcomes study were: being 
between 16 and 25 years of age5, being sexually attracted to men, and 
first disclosure of sexual attraction in the year prior to the survey. 
Although coming-out is generally regarded as a process, whereby 
YGBM progress through several distinct stages (e.g. first realization of 
same-sex attraction, first same-sex experience, disclosure of sexual 

 
5 Although some gay and bisexual youth in the Netherlands nowadays come out before 
the age of 16, it was deemed inappropriate to include them in this study since that 
would have required parental consent. 
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attraction to others; [11, 12, 15, 19], in the present study coming-out 
was defined as the singular event of telling to at least one significant 
other (e.g. parents, siblings, friends or teacher at school) about 
attraction to the same sex. Defining coming-out as a singular event 
enabled us to set clear inclusion criteria. Moreover, it ensured that 
respondents are still in the midst of their coming-out. It should be 
noted that by using this working definition, we excluded disclosing 
sexual identity anonymously (e.g. through online chatting in gay chat 
sites or through anonymous participation in gay-related Internet 
forums). 

Cohort participants were recruited both offline (45.9%) and 
online (54.1%). Offline recruitment took place at various gay venues 
frequented by YGBM. Details of YGBM (i.e. age, recency of coming-
out and telephone number) were obtained and eligible participants 
were contacted by telephone within three working days. Other offline 
recruitment consisted of placing advertisements promoting the web 
address of the survey in gay-related media aimed at YGBM. Online 
recruitment consisted of placing banners with a link to the survey 
website on various gay-related sites frequented by YGBM and by 
issuing a press release which was published on various gay news sites. 
On the website of our survey, interested participants could submit their 
contact details (e-mail and telephone number) and if they did they were 
contacted by the primary researcher within three working days. The 
telephone interview was primarily aimed at verifying inclusion criteria 
and to clarify the procedure of the study. Eligibility was confirmed by 
asking interested participants’ age, their sexual attraction (1= only 
attracted to men, 2=mostly attracted to men, 3=both attracted to men 
and women, 4=mostly attracted to women and 5= only attracted to 
women) and when and to who they first disclosed their sexual 
attraction. Next, to ensure that only the intended participants entered 
the cohort, eligible participants received an e-mail with a personal login 
name and password which they had to use to login to the website that 
contained the questionnaire. The telephone interview also provided us 
with the opportunity to strengthen the commitment of the participants 
for participation in the cohort study by stressing the importance of the 
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study and by asking their willingness to complete all six questionnaires 
in the next 2.5 years. 

A total of 185 participants, who were in the midst of their 
coming-out (median number of months after first disclosure of sexual 
identity: 7) completed their first online questionnaire on coming-out 
and sexual behavior. The online questionnaire contained the following 
measures:  

 Demographics: the demographic characteristics of respondents 
were assessed using a fill-in-the-blank measure of age, postal code of 
place of residence (dichotomized into rural versus urban), an 
educational status checklist (dichotomized into lower versus higher 
education based on Dutch educational system), a cultural background 
checklist (dichotomized into Dutch or Western versus Non-Western), 
living situation checklist (categorized into with parents, with students, 
alone), and a religious affiliation of respondent and of the respondents’ 
parents checklist (based on measure of importance of religious belief 
dichotomized into yes versus no). 

 Sexual history: respondents were asked to indicate the number 
of life-time same-sex partners, the age at the first same-sex experience 
and the age of their first same-sex partner, whether the first same-sex 
experience involved anal intercourse (yes/no) and whether a condom 
was used during their first same-sex anal episode (yes/no). 
Furthermore, respondents were required to indicate whether their first 
same-sex experience happened before or after their coming-out (from 
now on referred to as coming-out sequence). Finally, respondents were 
required to indicate for a number of STI whether they ever contracted a 
STI and when they last contracted each STI and whether they were ever 
tested for HIV and what the result was of their last HIV-test.  

Recent sexual behavior: for each type of partner separately 
(steady, regular and casual partner), respondents were required to 
indicate the number of partners in the six months preceding the survey, 
whether they have had sex with each partner, whether they have had 
receptive and insertive anal intercourse with that partner and whether 
condoms were used for both receptive and insertive anal intercourse 
was assessed for steady, regular and casual partners. Sexual behavior 

Thesis_Franssens_v3.pdf   27 13-11-2009   8:58:11



28  Chapter 3 

with a steady partner was only asked for participants who indicated 
current involvement in a steady relationship or who broke up with 
steady partner in the preceding six months. For participants who 
reported two or more steady partners in the preceding six months, 
sexual behavior and condom use was asked for the last steady partner. 
For participants who reported more than one regular partner in the 
preceding six months, sexual behavior was asked for the regular 
partner with whom they had had sex most frequently in the preceding 
six months. A measure of unprotected anal intercourse was constructed 
per partner type by coding all respondents who reported at least one 
episode of unprotected receptive or insertive anal sex in the six months 
preceding the study.  

The online questionnaire also included other measures (e.g. 
coming-out related variables, social-cognitive variables related to 
condom use, acculturation and discrimination) which will be presented 
elsewhere. Participants receive €10 for completing each questionnaire, 
and were informed that they would receive an additional bonus of €40 
if they complete all six questionnaires. 

Data analysis: the two main goals of the current research are to 
provide behavioral data on the sexual behaviors of YGBM who are in 
the midst of their coming-out and to investigate the relationship 
between demographic and sexual history variables on the one hand, 
and UAI per partner type on the other hand (i.e. UAI with first same-
sex partner, and UAI with recent steady, regular and casual partners). 
Therefore, first basic frequencies of UAI are calculated per partner 
type. Next, point biserial correlations are calculated between UAI with 
first same-sex partner and UAI per partner type on the one hand, and 
demographics (age, educational level, and urbanization) and sexual 
history variables (i.e. age at first same-sex experience, coming-out 
sequence (i.e. first same-sex experience before or after coming-out), 
and number of lifetime sex partners) on the other hand. For first same-
sex partner, the correlation between age of the first same-sex partner 
and UAI with that first same-sex partner is calculated as well. 
Moreover, for steady partner, the correlation between relationship 
duration based on a median split and UAI with steady partner is 
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calculated as well. Finally, four separate multivariate logistic regression 
analyses were performed to further investigate relationships between 
demographic and sexual history variables and UAI per partner type. 

Results 

Respondents’ mean age was 18.8 (sd 2.3; median 18; range 16-26). 
Seventy-two percent of respondents lived at home with their parents, 
21% lived with students, and 7% lived alone, and almost half of the 
respondents lived in urban areas (48%). Sixty-two percent attended or 
completed higher education. The vast majority had a Dutch or Western 
cultural background (93%).  Finally, 16% of respondents indicated a 
religious affiliation and 27% of the respondents’ parents had a 
religious affiliation. 

Sexual history: 12% (N=22) of participants had not (yet) 
engaged in same-sex behavior. Of the 163 participants who did have 
same-sex experience, 98% ever experienced mutual masturbation, 98% 
ever had oral sex and 69% ever had anal intercourse. The mean age at 
which respondents had their first same-sex experience was 16.6 years 
(sd 2.6; median 17), while the mean age of their first same-sex partner 
was 18.7 (sd 4.9; median 18). Eight participants (4.3%) ever 
contracted an STI and 31 (16.8%) were ever tested for HIV, with 30 
participants being HIV-negative and 1 participant who never learned 
his test result. Of the participants who had same-sex experience, 66% 
(N=108) indicated that they had their first same-sex experience before 
their coming-out. The average number of lifetime same-sex partners 
was 5.2 (sd 4.9; median 4), with 20% reporting one same-sex partner, 
17% reporting two partners, and 63% reporting three or more same-
sex partners. Of the participants who ever had anal intercourse, 43% 
(N=48) reported unprotected anal intercourse (UAI) with their first 
same-sex partner.  
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Table 3.1 Sexual behavior in preceding 6 months. 

 
Steady partners 

(N=87) 
Regular partners 

(n=84) 
Casual Partners 

(n=76) 

 No sex   8% - - 

 No anal intercourse 33% 40% 43% 

 Protected anal intercourse 16% 27% 24% 

 Unprotected anal intercourse 43% 33% 33% 

 
 

Recent sexual behavior (see Table 3.1): 47% (N=87) of the participants 
reported a steady partner in the preceding six months. Of these, 59% 
(N=51) had anal intercourse, of whom 73% (N=37) reported UAI (i.e. 
43% of YGBM with steady partners). The mean relationship duration 
was 6.1 months (sd 7.9; median 3). 

Almost half of participants (45%, N=83) reported sex with 
regular partners in the preceding six months. Of these, 61% had anal 
intercourse, of whom 55% reported UAI (i.e. 33% of YGBM with 
regular partners). Finally, 41% (N=76) of participants reported sex 
with casual partners in the preceding six months. Of these, 57% had 
anal intercourse with a casual partner, of whom 58% reported UAI 
(i.e. 33% of YGBM with casual partners).  

Correlates of UAI: correlations between UAI with first same-sex 
partner and UAI with recent steady, regular and casual partner and 
demographics6 and sexual history variables are presented in Table 3.2. 
Only respondent’s age at first same-sex experience was significantly 
correlated with UAI with first same-sex partner (r=.30; p <.05). For 
recent steady partner, there was a significant correlation between 
relationship duration (based on median split) and UAI (r=.22; p <.05), 
indicating that when a relationship lasts for four months or more, 
respondents are more likely to report UAI with their steady partner. 
No other significant correlations were observed for recent steady 
partner. No significant correlations were observed for UAI with recent 

 
6 Living situation, cultural background and religious affiliation of participant and 
parents could not be included in the logistic regression analyses because of insufficient 
variance. 
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regular partner. Finally, there was a significant correlation between the 
number of lifetime same-sex partners and UAI with recent casual 
partner (r=.37; p <.01), indicating that reporting higher numbers of 
lifetime same-sex partners is associated with increased likelihood of 
UAI with recent casual partner. 

A multivariate logistic regression analysis with UAI with first 
same-sex partner as dependent variable and demographics (i.e. age, 
level of education, and urbanization), and sexual history variables (i.e. 
age at first same-sex experience, age of first same-sex partner, coming-
out sequence and number of lifetime same-sex partners) as predictors 
showed that participants who experienced their first same-sex episode 
at a younger age were more likely to report UAI with their first same-
sex partner (aOR= 1.41, 95% CI 1.11 – 1.78; p<.01). No significant 
associations with demographics or other sexual history variables were 
observed for UAI in the preceding six months with steady, regular or 
casual partners. However, the association between relationship 
duration and UAI with recent steady partner reached borderline 
significance, indicating that respondents involved in a steady 
relationship for four months or longer report more UAI (54%) with 
their steady partner compared to participants with a relationship 
shorter than four months (32%; aOR 2.7; 95% CI .97 – 7.2; p <.06). 
There was also a borderline significant positive relationship between 
number of lifetime same-sex partners and UAI with recent casual 
partners, indicating that reporting higher number of lifetime same-sex 
partners is associated with increased odds on UAI with recent casual 
partner (aOR 1.12; 95% CI .99 – 1.2; p <.06). 
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Discussion 

The Outcomes study shows that when YGBM have their first episode 
of anal sex, a considerable number do not use condoms. Furthermore, 
becoming sexually active at a younger age increases the odds of UAI 
with the first same-sex partner. Later on – in the midst of their coming-
out – substantial numbers have unprotected sex with steady, regular 
and casual partners. We observed no significant association between 
demographic or sexual history variables on the one hand and 
unprotected sexual behavior in the preceding six months for all three 
partner types on the other hand. Finally, our results show that almost 
half of YGBM report regular partners (i.e. partners with whom YGBM 
have regularly sex without being involved in a serious romantic 
relationship), indicating that regulars thus seem to be a relevant 
category of sexual partners. 

The Outcomes study shows that of the respondents who have 
had anal sex, about half report condom use the first time they had anal 
sex. This percentage is lower compared to Dutch heterosexual youth, 
of whom more than 75% report condom use during their sexual debut 
[65]. This finding is a challenge for prevention. Prevention messages 
urge YGBM to protect themselves against HIV. Our results could 
indicate that these messages may not convince YGBM to use condoms. 
Alternatively, it may also be that YGBM have not been exposed to 
these messages. More research into the circumstances and dynamics of 
the first instance of anal intercourse may guide strategies to promote 
condom use for this target group. The finding that the majority of our 
sample had their first same-sex experience before their coming-out (i.e. 
before they disclosed their sexual identity to significant others) may ask 
for strategies that reach young men before they have their coming-out, 
for example through websites that provide information on coming-out 
issues. 

The Outcomes study also showed that YGBM in their coming-
out report differential risk taking behaviors per partner type. The levels 
of recent UAI with casual partners are strikingly similar with UAI levels 
of their older counterparts [5, 6, 9, 66]. For example, in three recent 

Thesis_Franssens_v3.pdf   33 13-11-2009   8:58:12



34  Chapter 3 

Dutch MSM Monitoring studies, the rate of UAI with casual partners 
for older MSM is approximately 35% [5, 6, 23]. Furthermore, the 
association between reporting a higher number of same-sex partners 
and UAI with casual partners is also a typical finding in HIV-risk 
research, both in young and older MSM [5, 6, 20, 23, 38, 46, 67-70]. 
There is also a remarkable difference between our sample and older 
MSM: in our sample fewer respondents had anal sex with their casual 
partner but those who did have anal sex report more UAI. Other 
studies have also shown that younger age (which does not necessarily 
imply young age), is related to risk behavior [5, 23, 46, 47, 49-53]. 
However, this is one of the first studies to report high levels of 
unprotected sex with casual partners of young gay men in the midst of 
their coming-out. These results warrant that interventions should be 
developed, based on behavioral determinants that are related to this 
risk behavior, to inform and motivate this target group to have safer 
sex. 

The levels of recent UAI with steady partners are lower compared 
to other studies [5, 9, 66]. However, these levels tend to increase with 
relationship duration, a finding which corroborates previous research 
[43]. For example, research reporting from a sample of younger MSM 
(median age 23 years) showed that of the men reporting anal sex with 
their steady partner, 41% had UAI when the relationship duration was 
less than 9 months, compared to 88% when the relationship lasted for 
9 months or longer [43]. Our findings may indicate that YGBM - 
similar to older MSM [71] - use ‘negotiated safety’ to reduce HIV 
transmission risks [42, 72]. Negotiated safety is a strategy where sexual 
partners in steady relationships practice UAI provided that both 
partners are HIV-negative, and that both partners make clear 
agreements about safe sex outside their relationship. However, 
practicing negotiated safety requires both partners to take an HIV-test 
and the observed low HIV-testing rates indicate that YGBM in our 
sample are either not practicing negotiated safety yet or are practicing 
negotiated safety without an HIV-test. Therefore, and because 
relationship turnover is higher among younger compared to older 
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MSM [43], it may be best to advise young MSM to always practice 
safe sex with their steady partner. 

Regular partners are common among YGBM in our sample; in 
fact more participants had sex with regular partners than with casual 
partners. The level of UAI with regular partners was similar to that 
with casual partners. In contrast, the Dutch MSM Monitoring studies 
consistently show significantly higher levels of UAI among regular 
partners compared to new casual partners [5, 23]. This may imply that 
levels of UAI with regular partners may increase as younger MSM get 
older. Alternatively, the similarity in rates of UAI may also suggest that 
YGBM are not able to differentiate between casual and regular 
partners or it may suggest that casual partners become regular 
partners. However, very little is known about the dynamics of sex with 
regular partners, and more research is needed to understand differences 
between casual and regular partners. Also, more research is needed to 
understand reasons for unprotected sex with regular partners in order 
to better address this issue in prevention. 

We found no association between demographic variables and 
sexual risk behavior with steady, casual or regular partners in the 
preceding six months. In other studies, race/ethnicity is usually related 
to sexual risk behaviors [53, 58]. However, these studies are mainly 
conducted in the USA, which has a relatively diverse ethnic population 
[73]. In contrast, the Dutch population is relatively homogenous (i.e. in 
2007 7% of the Dutch population had a non-western cultural 
background [74], similar to our sample of YGBM). Furthermore, 
sexual risk behaviors of YGBM were unrelated to sexual history 
variables such as age of first same-sex partner or having had the first 
episode of same-sex before or after coming-out. More likely, predictors 
of UAI can be found on a motivational/cognitive level such as intention 
to use condoms [25] or the willingness to engage in UAI (i.e. behavioral 
willingness; [75, 76]. In a sense that is good news, since motivational 
factors are more amenable to change than – for example – educational 
level or religious beliefs.  

The Outcomes study has several limitations. First, because the 
Netherlands is known to be a fairly liberal country with respect to 
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homosexuality [77], some YGBM may have their coming-out at an age 
younger than 16. Second, recruitment took place at Internet sites and 
venues that cater to YGBM and this may have resulted in an 
overrepresentation of YGBM who are already comfortable with their 
sexual identity. A third limitation is that not all factors which have 
been found to be associated with sexual risk behaviors were assessed in 
the current study (e.g. illicit drug use prior or during sex  [20], 
personality factors such as impulsivity and sexual sensation seeking 
[20, 46], family and partner violence [78, 79], childhood sexual abuse 
[20]). Finally, the data presented here are cross-sectional and therefore 
the results presented here should be interpreted with caution. 

In conclusion, this study contributes to the understanding of 
sexual history and recent sexual behavior of YGBM in the midst of 
their coming-out. The present study showed that a considerable 
proportion of YGBM start their sexual career unsafe and continue to 
have unprotected sex throughout their coming-out. Moreover, we have 
shown that including regular partners when assessing sexual risk 
behavior advances our knowledge about sexual risk behaviors of 
YGBM. Prevention activities in the Netherlands usually target all MSM 
[80, 81]. However, based on the Outcomes study, we recommend the 
development of preventive efforts specifically tailored for YGBM in 
their coming-out. More specifically, preventive measures are needed to 
inform YGBM about safe sex before they start practicing same-sex and 
about subsequent sexual practices and risk with steady, casual and 
regular partners.
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Chapter 4 Longitudinal risk behaviors of a sample of 
young gay and bisexual men in the 
Netherlands7 

Annual cross-sectional behavioral surveys conducted in the 
Netherlands show that in the last decade about 30% of men who have 
sex with men (MSM) report any unprotected anal intercourse (UAI) 
with casual partners in the six months preceding assessment [5, 6, 23]. 
Similar rates of UAI with casual partners have been observed in surveys 
and studies conducted elsewhere (e.g. [82-84]). Recently, baseline data 
on sexual risk behaviors from a cohort of young gay and bisexual men 
(YGBM), the same cohort as described in the current paper, showed 
that of the respondents who had casual or regular partners in the six 
months preceding the first data wave, 33% had UAI [85]. A first 
objective of the present paper is to report rates of UAI at four biannual 
data waves and to examine longitudinal patterns of sexual risk 
behaviors of YGBM who were - at study entry - in the midst of their 
coming-out. These rates of UAI per data wave and the longitudinal 
patterns of sexual risk behavior will provide information on how many 
YGBM use condoms consistently (consistent no risk group), never 
(consistent risk group) or occasionally (variable risk group). 

A second objective of this descriptive study is to investigate 
potential correlates of longitudinal sexual risk behavior in order to 
facilitate intervention development [86]. More specifically, two classes 
of correlates will be examined: behavioral and cognitive variables. 
With respect to behavioral correlates, several studies have found 
associations between number of lifetime same-sex partners and UAI in 

 
7 This chapter is co-authored by Harm Hospers and Gerjo Kok and a modified version 
of this chapter has been submitted for publication under the same title. 
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that reporting more lifetime same-sex partners is associated with 
increased odds on UAI and HIV-infection [20, 38, 46, 67, 68, 70, 87, 
88]. Furthermore, recent or repeated HIV-testing has also been 
associated with more sexual risk behavior among YGBM [62]. With 
respect to cognitive correlates, several studies have shown that HIV-
optimism is related to UAI and HIV-infection [89-91]. The rationale is 
that recent advances in the treatment of HIV (i.e. the availability of 
highly active antiretroviral therapy (HAART)) may have led to a 
diminished concern about the necessity to always practice safe sex. 
Although several cross-sectional studies have found significant 
associations between HIV-optimism and sexual risk behavior [92, 93], 
longitudinal studies seem to indicate that HIV-optimism is more likely 
the result of sexual risk behavior instead of preceding sexual risk 
behavior [61, 82, 91, 94]. A second potential cognitive correlate of 
sexual risk behavior is intention to use condoms, which is assumed to 
be the most proximal determinant of behavior [25]. Recent research 
has shown that the intention to always use condoms predicts 
prospective condom use reasonably well [20, 95, 96]. 

In sum, the aim of the present study is twofold. First rates of UAI 
per data wave and longitudinal patterns of sexual risk behavior will be 
examined and second potential behavioral and cognitive correlates of 
longitudinal risk behavior will be explored. 

Methods 

The Outcomes study is an online cohort study on coming-out and 
sexual behavior. Between early 2007 and late 2009 participants 
complete six biannual questionnaires. The data included in the present 
analysis are from the first four data waves. The study was approved by 
the ethics committee of the Faculty of Psychology and Neuroscience, 
Maastricht University. The methods of the Outcomes study have been 
described in detail in chapter 2 and 3.  

Cohort participants were recruited both offline (45.9%) and 
online (54.1%). Offline recruitment took place at various gay venues 
frequented by young MSM and by placing advertisements promoting 
the survey website in gay-related media aimed at young MSM. Online 
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recruitment consisted of placing banners with a link to the survey 
website on various gay news sites frequented by young MSM. A total 
of 185 participants completed their first online questionnaire on 
coming-out and sexual behavior. Of these 185 respondents, 88% 
(N=162) completed their second questionnaire, 85% (N=158) their 
third questionnaire and 82% (N=152) their fourth questionnaire. In 
total, 76% (N=141) of respondents completed all four questionnaires. 
Each online questionnaire covered an extensive range of topics 
including: demographics, sexual history measures, and recent sexual 
behavior with steady, regular and casual partners. The questionnaire 
also included other measures (e.g. coming-out, social-cognitive 
determinants of condom use, acculturation and discrimination) which 
will be presented elsewhere. Participants receive €10 for completing 
each questionnaire, and will receive an additional bonus of €40 if they 
complete all six questionnaires. 

Dependent variables 
The dependent variables were coded similar to a previous study on 
longitudinal patterns of risk behaviors [97]. To explore cross-sectional 
sexual behavior patterns in four waves of Outcomes, sexual behavior 
with steady, regular and casual partners was combined to form one 
behavioral index: 1= no sex partners or no anal intercourse, 
2=protected anal intercourse, 3=unprotected anal intercourse. To assess 
longitudinal patterns of sexual risk behaviors, this behavioral index 
was further dichotomized into safe (i.e. no partners or no sex or no 
anal intercourse or protected anal intercourse) versus unsafe (i.e. 
unprotected anal intercourse). Based on this dichotomous index, there 
are 16 possible combinations over four waves (24), which were 
classified into three risk groups: 
- Consistent no risk (no partner, no sex, no anal intercourse or no 

UAI at all four data waves) 
- Consistent risk (UAI at all four data waves) 
- Variable risk (any combination of no risk and UAI over four data 

waves) 
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Independent variables 
The current analyses used nine independent variables. Two 
demographic variables8 measured at baseline: age and educational level 
(dichotomized into higher versus lower). Two sexual history variables 
measured at baseline: number of lifetime same-sex partners 
(dichotomized based on a median split into ≤3 versus ≥4) and ever 
tested for HIV (no/yes). Finally, five cognitive variables related to HIV-
optimism and behavioral intention to use condoms measured at 
baseline were used (for detailed description, see below). 

HIV-optimism was measured by 12 items about HIV-treatment 
with four items measuring the sub-scale “HIV-treatment optimism”, 
four questions measuring the sub-scale “Need for safe sex in light of 
HAART” (labeled “safe sex necessity”), and four questions measuring 
the sub-scale “Difficulty practicing safe sex in light of HAART” 
(labeled “safe sex fatigue”). Responses were on a five point scale 
ranging from completely disagree to completely agree. An example of a 
question about HIV-treatment optimism is: “With the availability of 
HIV-treatment, I am less concerned about becoming HIV-positive”. A 
reliability analysis showed that one item (i.e. “When HIV-positive and 
using HIV-treatment, you are less infectious”.) did not scale with the 
sub-scale and was therefore deleted. Cronbach’s alpha of the final sub-
scale is .62. An example question of the “Safe sex necessity” scale is: 
“With the availability of HIV-treatment, there is less need to use 
condoms during anal sex”. A reliability analysis showed that one item 
(i.e. “As long as HIV is incurable, using condoms during episodes of 
anal sex is the best means to have sex”) did not scale with the sub-scale 
and was therefore deleted. Cronbach’s alpha of the final sub-scale is 
.64. An example question of the “Safe sex fatigue” scale is: “I am tired 
of practicing safe sex all the time”. Cronbach’s alpha of the final sub-
scale is .83. Cronbach’s alpha of the whole scale (i.e. containing 10 
items) is .80. 

 
8 Other demographics such as living situation and religious beliefs could not be used in 
the current analyses because of insufficient variance. However, visual inspection of 
contingency tables did not indicate existence of associations between these 
demographics and the dependent variable. 
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Behavioral intention was measured by two questions, I intend to and I 
expect to. For example: “Imagine you have anal sex with a new partner 
in the next six months. Do you intend to use a condom?”. Responses 
were on a seven point scale ranging from most certainly not to most 
certainly. The two items were highly correlated (r= .84, p < .01) and 
therefore summed and averaged to form one general intention measure. 
Because this general intention is very positive and because 51% of the 
respondents had a maximal intention, intention was dichotomized by 
categorizing ‘most certainly’ as high intention and all other responses 
as lower intention. 

Data analyses 
First, to check whether respondents who dropped-out (i.e. drop-outs 
consists of respondents who only completed the first questionnaire and 
of respondents who completed the first and one or more but not all of 
the follow-up questionnaires) of the Outcomes study differ on 
demographics and behavioral correlates, data from respondents who 
completed all four questionnaires will be compared with respondents 
who dropped-out from the study using T-tests and Chi-square tests. 
Next, descriptive statistics about demographics, behavioral correlates 
and consistent condom use will be obtained. Changes in rates of sexual 
behaviors at each of four data waves will be tested using a Chi-square 
analysis. Finally, in order to explore potential correlates of consistent 
condom use (i.e. risk group) univariate multinomial logistic regression 
analyses will be performed with risk group as dependent variable and 
age, educational background, number of lifetime same-sex partners (≤3 
versus ≥4), HIV-testing, HIV-treatment optimism and behavioral 
intention (high versus lower) measured at baseline as covariates. 

Results 

Respondents’ mean age at baseline was 18.8 (sd 2.3; median 18; range 
16-26). Seventy-two percent of respondents lived at home with their 
parents, 21% lived with students, and 7% lived alone, and almost half 
of the respondents lived in urban areas (48%). Sixty-two percent 
attended or completed higher education. Mean score on the total HIV-
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optimism scale at baseline was 1.88 (sd=.63; range 1-3.8), and of the 
HIV-treatment optimism subscale 1.91 (sd=.77; range 1-4), the safe-sex 
necessity subscale 1.31 (sd=.55; range 1-3.3), and the safe sex fatigue 
subscale 2.30 (sd=1.03; range 1-5). Mean number of lifetime same-sex 
partners was 5.4 (sd=8.56, median=3, modus=1), and 48% reported 
four or more lifetime partners. Seventeen percent (N=31) of the 
respondents had ever tested for HIV. Finally, mean intention was 6.22 
(sd=1.17), with 51% reporting a maximum intention.  

Of the 185 respondents who completed the first questionnaire, 
141 (76%) completed all four questionnaires. Drop-out between wave 
one and wave four was significantly related to educational level; of 
respondents with a lower educational level 33% dropped-out 
compared to 18% of respondents with a higher educational level 

(χ2=5.23, p<.05). No other variables (i.e. age at baseline, number of 

lifetime same-sex partners at baseline, HIV-treatment optimism at 
baseline (and its sub-scales), behavioral intention at baseline) were 
significantly related to drop-out (all p’s > .05). 

Table 4.1 shows the proportion of respondents who reported 
UAI in the six months preceding each wave. These proportions did not 

significantly change per wave (χ2=8.68, df=9, p>.05). 

 
 
 
 

 

Table 4.1 Proportion of YGBM practicing anal intercourse in four biannual 
waves of Outcomes. 

 Biannual interval 

 Wave 1 
(N=185) 

Wave 2 
(N=162) 

Wave 3 
(N=158) 

Wave 4 
(N=152) 

No intercourse 21% 21% 18% 14% 

No anal intercourse 28% 24% 27% 24% 

Protected anal intercourse 15% 21% 18% 26% 

Unprotected anal intercourse 36% 34% 37% 37% 

Thesis_Franssens_v3.pdf   42 13-11-2009   8:58:12



Longitudinal risk behavior  43 

Longitudinal patterns of sexual risk behavior are presented in Table 
4.2. Of the respondents who completed all four data waves, 41% never 
reported sexual risk behavior (i.e. no intercourse, no anal intercourse 
or protected anal intercourse), 45% reported variable sexual risk 
behavior, and 14% reported sexual risk behavior at all four data 
waves. Of the 45% who reported variable risk behavior, 12% changed 
from unsafe to safe sexual behavior and 17% changed from safe to 
unsafe. 

 
 
 
 
 

 

Table 4.2 Longitudinal patterns of sexual risk behaviors in a cohort of YGBM in 
the Netherlands (N=141*). 

Behavior category Pattern** % N 

  Consistent no risk nnnn 41% 58 

  Variable risk unnn 4% 5 

 uunn 4% 6 

 uuun 4% 6 

 nnnu 9% 12 

 nnuu 4% 6 

 nuuu 4% 6 

 nnun 2% 3 

 nunn 1% 2 

 nunu 4% 5 

 nuun 3% 4 

 unnu 1% 2 

 unun 2% 3 

 unuu 3% 4 

 uunu - 0 

 total 45% 64 

Consistent risk uuuu 14% 19 
*Only respondents who completed all four questionnaires are included. 
**n=no anal intercourse or protected anal intercourse; u=unprotected anal intercourse 
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Table 4.3 shows univariate associations between risk group and 
demographics and behavioral and cognitive correlates measured at 
baseline9. As can be seen, the odds on reporting consistent risk 
behavior are higher for respondents who had four or more lifetime 
sexpartners, for respondents who ever tested for HIV, for respondents 
who report increased safe sex fatigue and for respondents who report 
increased HIV-optimism, compared to the odds on reporting no risk 
behavior. Also, the odds on reporting consistent risk behavior are 
lower for respondents with a maximum intention compared to 
respondents with a lower intention. Finally, the odds reporting variable 
risk behavior are higher for respondents reporting four or more lifetime 
same-sex partners, for respondents reporting increased safe sex fatigue, 
and for respondents reporting increased HIV-optimism compared to 
the odds on reporting consistent no risk behavior. Also, the odds on 
reporting variable risk behavior are lower for respondents with a 
maximum intention compared to respondents with a lower intention. 

 
9 In order to assess differences between the consistent risk group and the variable risk 
group, all multinomial logistic regression analyses were also performed with consistent 
risk group as reference category. All p’s in these analyses were >.05, indicating that the 
odds on reporting consistent risk behavior did not differ from the odds on reporting 
variable risk behavior for any of the independent variables. 
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Table 4.3 Univariate nominal logistic regression analysis with risk group as 
dependent variable (“consistent no risk” is the reference category) and 
demographics, behavioral and cognitive variables measured at wave 1 as 
covariates (N=141). 

 Variable risk group  Consistent risk group 

Covariate OR 95% CI  OR 95% CI 

Age  .99 .84-1.17  1.11   .89-1.38 

Educational level      

Lower 1.00   1.00  

Higher 1.00 .47-2.14  1.08   .36-3.30 

Number of lifetime 
same-sex partners 

     

≤3 1.00   1.00  

≥4    3.17*** 1.49-6.76     2.92** 1.00-8.94 

HIV-test ever      

No 1.00   1.00  

Yes  3.12*     .94-10.28     4.82*** 1.14-20.35 

HIV-optimism      

Treatment 
optimism 

1.15   .73-1.81   .82   .41-1.65 

Safe sex necessity 1.24   .64-2.42   1.46   .61-3.53 

Safe sex fatigue   1.64** 1.12-2.40       2.24*** 1.32-3.78 

Total HIV 
treatment 
optimism scale 

  1.80** 1.01-3.24      2.20** 1.01-4.82 

Behavioral intention      

Lower 1.00    1.00  

High      .44**  .21-.92       .20***   .06-.64 
* p<.10, ** p<.05, *** p<.01 

Discussion 

The Outcomes cohort study shows that substantial numbers of YGBM 
have unprotected sex in each of four biannual data waves. Moreover, 
the proportion of YGBM engaging in UAI did not significantly change 
over a period of two years. The observed proportions of UAI per data 
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wave (i.e. 34-37%) are well in line with proportions observed in other 
cross-sectional surveys and studies, both among younger and older 
MSM [5, 6, 20, 46, 51, 52, 98]. The prospective nature of the 
Outcomes study enabled us to examine longitudinal patterns of sexual 
risk behaviors. These longitudinal behavior patterns show that a 
relatively small proportion of YGBM engaged in consistent risk 
behavior (i.e. 14% reported UAI at each data wave) and a larger 
proportion variably engaged in sexual risk behavior (i.e. 45% engaged 
in UAI at one or more data waves but not at all four data waves). A 
previous Dutch MSM cohort study, conducted more than 2 decades 
ago in an era in which relatively little was known about HIV risk in the 
Netherlands, showed that 29% reported consistent risk and 65% 
reported variable risk behavior [97]. Other more contemporary cohort 
studies conducted in the United States (e.g. [20, 99-103]), Australia 
(e.g. [61, 83, 104]) and Europe (e.g. [56, 82, 105]) do not report on 
patterns of longitudinal sexual behavior. 

The Outcomes study also shows that the correlates of sexual risk 
behavior did not differ between the consistent and the variable risk 
group. However, both the consistent and the variable risk group 
significantly differed on a number of independent variables from the 
consistent no risk group. First, in concordance with other studies [20, 
95, 96], the behavioral intention to always use condoms when having 
anal sex measured at baseline was highly negatively associated with 
subsequent variable and consistent sexual risk behavior. From a 
practical point of view, interventions promoting consistent condom use 
should aim at increasing intention to always use condoms when having 
anal intercourse. According to cognitive-motivational theories, 
intentions are influenced through attitudes, social norms and perceived 
behavioral control ([25]; for specific methods, see [22, 96]). 

Second, in contrast to other cross-sectional studies [91, 93, 94, 
106], we observed a relationship between HIV-optimism at baseline 
and subsequent sexual risk behavior. YGBM who were consistently 
unsafe in each data wave were more optimistic about HIV at baseline 
compared to YGBM who were consistently safe. However, our 
measure of HIV-optimism consisted of three dimensions (i.e. treatment 
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optimism, safe sex necessity and safe sex fatigue) and only the safe sex 
fatigue sub-scale was associated with longitudinal sexual risk behavior. 
Safe sex fatigue refers to feelings of indifference or apathy towards 
always practicing safe sex and YGBM who express these feelings are 
more likely to report consistent or variable risk behavior. Although a 
previous prospective study among MSM of all ages also found a 
positive relationship between safe sex fatigue and sexual risk behavior 
[107], our finding is surprising in that these YGBM are still early on in 
their sexual trajectory. Preventive interventions should also focus on 
influencing these feelings of safe sex indifference, for example through 
influencing their attitudes towards safer sex. 

Third, the odds on reporting consistent sexual risk behavior, but 
not on variable risk behavior, were greater for respondents who ever 
have been tested for HIV. HIV-testing has been associated with 
increased sexual risk behavior [62, 88]. However, the causal 
relationship between HIV-testing and sexual risk behavior is not yet 
clear. In our study we observed a positive association between ever 
being tested for HIV and subsequent consistent sexual risk behaviors. 
However, this does not imply that HIV-testing facilitates UAI. More 
likely, other factors, such as risk perception or exposure to prevention 
messages mediate this relationship. The significant association between 
ever being tested for HIV and consistent sexual risk behavior could 
also point to missed opportunities for posttest counseling. However, 
we did not assess the content and the quality of the posttest counseling. 

Finally, the odds on reporting consistent and variable risk 
behavior was greater for YGBM who report four or more lifetime 
same-sex partners compared to the consistent no risk group, a finding 
which is not uncommon in MSM research [46, 101, 108]. However, 
having more sex partners also increases the opportunity to engage in 
UAI. Moreover, any UAI is a relatively crude measure of actual risk in 
that some YGBM who report multiple sex partners may have engaged 
in one episode of UAI whereas others may have engaged in multiple 
episodes of UAI [104]. Also, it should be noted that the consistent no 
risk group in this study also consisted of respondents who did not 
engage in anal sex or who did not have sex, which may have inflated 
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the observed odds ratios. Nevertheless, this finding may still provide 
valuable information for intervention development. For example, 
preventive messages may be tailored specifically towards YGBM who 
report multiple sex partners. 

The Outcomes study has several limitations. First of all, the 
cohort consists of YGBM who were, at least at time of recruitment, in 
the midst of their coming-out. Although there is evidence that specific 
coming-out related factors influence the decision to engage in sexual 
risk behavior (e.g. involvement in gay-related activities, positive 
attitudes towards homosexuality and disclosure of sexual identity to 
more individuals [20, 32]), in the present paper we did not explore 
these associations. Nevertheless, this warrants that our findings should 
be interpreted within the context of our sample. Second, whereas 
respondents were recruited both offline and online, data collection 
took place online. However, Internet surveys seem to produce as 
reliable results as telephone interviews or pencil and paper interviews 
[109-111]. Third, a six months interval between data waves may have 
been too short to observe a sufficient number of respondents 
performing the behavior under study (i.e. anal intercourse). The 
consistent risk group contained a limited number of respondents which 
may have resulted in a lack of statistical power, especially for 
comparisons between the consistent and variable risk group. A fourth 
limitation is that not all factors which have been found to be associated 
with sexual risk behaviors were assessed in the current study (e.g. illicit 
drug use prior or during sex [20], personality factors such as 
impulsivity and sexual sensation seeking [20, 46], family and partner 
violence [78, 79], childhood sexual abuse [20]). Finally, the present 
analyses consisted only of respondents who were not lost to follow-up, 
and therefore our results may not fully represent the target population. 
However, respondents who dropped-out from the study did not 
significantly differ on critical independent variables used in the present 
analyses. 

The Outcomes study is one of the first studies reporting 
longitudinal sexual risk behaviors of YGBM. The results showed that a 
considerable proportion of YGBM engage in sexual risk behavior, and 
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these proportions did not change over time. Furthermore, this study 
showed that the largest risk group consisted of YGBM who variably 
engaged in sexual risk behavior (i.e. any combination of no risk and 
UAI over four data waves), and that a smaller group consistently 
engaged in sexual risk behavior. HIV-prevention activities must also 
focus on increasing intention to always use condoms and reducing 
feelings of safe sex apathy.
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Chapter 5 Social-cognitive determinants of condom 
use in a sample of young gay and bisexual 
men10 

According to UNAIDS approximately 33.2 million people were living 
with HIV/AIDS in the world by the end of 2007 [1]. The majority of 
HIV-infections occur through sexual contact, and men who have sex 
with men (MSM) represent the largest proportion of HIV-diagnoses in 
most Western counties [1]. Recently it has been suggested that young 
gay and bisexual men (YGBM) are at elevated risk of contracting HIV 
and other STIs through unprotected anal intercourse (UAI, [46, 48, 49, 
54, 55]). A thorough understanding of the reasons why YGBM are not 
using condoms when having anal sex can facilitate the design of 
effective interventions to increase condom use among YGBM [22, 86]. 
The aim of this study is to examine social-cognitive determinants of 
condom use with casual same-sex partners in a sample of YGBM. 

In order to design effective HIV-prevention interventions for this 
target group, social-cognitive determinants of condom use have to be 
known [22]. The theory of planned behavior (TPB, [25]) is a useful 
model for predicting and understanding determinants of intention and 
behavior [112-114]. Moreover, interventions based on determinants 
from social-cognitive theories such as the TPB have been shown to be 
effective in changing various health behaviors [95, 115]. In short, the 
theory states that behavior is best predicted by behavioral intentions 
and that people form these behavioral intentions based on their 
attitudes, subjective norms, and perceived behavioral control. The TPB 

 
10 This chapter is co-authored by Harm Hospers and Gerjo Kok and has been 
published in AidsCare, volume 21, pages 1471-1479, under the same title. 
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also assumes that other more distant variables, such as demographics, 
influence intention and behavior through these three determinants. 
Research has shown that the predictive value of the TPB can be further 
increased by adding constructs to the model, such as descriptive norms 
[116], personal norms [117-119], and behavioral willingness [75, 76]. 

The TPB has been shown to predict intentions to use condoms 
and prospective condom use behavior reasonably well in a variety of 
samples (for reviews see [95, 120], including MSM [121-124]. For 
example, two recent Dutch MSM studies showed that the three main 
TPB constructs were all significantly related to behavioral intention 
and adding descriptive and personal norms increased the explanatory 
power of the model [57, 123]. Moreover, a substantial correlation 
(r=0.58; P <.001) between intention and actual behavior was found 
[57]. 

The Outcomes project is an online cohort study on coming-out 
and sexual behavior. Between early 2007 and late 2009 participants 
complete six biannual questionnaires. One aim of this project is to 
investigate the social-cognitive determinants of condom use with casual 
partners in a sample of YGBM who are in the midst of their coming-
out. TPB variables regarding condom use with a casual partner were 
assessed during the first wave of the study, while sexual behavior with 
casual partners was assessed at the second wave six months later. 

Methods 

The Outcomes study is an online cohort study on coming-out and 
sexual behavior. Between early 2007 and late 2009, respondents 
complete six biannual questionnaires. The study was approved by the 
ethics committee of the Faculty of Psychology and Neuroscience, 
Maastricht University.  
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Recruitment 
The eligibility criteria were being between 16 and 25 years of age11, 
being sexually attracted to men, and first disclosure of sexual attraction 
in the year prior to the survey. In the present study disclosure was 
defined as telling at least one significant other (e.g. parents, siblings, 
friends or teacher at school) about attraction to the same sex. It should 
be noted that by using this working definition, we excluded disclosing 
sexual identity anonymously (e.g. through online chatting in gay chat 
sites or through anonymous participation in gay-related Internet 
forums). 

Cohort participants were recruited both offline (45.9%) and 
online (54.1%). Offline recruitment took place at various gay venues 
frequented by YGBM. Details of YGBM (i.e. age, recency of coming-
out and telephone number) were obtained and eligible participants 
were contacted by telephone within three working days. Other offline 
recruitment consisted of placing advertisements promoting the web 
address of the survey in gay-related media aimed at YGBM. Online 
recruitment consisted of placing banners with a link to the survey 
website on various gay-related sites frequented by YGBM and by 
issuing a press release which was published on various gay news sites. 
On the website of our survey, interested participants could submit their 
contact details (e-mail and telephone number) and if they did they were 
contacted by the primary researcher within three working days. The 
telephone interview was primarily aimed at verifying inclusion criteria 
and to clarify the procedure of the study. Eligibility was confirmed by 
asking interested participants’ age, their sexual attraction (1= only 
attracted to men and 5= only attracted to women) and when and to 
whom they first disclosed their sexual attraction. Next, to ensure that 
only the intended participants entered the cohort, eligible participants 
received an e-mail with a personal login name and password which 
they had to use to login to the website that contained the 
questionnaire. The telephone interview also provided us with the 

 
11 Although some gay and bisexual youth in the Netherlands nowadays come out 
before the age of 16, it was deemed inappropriate to include them in this study since 
that would have required parental consent. 
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opportunity to verify whether intended participants were trying to 
misrepresent eligibility and to strengthen the commitment of the 
participants for participation in the cohort study. 

A total of 185 participants, who were in the midst of their 
coming-out (median number of months after coming-out: 7; 
interquartile range: 4-10) completed their first online questionnaire on 
coming-out milestones and sexual behavior.  

Questionnaire 
The first part of the first online questionnaire consisted of 
demographics (e.g. age, educational status, cultural background). The 
second part consisted of questions on sexual history (e.g. first same-sex 
partner) and questions on recent sexual behavior and condom use in 
the six months preceding the survey for steady, regular and casual 
partners. The third part contained the social-cognitive determinants of 
condom use with a new partner in the next six months. The various 
beliefs were derived from the literature and from previous research 
conducted in the Netherlands [57, 125]. 

Behavior was assessed by asking respondents whether they had 
receptive or insertive anal intercourse with a casual partner and 
whether they used condoms (1=never; 5=always; separate for receptive 
and insertive anal intercourse). Behavior was coded as safe when a 
condom was used on all episodes of both receptive and insertive anal 
intercourse and unsafe when at least one episode of unprotected 
receptive or insertive anal intercourse was reported. 

Attitude was measured by averaging 11 attitudinal belief 
statements about condom use with a new partner in the next six 
months. For example, “using condoms when having anal sex with a 
new partner reminds too much of HIV/AIDS”. Responses were on a 
five point scale, ranging from completely disagree to completely agree. 
Six negative items were recoded so that a higher score indicates a more 
positive attitude towards using condoms. A reliability analysis showed 
that one belief (i.e. “condoms are expensive”) did not scale and was 
therefore deleted from the scale. Because this belief was not 
significantly correlated with intention (r=.028, p>.05) or with behavior 
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(r= -.16, p>.05), it was not incorporated in subsequent analyses. 
Cronbach’s alpha of the final scale is .72. 

Subjective norm was measured by three normative beliefs (social 
referents were homosexual friends, heterosexual friends, and parents). 
For example: “My homosexual friends believe that I should always use 
condoms when having anal sex with a new partner”. Responses were 
on a five point scale ranging from most certainly not to most certainly, 
plus “don’t know” and “not applicable” (both coded as middle score). 
Alpha of the scale is .70. 

Perceived behavioral control was measured by beliefs about 
confidence to use condoms in five situations (i.e. when in love, when 
physically attracted, when excited, when consumed large amount of 
alcohol, and when under the influence of drugs). Moreover, three 
beliefs about the respondents’ confidence to tell a new partner that he 
wants to use condoms was measured (i.e. tell in general, when partner 
pressures you to have insertive anal intercourse without a condom or 
receptive anal intercourse without a condom). Finally, three beliefs 
about the respondents’ confidence to use a condom with a new partner 
were measured (i.e. buy condoms, putting a condom on to yourself, 
and putting a condom on to a new partner). Example: “Are you 
confident that you are able to always use a condom when having anal 
sex with a new partner with whom you are in love?”. Responses were 
on a five point scale ranging from most certainly not to most certainly. 
Alpha of the scale is .87. 

Descriptive norm was measured by two beliefs on the 
respondents’ perception of condom use of their homosexual friends 
and of YMSM in general. For example: “Imagine your homosexual 
friends are having sex with a new partner, do you think they always 
use condoms for anal sex?”. Responses were on a five point scale 
ranging from most certainly not to most certainly, plus “don’t know” 
and “not applicable” (both coded as middle score). The two beliefs 
were significantly correlated (r= .56, p < .01). Therefore, they were 
summed to form a general descriptive norm measure. 

Personal norm was measured by four beliefs about condoms: for 
me it is normal, it would be against my principles, I would feel guilty, 
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and I feel morally obliged to. For example: “I for me do think it is 
normal to use condoms when having anal sex with a new partner in the 
next six months”. Responses were on a five point scale ranging from 
completely disagree to completely agree. Alpha of the scale is .80. 

Behavioral willingness was measured by five beliefs about 
willingness to have unprotected sex with a new partner in the next 6 
months: when he says he is HIV-negative, when you think he is HIV-
negative, when there are no condoms present, when you think he is 
going to be your steady partner of when you think he is going to be 
you regular partner. For example: “If you have sex with a new partner 
in the next 6 months, are you willing to have unprotected sex when 
you think he is HIV-negative?” Response were on a seven point scale, 
ranging from most certainly not tot most certainly so. Alpha of the 
scale is .93. 

Behavioral intention was measured by two questions, I intend to 
and I expect to. For example: “Imagine you have anal sex with a new 
partner in the next six months. Do you intend to use a condom?”. 
Responses were on a seven point scale ranging from most certainly not 
to most certainly. The two items were highly correlated (r= .84, p < 
.01) and therefore summed to form a general intention measure. 

The final part of the online questionnaire included questions 
about gay community attachment, mental health concerns and 
discrimination, which will be reported elsewhere. The follow-up 
questionnaire essentially consisted of the same topics and thus similar 
questions as the first questionnaire and will not be described in detail 
here. Participants receive €10 for completing each questionnaire. 

Data analyses 
Descriptive statistics about demographics and UAI with casual partner 
were obtained. Because only four respondents (2%) had a non-western 
cultural background, the analyses are restricted to respondents with a 
Dutch or western cultural background (N=181). Next, correlations 
between the TPB constructs and intention (Pearson’s correlation) and 
behavior (point biserial correlation) were obtained. Next, hierarchical 
linear regression analysis was used to examine relationships between 
determinants and intention. In the first step the three main 
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determinants of intention were entered. In the second step the two 
extra determinants (i.e. descriptive and personal norms) were added 
and in the third step demographics were added. Next, three separate 
logistic regression analyses were performed to predict UAI with casual 
partners from intention, perceived behavioral control and behavioral 
willingness. Finally, a series of Students’ T-Test were performed to 
investigate differences in belief structure between high versus lower 
intenders and between safe versus unsafe sexual behavior with casual 
partners12. A significance level of .05 was used in all analysis, except in 
the analyses for the differences in beliefs, where a p-value of .01 was 
used to correct for multiple testing. 

Results 

Sample characteristics 
Participants’ mean age at wave 1 was 18.9 (sd= 2.3; median: 18, range 
16-26). The vast majority had a Dutch cultural background (98%). 
Forty percent of the respondents (N=63) reported having had sex with 
casual partners in the six months between wave 1 and wave 2, of 
whom 32 (51%) had no anal intercourse. Of the YGBM who had anal 
sex with casual partner(s), 18 (58%) had protected anal intercourse 
and 13 (42%) had at least one episode of unprotected receptive or 
insertive anal intercourse. Of all the YGBM who reported sex with a 
casual partner, 21% reported at least one episode of UAI. 

Correlations 
First of all, demographic characteristics were not significantly 
correlated with intention and behavior (see Table 5.1). Only 
educational level was significantly positively correlated with attitudes 

 
12 Initially, the relation between intention measured at wave 1 and behavior measured 
at wave 2 was analyzed for new partners because all social-cognitive determinants were 
assessed for anal sex with new partners. A subsequent explorative analysis of the 
relation between intention at wave 1 and behavior with steady, casual and regular 
partners at wave 2 revealed a significant relation between intention and behavior only 
for casual partners. Because the amount of explained variance in behavior was 28% for 
casual partners and 11% for new partners, only the results for casual partners will be 
described in detail. 
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and negatively correlated with behavioral willingness; no other 
demographic characteristics were significantly correlated with any of 
the TPB or other social-cognitive variables. Second, there was a 
significant correlation between intention and behavior (r=.40; p<.05), 
indicating that respondents who reported UAI with a casual partner 
had a lower intention to use condoms. No other variables significantly 
correlated with behavior. Finally, the variables most strongly correlated 
to intention were: attitudinal beliefs, personal norms, descriptive norms 
and perceived control (see Table 5.1).  

Prediction of behavior and intention from social-
cognitive variables 
First of all, a stepwise backward logistic regression-analysis with drop-
out (1=dropout; 2=non-dropout) as dependent variable and 
background variables (age, and educational level), TPB variables and 
behavior as independent variables showed that respondents who did 
not dropout at wave 2 perceived a higher social norm to always use 
condoms with a new partner (M=4.06) than respondents who dropped 
out (M=3.70; Adjusted OR=1.88, 95% CI 1.05 - 3.36). No other 
variables significantly differed between dropouts and non-dropouts. 

Next, a hierarchical linear regression analyses showed that a 
model with three main TPB variables explained 28% of the variance in 
intention (see Table 5.2). In this model, only the variables attitudes and 
perceived behavioral control were significant13. Adding descriptive and 
personal norm to the model increased the percentage of explained 
variance by 8%. Finally, adding demographics did not significantly 
increase the percentage of explained variance. Thus, in the final model, 
attitudes, descriptive norm, perceived behavioral control, and personal 
norms significantly predict intention. 
.

 
13 Because a substantial number of respondents indicated “Don’t know” and “Not 
applicable” for the subjective norm items (see also Table 3), we also coded “Don’t 
know” and “Not applicable” as missing. For the sub-group of respondents who do 
know what their social referents think they should do, subjective norm does 
significantly predict intention (beta=.19; p=.004). 
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Table 5.2 Prediction of condom use intention from social cognitive variables 
(all reported standardized beta’s are significant p<.05). 

Variable Model 1 β Model 2 β Model 3 β 

Theory of planned behavior    

 Attitude .32 .27 .26 

 Subjective norm  ns  ns  ns 

 Perceived behavioral control .31 .19 .18 

 R2 .28   

 Other psychosocial variables    

 Descriptive norm  .16 .16 

 Personal norm  .24 .23 

 R2  .36  

 Demographic variables    

 Age    ns 

 Educational status    ns 

 R2   .37 

 
Finally, a logistic regression analysis showed that intention significantly 
predicted condom use (adjusted OR=5.00; 95% CI 1.14 – 21.85; 
model fit compared to model with only constant: block -2LL= 7.49; 
p<.01). Both perceived behavioral control and behavioral willingness 
did not significantly predict behavior (p>.05). Thus, of the respondents 
who reported a maximal intention to always use condoms, 77% 
always used a condom in the six months between wave 1 and wave 2, 
and of the respondents who reported a less than maximal intention, 
36% always used a condom.  

Differences between beliefs 
First of all, because intention to use condoms with a casual partner was 
very positive and because 51% of the respondents had a maximal 
intention, intention was dichotomized by categorizing ‘most certainly’ 
as high intention and all other responses as lower intentions. In 
general, respondents had a positive attitude towards condom use with 
a new partner (see Table 5.3). The negative consequences of condom 
use (i.e. irritating disturbance, creates distrust, less intimate) are not 
salient for high intenders and somewhat salient for lower intenders. 
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The positive aspects (i.e. hygienic and feeling of being safe) of condom 
use were more important for high intenders. The subjective norm does 
not differentiate between high and low intenders. Only the descriptive 
norm what their best friends do when having sex with a new partner 
was more salient for high intenders. High intenders held strong moral 
norms regarding condom use with a new partner. They belief that it is 
normal to use condoms and that they would feel guilty if they did not 
use condoms. Moreover, they believe it is against their principles not to 
use condoms and they feel morally obliged to use condoms when 
having sex with a new partner. Finally, confidence to use condoms 
when having anal sex with a new partner was very high. High 
intenders felt more confident to use condoms with a new partner when 
they are in love, when the partner is attractive, or when they are 
sexually aroused. Also, high intenders expressed more confidence to be 
able to tell their new partner that they want to use condoms in general 
and in two specific situations (i.e. when partner wants unprotected 
insertive or receptive anal sex). High intenders also expressed more 
confidence to be able to buy and carry condoms and they felt more 
capable of putting on a condom on oneself and on the partner. 
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Table 5.3 Differences in means between respondents with a high or lower 
intention to use condoms when having anal sex with casual partner(s) (N=181). 
All scores range between 1-5 expect for behavioral willingness which scores 
range between 1-7. A higher score indicates more agreement with each belief. 
For attitudinal beliefs, negative items were recoded so that a higher score 
indicates a more positive attitude. As a result, items 1, 3, 4, 5, 6 should be read 
as follows: a higher score indicates less agreement. 

Belief High intention 
Lower 

intention 

ATTITUDINAL BELIEFS   

Is an irritating disturbance 3.76   3.05** 

Is extra exciting 2.14 2.04 

Less feeling 3.24 2.82 

Creates distrust 4.34  3.83* 

Reminds too much of HIV 4.16 3.83 

Is less intimate 3.88  3.26* 

Is hygienic 4.50  4.04* 

Creates feeling of being safe 4.69   4.27** 

Good protection against HIV 4.68 4.42 

Good protection against other STIs 4.53 4.46 

SUBJECTIVE NORMS   

My gay friends think that I should use condoms 
(40% checked option “don’t know or not 
applicable”) 

3.96 3.81 

My straight friends think that I should use condoms 
(43% checked option “don’t know or not 
applicable”) 

3.95 4.01 

My parents think that I should use condoms (31% 
checked option “don’t know or not applicable”) 

4.34 4.22 

PERCEIVED CONTROL   

Confident, when in love 4.16   3.32** 

Confident, when partner is attractive 4.40   3.68** 

Confident, when sexually aroused 4.06   3.29** 

Confident, when drink too much alcohol 3.51 3.15 

Confident, when use drugs 3.49 3.10 

Confident about telling partner to use condoms 4.83   4.33** 

Idem, if partner does not want to for insertive anal 
sex 

4.71   4.08** 

Idem, if partner does not want to for receptive anal 
sex 

4.73   3.92** 
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Belief High intention 
Lower 

intention 

Confident, always carry condoms 3.88   3.19** 

Confident, buy condoms 4.29 3.85 

Confident, apply condoms to self 4.74   4.28** 

Confident, apply condom to new partner 4.55  4.08* 

DESCRIPTIVE NORM   

My gay friends use condoms 3.66  3.31* 

YMSM use condoms 3.20 3.06 

PERSONAL NORM   

For me, it’s normal to use condoms 4.73  4.10** 

I feel guilty if I do not use condoms 4.30   3.23** 

It is against my principles not to use condoms 4.46   3.51** 

I feel morally obliged to use condoms 4.20  3.56* 

BEHAVIORAL WILLINGNESS   

Willing, when new partner says he is HIV-negative 1.78   3.27** 

Willing, when you think new partner is HIV-
negative 

1.58   2.77** 

When no condoms are present 1.79   3.23** 

When you expect him to become your regular 
partner 1.76   3.03** 

When you expect him to become your steady 
partner 

2.06   3.87** 

$ For scaling, the negative items were recoded 
* p<.05, ** p<.01, *** p<.001 

Discussion 

The Outcomes study aimed to establish the relevant social-cognitive 
determinants of intention and actual condom use with casual partners. 
First of all, of the YGBM who reported sex with a casual partner in the 
six months between wave 1 and wave 2, about one fifth reported at 
least one episode of unprotected anal sex. Second, the TPB was 
successful in identifying the relevant determinants of intention to use 
condoms when having anal sex with a casual partner. The final model, 
which best predicted intention to use condoms, consisted of attitudes, 
perceived control, personal norms and descriptive norms. Moreover, 
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condom use with casual partners at six months follow-up was 
significantly predicted by intention to use condoms. 

The Outcomes study showed that for YGBM, social-cognitive 
factors play a role in the decision to use condoms when having anal sex 
with a casual partner. Our findings are well in line with previous TPB 
studies although the level of explained variance is somewhat lower 
compared to studies of older MSM [57, 121, 123, 124, 126]. 

In line with the TPB, we found that behavior at six-month 
follow-up is best predicted by behavioral intention. Intention explained 
28% of the variance in subsequent behavior, a finding which 
corroborates previous research (see for an overview of reviews [127]. 
Moreover, the vast majority of the YGBM who expressed a maximal 
intention to use condoms subsequently acted upon their intention. 
These results suggest that intention plays an important role in the 
decision to engage in protected anal sex with casual partner(s). 

In general, YGBM hold favorable attitudes towards condom use 
with a new partner. Whereas YGBM with a lower intention see more 
disadvantages of condom use (e.g. irritating disturbance, creates 
distrust), high intenders see more advantages of condoms (e.g. is 
hygienic and creates feelings of being safe). High intenders are also very 
confident that they can buy, carry, and use condoms. Moreover, they 
are confident that they can tell a new partner that they want to use 
condoms, even in difficult situations such as when they are sexually 
aroused or when the partner does not want to use condoms. Social 
influences do not differentiate between high and lower intenders, 
expect for the descriptive belief that their best gay friends always use 
condoms when having sex with a new partner. Finally, YGBM with a 
high intention express more personal responsibility to use condoms. 
They feel that it is against there principle not to use condoms and they 
would feel guilty if they do not use condoms when having anal sex. 

From a practical point of view, the Outcomes study suggests that 
HIV-preventive interventions directed at YGBM should focus on 
attitudes, personal norms, descriptive norms and perceived behavioral 
control. Furthermore, this study also provided information on which 
specific beliefs are more relevant in explaining condom use and as such 
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should be targeted in an intervention. YGBM should perceive that 
condom use has advantages related to HIV and STI prevention but 
should also anticipate disadvantages of condoms use (e.g. less 
intimate). Methods for changing attitudes are for example persuasive 
communication (for an overview, see [128]). Furthermore, YGBM 
should express confidence in buying and carrying condoms and also in 
negotiating condom use with a casual partner. Also, YGBM should 
express confidence in applying condoms to oneself and to a casual 
partner, even under difficult circumstances. Methods for increasing 
perceived behavioral control are skills training and modeling [27, 129]. 
Finally, the intervention should also try to establish, increase or 
reinforce personal norms towards condom use with casual partners. 

The Outcomes study has several limitations. First of all, because 
the Netherlands is known to be a fairly liberal country with respect to 
homosexuality [77], some YGBM may have their coming-out before 16 
years of age. Therefore, our results should be interpreted within the 
context of our sample. Second, because most respondents were 
recruited at gay Internet sites or at gay venues, it is possible that this 
study attracted YGBM who are already comfortable with their sexual 
identity which limits generalisability. However, there is no evidence 
that YGBM who visit gay related Internet sites or who frequent gay 
venues are also more comfortable with their sexual identity. In 
contrast, it is likely that YGBM nowadays use the Internet to search for 
information about sexuality and coming-out [34]. Finally, the 
Outcomes study collected the data online. However, Internet surveys 
seem to produce as reliable results as telephone interviews or pencil 
and paper interviews (e.g. [109-111]). 

In conclusion, the Outcomes study investigated social-cognitive 
determinants of YGBMs condom use with a casual partner. Attitudes, 
perceived control, personal norms and descriptive norms all 
significantly predict intention to use condoms, and intention in turn 
predicted actual condom use. Furthermore, the Outcomes study 
provided information on which beliefs should be changed in an HIV-
prevention intervention. The next step in the development of 
interventions is to select theoretical methods and practical strategies to 
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accomplish the desired changes in the determinants of condoms use 
with casual partners and to design and implement the actual 
intervention program.
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Chapter 6 Minority-stress and depressive symptoms in 
a sample of young gay and bisexual men14 

There is ample evidence that young gay and bisexual men (YGBM) are 
at increased risk of emotional distress (i.e. depressive and anxiety 
symptoms) compared to their heterosexual counterparts [28, 32, 90, 
130-137]. This elevated risk of emotional distress has been attributed 
to the experience of a unique set of stressors specifically related to 
belonging to a sexual minority [2, 130, 135, 138]. YGBM in the midst 
of their coming-out may be particularly susceptible to experiencing 
these stressors [32, 133]. Recently, a conceptual framework has been 
proposed which explains the higher prevalence of mental health 
problems observed in YGBM in terms of minority-stress [2]. This 
framework suggests that, next to general life stressors, specific 
minority-related stressors may induce feelings of emotional distress 
[2].The aim of the present study is to examine the relationship between 
minority-stress factors based on this conceptual minority-stress 
framework, and emotional distress, using data from a cohort of YGBM 
who were – at study entry - in the midst of their coming-out. 

Several coming-out models have been proposed [11, 12, 14, 15, 
19]. In general, these models describe coming-out as a process of 
identity formation and identity integration. In short, identity formation 
involves exploring the new sexual identity (e.g. involvement in gay 
related activities) and addressing possible negative attitudes towards 
being gay (i.e. internalized homonegativity). Identity integration 
involves accepting the new sexual identity (i.e. self-acceptance) and 
disclosing this sexual identity to others (i.e. disclosure). Furthermore, 

 
14 This chapter is co-authored by Harm Hospers and Gerjo Kok and a modified version 
of this chapter has been submitted for publication under the same title. 
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most coming-out models assume that going through the coming-out 
process is characterized by increased feelings of emotional distress [12, 
32, 139]. For example, fear of rejection because of non-heterosexual 
identity may cause YGBM to conceal their sexual identity for family 
and friends, and identity concealment in turn may result in stress [140, 
141]. Also, internalized homonegativity, which is assumed to be 
especially prevalent in the early stages of the coming-out process [142], 
can negatively influence mental health [139, 143]. In a similar vein, 
lower self-acceptance of sexual identity has been found to be associated 
with increased feelings of emotional distress [144]. Limited 
involvement in gay activities or limited connectedness with the gay 
scene may also contribute to feelings of emotional distress [32]. Finally, 
as YGBM progress in their coming-out, they may become more visible 
as gay and therefore risk facing acts of discrimination because of their 
sexual orientation. It has been shown that experienced discrimination 
can negatively impact mental health [2, 145, 146]. 

Meyer [2] recently proposed a conceptual framework which 
captures the relationships outlined above between minority-related 
stress factors and emotional distress. The minority-stress framework 
describes two sources of stress: general stressors (e.g. stress from daily 
hassles) and minority-related stressors. The latter refer to both distal 
factors such as experienced acts of discrimination and to proximal 
factors such as having negative attitudes towards homosexuality or 
identity concealment (i.e. disclosure). The minority-stress framework 
also suggests that some factors may ameliorate stress and hence reduce 
emotional distress. For example, socializing with likeminded persons 
may enhance self-identity and hence may induce more positive attitudes 
towards homosexuality [32, 147]. 

The present study aims to examine the relationships between 
minority-stress factors and emotional distress, using data from an 
online longitudinal sample of YGBM who are in the midst of their 
coming-out. Although coming-out is generally considered to be a 
process [11, 12, 15, 19], in the present study coming-out was defined 
as the singular act of disclosing sexual identity face-to-face to at least 
one significant other within the preceding year. This enabled us to set 
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clear recruitment criteria. Moreover, it ensured that most respondents 
were still in the process of disclosing their sexual identity to others. 
Finally, despite this rather strict inclusion criterion, we managed to 
include 185 respondents in the present study. In line with the minority-
stress model, it is hypothesized that one distal stressor (i.e. experienced 
acts of discrimination because of sexual identity) and four proximal 
factors (i.e. self-label as gay or bisexual, self-acceptance of sexual 
identity, negative attitudes towards homosexuality and concealment of 
sexual identity) are associated with emotional distress. Furthermore, it 
is hypothesized that connectedness with the gay scene moderates the 
relationship between minority-stress factors and emotional distress. 

Methods 

The Outcomes study is an online cohort study on coming-out and 
sexual behavior. Between early 2007 and late 2009 participants 
complete six bi-annual questionnaires. The study was approved by the 
ethics committee of the Faculty of Psychology and Neuroscience, 
Maastricht University. The methods of the Outcomes study have been 
described in detail in previous chapters. 

Cohort participants were recruited both offline (45.9%) and 
online (54.1%). Offline recruitment took place at various gay venues 
frequented by young MSM and by placing advertisements promoting 
the survey website in gay-related media aimed at young MSM. Online 
recruitment consisted of placing banners with a link to the survey 
website on various gay news sites frequented by young MSM. The first 
online questionnaire on coming-out and sexual behaviour was 
completed by 185 respondents. 

Measures 
The demographic characteristics of respondents were assessed using a 
fill-in-the-blank measure of age, postal code of place of residence 
(dichotomized into rural versus urban), an educational status checklist 
(dichotomized into lower versus higher education based on the Dutch 
educational system), and a cultural background checklist 
(dichotomized into Dutch or Western versus Non-Western). 
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Dependent variables 
Emotional distress was operationalised in the current study as 
experiencing depressive symptoms. This measure was derived from the 
Dutch version of the short Brief Symptom Inventory ([148]; for Dutch 
translation and psychometric properties see [149]). The Brief Symptom 
Inventory – Depression scale (BSIDEP) consists of 6 items and asks 
respondents to indicate whether each of six depressive symptoms 
occurred in the last week (i.e. week prior to completing the 
questionnaire). An example question is “How much did feelings of 
loneliness troubled you in the last week?”. Responses were on a five 
point scale ranging from not at all to very much so. A higher score 
indicates increased feelings of depression. Alpha of the scale is .88. 
Mean scores (sd), median and mode are presented in Table 1. Dutch 
norm scores for the BSI-depression for YGBM are not available. 
However, the mean score of Dutch psychiatric patients is 1.58 (sd=.55; 
[149]) and this mean score will be used to classify respondents with 
normal (i.e. mean score ≤1.58) or increased (i.e. mean score >1.58) 
feelings of depression. 

Independent variables 
Experienced discriminatory acts (discrimination) was measured by 
asking respondents to indicate if they experienced, in the six months 
preceding each questionnaire, any of the following discriminatory acts 
because of their sexual orientation: being called names, being bullied, 
being spit at, being hit, or being threatened. These items were tailored 
in such a way that respondents attending school received the question 
with the location being school and respondents holding a job with 
location being workplace. An example question is: “Have you 
experienced being called names at [school/work] because of your 
sexual orientation in the previous six months? All respondents had to 
indicate whether they experienced any of the discriminatory acts by 
strangers as well. Responses were on a five point scale, ranging from 
never to very often. Responses were collapsed across acts and 
subsequently dichotomized by classifying the response options 
“sometimes”, “often” and “very often” as having experienced at least 
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one act of discrimination versus having experienced no acts of 
discrimination. 

Self-label of sexual identity (self-labeling) was assessed by asking 
respondents to indicate whether they perceive themselves as homo- or 
bisexual. Responses were coded as 1=homosexual and 2=bisexual. 

Self-acceptance of sexual identity (self-acceptance) was assessed 
by asking respondents to indicate to what extent they accept their 
sexual identity. Responses were measured using a Visual Analogue 
Scale ranging from completely not accepting sexual identity (0) to 
completely accepting sexual identity (100). A higher score indicates 
accepting sexual identity to a greater extent. 

Negative attitudes towards homosexuality was conceptualized as 
internalized homonegativity (IHN), which was measured with 12 items 
derived from the Short Internalized Homonegativity Scale [150]. The 
original scale measures three aspects of homonegativity (i.e. Public 
identification as being gay, Sexual comfort with gay men and Social 
comfort with gay men). Two items (i.e. “it is important to me to 
control who knows about my homosexuality” and “making advances 
to another men is difficult for me”) were removed from the original 
scale because these items did not scale. The final scale consists of 10 
items measured on a five point scale ranging from completely disagree 
to completely agree. Alpha of the final scale is 0.66. All items were 
recoded so that a higher score indicates more internalized 
homonegativity (i.e. more negative attitude towards homosexuality). 

Concealment of sexual identity was conceptualized as level of 
disclosure (disclosure). Respondents were asked to indicate to what 
extent they consider themselves as “being out”. Responses were 
measured using a Visual Analogue Scale ranging from completely not 
out (0) to completely out (100). A higher score indicates being more 
out about sexual identity. 

Connectedness to the gay scene (connectedness) was measured by 
one item, ‘To what extent do you feel connected to the gay-scene?’. 
Responses were measured using a Visual Analogue Scale ranging from 
completely not connected (0) to completely connected (100) to the gay-
scene. A higher score indicates more connectedness with the gay-scene. 
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Data analysis 
The aim of the present study is to explore associations between 
minority-related stressors and emotional distress. Descriptive statistics 
on demographics, minority-related stressors, and depression will be 
obtained. Next, as a preliminary test of associations between 
demographics, minority-related stressors and emotional distress, 
Pearson’s and point-biserial correlations will be obtained. Next, the 
moderating effect of connectedness with the gay scene will be tested 
using five separate linear regression analyses (i.e. one for each 
minority-stress predictor). For the continuous predictors (i.e. self-
acceptance, internalized homonegativity and disclosure), the interaction 
terms will be mean centered to reduce problems of multicollinearity 
[151]. A moderator role of connectedness would be supported if the 
interaction term is significant while controlling for the main effects of 
connectedness and the specific minority-related stress factor. To 
control for the influence of other factors (i.e. demographics and the 
minority-stress factors), a separate stepwise regression-analysis will be 
performed. Finally, as suggested by Preacher, Curran and Bauer [152], 
the nature of a significant interaction will be explored by testing the 
effect of the specific minority-stress factor on depression by three levels 
of connectedness (mean, 1 sd above the mean, and 1 sd below the 
mean; see also [153]), corrected for the influence of other mean 
centered covariates (see [152]). These analyses will be performed using 
the MLR two-way interaction tool described in Preacher, Curran and 
Bauer [152], which is available at www.quantpsy.org. 

Results 

Respondents’ mean age was 18.8 (sd 2.3; median 18; range 16-26). 
The vast majority (98%) had a Dutch or Western cultural 
background15 and almost half of the respondents lived in urban areas 

 
15 Cultural background was significantly correlated with a number of study variables 
(e.g. depression, anxiety, self-acceptance, etc.). Because the Outcomes sample contained 
only four respondents with a non-Dutch or non-Western cultural background, and 
given that cultural background is correlated with a number of study variables, it was 
decided not to include these four respondents in subsequent analyses. 
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(48%). Seventy-nine percent of respondents are still attending school, 
and 62% of respondents attended or completed higher education at 
wave 1. Eighty-five percent of the respondents perceived themselves as 
being homosexual and 15% as being bisexual. Fifty-three respondents 
(i.e. 29%) experienced at least one discriminatory act in the preceding 
six months. Finally, the mean score on the BSI-depression scale was 1.1 
(sd=.94). Table 6.1 presents mean scores (sd) or percentages and 
correlations (Pearson’s and point-biserial) on all study variables. 

Several significant correlations emerged between demographics, 
minority-related stress factors and depression. First, significant 
correlations were observed between depression and age (r=-.20, p<.05), 
educational level (r=-.17, p<.05), self-acceptance (r=-.14, p<.05), 
negative attitudes towards homosexuality (r=.14, p<.05) and 
discrimination (r=.32, p<.01). 
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Table 6.1 Means (sd) or frequencies and correlations between all study 
variables (N=185). 

 
Mean (sd) or 
frequency 

  Correlations 

  1 2 3 4 5 6 7 8 9 10 

1. Age 18.8 (2.3)     -          

2. Educational level$  

(% higher) 
62% .06 -     

3. Urbanization$  

(% urban areas) 
48% .15*  .10 -     

4. Self-labeling$  

(% homosexual) 
85% .01  .01 -.04 -    

5. Self-acceptance 88.3 (15.3) -.07  .07 -.04 -.14* -    

6. IHN 1.5 (.60)  .08 -.03  .04 -.01 -.39** -    

7. Disclosure 78.5 (20.7) -.02 -.05 -.10 -.16*  .33**-.37** -    

8. Discrimination$   

(% Yes) 
29% -.25** -.32**-.07 -.04 .04 -.06 .17* -   

9. Connectedness 49.5 (25.8) -.02 -.16*  .09 -.09 .21**-.34** .29** .15* -  

10. Depression 1.1 (.94) -.20** -.17* -.03  .04 -.14* .14* -.08 .32** .02 - 

* p <.05, ** p <.01 
$ Point-biserial correlation 
IHN=internalized homonegativity. 
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Second, as would be expected, the minority-stress factors relating to 
coming-out were all correlated (all rs between .21 and .39; all ps<.01), 
except for self-labeling. Respondents who self-labeled as bisexual 
reported lower levels of self-acceptance (r=-.14, p<.05) and disclosure 
(r=-.16, p<.05); no other coming-out variables were related to self-
labeling. Finally, discrimination was positively correlated with 
disclosure (r=.17; p<.05) and connectedness to the gay scene (r=.15; 
p<.05) and negatively correlated with age (r=-.25, p<.01) and 
educational level (r=-.32, p<.01). 

Next, of the five of regression-analyses testing the moderating 
effect of connectedness, only the interaction between internalized 
homonegativity and connectedness was significant (β=-.17, p<.05). A 
subsequent stepwise regression-analysis with the interaction between 
internalized homonegativity and connectedness and the five minority-
stress predictors entered in step 1, and age and educational background 
entered in step 2, showed a significant interaction term (β=-.15, p<.05), 
and a significant main effect of discrimination (β=.35, p<.001). This 
model containing the five predictors and the interaction term explained 
18% of the variance in depression (see Table 6.2). Adding age and 
educational background in the second step did not result in a 
significant increase in the amount of explained variance in depression 
(R2 change=.02, F-change=2.02, p>.05). 
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Table 6.2 Prediction of depression from minority-stress factors and 
demographics (all reported β β’s are significant at p<.05). 

Predictors 
Zero-order  
correlation   β Step 1$  β Step 2$ 

Discrimination   .32       .35***       .30*** 

Self-label   .03 ns  ns 

Self-acceptance  -.15 ns  ns 

IHN   .15 ns  ns 

Disclosure  -.09 ns  ns 

Connectedness   .00 ns  ns 

Connectedness x IHN  -.17 -.15* -.15* 

Age  -.20  ns 

Educational background  -.17  ns 

    

R2  .18 .20 

Df (Change)   7  2 

Df(error)   171  169 

F   5.248  2.018 
$ Standardized beta 
* p<.05, ** P<.01, *** P<.001 

 
Finally, probing the interaction while correcting for age, educational 
level and the other four minority-stress factors showed that the simple 
slope is .417 at -1 sd (p<.05), -.159 at the mean of connectedness 
(p>.05), and -.099 at +1 sd (p>.05). Thus, the effect of IHN on 
depression is only significant for relatively low values of connectedness, 
indicating that only YGBM who hold negative attitudes towards 
homosexuality and who report low levels of connectedness with the 
gay scene report increased feelings of depression. 

Discussion 

The present study aimed to test the relationship between minority-
stress and emotional distress as suggested by the minority-stress 
framework [2] in a sample of YGBM who are in the midst of their 
coming-out. As suggested by this framework, both internal (i.e. self-
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labeling, self-acceptance, internalized homonegativity and level of 
disclosure) and external minority-stress factors (i.e. experienced 
discrimination) were hypothesized to be predictors of mental health. 
Furthermore, it was hypothesized that connectedness with the gay 
scene would moderate any relationship between minority-stress factors 
and mental health. In this study, mental heath was operationalized as 
feelings of depression as measured by the BSI [148, 149]. In line with 
the minority-stress framework [2], both external (i.e. experienced 
discrimination) and internal (i.e. internalized homonegativity) factors 
were significantly related to feelings of depression. Moreover, 
connectedness with the gay scene only moderated the relationship 
between internalized homonegativity and depression, in that the effect 
of internalized homonegativity on depression was only significant for 
YGBM who report low levels of connectedness with the gay scene. 

Of the minority-stress factors examined in the present research, 
experienced discrimination was the single best predictor of increased 
feelings of depression. There is a growing body of literature that 
suggests that the experience of discrimination can have a negative 
impact on mental health in gay and bisexual men [30, 138, 144, 154, 
155] and our findings are consistent with this literature. The positive 
correlation between disclosure and experienced discrimination and 
between connectedness with the gay scene and discrimination suggests 
that YGBM who are more “out” about their sexual orientation and 
who feel more connected with the gay scene experience more 
discrimination. In addition to experienced discrimination, internalized 
homonegativity (i.e. holding a negative attitude towards 
homosexuality) was significantly correlated with reporting more 
depressive symptoms, but was not significant in the multivariate 
analysis. The hypothesized ameliorative effect of connectedness with 
the gay scene emerged only for internalized homonegativity. More 
specifically, probing the interaction revealed that the effect of 
internalized homonegativity on depression was only significant for 
respondents who reported low levels of connectedness with the gay 
scene. 
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In contrast to some studies [32, 156], and in line with other 
studies [133], coming-out related minority-stress factors were not 
related to reporting more depressive symptoms. There are several 
possible explanations for this somewhat unexpected finding. First of 
all, we used different scales and measures to assess the various coming-
out variables. For example, our measure of disclosure did not consist of 
a proportion of person a respondent disclosed their identity to (i.e. a 
more objective level of disclosure), but rather a subjective measure of 
disclosure (i.e. to what extent do you consider yourself to be “out”). 
Moreover, as suggested recently, perhaps it is not disclosure itself, but 
rather acceptance or rejection of sexual orientation by others that lead 
to feelings of depression [156].  Second, our sample consisted of 
YGBM who were recruited both online at various gay-related Internet 
sites and offline at various gay-friendly bars and parties. This may have 
resulted in a sample of YGBM who are already quite comfortable with 
their sexual orientation. Third, recently a study suggested that the 
reason why some studies fail to find associations between minority-
stress factors and emotional distress may be because YGBM differ in 
the amount of social constraints they experience [157]. Social 
constraints are perceived barriers and difficulties that prevent, in this 
case, YGBM from talking with others about one’s problems and 
difficulties related to being a sexual minority. It has been shown that 
lesbians who are high in stigma consciousness (i.e. the expectation of 
being stigmatized or discriminated because of sexual orientation) and 
who also perceived high social constraints in talking with other 
lesbians were more likely to report emotional distress [157]. Finally, 
most research on well-being of YGBM during their coming-out is 
conducted in the United States [28, 133, 156, 158, 159], a country 
known to be less tolerant towards homosexuality. It is possible that a 
gay-unfriendly environment may result in more problematic coming-
out experiences for YGBM. For example, YGBM may have more fear 
of rejection because of their sexual orientation, which may 
subsequently withhold YGBM to disclose their sexual identity to 
others. In contrast to the US, the Netherlands is a relatively gay 
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tolerant country [77] and perhaps these fears of rejection are less 
prevalent. 

Finally, the mean score on the BSI-depression scale on the current 
study is considerably higher compared to the mean score of the Dutch 
general population (i.e. a mean score of 0.40 on the BSI-depression 
scale) and lies closer to the mean score of Dutch psychiatric patients 
(i.e. 1.58; [149]). This suggests that YGBM in the current study are 
vulnerable to depressive symptoms, a finding which is consistent with 
other research [32, 155, 158, 160, 161]. However, this finding should 
be interpreted with extreme caution. First of all, no control group of 
heterosexual male adolescents between 16 and 25 years of age was 
included in the present research. Furthermore, no BSI norm scores are 
available for Dutch adolescents younger than 20 years of age in the 
Netherlands. Therefore, we cannot conclude that our sample of YGBM 
is at increased risk for depressive symptoms compared to their Dutch 
heterosexual peers. 

Some limitations of our research should be discussed. First of all, 
as already noted above, no control group was recruited which made it 
impossible to assess differences in reported depressive symptoms 
between YGBM and their heterosexual counterparts. Moreover, 
because the Outcomes questionnaire was already quite lengthy not the 
complete BSI was used but only the BSI-depression scale. As a result, 
we could not calculate an overall score of emotional distress. Second, 
respondents were included based on a measure of sexual orientation 
(on a 5-point scale), and respondents who indicated to be attracted 
exclusively to women or not exclusively but to a great extent, were 
excluded from the present research. This may have led to an 
underrepresentation of respondents who are attracted to women but 
occasionally have sex with men. Third, the present research only 
included one measure of well-being. As a recent meta-analysis showed, 
lesbian, gay, and bisexual persons are also at increased risk of other 
health problems such as anxiety disorders, suicide ideation, alcohol and 
other substance dependence [160]. Fourth, because our sample 
consisted of YGBM who were in the midst of their coming-out at study 
entry, the present findings cannot be generalized to all YGBM. Finally, 
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our data are cross-sectional and therefore we can not establish 
causality.  

In conclusion, the present study showed that YGBM who 
experienced discrimination because of their sexual orientation report 
more depressive symptoms compared to YGBM who did not 
experience discrimination. Furthermore, YGBM who hold negative 
attitudes towards homosexuality and who do not feel connected with 
the gay scene report more depressive symptoms. From a practical point 
of view, this research underscores the need to design interventions to 
prevent anti-gay harassment and to stimulate the acceptance of sexual 
minorities. 
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Chapter 7 General discussion 

In the present thesis, the results of Outcomes, an online cohort of 
young gay and bisexual men, were reported. One of the main aims of 
Outcomes was to explore sexual risk behaviors of YGBM who were – 
at study entry – in the midst of their coming-out. In addition, correlates 
of mental health (e.g. depressive symptoms) of these YGBM were 
examined. In this general discussion, the main results of the studies 
presented in this thesis will be briefly summarized and discussed. Next, 
a summary will be provided of the different risk factors examined in 
the studies presented in this thesis. Furthermore, suggestions for 
intervention development will be provided. Finally, the limitations of 
studies will be reported. 

Sexual debut 

The main reason to start with Outcomes was the recent increase in 
sexual risk behavior observed among YGBM, both in the Netherlands 
[5, 6], and elsewhere [46, 51]. Although the prevalence of HIV-
infection among YGBM is relatively low, the fact that some YGBM 
already contracted HIV is reason for concern. Moreover, it is possible 
that an unsafe start of their sexual career may inform behavior later on 
in their sexual careers. It is therefore important to know how many 
YGBM start their sexual career unsafe and to understand the reasons 
why YGBM engage in UAI with their first male sexual partner(s). One 
first remark: it should be noted that the first episode of same-sex 
intercourse does not necessarily involve penetrative sex. 

In chapter 2, three research questions were addressed: 1) where 
do YGBM in the Netherlands meet their first same-sex partner; 2) how 
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many YGBM use a condom during their first episode of anal 
intercourse; and 3) does meeting the first same-sex partner online 
facilitates sexual risk behavior? The results showed that many, but not 
all, YGBM in the Netherlands are active online; only two respondents 
never visited any gay-related websites. In addition, most YGBM were 
very active online, with about half visiting gay-sites on a daily basis. 
However, despite the fact that many YGBM are active online, only 
about half of respondents met their first same-sex partner online. 
About half of the YGBM (i.e. 45%) reported UAI with their first same-
sex partner and, in contrast to other studies [36, 44], meeting the first 
same-sex partner online was not associated with more sexual risk 
taking behavior.  

The Internet seems to play an important role in many YGBM’s 
life nowadays, not only with respect to seeking same-sex partners [35], 
but also with respect to other aspects of homosexuality such as 
coming-out [34, 162]. Notwithstanding the popularity of the Internet, 
it is not to be seen as the only channel through which YGBM meet 
their sex-partners. In the Netherlands there is quite an active scene for 
YGBM. For example, during recruitment we discovered that there are 
quite some gay parties specifically targeting YGBM (between 16 and 
25 years of age) and about half of respondents were recruited at such 
venues. Also, YGBM who are active at gay-related Internet sites 
(mostly at www.expreszo.nl, which is a site specifically for young 
LGBs) regularly organize meetings at such parties or organize trips to 
festivals or theme parks. This raises an important question with respect 
to online dating: should all partners met online (especially online first 
same-sex partners) be seen as online partners in the sense of “actively 
sought” online partners? Most research on online sexual risk behavior 
assume or assess whether respondents were “actively” seeking sex 
partners online [38, 44, 163]. One could argue however that not all 
YGBM who met their first same-sex partner online (or offline) had an 
explicit intention to have sex. As explained above, it is possible that 
initial contact with their first same-sex partner occurred online but that 
they nevertheless met this particular person under different 
circumstances and with a different intent offline (e.g. at YGBM 
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meeting organized by a certain gay-web community). More research is 
necessary to understand the specific circumstances under which YGBM 
meet their first anal same-sex partner. 

How can we explain the high rate of UAI during the first episode 
of anal intercourse reported by respondents? Research has shown that 
large age discrepancies between partners may result in power 
differences, with older partner exerting pressure to engage in 
unprotected sex [39, 126, 164]. Partial support for this affirmation 
comes from chapter 3 in which it was shown that on average, the first 
same-sex partner was two years older. However, this age difference 
refers to the first same-sex partner and not necessarily to the first anal 
same-sex partner. Moreover, a proper testing of this assertion would 
entail assessing whether social pressure to engage in UAI was applied 
by the first anal same-sex partner. A second explanation could be that 
YGBM may have a biased HIV risk appraisal. For example, they might 
underestimate the odds that their first same-sex partner could be HIV-
infected. Moreover, they might reason that because they never engaged 
in anal intercourse before, they themselves cannot be infected with the 
HIV-virus. Although in itself this is true, the possibility of an age 
discrepancy between partners and therefore perhaps a sexual 
experience discrepancy as well may still facilitate HIV-transmission and 
other STIs between age cohorts. More (qualitative) research is 
necessary to determine why YGBM engage in UAI during sexual debut 
and what influenced the decision to engage in UAI. 

In chapter 2 and 3, information was presented about condom use 
during the first episode of anal intercourse. These findings raised a 
number of research questions which need to be addressed in future 
research. First of all, future research needs to establish whether the first 
episode of anal intercourse occurred before or after the coming-out and 
whether this coming-out sequence is associated with the decision to 
engage in UAI with the first same-sex partner (see for example [10, 
13]). Second, it should be examined whether the first episode of anal 
intercourse occurs during sexual debut. If sexual debut does not 
involve anal intercourse than future research should also assess the 
number of sexual episodes prior the first episode of anal intercourse 
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(i.e. as a measure of sexual experience) and whether sexual experience 
influences the decision to engage in UAI with the first anal same-sex 
partner. In addition, power differences between partners should be 
assessed and it should be examined whether power differences may 
explain sexual risk behavior with the first anal same-sex partner. In 
terms of differences in sexual risk behaviors between online versus 
offline partners, future research should assess whether YGBM are 
actively seeking sex online when they meet their first same-sex partner 
online. This difference in sex seeking behavior may be important in 
understanding sexual risk behavior with first anal same-sex partners. 
Finally, in order to guide intervention development, the social-cognitive 
determinants of condom use during sexual debut should be assessed. It 
is possible that the determinant configuration of the first anal same-sex 
partner differs from the determinant configuration of subsequent 
episode of anal intercourse as reported in chapter 5. 

In conclusion, although we do not yet fully understand the 
circumstances in which the first episode of anal intercourse occurs, the 
findings from chapter 2 and 3 do indicate that many YGBM start their 
sexual career unsafe. Meeting the first partner online does not seem to 
facilitate UAI with the first same-sex partner. More research is 
necessary to determine the circumstances surrounding the first episode 
of anal intercourse. Finally, preventive interventions are necessary to 
inform and motivate YGBM to use condoms at their sexual debut and 
these interventions must target YGBM preferably before their sexual 
debut. 

Cross-sectional and longitudinal risk behaviors 

In chapter 3 results were reported from the baseline measurement of 
sexual risk behavior per partner type. In addition, correlates of UAI per 
partner type were examined. In chapter 4, longitudinal patterns of 
sexual risk behavior were presented and correlates of longitudinal risk 
behavior were examined. In this section an overview of the findings on 
cross-sectional and longitudinal risk behaviors will be presented. 

The study presented in chapter 3 showed that a significant 
proportion of YGBM engage in sexual risk behaviors with steady, 
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regular and casual partners. Moreover, in three subsequent waves of 
Outcomes these rates of UAI per partner type remained relatively 
similar (data not presented in the present thesis, but see [34, 162]). The 
findings from chapter 3 correspond reasonably well with other MSM 
Monitoring studies conducted in the Netherlands [5, 6] and elsewhere 
[4, 9, 165]. For example, about 35% of MSM who have had sex with 
casual partners reported at least one episode of UAI with a casual 
partner in the six months preceding assessment [5, 6, 9, 66]. Thus, in 
terms of condom use behavior with casual partners, YGBM at the 
beginning of their sexual trajectory already seem to resemble older 
MSM in the Netherlands. However, as already noted in chapter 3, 
there was also a remarkable difference between YGBM and their older 
counterparts. In Outcomes, fewer YGBM had anal sex with casual 
partners, but those who did have anal sex reported more UAI. One 
explanation for the relative high rates of UAI with casual partners 
could be that YGBM are not yet fully aware of the risks on contracting 
HIV. For example, since relatively few YGBM in the Netherlands are 
infected with HIV, the disease may be less visible in this age cohort and 
because of this lack of visibility YGBM may be inclined to believe that 
HIV poses no health risk for them. In addition and related to this, it is 
possible that YGBM regard HIV-infection as a disease which is more 
prevalent among older cohorts of MSM and more specifically, among 
older MSM who they consider to be more promiscuous. In terms of 
prevention, although risk appraisal in itself is not sufficient for 
behavior change, YGBM must be made aware of the fact that their line 
of reasoning may be flawed. Moreover, YGBM should be made aware 
that at some point they themselves become part of this older age cohort 
of MSM, in which HIV and other STIs are more prevalent. 

The rate of UAI for steady partners was somewhat lower 
compared to other studies but these rates tended to increase with 
relationship duration (see chapter 3). Anecdotal evidence (based on 
feedback during recruitment and on feedback from interviewers of the 
qualitative part of Outcomes) suggests that YGBM seem to be rather 
quick in labeling someone as their steady partner even though they 
have known each other for a relatively short period of time. For 
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example, one respondent indicated that he had been chatting online 
with a particular person for a few weeks and even though they had not 
met in person yet, he already considered this person as his steady 
partner. This may in part also explain the high relationship turnover 
rates observed in other studies [43]. For example, in Outcomes the 
average relationship duration with the first steady partner was 4 
months, with about half of YGBM who ever had a relationship 
reporting relationship duration between 1 and 3 months. Despite this 
high relationship turnover rate, about half of YGBM do not use 
condoms with their steady partner. It is possible that YGBM hold naïve 
and romantic ideas about relationships and therefore believe that using 
condoms with a steady partner is not necessary. Given the high 
relationship turnover rate and as a result the possibility to be involved 
in many successive relationships (i.e. serial monogamy), it is 
recommended that prevention messages must communicate that 
condoms should always be used, even in steady relationships. 

Based on observations in recent Dutch MSM Monitoring studies 
[5, 6], the concept regular partner was introduced as a new partner 
category. The results presented in chapter 3 show that regular partners 
seems to be a relevant partner category because more YGBM reported 
sex with regular compared to casual partners. However, little is known 
about the dynamics of sex with regular partners. For example, it is 
possible that some regular partners are so-called “fuck buddies” (i.e. a 
steady sex partner as opposed to a romantic steady partner). It is also 
possible that a regular is a “special” casual partner with whom one has 
had sex with before but who is not considered to be a fuck buddy. For 
example, the first episode of sex with a particular casual partner 
occurred some time ago and after meeting this particular partner again 
(e.g. accidently in a bar or through friends) one has sex with him again. 
Another possibility is that a regular partner is someone who has the 
potential to become a steady romantic partner but has not yet been 
labeled as such (i.e. in the process of becoming involved in a steady 
relationship). In the quantitative part of Outcomes the specific 
characteristics of regular partners was not assessed. Future research 
should investigate the concept regular partners in more detail (for 
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example through qualitative research). Moreover, reasons why YGBM 
engage in sexual risk behavior with regular partners must be 
determined. 

In order to gain more insight into longitudinal sexual risk 
behaviors of YGBM, in chapter 4, YGBM were classified based on 
their sexual behaviors during each of four waves of Outcomes. Based 
on previous research on longitudinal risk behavior of MSM in the 
Netherlands [97], respondents were classified as consistent no risk (i.e. 
no sex, no anal intercourse or no UAI at all four data waves), 
consistent risk (i.e. UAI at all four waves of Outcomes) or variable risk 
(i.e. any combination of no risk and UAI over four data waves). As can 
be seen in chapter 4, a substantial proportion engaged in variable risk 
behavior (i.e. 45%) and a smaller proportion of YGBM engaged in 
unsafe sex in each of four waves of Outcomes (i.e. 14%). It should be 
noted however, that these longitudinal risk behaviors were not 
stratified per partner type. This means that the longitudinal sexual risk 
behaviors reported in chapter 4 are based on a composite measure 
consisting of sexual behavior with steady, regular and casual partners. 
The main reason for not stratifying based on partner type was to 
increase statistical power. The result of this decision however was a 
loss of information about longitudinal patterns of UAI per partner 
type. For example, research has consistently shown that the rate of UAI 
with steady partners differs from casual partners in that higher rates of 
UAI are observed with steady partners [5, 6, 59]. This limitation 
should be kept in mind when interpreting the results of chapter 4. 

Chapter 4 showed that about 14% of YGBM in Outcomes 
consistently engaged in UAI in each of four waves of Outcomes. 
Although some risk factors were examined in relation to consistently 
engaging in UAI (see next section), it is unknown what characterizes 
these YGBM. For example, it is possible that the consistent risk group 
consists of YGBM who intentionally engage in sexual risk behavior. In 
contrast, the variable risk group may consist of YGBM who perhaps 
accidentally engaging in sexual risk behavior. If YGBM in the 
consistent risk group intentionally engage in sexual risk behavior than 
one might expect that these YGBM have a significantly lower intention 
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to always use condoms compared to YGBM in the variable risk group. 
As reported in chapter 4, no such difference in intention was observed. 
Given the paucity in longitudinal research on sexual risk behaviors and 
associated risk factors of YGBM, more longitudinal research is 
necessary to determine reasons for consistently or variably engaging in 
UAI. Moreover, future studies should examine longitudinal risk 
behaviors for different partner types and should test whether the 
structure of risk factors is similar for each partner category. 

Summarizing, after a risky sexual debut, many YGBM continue 
to practice unsafe sex with steady, regular and casual partners. 
Moreover, across four waves of Outcomes, about 14% consistently 
engaged in sexual risk behaviors, and about 45% had at least one 
episode of UAI in this time frame. These behavioral data indicate that 
preventive interventions are necessary to inform and motivate YGBM 
to continue practicing safe sex. 

Determinants of sexual risk behavior 

The previous sections showed that many YGBM engage in sexual risk 
behaviors, which warrants for the development and implementation of 
interventions promoting safe sex. In order to guide the development of 
these interventions, the determinants of condom use have to be known 
[22, 86]. In chapter 3 and 4, several the behavioral and cognitive 
determinants of sexual risk behavior were examined and reported. 
Moreover, in chapter 5, the social-cognitive determinants of condom 
use with casual partners were examined and reported. This section 
provides a brief overview of the risk factors examined in the present 
thesis. For the sake of readability, this section is sub-divided into 
behavioral and cognitive risk factors. 

Behavioral determinants 
First of all, in contrast to several other studies, in the present thesis 
demographic factors (i.e. cultural background, educational status, 
urbanization, and religious beliefs) were not significantly associated 
with sexual risk behavior (see chapters 3 and 4). Several studies 
showed that more risk taking behavior is reported by Blacks and 
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Hispanics compared to non-white YGBM (predominantly in the US; [4, 
47, 166]), by rural compared to urban YGBM, by lower educated 
compared to higher educated YGBM [167], and by non-religious 
compared to religious YGBM [168]. Most models on determinants of 
sexual risk behavior assume that demographic factors are more distal 
factors and that their influence on behavior goes via more proximal 
factors such as knowledge or attitudes (e.g. [25]). For example, some 
studies have found that sexual risk taking behavior is more prevalent in 
lower compared to higher educated MSM. However, this relationship 
could be explained by the fact that lower educated MSM also have less 
knowledge regarding HIV-risk [167]. It should be noted that the 
absence of significant associations between demographic factors and 
sexual risk behavior in the present thesis should be taken to mean that 
these factors are not important for intervention development. Even 
though demographic factors are usually not amenable to change, these 
factors can still provide valuable information for the selection of 
different target groups [22, 86]. 

Second, one of the most important risk factors that has 
consistently be associated with sexual risk behavior is partner status 
(e.g. [5, 6, 59, 169, 170]). As can be seen in chapter 3, more UAI was 
reported with steady partners (i.e. 43%) compared to regular or casual 
partners (i.e. both 33%). Moreover, the odds on UAI with a steady 
partner increased with relationship duration, also a common finding in 
MSM research [43]. Although the proportion of YGBM engaging in 
UAI is considerably higher for steady partners compared to casual 
partners, this does not necessarily mean that YGBM in steady 
relationships are at increased risk of acquiring HIV or other STIs. It is 
possible that YGBM in steady relationships practice a harm reduction 
strategy referred to as “negotiated safety”, a strategy where sexual 
partners in steady relationships practice UAI provided that both 
partners are HIV-negative and that both partners make clear 
arrangements about safe sex outside the relationship. Thus, partners 
must either agree not have sex with other MSM outside the 
relationship or must agree only engaging in protected intercourse with 
MSM outside the relationship. Also, the strategy prescribes that both 
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partners take two separate HIV-tests; one at the beginning of the 
agreements and a second test after three months (i.e. consistent with 
the incubation period for the HIV-virus). Finally, partners must 
disclose to each other whenever UAI has occurred outside the primary 
relationship and in case this occurred are required to take two HIV-
tests again. It is questionable whether YGBM in Outcomes already 
practice negotiated safety in steady relationships. First, a Dutch study 
showed that only 12% of YGBM in steady relationships practiced 
negotiated safety as a harm reduction strategy [42]. Second, the 
observed HIV-testing rates are rather low with 17% of YGBM ever 
being tested for HIV prior the first wave of Outcomes (see chapter 3). 
Third, the YGBM who were tested for HIV report on average reported 
just one HIV-test. Finally, given the assumed high rate of relationship 
turnover, it is difficult for YGBM to adhere to the requirements of 
negotiated safety (i.e. taking two HIV-tests before engaging in UAI 
with their steady partner). Therefore, we do not recommend promoting 
negotiated safety as a primary HIV harm reduction strategy for 
YGBM. Instead, primarily because of high rates of relationship 
turnover (see also discussion in previous section), prevention message 
must urge YGBM to always use condoms even when involved in a 
steady relationship. 

Third, consistent with the literature [20, 38, 46, 68], we observed 
a significant association between reporting multiple lifetime same-sex 
partners and UAI with casual partners (chapter 3) and with 
longitudinal risk behaviors (chapter 4). Having multiple sexpartners 
automatically increases the opportunity to engage in UAI. However, as 
already noted in chapter 4, any UAI is a relatively crude measure of 
actual risk in that some YGBM who report multiple sex partners may 
have engaged in only one episode of UAI compared to other YGBM 
who may have engaged in multiple episodes of UAI [104]. 
Nevertheless, prevention may be directed towards creating awareness 
that having multiple sexpartners also increases the odds on contracting 
HIV and other STIs, especially when engaging in UAI with most or all 
of these partners. 
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Finally, prior research has shown that HIV-testing is related to 
UAI [62, 88]. In chapter 4 we also found a significant association 
between consistently engaging in UAI and ever being tested for HIV. 
However, as already noted in chapter 4, the relationship between HIV-
testing and sexual risk behavior is not yet clear. It is possible that 
YGBM who consistently engage in UAI have a good understanding of 
HIV-risk related to UAI and therefore decide to get (frequently) tested 
on HIV. At the same time, it is possible that YGBM consider a negative 
test result as an argument to continue practicing UAI (i.e. the test was 
negative thus the risk on HIV must be low, therefore I will continue to 
practice UAI). Future studies should examine the relationship between 
HIV-testing and sexual risk behavior. Also, future studies should assess 
the main reasons for YGBM to get tested for HIV. Potential reasons 
could be having engaged in UAI, just wanting to know their status, or 
for medical reasons. The finding that more HIV-testing is reported by 
YGBM who consistently engage in sexual risk behavior, is in a sense 
also good news. Not only is it promising that they decided to get 
tested, but post-test counseling also provides health care workers with 
the opportunity to inform YGBM about the risk of UAI and to 
persuade YGBM to always use condoms. 

In sum, in the studies described in this thesis little evidence was 
found for the predictive power of demographics as risk factors. 
Furthermore, more sexual risk taking behavior was reported by YGBM 
who are involved in a steady relationship, by YGBM who report 
multiple lifetime same-sex partners and by YGBM who ever have been 
tested for HIV. 

Cognitive determinants 
First of all, in contrast to some studies [91, 93, 108] and in line with 
other studies [92, 94, 107, 171], a significant positive association 
between HIV-optimism and longitudinal sexual risk behavior was 
observed. Although YGBM seem to be quite realistic about the 
consequences of HAART (for example, most YGBM disagreed with the 
statement that with the availability of HAART, having protected 
intercourse is no longer required), YGBM who are more inclined to 
agree with this and similar statements about HIV-treatment are also 
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more likely to engage sexual risk behavior (see chapter 4). More 
specifically, of the three subscales used to measure treatment optimism 
(i.e. treatment optimism, safe sex necessity, safe sex fatigue), only the 
safe sex fatigue scale was significantly associated with sexual risk 
behavior. Safe sex fatigue refers to feelings of indifference or apathy 
towards always engaging in protected anal intercourse. It is surprising 
that some of the YGBM in Outcomes already express feelings of safe 
sex fatigue. On the one hand, respondents in Outcomes are young and 
assumed to be at the relative beginning of their sexual trajectory. 
Usually, it is assumed that feelings of safe sex apathy are more 
prevalent in older, more experienced MSM. On the other hand, it is 
also possible that YGBM who are more inclined to report feelings of 
safe sex fatigue are sexually more experienced (e.g. report more lifetime 
same-sex partners) compared to the other YGBM in Outcomes. 
Nevertheless, the finding that YGBM who report unsafe sexual 
behavior also express feelings of safe sex apathy is worrying. Given 
that HIV-treatments have improved and most likely continue to 
improve (thereby reducing infectiousness of HIV), this may provide 
YGBM with strong arguments to continue practicing unsafe sex. 
However, unsafe sex also constitutes risk on contracting other STIs. 
Therefore, HIV-prevention messages must not only focus on the risks 
on contracting HIV but also on contracting other STIs, for example by 
stressing that becoming infected with HIV is not the only health 
consequence of unsafe sexual behavior.  

Second, social-cognitive determinants (e.g. intention, attitudes, 
social norms, perceived behavioral control, personal norms, and 
behavioral willingness) have been shown to be related to condom use. 
In chapter 5 a study was reported that sought to investigate to what 
extent these factors influence condom use with casual partners. The 
theory of planned behavior, TPB [25], served as theoretical background 
(see chapter 5 for more details on the utilization of this theory in the 
present research). The merits of the TPB in predicting condom use 
intention and actual condom use has been demonstrated by a large 
body of research (for review see [95]). The TPB (and other social-
cognitive models) assume that having a positive intention to perform 
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the desired behavior is a first prerequisite for performing this behavior 
[25, 127]. In line with this, it was shown in chapter 5 that behavioral 
intention (i.e. the intention to always use condoms when having anal 
intercourse with a casual partner) was positively associated with actual 
condom use with casual partners and explained 28% of the variance in 
behavior. Moreover, in the longitudinal study reported in chapter 4, we 
also found that behavioral intention was negatively associated with 
consistently or variably engaging in UAI in four waves of Outcomes. 
Thus, behavioral intention seems to play an important role in the 
decision to engage in protected anal intercourse with casual partners. 

Third, according to the TPB, intentions are predicted by 
attitudes, subjective norms, and perceived behavioral control [25]. In 
line with a large number of studies, it was found that expressing 
positive attitudes towards condom use was related to behavioral 
intention. More specifically, both positive beliefs (i.e. condoms are 
hygienic and creates feeling of being safe), and negative beliefs (i.e. 
condoms are an irritating disturbance, creates distrusts, and are less 
intimate) discriminated between YGBM with a high and YGBM with 
lower behavioral intention. Social influences may come from two 
sources: injunctive social norms (i.e. what you think your social 
referents think you should do) and descriptive social norms (i.e. what 
you think your social referents do). In chapter 5, no evidence was 
found that injunctive social norms are related to behavioral intention. 
In fact, a substantial proportion of YGBM (i.e. about 40%) indicated 
not knowing what their social referents think they should do. 
Interestingly, even though a significant proportion indicated not 
knowing what their best gay friends think they should do, only 13% 
(percentage not reported in this thesis) indicated not knowing whether 
their best gay friend uses condoms when having anal intercourse with 
casual partners. However, the latter may also reflect an inference based 
on the behavioral norm and on assessing whether their social referent 
will conform to this norm. It should also be noted that excluding the 
YGBM who indicated not knowing what their social referent think 
they should do from the analysis, did yield a significant association 
between injunctive social norms and behavioral intention. The fact that 

Thesis_Franssens_v3.pdf   93 13-11-2009   8:58:16



94  Chapter 7 

a large proportion of YGBM did not know what their social referents 
think they should do, could indicate that YGBM do not yet talk about 
condom use with their social referents. In fact, a focus group interview 
study conducted among YGBM in the Netherlands showed that YGBM 
rarely discuss safe sex with their friends [172]. However, in contrast to 
our findings, the YGBM in the focus group study indicated also not 
being aware of safe sex behaviors of their social referents. This may 
provide further evidence that YGBM do not talk about condom use 
and that the descriptive norm in part reflects an inference based on 
assumptions rather than on actual knowledge about condom use of 
social referents. Future studies should investigate the role social 
referents could play in promoting condom use. In line with a large 
number of studies [95], we found that perceived behavioral control was 
associated with a positive intention to use condoms with casual 
partners, but not with actual condom use. More specifically, YGBM 
with high behavioral intention were also more likely to express feelings 
of control about condom use in specific circumstances (such as when in 
love, when partner is attractive, and when sexually aroused), about 
communicating condom use with same-sex partner such as telling 
partner to use condoms if partner does not want to for insertive or 
receptive anal sex, and about applying condoms to themselves and 
their partner. Given the fact that in general perceived behavioral 
control is directly associated with condom use behavior, it is possible 
that YGBM in Outcomes did not have relevant experience with the 
situations described in the control beliefs. For example, it is possible 
that YGBM have little or no experience with partners who explicitly 
state they want to have unprotected sex or with applying condoms to 
themselves or their partners. Also, the relative small number of YGBM 
who reported anal intercourse with a casual partner (i.e. 31 
respondents), may have resulted in a lack of statistical power. 

Fourth, YGBM who hold strong personal norms regarding 
condom use with casual partners were also more likely to express a 
positive intention to always use condoms. Some researchers have 
argued that because personal norms are very strongly related to 
intentions they act as a sort of intention. Other researchers have 
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suggested that if behavioral intentions are based upon personal norms, 
these intentions will better predict behavior [118].The aim of the study 
presented in chapter 5 was not to test these hypotheses, but to examine 
whether personal norms add in the prediction of behavioral intention 
to always use condoms. More specifically, YGBM who belief that it is 
normal to use condoms, that they would feel guilty if they did not use 
condoms, who feel it is against their principles to not use condoms, and 
who feel morally obliged to use condoms have a higher intention to use 
condoms. 

Finally, in contrast to theory [75], behavioral willingness (i.e. the 
willingness to engage in sexual risk behavior given certain settings) did 
not predict actual condom use. As stated above, this could be the result 
of a lack of experience with the behavior or due to a lack of statistical 
power. However, behavioral willingness did significantly differentiate 
between YGBM with a high compared to a lower intention. YGBM 
with a lower intention are more willing to engage in sexual risk 
behavior when the partner says or when they think he is HIV-negative, 
when no condoms are available, or when they expect this partner to 
become a regular or steady partner.  

In conclusion, next to the influence of behavioral factors (i.e. 
relationship status, number of lifetime same-sex partners, HIV-testing) 
on condom use, several cognitive factors (i.e. intention, attitudes, 
perceived behavioral control, descriptive and personal norms, and 
behavioral willingness) have also been found to influence condom use 
in YGBM. The resulting determinant configuration based on the risk 
factors for UAI described above is presented in Table 7.1. Before 
turning to a discussion of the practical implications, the next section 
discussed the results of chapter 6 in which a study was reported on 
predictors of mental health outcomes in YGBM. 

Mental health 

Although the primary health risk in YGBM is usually considered to be 
HIV and other STIs, mental health concerns are also prevalent in this 
population [2]. The higher prevalence of mental health concerns 
observed among YGBM is commonly explained in terms of minority-
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stress; a set of unique stressors specifically related to belonging to a 
sexual minority [2]. In chapter 6 a study was reported which 
investigated the relationship between minority-stress factors and 
mental health (operationalized as depressive symptoms). The results 
showed that YGBM who experienced discrimination and/or who do 
not feel connected with the gay scene and who have negative attitudes 
towards homosexuality are at increased risk of reporting depressive 
symptoms.  

One question which was not addressed in the study presented in 
chapter 6 was whether mental health concerns (e.g. depressive 
symptoms) are associated with sexual risk behavior. There is some 
research evidence for this link between mental health concerns and 
sexual risk behavior in YGBM. For example, Gold and Skinner [173] 
found that a negative mood state (defined as depression, stress, and 
mental or physical tiredness) was associated with unsafe sex in a 
sample of YGBM. Another study, investigating the relationship 
between stress, coping, and unprotected sex, found no evidence for a 
direct link between stress and sexual risk behavior [174]. However, the 
authors did found a link between coping and sexual risk behavior in 
that MSM who reported UAI were more likely to use sex as a coping 
strategy for stress. A more recent study found an association between 
depression and reporting three or more same-sex partners in the 6 
months prior assessment [137]. However, no significant association 
was found between depression and unprotected sex. Evidence against 
the link between mental health concerns and sexual risk behavior 
comes from a recent meta-analysis of 34 studies examining the link 
between negative affective states and unprotected sex. The authors 
found no significant association between depression or anxiety or 
anger and sexual risk behavior [175]. Although the primary aim of the 
study reported in chapter 6 was to investigate the relationship between 
minority-stress factors, it provided us with the opportunity to examine 
associations between minority-stress factors, depression and sexual risk 
behavior. No significant associations were observed between minority-
stress factors and sexual risk behavior. Moreover, no significant 
associations were observed between depression and sexual risk 
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behavior. However, it is possible that depression may predispose 
YGBM to be involved in more risky situations whereas actual sexual 
risk behavior may be influenced by more proximal factors such as 
intentions to engage in sexual risk behavior [137]. However, until 
evidence is presented for an association between depression and sexual 
risk behavior, depression will not be considered a relevant risk factor 
for unsafe sexual behavior. 

Limitations 

The studies reported in the present thesis have several limitations which 
already have been discussed in the various chapters. This section briefly 
summarizes these limitations. First of all, the Outcomes study consisted 
of YGBM who were - at study entry - in the midst of their coming-out. 
In addition, because the Netherlands is known to be a fairly liberal 
country with respect to homosexuality, some YGBM may have their 
coming-out at an age younger than 16. Therefore, the findings 
presented in this thesis cannot be generalized to all YGBM. Second, 
despite the fact that respondents were in the midst of their coming-out, 
the studies presented here did not report on potential associations 
between specific coming-out factors (e.g. self-acceptance, disclosure, 
internalized homonegativity) and sexual risk behavior. Third, 
recruitment took place at Internet sites and venues that cater to YGBM 
and this may have resulted in an overrepresentation of YGBM who 
already comfortable with their sexual identity. In addition, not all 
factors (e.g. illicit drug use prior or during sex, personality factors, 
family or partner violence, childhood sexual abuse) which may be 
associated with sexual risk behavior have been examined in the studies 
reported here. Fourth, the Outcomes study sample consisted of a 
limited sample size which may have resulted in a lack of statistical 
power. Finally, the studies reported in chapter 2, 3 and 6 are cross-
sectional which means that no conclusion can be drawn about 
causality. 
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Practical implications 

The development of effective interventions requires a systematic 
approach, in which both theory and research evidence must guide the 
development of these intervention [22, 86]. Intervention mapping 
provides a protocol for the development of theory- and evidence based 
interventions and consists of six steps. In short, the first step consists of 
conducting a needs assessment based on which program outcomes 
should be established. The second step is constructing matrices of 
change objectives which will serve as the building blocks of the 
intervention. The third step comprises seeking theory-informed and 
practical strategies to change the behavior of the target group. Step 
four consists of developing the actual program. Step five consists of 
planning the implementation of the intervention and the final step 
consists of the planning of the evaluation of the intervention. The 
research presented in the present thesis provided information for the 
first, second and the third step in this process.  

The first step requires a needs assessment in which the health 
problem is determined and its related behavior and their determinants 
are assessed. In short, for YGBM, the health problem is infection with 
HIV or other STIs and the related behavior is unprotected anal 
intercourse. In the present thesis multiple behaviors have been 
identified (i.e. anal intercourse with the first same-sex partner, and anal 
intercourse with steady, regular and casual partners) and each behavior 
may require different intervention strategies. However, in the present 
thesis not all the determinants as outlined above (see also Table 7.1) 
were specifically examined for any of the four behaviors identified. For 
example, whereas the TPB determinants were analyzed for anal 
intercourse with casual partners, HIV-optimism was analyzed for any 
unprotected anal intercourse. Nevertheless, the determinant 
configuration outlined above provides valuable information for 
intervention development.  
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Table 7.1 Determinant structure of sexual risk behavior. 

Determinant  Relevance* 

Traditional TPB determinants   

Intention  +++ 

Attitude  ++ 

Subjective norm  0 

Perceived behavioral control  ++ 

Additional determinants   

Descriptive norm (best gay friend)  + 

Descriptive norm (YGBM general)  0 

Personal norm  +++ 

Behavioral willingness  0 

HIV-optimism (safe sex fatigue)  ++ 

* The symbols = and – denote positive and negative associations with sexual risk behavior. One 
symbol reflects a weak association, two symbols a moderate association, and three symbols a 
strong association. Zero’s (0) indicate no or trivial association. 

 
Moreover, the behavioral determinants discussed above provide 
additional information for the selection of the at-risk population and 
for the content and the setting of the intervention. Nevertheless, 
program planners should be aware that different determinants 
configurations may exists for different sexual risk behaviors. 

The second step in Intervention Mapping requires the selection of 
the determinants on which the intervention must be build. This 
selection must be based on two criteria: relevance and changeability. 
Whereas relevance refers to the strength of the association between the 
determinant and the behavior, changeability refers to the degree to 
which determinants are changeable through interventions. Table 7.1 
provides an overview of the relevance of each of the determinants of 
sexual risk behavior studied in the present thesis. The determinant 
configuration in Table 7.1 should be complemented with information 
about the determinants’ changeability [22]. Next, the resulting 
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determinant configuration should be crossed with so-called 
performance objectives. A performance objective is defined as a sub-
behavior of the lowest possible level of the desired behavior. For 
example, for consistent condom use with casual partners during anal 
intercourse (i.e. the desired behavior) a performance objective could be 
to “tell a partner who wants unprotected sex to use a condom”. Cross-
tabulating the performance objectives and the determinant 
configuration results in a matrix of change objectives (i.e. concrete 
intervention targets). An example of a change objective for the 
performance objective “telling a partner who wants unprotected sex to 
use a condom” and the determinant “perceived behavioral control” 
would be to “express confidence in one’s ability to tell a partner to use 
condoms”. These concrete change objectives must be targeted in an 
intervention. It is beyond the scope of the present thesis to state specific 
performance objectives, to cross-tabulate these performance objectives 
with the determinant configuration and to compose specific change 
objectives based on this matrix. 

The next step (i.e. step three) would be to determine how these 
change objectives can be accomplished through an intervention. For a 
complete overview of theory-based behavioral change methods the 
reader is referred to chapter  in Bartholomew et al.  [22]. One aspect 
of determining how these change objectives can be accomplished is to 
select practical strategies for delivering the intervention. Although the 
selection of practical strategies depends on the behavioral change 
methods associated with each change objective, the present research 
provides some information for the selection of practical strategies. The 
Internet seems to play an important role in the lives of many YGBM, 
and therefore program planners may be inclined to regard the Internet 
as a suitable setting to deliver the intervention. There are several 
benefits to delivering interventions online. First, because many YGBM 
at the beginning of their sexual trajectory are active online, the Internet 
may particularly suitable for reaching many YGBM. Second, the 
Internet may provide for an anonymous environment to learn more 
about homosexuality and having sex with other men, which may be 
especially appealing to YGBM at the beginning of their sexual 
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trajectory. Third, the Internet allows for the tailoring of specific 
preventive messages to sub-groups of YGBM. For example, preventive 
messages can be delivered to YGBM who indicate being involved in 
steady relationship or for YGBM who report multiple sex partners. 
However, there are also some disadvantages of the Internet. One 
disadvantage of the Internet is that not all YGBM are active online and 
as such an intervention delivered solely online may not reach the whole 
YGBM community. Also, it may prove to be difficult to attract YGBM 
to sites containing health promotion activities. For one, safe sex might 
be of limited concern for YGBM searching for information about 
homosexuality in general. Moreover, online interventions usually 
require active participation of intended participants and it should be 
first determined whether YGBM at the beginning of their sexual career 
are already willing to actively participate in such online interventions. 
If the Internet is predominantly used to search for same-sex partners, it 
is questionable whether YGBM searching for sex online are willing to 
take part in an online HIV-prevention intervention. Thus, it is 
important when planning the intervention that care must be taken for 
the selection the optimal setting for delivering the intervention. Above 
all, this decision must be based on the behavior identified in step one, 
and on evidence that the change objectives and the associated 
behavioral change methods are suitable for the specific setting. It may 
prove to be necessary to use multiple settings to deliver the 
intervention. 

To sum up, in this section suggestions for intervention 
development and delivery have been provided. Most importantly, the 
determinant configuration provided in Table 7.1 provides information 
about which determinants the intervention should target. Moreover, 
the setting of the intervention must be carefully selected and although it 
seems that the Internet is a suitable environment, there are some 
limitations. These limitations suggest that other settings (i.e. offline 
settings) may also qualify as a setting for delivering the intervention. 
Most importantly, the decision where to deliver the intervention (or 
multiple interventions) must be based on the change objectives and the 
behavioral change techniques identified in step three. 
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Concluding remarks 

The studies described in the present thesis were part of Outcomes, an 
online longitudinal study on coming-out and sexual risk behavior of 
YGBM. This research project is unique in four ways. First, the 
Outcomes study is one of the first studies investigating sexual risk 
behavior of YGBM who are in the midst of their coming-out. Second, 
most research on sexual risk behavior of YGBM is cross-sectional, and 
of the few longitudinal studies that are described in the literature, most 
studies consists of only two data waves. In the Outcomes study, 
respondents are required to complete six biannual questionnaires. This 
enabled us to examine both cross-sectional and longitudinal patterns in 
sexual risk behaviors, which yielded unique insights into sexual risk 
behaviors of YGBM. Finally, although a rather strict inclusion criteria 
was employed (i.e. first disclosure of sexual orientation in the year 
preceding the study), we still managed to attract 185 respondents. 
Moreover, drop-out rate was limited with 76% of respondents 
completing four questionnaires. 

In sum, the research described in this dissertation provided 
insight into sexual risk behaviors and mental health concerns of YGBM 
in the Netherlands. The results of these studies support the need for the 
development of HIV preventive interventions targeting YGBM who are 
at the beginning of their sexual trajectory. In addition, the results 
warrants for the development of interventions to prevent mental health 
concerns among YGBM. Finally, because the determinant structure of 
sexual risk behavior of YGBM might change over time, we suggest that 
YGBM who are at the beginning of their sexual trajectory must be 
monitored continuously. Because of the continuous nature of the 
coming-out process, an open cohort seems to be an adequate method 
for the monitoring of the sexual behavior of YGBM in their coming-
out. The promising outcomes of the current project indicate that such 
an approach would indeed be feasible. 
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Summary 

Men who have sex with men (MSM) continue to be at risk of acquiring 
HIV through unprotected anal intercourse (UAI). Research consistently 
shows that younger age is an important risk factor for sexual risk 
behaviour (i.e. UAI), and it has been suggested that young MSM are in 
part responsible for recent increases in HIV-infections. Therefore, 
preventive interventions are needed to encourage young MSM to 
always practice safe sex. A better understanding of the reasons why 
young MSM engage in sexual risk behaviour may guide the 
development of these preventive interventions. Next to sexual health, 
young MSM may face other health problems. There is ample evidence 
that YGBM are at increased risk of emotional distress (i.e. depressive 
feelings) compared to their heterosexual counterparts. This elevated 
risk of emotional distress has been attributed to the experience of a 
unique set of stressors specifically related to belonging to a sexual 
minority. The aim of the present thesis was to describe the results of 
Outcomes. Outcomes is an online cohort on coming-out and sexual 
behaviour of young gay and bisexual men (YGBM) who where – at 
study entry – in the midst of their coming-out. In Outcomes, 
participants completed 6 biannual questionnaires on topics such as 
coming-out, sexual behaviour and mental health. The main focus of the 
present thesis was on sexual behaviour and on determinants of sexual 
risk behaviour of YGBM. A secondary aim was to investigate 
correlates of mental health concerns of YGBM. 

In order to get a good understanding of the rite of passage with 
respect to sexual behaviours of YGBM, in chapter 2 a study was 
described on condom use during sexual debut of YGBM. More 
specifically, three research questions pertaining to the sexual debut 
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were addressed: 1) where do YGBM meet their first same-sex partner; 
2) how many YGBM use a condom during their first episode of anal 
intercourse; and 3) does meeting the first same-sex partner online 
facilitate sexual risk behaviour? The results showed that many YGBM 
are very active online, with about half the participants visiting gay-sites 
on a daily basis. Furthermore, about half of the participants met their 
first same-sex partner with whom they had anal intercourse online. 
Forty-five percent of the participants did not use condoms during their 
first episode of anal intercourse and, in contrast to other studies, 
meeting the first same-sex partner online was not associated with more 
sexual risk behaviour. These findings call for specific HIV-prevention 
activities encouraging YGBM to use condoms during their sexual debut 
and these intervention should be delivered both offline and online. 

The next step in understanding sexual behaviour of YGBM is to 
determine whether YGBM continue to practice unsafe sex after their 
sexual debut. Therefore, in chapter 3, rates of unprotected anal 
intercourse in the six months preceding the first wave of Outcomes 
were explored for steady (i.e. someone with whom participants have a 
serious romantic relationship), regular (i.e. someone with whom 
participants regularly have sex with without being involved in a serious 
romantic relationship) and casual partners (i.e. someone with whom 
respondents never had sex with before). The results showed that many 
YGBM continue to have UAI after their sexual debut. Of the YGBM 
with a steady partner, 43% reported UAI with a steady partner in the 
preceding six months of the first wave of Outcomes. Of the YGBM 
with a regular partner, 33% reported UAI with regular partners and of 
the YGBM with a casual partner, 33% reported UAI with casual 
partners in the preceding six months of the first wave of Outcomes. 
Furthermore, these rates of UAI were unrelated to demographic 
characteristics or to sexual history variables (such as age at first same-
sex experience, age first same-sex partner, or number of same-sex 
partners). Thus, after an unsafe sexual debut, a substantial number of 
YGBM continued to have unsafe sex with steady, regular or casual 
partners. These cross-sectional findings raised the question how these 
rates of UAI would develop over time. 
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In order to explore cross-sectional sexual behaviour patterns in 
four waves of Outcomes, in chapter 4 sexual behaviour with steady, 
regular and casual partners were combined to form one behavioural 
index: no sex partners or no anal intercourse, protected anal 
intercourse, and unprotected anal intercourse. The results showed that 
on each of four data waves between 34% and 37% of the participants 
had unprotected sex, which is well in line with other Dutch MSM 
Monitoring studies. In order to explore longitudinal patterns of sexual 
behaviour, the cross-sectional behavioural index was further 
dichotomized into safe (i.e. no partners, or no sex, no anal intercourse, 
or protected anal intercourse) versus unsafe (i.e. unprotected anal 
intercourse). Based on this dichotomous index, there were 16 possible 
combinations over four waves (24), which were classified into three risk 
groups: consistent no risk, consistent risk, and variable risk. The results 
showed that 14% of the participants consistently engaged in sexual 
risk behaviour (i.e. reported UAI at each of four data waves) and that 
45% variably engaged in sexual risk behaviour (i.e. engaged in UAI at 
one or more data waves but not on all four data waves). Furthermore, 
the longitudinal analysis showed that reporting multiple same-sex 
sexpartners (i.e. ≥ 4), ever being tested for HIV, being more optimistic 
about HIV, and having a lower behavioural intention to use condoms, 
are related to longitudinal sexual risk behaviour. In sum, cross-
sectional analysis of patterns of UAI showed that on each data wave 
about one third of the participants engaged in UAI. Moreover, 14% 
consistently engaged in UAI at each of four data waves, and 45% 
variably engaged in UAI. 

The studies described in chapters 2, 3 and 4 provided insights 
into the sexual trajectory of YGBM during and after their coming-out. 
The results showed that a substantial proportion of YGBM in 
Outcomes engaged in sexual risk behaviour and that effective HIV-
interventions are needed to inform this special target group about 
condom use. In order to design such interventions, the social-cognitive 
determinants of condom use have to be known. In chapter 5, the 
theory of planned behaviour (TPB) was used to explore these social-
cognitive determinants of condom use. In short, the TPB states that 
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behaviour is best predicted by behavioural intentions, and that people 
form these intentions based on their attitudes, subjective norms, and 
perceived behavioural control. The results showed that participants 
with a maximal intention were more likely to use condoms with casual 
partners compared to participants with a less than maximal intention. 
Moreover, intentions were best predicted by attitudes, perceived 
behavioural control, personal norms and descriptive norms. For each 
of these predictors, the relevant beliefs were identified (see Table 5.3) 
and these beliefs should be changed with an HIV-prevention 
intervention. 

In chapter 6, correlates of mental health problems, 
operationalized in this study as feelings of depression, were explored. 
This research was based on the minority-stress framework which states 
that next to general life stressors (i.e. stress from daily hassles) YGBM 
experience additional stressors related to belonging to a sexual 
minority contribute to mental health concerns. More specifically, both 
internal (i.e. self-label as gay or bisexual, self-acceptance of sexual 
identity, internalized homonegativity, and concealment of sexual 
identity) and external stressors (experienced discrimination) were 
examined. The results showed that YGBM who experienced 
discrimination because of their sexual orientation report more 
depressive feelings compared to YGBM who did not experience 
discrimination. Furthermore, YGBM who hold negative attitudes 
towards homosexuality and who do not feel connected with the gay 
scene report more depressive feelings. Other stressors, such as self-label 
of sexual identity (homo- or bisexual), self-acceptance of sexual 
identity, and concealment of sexual identity (level of disclosure) were 
not related to feelings of depression. These results underscore the need 
for the development of interventions to prevent anti-gay harassment 
and to stimulate the acceptance of sexual minorities. 

In conclusion, the research described in this thesis provided 
insight into the sexual behaviours of YGBM in the Netherlands. The 
results underscore the need for the development of HIV-preventive 
interventions targeting YGBM who are at the beginning of their sexual 
trajectory. Moreover, these studies provided information with respect 
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to the content of such interventions. The next step in the development 
of these interventions should be to identify theoretical models and 
practical strategies to accomplish the desired changes in the 
determinants of condom use and to design and implement the actual 
intervention program. In addition, interventions need to be developed 
to prevent mental health concerns among YGBM. Finally, because both 
the patterns and the determinant structure of sexual risk behaviour 
may change over time, YGBM who are at the beginning of their sexual 
trajectory must be monitored continuously. An open cohort seems to 
be an adequate method for the continuous monitoring of sexual 
behaviour of YGBM. The promising outcomes of the current research 
project indicate that such an approach would be indeed feasible. 
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Mannen die seks hebben met mannen (MSM) blijven een risico lopen 
op het krijgen van een HIV infectie als gevolg van het hebben van 
onbeschermde anale seks. Onderzoek laat steevast zien dat een jonge 
leeftijd een belangrijke risicofactor is voor seksueel risicogedrag (dat 
wil zeggen onbeschermde anale seks), en het wordt gesuggereerd dat 
jonge MSM voor een gedeelte verantwoordelijk zijn voor de recent 
geobserveerde toenames in HIV infecties. Vandaar dat er preventieve 
interventies nodig zijn om jonge MSM aan te sporen om altijd veilige 
seks te hebben. Een beter inzicht in de redenen waarom jonge MSM 
seksueel risicogedrag vertonen kan het ontwikkelen van zulke 
interventies bevorderen. Jonge MSM worden, naast de seksuele 
gezondheid, ook met andere gezondheidsproblemen geconfronteerd. Er 
is veel bewijs dat jonge MSM een verhoogde kans hebben op het 
ervaren van emotionele stress (dat wil zeggen depressieve gevoelens) 
vergeleken met hun heteroseksuele leeftijdsgenoten. Dit verhoogde 
risico op emotionele stress wordt verklaard doordat jonge MSM een 
unieke set van stressoren ervaren die specifiek samenhangen met het 
behoren tot een seksuele minderheid. Het doel van dit proefschrift was 
het beschrijven van de resultaten van Outcomes. Outcomes is een 
online cohort onderzoek over coming-out en seksueel gedrag van jonge 
homo- en biseksuele jongens die - aan het begin van deze studie - 
midden in hun coming-out zaten. Deelnemers aan Outcomes vulden 6 
zesmaandelijkse vragenlijsten in over onderwerpen zoals coming-out, 
seksueel gedrag en geestelijke gezondheid. De primaire focus in dit 
proefschrift lag op het seksuele gedrag en op de determinanten van 
seksueel risicogedrag van jonge homo- en biseksuele jongens. Een 
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secundaire focus lag op het onderzoeken van correlaten van geestelijke 
gezondheid van jonge homo- en biseksuele jongens. 

Om een beter beeld te krijgen van de seksuele ontwikkeling van 
jonge homo- en biseksuele jongens, werd in hoofdstuk 2 een studie 
beschreven over condoomgebruik tijdens hun seksuele debuut. Drie 
onderzoeksvragen die specifiek betrekking hebben op het seksuele 
debuut werden aan de orde gesteld: (1) waar ontmoeten jonge homo- 
en biseksuele jongens tegenwoordig hun eerste mannelijke sekspartner; 
2) hoeveel jonge homo- en biseksuele jongens gebruiken een condoom 
tijdens de eerste keer anale seks; en 3) leidt het online ontmoeten van 
de eerste mannelijke seks partner tot meer seksueel risicogedrag met die 
partner? De resultaten laten zien dat veel jonge homo- en biseksuele 
jongens erg actief zijn online, waarbij ongeveer de helft van de 
deelnemers dagelijks websites voor homoseksuelen bezoeken. 
Bovendien heeft ongeveer de helft van de deelnemers zijn eerste 
mannelijke seks partner op Internet ontmoet. Vijfenveertig procent van 
de deelnemers heeft geen condooms gebruikt tijdens de eerste keer 
anale seks, en, in tegenstelling tot andere studies, bleek het op internet 
ontmoeten van de eerste mannelijke seks partner niet samen te hangen 
met meer seksueel risicogedrag. Deze resultaten vragen om specifieke 
HIV preventieve activiteiten die jonge homo- en biseksuele jongens 
moeten aansporen om condooms te gebruiken tijdens hun seksuele 
debuut en deze interventies moeten zowel offline als online worden 
uitgevoerd. 

De volgende stap in het inzicht verkrijgen van in het seksueel 
gedrag van jonge homo- en biseksuele jongens is het vaststellen of 
jonge homo- en biseksuele jongens na hun seksuele debuut doorgaan 
met het hebben van onbeschermde seks. Daarom werden in hoofdstuk 
3 percentages onbeschermde anale seks in de 6 maanden voorafgaand 
aan de eerste meting van Outcomes onderzocht voor vaste (dat wil 
zeggen een partner met wie je een serieuze romantische relatie hebt), 
regular (dat wil zeggen een partner met wie deelnemers regelmatig seks 
hebben zonder dat ze met hem een serieuze romantische relatie hebben) 
en losse partners (dat wil zeggen iemand met wie ze nog nooit seks 
hebben gehad). De resultaten lieten zien dat veel jonge homo- en 
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biseksuele jongens na hun seksuele debuut doorgaan met het hebben 
van onbeschermde anale seks. Van de jonge homo- en biseksuele 
jongens met een vaste partner in de 6 maanden voorafgaand aan de 
eerste meting rapporteerde 43% onbeschermde anale seks met een 
vaste partner. Van de jonge homo- en biseksuele jongens met een 
regular partner rapporteerde 33% onbeschermde anale seks en van de 
jonge homo- en biseksuele jongens met een losse partner rapporteerde 
33% onbeschermde anale seks in de 6 maanden voorafgaand aan de 
eerste meting van Outcomes. Bovendien bleek dat deze percentages van 
onbeschermde seks niet samenhangen met demografische kenmerken of 
met seksuele geschiedenis variabelen (zoals leeftijd seksueel debuut, 
leeftijd eerste mannelijke sekspartner of aantal mannelijke 
sekspartners). Dus, na een onveilig seksueel debuut blijven een 
substantieel aantal jonge homo- en biseksuele jongens onbeschermde 
anale seks hebben met vaste, regular of losse partners. De volgende 
vraag die beantwoord moest worden is hoe deze cross-sectionele 
percentages zich ontwikkelen over een langere tijdsperiode. 

Om de cross-sectionele seksuele gedragspatronen in 4 metingen 
van Outcomes te bekijken, werd in hoofdstuk 4 het seksueel gedrag 
met vaste, regular en losse partners gecombineerd in één gedragsmaat: 
geen sekspartners of geen anale seks, beschermde anale seks, en 
onbeschermde anale seks. De resultaten lieten zien dat op elk van de 4 
metingen tussen de 34% en 37% van de deelnemers onbeschermde 
anale seks had, een percentage dat goed overeenkomt met andere 
Nederlandse MSM monitoronderzoeken. Om longitudinale patronen 
van seksueel risicogedrag te onderzoeken werd de cross-sectionele 
gedragsmaat gedichotomiseerd in veilig (geen partner of geen seks of 
geen anale seks of beschermde anale seks) versus onveilig 
(onbeschermde anale seks). Op basis van deze gedichotomiseerde index 
zijn er 16 gedragscombinaties over 4 metingen (24) mogelijk. Deze 
combinaties werden weer verder onderverdeeld in drie risicogroepen: 
consequent geen risico, consequent risico, en variabel risico. De 
resultaten lieten zien dat 14% van de deelnemers consequent seksueel 
risicogedrag vertoonden (dat wil zeggen, ze hadden onbeschermde 
anale seks op elk van de 4 metingen) en 45% variabel risicogedrag (dat 
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wil zeggen, ze hadden onbeschermde anale seks op één of meerdere 
metingen maar niet elk van de 4 de metingen). Daarnaast liet de 
longitudinale analyse zien dat longitudinaal seksueel risicogedrag 
samenhangt met seks hebben gehad met meerdere mannelijke 
sekspartners (dat wil zeggen met meer dan 4), met ooit zijn getest op 
HIV, met optimistisch zijn over HIV, en met het hebben van een lagere 
intentie om condooms te gebruiken. Samenvattend, de cross-sectionele 
analyse van patronen van onbeschermde anale seks lieten zien dat op 
elke meting ongeveer een derde van de deelnemers onbeschermde anale 
seks rapporteerde. Bovendien bleek dat 14% van de deelnemers 
consequent en 43% variabel onbeschermde anale seks rapporteerde. 

De studies die in hoofdstuk 2, 3 en 4 beschreven zijn hebben 
inzicht gegeven in de seksuele ontwikkeling van jonge homo- en 
biseksuele jongens gedurende en na hun coming-out. De resultaten 
lieten zien dat een substantieel deel van jonge homo- en biseksuele 
jongens in Outcomes seksueel risicogedrag vertoonde en dus dat 
effectieve HIV preventieve interventies nodig zijn om deze speciale 
doelgroep te informeren over condoomgebruik. Om zulke interventies 
te ontwikkelen moeten de sociaal-cognitieve determinanten van 
condoomgebruik bekend zijn. In hoofdstuk 5 werd de theorie van 
gepland gedrag gebruikt om de sociaal-cognitieve determinanten van 
condoomgebruik te onderzoeken. Kort gezegd, de theorie van gepland 
gedrag zegt dat gedrag het best voorspeld wordt door de intentie om 
dat gedrag uit te voeren, en dat mensen deze intentie baseren op hun 
attitude, hun subjectieve normen en hun waargenomen 
gedragscontrole. De resultaten lieten zien dat deelnemers met een 
maximale intentie vaker condooms gebruiken met een losse partner 
vergeleken met deelnemers met een minder dan maxi male intentie. 
Bovendien bleek dat deze intenties het best werden voorspeld door 
attitudes, waargenomen gedragscontrole, persoonlijke normen, en 
descriptieve normen. Voor elk van deze voorspellers zijn de relevante 
overtuigingen in kaart gebracht (zie Table 5.3) en deze overtuigingen 
zouden dus moeten worden veranderd door middel van een HIV 
preventieve interventie. 
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In hoofdstuk 6 werden voorspellers van mentale gezondheid, in 
deze studie geoperationaliseerd als depressieve gevoelens, onderzocht. 
Dit onderzoek was gebaseerd op het minority-stress raamwerk dat stelt 
dat naast algemene stressoren (zoals stress door het dagelijks leven), 
jonge homo- en biseksuele jongens additionele stressoren ervaren als 
gevolg van het behoren tot een seksuele minderheid die bijdragen aan 
mentale gezondheid. Specifieker gezegd, zowel interne (i.e. zelf labeling 
als homo of biseksueel, zelfacceptatie van seksuele identiteit, 
geinternaliseerde homonegativiteit, en het verhullen van de seksuele 
identiteit) als externe (i.e. ervaren discriminatie) stressoren werden 
onderzocht. De resultaten lieten zien dat jonge homo- en biseksuele 
jongens die werden gediscrimineerd vanwege hun seksuele identiteit 
meer depressieve gevoelens rapporteerden vergeleken met jonge homo- 
en biseksuele jongens die niet werden gediscrimineerd. Bovendien bleek 
dat jonge homo- en biseksuele jongens die negatieve attitudes hadden 
ten opzichte van homoseksualiteit en die zich niet verbonden voelden 
met de homoscene meer depressieve gevoelens rapporteerden. Andere 
stressoren zoals zelf labeling als homo of biseksueel, zelfacceptatie van 
seksuele identiteit, en het verhullen van de seksuele identiteit waren niet 
gerelateerd aan gevoelens van depressie. Deze resultaten benadrukken 
het belang van het ontwikkelen van interventies ter voorkoming van 
anti-homo geweld en het stimuleren de acceptatie van seksuele 
minderheden. 

Samenvattend, het onderzoek beschreven in dit proefschrift heeft 
inzicht gegeven in het seksuele gedrag van jonge homo- en biseksuele 
jongens in Nederland. De resultaten benadrukken het belang van de 
ontwikkeling HIV preventieve interventies die zich speciaal richten op 
jonge homo- en biseksuele jongens aan het begin van hun seksuele 
ontwikkeling. De Outcomes studies heeft ook informatie opgeleverd 
over de inhoud van zulke interventies. De volgende stap in de 
ontwikkeling van deze interventies is het selecteren van theoretische 
modellen en praktische strategieën om de benodigde veranderingen in 
de determinanten van condoomgebruik te bereiken en het 
implementeren van deze interventies. Bovendien, interventies dienen te 
worden ontwikkeld die mentale gezondheidsproblemen bij jonge 
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homo- en biseksuele jongens pogen te voorkomen. Tot slot, omdat 
zowel de patronen van seksueel risicogedrag en de determinanten 
structuur van seksueel risicogedrag kunnen veranderen in de tijd, 
moeten jonge homo- en biseksuele jongens die aan het begin staan van 
hun seksuele ontwikkeling continue gemonitord worden. Een open 
cohort lijkt een adequate methode te zijn voor zo’n continue monitoren 
van het seksueel gedrag van jonge homo- en biseksuele jongens. De 
bemoedigende resultaten van het huidige onderzoeksproject laten zien 
dat zo’n benadering haalbaar is. 
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