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DETERMINANTS OF SAFE AND
RISK-TAKING SEXUAL BEHAVIOR
AMONG GAY MEN: A REVIEW

Harm J. Hospers and Gerjo Kok

& R SRR Since the outbreak of the AIDS epidemic, gay men have made impressive
: changes in their sexual behavior. Notwithstanding these changes, there
are several studies that show considerable within-subject variability in
risk categorices, indicating that for a substantial number of gay men it is
difficult to be consistently safe. A l:irgc numbcr of studics have examined
the relationship between sexual behavior and determinants of that be-
havior. This review reports and discusses the findings with regard to
demographic, situational, behavioral, and psychosocial determinants.

Since the outbreak of the AIDS epidemic in the beginning of the 1980s, an estimated
12.9 million pcople around the world have been infected with the Human Im-
munodeficiency Virus (HIV) by early 1992 (Mann, Tarantola, & Netter, 1992). In
several parts of the world, gay men comprise the group that has been hit hardest by !
the discase. Estimated proportions of gay men of the total number of HIV-infected |
people per region are 47% for Western Europe, 54% for Latin America, 56% for |
North America, 80% for Eastern Europe, and 87% for Occania (Mann ctal., 1992).

At this moment primary prevention is the only possible way to limit the spread
of HIV. In their effort to influence the course of the discase, social scientific
researchers have devoted considerable attention to the identification of determi-
nants that distinguish betwcen safe and risk-taking scxual behavior of gay men,
because insight into these determinants is vital for the development of cffective
AIDS prevention interventions. In this review we present the knowledge that is
currently available. Before giving an overview of determinants we briefly recapitu-
late the behavioral changes among gay men that have occurred as a result of the
epidemic.
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BEHAVIORAL CHANGES AS A RESULT OF AIDS

Once the routes of viral transmission were known, two major recommendations sor
gay men to prevent infection were given: 1) reduce the number of partners, 2
refrain from insertive and receptive anal intercourse, or use condoms when having
insertive or receptive anal intercourse (McKusick, Conant, & Coates, 1985; Solomon
& DeJong, 1986).

Many studies have documented drastic reductions in the number of partners
(Centers for Disease Control, 1985; Joseph et al., 1987a; McKusick, Conant, &
Coates, 1985; Martin, 1987; Schechter et al,, 1988; van Griensven et al., 1987;
Winkelstein ct al., 1987). This reduction has resulted in a2 considerable decrease of
the probability of infection at an aggregate level. However, compared with con-
sistent condom usc, reducing the number of sexual partners is far less effective
(Reiss & Leik, 1989). Especially in high-prevalence areas, reducing the number of
partners only leads to a marginal reduction of risk (Handsfield, 1985). Thus, the
‘reduce-your-number-of-partners’ approach may have the serious drawback that
individuals might usc their compliance with this recommendation to justify the
high-risk behavior in which they still engage.

The majority of studies report impressive changes with respect to unprotected
anal intercourse (sce Becker & Joseph [1988]); Stall, Coates, & Hoff [1988] for
reviews). Sicgel, Bauman, Christ, and Krown (1988) showed that 22% of their
sample shifted to safer-sex behavior over a period of six months. Winkelstein et al.

-(1987) reported a decrcase of 60% in the prevalence of risk-taking sex over a
two-ycar period and Martin (1987) found a reduction of 70% in risk-taking sexual
cpisodes since respondents heard about AIDS. These changes in risk-taking behavior
were accomplished by cither refraining from anal intercourse or using condoms
with anal intercourse. Although condom use with anal intercourse is now generally
accepted as an adequate means of rcdu?iné risk, failure rates of condoms. (breakage,
improper usc¢) vary around 10% (Ross, 1987; Valdiserri et al., 1988; van Griensven &
de Vroome, 1987) and thus do not totally climinate risk of HIV infection.

BEHAVIORAL CHANGES ACROSS TIME

A less promising picture emerges when the available data are inspected on an
individual level rather than on an aggregate level. A considerable number of people
continuc to engage in risk-taking sexual behavior. It also seems that people may shift
from one risk category to another over time. Table 1 provides an overview of
longitudinal studics that cxamined these kinds of changes. All studies compared
individual sexual behavior at two points in time, with varying intervals. Respondents
were categorized as either low or high risk at both time 1 and time 2. Cross-
tabulation of time 1 with time 2 behavior results in four categories: low risk at both
time 1 and time 2 (stable low risk), high risk at time 1 and low risk at time 2 (change
to low risk), low risk at time 1 and high risk at time 2 (change to high risk), and high
risk at both time 1 and time 2 (stable high risk).

Despite the differences in study characteristics, some general conclusions may
be drawn from these studies. First, it is clear that a great number of gay men have
either maintained safe sex behavior or have changed to safer sexual behavior. In fact,
many of them have successfully maintained this behavior for long periods of time.
Second, a substantial number of men reported one or more instances of risk-taking
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sexual behavior at both time 1 and time 2. If we assume that men in this category
were aware of the risks, then we can conclude that a number of men are unwilling or
unable to modify their sexual behavior. It should be noted, however, that in most of
the studies in Table 1, one instance of unprotected anal intercourse during the
measurement period puts men in the stable high-risk category. Third, a relatively
small, but nevertheless important, proportion of men were identified who changed
from safe to risk-taking sexual behavior. It is important to note that classification in
this category is not tantamount to total relapse. Men in this group showed one or
more occurrences of risk-taking sexual behavior during the period of study. Hence,
within this category a further distinction can be made between men who relapsed to
risk-taking behavior, men who alternated between safe and risk-taking behavior, and
men who showed a temporary slip to risk-taking sexual behavior and who thereafter
returned to safe sexual behavior. The reported studies do not supply data on the
proportion of men in each subgroup.

In short, there have been major changes in the sexual conduct of gay men as a
consequence of the AIDS epidemic. We should, however, bear in mind that pro-
tective behaviors against HIV infection (practicing safe sex with all partners for an
unknown but probably long period of time) are extremely difficult to maintain.
Consequently, it is not surprising to find that a substantial number of gay men still
expose themselves to situations in which they are at risk of becoming infected with
HIV. Therefore, intervention programs are needed that focus on change towards
consistent safe sexual behavior. Understanding the determinants of safe and risk-
taking sexual behavior is crucial in the development of such interventions.

DETERMINANTS OF SAFE AND RISK-TAKING SEXUAL BEHAVIOR!
CHARACTERISTICS OF REPORTED STUDIES

Table 2 presents the main findings of the dcterminant studies included in this
review. In order to be included in Table 2, a study had to report on determinants of
safe and risk-taking behavior. A study also had to include a comparison of a low-risk
group to a high-risk group using a cross-sectional design, or a comparison of changes
in safe or risk-taking behavior using a longitudinal design. Furthermore, we included
only those studies that examined behaviors related to anal intercourse, because it is
the most prominent risk factor related to HIV infection among homosexual men
(Chmiel et al, 1987; Detels ct al,, 1983; Glasner & Kaslow, 1990; Kingsley ct al.,
1987).

A great variety of possible determinants has been studied. For this review we
have selected demographical variables (age, income, race, and educational level),
relationship status, drug and/or alcohol use, knowledge, risk perception, attitudes,
social influence and norms, and self-efficacy.

SAMPLE CHARACTERISTICS

There are several serious sampling problems in any study that investigates male
homosexual behavior. First, defining the population from which samples arc drawn

'In this review, we use the terms determinant, predictor, factor, variable, and correlate interchangeably
to denote concepts that are studied in relationship to AIDS-related sexual behavior. Although the terms
predi and dctermil may suggest ¢ ion, the research design of most presented studies permits
correlational rather than causal inferences.
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is complicated. Although homosexual behavior is not limited to the segment of the
population that labels itself as homosexual (Kinsey, Pomeroy, & Martin, 1948), it is
usually this segment that is studied. As Doll et al. (1992) have demonstrated, there
are important differences between homosexually and non-homosexually identified
men who have sex with men. In their study, homosexually identified men were
more likely to belong to gay organizations. Furthermore, significantly more heter-
osexually identified men reported engaging in unprotected anal intercourse.
Second, the majority of studies included in this review reported on samples that
consisted of self-selected individuals. As Davies and colleagues (1993 ) have argued,
those samples may overrepresent self-confident open homosexuals, as homosexual
behavior continues to be stigmatized. In addition, studies that looked at differences
between volunteers and non-volunteers found substantial differences in sexual
behavior and attitudes toward sex (see Catania, Gibson, Chitwood, & Coates [1990]
for an overview). Furthermore, within studies included in this review, samples are
predominantly white and overrepresent individuals with higher education and
income. For example. according to the 1990 US. census, whites make up 80% of the
United States population (Bureau of the Census, 1992). By contrast, in all U.S. studies
shown in Table 2 (except Hays, Kegeles, & Coates [1990], and Linn et al. [1989]),
the proportion of whites exceeds 90% (range 91-96% ). Finally, the majority of
studies were conducted in geographical areas with high AIDS prevalence rates
among gay men. These biases may constitute drawbacks for the generalizability of
results. The sampling strategy employed in some studies to reduce the effects of
sclection bias, is to target as many segments of the gay community as possible, such
as members of gay organizations, patrons of gay bars, saunas and discos, and health
and STD clinics with a high proportion of gay clicntele.

VALIDITY AND RELIABILITY OF SELF-REPORTED BEHAVIOR

Without exception, the studies that were selected for this review had to rely on
sclf-reports from respondents concerning their sexual behavior. As Catania et al.
(1990) have noted, a solid validity index for individual sexual behavior does not
exist. One could use other data to corroborate self-reported sexual behavior, such as
incidence of sexually transmitted diseases (STDs) or number of condoms sold.
However, the authors conclude that these indices are also biased, since STDs do not
have a one-to-one relationship with frequency of sexual behavior and condom sales
do not have a2 one-to-one relationship with use.

Several mecthods have been used to get an impression of the validity of data on
sclf-reported sexual behavior. Firstly, studies used sexual behavior data from partn-
crs of respondents. One study found moderate to high respondent—partner agree-
ment with respect to frequency of receptive and insertive anal and oral sex (Spear-
man’s 7: 0.56-0.81) (Scage et al., 1992). A similar study investigated the agreement
on frequencies of sexual activities between men with either AIDS or AlDS-related
condition and their sexual contacts (Coates et al, 1988). Agreement on the
frequencies of 17 sexual activities was moderate to high (Spearman’s . 0.49-0.91).
However, agreement significantly decreased as the lapsed time between the in-
terview and the date of the last sexual encounter increased. The authors of both
studies conclude that the results indicated that self-reported sexual behavior data
were reasonably valid for use in epidemiological analyses.

A few studies have examined the reliability of self-reported sexual behavior by
cither using a test—retest procedure or comparing retrospective reports of sexual
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activity for different timeframes. The test-retest procedure for ! frequency as
well as number of partners for several practices were moderate (k. 5:0.47-0.62)
(Saltzman et al., 1987). Kauth, St. Lawrence, and Kelly (1991) obtained self-reports
of the frequency of several sexual practices for three overlapping timeframes in the
past: two weeks, three months, and twelve months. They found that the frequency of
infrequent sexual practices showed the greatest consistency across :imcfr.am‘cs.
They further found that the average correlation over all practices decreased signifi-
cantly as the period of recall increased: the average correlation between two weeks
and three months was 0.73 while the correlation between two wecks and twelve
months was 0.31. They conclude that self-report measures of sexual behavior should
use relatively short retrospective periods. Based on a review of studies of response
bias in sex research, Catania, Gibson, Martin, Coates and Greenblatt (1990) advise
the usc of 1- or 2-month recall periods. Another study compared agreement be-
tween 1-and 12-month recall periods with several cognitive strategics used to recall
sexual practices and partners. They found that the degree of consistency was lowest
for non-person-oriented strategics (such as thinking of places or locations where
partners were met), and highest for person-oricnted strategics (such as names or
faces of partners) (Blake, Sharp, Temoshok, & Rundell, 1992).

To summarize, the few studies which were conducted on validity and reliability
of self-reported sexual behavior highlight the limitations of these measures. More
methodological research is needed to optimize our measures of AIDS-related be-
haviors. Meanwhile, researchers in this field should try to increase recall accuracy by
using relatively short recall periods. One way to do this is to use person-oricnted
strategies to estimate the frequencics of sexual practices and the number of partners.
To reduce self-presentation bias, Catania, Gibson, Chitwood ct al. (1990) suggest the
construction of 2 nonjudgmental context, the usc of open-response formats, the use
of a sexual terminology that the group under study is comfortable with, and
maximizing respondent privacy.

DESIGNS

Research on determinants of safe and risk-taking sexual behavior among gay
men usually used cross-sectional designs, longitudinal designs, or 4 combination of
both. Cross-sectional studies generally report comparisons between respondents
who practice safe sex and respondents who engage in high-risk sexual acts (with
varying definitions of these bchaviors). Longitudinal studics usually usc data from
cohorts that were established in the AIDS epicenters (€.g. San Francisco, New York,
Amsterdam). These studies generally report correlates that are associated with
changes in these sexual behaviors over time.

BEHAVIORAL MEASURES

While all the studies in Table 2 examined sclf-reported safe and risk-taking
sexual behavior, there is considerable variation in the operational definitions of
these behaviors. The majority of cross-sectional studies compared men who had
engaged in unprotected anal intercourse with men who had not engaged in anal
intercourse or who had consistently used condoms. Some of these studies di-
flerentiated between receptive and insertive anal intercourse. Another group of
studies examined the differences between men who consistently used condoms and
men who did not consistently use condoms. Finally, one study used a risk-index
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(frequency of unprotected anal intercourse X number of intercourse partners)
(Kelly et al,, 1990), and two studies used a condom usc index (proportion of anal
intercourse occasions when condoms were used (Kelly, St. Lawrence, Brasfield,
Lemke et al,, 1990): sum of frequency of condom use during receptive and insertive
oral and anal intercourse (Ross & Mclaws, 1992)).

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

DEMOGRAPHIC VARIABLES

The value of sociodemographic variables for behavior change interventions is lim-
ited, because these factors themselves are, in general, not easily influenced. De-
mographical characteristics of target groups are primarily used to guide the develop-
ment and implementation of interventions. Relatively few sociodemographic factors
have been investigated and even fewer seem to pertain to risk behavior. For
example, studies in general find no relationship between risk-taking or preventive
behaviors and income (Adib et al., 1991; Connell et al., 1990; Fitzpatrick et al.,
1990), or educational level (Adib et al,, 1991; Connell et al., 1990; Hays et al., 1990;
Kelly, St. Lawrence, & Brasficld, 1991; Kelly, St. Lawrence, & Brasfield, Lemke et al.,
1990; McCusker, Zapka, Stoddard, & Mayer, 1989; Valdiserri et al., 1988).

With respect to the relationship between risk-taking behavior and ethnic origin
of respondents, it must be concluded that little is known. With respect to the studies
in Table 2, all studies conducted outside the United States and a minority of studies
conducted in the United States do not report the racial or ethnic origin of their
respondents. Of those studies that do provide such information (12 studies), four
included it as a variable in their analyses. These analyses showed no relationship
between ethnic origin and risk-taking behavior in rwo of the four studies (Adib et al.,
1991; Valdiserri et al., 1988). In the study by Hays et al. (1990) a higher percentage
of non-whites engaged in high-risk behavior compared with whites (30% versus
14%, respectively ). This difference approaches significance (OR = 1.61,95% CI =
0.98-2.64, p < .06). Finally, the study by Linn et al. (1989) showed a highly
significant relationship berween race and level of risk-taking behavior. Their unsafe
category contained 59% of whites, 69% of African Americans, and 81% of Latin
Americans. It is possible that these dissimilar findings are a result of the varying
proportions of non-whites in these samplces. The percentage of non-whites was 8%
in the study from Adib et al. (1991), 4% in Valdiserri et al. (1988), 21% in Hays et al.
(1990), while non-whites made up one third of the sample of Linn et al. (1989). Low
proportions of non-whites result in relatively wide confidence intervals around
association estimates which may account for the nonsignificant results.

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

AGE

Several studies have found younger age to be related to risk-taking sexual
practices. Ekstrand and Coates (1990) found in a longitudinal study that younger
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respondents showed higher levels of unprotected anal intercourse -..«n older re-
spondents in both 1985 and 1988. De Wit and colleagues (1991) found that the
younger men in their sample had more anal sex and used condoms less consistently
than older men. Similar results were reported by Fitzpatrick et al. (1990), Kelly et al.
(1990), Kelly, St. Lawrence, and Brasfield (1991), Kelly ct al. (1991), McKusick ct
al,, (1990), and Ostrow et al. (1990).

Few authors have tried to explain why younger men have this tendency. As a
possible answer, Ekstrand and Coates (1990) suggest that younger men might have
less social support for practicing safe sex, they might perceive themsclves to be
invulnerable, or they might have poorer skills for buying condoms or negotiating
safe sex.

The abovementioned studies reported an“association between age and risk-
taking behavior. It is important to note that men who engaged in risk-taking sex
were younger, but not necessarily young. There are two studies that specifically
looked at sexual behavior of young gay males. Rothcram-Borus and Koopman
(1991) studied sexual behavior of 59 black and Hispanic gay adolescents (ages
ranging from 14 to 18 years old). Fourteen adolescents (24% ) had cngaged in
unprotected anal intercourse in the previous threc months. Hays and associates
(1990) compared low versus high risk-taking among gay men aged 18-25. They also
found high levels of risk-taking behavior: 43% of their sumple had engaged in
unprotected anal intercourse in the previous six months. A comparison of low risk
takers with high risk takers showed that the latter group reported more enjoyment
of anal intercourse without condoms, perceived less risk with regard to unprotected
anal intercourse, and reported poorer communication skills with sexual partners.

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

GEOGRAPHICAL LOCATION?

Several authors have suggested that gay men in low AIDS prevalence arcas
engage in more risk-taking behavior (Jones ct al., 1987; Kelly, St. Lawrence, Brasficld,
Stevenson et al., 1990). While these studics looked at low-prevalence arcas only,
there are two studies which compared data from low-prevalence arcas with data
from high-prevalence areas: onc in the United Kingdom (Weatherburn ct al,, 1991),
the other in the United States (St. Lawrence et al., 1989). The results of the British
study showed that men in London were significantly more likely to use condoms
compared with men who live outside London (49% compared to 37% ). The results
from the American study showed significantly more occurrences of unprotected
anal intercourse, and significantly fewer occurrences of low-risk sexual practices in
low-prevalence cities.

The authors of the abovementioned studies relate these findings to the fact that
many health education initiatives are targeted at homosexual men who live in AIDS
epicenters, while men who live outside these areas have less access to organizations
for information and support. Furthermore, both St. Lawrence et al. (1989) and Jones

2Since there are only two studies available that compare low-prevalence arcas with high-prevalence areas,
this determinant is not shown in Table 2.
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ctal. (1987) presume that the relatively low number of persons with AIDS in these
areas results in an underestimation of risk of infection which in turn leads to
persistence of high-risk behavior.

SITUATIONAL AND BEHAVIORAL VARIABLES

RELATIONSHIP STATUS

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

One other point to keep in mind is that in some instances, the labeling of sexual
behavior as unsafe is unjustified. If men entered 2 monogamous relationship in the
pre-AIDS era or if both men in 2 monogamous relationship have been tested HIV
negative, it is clear that unprotected intercourse within their relationship carries no
risk of HIV infection.

Summarizing, it appears to be the case that a considerable proportion of gay
men have not only limited their number of sexual partners but have also reserved
unprotected anal intercourse exclusively for their primary relationship. Although
this might seem to be a sensible way to cope with the threat of HIV infection, it also
should be noted that as long as the HIV status of the partner is unknown, this coping
strategy does not guarantee that one will not get infected.

DRUG AND ALCOHOL USE

A large number of studies have examined the relationship between substance
use (alcohol, drugs, alcohol and/or drugs, and nitrite inhalants) and risk-taking
sexual behavior. As can be seen in Table 2, almost all studies (there is one excep-
tion) either report a negative relationship with protective behavior or fail to find a
relationship.

With respect to drug use, both Siegel and associates (1989), and Stall and
colleagues (198G) reported a relationship between marijuana use during sex and
subsequent risk behavior. Men who used marijuana were more likely to fall in the
high-risk category. Ostrow et al. (1990) found that men who used three or more
drugs were more likely to continue risk-taking sexual behavior than men who used

*It is important to note that there are, of course, more ways of classifying the variety of gay male
relationships. The level of refinement depends, in part, on the kind of research questions under study. For
example, with respect to non-regular partners it might be useful to distinguish between y and
NON-aNONYmMOUS SCX partners.
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none. In other studies the relationship between drug use an¢ 1-risk sexual
behavior was absent (Gold et al.,, 1991; Seage et al,, 1992). A nu..uer of studies
found that alcohol and/or drug use was associated with more risk-taking sexual
behavior (Kelly et al., 1991) and less condom use (Valdiserri et al., 1988), while two
other studies did not find an association (Adib et al., 1991; Connell et al.,, 1990).

With respect to the relationship between alcohol use and sexual behavior, the
results are not straightforward either. Some studies have found that alcohol use prior
to or during sex was related to risk-taking sexual behavior (e¢.g., Stall et al.,, 1986),
other studies could not discover this relationship in their data (e.g., Hays et al.,
1990). In a detailed analysis of sexual diaries of 430 gay men, Weatherburn (1992)
found that in 250 sexual encounters that involved alcohol use during sex, 58
included anal intercourse. Of these encounters, 46 were with the regular partner
(35 exclusive), and in 10 of the 12 remaining encounters condoms were used. The
authors reject the hypothesis that alcohol use and risk-taking behavior are related.
One study found, contrary to expectations, that higher alcohol consumption at the
first measurement was related to the adoption of safer sex practices at follow-up
(McCusker, Stoddard, Zapka, Zorn & Mayer, 1989). Another study asked subjects to
recall their most recent safe encounter and their most recent risk-taking encounter.
Analyses showed that being under the influence of alcohol at the start of sex, and the
amounts of alcohol used during sex, did not distinguish between type of encounter
(Gold et al.,, 1991).

Investigations into the relationship between the use of inhaled nitrites and
protective sexual behavior have found either a negative relationship (Ostrow ct al.,
1990; Seage et al., 1992; Stall et al.,, 1986) or no relationship (Gold ct al., 1991; Kelly
et al,, 1991; McCusker, Stoddard et al., 1989).

It is clear that we do not yet fully understand the relationship between sub-
stance use and risk-taking sexual behavior. Some authors who found a relationship
suggest that this.celationship might be causal (e.g., Stall et al., 1986). The same point
of view can be found in several publications on HIV-prevention policy (¢.g., Adib &
Ostrow, 1991; Peterman, Cates, & Wasserheit, 1992; Pcterson, Ostrow, & McKirnan,
1991; Shernoff & Bloom, 1991). However, other authors have expressed doubts
about a direct causal relationship between substance usc and engaging in risk-taking
sex (Gold et al,, 1991; Siegel et al., 1989). They suggest that substance use and
risk-taking sex might be manifestations of some unknown variable, such as desire for
excitement or a predisposition to risk-taking behavior. Finally, 2 number of authors
explicitly doubt whether there is any association at all (Weatherburn ct al., 1993).

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

PSYCHOSOCIAL VARIABLES

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

KNOWLEDGE

AIDS knowledge has been assessed with respect to 2 variety of domains. Most
frequently, studies have looked at knowledge of modes of HIV transmission related
to sexual practices, public health guidelines, and risk-reduction measures. Some
studies included measures of knowledge regarding the interpretation of HIV test
results, misconceptions about HIV and AIDS, and prevalence of HIV and AIDS among
gay men.

AIDS education efforts have undoubtedly had a positive influence on gay men'’s
knowledge about the disease. Without exception, studies show very high levels of
knowledge (Dallas, 1990: Emmons et al. 1986; Joseph et al., 1987b; Kelly, St.
Lawrence, Brasfield. Lemke et al., 1990; McKusick et al., (1990); Sicgel ct al., 1989;
St. Lawrence et al., 1989; Valdiserri et al., 1988). However, the available data on the
relationship bertween knowledge level and risk behavior do not show one clear
tendency. Although some studies have shown that knowledge is related to initial

behavior change, especially when AIDS was first discovered, it seems that at present

it has little predictive valuc for behavior change or maintenance. Duc to ceiling
cffects, knowledge levels can hardly change, which is probably why an increasing
number of researchers have stopped including knowledge as a variable in their
studies.

In sum, gay men are well informed about the modes of HIV transmission, public
health guidelines, and risk reduction measures. However, the most important con-
clusion is that, given the complexity of the behavior change that is required, it is not
surprising to find that knowledge alone, though a prerequisite for change, is not
sufficient to enable behavior modification and maintenance. As has been demon-
strated with other health related behaviors as well, within any target group the first
distinction one has to make is berween adopters and non-adopters (E. M. Rogers,
1983). Among adopters a further distinction can be made with respect to behavior
change. A number of people will indeed change their behavior on the basis of health
information that gets to them. However, the majority of this group requires more
than information to change their behavior. Supportive social norms and the acquisi-
tion of necessary skills are examples of what is nceded for them to change (E. M.
Rogers, 1983).

RISK PERCEPTION

Some behavioral theories, especially the Health Belief Model, explicitly
hypothesize that a sensc of personal susceptibility to a disease (i.c., a perception of
risk), among other factors, influences decisionsto undertake actions. Several studies
have investigated this presumed influence (seec Table 2).

There are two types of risk estimates that are generally asked for in this type of
research: 1) absolute risk estimates (e.g., “Whatare your chances of getting infected
with HIV?"); 2) relative risk estimates in comparison to others (e.g., “What are your
chances of getting infected with HIV, compared to an average gay man your age?”).
In both instances it is found that people systematically underestimate their risk. This
finding is usually referred to as ‘optimistic bias’ and is found with regard to many
(health-related) behaviors (Weinstein, 1987). For example, Bauman and Sicgel
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(1987) found that the risk estimates of respondents who practice -taking sex
were only slightly higher in comparison with safe and low risk groups in their
sample. Furthermore, they found that 51% of their sample rated their risk as be-
low average. The group mean of the estimated risk of getting AIDS relative to
other gay men was —.35 (range —1 to +1), showing the optimistic bias described
above.

Although the finding that risks are underestimated is worrisome in itself, the
implications for prevention are not very clear. Mixed results have been found when
lookmg at the relationship between risk perception on the one hand znd behavi nor or

high-risk takers, compared to low-nsk takers, erccxvcd unprotcctud anal in-
tercourse to be less risky, while they estimated that their current behavior placed
them more at risk for HIV infection. Kelly, St. Lawrence, Brasficld, Lemke ct al.
(1990) report similar results, that is, men who practiced unprotected anal in-
tercourse with multiple partners regarded their sexual behavior as more risky than
men who practiced safe sex. They also found that the risk-cstimate decreased as the
proportion of protected anal intercourse (i.c., condoms were used) increased.
McCusker, Stoddard, et al. (1989) found that greater perccived susceptibility at
pretest was thc strongest prcdxcxor of the adoption of consistent safe behavior at
posttest.

A number of studies found that risk perceptions did not distinguish between
safe and risk-taking behavior (McKusn:k etal,, 1990; Sicgel et al., 1989) or changes in
risk- takmg behavior (Fxtzpztnck et al., 1990; McKusick ct al., 1990). In these studies
men who showed risk-taking behavior underestimated their risk to such extent
that their actual estimates did not differ significantly from men who practiced
safe sex.

A review of risk perception research does not clarify whether a rclationship
with behavior or behavior change exists. There are scveral possible explanations for
the variation in results. First, the operational definitions of risk perceptions vary
across studies. While in somc studies respondents were asked to rate the riskiness of
their current sexual behavior (c.g., Kelly et al., 1991), other studics asked respon-
dents to rate their absolute chance of developing AIDS (Fitzpatrick ct al., 1990),
or their chance of developing AIDS compared with other gay men (Sicgel et al.,
1989). Although the number of studies is limited, it seems that respondents have
a more realistic appraisal of their risks when they are asked to judge their current
or recent sexual behavior than when they are asked to judge possible long-term con-
scquences of their behavior (i.c., developing AIDS). Also, motivation to_protect
oneself should be framed in terms of susceptibility to the risk behavior (Janz &
Becker, 1984; R W. Rogcrs. 1983; Ronis, 1992). Thus, when studying AIDS-protec-
tive behavior, a question could be: “What is your risk of contracting HIV if you
engage in unprotected anal intercourse”. If questions are framed in this way, one
would hypothesize that those respondents who engage in unprotected anal inter-
course have lower risk estimates than those respondents who do not engage in
anal intercourse or who consistently use condoms (which, in turn, explains cur-
rent behavior).

Second, the majority of studies have used cross-sectional designs. As Weinstein
(1989) has argued, cven if a positive relation between risk perception and behavior

is found, the direction of causation is unclear. It could well be that behavior change

influences risk perception rather than vice versa.




LELEKMUINANLS OF SAFE AND RISK-TAKING BEHAVIOR 89

ATTITUDES

Research on attitudes related to risk behavior shows the importance of anal
intercourse for many gay men. Comparisons between men who engage in risk-taking
sexual behavior and those who do not, show that the former regard anal intercourse
as more important and enjoyable (Connell et al, 1990; Hays et al., 1990; Kelly et al.,
1991), consider anal sex more as “ultimate intimacy” (Dallas, 1990), experience oral
sex as less satisfying (Dallas, 1990; Hays et al., 1990), and are less inclined to avoid
anal intercourse (de Wit, Sandfort et al., 1991). Men who reported that unprotected
anal intercourse is their favorite technique, were more likely to engage in un-
protected anal intercourse (McKusick et al,, 1990). Gold and colleagues (1991)
showed that the desire to have intercourse without 2 condom, to have exciting sex,
and to have excitement in any way possible, were significantly greater in subjects’
most recent unsafe encounter compared with subjects’ most recent safe encounter.
Finally, Connell and Kippax (1990) report that 54% of their sample rated in-
tercourse without a condom as the most physically satisfying form of sex. Thirty-six
percent of their sample rated it as the most emotionally satisfying practice.

In sum, men who have positive attitudes toward anal sex are more likely to
practice unprotected anal sex. The qualitative studies of Prieur (1990; 1991 ) show
that anal sex is more than just an alternative from the whole gamut of sexual
activities. Whenever it is incorporated in the sexual repertoire it becomes valuable
to and part of what might be called a gay identity. Connell et al. (1990) argue that for
many men anal intercourse is a central part of being gay.

Similar results have been found with regard to attitudes toward condoms. That
is, men who have negative attitudes toward condom use are more likely to engage in
unprotected anal intercourse (Valdiserri et al, 1988). Using factor analysis, Ross
(1988) interprets the most prominent factor (accounting for over a quarter of the
total variance) as a negative attitude toward condoms. Items with high loadings on
this factor reflect the view that condoms are unerotic, unreliable and uncomfortable.
Clearly, neither a positive attitude towards anal intercourse, nor a negative attitude
toward condom use promotes safer sex.

There are two possible avenues one may take if one wants to promote safer sex
through attitudinal change. First, one might try to change these positive attitudes
toward anal sex. The aim of such interventions would be to have gay men refrain
from anal sex. Second, one might try to change attitudes toward condom use in a
positive direction and preserve positive attitudes toward anal sex. The obvious
advantage of the former is that refraining from anal sex would eliminate the risk for
HIV infection (assuming that no other risk behavior is prevalent). However, given

the significance of anal intercourse, many have questioned the feasibility of this,

approach and have relied on the latter strategy, that is, promoting condom use. The
adi'iﬁth'ge of this approach is that the positive attitude toward anal intercourse can
be left unaffected. This is in line with E. M. Rogers' (1983) argument that inno-
vations have to be compatible with existing values, past experiences, and needs of
potential adopters to facilitate adoption. The disadvantage of this approach is that
men might judge their behavior as completely safe, while it is known that condom
failure rates are substantial.

SOCIAL INFLUENCE AND NORMS

Norms and values that are supported by peers can have a substantial influence
on one’s behavior (sce Fishbein & Ajzen, 1975). One of the best examples of the
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influence of social networks is the swiftness with which safe sex - ~mendations
became known and adhered to by large numbers of gay men. s also been
demonstrated that norms that prevail in peer groups influence the degree of AIDS
preventive behavior. A group norm prescribing safe sex has been found to relate to a
decrease in number of sex partners (Emmons et al., 1986). avoidance of anonymous
partners (Joseph et al., 1987a), safer sexual behavior (Kelly, St. Lawrence, Brasficld,
Lemke et al., 1990; Kelly, St. Lawrence, Brasfield, Stevenson ct al., 1990), an inten-
tion to behave more safely in the future (Fisher, 1988), avoidance of anal in-
tercourse (de Wit, Sandfort ct al., 1991), an intention to use condoms (Ross &
Mclaws, 1992), and consistent condom use (de Wit, Sandfort et al., 1991 ). Adib and
colleagues (1991) report that the absence of peer support was a-significant pre-
dictor of relapse to unprotected anal intercourse. Pricur (1990) found that the most
noticeable difference between men who do not engage in high-risk s¢x and those
who do, is that many of the men that belong to the latter group have a loosc social

network, Similar results are reported by Connell et al. (1990). They report that
involvement with 8ay community organizations is low for men who cngage in
unprotected anal intercourse with casual partners. Fishbein ct al. (1992) in-
vestigated the influence of attitudes and social norms on the intention to engage in
11 sexual behaviors, varying in AIDS risk. The study was conducted in three citics in
the USS. (Scattle, Denver, and Albany). They found that the influence of social norms
was greatest in Seattle and smallest in Albany. They attribute this difference to the
fact that the gay community in Seattle is larger and better organized, which results in
well-linked interpersonal networks and more interpersonal interactions.

Hence, stimulating the development of social networks as well as integration in
a social network that enhances safe-sex norms may be a very powerful safcguard
against HIV infection.

Influencing social norms is easier said than done. Continuous cfforts on a
community level, advocating adherence to safe sex recommendations are necessary
but not sufficient. Concurrent to this, small-scale activitics have to be carried out to
support men secking help in changing their high-risk behavior. This can be done
through small group interventions or face-to-face counseling. An example of this is
the “Stop AIDS” community discussion groups that have been conducted in many
AIDS epicenters (Miller et al., 1990). Another promising approach that Kclly et al.
(1992) have applied is the use of peer leaders who are trained to communicate
about safe sex with their peers. The results show impressive reductions in un-
protected anal intercourse.

SELF-EFFICACY

Self-efficacy is a person's evaluation of the extent to which he is capable of
exerting a certain control over his behavior (Bandura, 1986). The valuc of sclf-
cfficacy estimates is more than a reflection on one’s past behavior; it also has a
predictive value for future behavior. With respect to AIDS related behavior, self-
cfficacy is a person’s evaluation if, and to what extent, he has the skills to exercise
control over sexual situations (Bandura, 1989). The relationship between self-
cfficacy and AIDS risk behavior has repeatedly been demonstrated. De Wit, Sandfort,
etal. (1991) found that self-cfficacy in using condoms was the strongest predictor of
consistent condom use. Other studies have shown that a non-assertive attitude
predicted relapse to unprotected anal intercourse (Adib et al., 1991), and that men
who engaged in unprotected anal intercourse rated their sexual communication
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skills lower than men who only practiced safe sex (Hays et al., 1990). A comparison

of gay men who consistently practiced safe sex with gay men who consistently:

engage in risk-taking behavior, showed that the latter group expressed more difficul-
ty in changing their sexual behavior (Siegel et al., 1989). Dallas (1990) asked
respondents to rate their self-efficacy with respect to behaving safely for the subse-
quent ten years. Of the respondents who did not engage in anal intercourse, 27%
stated they thought it would be difficult, while §7% of the respondents who actually
engaged in anal intercourse stated likewise. One important point that has been made
is that AIDS risk behavior is special in the sense that it always involves an interaction
with one (or more) other individual (Davies & Weatherburn, 1990). In connection
to self-efficacy Bandura has noted:

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

exercise control over sexual situations. . . . Problems arise in following
safer sex practices because self-protection often conflicts with in-
terpersonal pressures and sentiments. . . . The weaker the perceived

self-efficacy, the more such social and affective factors can increase the
likelihood of risky sexual behavior. (1989, p. 129)

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

Again, small group interventions or face-to-face counseling are suitable settings
to apply these techniques (Kelly, St. Lawrence, Betts, Brasfield, & Hood, 1990).

CONCLUSIONS

To a certain extent the threat of HIV infection has prompted changes toward safer
sexual behavior among gay men: many have reduced their number of partners and
have increased their use of condoms. Despite these changes, however, a significant
number of gay men still put themselves at risk. This is similar to other health related
behaviors. That is, some people adopt protective behaviors faster than others, and
some people experience more difficulty in maintaining changes they have made in
their behavior. Continuous cfforts to improve and innovate interventions are war-
ranted. In order (0 be able to develop effective interventions, a éood undcrstmdiné
of thé determinants of safe and risk-taking sexual behavior is needed. We will
conclude with general recommendations for future research on determinants of
AIDS-related sexual behavior and related methodological issues.

RECOMMENDATIONS FOR RESEARCH ON DETERMINANTS

1. To benefit the development of prevention activities, studies need to be
conducted that increase our knowledge with respect to the observed
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relationship between age and risk-taking behavior. Whethe Ing gay men
constitute a high-risk group that nceds special attention is . question that
needs to be addressed.

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

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

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

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

RECOMMENDATIONS WITH RESPECT TO METHODOLOGICAL ISSUES

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

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

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

In this contribution we have reviewed the literature on determinants of safe and
risk-taking behavior among gay men. Our recommendations show that efforts have
to be made to expand our understanding of AIDS-related sexual behavior and
enhance the quality of the research in this area. At the same time we hope that
concurrent to this endeavor, efforts will also be made to develop, implement, and
evaluate prevention interventions for gay men that are based on the theoretical
concepts that seem to pertain to risk behavior change and maintenance.
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High HIV risk-taking among young gay men

Robert B. Hays, Susan M. Kegeles and Thomas J. Coates

Previous research has shown younger age to be correlated with greater HIV sexual
risk-taking among gay men. The purpose of this study was to identify variables
associated with HIV risk-taking among younger gay men. Ninety-nine gay men
aged 18-25 in three medium-sized West Coast communities completed self-report
questionnaires regarding HIV-related behaviors and attitudes. Of the respondents,
43% reported having engaged in unprotected anal intercourse during the previous 6
months. Men who engaged in unprotected anal intercourse reported greater enjoyment
of unprotected anal intercourse, perceived less risk of unprotected anal intercourse,
labeled themselves as more at risk for AIDS, reported poorer communication skills
with sexual partners, and were more likely to have a boyfriend/lover than men who
had not engaged in high-risk sex. In addition, respondents perceived the likelihood of
acquiring HIV from unprotected anal intercourse with young gay men to be significantly
lower than with older gay men. These findings highlight the need for HIV risk-reduction
interventions designed specifically for young gay men and identify critical areas to be
targeted in such interventions.

AIDS 1990, 4:901-907
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Introduction

While older gay men in urban areas have dramatically
decreased sexual behaviors that can transmit HIV infec-
tion, evidence from a varety of studies suggests that high
percentages of younger gay men continue to engage in
unsafe sex [1-3). For example, data from the San Fran-
cisco Men's Health Study, a population-based sample of
gay and bisexual men in San Francisco who have been
folowed since 1984, show age to be the most consis-

t predictor of high-risk behavior [1]. Younger men
were significandy more likely to engage in unprotected
anal intercourse and to do so with more partners than
were older men. Similarly, in a survey of 526 gay bar pa-
trons in Seatde, Tampa and Mobile, younger men were
more likely 10 engage in unprotected anal intercourse
than were older men [2].

While 2 number of studies have documented the associ-
ation between age and HIV risk-taking, we are not aware
of any study that has specifically examined factors asso-
ciated with risk-taking among gay men in the 18-25-year
age range. The experience of this age group is very differ-
ent from that of previous generations of gay men since
their sexual careers were initiated in an era when infor-
mation about AIDS was widely disseminated. AIDS pre-

vention programs that are effective for older gay men may
be less appropriate for younger gay men for whom issues
specific to their generation will need to be addressed.

A variety of factors may contribute to high HIV risk-taking
among young gay men. First, men in this age group may
still be in a ‘coming out’ stage with regard to their sexual
idendty [4,5]. They may not fully identfy themselves as
‘gay’, and therefore may not perceive themselves to be
in a ‘rsk group’ for AIDS. Due 0 their relauve inexpe-
dence in personal and sexual relationships, young men
may be less socially skilled, and so may be less likely 10
communicate openly about sexual matters and less com-
petent in negotiating low-risk sexual interactions. Young
people in general have heightened feelings of invulnera-
bility (6,7] which may cause younger men to engage in
more HIV rsk behaviors than older men. Finally, since
the bulk of AIDS cases among ga;’ men are in the 30—40-
year age group (8], vounger men may perceive AIDS to
be a problem of older gay men. For example, in focus
groups we conducted with young gay men in the San
Francisco Bay area, young men expressed a stercotypical
view of gay men who were likely to have AIDS as ‘older
men with moustaches who go to leather bars’. Young
men therefore may feel that it is safe to have unprotected
intercourse with other young men. The prolonged incu-
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bation period of HIV infection feeds this misperception
since men who become infected in their eardy twenties
are not likely to show symptoms until they are in their
thirtes.

The purpose of this study was to identify factors asso-
ciated with HIV risk-tuking among gay men aged 18-25.
This information is essental in designing AIDS preven-
tdon programs specifically targeted to the special needs
and situations of young gay men.

Method

Procedure ‘

The study was conducted in three medium-sized West
Coast cities with low to moderate AIDS prevalence rates
(Santa Cruz, Califomia; Santa Barbara, California; and
Eugene, Oregon). Self-report questionnaires regarding
HIV-related behaviors and attitudes were distributed to
men berween the ages of 18 and 25 as they left senings
identified by local gay leaders as frequented by young gay
men (for example, gay bars, adult bookstores, gay stu-
dent union campus events, public parks and beaches).
Gay male field workers approached men individually as
they left the target settings and invited them to participate
in the study, which was descrbed as a university-based
research survey to examine ‘how young men were cop-
ing with the AIDS epidemic’. Potential respondents were
handed the surveys to complete at their convenience and
mail back to the rescarchers in the stamped, addressed
envelopes provided. Two hundred and forty-three sur-
veys were distributed in this manner; 86 (35%) were re-
tumed. In an attempt to increase the response rate, we
repeated the same procedure in one city (Sania Cruz)
using a shortened questionnaire and offered to mail re-
spondents $10 upon receipt of their completed question-
naire. Eighty-six surveys were distributed in this manner;
27 (31%) were retumed. Since there were no significant
differences in the dau collected through the two proce-
dures, we pooled the dau sets. The daa from 14 men
who either (1) were not within the 18-25-year age range,
or (2) identified themselves as heterosexual and reported
never having engaged in sexual activity with a man were
not used in the analyses reported here.

Survey instrument

Respondents  complered a0 90-item  self-administered
questionnaire which assessed sexual behaviors, individ-
ual characteristics and attitudes hypothesized by the AIDS
Risk Reduction Model (9] to be relevant to HIV risk-tak-
ing behavior.

Sexual behaviors

Respondents were presented with a checklist of sexual
behaviors and asked to indicate which behaviors they had
engaged in with men and with women during the previ-

ous 6 months. Activities listed included anal intercourse
with and without condoms, vagina! intercourse with and
without condoms, mutual masturbation, oral-anal con-
tact and oral-genital sex. Numbers of male and female
sexual partners during the previous 6 months were also
requested. In additon, respondents were asked to report
the settings in which they had met their male sexual pan-
ners during the previous 6 months and the frequency
with which they had used alcohol or drugs before or dur-
ing sex in the past 6 months.

Individual characteristics

Respondents were asked to report their age, ethnic iden-
tification, amount of education, whether they currendy
were involved in a boyfriend/lover relationship (and, if
so, whether either partner had sex with others), and
whether they had ever been tested for HIV antibodies
(and if so, the results). In addition, respondents were
asked to indicate whether they would describe them-
selves as gay, bisexual or heterosexual; the age at which
they first had sex with a man; and their degree of open-
ness with other people about their sexual feelings toward
men (rated on 2 five-point scale ranging from ‘completely
out of the closet to ‘definitely in the closet’).

HiV-related attitudes

A series of bref scales (presented in the Appendix)
was used to assess the following HIV-related atttudes:
self-efficacy (beliefs:that one can successfully perform
safer-sex behaviors), perceived social norms (percep-
tions that one’s friends support safer-sex behaviors), sex-
ual communication skills (perceptions that one can effec-
tively communicate about safer-sex behaviors with part-
ners), self-labeling (perception that one's current sex-
ual behavior places one at risk for HIV infection), safer-
sex efficacy (belief that safer sex behaviors can effec-
tively prevent HIV transmission), interpersonal barrers
o safer-sex (perceptions of undesirable consequences
of auempting 10 engage in safer-sex behaviors). ltems
for each scale were rated on six-point Likert scales rang-
ing from ‘strongly agree’ to ‘strongly disagree’. Respon-
dents were also asked 1o rate their degree of enjoyment
of high-risk activities (anal intercourse without condoms)
and low-risk activities (mutual masturbation) on six-point
Likert scales ranging from ‘enjoy very much’ to ‘dislike
very much’. Similarly, respondents rated their perceptions
of riskiness of. the same high- and low-risk activities on a
five-point scale which ranged from ‘not at all dsky’ 10 “ex-
tremely dsky’. Cronbuch alphas for all scales ranged from
0.60 10 0.85. In addition, respondents were asked t0 rate
the chances of becoming infected with HIV by having un-
protected intercourse with young gay men (25 years old
or less) versus gay men in their thirties on six-point Likert
scales ranging from ‘no chance at all’ 10 ‘definitely would
happen’.

Reasons for sexual risk-taking

Respondents were asked to rate the likelihood that young
men in their community ‘might have unsafe sex (for ex-
ample, anal intercourse without 2 condom)’ in a vardety
of circumstances using a five-point Likert scale ranging
from ‘not at all likely’ 10 ‘exuremely likely'.



3o

HIV risk-taking among young men Hays et al.

Finally, a2 seres of free-response questions asked for
the respondents’ perceptions of how their behavior had
been affected by the AIDS epidemic, reasons why young
gay men might have unsafe sex, and ideas on how to pre-
vent the further spread of AIDS among young gay men
in their community.

Results

Sample description

Usable questionnaires were retured from 99 men. Their
mean age was 22.57 (s.d. 2.02, range 18-25). The sample
was 79% white, 13% Hispanic, 4% Asian, and 4% other.
Thirty-five per cent were college graduates; an additional
50% had some college education. Eighty-eight per cent
described themselves as gay; 12% as bisexual. The aver-
age age of their first gay experience was 16.35 (s.d. 3.12).
Sixty-three per cent described themselves as mostdy or
completely “out of the closet” about their gayity, while
37% described themselves as ‘in the closet’ at least half
the time. One quarter reported having had sex with both
men and women during the past 3 years. Sixty-four per
cent reported that they had been tested for HIV antibod-
ies and six (6%) reported that they were seropositive.
Two per cent had had gonorrhea and 2% syphilis during
the previous year. Forty per cent of the men reported
currendy having a boyfriend/paniner, but 43% of those
relationships were not monogamous.

Sexual activities

Table 1 presents the percentages of men who engaged
in each of the various sexual actvities during the preced-
ing 6 months. Forty-three per cent of the respondents re-
ported engaging in unprotected anal intercourse during
the preceding 6 months (32% receptive, 34% insertive).
Forty per cent had had oral-anal contact; 28% had en-
gaged in oral sex with ejaculation intw the mouth. Six
per cent reported having had sex with 2 woman in the

previous 6 months; two had engaged in unprotected vagi-
nal intercourse. The median number of male partners in
the past 6 months was three (range 0-50); the median
number of female partners was zero (range 0-2). Sixty-
one per cent reported using alcohol/drugs during sex in
the past 6 months. Thirty-seven per cent said they did
so half or more .than half the time they had sex. The
most common places the men reported meeting male
sexual partners were gay bars (65%), parties (44%), pub-
lic parks/beaches (30%), adult bookstores/bath-houses
(19%) and school (17%).

Low versus high risk-takers

Table 2 represents a comparison of men who had en-
gaged in high-risk sex (unprotected insertive or recep-
tve anal intercourse) during the preceding 6 months
versus men who had not. Multiple analysis of varance
(MANOVA) was used to test for differences berween
high- and low-risk takers. The 10 HIV-related attitudes
and frequency of combining drugs/alcohol with sex
were included as dependent variables. The significant
MANOVA [F(11, 87) = 5.82, P < 0.001] was further ex-
amined with univariate analyses of varance (ANOVA).
Compared with men who did not engage in unpro-
tected anal intercourse, men who engaged in unpro-
tected anal intercourse: reported more enjoyment of
anal intercourse without condoms [F(1, 97) = 29.76,
P < 0.001}; perceived less risk’of unprotected anal inter-
course (especially of insertive anal intercourse) [F(1.97)
= 6.66, P < 002]; labeled themselves as more at risk
for AIDS [F(1, 97) = 1322, P<0.001] and reported
poorer communicaton skills with sexual pantners [F(1,
97) = 4.04, P<005). In addition, chi-square analy-
ses revealed that high-risk men were more likely to
have a boyfriend/partner (chi-square = 583, df = 1,
P <0.01).

Ten of the men who had engaged in unprotected anal
intercourse reported being HIV-negative and in murually
monogamous relationships. Since one might argue that
unprotected anal intercourse for these men was not a
high-risk behavior, we repeated the above analyses ex-

Table 1. Percentages of young gay men (n = 99) engaging in various sexual activities during preceding 6 months.

Sexual activities with men

Sexual activities with women

Anal intercourse
Receptive without condoms
Insertive without condoms
Receptive with condoms
Insertive with condoms
Oral—genital sex
Receptive with ejaculation
Insertive with ejaculation
Receptive without ejaculation
Insertive without ejaculation

32%
34%
46%
40%

19%
24%
82%
83%

Oral-anal
Active 22%
Passive 31%
Mutual masturbation
Active 82%
Passive 86%

Vaginal intercourse

Insertive without condoms 2%

Insertive with condoms 6%
Anal intercourse

Insertive without condoms 0%

Insertive with concoms 0%
Oral-genital sex

Receptive with ejaculation 0%

Receptive without ejaculation 4%

Cunnilingus 2%
Oral-anal

Active 1%

Passive 0%
Mutual masturbation

Active 3%

Passive 4%
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Table 2. Comparisons between young gay men who engaged in unprotected anal intercourse thigh risk-takers) versus men who did not (low risk-takers),

including 95% confidence intervals.

Low risk-takers
n =56(95%Cl

High risk-takers
=43095%QN

Individual characteristics
Age
Years since first homosexual sex
Ethnicity (% non-white)
Education (years of school)
% having boyfriend/lover
Number of male sex partners (past 6 months)
% taken HiV-antibody test
% tested HiV-positive
% bisexual (self-labeled)
Openness with regard to homosexuality
HiV-related attitudes
Enjoyment of unprotected anal intercourse
Enjoyment of mutual masturbation
Perceived riskiness of unprotected anal intercourse
Perceived riskiness of mutual masturbation
Seli-labeling
Sexual communication skills
Self-efficacy
Perceived social norms
Safer-sex efficacy
Interpersonal barriers to safer sex
Drug/alcohol use during sex

227 (2222, 23.2)
5.8 (18, 6.8)
14% (1%, 27%)
147 (143, 15.0)
24% (10%, 39%)
39 (26, 5.1
S8% (45%, 71%)
10% (0%, 27%)
11% 0%, 23%)

224 (218, 23.1)
6.4(5.2, 7.6)
30% (16%, 45%)
144 (139, 149
62% (45%, 79%)
68(39.9.8
72% (59%, 85%)
10% (0%, 27%)
14% (0%, 28%)

35032 38 3834, 42
3.00 (25, 3.9) 48(4.4, 52
56(54,58 5.3 (5.0, 5.6)
4.6 (4.4 48 4239, 45
1301213 1.4 (13, 1.6
27 (23,30 3732 42
50(47,52) 451042, 49
56(54,57 55 (5.3, 5.7
5.0(4.7,53) 48 (3.4, 5.2)
45(42, 49 46 (4.2, 50
2320, 26 2623, 3.0

1310, 1.7 15 (1.1, 2.00

cluding those men. When these men were excluded from
the analyses described above, the results did not change.

Reasons for risk-taking

Respondents perceived the likelihood of acquiring HIV
from unprotected anal intercourse with young gay men
to be significandy lower than from older gay men (1 =
7.59, df = 95, P <0.001). To gain further insight into
factors contributing 10 sexual dsk-tzking among young
gay men, we asked respondents to rate the likelihood that
young men in their community might have ‘unsafe sex’
with another man in a vadety of circumstances. Table 3
presents the mean ratings of each circumstance for high
and low risk-takers. While high rsk-takers rated the like-
lihood of each item higher than did the low rsk-takers
(reflecting their own tendency to engage in high risk uc-
tivites), the relative ranking of items by high and low risk-
takers was the same. On the average, respondents consid-

ered it ‘very likely' a young man would e¢ngage in unsafe
sex if he were ‘in love with his partner’ or using alcohol
or drugs prior 10 having sex. Unsafe sex was considered
‘somewhat likely' if: both partners were HIV-positive; he
was ‘100 sexually tumed on to stop’; his partner was “re-
ally good looking’; his partner said he was not infected
with HIV; the partner ‘tulked him into it’; there were no
condoms available, or ‘he didn't want to disappoint his
partner’.

Discussion

This swudy found a high rate of HIV sexual rsk-uking
among gay men aged 18-25 and identified factors which
characterize young gay men who engage in high-risk sex.
Young gay men who engaged in unprotected anal inter-

Table 3. Perceived likelihood of engaging in unsafe sex in various circumstances for high- and low-risk-taking men, including 95% confidence intervals®

Low risk-takers

High risk-takers

n =56(95%C! n=43095%Cl
Being “in love’ with partner 3632 39 4.2(3.8, 4.5
Using drugs/alcohol 34030 38 41(38, 4.3
Being too ‘sexually tumed on’ to stop 3127, 36 39 (3.6, 4.2
Both partners are HIV-positive 3.228 37 3.7 6.2 41
Partner is ‘really good-looking’ 29 25, 3.3) 36 (33, 4.0
Partner says he is HIV-negative 29 26, 3.2 340.1, 38
Partner taks him into it 29 25, 3.3) 3007 33
No condoms available 2622 30 34061, 37
Don‘t want to disappoint partner 2622 30 3027 33)

1, not at all likely; 3, somewhat fikely; S, extremely likely.
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course were found to differ from men who did not on
five dimensions: they reported greater enjoyment of un-
protected anal intercourse; perceived less risk of unpro-
tected anal intercourse (especially of insertive anal inter-
course); labeled themselves as more at risk for AIDS; re-
poried poorer communication skills with sexual partners,
and were more likely to have a boyfriend/lover. In ad-
didon, respondents rated the chances of acquiring HIV
from unprotected anal intercourse with young gay men
10 be significandy less than with older gay men.

These findings have important implications for the design
of effective HIV risk-reduction interventions for young gay
men. First, HIV prevention programs must reduce the
perception that sex with younger men is ‘safer’ than with
older men. As expressed in the free-response comments
of one HIV-positive 21-year-old, ‘Especially in people un-
der 18 there seems 10 be an attrude that "It can't happen
10 me”. When I was that age I saw a lot of men in their
thirties who had AIDS but hardly ever heard about some-
one my age gertng it. Heightening awareness of young
gay men that HIV infection does exist among their peers
is crdcal. Further, in contrast to older gay men who tend
to be highly knowledgeable about AIDS and safer sex (2],
younger men appear to need more didactic presentatons
of AIDS information. As one man stted, ‘I meet a lot of
19-20-yeur-olds who don't know what is or isn't safe or
how 10 use a2 condom’. Another wrote, ‘When | started 10
experiment with sex with men 3 years ago, [ never played
safe. But as [ leared about AIDS, I began to play safe and
have since changed my behavior'. Young gay men, whose
initial ‘coming out’ period often includes a flurry of sexual
experimenution (4], cannot afford that early period of
AIDS ignorance. Several specific areas of misinformaton
regarding HIV risk were identified: young men need to be
educated that insertive anal intercourse without condoms
is risky and that safer sex guidelines should be followed
even if both partners are HIV-positive or in an emotion-
ally commiued relatonship. In addition, the mistaken be-
lief that anal intercourse without condoms was safe if they
withdren before ejaculation was expressed by several in
their free-response comments.

While important starting points, increasing awareness and
knowledge are clearly insufficient in preventing HIV infec-
ton among young gay men given our finding that men
who engaged in unprotected anal intercourse did recog-
nize that their behavior places them at risk for AIDS. To
some degree, this may reflect feelings of personal invul-
nerabilitv characteristic of youth [6,7]. Young gay men
muy recognize the riskiness of their behavior but feel
the negative consequences ‘won't happen to me’. How-
ever, knowingly engaging in high-risk sex may also reflect
motivatonal and/or skill deficits among young gay men.
As postulated by the AIDS Risk Reduction Model [9], an
analysis of the costs and benefits of engaging in safer sex
influences one’s commitment to low-rsk activities. As we
found, a potent cost for young gay men is the reduced
enjoyment assodiated with using condoms. In the words
of one respondent, ‘Even if condoms are readily avail-
able, there is still a deep feeling that sex without con-
doms is more fun'. Another wrote, ‘I know a lot of guys

my age just coming out and are having too much fun
to worry about AIDS'. Effective HIV risk-reduction pro-
grams for young gay men must therefore help them to
develop ideas and skills to heighten the enjoyment value
of low-risk activities (for example, exercises designed to
eroticize safer sex activities).

Efforts to increase motivation for safer sex among young
gay men must also consider the broader social context
within which young gay men'’s sexual behavior occurs.
Sex within dating and primary relationships must be dis-
cussed, emphasizing that being ‘in love’ or commited
10 one’s partner does not make unprotected intercourse
‘safe’. Using sex as a way (o attract a partner or gain af-
fecion must also be addressed. As one HIV-positive re-
spondent wrote, ‘gay youths are also incredibly in need
of love and attention and oftentimes would do anything
(including unsafe sex) if they thought they were geaing
that love and attention. I have a lot of bitemess over the
fact that as a gay teenager all | wanted was 10 be loved
and all [ got was dick up the butt and the HIV infection.
I got over it but it happens all too often 10 gay youth'.
Feelings of isolation and alienation common among gay
youth [10] may also reduce their motivation to engage in
safer sex. As one respondent wrote, ‘It seems like nobody
cares if I die anyway’.

The finding that men who engage in unsafe sex rated
their communication skills significandy lower than men
who did not suggests that skill deficits are an additional
contributor 10 high risk-taking among young gay men.
Due to their relative inexpedence in interpersonal rela-
tonships, young men may need training in communica-
ton skills necessary for negotiating safer sex. Assertive-
ness training in ways 1o resist being ‘talked into’ doing
something unsafe may also be crtical. Further, our find-
ings suggest that issues of impulse control must also be
addressed for young men. Being ‘t00 sexually umed on
to stop’ or being overwhelmed by a good-looking partner
were prominendy cited as possible causes of unsafe sex.
In free-response comments, one man admitted occasion-
ally being unable to control himself during sex, adding
‘1 always feel guilty and emotonally disturbed once it is
over though'. Strategies which young men can use 0 di-
rect their sexual energies 1o low-rsk activiies would be
useful.

In view of the poor communication abilities of many
young men, skills training should also emphasize meth-
ods of structuring situadons in which sex is likely in ways
that maximize the likelihnod of safer sex. For example,
the high percertage of young men who reported combin-
ing drugs and alcohol with sex is problematic in view of
research showing drug and alcohol use as a contributor
1o HIV risk-taking {11]. Young men must be made aware
of the dangers of engaging in sexual actvity while un-
der the influence of arificial substances. Likewise, taking
responsibility for having condoms readily available must
be emphasized ['More than once I would have practiced
unsafe sex if not for the free condoms’ (given out at the
bar)).

There are several limitations of this study. First, our sam-
ple was not 2 random sample of the young gay men in

Vi
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these communities. Although we distrbuted the surveys
in a vadety of settings where young men who have sex
with other men congregate, the men who completed the
survey were predominantly gay-identified and described
themselves as fairly ‘out of the closet’. While this pop-
ulation is vitally imporant for AIDS prevention efforts.
the findings obuined may not generalize to gayly active
young men who do not identify themselves as gay or bi-
sexual or who do not frequent the public setings we
targeted. Although an extremely difficult populaton to
reach, investigations of this subgroup would be very im-
porant In addition, the sample was predominantly white
and college-educated; the results may not generalize 1o
8ay men who are from ethnic minorties or less educated.
Further, the experience of young gay men in larger urban
areas where AIDS is more prevalent may differ in impor-
tant ways from that of men in smaller communities such
as those studied here. Finally, the 35% response rate ob-
wined in this study is less than ideal. However, given that
the primary purpose of the study was 10 examine corre-
lates of high-risk sex among young gay men, since the
sample did include sufficient aumbers of both high and
low risk-taking men, we feel the findings are useful in
idendifying differences between young men who do and
do not engage in high-risk sex. Nonetheless, strategies
for increasing the response rates in future studies of this
nature would be invaluable.

In conclusion, this study shows that interventon with
young gay men must be a high priority in efforts to halt
the AIDS epidemic and identifies critical areas to be tar-
geted in such interventions. On the bright side, if young
g3y men can be socialized to engage in safer sex from
the outset of their sexual careers, the likelihood of their
mainuining low-risk behavior is high since their risky
habits are likely to be less entrenched than among older
men. This study has identfied the need and necessary
content of AIDS prevention interventions for young gay
men; research into the most effective formats for such
intervendon is an impomant next step.
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Appendix

Scales used 1o assess HIV-related auitudes (with Cron-
bach alphas).

Self-efficacy (alpha = 0.67)

(a) ! can get a man I'm having sex with to use condoms i | want
him to.

) if someone I'm having sex with doesn’t want (o follow saie sex
guidclines’, there is little | can do about it

&) Ii someone I'm having sex with does not want (o use a condom.,
there is little | can do about it.

(d) If someone I'm having sex with stans to do something unsaie,

there is little | can do about it.

Perceived social norms (alpha = 0.67)

(@ Most of my friends think you should always use condoms when
having anal intercourse.

(5} Most of my friends think that condoms are oo much of a
hassle to use.

(c Most of my friends think you should avoid 2na! intercourse

without condoms.

Sexual communication skills (alpha = 0.61)

(a) It is easy for me to tell a sex pactner | won't have ana! inter-
course without a condom.

b I find it difiicult telling a sex paaner not to do something i
think is unsafe.

(3] f's easy for me to tell a sex parner what | do or don't hixe

to do during sex.

Seli-labeling (alpha = 0.85)

(a) There is little chance that 1 could catch or spread AIDS from
what | do sexually.

®) My sexual behavior is risky for catching AIDS.
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© 1 don't do things that could cause me to catch AIDS.

Safersex efficacy (alpha = 0.64)

@ People who follow ‘safe sex guidelines” can usually avoid getting
the AIDS virus.

() People who always use condoms will probably not get the AIDS
virus.

Interpersonal barriers (alpha = 0.75)

@ ¥ | suggested using condoms to a man | was having sex with,
he might be offended.

) if | wanted to use 2 condom, my sex partner might think that
1 am infected with the AIDS vicus.

@ if | requested a man ! was having sex with to use a condom,
he might think that | suspect him of being infected with the
AIDS virus.

Enjoyment

Instructions: for each sexual activity, circle the number that best shows
how much you enjoy or think you might enjoy doing that activity with a
man. Please circle the number for each sexual activity whether you have
done it or not.

Unprotected anal intercourse (alpha = 071)

Anal intercourse where:

(@ you put your penis in your partnec’s anus without a condom;
() your partner puts his penis in your anus without a condom.

Mutual masturbation (alpha = 078)
Masturbation where:

(a) you masturbate your. partner;

®) your pantner masturbates you.

Perceived riskiness

Instructions: how risky (for you to get AIDS) do you think the various
sexual activities listed below are, if you were to do them with a man
whose antibody status was unknown to you?

Unprotected anal intercourse (alpha = 0.60)

Anal intercourse where:

(a) you put your penis in your parnner’s anus without a condom;
(b) your partner puts his penis in your anus without a condom.

Mutual masturbation (alpha = 0.81)
Masturbation where:

(a} you masturbate your partner;

(b) your partner masturbates you.



Sex-work harm reduction

Michael | Rekart

Sex work is an extremely dangerous profession. The use of harm-reduction principles can l.lelp to safeguard sex
workers’ lives in the same way that drug users have benefited from drug-use 'h:m_n r.cduclmn. Sex:wo‘rkcrs are
exposed 1o serious harms: drug use, disease, violence, discrimination, debt, criminalisation, :I.llfl exploitation (cllel
prostitution, trafficking for sex work, and exploitation of migmt.\ls). Successful and promising harm-reduction
prevention,
and human-rights-based approaches. Successful interventions jnclude peer
education, training in condom-negotiating skills, safety tips for street-based sex worke : ale c
the prevention-care synergy, occupational health and safety guidelines for brothels, self-help organisations, and
community-based child protection networks. Straightforward and achievable steps ave available to improve the day-
to-day lives of sex workers while they continue to work. Con

strategies  are  available:  education,
"decriminalisation of sex workers,

empowerment,

new paradigm can hasten this process,

Sex work and injection drug use are among the most
verilous  activities worldwide. Harm  reduction has
stimulated global debate about drug use, and the
application of harm-reduction principles to inter-
ventions such as needle exchange has reduced HIV
spread and improved the lives of drug users.’ Since drug
users might participate in sex work to pay for drugs,
drug-user harm reduction includex condom promotion,
and  sex workers could use duigs to cope wilh
psychalogical, emotional, and physical stress.”* Safe-sex
campaigns and social marketing of condoms are based
on harm-reduction principles. The process of harm
reduction is not new to the study of sex work. Harm-
reduction and  risk-reduction strategies  have been
adopted by health authorities, sex worker organisations,
and sex workers themselves. This Review aimis to
(1) examine studies of sex work, by concenlrating on
peer-reviewed publications, and classify  harms and
harm-reduction strategies into overall themes: and
(2) focus on simple, available strategies to improve sex
workers' lives. Male and trans-sexual sex workers face
harms and can benefit from harm-reduction strategies;
however, this Review will not focus on these topics or the
‘pecific issues of clients outside of the gener
sex-work harm reduction.

Sex-work harm reduction has bheen proposed by the
International HMarm Rednction Development (THRD)
programme as a framework for discussion, action aud
research.” Sex-work harm  reduction has also been
conceptualised in newslellers, |
conference abstracts.”

al theme of

ooklets, reports and

Sex-work harms
Differences in social context need to be considered for
sex-work harms to be meaningful. In some socielies, sex
work is legal or decriminalised; sex workers have access
to health and social services; and they are not heavily
stigmatised or economically destitute." Alternativ
work could be a survival tactic during scvere societal
disruption when no services are available and life
necessilies are scarce. ! Most socicties

cly, sex

exist between
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these extremes and sev-work harms thus vary fron place
to place.* Poverty, war, globalisation, and neocolonialisin

are important causes of the inlernational sex-work trade’

but Usese issues are beyond the realm of harm redustjon.

Drug use
Injection drug ug

is comiton i sex workets in many
locations.” " Sex workers whe inject drugs nijght use
condory lesg consistently and, for more money, they
might agree o unprotecled sex or anal gey, e
Individuals who share needles, syringes, and  diug
injection paraphernalia are at risk of HIV, hepatitis B
and C, and syphilis.™ Female sex workors could be in
relationships with male injectors who mix the deug and
inject the women, increasing Weir 11V righ.» Physical
and sexual abuse by customers has been associated with
drug use in sex workers, Injection drug use can cause

Search strategy and selection criteria

For peer-reviewed publications, [ searched MEDLINE (from 1966) and EMBASE (from
1980) using the MeSH terms “prosiitution” and "risk reduction”, UN, UNAIDS, and WHO

! puj)ii\cations were searched online wiih “sex work”, "sex worker”, "sex trace”,
"prostitution”, “prostitute”, "survivai sex”, "transactional sex”, "harm reduclion”, "risk
reduction”, “tafficking”, "decriminalization”, and "human rights”, The same Lerms were
used o search psychological, social sciences, and saeial work publications (from 2000)
from Psychinfo, Sacial Work Abstracts, Social Science Abstiacts, and the Web of Science.
EMBASE, MEDLINE, and a comprehensive saclal seiontific and psychological review on sex
work (1990--2000) were also used. Reference lists from selected articles and widely used
textbooks on sexually transmittec disease were also reviewed, With the same key worgls,
I'searched non-peer-reviewed work using an enfine seinch engine (Googie), abstracts
from International AIDS Conlercnces (1996--2004); U, UNAIDS, and WHO websites and
publications; and information ftom non-governmentai organisations. Peer-roviewed work
and UN publications were reviewed to establish overall thetmes. All harrns and harm-
reduction strategies were listed and grouped under general headings. Selected articles
best represented speci§ic themes according to the fellowing hierarchy: analylical studies,
descriptive studies, UN publications, and commontaries or editorials. Randomised,

contiolled, or large studies were preferred. The jourral Citation Reports database was

used to seloct high-impact journals., Non-peet-reviewed work was searched for additional
issues,
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skin infections, thrombosis, sepsis, endocardilis,
overdoses, and other serious illnesses.”

Sex workers could use non-injection drugs such as
cocaine, crack, and crystal methamfetamine, 1702027
leading to poor judgment, unsafe sex, immune
suppression, cardiovascular and neurological disease,
overdose, and addiction."* [n Guyanese sex workers,
cocaine was significantly associated with inconsistent
condom use.” Alcohol, probably the most important
drug in the sex-work industry, 1% hag heen associated
with violence, abuse, unsafe sex, HIV infection, and liver
damage.‘.lﬂ.ln,l')

Disease
Sex workers have an increased risk of sexually
transmitted infections (STls), including HIV. 2161705
Condom use varies among sex workers, %104 4 | |l
decision to use condoms is often controlled by the
customer or brothel owner »#my Descriptive and
analytical studies show that sex workers commonly use
condoms less often with regular partners, spouses, and
non-paying customers,*'\7.1%.24. 1240

STI complications are common in sex workers,
including pelvic inflammatory disease and ectopic
pregnancy.**  STIs  are  cofactors in  HIV
transmission, "4 and frequent intercourse can cause
genital trauma, greatly increasing HIV risk. %9 Sex
workers sometimes douche, or use drying or astringent
substances that remove the lubricating vaginal fluid to
increase a sense of tightness or induce “dry sex”. These
practices have been associated with an increased risk of
STIs or HIV infection. % Sex workers could also
acquire hepatitis A or herpes through anal-oral contact.#

Violence

Violence?»1516m2uzn.01.50 against  sex workers is an

important issue in many communities. Violence
includes physical, verbal, and sexual abuse; gang rape;
traumatic intercourse; emotional trauma; robbery;
confinement; and murder. Street-based sex workers
have an increased risk of violence.* Violence results in
morbidity, disability, emotional scarring, psychological
stress, and low self-esteem. Significantly raised overall
mortality and homicide mortality have been shown in
active and former sex workers Violence by an intimate

partner has also been associated with an increased risk
of HIV infection ™

Discrimination

Sex workers are easy targets for discrimination, the
overtly expressed corollary of stigmatisation, &1
These individuals are devalued in mar
often blamed for the breakdown of the tr
epidemics of STIs and HIV/AIDS, esc
the subversion of youth, M5 Stigmatisation can lead
to abuse, violence, criminalisation, denial of services,
and  low sell-esteen,  whicl allects  sex workers'

1y societies and
aditional family,
alating crime, and

health.""**  Sex workers willy HIV/AIDS could be
doubly stigmatised.'

Debt

Young people soimetimes enter sex work to support their
families  but  soon acquire  personal debts  for
transportation, accommodation, clothes, cosmetics,
condoms, food, medical care, drugs, and fines.? 16255
Risk-taking in sex workers has been statistically
correlated with financial need.” Brothels can hold sex
workers in debt bondage, allowing them to keep a small
proportion of their earnings." As debts accumulate, the
likelihood of individuals leaving sex work falls.!

Criminalisation

Prostitution, or some aspect of it such as soliciting, is
illegal in many countries, but the law is an ineffective
means of eliminating its negative aspecls, often
resulling in the criminalisation of sex workers 1016185360
Even if prostitution is not illegal, sex workers can be
treated as  criminals, 25 Criminalisalion leads to
violence; police harassment; increased HIV and STI
risk; reduced access to services; psychological discase:
drug use; poor sclf-esteem: loss of family and friends;
work-related mortality; and restrictions on  travel,
employment, housing, and parenting, "tz

Estimated yearly occcurence
- Adverse health effocts in prostituted children
Infectious disease
STDs 2000000
HIVinfection 300000
HPV infection 4500000
HBY infection 500000
Pregnancy
Maternal deaths hess ¥ 4752
Spontaneous ahortions 900000
+ Induced abortions LRa 11224000
Abortion-related complications 367200
Abortion-related deaths : 710
Mental illness
PTSD 6700000
Attempted suicide 1640000
Substance abuse
All substances 9000000
Violence
Physical assault 2500000
Rape 2500000
g Murder 6900
- Malnutrition ‘Unable to estimate
Adverse health effects in infants born to prostituted childrent
Infant deaths 190080
Complication of STDs 237000
HIVinfection 249 480
Deaths from Hiv infection 54886
HBV infection 8316
S1D=sexvally transmitted disease. HPV=human papillomavirys, HBV=hepalitis B virus.
PTSD=post-travmatic stress dicorder. *Based on an estimated 9 million girls and 1 million

bays prostituted per year. 1Based on an estimated 2 376,000 infants bom to prostituted
children per year, Table reproduced fr

om reference 67, with permission from Elsevier.

Table 1: Estimated yearly occurrence of

adverse health effocts of child
prostitution
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Lxploitation
Child prostitution, human lraf'ﬁcking for sex work, and
the abuse of migrant sex workers are important
examples of exploitation."* UNICEF has estimated that
1 million children enter the sex trade every year.*
Children can be sold or led into prostitution by their
families.""*” Customers frequently prefer young girls,
especially virgins, believing that there is less risk of
diseases such as HIV/AIDS or that sex with virgins will
enhance their sexual potency, cure disease, or extend
their lifespan."**“« Children brought into prostitution
have little power to negotiate condom use™” and the
immature vagina and cervix are mcie susceplible 1o
STIs." Child prostitutes are at high risk of HIV and
STIs, violence, sexual abuse, rape, substance use, mental
illness, tuberculosis, hepatitis,
and death (table 1)1 29 Preonant adolescent 50X
workers are at increased risk of pregnancy complica-
ms, maternal morbidily and mortality, and the

~ complications from safe and unsafe abortions.

The UN defines human trafficking as “recruitment,
transportation, transfer, harboring or receipt of persons,
by coercion for the purpose of exploilation including
prostitution”.” Although trafficking and sex work raise
different issues, trafficking for sex work is associated
with  HIV infection, STIs, discriminulion, illegal
immigration status, reduced access to medical and legal
assistance, violence, and drug use. -7 Once trafficked,
gitls might be reluctant to return home.” Human
trafficking is the fastest growing international trafficking
business.

A migrant is an individual who
remunerated activity in a state where he or she is not a
national. Migrants can e at risk of discrimination,
violence, HIV and STls, criminalisation, poor miedical
care, and dmg use 1040525758771

malnutrition, suicide,

is engaged in a

Female  economic
migrants are targeted by sex work recruiters - Migrant
sex workers have become a bridge population in the
global spread of HIV/AIDS, "% a1 their mobility causes
“blems for the establishment of support networks and
50ing medical care 4ms pp Australian study showed
@ higher risk of STIs and lower condom use for
international sex workers than for loca! sex workers *

Strategies for sex-work harm reduction (table 2)
For centuries, sex workers have faced the |
work. They have developed strategies for ur
their options, modilying their rigks.
their situations. Social science public
the autobiographical writings of sex w
logic and power
]]'Vesf,'-.l!_u,"-_w,m,.‘l,.‘

1arms of sex
1dcrstanding
and coping with
alions, especially
vorkers, show the
they use in their day-to-day

Sex workers’ coping strategies are based on personal
know]edge, tradition and culture, experience, and future
plans. Although intended 1o reduce risk, some slrategies
could worsen the situation or have no effect (panel 1).
Harm-reduction initiatives for sex workers should build
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Initiatives Harms reduced

Education

Empowerment

Rights-based approach

“PREVENT - psychological counselling, reproductive health services, education, v
treatment,

Peer education, outreach programmes, accessible
and appropriate materials, sex worker involvement
Sell-esteern, individual contral, safe sex, solidarity,
personal safety, negotiating skills, refusal to clients,
service access, acceptance by society

Drug use, discase, violence,

debt, exploitation

Drug use, disease, violence,

debt, discrimination, exploitation

Prevention Male and female condoms, lubricant, vaccines, Drug use, disease
behavioural change, voluntary HIV counselling
and testing, participation in research
Care Accessible, acceptable, high-quality, integrated Drug use, disease, violence,
Care; prevention-care synergy; prophylaxis; ST1s, exploitation
HIVIAIDS, and psychological care; social support
Occupational Control exposures and hazards, treatment for Drug use, disease, violence, debt,
- healthand safety injuries and diseases, employer duties, worker rights  exploitation
Dectiminalisation of Sexworker organisations, sox work projects, Criminalisation, discrinination,
sex workers non-governmental organisations violence

Education, telephone I\dllincs, training
targeted and user-friendly services,
government action, media, PREVENT, * refugee
package, community development

Exploitation (ie, child prostitution,
human trafficking, exploitation of
mobile populations)

accinations, early detection, nutrition,

on

Table 2: Interventions for sex-work harm reduction
e e e S

their  own strategies, value their distinctive

differences, not conflict with their culture and traditions,

and
autonomy,

their

and

increase options  for sclf—delm'minalion,

control sz oy social,

behavioural, and professional heterogeneily of sex
worker subgroups often needs different individual and
structural interventions.”™ WHO's Sex Work Toolkit*

delineates the key principles
prevention, care, and
praclices

and issues [or [V
erpowerment, and
the inherent

the Dbest

apainst challenges i

interventions for sex-work harm reductions (panel 2).

Education

Education
behaviour by delivering the basic fa

for sex workers can improve healthy

cts about disease,

i

Panel 1: Personal oping strategies of sex workers

o

Keep working and personal lives separate®

Prioritise positive roles, such as mo[herhood“’

use, dryg use)s
Use degrees of intimacy to distinguish between work
at work, no condom yse with regular partners)i®ane.ee

Undertake seif—programming, internal dialogue,
and space?

Dissociate emotionally and physically from work and clients (eg, douching, condom

and non-work sex (eg, no kissing

and meticulous Mmanagement of time

Maintain a positive and professional attitude tow
Acknowledge that they are sex wo
clients®s

Practise good genital hygiene®©
Undertake sell-assessment for STIs, and assess ST risk in clients™
Use antibiotics before and after sexs89%

Use two or three condoms at the same time,”
Switch to non-vaginal sex practices?

ards work’
kers, making condom use easier to negotiate with

extra lubricant,” or hoth
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Panel 2: Principles and issues for effective HIV interventions in diverse sex work
settings i

Key principles

Adopt non-judgmental attitude

Ensure thatinterventionsdonoharm .~~~ 5

Respect sex workers' rights to privacy, confidentiality, and anonymity

Respect sex workers’ human rights and accord them basic dignity

Respect sex workers' views, knowledge, and life experiences

Include sex workers, and, if appropriate, other community members in all stages of the
development and implementation of interventions e

Recognise that sex workers are usually highly motivated to improve their health and
wellbeing, and that sex workers are part of the solution

Build capacities and leadership among sex workers to facilitate effective participation
and community ownership Sab bt s b e :

Recognise the role of clients and third parties in HIV transmission—ie, targeting the
whole sex work setting, including clients and third parties, rather than only sex workers
Recognise and adapt to the diversity of sex work settings and of participating individuals

wey issues

2126

Assessment: follow ethical guidelines and good research practice

Planning: build local support, identify potential partners '
Prevention outcomes: safer s_e)k and“ increased éondom Use, increased sex wb(ker
participation and control over working and social conditions, reduced STI burden
STI treatment: at a minimum, provide management of symptomatic STls and either
screening for asymptomatic STls or presumptive treatment for STls if accurate
screening is not feasible ; e it

HIV testing and couniselling: training to provide a sensitive, non-judgmental service: ‘
strict confidentiality; pre-test and po‘sft-tesi"couhselling and informed consent: referral
to psychological support and clinical care if possible ; :

HIV care: counselling and peer support; if possible, establish self-help groups and :
improve access to treatment, care, support, home care, and énLiretroviraktreatment

Harm reduction for sex workers: discourage injection, needle-sharing,

and overall use
of drugs

Management: mentoring and support to 5d6;)f &ganisalional transparency and open
communication, community participation, clear policies, flexible and adap}\table
structure : 3

Training: schedule training so that sex workers can attend, develop policies.on
incentives and paymgnt for attendance, write reports for futureuse ¢ e
Monitoring and assessment: use feedbéck infbrmalion from stakeholder groups to
change, develop, and expand projects; use assessment results to lobby for funding,
replication, expansion, or social or policy changes s

¥

Panel adapted from information in reference 82, with permission.

dispelling myths, and offering healthy lifestyle and work

options™ Education can effectively reduce
disease, violence, debt, and exploilation 216 1A

Peer education has resulted in substantial incre
STI and HIV knowledge, condom use, and

Peer educators need training, support,
standards of conducl.

live safely. Peer education of sex workers in Chad w.
shown to be the most cost-elfective option for
prevention of HIV/AIDS at under US$100 per infe

drug use,

ases in
safer sex
practices, and reduced incidence of HIV and $T[g 2w
rotection, and
Experienced sex workers can
counsel other, often younger, sex workers about how Lo
as
the
clion

prevented.™  Qutreach

programumes  delivered by
educators,

workers, nurses, and  respected
community members have also had succegs. 2100

Many proups associated with sex work can benefit from
education. "= @»*e - Suecessful materials are simple,
clear, consistent, non-judgmental,
and culturally sensitive.*  Posilive
can deal with prevailing  practices, values, and
beliefs™  Challenges  include  mobility,  brothel
manager control, criminalisation, language, culture, and
traditions. 17570

social

attractive,
reinforcement

Empowerment

Sex work harins can be mitigated by empowerment—ie,
provision of the means and opportunity for self-
assertion.” " Personal  empowerment  is  the
awareness and  strengthening of personal skills and
options lo conirol and improve sex workers' lives.
Community empowerment strengthens the community’s
ability to participate in  positive changes.  Social
empowerment enables sex workers to fight for their rights
and acceptance in sociely.""

The aim of empowerment is to reduce vulnerabilily. Sex
workers could be vulnerable because of poor sellesteemn,
lack of education and skills, negative societal altitudes,
poverty, family responsibilitics, poor health, mobilily,
and cultural and legal restrictions omsamn Ty i
vulnerability can result in difficulties for sex workers
accessing and using condoms, negoliating safe sex,
refusing clients, seeking redress, organising, parenting,
using contraception, having abortions, and accessing
public services. M min-ne The  gevworker cormunity
could be vulnerable because of wvisibility and internal
compelition, ™™

Successful initialives have resulted in enhanced self-
esteem; improved negotiating skills; ability to refuse
clients; access and use of condoms; training to recognise,
avoid, and escape violence; STI and HIV preventive
services; safe houses; drop-in centres; and STI treatiment
through pharmacies 2>\ 107115.117 Civil society
organisations have promoted practical safely tips lo
empower street-based sex workers (panel 3).

There are structural examples of how policy and law can
empower sgex workers. In Santo Domingo, Dominican
Republic, sex establishiment supporl for condom use and
HIV or STT prevention was a significant predictor of
consistent condom use (odds ratio 2-16; 95% (I
1-18-3-97)."  Thailand’s  100% condom campaign
increased condom use in commercial sex from 14% to
94% by making condoms freely available, sanctioning
against non-compliant brothels, and advising men
through the media to use condoms with prostitutes."” A
repoit of significant decline in condom use Ly brothel-
based female sex workers in Thailand underscores the
need for interventions to be sustained.

Community development has been successful in the
promotion of safe sex, identification of injustice,
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provision of child care, support for HIV-infected
workers, enhancement of self-esteem, co-operation with
police and controllers, provision of legal and ﬁnangial
training, initiation of alternative income-generalion
schemes, and support for migrants and human
tights, srmemmnsanze Johannesburg, South Africa,
hotel-based sex workers have united to reduce risk and to
educate newcomers.* When dealing with authorities,
the community development model could be more

effective and safer than actions by individual sex
\‘V()I’kelS 16107 14

Prevention
Male condoms reduce HIV and STI transmission in sex
workers™ ™ and prevent STI complications such as
pelvic inflammatory disease.” A reliable and accessible
supply of good-quality condoms is essential. 't
Condom promotion, distribution, and social marketing

sult in increased condom use and reduced STI and
HIV infection rates, especially in female sex workers.”
Local culture, language, and traditions should also be
considered.'s

Female condoms have successfully  prevented
pregnancy and reduced STI transmission in analytical
studies,"™" and there is in-vitro evidence and biological
plausibility for HIvV prevention."” Female condoms
crmpower women by enabling them to negotiate safe sex,
by promoting healthy behaviour, and by increasing self-
effectiveness and sexual confidence.” A simulation
model in South Africa concluded that a well-designed
female condom Programme for sex workers would be
highly cost effective.” Female condoms do not need an
erect penis, are reusable, and can be inserted ahead of
time and left in after sex. Since they are made of
polyurethane, female condoms can be used with water-
based or oil-based lubricants. Female condoms  are
accepted by sex workers " byt major difficulties
include cost and poor availability.

Data have shown significantly reduced breakage rates

‘hout added slippage when more than one male

~adom was used.” When both male and female
condoms were available to brothel-based sex workers in
Thailand, unprotected sex fell by 17% (p=0-16) and STI
incidence by 24% (p=0-18)." Lubrication is especially
important for female condoms.”? Dental darnsg and
condoms that are cut lengthwise are plausible barriers
during cunnilingus, but controlled trials are scarce. The
availability of an effective and safe microbicide will be an
Important'advance in sex-worker safety, 1

Sex workers could benefit from the early use of an HIV
vaccine,'™ Vacciue-feasibi]ity studies in Thai and Kenyan
sex workers have shown ongoing high rates of HIv
incidence, substantial interest, and good compliance, "1
Hepalitis B vaccination programmes for sex workers can
be effective, especially in the outreach setting and when
the interval between the second and third dose ig
shortened, o However, coverage rales could be Jow
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Panel 3: Safety tips for sex workers

Appearance Wear shoes that you can runin

Avoid scarves, necklaces, and bags that can be used to hold or

choke you

Wear clothing that can be left on during sex in case you have to

runaway ‘ :
Stick to a price list and time limit

C Negotiations
st Pick your own parking spot or hotel

Have a supply of condoms and lubricant

Get money up front
: Use the same stroll
© The car | Approach from the driver's side .

§

Circle the car looking for other passengers

Do not fasten the seatbelt

Wave goodbye to someone and shout the time o

(or pretend to) : .
Learn to put on condom with your mouth

Oral sex

Arrange setvice and location while outside car

Take down the licence plate (or pretend to)

fyour return

At ejaculation, keep pressure on condom with your lips to prevent

leakage

Gargle with mouthwash or liquor afterwards, but do not brush

your leeth

! Vaginal sex Use birth control

<

Anal sex Try to negotiate out of it -

Charge too much for the customer to afford

Use extra lubricant .
Use female condomsv
i Self~?efence Do not carry weapons -

X )

i “Work with friends
Tell workmates about bad customers

Panel adapted from information in references 8,12, and 118, with permission,

because of litile perceived risk and inappropriate delivery
systems.'®

Meta-analysis has shown that
interventions effectively reduce
workers.” Douching, dr

behaviour change
HIV transmission for sex
y sex, kissing, and unprotected
oral-genital  contact  should be  discouraged v
Nonoxyuol-‘)-conlaining products offer no additional
protection to latex condoms and could predispose to HIy
acquisition, '

Voluntary HIv counselling and testing has been
associated with increased condorn use, reduced number
of partners, and decreased HIV and in sex workers and
clients.” “This effect results from behaviour change

Keep genital area well lubricated with wate_r—lsoll;ble‘_lub‘rfc_ant :
- Do not douche ur_'béelvélginal—drying substances
 Position yourself on top, facing customer o :
Keep hand on base of penis to keep it hard and to avoid spillage
‘After ejaculation, remove péﬁis from vagina im,mgdizitely; i

: - Use y'pur,vo‘iv‘cve and speed (eg, scream, hitvcar_hqrh),,:, | o
Gyl i Attack body areas that are easily injured (ag, throat, eyes, testicles)
{ . Runawayagainst traffic, towards lights and people -
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subsequent to education, support, and the knowledge of
one's HIV status. Care programmes and participation in
research can have a similar effect, ™ Integration of ST
and HIV services into family planning has been
espoused,*"* but there is little published evidence of
effectiveness." Additional success factors include links
o community agencies, financial incentives,
support for childcare, transportation, and meals, "

and

Care

Sex workers need accessible, acceptable, and good-
quality medical care. Prevention and care are mosl
successful if delivered together, which is referred 1o as
the prevention-care synergy."“"” Integrated services are
important because sex workers could be exposed to
many health risks, and follow-up is difficult,1wxm
Referral to specialised services such as those for safe
abortion and drug treatment is essential Meta-
analysis shows that STI treatment is highly-effective in
the reduction of disease transmission, ™
Accessibility, acceptability, and quality care for sex
workers are challenging issues in both developed and
developing countries because of mobility, discrimination,
_criminalisation, poverty, vulnerabilily, illegal status, lack
of health insurance, and unfamiliarity with the loca]
language and culture,+ne Sex worke
in decision-making about service |
hours of operation, 1
include mobile delivery,

rs should participate
ocation and opening
Innovative access strategies
hotel-room and home-based

Panel 4: Australian health and safety guideline

B

Employer duties
® Assess and control risks: screen, examine, and refu
hygiene; ensure safe handling of cle

e Consult'with employees, identify hazards, com ly with
® Allow employees to access support

Working conditions

® Keep risks to a minimum for Pregnant employees; ensure no
® Handle waste, and prepare food and drink safely (

Protection and prevention
® Provision of accessible,
® Provide water-based lubricants, :
Ensure regular, voluntary staff-health monitoring

Identify high-risk procedures and areas, and devel
Provide regular maint

Careand support
® First-aid kits and trained
& Provide workers’ compe

access to occupational-|

personnel, alcohol and dry

nsation: accident reporting, injury m
health clinics and services

Panel adapted from information in references 159 <161, with permiission,
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se clients; provide panic buttons, good lighting, s
aning substances and ensure safe-sex practices

fire laws, adhere to electrical safety
organisatjons, join unions, have staff amenities, and receive health services

om breakage and slippage, and inf

and employer-pnid education; e

Op control strategies to combat violence
enance of spas, sex aids, and (lightweight)

anagement, return-to-work programmes, employer-p

clinics, roadside clinics at police checkpoints, drop-in
centres, and general clinics in sex-work areag, oz
Acceptability oflen depends on stafl

allitudes, 1"
which  can  be

improved through sensilivily
training.'""" Childcare and the opportunily to rest,
bathe, and talk with other sex workers enhance
acceptability, 17 Wailing times and clinic distance are
also important. Sex workers will choose clinics that are
welcoming with appropriate testing and reatmen, e
In Managua, Nicaragua, vouchers redeemable al private,
public, or non-governmental organisation clinics were
positively received by sex workers and clinics.™
Communication can be addressed by cultural mediators
and information in different languages. i

Care and support for sex workers with HIV/AIDS is
important. The UNAIDS (Joint UN Programme on
HIV/AIDS) basic package for HIV and AIDS includes:
voluntary HIV counselling and testing, psychological
support, palliative care, treatment (for pneumonia, oral
thrush, vaginal  candidiasis,  and pulmonary
tuberculosis), prophylaxis  with co-trimoxazole, and
facilitating communily activities that reduce the HIV
effect”™™ Antiretroviral prophylaxis during pregnancy,
chest  radiographs, Mantoux PPD - skin tests for
tuberculosis, and Pap smears should De available to sex
workers. Y Ginen 1y viral load relates to 111V
lransmission, HIV-infected sex workers  should e
offered highly active retroviral therapy (HAART) when

possible," or be given viable options for leaving sex work.

s for brothels and the sex work industry

afe equipment, and good

and leave; provide safe and comfortable clothing
i Properand consistent use of barriers

smoking, or smoking only outside
handwashing,

refrigeration, cleaning)

ams, and gloves, with their safe disposal

, clean towels and linens: clean up body fluid spills

ormwhat to do if condom breaks

rgonomically designed furniture and supplies

bondage and discipline equipment

g treatment programmes, safety forescorts

aid insurance,

www.thelancet.com Vol 366 December 17/24/31, 2005


thelancet.com

Review

Sex workers and clients sometimes use antibiotics
before or after sexual contact to prevent STIs and
HIV.77m - preexposure  antibiolic prophylaxis
warrants investigation,” especially  for  individuals
heavily exposed for short periods such as seafarers on
shore leave and part-time sex workers. However,
prophylactic antibiotic use by sex workers has been
linked to unsafe sex and presumptive periodic treatment
of STIs in female sex workers has shown only transient
success.™™ Sexually assaulted sex workers should be
offered postexposure prophylaxis.

Occupational health and safety
Occupational health and safety refers to workplace
issues that can affect employees. These principles are
rarely applied to sex work, despite many occupational
exposures, hazards, injuries, and diseases, including:
hnrassment,'vio]ence, musculoskeletal injuries, bladder
roblems, stress, depression, alcohol and drug use,
respiratory infections, latex allergy, the removal of
children, and death 27155157 Occupational health and
safety standards are justifiable only if participation in sex
work is voluntary and does not allow the participation of
children."™ Health and safety guidelines for brothels and
the sex industry have been developed in Australia
(panel 4).

Where prostitution is legal, progress of occupational
health and safety could be hampered by owner or
manager- disinterest and the so-called one-hazard
approach, focusing exclusively on STIs and HIV/AIDS.
Employers argue that sex workers are independent
contractors or casual employees responsible for their
own health insurance, social security, pension, and
benefits. However, workplace safety can be improved, if
sound’ policies and standards ‘are in place and if sex
workers are allowed to organise and lobby, 1116
Environmental and structural support for condom use
and STI prevention has been shown as an important
predictor of consistent condom use in female sex

orkers.” Forced brothel closures and treatment of sex

orkers as political scapegoats make the workplace
more dangerous.'*!

Decriminalisation of sex workers

Decriminalisation refers to the removal of criminal laws,
The UN, UNAIDS, and WHO support decriminalisation
of adult sex work if no victimisation is involved;'6®
however, no consensus exists among sex workers, non-
governniental organisations, and advocates. ' Drug-use
harm reduction focuses on decriminalisation of drug
users rather than the illicit drug industry. Sex workers
should not be treated as  criminals.  Sex-worker
organisations, non-governmental organisations, and
research projects have been effective in decriminalising
sex workers, by protecting their legal rights, lobbying for

rational legislation, and working at the grass roots to
protect therm
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Police are often blamed for criminalising prostitutes,
but education, training, and lobbying can improve
relations so that sex workers view the police as
supportive and prolective, " The courts should RIS
sex worker testimonies objectively and sex workers need
the opportunity to seek redress for rights violations."
Courts can interpret the law to improve the lives of sex
workers. In 2000, the High Court of Bangladesh
declared that sex work was not illegal and that sex
workers had the right to earn a living” The Court
censured state agencies for closing brothels.

Incarceration and a criminal record can interfere with
housing,  social assistance, travel, employment,
education, food aid, and parenting.”'  [llegal
immigration status drives sex workers underground,
which results in poor access lo health services,
discrimination, violence, STI or H]V acquisition, and
exploitation M¢**17%234 Decriminalisation of migrant sex
workers would help them access scrvices, seck redress
for rights violations, and protect themselves and their
customers from disease.

The health-care system can treat sex workers like
criminals, which affects access to services and health
education and leads to raised rates of H IV, STls, hepatitis,
disability, and death ¢ Mnndulory HIV testing is an
example.”  Educational and training efforts can be
successful " The media can shape public attitudes to
support either criminalisation or compassion, 7.1
Society disapproval of sex workers could promote low self:
esteem, risk-taking, drug dependency, and hopelessness.
Literacy, education, empowerment, and unity can reverse
this downward spiral.™

Human-rights-based approaches )
UNAIDS has adopted a human-rights-based approach to
HIV/AIDS " Extension of this approach to sex work
and STIs would allow a supportive environment
enabling sex workers to participate in, contribute to, and
enjoy economic,  social, cultural, and political
development." ™ Child prostitution, human trafficking
for sex work, and exploitation of migrant and mobile sex
workers are serious abuses of human rights,

Peer  education, outreach programmes,  and
appropriate  educational materialg have  effectively
improved, the lives of women trafficked for sex work,
child prostitutes, and migrant sex workers, 6% 104 sseimi
Siren’s story ™" which depicts a Filipina sex worker in
Australia who manages her private and working life
successfully, is a popular booklet containing information
on health, management of money, and negotiation for
safe sex. The media can also raise public awareness,
Meninas da noite (Litile gitls of the night),” a collection
of investigative reports by Gilberto Dimenstein, exposes
child trafficking for sexual exploitation in the Amazon
region and northwest Bragzil " Dimenstein  exposes

sexual abuses of girls as youngas 9 years and as small as
15 kg.
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harbours, truck stops, and bus and train stations can

Panel 5: Harm-reduction strategies best suited to government action reach migrant sex workers."'" A global moratorium

& S tourh Tk ' : il should be undertaken on mandatory H1V testing, wh?ch
* Enacl:rar;‘dertl.forcizett;):srelssn;firﬁdSexual offenders i increases the risk of discrimination, violence, exploita-
& o shhatonalseta ; i A pic] Ltk i di i s a false sense of securit
® Share information across jurisdictions and foster international collaboration v tion, and 'dlsease, and promotes a ke o
ide legal migration opportunities oo | among clients, controllers, and governments. !
M egz m|fgra |ozn:l}t>ies for exploltation Al Ml ; b Non-governmental and sex-work organisations tm(l
3 ::r:gve'zs:[:gafv?s::;?onsforvictimspoftrafﬁcking ' ' : - their projects are at the forefront of the fight agnms;
o ! 3 . . L) . _ ¥y .
i ; i e i ; loitation."17478  CARAM  Asia (Coordination o
Id pornography lavss, including on the internet : exp ol
. 31::;2?::;2:::1;:;3:%@2 it ! : ’ Action Research on AIDS and Mobility) produces
® L . . . . l
e Facilitate photoshop reporting of pornographic pictures, especially of children .educauonal 1”1"0“1]13“0“: GdVOCH\fTS !Oc;”lil‘a”dl““?::'olr;i\
e Provide witness protectionforvictimswillingtotestifyagainsttheirexPloilers 1ssues,. and‘ dcvelgp; le’lcti:/('lll‘l'f()l]‘b‘l'lm'ulg/\l)ll) G0
* Outlaw methods used to circumvent the iflegality of trafficking (eg, fake marriages, migration process. FAMPED ( ransHational ATI! /f
temporary wives, serial sponsorship, and the bride trade) : Prevention among Migrant  Prostitutes in Europe
® Require government agencies to report on the status of human trafficking and child Project) supports women, “'3.“5"65‘“@5.. and lra.nsexuals
prostitution *rd N ; - [from caslern Europe, Latin America, Africa, and
. : . SR v e S o P W e N T Y
o Linkinternational aid with pregress against child prostitution, human trafficking,and ~ ~ southeast A-W.l working as sex workers in Europe.'” The
exploitation i i o G Maiti Project in Nepal provides safe spaces for returned
SupponaUN»spohsoredinternati,onalca'mpaign to prevent child prostitution - tralficked women and educates the so-called sending

communities to prevent other girls  from being
trafficked.”™ In rural Cambodia, 52 villages  have

established a community-based child protection network
Telephone hotlines provide confidential access to  hat educates the community about trafficking and

information  for potential or actual victims of intervenes for children at risk."” The health needs of
exploitation and for family members and friends, 7 children coerced into prostitution is summarised as
Education and training are important for agencies, PREVEN’f-psychological counselling,  reproductive
individuals, and officials that interact with victims  health services, education, vaccinations, early detection,
including youth-serving agencies, health-care workers,  nutrition, and treatment.”
police, politicians, taxi drivers, hotel staff, and tour Sex work is a common survival tactic for refugees and
guides. ™™ Sex work customers can be educated displaced people to earn money for food." Women and
through the media, information at airports and travel  children refugees are highly vulnerable to sexual
clinics, and John School (educational classes for sex- violence, rape, and trafficking. Refugee sex workers need
work customers, focusing on STIs, HIV, and sex condoms, protection, access to household bleach and
workers'  rights), where former victims  educate needle exchange, and  Dbasic FIOV/AIDS and  ST1
offenders to reduce recidivism_ ™ information in the language of the refugee and host
User-friendly drop-in clinics, open-door counselling community." Radio is an important
centres, camps, and shelters have been successful !4
Services at high mobility sites such as transit stations and
border crossings and in high-risk zones such ag markets,

medium for
communication. Governments are in the best position to
implement specific strategies (panel 5)

- Conclusions

The figure shows a conceptual framework for sex-work
harm reduction. Poor determinants of health™ are often
predisposing factors for individuals entering sex work.
Sex workers” personal vulnerability might  then act
S envionmen | synergistically with a risky environment, exposing them
£ T S to harms that lead to a reduced quality of life.”

Vulnerability, a risky environment, sex work harms, and
H Enabled diminished quality of life often amplify each other in an
ongoing cycle. An objective of harm reduction might
be to enable sex workers to move into a more positive
cycle of empowerment, supportive environment, harm

prevention and mitigation, and improved quality of life,
This cycle could: en
prostitution.

Sex work

Diminished ’
quality of life |/
w5 7

v

able sex workers to eventually leave

This sunminary  of  peer-reviewed, scientific  work
substantiates the many serious harms of sex work and
presents simple, safe, and inexpensive strategies (o avoid

e S ——— I

Figure: Conceptual framework of sex-work harm reduction
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risk, mitigate harm, and save lives. Sex-work harm
reduction should be viewed as a new paradigm to improve
the lives of sex workers through debate, discussion, and
action, in the same way that drug users’ lives have been
improved by drug-use harm reduction.

The sex-work industry should not be condoned,
especially if it participates in victimisation. However, the
global focus on the sex work industry could result in
individual sex workers becoming the unintended targets
of elimination and control efforts. Civil society, especially
sex work organisations, is deeply involved in improving
the day-to-day lives of sex workers, and the scientific
community can take an active role by using evidence-
based research to pilot innovative initiatives, assess
existing strategies, and develop a database of proven
interventions. The patticipation of sex workers in thig
effort will ensure its success. -
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Etic and Emic Categories in Male Sexual Health:
A Case Study From Orissa

MARTINE COLLUMBIEN, NABESH BOHIDAR, RAM DAS,
BRAJ DAS, AND PERTTI PELTO

INTRODUCTION

This chapter presents a case study from intervention research on male sexual
health in eastern India. The research was commissioned by the Department for
International Development (DFID) who started funding contraceptive social mar-
keting in the state of Orissa in 1995. Making use of commercial distribution chan-
nels, the intervention sells branded condoms and oral contraceptives at subsidized
prices. The focus of the advertising campaign was on the promotion of the concept
of child spacing and the increased use of reversible methods of contraception.
Research among the target group in urban areas showed that men reported higher
levels of condom use than women (AIMS-Bhubaneswar 1996). Male use for extra-
marital sex and under-reporting by women due to cultural sensitivities was suggested
as reasons for this discrepancy. With the rising concerns about the growing AIDS
epidemic in India, there was need for more research on sexual behaviour, condom
use, and the perception and recognition of sexually transmitted diseases. Starting
from the public health paradigm of control of STD/HIV, a study was designed to
learn about the sexual health problems as perceived by men in the community and to
measure the need for condoms by identifying and quantifying sexual risk behaviour
among single and married men. '

The data presented focuses on sexual health concerns, and on the way the local,
emic perspective of male sexual health is at odds with the biomedical model of sexual
health, which underlies current public health efforts to halt the spread of HIV/AIDS.
Based on focused ethnographic research which preceded a carefully constructed
quantitative survey, we show that men’s concerns about sexual health comprise a
complex array of symptoms, of which a major portion are not directly related to
sexual transmission, but rather a reflection of their worries about semen loss. On the
other hand, the data indicate general, widespread awareness of sexually transmitted

We gratefully acknowledge DFID India and the British Council for funding the research presented in this
paper and IUSSP for inviting and supporting our participation in the seminar.
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infection, including at least superficial knowledge of AIDS. The study suggests that
programmes of sexual health information, as well as clinical services for males,
should be equipped to provide counselling and other services that go beyond simply
concentrating on diagnosis and treatment of sexually transmitted infections (STIs)."

We start by describing the setting of the study, followed by a discussion of the
focused ethnography methods and the survey data used in the research. We then set
out the biomedical model of sexually transmitted diseases, as currently used in public
health interventions of STD control, with details on the Indian context. The data
collected reflect the emic perspective, using men’s own vocabulary and criteria for
categorizing illness. The symptoms and perceived causes of the main conditions are
described and the local categories of sexual health concerns are analysed. The promi-
nence of psychosexual concerns of semen loss in the qualitative data are confirmed
with use of the population based survey data and differentials in reported experience
of semen loss are presented. Semen anxiety is then discussed in the context of the
ethnophysiology of sex as understood in South Asia, drawing on the existing anthro-
pological and psychiatric literature. The chapter concludes challenging the categor-
ical paradigms adopted in international health, and calls for more holistic healthcare.

THE SETTING

Orissa is a state in East India, with a coastline on the Bay of Bengal. It borders West
Bengal and Bihar in the North, Madhya Pradesh in the West, and Andhra Pradesh
in the South. Its coastal plains have for centuries served as a link between north and
south India and are a more developed region than the mountainous areas. Of all
states in India, Orissa has the second highest concentration of tribal people: the
sixty-two different Scheduled Tribes make up 22 per cent of its population. Of
the total population of 32 million enumerated in the 1991 census, 86 per cent was
classified as rural.

Orissa is one of poorest states in India. Using the Planning Commission poverty
line, (Datt 1998) estimated that over 40 per cent of Orissa’s urban and rural popula-
tion was living in absolute poverty,> compared with a national average of 35 per cent.
The adult literacy rate is one of the lowest at 49 per cent, though rates are higher in
the coastal developed districts (60 per cent). Women are less likely to be literate than
men and strong social norms on women’s mobility prevail. About 95 per cent of
the Orissa population is Hindu, with 2 per cent Muslim, and 2 per cent Christian.
The general condition of poverty in Orissa contributes to poor reproductive and
child health. The total fertility rate (TFR) in urban areas is 2.5, and around 3 for rural
women. Infant and child mortality rates in Orissa are among the highest in India.
Morbidity in small children is equally high, with diarrhoea and malaria as main
contributors (PRC Bhubaneswar and IIPS 1993).

The study area for the research on sexual health and behaviour was limited to the
four coastal districts® with low concentrations of tribal people: Puri, Cuttack,
Balasore, and Ganjam districts. The distinctly different cultures of the scheduled
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tribes in Orissa suggest the need for a separate, in-depth study in the tribal areas.
Such study was not feasible in the project reported here.

METHODS AND DATA

The strategy adopted for the qualitative data collection broadly followed the guidelines
for doing Focused Ethnographic Studies (FES) (Pelto 1994; Pelto and Pelto 1997). The
focus of the data gathering was on information needed to answer programmatic
questions in sexual health and condom promotion interventions. The fieldworkers
were trained in in-depth interviewing, social mapping, and the various structured
interviewing techniques.

In total, 17 sahis (localities: colonies, neighbourhoods or hamlets) were studied
in-depth by a study team of four male and two to three female researchers. The
average number of days spent in one location varied from 7 to 10 days, depending on
the availability of the informants, and initial time taken for rapport building. Though
locations were studied in all four districts, nine were in Puri district, in and around
the state capital Bhubaneswar and Puri town, famous for its beaches and the Lord
Jaganath Temple, which attracts thousands of pilgrims and tourists throughout the
year. Certain sahis in Puri are known to have a high prevalence of casual sex and men
having sex with men. Sahis were thus selected according to expected variations in
sexual behaviour and access to condoms. Four localities studied were rural. Each sahi
was treated as a separate case and a detailed study of the various role players in each
location was carried out. Data gathering and analysis took about four months to
complete from May to September 1997.

Participatory mapping exercises were carried out with informal groups of men
and women in the community. It was used for introducing the research topic in a sahi
and for motivating local people to participate in ongoing activities. Mapping
involved drawing a social and resource map of the community with identification
and marking places of health providers, places of recreation, places where liquor is
available, where condoms are available and places where men go to find or meet
partners for sex (Pelto et al. 1998). Other informal group discussions were held to
obtain further situational data and to identify appropriate key informants for more
in-depth interviews.

In-depth individual interviews were done with both key informants, and case
study informants. Key informants were selected for their extensive knowledge about
local cultural beliefs and practices and the conversation focused on local percep-
tions and behaviours. They included ordinary community members, outreach
workers, medical practitioners, traditional healers, and retailers selling condoms.
Case study informants included individuals who had experienced sexual ill-health
and others who engaged in risky sexual behaviour. The conversation focused on
their personal lives, to elicit illness episodes, case histories, and sexual histories. Each
case was contacted several times in order to build up rapport and to permit prob-
ing of sensitive issues.
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Information on peoples’ own explanatory models of sexual illness and local
vocabulary was generated through various structured qualitative techniques like free
listing, pile sorting, rating and ranking, and time-lines (Weller and Romney 1988).
This chapter draws heavily on these data for understanding the cultural perceptions
of men’s sexual health problems.

Free lists were done to help isolate and define the domain of sexual illnesses. By
asking key informants and case study informants during in-depth interviews ‘what
are all the sexual health problems men experience in this community?’ a list of sexual
health concerns is defined by the informants in their own language, using culturally
relevant categories. Given that there is no exact Oriya term for ‘sexual health concern,
it was defined as ‘problems relating to, or affecting, the genital area. The usual key
terms in Oriya language included asubidha jounanga (problem of sexual organs),
jouno rog (secret disease) and jouno sambandhya rogo (disease relating to sex).

Pile-sorting was the next step. A selection of conditions produced by the free lists
were written on slips of paper and informants were asked to sort the conditions into
separate piles of similar illnesses. The criteria for similarity were left to informants
to decide and the reasons mentioned for grouping revealed details of explanatory
models. After the pile sort exercises the same cards were used for severity ranking of
sexual health concerns. The men were asked to group the concerns/illnesses into
three groups ‘severe), ‘intermediate’ and ‘mild, not severe’

Fieldworkers took notes during the group and in-depth interviews. These were
expanded and written out immediately afterwards. Transcripts of all interviews were

coded and analysed in Ethnograph. The software program ANTHROPAC (Borgatti 1996) :‘I‘;;:;’fsﬂ"i
was used to analyse the free list and pile sort data. The Multi-dimensional Scaling |no lim';.

procedure was adopted to provide a visual representation of how conceptually close |P!s chk

or far the different illnesses were. Cluster analysis was a second method used to inter-
pret the pile sort data.

The structured survey to estimate the extent of sexual risk behaviour and the need
for condoms in the general male population followed the qualitative fieldwork. The
findings from the qualitative study were used in the design and refinement of the
survey instrument, mainly in terms of using the correct local vocabulary and defin-
ing coding categories (e.g. categories of partners, locations where people have sex).
A free listing question on sexual health concerns in the community was also included
in the questionnaire. The free list was included towards the beginning of the inter-
view, mainly as a rapport-building question before moving on to the more sensitive
personal questions on sexual behaviour.

This survey covered a large population-based random sample (n = 2087) of single
and married men in urban and rural areas of the four coastal districts in Orissa.
A multi stage random sample was obtained by randomly selecting two community
development blocks and two urban areas in each district; the second stage listed the
villages in the blocks and the wards in the urban areas and from these four sampling
clusters (villages or wards) were selected with a probability proportional to size.
In ach village/ward all houses were mapped and numbered. After enumeration,
thirty-two households in each sample cluster were randomly selected. All members
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age 15 or over in the household were listed. All eligible members for individual
interview—men age 18-35—were ranked by age. According to the number of eligible
men in the household, the youngest, second youngest, etc....was selected in strict
rotation in consecutive households to ensure randomization.* The selected respon-
dent was then invited for an interview in privacy outside his home. The pretest indi-
cated that the interview needed to be preceded by a rapport-building chat of about
half an hour. Refusal rate for interview was as low as 1 per cent.

The statistical analysis of survey data was done using SPSS software. The data file
was weighted according to urban/rural residence and the size of the district, to make
it truly representative of the four coastal districts.

THE ETIC PERSPECTIVE OF SEXUAL HEALTH IN
THE HIV/AIDS ERA

Sexual health has been defined as the integration of the somatic, emotional, intellec-
tual, and social aspects of sexual being (World Health Organization 1975). However,
this holistic definition of sexual well-being is in practice not adhered to by public
sector health programmers and health planners. Before the emergence of AIDS as
a serious public health problem, the sexual health of men in low income countries
received very little attention indeed. While sexual health gained attention since the
AIDS pandemic, the focus has been primarily on disease transmission. There has
been increased interest in the public health importance of the ‘classic’ STIs since they
are shown to facilitate the transmission of the human immunodeficiency virus
(HIV) (Laga et al. 1991; Grosskurth 1995). Control and prevention of these STIs are
also important goals in their own right. According to the World Development Report
of 1993, STIs are the second most important cause of loss of healthy life years in
women of childbearing age worldwide (World Bank 1993). In India, there are an
estimated 40 million new STI infections a year; prevention programmes and facili-
ties for diagnosis and treatment are seriously neglected (Ramasubban 1999).

While HIV/STIs are a major burden to health in India and elsewhere, the control of
these infections has been problematic, even from a purely clinical point of view (let
alone the social barriers to access of care). There are no simple accurate diagnostic
tests, and comprehensive laboratory services for microbiological diagnosis are very
expensive. Common reported symptoms can be caused by different pathogens. To
address the problems of clinical diagnosis and low specificity of symptoms, syndromic
management has been widely propagated, and WHO developed standardized
protocols for the treatment of men and women in basic health care services in less
developed countries (World Health Organization 1997; Mayaud et al. 1998). These
flowcharts of clinical algorithms offer diagnosis on the basis of syndromes (group
of symptoms and easily recognized signs) reported by the patient, and treatment is
recommended for several possible causative organisms.

International planners and donor agencies now tend to regard STD control and
syndromic management as a valuable strategy for HIV control, partly because of the
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challenges faced trying to enforce condom use (Lambert 1998). In India, the use of the
syndromic approach has been opposed by qualified medical practitioners who consider
it as not comprising ‘real’ medicine, and because of competitive concerns about
training practitioners who are not biomedically qualified (Lambert 1998). According to
Indian guidelines, clinicians diagnose cases on an aetiological basis only and they do
not recommend co-treatment when the aetiology is uncertain. A study on the adequacy
of STD case management in public and private health facilities in India (Mertens et al.
1998) shows that only 10 per cent of the STD patients were satisfactorily managed.
The study concludes that by promoting the syndromic approach to STD management
and thereby simplifying existing guidelines, doctors in India could provide better care.

With the introduction of STDs into the framework of reproductive healthcare, the
provision of syndromic STD management for women attending family planning
or antenatal clinics has received high priority on the international health agenda.
However, in general populations with relatively low STD prevalence the indiscrimi-
nate application of syndromic management may lead to overtreatment on a large
scale (Hawkes et al. 1999) and more recently the integration of family planning and
STD treatment has been critically reviewed (Lush et al. 1999; O’Reilly et al. 1999).
The diagnosis of STIs in women is very complex, not only because of the relatively
low specificity of symptoms of possible infections, especially vaginal discharge, but
also because of the high rate of asymptomatic infections. Fifty per cent of women
with STIs will not have any symptoms, whereas their infected male partners will
usually experience pain and other signs of infection (Hook and Handsfield 1999;
Stamm 1999). Consequently, it has been concluded that the resources for STD con-
trol should be concentrated on individuals at higher risk and men should be targeted
(Cleland and Lush 1998; Hawkes 1998). Symptoms are more specific in men com-
pared with women, and the cost associated with overtreatment is therefore likely to
be lower in men than in treating equivalent symptoms in women. Policies to provide
clinical services for men may as a consequence reach asymptomatic but infected
women through partner notification strategies. Moreover, it is reasonable to assume
that in South Asian societies, men are the ones who are more likely to initially con-
tract STDs and transmit them to their wives (Mundigo 1995).

From the discussion above it is clear that the rising concern and need for HIV/STI
control programmes provided a biomedical rationale to target men with sexual
health services (Collumbien and Hawkes 2000). However, the public health paradigm
focuses quite narrowly on the disease category of sexually transmitted infections.
Within the biomedical treatment framework subcategories are thus identified as
syndromes, or symptoms of disease: for example, ‘urethral discharge and pain passing
urination’ as the syndromic diagnosis of gonorrhoea and chlamydia, and ‘genital
ulcers’ as an indication of syphilis or chancroid. The incidence of these syndromes
are also used to monitor the success of AIDS programmes in reducing risk behaviour
by increased condom use and adoption of other safe sex practices. Two standard
questions on self-reported symptoms of STIs are routine in national HIV/AIDS
monitoring surveys. One question asks about the incidence of sores and ulcers on the
penis, the other about pain during urination with discharge from the penis.
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This etic framework of STD case management, a problem-frame defined by
biomedicine and based on a symptom-based syndromic approach informed our
research design. Despite this predetermined focus on sexually transmitted diseases,
as relevant to the intervention of condom social marketing and STD treatment
seeking, we started the fieldwork by investigating the local categories of sexual health
concerns to ensure the correct use and understanding of the local terms for the
symptoms we wanted to capture.

THE EMIC CATEGORIES OF SEXUAL HEALTH IN ORISSA

To define the boundaries of the cultural domain of sexual health concerns in local
terms, free lists were obtained from thirty five male informants deemed knowledge-
able about sexual health related issues. The most commonly mentioned problems are
presented in Table 11.1. The concerns are ranked by the number of informants listing
them, and the local terms have been given an approximate English ‘equivalent.

The number of respondents mentioning a condition—or the frequency—is one
indication of the importance of a health concern in that community. When a condi-
tion is mentioned first or second it is also more ‘on the person’s mind’ than when it
comes lower down the list. The frequency and rank order combine in a measure

Table 11.1. Most Commonly Mentioned Sexual Health Problems in Free Listing

Sexual health problem Frequency Average Salience
(n=35) rank

Local term English translation

Dhatu Padiba Semen discharge 28 2.750  0.424
Jadu ) Itching 22 4,636  0.195
Swapnadosh Nocturnal emission 19 3211 0.242
AIDS AIDS/HIV 17 2,529  0.353
Handling Masturbation 14 5.000  0.106
Gonoriha Gonorrhoea /generic term for STI 13 2.231  0.285
Linga-gha Ulcer/sores on the penis 9 3.222  0.106
Parishra-poda Burning during urination 9 3.333  0.095
Hernia Hernia 7 4714  0.093
Fileria Swollen penis, scrotum, leg, and foot 6 5.500  0.035
Hydrocele Swollen scrotum 6 5.333  0.066
Katchu Itching—scabies 6 3.667  0.090
Syphilis Syphilis or generic term for STI 4 3.500  0.061
Bata Rheumatism 4 3.250  0.040
Linga-ghimiri Eruptions on penis ~ herpes 3 1.000  0.086
HIV HIV 2 5.000 0.024
Ulcer Ulcer 2 4.000 0.014
Malakantaka Fistula 2 2.000  0.046
Chau White patches—skin infection 2 3.500  0.029
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of salience. Dhatu padiba (semen discharge) was the most frequently mentioned
problem, with 80 per cent of informants listing it. On average, it was the second
or third concern mentioned by the individual informant and it is thus clearly the
most salient concern. Although jadu (itching) was the second most listed concern,
on average it was further down the lists than swapnadosh (excessive nocturnal emis-
sions) and AIDS. In fact, AIDS comes out as the second most salient concern.

From this simple listing exercise it is clear that the emic perspective of sexual health
in Orissa includes sexually transmitted infections. However, it is also evident that
there are a range of other conditions that seem important concerns. Most items on the
list refer to symptoms rather than specific diseases. To avoid mistranslation from local
into biomedical terms we need to explore the categories in terms of the local under-
standing of disease aetiology. How and why men perceive different conditions to be
related to one another can illuminate local explanatory models of disease.

Pile sort data give a better understanding of categories of ‘similar’ diseases. The
more often two illnesses or symptoms are grouped together by different informants,
the closer they are conceptually. In multidimensional scaling (MDS) similarities are
translated into distances and concerns considered very similar appear close to each
other while illnesses that are not related will be furthest apart. Figure 11.1 gives an
example of a cognitive map by two-dimensional scaling of sexual health concerns.
The encircling of the four groups of illnesses/conditions is based on cluster analysis
(Johnson’s hierarchical clustering). The multidimensional scaling picture (stress
<0.15) together with the cluster analysis indicate that the Orissa men make fairly
clear distinctions among the types of sexual problems, particularly separating the
infectious conditions (group C) from the non-contact, semen-loss problems in
group D. They also recognize that hernia/hydrocele (group A) are a different kind of
problem, with different aetiology.

A
Hernia
Hydrocele

E
B
Parishra band Swapna dosh dhalu_padD
Parishra poda

Linga_sugar
Linga bindhiba Ling

C/~ Ssyphilis

. linga gha

Figure 11.1. Multidimensional Scaling of Sexual Health Concerns in Orissa
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These maps are a means of exploring patterns among illnesses and this is supple-
mented by the information given by the sorters on reasons for grouping items
together. In other localities other cards were sorted, which resulted in different
conceptual maps (not presented). One common feature to all maps was the clear
distinction men had made between sexually transmitted diseases and others. In their
mind they have no doubts that linga cancer (wounds on the penis) and jouna
gha/linga gha (jouna gha can be translated as sores on the penis) can be clubbed
together with syphilis or gonorihia.

Five broad categories emerged from these data: sexually transmitted conditions,
conditions related to semen loss, skin infections, anal conditions, and a final category
grouping other diseases which affect other parts of the body besides the genital area.
We discuss these categories in more detail, especially the first two, giving indications
of reasons why conditions were grouped together, mainly reflecting indigenous
explanatory models of disease aetiology.

Starting with the sexually transmitted diseases it is clear that local Oriya vocabu-
lary is influenced by allopathic terminology, with the use of medical terms like
Gonoriha and Syphilis. However, these terms do not necessarily translate directly
into the specific medical diseases. They more broadly indicate conditions which are
sexually transmitted, and can thus be understood as generic terms for STDs. When
probed with questions about sexual diseases (jouno rog), most informants directly
mentioned ‘gonorrhoea’. They described the symptoms like linga-gha (ulcers in
penis) or ling-ghimiri (small eruptions on penis) which correspond more to the
medically defined infections syphilis and herpes, respectively. Men did attribute
symptoms within this group to sex with sex workers.

AIDS was frequently mentioned in the free lists and came up as the second most
salient concern. Sexual transmission was clearly understood, though many inform-
ants stressed the fact that it was due to sex with ‘many’ partners ‘If a person is having
sex relation with many women then AIDS may be transmitted (jadi kehi adhika
mahila sange samparka rakhe, tebe aids heba). It is generally described as dangerous
and very serious. There are indications, however, that the term ‘AIDS’ is becoming
another generic term for sexually transmitted disease. This is illustrated by an
informant expressing anxiety about having AIDS:

I had Lingare Gha (sores on penis) which used to be painful. It also had pus. Now there is no
pus but the Gha is still there. It is not getting healed. I do not know what to do... .when I got
this disease, I went to Dr. Nanda, he said and wrote on my prescription that it was AIDS. He
then prescribed both medicines and injections and said it can be cured.

The contradiction of ‘curable AIDS’ suggest that the informant suffered another
STD which was labelled as AIDS. In locations where AIDS had been mentioned, most
informants in the pile-sorting exercise grouped it as a separate category. When it was
associated with other items, it was grouped with sexually transmitted illnesses, and
this was confirmed by in-depth interviews.

A second category of concerns are related to semen loss. The most salient condition
was dhatu padiba (or meha padiba), which is best described as involuntary semen loss.
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Symptoms include secretion of semen during urination or defecation, and secretion
of semen during erection. It is associated with thinning of semen or the quality of
semen. Men mention dhatu padiba as a secretion of milky, or chalky watery or semi-
liquid substance from the penis. Several informants relate their personal experience
and the following extract points to the fact that it ‘overcomes’ men as they seem to lose
semen ‘without their knowledge’

informant: During defecation dhatu comes out. Not all the time but some time even a
large amount of dhatu comes out during urination. Even I am having this problem.
Most of the time dhatu comes out without my knowledge.

interviewer: How long you are suffering from this problem?

informant: It will be around last seven year I have been suffering from this dhatu
padiba

In the same category, men mentioned swapnadosh or nocturnal emissions which
are thought to be abnormal if they occur more than two or three times a month. It
is a common concern among youths. Men associate swapnadosh with both dhatu
padiba and with handling (masturbation). The difference with dhatu padiba is that
swapnadosh occurs during sleep and after erotic dreams. An informant asked to
differentiate between the two said ‘in both the cases dhatu comes out spontaneously
without our knowledge, but night fall sometimes is related to dream problem
(Swapna pai)’. The link with masturbation follows from this quote ‘since boys watch
blue-films and always think about erotic acts, they indulge in masturbation when
alone. Excessive dwelling on sexual thoughts results in erotic dreams and seminal
emissions’ The result is weakness, loss of weight, and memory loss.

Most people attributed dhatu padiba to various physiological factors. The general
causes stated are: excessive heat in the stomach (peta garam), improper diet and
strain due to hard physical labour. Other informants attributed semen loss to exces-
sive masturbation. One of the key informants states ‘Excessive masturbation cause
widening of the urethral opening making dhatu padiba easier (Besi muthimariley
parisra dwara chouda hoi jaye o dhatu padiba sahaja huey)’ Another explanation for
dhatu padiba is the absence of sex because of which the accumulated semen gets
discharged. One informant states: ‘Long days of abstinence causes accumulation of
semen which produces heat in the body and semen discharge occurs during urina-
tion. (Bahuta din kichi nakaley bija jami jaye o deha heat hoijaye. Parisra kala bele
dhatu padey)’. The immediate result of this situation is irritation and pain during
urination, physical emaciation, weakness, body pain, head reeling, or even ‘death’
One respondent states ‘Dhatu padiba results in complete loss of physical power
(Dhatu padiley deharu sabu bala palai jaye)’ and thus it interferes with a healthy sex
life. Many of the informants indicated anxiety over the loss of dhatu (semen) and
perceived it as affecting their married life.

Skin infections formed a third emic category of disease. Jadu was most frequently
mentioned as a very common skin infection, usually affecting the inner thigh and
groin. It also affects the testes and leads to severe itching. Other skin infections are
chau and kachhu. Men made a distinction between bayasa chau, which is common
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among elder people, and not perceived as an illness and dhala chau, which are white
patches on the skin. Kacchu is scabies and this can affect any part of the body. Skin
infections generally are explained by unhygienic conditions ‘If a person doesn’t clean
his body after the day’s hard work then there are chances of having these problems..

A fourth group are anal conditions, such as malakantaka which are wounds
(fistula) and arsa which leads to severe pain during defecation. In contrast to
malakantaka, bleeding occurs in arsa and this agrees with the medically recognized
piles or haemorrhoids. The final group of concerns affecting the sexual organs are
filaria (elephantiasis) with swelling of the feet and legs which extends to swelling of
the penis and scrotum. In hydrocele, there is enlargement of the testicles due to water
accumulation.

The severity of illnesses was elucidated by ranking exercises. Informants were
asked to rank order the sexual health conditions in terms of severity as follows:
3 = ‘severe), 2 = ‘intermediate’ and 1 = ‘mild, not serious’. All informants rated AIDS
as severe, so it has a mean severity of 3.00. Other conditions suggesting sexually
transmitted infections, such as jouna gha, linga cancer, syphilis, gonorrhoea with mean
values of 2.00. The various psycho-sexual concerns received more varied severity
rankings. Among them dhatu padiba was considered most severe with a mean rang-
ing from 1.50 to 2.42. For swapnadosh it ranged from 1.50 to 1.92. Skin infections,
like jadu and kacchu were generally ranked as not severe (a mean ranging from
1.00 to 1.38. With average ratings between of 1.50 and 2.00, the anal conditions were
considered more severe than skin infections.

These relatively simple structured qualitative methods taught us a lot about the
emic categories of sexual health. It also drew our attention to conditions we had not
anticipated and indeed had not incorporated in our conceptual model of sexual
health concerns. The dominance of involuntary semen loss problems was so striking
that it needed further exploration in the survey data.

Relative importance of sexual health concerns

The informants contacted in the qualitative phase of the research are a ‘convenience
sample’ of men who are probably more knowledgeable and approachable concern-
ing sexual matters. While we believe the main culturally constructed ideas to be
broadly applicable to the population, we also collected free lists from the respon-
dents in the quantitative survey. The results of this large-scale collection of free lists
was expected to be somewhat different from the qualitative phase, mainly because
less time was given to building of rapport and probing for further responses. Thus,
we anticipated shorter lists, but we still expected that the same general picture
would emerge concerning types of sexual health problems. Table 11.2 compares
the lists of items from the qualitative phase with results from four different groups
of respondents in the survey: single and married men in urban and rural areas.
The table shows the differences in the salience ranking (salience is the frequency of
mention of each item, weighted by the average rank order in which it appeared in
peoples’ lists).>
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Table 11.2. Rank Order of Salience of Sexual Health Concerns Among Informants

and Survey Respondents
Informants Survey respondents
Urban Rural
Single Married Single Married
(n=35) (n=196) (n=203) (n=189) (n=202)

Dhatu Padiba 1 5 8 6 6
AIDS 2 3 5 7 11
Gonoriha 3 4 3 11 8
Swapnadosh 4 11 15 12 >15
Jadu 5 2 2 1 1
Handling 6 >15 >15 >15 >15
Linga-gha 7 12 12 10 10
Parishra-poda 8 >15 >15 14 13
Hernia 9 9 9 8 7
Kachu 10 6 10 5 5
Linga-ghimiri 11 >15 >15 >15 >15
Hydrocele 12 1 1 2 2
Syphilis 13 14 11 >15 >15
Bata 14 >15 >15 >15 12
Fileria 15 >15 >15 >15 >15
Malakantaka >15 7 4 4 3
Machala >15 8 7 3 4
Arsa >15 10 6 9 9

We note immediately that dhatu padiba, which was the most salient item in the
qualitative sample, falls to lower salience (from fifth to eighth on the lists of survey
respondents). AIDS, which was second in salience in the qualitative sample drops
slightly for urban single men, but drops more sharply among rural men (seventh and
eleventh). Thus, the survey results give a clear indication of the greater impact of
AIDS information programmes in the urban sector. In a similar way, gonoriha
salience drops quite sharply in the rural population. Overall, the free lists in the sur-
vey give more prominence to several types of itching (jadu, machala, and kacchu).
Jadu (itching) turns out to be the most salient item in rural populations, and ranks
second in the urban population. In addition the salience of hydrocele in both urban
and rural populations is notable. Since they affect the genital area, the inclusion of
hydrocele, hernia, and filaria among men’s reported sexual health problems is wide-
spread in India. Perhaps the most striking result of the triangulation is in the salience
of swapnadosh and handling (masturbation). These are somewhat more sensitive
or embarrassing, we believe, and most of the respondents in the surveys did not
mention them in their lists. In this part of the study we feel that the qualitative data
give a more realistic measure of salience of those items. The concerns and anxieties
about nocturnal emissions confirm the preoccupation about sex among youths and
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unmarried men. This is understandable given the patterns of late marriage and the
fact that more than 70 per cent of men in the general population sample experience
their first intercourse at marriage. It was estimated from the data on age at first
intercourse that 80 per cent of men are still virgin at age twenty, and 44 per cent at
age twenty-five (Collumbien et al. 2000).

Reported experience of semen-related concerns

Some further questions on sexual health concern in the questionnaire included the
personal experience of dhatu padiba, swapnadosh, and jadu. These questions were
added because of the anxiety expressed among the qualitative informants about semen
loss and to test whether survey respondents would report on their own experience of
it. Jadu was added since it is a prevalent rash, which is ‘innocent’ and considered not
severe. When asking about the nocturnal emissions, the question referred to ‘excessive’
swapnadosh, that is, more than two to three night emission a month. Table 11.3
presents the differentials in reported life time experience of these three conditions.
The first observation is the relative lack of differential observed. On average
27.4 per cent of men reported personal experience of dhatu padiba. Though it was

Table 11.3. Differentials in Reported Personal Experience of Dhatu Padiba,
Swapnadosh, and Jadu

N? Dhatu padiba Swapnadosh Jadu

Total 2087 27.4 52.3 40.1
Marital status

Single 1054 26.7 55.6 39.6

Married 1033 28.2 49.0 40.5
Residence

Urban 296 25.4 51.7 33.2

Rural 1791 27.8 52.4 41.2
District

Puri 513 34.2 69.6 36.6

Ganjam 386 34.8 52.7 34.2

Balasore 400 25.7 46.1 44.7

Cuttack 788 20.3 44.0 42.8
Education

No/primary education 679 29.7 50.8 41.7

Secondary education 723 29.3 51.7 40.8

Higher education 685 232 54.5 37.7
Household income

Low 1110 29.0 52.2 40.9

Medium 658 26.6 52.1 39.2

Higher 319 23.6 53.3 39.0

3 Weighted number in each category.
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experienced less among the more educated, richer and urban, the differentials were
not stark. The district-wise variations were the largest: nearly 35 per cent of men in
Puri and Ganjam reported they had ever had dhatu padiba, compared to 20 per cent
of men in Cuttack. Since men in Cuttack have a better education and are more likely
to live in urban areas, multivariate analysis was done to look at the independent effect
of these factors (not presented). For dhatu padiba, district was the only factor which
had an independent effect. For swapnadosh, both marital status and district had an
independent effect, with single men reporting more problems of excessive nocturnal
emissions than married men. In Puri nearly 70 per cent of men had a lifetime expe-
rience of night emissions compared to an overall average of about 52 per cent.

Drawing on the existing psychiatric and anthropological literature, we will now
discuss semen anxiety in the context of the ethnophysiology of sex as understood in
South Asia, looking at Ayurvedic and folk explanatory models.

Ethnophysiology as explanatory model for semen loss

The ethnographic and psychiatric literature documents other studies which relate
the importance and associated anxieties of involuntary semen loss in South Asia
(Bottero 1991; Caplan 1987; Dewaraja and Sasaki 1991; Edwards 1983; Kakar 1996;
Malhotra and Wig 1975; Nichter 1981; Weiss et al. 1986). Semen leakage is often
referred to as ‘Dhat Syndrome’ and invariably associated with fears over weakness.
Virya, the Hindi word for semen, also means ‘vigour. Among slum dwellers in
Mumbai, virya was also equated to money, and dhat girna (the local term for semen
loss) was referred to as ‘loss of money’ drawing a parallel between a poverty stricken
man without money and a sexually weak person without semen (Verma et al. 1998).
The sexual anxieties about loss of strength are encoded in the ethnophysiology of sex
in South Asia, which bears similarity to the Chinese concepts of health and sex
(Kleinman 1980; Edwards 1983). Semen is considered to be the ultimate vital force,
the source of physical as well as spiritual strength. Mahatma Gandhi, India’s great
political leader and social reformer, was preoccupied with the transformation of
sexual potency into psychic and spiritual power, a core issue of Hindu metaphysics.
For this reason Gandhi took the vow to observe celibacy at the age of thirty (Caplan
1987). The loss of virya through sexual acts or imagery is thought to be harmful both
physically and spiritually (Nag 1996). Contemporary beliefs about the power associ-
ated with seminal fluid are based on Vedic scriptures. They all link food to health and
sex through transformational processes. It is believed that the consumption of 601b
of food is needed to replace the loss of semen in each ejaculation. Another variant of
this age-old belief is that each coitus is equivalent to an energy expenditure of 24 h of
concentrated mental activity or 72 h of hard physical labour (Kakar 1996).

In Ayurvedic medicine, health depends on the balance of three body humours, and
sexual health may be seen to depend both on a proper diet and an appropriate use of
semen (Edwards 1983). Bottero, who studied Ayurvedic doctors in an Oriya town,
reports that the main cause of dhatu padiba is overheating due to an unbalanced diet
of too many heating food, such as meats, fish, garlic, pepper, and eggs. These foods
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increase the internal fire which burns the semen and melts it as ghee (clarified butter). As a
result of becoming liquid, the semen is discharged spontaneously, without the patient being
aware of it. And semen is all the more vulnerable to this overheating as it is not localized in the
testicles but stored throughout the body....Thus they believe that ‘sperm is in the body as
butter is in milk, ie., as a dissolved constituent which is expelled through a churning-like
process at the moment of the ejaculatory convulsion;... (Bottero 1991: 307)

The general cultural ideas of relationships between pervasive hot—cold qualities/
events and conceptualizing of semen as distributed widely in the body, give us a clearer
perspective on the indigenous models of semen loss. Pool (1987) has pointed to
the central importance of the hot—cold belief system in organizing understandings of
physiological processes, particularly those related to disease. While the folk medical
discourse is only partly related to the Ayurvedic theory of humors they are rooted in
the same Hindu cosmology (Lambert 1996). In our data from Orissa—as presented
above-multiple aetiologies were suggested for semen loss, with excessive heat, improper
diet and masturbation as frequent explanations.

Semen as a vital essence and refined form of life energy exists in both sexes and
indeed there are strong parallels between Dhat Syndrome in men and vaginal discharge
(leukorrhea) in women (Nichter 1981). The local terminolgy for several discharge
complaints in women included the term dhatu or semen (Patel and Oomman 1999).
Dhatu is an essential body humor associated with vitality and a source of positive
health. According to Nichter, dhatu has a role in the control of emotions

In the body, dhatu controls heat and thus all processes of transformation. In the mind, dhatu
facilitates buddhi (intellect) which controls and gives direction to manas (desire) which is
provoked by a quantum of heat. In order to be able to think clearly, focus one’s attention, or
have control over one’s emotions, enough dhatu must be present to counterbalance heating
influences’ (Nichter 1981: 390).

Complaints of excessive heat often communicate an unbalanced emotional state
and serve as a sign of general distress, as explained in the psychiatric literature.
‘Emotions are exacerbated by heating influences such as heating foods, alcohol, and
sexuality. Conversely suppressed emotional states are expressed somatically by refer-
ence to overheat’ (Nichter 1981: 390).

The association of semen loss with excessive heat indicates that the emic cate-
gory of white discharge may be more related to psychosocial problems rather than
infection. Indeed, white discharge in both men and women are now recognized as
idioms of distress and associated with feelings of weakness. Complications of sup-
posed consumption by semen loss are mental exhaustion with constant negative
thoughts (or depression) and hypochondria, mainly due to the extreme anxieties a
diagnosed patient suffers about his condition (Bottero 1991). The complaints of
weakness are the same as the diagnostic symptoms of anxiety and depression (Patel
and Oomman 1999). Somatization seems an important idiom through which
both men and women communicate distress, but an important distinction is that
vaginal discharge does not interfere with sexual capacity, whereas semen loss does
(Edwards 1983).
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For the lay person, feelings of weakness and distress are attributed to or explained
by the loss of vital fluid. In a comparative study among psychiatric patients in
Sri Lanka and Japan, Dewaraja and Sasaki (1991) show how attitudes and cultural
beliefs become incorporated into patients’ explanations of their subjective feelings of
distress and anxiety, both to the therapist and to themselves. In Sri Lanka, psycho-
logical problems were self-attributed to semen loss, whereas in Japan stress and over-
work prevailed as explanations. Similarly, women presenting at psychiatric clinics in
Bangalore, frequently attribute their physical problems to the passing of vaginal
fluids leading to depletion of energy (Chaturvedi et al. 1993).

Although our data found little evidence of social differential in the ever experience
of semen loss (Table 11.3), Edwards (1983) reported that lower socio-economic
groups were more likely to consider semen loss as harmful to health. He notes that
recommended foods for maintaining semen and health are the more expensive ones,
while the prohibited ones are the staple foods of the lower castes (Edwards 1983: 61).

Malhotra and Wig (1975) describe semen loss as a specifically Indian culture-
bound syndrome, while Edwards (1983) sees it as a South Asian syndrome affecting
Muslims and Buddhists as well as Hindus across the subcontinent. Bottero (1991)
points to a much wider distribution of semen anxiety beyond South Asia, at least in
earlier history. He goes back to Hippocrates on ‘consumption of the back} but the
most striking parallel he quotes from the work of Tissot in 1760. This French physi-
cian became famous for his work on diseases caused by masturbation. He describes
something very similar to dhatu padiba:

loss of ‘a very liquid seminal liqueur’ during urination, defecation an nocturnal emissions, mas-
turbation and also through spontaneous discharges, which constitute ‘gonorrhoea simplex,
‘a flow of semen without erection) described in ‘true gonorrhoea” as opposed to ‘bastard or
catarrhal gonorrhoea’ (which corresponds to our modern blennorragia, a purulent urethritis).
(Tissot in Bottero 1991: 312)

Edwards notes that sexual anxieties, regarding masturbation and semen loss are
still present in contemporary Western societies, but that ‘revisions in the “scientific”
medical interpretation of sexual physiology have reduced and altered its manifesta-
tion and severity’ (Edwards 1983: 60). One could argue that if AIDS had been around
in the eighteenth century with the corresponding interest for STD control, Tissot
might have made the point we want to make about syndromic management.

ETIC AND EMIC CATEGORIES: CONFOUNDING
INFECTION WITH DISTRESS?

So what are the implications of this emic category of semen anxiety for syndromic
management of STIs? Men in Orissa did not associate dhatu padiba with sexual
transmission, but another concern sometimes mentioned in conjunction with dhatu
padiba was parishra-poda denoting a burning sensation during urination. Both
conditions are believed to be caused by peta garam (heat in the stomach) as a result
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of excessive heat. One respondent states ‘Parisra poda occurs due to peta garam.
Prolonged parisra poda leads to dhatu padiba. As discussed above the cultural
hot/cold belief system underlie the physiology of leaking semen. Of course a white
discharge together with painful urination is the syndromic diagnosis for gonorrhoea
and chlamydia, raising the potential for confounding semen loss with pus discharge.

It is important to consider how dhatu padiba gets diagnosed and whether men
suffering from it will consult allopathic providers. As Bottero (1991) points out dhatu
padiba is diagnosed either directly or indirectly. In the first case the patient reports a
white discharge from his penis while urinating or defecating, or the discovery of
a stain on his clothes. In the other case the doctor diagnosed it on the basis of a set
of complaints about weakness, persistent fatigue, and skinny appearance, a combi-
nation of mental and physical weakening. Semen loss is thus implied during indirect
diagnosis. The indirect diagnosis of semen loss through complaints about weakness
was far more common than the direct diagnosis of reported white discharge (Bottero
1991). This leaves us pondering whether the 27 per cent of men in our survey
who reported personal experience of dhatu padiba actually observed a discharge or
attributed an episode of weakness and fatigue to semen loss.

When asked about self-reported symptoms of STIs in the survey, men who reported
painful urination together with discharge, were probed to distinguish between semen
discharge, dhatu padiba and pus discharge, pujo padiba. In total 132 men reported ever
experience of pain during urination (parishra poda) concurrent with discharge:
110 specified dhatu padiba with painful urination, 15 pujo padiba, and 7 reported both
pujo and dhatu. So when probed more on the nature of discharge, 87.7 per cent
reported semen discharge and only 16.7 per cent specified the discharge as pus. This
raises the question of whether there is a huge over-reporting of penile discharge, and
also the extent to which men confuse pus and semen in the discharge. Men with semen
loss were more likely to report having sought medical treatment (30 per cent versus
26 per cent for pus discharge). Among those going to a provider, men complaining
about semen loss were as likely as those with a pus discharge to have consulted an
allopathic provider (68 per cent: doctor or medicine store), while 8 per cent went to see
folk healers and 24 per cent Ayurvedic doctors. Modern Ayurveda is less involved in the
treatment of mental disorders than other healing traditions (Weiss et al. 1988) and
despite popular ethnomedical understanding based on humoral aetiologies, Western
biomedicine was often shown to be the first preference in the pluralistic system in rural
Rajasthan (Lambert 1996). Thus when clinical services for men become more widely
available in the public sector, men will present with these psychosexual concerns.

As we have seen before, more often than not semen loss is implied in the diagno-
sis of dhatu padiba. In the assumption of a move towards adopting syndromic
management in primary healthcare settings in India, the implications could be
twofold. There is the potential for both under- and overtreatment. Reported or
implied discharge could be treated as gonorrhoea and chlamydia, leading to
overtreatment. Good training of health workers with insistence on substantiating
evidence of discharge, that is, observed during consultation through milking of the
urethra (Mayaud et al. 1998) may overcome this. Another suggestion could be to
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include a ‘risk assessment step’ based on sexual behavioural risk factors similar to
those proposed by WHO to reduce the overtreatment for vaginal discharge (Mayaud
et al. 1998) though this has not proven successful among women in South Asia
(Hawkes et al. 1999). Men may also confuse discharge due to infections with semen
loss. If those men with white discharge diagnose themselves as having dhatu padiba
and they do not seek appropriate care, this would result in undertreatment. With
the benefit of the research experience on self-reported symptoms of gynaecological
morbidity over the past decade,® further research on male sexual morbidities needs
to consider both pathological and somatic causes.

CONCLUSIONS

This study on male sexual health in Orissa started off with a clear assignment to learn
more about the local perceptions of sexually transmitted infections in order to
inform condom promotion and sexual health services. We discovered that the focus
of Oriya men was clearly more towards non-infectious conditions, that seem to
reflect psychosexual concerns and psychosocial distress. The salience of involuntary
semen loss in the minds of Oriya men is unmistakenable in these data. The frequency
and promptness with which dhatu padiba emerged in the process of free association
when men were asked about sexual health concerns is reinforced by the survey
results. More than a quarter of men in a representative sample reported personal
experience of the condition.

Although we started from the categorical frameworks of biomedicine and public
health interventions in HIV/STI control, the deceivingly simple structured qualit-
ative methods adopted in this study have proven invaluable in getting at the emic
categories of sexual health. The free listing and pilesorting exercises were very useful
for beginning to understand the local explanatory models. We also relied heavily on
the existing ethnopsychiatric literature to interpret the importance of semen loss,
linking it to the ethnophysiology of sex and understanding it as a somatic idiom
of distress. That we did not know this literature before the study reflects the narrow
paradigms adopted in international sexual health research.

The biomedical reductionism employed in current sexual health interventions,
especially when focusing on syndromic management is inadequate to understand
and treat sexual health problems of Indian men. From a clinical STD and biomed-
ical perspective dhatu padiba may not be seen as a ‘real’ disorder since there is no
organic pathology. From the psychosomatic perspective in contemporary psychia-
try it is real, as indeed from the more holistic viewpoint of Ayurvedic and folk
perspective of humoral balances in health. Public health interventions aimed at
HIV/STD control will benefit from considering the Indian holistic view of sex,
health, and well-being. It goes beyond treatable symptoms and draws attention to
the root causes of ill-health.

We thus challenge the categorical paradigms of sexual health in current pro-
grammes and clinical services. What Patel and Oomman (1999) point out for women
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‘health needs increasingly involve problems beyond reproduction, and it is our
contention that mental health already is and will continue to grow to become a core
health issue for women. The intersection of reproductive health and mental health
provides an avenue for exploring these issues. . is equally be valid for men. Health
needs of men go beyond prevention and treatment of infections, and addressing
semen anxiety may provide the opportunity to discuss issues of sexuality and sexual
behaviour. Because of the inherent conceptual link of health with sexuality commun-
ication about sex and sexual behaviour can most appropriately be done through the
language of health (Lambert 2001).

More flexible models of sexual healthcare incorporating physical symptoms as
well as their psychosocial context are called for. We would urge that programmes
that pay adequate attention to those other aspects of men’s sexual health concerns
will have a stronger likelihood of success is dealing with new ideas of safer sex;, use of
condoms and other messages relevant to the campaign against STIs and the spread
of HIV infection. Presentation of information about these ‘facts of sex life’ can be
effectively integrated with HIV/AIDS health promotion. From within the STD/HIV
paradigm we will be tempted to advocate communication strategies that would bring
men’s concepts of sexual health problems into a more realistic relationship with
biomedical facts about male physiological/sexual processes. The understanding of
normal psychosexual development may take some fears away about masturbation,
nocturnal emissions, and involuntary semen loss.

It is important not to dismiss the concerns about semen anxiety since mental health
forms an integral part of (sexual) health. We are at the initial stages of recognizing the
magnitude of mental ill-health, and starting to think about potential interventions
(Patel and Oomman 1999). Since common mental disorders in women have been
shown to be associated with poverty—not only in India (Patel et al. 1999) but also in
Britain (see the pioneering study by Brown and Harris 1978)—cultural expressions of
psychosocial distress and the implications of mental ill-health needs further exploration.

Notes

1. For the purpose of this chapter the terms STIs and STDs (sexually transmitted diseases) are
considered synonymously and used interchangeably.

2. The poverty line was defined as the per capita monthly expenditure of Rs 49 for rural areas
and Rs 57 for urban areas at 1973/74 prices. There are Rs 42 to 1 US §.

3. This refers to four of the thirteen un-divided districts. In 1992, the thirteen districts were
divided into thirty new districts.

4. This does mean that we under-sampled men living in larger households, and effectively under-
represented single men in the sample: they make up 56% of the de facto household sample,
whereas only 50% in the sample of individual respondents. However, since most results are
presented separately for single and married men, this does not greatly influence the results.

5. Not all freelists from the survey were entered, limiting the analysis to 50 per category
(urban/rural and married/single) in each district. Freelist are considered stable from 30 to
50 respondents.
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6. Following a pioneer study in rural Maharashtra showing the hidden burden of reproduc-
tive tract infections (RTIs), including STDs, in rural women (Bang et al. 1989), several
community-based studies of women’s reproductive ill-health showed high level of self-
reported vaginal discharge, which were interpreted as an indication of RTIs. Levels of
gynaecological problems were believed to be underestimated by self-reported symptoms
due to the culture of silent suffering among Indian women (Koenig et al. 1998). However,
there is very poor agreement between reported morbidity and clinically diagnosed STI/RTIs
(Hawkes et al. 1999), and now part of the aetiology of ‘medically unexplained’ vaginal
discharge is suggested to be a somatic idiom for depression and psychosocial distress (Patel
and Oomman 1999; Trollope-Kumar 1999).
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