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Preface

Some 12 years into the epidemic, and with an effective preventive vaccine or
therapy against HIV disease still to be found, it is appropriate to reflect on the
contribution of social and behavioural research to the development of
interventions for prevention. After over a decade’s work documenting HIV and
AIDS-related knowledge, attitudes and behaviour, social researchers have begun
to focus more closely on perceptions of sexual and drug-related safety and risk,
the factors that contribute to these, and the role of non-governmental and
community-based organizations in facilitating accurate risk assessment.

These issues were examined during three major conferences in 1994: the
annual conference of the British Sociological Association, the 2nd International
Conference on the BioPsycho-Social Aspects of AIDS, and the Xth International
Conference on AIDS. This book brings together key papers presented at each of
these conferences, documenting issues of focal concern to social researchers,
policy makers and health educators in the mid-1990s.

In addition to all who participated in these meetings, and who revised the
presentations they gave for inclusion in this book, we would like to thank Helen
Thomas for preparing the final manuscript for publication.

Peter Aggleton
Peter Davies
Graham Hart
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Chapter 1
Reputedly Effective Risk Reduction

Strategies and Gay Men
Marie-Ange Schiltz and Philippe Adam

The outbreak of AIDS has overwhelmed the entire gay world. The initial drop in
the frequency of ‘casual’ sexual encounters, first observed in France in our
second study in 1986 (Pollak and Schiltz, 1987), has been followed by the
development of various strategies that enable gay men to continue to have this
kind of sexual activity. Although the prevention message directed at gay men in
France has frequently emphasized ‘completely safe sex’—the systematic
protection of all practices with all partners'—there is evidence to suggest that
condom use and, in general, ‘safer sex’ are adopted to varying degrees. Our work
also points to the diversity of AIDS prevention strategies used by gay men that
go beyond simple condom use. These different options, whose underlying logic
and efficacy need to be better understood, appear to be correlated with the social
position of gay men in society as a whole as well as within the gay world itself.

For several reasons, our evaluation of these adaptations seeks to distance itself
from public health debates that are pervaded by the notion of relapse (Ekstrand
et al., 1989). This concept, lacking in nuance to begin with, validates behaviours
that are believed to constitute effective risk reduction practices and, conversely,
condemns behaviour statistically linked to a return to risk practices. It appears,
however, that any rigid distinction between ‘safe’ and ‘unsafe’ is over-simplified,
whether it concerns groups of individuals confronted by the risk of AIDS, or
time periods in the sexual career of an individual. This chapter analyses the ways
in which gay and bisexual men who claim to have adapted their lifestyle to the
risk of AIDS (and who are generally considered as practising HI'V prevention),
nevertheless report risking infection at least once during the year by not using a
condom with a partner of unknown or different HIV status. Given the
implications of this phenomenon for AIDS prevention, it is important for the
social sciences to take it into account. and, moreover, to try to explain it.

Until now, research on the factors influencing preventive behaviour has
limited itself to studies of the adoption of condom use and the rules of ‘safer
sex’. The absence of a link between information about AIDS and preventive
behaviour was an early finding in this field (Pollak et al.,1989). Furthermore,
Michael Pollak pointed out in the early years of our studies that certain factors
were highly correlated with the adoption of ‘safer sex’ by gay men; namely,
personal proximity to the epidemic, elevated social and professional status
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coupled with a social acceptance of being homosexual, and a high degree of
integration within the gay community (Pollak and Schiltz, 1987; Pollak, 1992).
Recent French research on the general population also suggests that a prior
awareness of risk is necessary for condom use (Spira et al., 1993).

The major difficulty encountered in studying this question arises from the fact
that even though much research tries to identify causal factors leading either to
the adoption of preventive behaviour or to risk taking, social and psychological
factors influence behaviour with respect to health and illness in a way that is
frequently complex and unclear (Adam and Herzlich, 1994). A unified
understanding of this problem thus remains to be developed, though attempts
have been made to do this: Calvez, for example, has applied a culturalist
approach to the problem of coping with risk (Douglas and Calvez, 1990).
Likewise, the idea of there having been a ‘rationalization’ of sexuality underpins
the work of Pollak from the end of the 1970s (Béjin and Pollak, 1977), an idea
that the threat of AIDS has considerably redefined.

Not only are the factors leading to the adoption of preventive behaviour
complex, but also the social sciences are relatively ill-equipped to explain risk
taking by individuals who simultaneously claim to have adopted an effective
strategy against the epidemic. This chapter is an initial attempt to explore these
issues. In order to do so, we first sought to find out how gay men described the
risks they took. The central question is thus: when an individual adopts a strategy
of risk management, what happens to his awareness of risk? Depending on the
strategy taken, a significant gap may exist between an individual’s perception of
risk and the actual risk as described by epidemiological criteria. Starting from
our observation that risk assessment is highly subjective, we examine the effect
that the belief in certain strategies can have on the individuals who follow them.

Specifically, we have chosen those individuals who have practiced
unprotected anal intercourse with their non-regular sexual partners. We then
examine their risk-management strategies to determine if they have under or
over-declared their risk taking. Indeed, putting a risk management strategy into
practice is not merely a method of reducing exposure to infection, it also strongly
influences the way that a person perceives his exposure to AIDS. This influence,
which we will analyse in detail, can be much stronger when a discourse
validating certain feelings or certain forms of behaviour, including ‘safer sex’,
accentuates its effects. In an effort to control AIDS, it is imperative to control the
potential effects of any kind of overly categorical social discourse. Before
developing these different points, we will briefly describe the study and the
methodology adopted.

Procedure and Methodology

This study constitutes one of the elements of the research programme established
by Michael Pollak. It analyses findings from a questionnaire survey conducted
every year since 1985 in the gay press. The questionnaire is concerned primarily
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with sexuality, and oriented to the specific issue of AIDS. In addition to questions
on sociodemographic characteristics (age, marital status, place of residence,
profession, level of education), other questions establish the nature of
respondents’ social relations and whether they are more homosexual or more
heterosexual. The principal objective of the survey is to identify the changes that
the AIDS has brought about in the sexual life and social lives of those surveyed.
The survey also identifies the behaviour and attitudes of the respondents vis-a-vis
their health, with particular attention to HIV status. Finally, several questions
access opinions about the status of gay and bisexual men and the social
repercussions of the epidemic.

Using the gay press to collect data is not a neutral technique to adopt. In
addition, having to return the questionnaire by post tends to bias the sample
towards the most motivated respondents. Nevertheless, this mechanism (which
constitutes a methodological and financial compromise), has permitted us to
recruit rapidly and repeatedly a large number of respondents. The following
analysis has been carried out using the 1991 and 1993 surveys in which 2000 and
3300 gay men, respectively, participated.

Although such a study cannot claim to be representative, the likely biases can
be identified. First, we can compare the socio-demographic characteristics of
those surveyed with statistics about single men in the same age group collected
from the national census (Pollak ez al., 1986). This comparison indicates that our
samples under-represent working-class individuals with limited education and
over-represent university-educated professionals. As far as geographical
distribution is concerned, our samples accurately represent the reference
population with a slight over-representation of the Paris metropolitan area and
also of areas containing fewer than 20,000 inhabitants. Thus, our study attracts
not only those who are likely to be the most open about their homosexuality, but
also those individuals living in smaller towns and in villages, who are more or
less isolated from the rest of the gay world.

Government statistical indicators are not, however, the only ones that structure
the gay population. Respondents’ age at first sexual experience is also an
indicator of potential bias in the sample. For the generation of men aged 25-45
years, our statistics coincide exactly with findings from the Analyse des
Comportements Sexuels en France (ACSF) (Bozon, 1993); a nationwide study
with a representative sample of 20, 055 men and women. On the other hand, the
youngest and the oldest members of our sample are sexually more precocious
than their counterparts in the general population. Our method of recruiting is
probably the cause of this difference. By using the gay press, we tend to select
respondents whose sexuality plays an important role in their lives. This over-
selection of the most sexually active men is that much greater as it concerns men
at the beginning and end of their sexual career; precisely those age groups where
the proportion of sexually inactive men is the highest.

Other indicators can also be taken into account. Relatively limited
participation in gay and AIDS organizations shows that our sample is not limited
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to a core group of activists. Finally, in comparison with other studies using quota
and snowball sampling techniques (Pollak and Schiltz, 1991), our respondents
report a lower degree of acceptance of homosexuality, both by themselves and by
others. The anonymity of the questionnaire and the absence of a face-to-face
interview enable us to collect information from people who might ordinarily refuse
to discuss their sexual preferences. Overall, it appears, as in other European
studies (Bochow et al, 1994), that a study using the gay press allows the
description of the behaviour not only of the most socially and sexually active
men, but also of bisexual and homosexual men who are reputedly more difficult
to reach. Even though these latter groups constitute a minority within our
sample, our study enables us to form hypotheses about them and to compare them
to other groups of gay men. Hence, our goal is not to try to establish precise
statistics concerning sexual behaviour. On the contrary, thanks to the large
number of respondents, we can distinguish different groups of gay and bisexual
men, each with different sexual practices and social characteristics. Our analysis
is thus concerned with comparison between these groups. This kind of
comparison also permits us to avoid the unanswerable question of whether those
surveyed are in fact truthfully reporting their sexual practices.

Another distinctive feature of the study is the fact that the survey is conducted
annually, thereby enabling the study of changes in behaviour. In order to make
comparisons between different years, we have to be certain of the socio-
demographic stability of our samples. Between 1985 and 1992, the magazine
Gai Pied published the questionnaire and, as a result, the population remained
extremely stable.> The disappearance of Gai Pied in 1993 forced us to modify
the means of distribution. Since then, we have included the questionnaires in six
gay magazines (All Man, La Lettre de Gai Pied, llico, Honcho, Lettres Gay,
Rebel). The choice of these periodicals originally reflected a desire to renew and
enlarge the group participating in the survey. In 1993, this renewal was
accomplished: 58.3 per cent of those responding did so for the first time (as
opposed to 45.5 per cent in 1991). Although one would have expected
considerable discontinuity in the 1993 sample, the socio-demographics of those
surveyed in 1993 are entirely comparable with the characteristics of the
preceding surveys, except that the 1993 population is younger, as was hoped (the
average age of the sample declined from 34.9 years in 1991 to 33.4 years in
1993). This stability is probably due to the fact that Gai Pied itself had a diverse
but progressively ageing readership. Thanks to the stability of the socio-
demographic structure, this annual cycle of observations provides an overview of
changes in sexual behaviour since our first study 10 years ago (Pollak and
Schiltz, 1991; Schiltz, 1993).

Strategies of Adaptation

In order to evaluate gay men’s reactions to the AIDS epidemic, we began by
asking if they had ever taken precautions to prevent infection since its beginning.
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In 1985, only 44 per cent of those surveyed declared that they had taken
preventive measures to avoid HIV infection; by 1988, however, this rate had
levelled off at over 80 per cent. To this group of men who have modified their
behaviour—the vast majority of the respondents—we must add in 1993 the 11.1
per cent who declare that they have always practised a form of ‘safer sex’. This
group generally consists of young men who began their sexual life after condom
use had become more or less the norm. In 1993, the increase in the percentage of
those who are ‘already safe’ is also due, at least in part, to a sample which is
simply younger. Thus, with the exception of a small minority (3.8 per cent) who
declare that they have not modified their sexual behavior in spite of the risk taken
—whether it be by choice or because of the difficulties inherent in such a change
—the risk of AIDS is now widely taken into account by gay men. The question
is then: how exactly have gay men modified their behaviour??

Condom Use

Condom use reflects a major adaptation to the risk of AIDS among gay men.
Since 1989, condom use has stabilized at a high level, with three-quarters of
those surveyed describing themselves as users (see Table 1.1). Statistics
concerning overall condom use mask variations in use that depend both on the
type of sexual practices and on the nature of the sexual partner. With casual or
non-regular partners, prudence is the rule. Not only do dangerous sexual
practices tend to be generally excluded, but when practised they are more
protected. This is as true for fellatio as it is for anal penetration.

Although only a minority of those surveyed use condoms for fellatio, the
percentages increase slightly for non-regular partners: more than a third of those
surveyed use a condom ‘sometimes’ or ‘always’ for oral-genital contact.
Likewise, fellatio without ejaculation is becoming more common. With casual
partners, 83.9 per cent of those surveyed in 1991 and 87.7 per cent in 1993
systematically avoid receiving semen in the mouth.

We note not only that 25.8 per cent in 1991 and 18.7 per cent in 1993 of the
respondents avoided anal penetration altogether, but those continuing to practice
it protect themselves more (see Table 1.2). Thus in 1993, 81.5 per cent of those
responding have either abandoned penetration (18.7 per cent) or use condoms
during every act with a casual partner (63.8 per cent). The global figure falls to
47.6 per cent in relationships with a regular partner. Between 1991 and 1993 we
note that the difference in protection with non-regular and with regular partners

Table 1.1 Condom use*

Year 1985 1986 1987 1988 1989 1990 1991 1992 1983

Sample size 992 1189 1225 1500 1497 1997 1994 893 3275
Total use (%) 56 35.1 584 614 765 744 740 736 769
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Table 1.2 Nature and protection of sexual practices

Regular partner Non-regular partner(s)
Year 1991 1993 1991 1993
(%) (%) {%) (%)
Fellatio
number 1366 1793 1504 2398
no fellatio 1.8 1.7 6.3 3.4
always protected 6.6 54 13.2 128
sometimes protected 105 7.4 229 26.5
never protected 81.1 856 57.6 57.3
¥x?=125 p<0.01 x?=22.1 p<0.01
Ejaculation in the mouth
number 1427 1897 1546 2489
no fellatio 1.7 1.6 6.1 33
never 72.8 72.4 83.9 87.7
sometimes 21.2 21.9 8.5 8.1
always 43 41 15 1.0
x?=ns p>0.08 x?=21.6 p<0.01
Anal penetration
number 1418 1869 1517 2463
no penetration 125 106 258 18.7
always protected 37.2 37.0 529 63.8
sometimes protected 12.7 99 1.5 96
never protected 37.7 425 9.8 7.9
x2=128 p<0.01 x%=478 p<0.01

becomes more pronounced. The preceding description shows that there exists a
diversity of condom use. It is important not only to understand the logic behind
these variations, but also to recognize that condom use is not the only risk
management strategy adopted.

In order to examine these other strategies, we asked respondents to
characterize the behaviour they had adopted for coping with the risk of AIDS by
choosing from among a number of possibilities.® Although a small number of
men indicated no chosen method of prevention,’ the responses of the rest of the
respondents enable us to identify the different risk-management strategies
adopted by gay men. In addition to what we call the category of ‘maintaining
risky behaviour’ (strategy 0), which groups together those who declare
themselves unable or unwilling to modify their sexual practices despite the risks,
three major types of strategies appear in the pattern of responses.

First, some individuals believe that they can reduce their exposure to infection
by applying what we call the ‘selection and avoidance’ strategy (strategy 1).
These individuals reduce their number of partners, choose their partners by



RISK REDUCTION STRATEGIES AND GAY MEN 7

Table 1.3 Coping or avoidance strategies

Year 1991 1993
(%) (%)

Number 1994 3275
no strategy 52 16
maintenance of risky behaviour (0) 57 38
selectionist strategy (1) 8.3 8.1
shared responsibility strategy: fidelity (2a) 57 7.3
shared responsibility strategy: open couple (2b) 39 6.2
protectionist strategy (3) 71.2 729

12=84.9; p=>0.01

appearance, avoid allegedly dangerous pick-up spots, and even seek regular
relationships. Second, over the years, a strategy based on ‘shared responsibility’
(strategy 2) has developed. Under this rubric we place both those men who have
a monogamous relationship (strategy 2a) and those who have decided to have
unprotected sex with their stable partner following an agreement systematically
to protect themselves during ‘extra-conjugal’ relations (strategy 2b, henceforth
referred to as the ‘shared responsibility within an open couple’ strategy). Finally,
the ‘protectionist strategy’ (strategy 3) groups together those gay men who have
opted for ‘safer sex’; in other words, either systematically protected sex or the
abandonment of the most dangerous practices.

Presented in this way, the different strategies appear independent This is not,
however, always the case: different individuals often report a pattern of
behaviour that combines elements belonging to different options. Confronted
with this situation, we have created a hierarchy among the different practices,
ordered by inclusion: strategy 3 can include strategy 2, which can include
strategy 1. This hierarchy reflects the level of protection afforded by each
strategy according to ‘objective’ criteria relating to the risk of infection. When an
individual reports using several strategies, it is always the most effective strategy
that takes precedence, unless he admits to maintaining risky behaviour. In that
case, continuing to live at risk excludes any other declaration. Thus, the adoption
of protective measures takes precedence over prevention based on shared
responsibility. The reduction of situations of exposure (‘selection and
avoidance’) is cited as the adopted strategy only in the absence of any other. Hence,
a respondent with a monogamous relationship who systematically practices
‘safer sex” will be classified as having a ‘protectionist’ strategy. On the other
hand, someone who takes only protective measures for sexual relations outside
of his regular relationship and who has, moreover, reduced the number of
partners is classified as having a strategy of shared responsibility. This
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classification enables us to determine the relative importance of the different
strategies adopted by gay men confronting the risks of AIDS.

It is apparent from Table 1.3 that the vast majority of gay men (72.9 per cent
in 1993) have opted for a ‘protectionist’ strategy. As we have seen, abandoning
penetration is an option chosen only by a minority of men within this group. It is
thus the systematic use of condoms that best describes the preventive measures
taken. ‘Shared responsibility’ has been adopted by 13.6 per cent of the gay men
surveyed.® Finally, despite the prevention campaigns, a minority of men (8.1 per
cent) have opted for a strategy based on ‘selection and avoidance’.’ Table 1.3
also illustrates significant changes in strategies between 1991 and 1993. While
the number of men who follow a strategy of ‘selection and avoidance’ remains
stable, there is a reduction in the number of men who state that they have ‘no
strategy’ or who ‘maintain risks’. Over the same period, there is a large increase
among those subscribing to the strategy of ‘shared responsibility within a
couple’.!” It is possible to describe those reporting different strategies as
‘clusters’, each of which has particular social characteristics linked either to their
position in society as a whole, or within the gay world. The cluster of men who
maintain risky behaviour is composed mainly of bisexual men who have had
multiple female partners during the year, and gay men of relatively limited
education and socio-economic standing. In their responses to our survey, they
talk of their powerlessness to change their sexual habits, whether it be with non-
regular or with regular partners.

The cluster of men who follow a ‘selectionist’ strategy and seek to avoid those
sexual encounters considered to be at highest risk, is mainly composed of gay
men who live comparatively marginalized lives with respect to the rest of the gay
community. To the extent that when they go to gay pick-up spots, they do so
secretly. Their socioeconomic standing and level of education also tend to be
lower than other groups. As a result of being seen as too old or too young, they
may be experiencing a period of difficulty in their sexual career. They also tend
to participate more than others in a heterosexual lifestyle. This set of factors thus
adds up to a marginalization of these men from the gay world. In addition, we
observe both that these men have sex infrequently and that the epidemic does not
touch their day to day lives. To sum up, with respect to the gay world in which
they participate, but also due to their unfavourable status in society as a whole,
they suffer from multiple marginalization. This is due to social (low socio-
economic standing, limited education), geographic (distance from a gay social
centre), as well as sexual (they are too old or too young, bisexual, or involved in
a heterosexual lifestyle), and emotional (tenuous social relationships, the
influence of a heterosexual social milieu— female partners or dependence on a
family—that disapproves of homosexuality) factors.

A third cluster of men are those whom we call the ‘pure protectionists’.
Generally 35-45 years old, these men systematically protect themselves at every
sexual encounter, without, however, otherwise modifying their sexual practices
or their lifestyles, which are often characterized by a large number of partners.
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They themselves have personally felt the effects of the epidemic (friends and
lovers who are HIV positive, sick, or dead) and those forming part of a couple
are, more often than for other groups of gay men, HIV positive with a history of
sexually transmitted infection. For those who live alone, the epidemic is
primarily experienced through their sexual partners.

The strategy of ‘shared responsibility’ is adopted by two relatively distinct
groups of men. One group is composed of those who have resorted to fidelity as
a means of maintaining a sex life without the constraint of ‘safer sex’ (these
individuals report regular unprotected anal intercourse). This group is clearly
distinguished from another set of gay men who live as couples, but are not
monogamous and protect themselves only in their non-regular encounters. The
latter group is composed mostly of upper-middle-class gay men. Among gay
men in general, it is this latter group who puts into practise the most complex
strategies of risk management. They adapt to the risk of AIDS by modifying both
their lifestyle and their sexual behaviour. They have a limited number of partners,
and with their non-regular partners they have modified their sexual practices.
More often than for any other group they have abandoned penetration; for
fellatio they use condoms and avoid ejaculation in the mouth.

Risk Evaluation

Having described these risk-management strategies, we can go on to obtain a broad
overview of the risks associated with each of them in terms of becoming infected
or infecting someone else. Overall, a significant number of gay men continue to
expose themselves to risk. When we combine the minority of men who have
chosen a ‘selection and avoidance’ strategy,'' those who maintain risky
behaviour,!? and finally, those with ‘no declared strategy’, we estimate that 19
per cent in 1991 and 14 per cent in 1993 are situated in a ‘risk zone’. For the
remaining gay men, those who state having a ‘protectionist’ or ‘shared
responsibility’ strategy, we must examine more closely the coherence of their
chosen strategy and, as we shall see, a number of indicators attest to their
continued exposure to risk.'*

Any evaluation of such risk must take into account anal penetration.'> Unlike
heterosexual sex, where vaginal penetration is almost universally practised (Spira
et al., 1993), not all homosexual contact includes anal intercourse. Nevertheless,
the men in our survey remain very attached to this form of sexual activity: only
about 10 per cent of them have abandoned penetration with their regular partners
and only about one quarter with their non-regular partners. Hence, we believe
that the most reliable index of risk is based on an evaluation of the practice of
unprotected anal penetration with a partner of different or unknown HIV status,
henceforth called unsafe sex (pénétration a risque). Clearly, discordant HIV
status is not only possible in such circumstances,'® but may have profound
implications for the participants.
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Having chosen to limit ourselves to the study of non-regular encounters, we
have proceeded in two different ways to evaluate the exposure to risk. The first is
based on ‘objective’ indicators provided by responents’ detailed descriptions of
their sexual practices with non-regular partners. The second is more ‘subjective’
since it is based on each respondent’s own evaluation of the risks incurred. Each
time that a respondent has reported practising penetration that was not
systematically protected with a non-regular partner, we say that he has risked
infection. Indeed, in the context of non-regular encounters, the participants are
usually unable to take advantage of any reliable knowledge of their partner’s HIV
status. Based on this first criterion, it appears that 21.3 per cent in 1991 and 17.5
per cent in 1993 who engage in casual sex continue to take major risks. This
indicator is illustrated in Table 1.2: ‘penetration protected occasionally or never
with casual partners’.

We have, in addition, asked those surveyed if they have engaged in
unprotected anal penetration at least once with a casual partner whose HIV status
was unknown. The question was thus approached directly and the answer left to
the judgement of those surveyed. Their responses provide a second indicator of
risk: 16.6 per cent of the 1991 respondents and 14.6 per cent of the 1993
respondents claim to have had anal intercourse with a non-regular partner of
unknown or different HIV status, regardless of their practices with their stable
partner.'” If we compare these two indicators of risk, they do not match exactly.
The rate of reported unsafe sex (pénétration a risque) declared for the latter
index (16.6 per centin 1991 and 14.6 per cent in 1993) is markedly lower than what
the first index would lead us to believe. (Indeed, 21.3 per cent of sexually active
respondents in 1991, and 17.5 per cent of sexually active respondents in 1993
indicate that they have engaged in anal intercourse ‘occasionally’ or ‘never’
protected with non-regular partners.)

That this latter index is lower would imply that in responding to the question
‘In the last 12 months, have you engaged in unprotected anal penetration at least
once with a (casual) partner whose HIV status you did not know or whose HIV
status was different from your own?’, the respondents failed to report accurately
their history of unprotected anal intercourse. Therefore, not all unprotected anal
penetration with casual partners is considered risky by those surveyed. In this
context, the formulation of this question has evidently given rise to inconsistent
answers. It turns out that the differences between the estimation of risk based on
unsystematic protection on the one hand, and the declarations of risk by gay and
bisexual men on the other vary even more when we consider specific groups of
gay men. Thus, in other words, the men surveyed do not all demonstrate the
same degree of risk awareness. As we sought to best understand the factors that
could induce these differences in the perception of risk, it appeared to us that the
declared strategies played a determining role.
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Risk Awareness and Reported Strategies

In order to determine if those surveyed have a tendency to over-declare or to
under-declare the risk of infection they have incurred, we used two different
procedures. First, we examined a population of individuals who exposed
themselves to a comparable risk, in order to determine if these men had an
identical awareness of risk or if there existed a disparity in their attitudes.
Second, we compared sub-groups of individuals who had been exposed to
differential risk and determined the way in which these men perceived that
difference. Our starting hypothesis was that the level of awareness of risk of gay
men varies as a function of the strategies of adaptation to the epidemic to which
they subscribe.

Comparable level of exposure to risk and corresponding
variability in the awareness of risk

We first compare the level of risk declaration by individuals who have opted for
different strategies, but whom the analysis has shown to have comparable
exposure to risk. In order to do this, we have eliminated those men who have
considerably reduced their objective exposure to risk; namely, those who are
sexually inactive, those who do not practise penetration, those who always use a
condom, and those who have been in a monogamous relationship and have had
only one partner all year.'® Those men retained in the analysis (n=573 out of a
total of 2670) are those who are sexually active outside of a primary relationship;
in other words, 21.5 per cent of the total. All of them 'irregularly' or 'never' use
condoms during anal intercourse with non-regular partners thus exposing
themselves to that risk of infection. Although certain among them may claim to
have a 'shared responsibility' (Strategy 2b most often) or 'protectionist' strategy,
it is not strictly applied. Significant differences appear between those who
declare a strategy of risk management and those who do not.

We know that risk increases with the number of partners, (Schiltz, 1993). We
note, however, that the variations in Table 1.4 are not simply the result of the
number of partners for the different groups. Indeed, although the 'selectionists’
generally have fewer partners than the practitioners of 'safer sex', it is the
'selectionists' who report a greater risk exposure. Furthermore, it appears that
within each strategy, the rates of declaration of risk grow as a function of the
number of partners, but the global differences between them remain the same.
Indeed, for the same number of partners, it is always those following a couple-
based strategy who report the lowest risk and those following a 'selectionist’
strategy who report the highest. The 'protectionist' strategy occupies a place
between these two extremes.

In order to interpret Table 1.4, we use the incidence of unsafe sex
(pénétration a risque) for those maintaining risk behaviour (i.e. 69.8 per cent) as
a baseline. From this reference point, we observe that the ‘protectionists’ and



12 MARIE-ANGE SCHILTZ AND PHILIPPE ADAM

Table 1.4 Rate of declaration of at least one act of unprotected anal penetration with a
non-regular partner of unknown or different HIV status by men who practice penetration
that is 'irregularly’ or 'never' protected with casual partners, according to the strategy
they claim to follow

Strategy no declared risk declared risk
(%) (%)

number n=179 n=220 number
maintenance of risk 30.2 69.8 n=53
selectionist strategy 333 66.7 n=75
shared responsibility 70.2 298 n=47
protectionist strategy 475 525 n=221

x’=23.9 p<0.01

those who have adopted the ‘shared responsibility’ strategy underestimate the
risk incurred (their rates being 52.5 per cent and 29.8 per cent respectively). Our
sample size is too small to pursue a more in-depth statistical analysis. It appears,
nevertheless, that the strategy based on ‘conjugal’ fidelity leads to a more
pronounced under-estimation of risk than the strategy of protection for extra-
conjugal relations.

The preceding remarks show that for some gay men, subscribing to a
‘protectionist’ or ‘shared responsibility’ strategy, albeit not strictly applied, is
a’myth of reality maintenance’ (Berger and Luckmann, 1967) in as much as it
leads to an under-estimation of risk. The normative validation of ‘safer sex’
among gay men undoubtedly contributes to imposing a model of safer
relationships. This validation, like the belief in ‘conjugal’ fidelity, can
nevertheless have a detrimental effect by inordinately reassuring those who
evidently do expose themselves to the risk of infection.

In 1993, ‘selectionists’ reporting of risk is statistically indistinguishable from
those who acknowledge maintaining risks (66.7 per cent versus 69.8 per cent).
Research has repeatedly indicated that some gay men were employing strategies
which they believed effective, but were completely ineffective from an
epidemiological point of view. Several findings lead us to believe that the
‘selection and avoidance’ strategy has lost credibility over the last few years. We
know that there exist both ‘pure selectionists’ as well as individuals who employ
either the ‘shared responsibility’ or ‘protectionist’ strategies while at the same
time ‘selecting’ their partners and avoiding certain pick up spots.!” When we do
an overall analysis of these different groups—the results of which appear in
Table 1.5—we note that between 1991 and 1993, the proportion of men who
follow the ‘selection and avoidance’ strategy, be it exclusively or in combination
with other strategies, diminishes significantly.?

Table 1.5 illustrates, however, that the drop in the number of men who employ
the ‘selection and avoidance’ strategy is significantly greater among those who
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Table 1.5 Evolution of the possible choices of selection and avoidance in the different risk
management strategies

Year 1991 1993
number n=1994 n=3275
share share
responsi- protect responsi-  protect
select (%) bility (%) (%) select (%) bility (%) (%}
reduce the number of partners  54.8 557 46.5 417 21.4 21.0
choice of partners 494 284 40.0 429 126 18.0
abandon certain pick-up spots  31.5 349 245 229 124 135
seek a stable relationship 48.2 42.2 47.4 62.8 205 27.1

also follow a more effective strategy.?! We can thus conclude that the ‘selection
and avoidance’ strategy has lost credibility for those men who know how to
manage risk. Pure selectionists base their method of HIV prevention on the
avoidance of allegedly risky situations, and in particular, HIV positive partners.
Nevertheless, they are more readily disposed to seek information from partners
that will allow them to identify someone who is HIV positive (24.4 per cent
versus 16.1 per cent for the survey population as a whole). This may be evidence
of a certain uneasiness on the part of those men who, though seeking to cope
with the epidemic by avoiding HIV-positive partners, do not have confidence in
their own criteria for recognition. The ‘pure selectionists’, who are generally
characterized (by limited social resources and marginality from the rest of the
gay world, are far from unconcerned by the risks their lifestyle incurs
(Table 1.4). They may maintain this strategy because of an incapacity to
otherwise cope with risk. As we will see, we encounter a similar phenomenon
when we study the case of men who only rarely use a condom despite continued
exposure to risk.

Variability of awareness of risk according to the more or less
systematic protection of anal intercourse

We have shown that individuals in situations of comparable risk interpret their
situations in different ways. It may likewise be the case that interpretation of
situations of increasing risk does not systematically correspond to risk defined
from an epidemiological standpoint. In other words, it may be that greater
exposure to infection does not necessarily translate into a greater sense of risk. In
order to explore this phenomenon, we have chosen to focus on the use of
condoms by men practising anal penetration with non-regular partners. If the
reports of risk objectively describe the exposure to risk, those practising
penetration that is ‘always protected’ should declare less risk than those for
whom penetration is only ‘occasionally protected’, which group should,
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Table 1.6 Percentage of those surveyed who declare unprotected penetration at least once
with casual partner(s) unknown or different HIV status, according to the degree of
protection

Year 1991 1993

(%) (%)
number 1602 2385
no penetration 54 2.7
penetration, always protected 159 13.5
penetration, rarely protected 64.0 69.3
penetration, never protected 439 323

likewise, declare less risk than those practising penetration that is ‘never
protected.’

Table 1.6 shows, however, that reports of unsafe sex (pénétration a risque) is
at its maximum for gay men who practise ‘rarely protected’ penetration and not
for those who never protect themselves. It appears that instead of enjoying a
sense of increased security, the group of occasional condom users has a more
acute sense of risk.

The ACSF study of the general population has also shown that occasional
condom users experience a greater awareness of danger than others (Spira et al.,
1993). The authors explain this by the fact that condom use is the result of a
prior sense of increased risk. We think that the occasional use of a condom may
likewise have an effect on the individual’s awareness of risk. When such use is
irregular, it introduces a notion of risk in the sexual life of the person concerned:
not only must he make a decision about whether to protect himself each time he
has sex, but the condom itself may act as a physical reminder of the risk of AIDS.

In order to better understand this phenomenon, one may characterize the group
of sometime condom users by their strategic behaviour. The majority of these
men maintain risks or claim to be ‘selectionists’. Even though they are condom
users, these men have not made condom use a point of reference for their sexual
practices. Their cognitive universe has not been reorganized around a belief in
the effectiveness of this method of risk management. As a result, the individuals
experience a ‘loss of bearings’ and henceforth an increased perception of risk.

Conclusions

At the end of this analysis, it is clear that gay men have massively adopted ‘safer
sex’. We observe, however, that some men, frequently those who are socially
disadvantaged in some way, maintain risky behaviour or employ ineffective
strategies. Far from being ‘unconcerned’, these men experience difficulties due
to their lack of social resources and to their limited ‘homosexual competence’.
The task of prevention cannot be limited to encouraging condom use alone. As
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AIDS is a problem that has no short term solution, we should concern ourselves
henceforth with improving the quality of life of these men. Support from society
as a whole, an acceptance of self, and a sense of well-being may appear to be too
abstract as the basis for a policy of AIDS prevention; all the same, they do lead
to better risk management.

In order to make prevention more effective, it is also necessary to move
beyond the promotion of a single model of ‘safer sex’. The adaptations induced
by the risk of AIDS are more complex than might be presupposed by a’safer sex’
dogma that advocates systematic protection for all practices and for all partners.
By no means are all of these adaptations ineffective. If the large majority of gay
men have opted for the ‘protectionist’ strategy (72.9 per cent in 1993), a strategy
of ‘shared responsibility’ in the context of a regular relationship has nevertheless
been adopted by 13.6 per cent of those surveyed. Of this latter group of men, 7.3
per cent declare themselves to be monogamous and the rest (6.3 per cent) have
chosen a strategy of ‘shared responsibility in an open couple’. Between 1991 and
1993, we note an increase in the couple-based strategies that rely on the use of
the HIV test. Rather than ignoring the existence of this diversity of approaches,
prevention campaigns should take them into account. The point is to help gay
men to adopt and improve the method of risk management that best corresponds
to their lifestyle. This is all the more urgent as the objective of zero risk appears
today to be unattainable.

Indeed, given the non-negligible rate of unsafe sex (pénétration a risque), that
characterizes the ‘sexual market’, zero risk remains a Utopian goal. This
difficulty does not uniquely concern those individuals whose behaviour remains
unchanged in spite of the epidemic. It likewise applies, albeit to a lesser degree,
to those who claim to subscribe to effective strategies. The idea of relapse is
inadequate to explain this phenomenon: we know that events labelled as ‘risky’
and ‘risk free’ do not necessarily correspond to successive periods in time, but
may exist simultaneously in a larger time frame. One of the central questions
that has informed our analysis is to know how gay men themselves account for
this phenomenon. We can clearly distinguish two poles of opinion.

Those individuals who adopt strategies that are epidemiologically ineffective,
such as ‘selection and avoidance’, are not fooled by their own behaviour. On the
contrary, they have a stronger awareness of risk than other gay men. The second
pole, on the other hand, is composed of individuals who follow reputedly
effective strategies (whether they be ‘protectionist’ or ‘shared responsibility’),
but who have engaged in unsafe sex (pénétration a risque) as a result of a lax
application of their chosen strategy. We observe, in their case, that these men
have a tendency to under-report their risk of infection. One may think that this
minimization of risk constitutes a form of adaptation to the epidemic: gay men
are not limiting themselves merely to applying technical rules to avoid infection,
they are attempting to maintain their participation in the ‘sexual market’, and at
the same time attempt to reduce their sense of danger. This minimization results
from a belief in the effectiveness of a strategy that they have adopted and relies
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on some type of ‘myth of reality maintenance’ (Berger and Luckmann, 1967).
The fact that some gay men have confidence in the couple as a means of
protection has certainly led to the credibility of the ‘shared responsibility’
strategies. We have shown, however, that certain ‘myths of reality maintenance’
seem to come into play and at the same time distort the guidelines of ‘safer sex’.
The fact that some gay men consider themselves to be safe—although this is not
always the case—allows them to under-estimate the risks they actually take.
Hence, the normative validation of ‘safer sex’ can, for some groups of gay men,
produce entirely unexpected effects.

The reality perceived by individuals is thus not objective fact; on the contrary,
as Berger and Luckman had stressed (1967), it is a social construction founded
upon the ideology and the beliefs shared by the members of a certain social
group.”? Prevention campaigns should take this phenomenon into account and
incorporate into their methods of communication the manner in which different
subpopulations of gay and bisexual men perceive the risk of AIDS. Those men who
are the most worried about AIDS must be reassured and reconciled with their own
sexuality in the context of the safer-sex model. Moreover, it is necessary to
encourage those men unduly confident in safer-sex or in a couple-based strategy
to be more prudent in their actions.
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Notes

1 This method of risk management has been advocated by the AIDS prevention
community as the means of dealing with the epidemic that is best suited to gay
men.

2 Founded in 1979, this publication had a dominant position in the gay press up until
its closure in 1992.

3 Just over two per cent of respondents had no sexual partners during the year. We
categorize these men as ‘sexually inactive’ and excluded them from the analysis.

4 The percentage in parenthesis indicates the result of an open question from the
1985 questionnaire. It is thus difficult to compare this result with the other statistics
in the table.

5 As far as fellatio is concerned, those responsible for prevention in France
encourage condom use in general and recommend against ejaculation in the mouth
without a condom.

6 Multiple choice responses came from the following list: (1) I have reduced the
number of my sexual partners (2) I choose my partners cautiously, based on their
appearance; (3) I have given up certain pick-up spots; (4) I practise safe-sex; (5) I
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limit myself to mutual masturbation and caresses; (6) I'm looking for a stable
relationship; (7) My partner and I have a monogamous relationship; (8) I practise
safe-sex outside of my stable relationship.

5.2 per cent in 1991 and 1.6 per cent in 1993.

’Conjugal fidelity’ has been adopted as a risk management strategy by 7.3 per cent
of those surveyed, or 240 people; ‘shared responsibility in an open couple’ has
been adopted by 6.3 per cent of the respondents or 204 people.

By way of comparison, in the heterosexual French population ‘partner selection’ is
the predominant way of coping with the risk of AIDS (Spira et al., 1993). In this
population, however, the number of HIV positive individuals is comparatively low.
In 1993, 17% of our respondents were HIV positive. Taking an HIV test is very
common in France: 81.4% of respondents had taken the HIV test at least once
(Schiltz and Adam, 1995).

This increase is not due to the fact that the population is younger. For those under
25 years of age, the percentage following a ‘shared responsibility’ strategy
increases from 9.6% to 14% from 1991 to 1993. For those over 25, this percentage
increases from 9.3% to 13,5%. Thus, over this period, the statistical difference
remains constant for those over and under 25.

8.3 per cent in 1991 and 8.1 per cent in 1993.

5.7 per cent in 1991 and 3.8 per cent in 1993.

5.2 per cent in 1991 and 1.6 per centin 1993.

Among men who declare themselves monogamous, we find 5 per cent of those who
practise penetration with non-regular partners that is ‘occasionally’ or ‘never’
protected. This percentage is 10 per cent for those who follow a ‘protectionist’
strategy, and 18 per cent for those who follow a strategy of protection for ‘extra-
conjugal’ encounters.

In France, fellatio is also considered to be a practice that theoretically carries a risk
of infection, though the risk may be very small. For study purposes, we prefer to
consider only the principal risk practice, anal penetration.

Approximately 17 per cent of our respondents are HIV positive.

Our observations indicate, furthermore, that 10.2 per cent of the respondents in
1992 and 9.2 per cent in 1993 have had ‘unprotected anal intercourse’ at least once
with a regular partner of unknown or different HIV-status, whether or not it be only
with this person. This problem, which merits further attention, will not be discussed
further here.

Given that we are interested in non-regular encounters, those individuals we
classify as sexually inactive and those in a couple declaring only one partner in the
year are henceforth excluded from the analysis.

The different elements making up the ‘selection and avoidance’ strategy are:
reduction of the number of partners, avoiding certain pick-up spots, choosing
partners on the basis of appear ance, or looking for a stable relationship as a way to
avoid AIDS.

For our entire sample.

In 1991, 31.5 per cent of the ‘selectionists’ had abandoned certain gay pick-up
spots; in 1993, this figure fell to 22.9 per cent. The same drop can be found among
the respondents employing a ‘shared responsibility’ strategy (34.9 per cent versus
12.4 per cent) or a ‘protectionist’ strategy (24.5 per cent versus 13.5 per cent).
These reductions can be found for all the elements of the ‘selectionist’ strategy.
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22 These results, which indicate on effect of the adopted strategy on the level of
awareness of risk, cannot however be applied identically to all gay men. Our data,
show that HIV-positive gay men have an awareness of risk considerably more
acute than their HIV negative brethren. In a sense, they themselves ‘embody’ an
awareness of risk in that they apply the criteria of public health to evaluate their own
level of exposure to risk. One may hypothesize that being HIV positive is, in
general, a sufficiently dramatic experience to destroy any unfounded belief in the
effectiveness of a strategy of protection (Schiltz and Adam, 1995).
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Chapter 2
HIV-Related Discrimination in Medical
Teaching Texts
Catherine Waldby, Susan Kippax and June Crawford

Investigations into the phenomenon of HIV-related discrimination often observe
that it seems to reach its greatest intensity within medical institutions and in the
practice of health care professionals. Gostin (1992) in his survey of HIV-related
discrimination litigation in the US, maintains that other sites of discrimination, in
education and the workplace for example, have witnessed a lessening of
discriminatory practice as the epidemic progresses, and that ‘complaints about
discrimination in health care, nursing, and social services have predominated in
recent years’ (Gostin 1992:159). The New South Wales Anti-Discrimination
Board Report on AIDS-related discrimination similarly notes that discrimination
is ‘most consistently and extensively reported in [the area] of health care’ both in
Australia and internationally, and is documented in the services of ‘general
practitioners, hospitals, surgeons, dentists, and allied health professionals’ (NSW
Anti-Discrimination Board, 1992:30).

In spite of this intensification of discriminatory practices at medical sites,
medical knowledge itself tends to be posed as the antidote to, or opposite of,
discriminatory ideas in the social science and policy literature that documents
HIV-related discrimination. The Anti-Discrimination Board’s report cited above
provides a good example of this assumption, when it states,

Surveys of the attitudes of health care professionals suggest a high level of
anxiety about HIV and AIDS, and of discomfort about the people with
whom the disease is most identified, and a preparedness to discriminate in
ways which conflict...with scientific knowledge about the disease.

(NSW Anti-Discrimination Board, 1992:30)

This exemption of medical knowledge from suspicion within the discriminatory
model of power relationships seems rather unsatisfactory in the light of a
growing literature which demonstrates that medical discourse is implicated in
complex ways in the maintenance of HIV-related discriminatory practices. The
work of Epstein (1988), Treichler (1988), Patton (1990), Bolton (1992) and
Oppenheimer (1992), for example, all trace the process of the social construction
of the disease ‘AIDS’ and the extent to which medical science relied upon
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unexamined, and often moralistic, ideas about homosexuality and other kinds of
sexual and racial difference in order to make sense of the disease HIV/AIDS.

In order to consider further the relationship between discriminatory practice
and medical knowledge, this chapter examines the representation of HIV/AIDS
in medical teaching texts currently used in medical degree courses at two
universities in Sydney, Australia. The nine textbooks examined here are used
primarily in third and fourth year undergraduate medical courses, in the areas of
immunology and the microbiology of infectious diseases, where HIV/ AIDS is
primarily located in the medical curriculum.

The representation of HIV/AIDS in medical textbooks can be considered to
inform our study of two things. First, it simply indicates the nature of the
knowledge of HIV/AIDS at the disposal of the present generation of internists
and novice doctors. Beyond its immediate pedagogic circulation, however,
textbook representations serve as a more general guide to the current consensus
of understanding about HIV/AIDS within the biomedical pro fessions. As Fleck
(1979) points out in his discussion of the relationship between journal science
and textbook science, the textbook presents its material as proven factual
knowledge, as the introduction to the novice of what is considered to be
established and no longer open to significant question. For this reason textbooks
can be read as indicative of professional consensus, the knowledge of HIV/AIDS
which is not considered to be disputable. While we cannot verify that any
individual doctor or paramedical professional will have such knowledge at their
immediate disposal, nevertheless it forms the generally circulating body of
knowledge and assumptions that health care workers can draw upon.

These textbooks have been investigated for two levels of discriminatory
discourse. The first is an explicit level, the use of overtly discriminatory
language and concepts in relation to people associated with HIV/AIDS in some
way. The second is an implicit or systemic level of discourse, where certain
aspects of the conceptualization of HIV/AIDS feed into discriminatory ideas.

It is important to note that in developing a critique of this medical discourse
we do not wish to suggest that the bio-medical account is wrong or illusory. It is
possible to consider this account as accurate in certain ways, but to nevertheless
critically investigate its assumptions and the unacknowledged metaphoric systems
through which it is thought. As Treichler points out, bio medical science, like all
forms of popular and esoteric knowledge, must use the imprecise medium of
language to construct its systems of thought about the world, and this reliance in
turn blurs the claims of ‘facts’ to be only things-in-themselves, which language
simply describes. She writes,

The nature of the relationship between language and reality is highly
problematic; and AIDS is not merely an invented label, provided to us by
science...for a clear-cut disease entity caused by a virus. Rather, the very
nature of AIDS is constructed through language and in particular through
the discourses of medicine and science; this construction is ‘true’ or ‘real’
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only in certain specific ways—for example insofar as it successfully guides
research or facilitates clinical control over the illness. The name AIDS in
part constructs the disease and helps make it intelligible. We cannot
therefore look ‘through’ language to determine what AIDS ‘really’ is.
Rather we must explore the site where such determinations really occur
and intervene at the point where meaning is created: in language.
(Treichler, 1988:31)

This dependence of biomedical science on language is significant because the
metaphoric systems and narratives used to represent HIV/AIDS scientifically are
what links these representations to the broader culture’s ideas about AIDS. While
bio-medicine understands its ideas about HIV/AIDS to be derived purely from the
factual reality of the disease, the following analysis will investigate certain
points of continuity between these ideas and more general discriminatory ideas
about HIV/AIDS.

Explicit Discriminatory Language

In all the textbooks examined, the sections on AIDS epidemiology contained the
most explicit discriminatory language. The reasons for this are complex but
derive in the first instance from epidemiology’s conceptual reliance on
categories of people to explain infectious processes. Oppenheimer (1992), in his
history of AIDS epidemiology, relates that early in the US epidemic the Center
for Disease Control justified its nomination of homosexual men, Haitians and
haemophiliacs as ‘high-risk groups’ for AIDS on the basis that ‘classification of
individuals is intrinsic to any epidemiological investigation’ (Oppenheimer,
1992:61). Other medical disciplines are less likely to display explicitly
discriminatory language because they deal only with body parts or processes, but
epidemiology deals with the more political question of the classification and
social behaviour of populations.

While it may be arguable whether the act of nomination of any particular
social group as a ‘risk-group’ is in itself an act of discrimination, we have
restricted ourselves here to a description of instances where the textbooks’
designations of these categories exceeded neutral terminology and take on a
punitive colouring. So, for example, only two of the texts examined, Fauci and
Lane in Wilson et al. (1991) and Wodak and Gold in Richmond and Wakefield
(1989) used the term ‘intravenous drug users’ rather than ‘intravenous drug
abusers’ or ‘drug addicts’ when discussing HIV transmission through needle
sharing.

Gay men are not so uniformly described in discriminatory terms but there are
nevertheless a number of punitive references. In Jawetz et al. (1991:579) the
chapter about AIDS and lentiviruses refers a number of times to ‘promiscuous’
homosexual men. It states, for example, that ‘promiscuous homosexual activity
has been recognised as a major risk factor for acquisition of the disease’. It also
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makes an explicit distinction between homosexual men and injecting drug users
and ‘normal persons’ in the following passage.

Antibodies to HIV are found in almost all patients with clinical AIDS and
in patients with...conditions described as AIDS-related complex.
Promiscuous homosexual men and intravenous drug abusers also have a
high prevalence of antibodies. In contrast, antibodies are rare in normal
individuals.

(Jawetz et al., 1991:578)

While epidemiology understands the term ‘promiscuity’ as simply a quantitative
designation, the equivalent of saying a ‘high number of sexual partners’, its use
can be understood as discriminatory in so far as it is understood to deviate from a
‘normal’ number of sexual partners. This implicit normativity can also be seen in
the tendency of some of the texts to foreground and sensationalize certain sexual
practices as though they were typical of all gay sexuality. Masur, in the chapter
entitled ‘Infections in Homosexual Men’ in Mandell ez al. (1990), asserts, for
example, that homosexual sex often leads to infection, due to rectal damage. This
is because, he claims,

Fisting, the practice of inserting a fist into the rectum, sometimes up to the
elbow, is a commonly performed sex act, as is the insertion of bottles, bats
and a wide variety of prosthetic devices.

(Masur in Mandell et al., 1990:2281)

This characterization of gay sexual practice is misleading in at least three senses.
First, it is not supported by empirical evidence. Only one per cent of the men
interviewed for Project Sigma reported having fisting’ style sex within the
previous month (Davies et al., 1993) and no data is available for the other
practices described as ‘common’ by Masur. Second, it is misleading because, by
associating HIV and other infections with such sensational practices, it tends to
divert attention from the fact that HIV can be very successfully transmitted by
any kind of sex which involves penile penetration, either anal or vaginal.
Heterosexual missionary position marital sex is a much more efficient route of
HIV transmission than penetration with a bottle. Third, such a characterization
involves a failure to acknowledge that gay communities both invented safe sex
and practise it on a wide scale.

These depictions of gay male sexuality as promiscuous and perverse, and the
reliance on this characterization to explain the higher concentration of HIV
positivity in this group, contribute strongly to the notion that gay men ‘deserve’
HIV infection, a notion that surfaces regularly in the discrimination literature.
The idea that some people living with AIDS are guilty, that is deserving of
illness and to be blamed for the spread of HIV, and some are innocent, appears in
these textbooks also in relation to vertical transmission—HIV-positive women
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who bear HIV-positive infants. This assessment is evident in the way that the
infant’s infection is the focus of attention, while the mother is represented only
as the source of infection. For example, the introduction to the AIDS section of
Roitt’s Essential Immunology states that in first-world countries,

...the majority of [AIDS] cases so far have occurred in male homosexuals
with other groups at risk including intravenous drug abusers,
haemophiliacs...and infants of sexually promiscuous or drug-addicted
mothers. None the less, the number of infected heterosexuals is steadily
increasing.

(Roitt, 1991:245-6)

Another textbook, Mechanisms of Microbial Disease (Schaechter et al., 1989),
uses as its sole case study about HIV infection the example of a 19-year-old
prostitute with terminal AIDS who gives birth to an HIV positive infant. The
focus of the case is exclusively on the medical management of the infant, who
dies of AIDS at four months.

In addition to instances of the punitive characterization of various social
groups, several of these textbooks engage in what could be described as medical
triumphalism, the elevation of biomedical solutions to the spread of HIV above
other social solutions. Where the question of the prevention of infection is
raised, these textbooks give first place to medical technologies such as vaccines
and anti-viral therapy, sometimes to the exclusion of educational considerations,
or proven low technologies like condoms, altogether. One text for example claims
that,

it is unlikely that antiviral treatment will ever eradicate the virus in an
infected person. For this reason, an effective vaccine is the only
foreseeable intervention to prevent HIV-1 transmission, infection and
disease.’

(Clements in Mandell et al., 1990:1112)

More common than this complete dismissal of social measures is their relegation
to a secondary position after vaccines and antivirals, despite the fact that at the
time of writing no workable vaccine has been produced, nor an antiviral whose
effectiveness extends beyond deferral of some symptoms for two-to-three years.

This medical triumphalism may not be immediately obvious as a kind of
discrimination, until it is contrasted with a more socially aware perspective. By
elevating vaccines and medical intervention as the most important, if only
potential, form of prevention, these texts gloss over the work of prevention
already done by various kinds of community education, often by precisely the
groups of people punitively described in the same textbooks. Only one of the
textbooks acknowledges this work and its effectiveness. Fauci and Lane in
Wilson et al. (1991) begin the section on prevention in their chapter about AIDS
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with the statement ‘Education, counselling and behaviour modification are the
cornerstones of prevention of HIV infection’, and argue their case on the grounds
that these measures have been proved by the success of various gay communities
in lowering the incidence of new infections.

The incidence of new infections per year among homosexual and bisexual
men in certain high-prevalence cities such as San Francisco has decreased
dramatically from the early years of the epidemic. This has resulted, at least
in part, from behavioural modifications regarding the number of sex partners
and safe sexual practices. Several studies indicate that condom use
decreases the risk of HIV transmission.

(Fauci and Lane in Wilson et al., 1991:1410)

Significantly, this text is also the most careful in its avoidance of punitive
language in the description of people living with AIDS. It seems plausible that
the authors’ acknowledgment of the contribution of gay men and other groups to
prevention also informs their more positive evaluation of these groups, and their
general refusal to imply culpability.

While most of the epidemiological treatments of HIV/AIDS in these textbooks
resort to some punitive terminology, the sections dealing with the control of HIV
infection in hospital settings are the reverse. Only three of the textbooks
investigated this issue but all of them take a strong position regarding the very
low risk of occupational HIV infection for health-care workers if appropriate
measures are used, and the unethical nature of medical discrimination against
HIV seropositive patients.

A chapter by Henderson entitled ‘HIV-1 in the Health Care Setting’, in Mandell
et al. (1990) which provides the most thorough treatment of the question, notes
that the initial reaction of health-care workers to AIDS patients in the hospital
was conditioned by its apparent resemblance to Hepatitis B, which is considered
more infectious than HIV. Henderson reviews the literature about percutaneous
exposure to HIV-infected blood or body fluids in the hospital setting and
concludes that risk of infection is very low, far too low to warrant discriminatory
treatment of HIV -positive patients. He writes,

When contrasted with the occupational risks all of us have been taking for
years, this new risk provided by AIDS/HIV-1 infection does not seem to
warrant the attention that it has received. When assessed in the appropriate
context, decisions not to provide care to HIV-1 infected individuals seem
incongruent.

(Henderson in Mandell et al., 1990:2227)

In other words, the textbooks that deal with the issue take an interventionist anti-
discrimination position on the question of the treatment of HIV-positive patients.
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Implicit Discriminatory Discourse in Medical Texts

Having interrogated medical texts for explicit instances of discriminatory
language, we will turn to the metaphoric systems that medicine uses to imagine
the processes associated with HIV infection.

The masculinity of the immune system

HIV is understood to cause disease through an attack upon the body’s immune
system and the use of certain cells of the immune system to reproduce itself. This
sounds straightforward, until the immune system is considered not as a simple
and self-evident fact but as an idea. What is the immune system understood to
be? All of the immunological texts consulted for this study begin with a
statement like the following.

The human organism, from the time of conception, must maintain its
integrity in the face of a changing and often threatening environment. Our
bodies have many physiological mechanisms that permit us to adjust to
basic variables such as temperature, supply of food and water, and physical
injury. In addition, we must defend ourselves against invasion and
colonisation by foreign organisms. This defence ability is called immunity.

(Sell, 1987:3)

Again, this may seem straightforward enough, until we consider the organizing
metaphor of the idea of immunity, that of defence against foreign invaders. In
other words, the immune system is conceptualized as the body’s defence force,
its standing army, and infection is understood as a state of war. This
conceptualization is general to immunology, as a number of commentators have
demonstrated in surveys of the literature (Martin, 1990; Montgomery, 1991). The
textbooks confirm the generality of this idea at a number of points. One states, for
example:

We are engaged in constant warfare with the microbes which surround us
and the processes of mutation and evolution have tried to select micro-
organisms which have evolved means of evading our defence mechanisms.

(Roitt, 1991:203)

If the immune system is a defence force, than its particular cells are, logically
speaking, its troops, who seek out and kill the ‘foreign invader’ virus or
bacterium. While as Martin (1990) and Montgomery (1991) point out, the
implications of this logic are more easily seen in popular science literature than
in technical medical literature, nevertheless, the textbooks clearly utilize this
metaphor for the immune system cells in statements like the following.
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Functional studies have identified lymphocyte populations that serve as
natural killer (NK) cells and antibody-dependent killer cells in the
surveillance of certain tumours and virus infected cells. The NK cell is
defined as an effector cell that has the capacity for spontaneous
cytotoxicity toward various target cells and is not MHC restricted’.

(Stites and Terr, 1991:19)

‘Killer’ cells, which carry out ‘surveillance’ and which attack ‘target’ cells are
clearly functioning according to a military model, as is the description of
lymphocytes as ‘recruited’” when they encounter a specific antigen (University of
Sydney Faculty of Medicine, 1992:6). The T-lymphocyte system that HIV
‘targets’ is conceptualized as holding a command position in the immunological
army, which is why HIV infection leads to a general disabling of the immune
system.

The relationship between the depletion of T4 lymphocytes and profound
immunosuppression is clear. Since the T4 lymphocyte subset is responsible
for the induction and/or regulation of virtually the entire immune system,
the selective defect in this subset results in global impairment of
components of immunity that depend, at least in part, on inductive signals
from the immune system.

(Fauci and Lane in Wilson ef al, 1991:1404)

So if the immune system is conceptualized along military lines, in what way
does this metaphoric system lend itself to HIV-related discrimination? One of the
implications of this metaphor is the masculinity of the immune system. Again,
this explicitly gendered understanding is more easily seen in popular
immunology. Dwyer’s (1988) popular immunology text The Body at War, for
example, regularly refers to lymphocytes as ‘he’. Martin (1990) notes that
masculinity in the immune system is most pronounced in relation to the T cells,
which are represented as technically advanced and well trained, and whose death
or depletion is cause for anxiety, while the macrophage line of cells sometimes
appear as the feminine ‘housekeepers’ of the immune system.

There are also certain points in the textbooks, however, where this masculinity
becomes explicit, rather than implied by its militarized language. Roitt, for
example, tends to use feminine or impotence images to talk about bodily
weakness or failures of the immune system. At one point the text states, ‘The
spleen is a very effective blood filter removing effete red and white blood cells’
(Roitt, 1991:110). At another we find an analogy made between the process of
anergy, where B cells can recognize and bind antigen but remain inactivated,
with an ‘ageing roué’.

These anergic cells could bind antigen to their surface receptors but could
not be activated. Like the aging roue wistfully drinking in the visual
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attractions of some young belle, these tolerised lymphocytes could ‘see’
the antigen but lack the ability to do anything about it.
(Roitt, 1991:186)

While such explicit examples of these equations between ‘effeminacy’ and
immunological weakness are very few in the textbooks under discussion, they
nevertheless point towards a general logic in immunology that represents the
health and vigour of the immune system in masculine terms. This implicit
masculinity may remain inconsequential for the representation of diseases that
have no bearing on sexual difference, but in the case of HIV/AIDS, which is
strongly associated with homosexuality, that is ‘effeminate’ or ‘perverted’
masculinity, it may lend itself to a scientifically rationalized homophobia.

This is so because just as homophobia is a discriminatory reaction to a
perceived threat to ‘normal’ masculinity, so too can HIV infection be understood
as a threat to the healthy normal masculinity of the immune system. HIV
infection is understood to work through the genetic ‘infiltration’ of the T4 cells,
an infiltration which ‘disarms’ these cells and renders them unable to coordinate
the rest of the immune system. By inserting its genetic code into the existing
code of the T4 cell, HIV effectively transforms the cell into a producer of more
HIV. In other words, HIV ‘perverts’ the normal operation of the immune system,
rendering what should be the body’s ‘defence force’ into the site for the
replication of virus.

In this way, the bio-medical representation of HIV infection can be said to
double the potential for homophobia associated with HIV. A gay man who is
HIV positive appears as both a social and an immunological threat to the idea of
healthy masculinity.

HIV transmission and the idea of culpability

Unlike some other viruses and bacteria, HIV is understood to have very limited
ability to survive outside the body or to transmit itself other than directly from
body to body, and from cell to cell. In this sense it is understood to be a fragile
virus, easily ‘inactivated’ by common household disinfectants within 10 minutes
(Jawetz et al., 1991). The term virulence is used in microbiology to measure the
ability of an organism both to ‘invade’ the host’s body and to spread within it.

Virulence provides a quantitative measure of pathogenicity, or the
likelihood of causing disease...Virulence factors refer to the properties...
that enable a microorganism to establish itself on or within a host of a
particular species and enhance its potential to cause disease.

(Relman and Falkow in Mandell et al., 1990:25)

The first factor in determining virulence is necessarily the pathogen’s ability to
gain access to its host in sufficient numbers.
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Gaining access to a potential host requires that the microorganism not only
make contact with an appropriate surface but also then reach its unique
niche or micro-environment on or within the host. This requirement is not
trivial. Some pathogens must survive for varying lengths of time in the
external environment. Others have evolved an effective and suitable means
of transmission.

(Relman and Falkow in Mandell et al., 1990:26)

Because HIV is a fragile virus, it must transmit itself to a new host contained
within certain infected cells of its existing host, without any detours through the
external environment.

HIV enters the host contained within infected cells, e.g. macrophages,
lymphocytes or spermatozoa. Such cells are deposited in tissues and enter
the body either through microabrasions on the surface of mucous
membranes or through penetration of intact skin with a needle.

(Meissner and Coffin in Schaechter et al., 1989:442)

Once HIV has established itself within a host, however, infection continues for
the lifetime of the host.

The biology of human retroviruses is such that once the host has been
infected, there is permanent integration of viral material in the form of
proviral genome in the [DNA] of the host target cells. This provirus is
capable of replication and production of new virions. From an epidemiologic
point of view, therefore, a person with evidence of prior infection...must
be considered permanently infected and potentially infectious to others.
(Groopman in Wyngaarden and Smith, 1988:1799)

The HIV-positive person with no symptoms is thus understood as an
‘asymptomatic carrier’, a person whose immune system has been given over to
the incubation of the virus, but who displays no outward signs of infection. To be
the ‘carrier’ of a fragile virus that cannot live outside the body implies that the
HIV-positive person is the virus’s means of mobility. Furthermore, the HIV-
positive person must ‘act’ in order to transmit virus. They must have sexual
relations, or share a syringe, or give birth or breastfeed an infant, because only
direct exchange of certain body fluids provides the virus with the right kind of
pathway into another body.

In other words, human agency is understood to be implicated in the ‘microbial
virulence’ of the HIV, an understanding implied by terms like ‘carrier’ for a
person living with AIDS. It is this understanding, we think, that appears in some
of the more lurid statements about gay sexual practices cited in the previous
section, and which underpins the notion that some categories of the HIV-positive
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person, particularly gay men and injecting drug users, are both undeserving of
sympathy and responsible for the epidemic.

The HIV-positive person as viral representative

The understanding of the HIV-positive person as a ‘carrier’ of virus is an
extension of the particular biomedical notion of HIV’s ‘microbial virulence’, but
it is also an expression of the idea that the identity of the person infected with
HIV is colonized by the virus. This idea of identity colonization arises from two
prior medical conceptualizations. The first of these is the idea that the immune
system simultaneously constitutes and defends the person’s biological identity.
This can be seen in some statements made in the textbooks. For example, Roitt
refers to the immune system as the means by which the body defends itself
against genetic colonization.

We live in a potentially hostile world filled with a bewildering array of
infectious agents of diverse shape, size, composition and subversive
character which would happily use us as rich sanctuaries for propagating
their ‘selfish genes’ had we not developed a series of defence mechanisms
at least their equal in effectiveness and ingenuity...It is these defence
mechanisms which can establish a state of immunity against infection.
(Roitt, 1991:1)

The immune system is understood to defend against such microbial colonization
through its ability to distinguish ‘self” from ‘non-self and to attack ‘non-self’ (Sell,
1987:9). On this model then, all forms of infection count as a compromise of the
distinction between ‘self” and ‘non-self’.

This idea of compromise is more pronounced in the case of viral infection than
in the case of bacterial infection because viruses are understood to reproduce
through the use of the host cell’s reproductive apparatus. This is the second
strand of the idea of HIV infection as colonization of identity. HIV, like all
viruses, comprises little more than its own genetic material, which overrides the
host cell genome and ‘instructs’ the host cell to make virus. This idea of genetic
‘reprogramming’ of the cell carries more consequences for the bio-medical
notion of organism identity because an organism’s genes are considered to be
effectively its repository of identity, its site of biological ‘instructions’ for proper
self-replication. As Diprose and Vasseleau note, the genetic code is understood
in current bio-medical science to be completely determining of the organism.

Biomedical science has thus developed a model of the body as...a
simplistic text the form of which is derived from the message, the genetic
code...DNA [is] the repeated sub-unit or genetic code. The genetic
instructions are ‘copied’ by the duplication of DNA; ‘transcribed’ into the
alphabet of the unstable messenger RNA; and ‘translated’ by stable forms
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of RNA from four-letter codes into twenty-letter coding of proteins. These
proteins are responsible for cell structure, and the relations between cells
give us the morphology of the whole.

(Diprose and Vasseleau, 1991:150-151)

So, while all infection counts as a compromise of the biological ‘self’, viral
infection is more of a compromise, and infection with HIV is still more of a
compromise. HIV represents the current pinnacle of such a notion because it is
understood to attack the body’s cells that are most heavily implicated in the
protection of biological identity, the T4-cells, and because it effects the most
profound kind of transformation in these cells’ genome. The retroviruses, the
family of viruses to which the HIV belongs, are characterized by their ability to
integrate their genetic material directly into the DNA of the host cell and to
remain latent for long periods of time.

[A] salient feature of retroviruses is the integration of the DNA
intermediate into the host cell DNA. Consequently, infections can be
lifelong, and the virus may remain ‘hidden’ (unexpressed or non-
replicative) in cells for very long periods. This may contribute to the long
intervals (sometimes many years) between the time of infection and
disease induction.

(Gallo in Wyngaarden and Smith, 1988:1794)

This genetic integration means that the T4 cells so colonized begin to act as sites
for the virus to replicate itself, leading to both depletion in the overall number of
T4 cells and to their malfunctioning. The virus now effectively occupies the
position at the top of the immunological hierarchy and so the new genetic
information it provides to the T4 cell acts as a ‘disinformation’ programme for
many of the central processes of the immune system. In addition to the eventual
cytopathic effect of HIV infection for the individual T4 cell, a number of
qualitative abnormalities in other aspects of the immune response are described
in the textbooks, including: selective deficiency of cutaneous hypersensitivity
responses; failure of T4 cells from AIDS patients to proliferate in response to
soluble antigen in vitro; absence of an in vivo response to tetanus toxoid antigen
in HIV-positive persons with a normal number of circulating T4 cells; impaired
cytotoxic responses, for example depressed response against cytomegalovirus
and influenza; impairment of antigen-specific and non-specific B cell responses
(e.g. poor response to immunization, erratic immunoglobulin production);
impaired Natural Killer cell surveillance.

These transformations in the functioning of the immune system mean that the
HIV-positive person’s immune system effectively loses what is understood to be
its primary ability and raison d’etre; it can no longer distinguish self from non-
self, becoming what is known as ‘immunocompromised’.
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The disease state called acquired immunodeficiency syndrome (AIDS) is
at the terminal stage...when the infected host can no longer control
opportunistic organisms or malignancies that rarely cause illness in
immunocompetent individuals. In persons infected with HIV, the
sequential decline and ablation of cell-mediated immunity result in diverse
manifestations of opportunistic disease.

(Chaisson and Volberding in Mandell ez al., 1990:1059)

In other words, because the immune system is understood to be constitutive of
‘biological identity’, and because HIV infection is understood as an annexation of
this system for the purposes of the virus, the HIV-positive person’s ‘biological
identity’ becomes almost synonymous with the virus.

Conclusions

The metaphoric systems we have traced here remain implicit in medical
discourse about HIV and are not necessarily mobilized in discriminatory practice
in medical settings. Yet they form a kind of repository of unconscious images
that inform the medical imagination about HIV/AIDS and which contribute, we
argue, to general tendencies among health-care workers towards moralistic and
judgemental positions in relation to people living with AIDS.

Our study thus has serious implications for the way that HIV-related
discrimination, and strategies to overcome it, have been conceptualized. It points
towards the necessity to subject not only medical practice but also medical
knowledge to critical scrutiny, in the formulation of such strategies. It also
indicates the need to encourage a critical attitude towards medical knowledge on
the part of health-care students, in the same way that a critical position is
developed in humanities and social science teaching practice. Furthermore, it
throws into question the tendency of some AIDS activist groups to take the
usefulness and factual simplicity of medical knowledge for granted, a tendency
which this study indicates may work against the interests of people living with
AIDS.
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Chapter 3

Travel, Sexual Behaviour and Gay Men
Stephen Clift and John Wilkins

From the early years of the HIV/AIDS epidemic, it was apparent that
international travel—for business and for pleasure—played a necessary though
not sufficient role in the geographic and social diffusion of HIV infection
(Conway et al.,, 1990; Gould, 1993; Hawkes, 1992; Hawkes and Hart, 1993).
HIV is transmitted from person to person primarily by unprotected penetrative
sex or through sharing of injecting equipment. Consequently, its initial
emergence within the resident populations of regions, countries and districts
previously unaffected, must have been due to contact with individuals from
‘elsewhere’; either by uninfected individuals travelling away from home to areas
where HIV infection was present, or through contact with HIV-infected persons
visiting an area initially free from infection. As Conway, Gillies and Slack
(1990) note, the majority of the early cases of AIDS reported in Denmark, Italy,
Germany and the United Kingdom, were among ‘men who had had sexual
contacts with men who lived in the United States’. Equally, the crucial
significance of travel in the early stages of the development of the epidemic in
the USA, is graphically illustrated by Gould’s (1993) account of the
epidemiological work that led to the identification of the so-called ‘Patient
Zero’:

The sexual contacts of 40 men who had converted to AIDS were carefully
traced (...), and led to the probable identification of Patient Zero, later
identified as an airline steward with international connections. Even within
the United States the trail of structuring connections led from Los Angeles,
to New York, to San Francisco, and five other states, and most of the men
reported large numbers of sexual partners. (...) Whether Patient Zero was
the initiator of the pandemic in the United States will never be known with
certainty, and in any event it is of little importance since at a global scale
airline travel virtually guarantees rapid transmission (...) It is reasonable
to assume that he was infected in the early seventies (...) and then spread
the virus to perhaps scores or even hundreds of partners.

(- 38)
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As the HIV/AIDS epidemic has developed, few regions in the world have
remained free of cases of infection and a complex spatial and sociocultural
‘geography’ of many overlapping epidemics has evolved with higher incidence
levels in some physical locations and social ‘spaces’, and lower incidences in
others (see e.g. Anderson, 1993; Mertens et al., 1994). There is some evidence
which counters the view that travel is associated with changes in sexual
behaviour (Mardh, 1994) and enhanced risk of HIV infection (Garland et al.,
1993). However, the mobility of non-infected and infected individuals (Cohn et
al., 1994) both within and across national boundaries, combined with behaviour
that allows for HIV transmission, may continue to be a significant factor
influencing the evolving dynamics of the global pandemic. Lewis and Bailey
(1993), for example, consider the potential impact of international mobility on
the prevalence of HIV/AIDS in the Pacific Islands, currently an area of low
incidence:

Although to date relatively few cases of AIDS have been diagnosed in the
Pacific Islands, the relationship between AIDS and population movement
has important implications for the region. The economies of many of these
states are heavily tourism-dependent. For some of the islands states there is
also considerable circular migration, particularly between the home islands
and New Zealand, Hawaii and the mainland United States. There is also
mobility between and within the islands, and some movement between the
Pacific Islands and neighbouring Asian nations.

(p. 159)

The fact that sexual transmission of HIV requires close physical contact between
infected and uninfected individuals provides the apparent rationale for Draconian
public health measures, such as quarantine, introduced by a small number of
countries (e.g. Cuba and Bangladesh, see Gould, 1993) and for the imposition of
entry restrictions on HIV-infected persons introduced by rather more (see Alcorn,
1995, for details). Nevertheless, it is more widely accepted internationally that
freedom of movement not only constitutes a fundamental human right (Chang-
Muy, 1993) but is, moreover, an essential factor in the construction and operation
of transnational free-market economies. Thus, the fight against HIV/AIDS has
relied primarily on new public health strategies of social and educational
interventions to encourage modifications of lifestyle, reductions of risky
behaviour and the strengthening of personal and community responsibility for
health—within social and cultural contexts that allow substantial numbers of
people considerable freedom of movement. A further factor which needs to be
considered is that travel to new destinations may provide enhanced opportunities
for socio-sexual interactions which may not be available, or taken advantage of,
in the home environment. As the NAM AIDS Reference Manual (Alcorn, 1995)
notes:
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There is also a tendency for people to take sexual opportunities whilst
abroad which would be denied to them at home. A classic example is the way
in which visitors to London feel able to participate in the gay scene and
have sex with men which would be unthinkable in their home towns, or
male travellers having sex with prostitutes whilst abroad.

(p- 45)

In addition, in the case of holidays, individuals are ‘at leisure’ and may actively
seek the pleasure and excitement of new sexual encounters under the influence
of a holiday mood enhanced sometimes by increased alcohol consumption and
recreational drug use (see Clark and Clift, 1995; Ford and Eiser, 1995; Gillies
and Slack, 1995; for discussions of holidays as a context for sex).

Concern regarding the continuing significance of all kinds of mobility in
relation to HIV/AIDS, provides the rationale for HIV/AIDS prevention efforts
targeted towards migrants, travellers and holiday-makers, whether on a European
scale (the European Project ‘AIDS and Mobility’, see Broring, 1995; and the
Europe against AIDS—Summer Campaign), a national level (see Stears, 1995
for an account of the UK Department of Health’s Travelsafe’ campaign) or
within localities (see Ford et al., 1995; Stears, 1995). Such campaigns may be
inherently problematic, however, in serving to reinforce myths that the danger of
HIV infection resides away from home in certain dangerous locations (Carter,
1994) or is linked with the ‘cultural other’ (Schiller er al, 1994). Wellings
(1994) provides an instructive account of the issues that HIV/AIDS prevention
campaigns targeted at travellers have had to consider, and examples where
mistakes have been made:

Interventions had to be designed which gave no hint of xenophobia, nor of
making the assumption that people in other countries were riskier than
people at home, i.e., that risk was inherent in the behaviour of the traveller
and not in the people of the country being visited. An instance in which
this was not achieved is (...) to be found in Sweden, where an
advertisement showing a gay bar in Copenhagen came under fire from the
Danes, and a picture of the Eiffel Tower [constructed from condom
packets and accompanied with the slogan ‘Oh-la-la’] brought injured
criticism from the French Embassy.

(p. S26)

Such material may also serve to strengthen prejudices towards marginalized
groups and to reinforce a sense of the irrelevance of HIV/AIDS among those as
yet not directly affected by it. There is a possibility, therefore, that a chapter such
as this, which aims to consider recent evidence relating to travel, sexual
behaviour and gay men, may be seen as irrelevant to the urgent task of HIV
prevention with gay men who continue to be at risk in their home environments,
or worse, as positively harmful in serving only to strengthen a formidable and
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dangerous amalgam of homo-and xeno-phobia. We would disassociate ourselves
immediately from any such implications or use of the material we intend to
consider below, and argue instead that a serious examination of the travel/tourist
behaviour of gay men, and the extent to which sexual activity in the context of
travel either involves or enhances risks of HIV infection among gay men, is
warranted, and may have value in relation to the planning and targeting of
effective intervention strategies. In this regard, it is interesting to note that the
London-based organization Gay Men Fighting AIDS has recently launched a
campaign entitled ‘Cumming Away’ in association with ‘Shades’, a specialist
gay tour operator, to remind gay men of the need to practice safer sex while on
holiday (GMFA, 1994; see also Steam magazine, February 1995).

The aim of this chapter is to provide a critical review of the surprisingly sparse
and disparate research literature that addresses the sexual behaviour and sexual
health risks of gay men in the context of international travel and tourism. Before
examining such research studies, however, it is of interest to consider travel and
tourism among gay men, as such. This is an interesting topic in its own right
quite apart from the specific sexual health dimensions highlighted so far in this
discussion—not only with respect to the extent, nature and meaning of travel and
tourism in the context of gay cultures and personal lifestyles, but also in terms of
the economics, planning and management of gay tourist services, the marketing
of gay tourist products, the sociological and psychological dimensions of the gay
tourist experience and not least, the impact of gay tourism on the host
communities resident in mass tourism destinations. There is remarkably little
serious writing on gay travel and tourism. This is indicated by the lack of any
reference to gay men as tourists in the recently published volume Tourism: The
State of the Art (Seaton, 1994) and the fact that enquiries to the ‘Centre des
Hautes Etudes Touristiques’, a major tourism research resource centre in Aixen-
Provence, France, provided no information on existing studies. Computer
assisted searches of the social science and psychological literature revealed only
a few historical studies of gay travel, which are of minor significance in relation
to an understanding of contemporary patterns of gay travel (e.g. Austen, 1983;
Poirier, 1993) or strangely obscure (e.g. Bleys, 1993).

Gay Men, Travel and Tourism

One historical source that is of some interest, however, is Aldrich’s (1993)
account of the association between the Mediterranean and ‘homoeroticism’ as
seen through the works of northern European writers, artists, art critics and
photographers. According to Aldrich, the Mediterranean was ‘the central theme
in homoerotic writing and art from the 1750s to the 1950s’ and this encouraged
generations of homosexual men, from less hospitable northern European
countries to travel south, in search of sexual expression and a sense of identity.
Those with sexual desires which contravene the socially accepted norms of their
countries’, he argues, ‘have often become expatriates, figuratively by searching
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for hospitable cultures for study and emulation and in actual fact as they travel
overseas for holidays or go into exile.’

Such journeying by homosexual men to southern climes, and the image of the
homoerotic south, generated by numerous artists and writers, was especially
significant from the late eighteenth to the mid-nineteenth centuries. During the
last decades of the last century and the early years of this, however, ‘the myth of
the homoerotic Mediterranean began to lose its potency’, and eventually with the
development of ‘gay liberation’ from the late 1960s onwards, ‘a period of
militant campaigns for gay rights’ fostered behaviours and attitudes which, in
Aldrich’s view, departed markedly from ‘the Mediterranean fantasy’. The
current association between the Mediterranean and gay men is summed up by
Aldrich in the following terms:

The Mediterranean has remained a favoured destination of gay tourists,
who went to Mykonos in the 1960s and now travel to Ibiza and Sitges,
where the beach and the Mediterranean town-squares provided the
backgrounds for gay bars and discos. Visits to the sites preferred by earlier
generations of homosexuals are now only part and parcel of the new grand
tour of travellers or represent a specifically gay pilgrimage. (...) A gay
travel guide lists addresses for the ‘Antinous’ massage parlour or the
‘Mykonos’ sauna in northern cities; these are the reminders, but little
more, of a powerful cultural legacy that is part of gay history. A new
culture, that of gay urban America, triumphed over the old Mediterranean
in the 1970s, although it has lately been endangered by AIDS. New icons—
the ‘disco queen’, the macho male, the respectable and openly gay middle-
class homosexual, the ‘gender-fuck’ androgyne, the young ‘queer’ activist
—replaced the Mediterranean ephebe and the dance music of discos has
taken the place of the classical poetry and mythology dear to the
homosexuals of the nineteenth century.

(p. 145)

For the post-war period, no systematic attempt has yet been made to document
the development and scale of travel/tourism undertaken by gay men. Such a
survey would provide an interesting complementary volume to Aldrich’s
scholarly historical review. It is obvious, however, that tourism among gay men
must have developed rapidly from the late 1950s onwards in line with general
trends in the scale of international travel and tourism and that currently, the level
of international travel/tourism among gay men is substantial. Tourism Industry
Intelligence (TII, 1994), for instance, suggests that an ‘estimated 5 million to 25
million gay men and lesbians buy more than $10 billion worth of travel every
year.’

Reference to publications such as Spartacus (an international gay guide
published in Berlin) offers the gay traveller/tourist detailed information on the
‘attractions’ of destinations worldwide. The length of the entries in the Spartacus
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Table 3.1 Ten ‘important gay cities’ with the largest entries identified in the 1994/95
Spartacus Guide

Country Cities Number of pages
France Paris 38
Germany Berlin 32
Hamburg 18
Cologne 14
Munich 17
Frankfurt 12
Netherlands Amsterdam 23
United States Los Angeles 10
New York City 156
San Francisco 16

guide, provides a clear indication of those destinations that are likely to be
particularly attractive to gay men from other countries. The entries are organized
under a number of headings (e.g. bars, clubs, hotels, sex shops, escort agencies,
saunas, information services, social centres and HIV/AIDS organizations), which
reflect the development of gay businesses along side the establishment of venues
and settings where consensual sex or sex for money takes place. As Table 3.1
suggests, the cities with the most developed gay commercial infrastructures are
to be found in northern Europe and the USA.

Further details of holiday destinations attracting gay tourists can be found in
brochures produced by specialist tour companies catering for gay men, and such
businesses would undoubtedly have a wealth of experience of gay men as
travellers. The British tour company ‘Uranian Travel’, for example, says of
itself:

We have been organising gay holidays for more than 18 years so you can
book with confidence and complete peace of mind. Uranian Travel is
Europe’s largest gay tour operator and offers a comprehensive travel
service under the reliable umbrella of Infocus Leisure Services Limited.
All the staff employed by Uranian Travel are gay and naturally with our
experience over the years we have great insight into the travel
requirements of our clients and understand what you require from your
holiday.

(The Uranian Experience brochure, 1995:2)

The destinations included in the 1995 brochure are: Sitges, Ibiza, Playa del
Ingles, Palma and Mykonos, together with city breaks to Amsterdam and Paris,
and ‘RSVP Cruises’ in the Caribbean, the Mexican Riviera and off the coast of
California. The following quotation from the entry on Sitges reflects the tenor of
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the brochure and clearly suggests that the opportunity for sexual encounters is
one of the things that gay men ‘require’ from a holiday:

Sip a glass of local wine in a pavement cafe and let the Spanish way of life
embrace you while you decide your next move. There are plenty of gay
bars and discos to explore for those close encounters of the romantic kind.
After a leisurely breakfast ease yourself into the day, flop on the beach and
spend a few languorous moments contemplating your navel or somebody
else’s. A dip in the sea will refresh body and soul turning your mind
towards another night of pleasure.

P-4

Travel features in the gay press provide a more discerning perspective on
popular gay destinations and in the process provide interesting insights into
patterns of gay travel, the attractions of different destinations and the ways in
which destinations have changed over time. Recent travel features in British gay/
lesbian magazines such as Attitude, Gay Times and Phase have focused on
popular European destinations (e.g. Ibiza and Paris), destinations further afield
equally attractive to the gay traveller, (e.g. San Francisco and Sydney), together
with destinations off the beaten gay track (e.g. Iceland and Vietnam). Major
international gay events in 1994 that attracted thousands of overseas visitors—
the celebrations of the 25th anniversary of the Stonewall riots and the Gay
Games in New York—have also been featured in Gay Times (August 1994) and
Phase (August/September 1994). A systematic analysis of travel features in the
gay press over time could provide a valuable starting point for a serious study of
the development and character of gay tourism, but here two examples must
suffice.

In the feature on Ibiza in Gay Times, Richard Smith (1994) informs us that gay
men formed the second wave of tourists who began to be attracted to the island
in the late 1970s, after the visits by groups of hippies in the 1960s. And today ‘Ibiza
is only rivalled by Sitges as the European gay resort’. However:

Ibiza may be as gay as a pink poodle in hot pants, but the majority of gay
visitors are of a more mature vintage—thirty and fortysomethings who
come back every year—and much of the gay bar scene is set up to cater for
them.

(p. 96)

As for the ‘romance’, ‘pleasure’ and ‘contemplating somebody else’s navel’ that
was promised in the Uranian Travel brochure, Smith’s account suggests that the
last of these three is more readily on offer than the first and second:

There aren’t many touristy things to do in Ibiza. Which suits me just fine.
Days are invariably spent on the beach. Nudity’s the norm on all beaches
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outside the towns, and on the big gay beach of Es Cavellet most of the
people taking their clothes off are, hallelujah, the sort of boys you want to
see butt naked. With its mixture of pan-European queens (mainly English
and German) and a few Americans, the place is as uninhibited as a kiddies’
playground. There’s also some action in the bushes and dunes just behind
the beach but, sadly, the spunk was hardly forming its own course down to
the sea when I went.

(p. 98)

Looking beyond the Mediterranean to the Antipodes, Kerry Bashford (1995) in a
fascinating feature in Attitude magazine on the Sydney Mardi Gras claims that
Sydney ‘has always been the gay capital of the southern hemisphere’. What is
especially interesting, in the context of the present discussion, is that the Mardi
Gras has become a major attraction to international tourists, with ‘Sydney during
February becoming the essential destination for the intrepid queer’. And since
‘Sydney’s annual queerfest is now the biggest event of its kind in the world’
visitors add ‘millions of dollars to the coffers of Australia’s tourist industry’.

A compilation of gay travel writing is brought together by American authors
Gelder and Brandt (1992) in their companion for the gay and lesbian traveller—
Are You Two...Together? A Gay and Lesbian Guide to Europe. The book aims to
address the scarcity of ‘gay travel writing’, avoid the single-minded focus of so
many gay guidebooks on bars and cruising and provide the traveller with insights
into local gay culture and history. The book is also practical and provides
information for gay and lesbian travellers on the best places to stay and eat to
avoid ‘the specter of homophobia’, and on ‘where to find each other—including
those of us who aren’t necessarily on the prowl for a trick or a lover’. Gay men
and lesbians, they suggest, may be ‘natural travellers’, not only because they are
more likely to have a higher disposable income, or because they need more often
to get away from °‘the literal straightjacket of the workaday closet’, but also
because ‘the outsider perspective of the traveler is a second skin to us’. But gay
travellers abroad are fortunate in having ‘a resource other visitors don’t:

...a built-in international community of our own. Long before 1992, gay
Europeans were sharing a culture, which is your culture too. Walk into a
gay bar or center in any country, and you stand a good chance of walking
out with new friends (...) You may be a foreigner, but you won’t be a
stranger.

(p- xvi)

Perhaps the only academic account of contemporary gay tourism yet pro duced is
Luongo and Holcomb’s (1995) paper on ‘Geographical aspects of gay tourism in
the USA’ in which they describe the spatial pattern of gay tourism, discuss its
economic significance and provide examples of recent gay tourist events. Such
forces as legislation against gay men/lesbians and social prejudice from
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heterosexuals, coupled with the wish to meet like-minded people, and to pursue
opportunities for sex and friendship have encouraged ‘the spatial concentration
or specialization of gay tourist destinations’ in the USA. The gay tourism market
is ‘strong, large and growing’ since gay male couples, in particular, are likely to
have a high joint earning power and are unlikely to have children. As a result
their disposable income will be substantially higher than heterosexual couples of
comparable occupational status. Consequently, they claim, ‘gay couples average
4.5 trips a year compared to the straight average of one’. A recent issue of
Tourism Intelligence reinforces these points (T1I, 1994).

Specific events attracting gay and lesbian visitors provide clear evidence of
the economic significance of gay tourism. The Gay and Lesbian March on
Washington (April 1993), for instance, may have attracted up to one million
visitors to the city and the event had a significant impact on the capital’s hotels
and transportation networks. Increased revenue to the city due directly to the
March is estimated to be $177 million. The Gay Games IV, held in New York
City in June 1994 attracted nearly 11,000 athletes from 44 countries. This, claims
Luongo and Holcomb, made it ‘the largest multi-sport event in world history’.
The exact revenues from the games are not known, but estimates have put them
at $378 million. The week of the games also saw major celebrations of the 25th
anniversary of the Stonewall riots, including ‘the largest educational exhibit on
gays and lesbians ever held in United States’ at the main branch of the New York
Public Library, a celebratory concert at Carnegie Hall and an Anniversary
parade:

As a cumulative total, over one million gays and lesbians came in to New
York City through the week, making it the largest movement of
homosexuals in world history. Over 500 thousand came in for the
Anniversary parade alone on Sunday the 26th.

®.9)

This brief survey of sources on gay travel and tourism hardly begins to address
the many dimensions of gay travel and tourism as a cultural and commercial
phenomenon, but it does provide some indication of the major parameters of
scale and spatialization. Further research is needed to explore the personal travel
motivations of gay men, the destinations they choose and their experiences while
travelling and on holiday abroad.

Travel, Sexual Behaviour and Gay Men

To date, the topic of travel and sexual activity among gay men does not appear to
have been addressed by major groups of researchers concerned with gay men and
AIDS. Thus, a recent paper on ‘men who have sex with men’ arising out of the
EC concerted action on the assessment of AIDS/HIV prevention strategies,
makes no mention of travel and tourism (Pollak et al., 1994); travel as an issue was
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not addressed in the WHO/GPA ‘Homosexual Response Studies’ conducted in
seven countries (Coxon, 1992); and a major overview of research and prevention
initiatives for gay men (King, 1993) makes no reference to travel and tourism.
This lack of attention may reflect the political sensitivities noted in the
introduction, judgements that risks in the context of travel are minor compared
with those ‘at home’ and raise no particular or special issues of interest, or
research priorities focused on proximal psychological and inter-personal factors
affecting patterns of sexual activity and condom use. The consequence is that there
are surprisingly few research studies concerned with gay men, travel and sexual
behaviour, and those that do exist are so diverse in terms of context,
methodology, sampling, information gathered and forms of analysis employed,
that generalizations are difficult to formulate. In the following sections, attention
is focused on those investigations which have reported data on patterns of travel
and sexual behaviour among ‘gay’ men. The inverted commas are necessary
because none of the projects reviewed seriously addressed the issue of personal
identity and the extent of ‘gay identification’ among the men studied. The review
looks first at research conducted in tourist destinations with men who are
sexually active while there, and then at studies conducted in clinic settings
subsequent to travel abroad.

Field research on the sexual behaviour of gay tourists

Wilke and Kleiber (1992) report an investigation of homosexual men visiting
Thailand which addressed four questions: which men visited Thailand as ‘sex
tourists’; why do homosexual men engage in sex on holiday; what sexual
activities do they practice, and how often are condoms used? Ninety-four
German male tourists who had had sex with Thai men were interviewed in
Pattaya, a centre for sex tourism, during January/February 1992. The men
interviewed were aged from 20 to 60 and above, with relatively more in the 40—
49 and 50-59 age groups when compared with the general German male
population. Less than 20 per cent were visiting Thailand for the first time and
‘many of them visited the country frequently for the purpose of having sex with
Thai men/boys’. On average, they reported having had sex with eight Thai men/
boys during their stay (with a median of four) and 41 per cent of the tourist
reported having sex with five or more men/boys. The length of contact was
surprisingly variable: 20 per cent of men reported being with their last partner
for up to two hours, while 40 per cent reported being with their last partner for
‘several days’.

A wide range of sexual practices were apparent with active and passive fellatio
reported by approximately 75 per cent of men and active and passive rimming
(oral-anal contact) reported by between 20 per cent and 30 per cent. A marked
difference was apparent for receptive and active anal intercourse, however, with
just under 30 per cent of men reporting receptive anal intercourse compared with
just under 50 per cent reporting active inter-course. In relation to insertive
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intercourse, 17 per cent of men ‘never’ used a condom, 15 per cent ‘sometimes’
used one and 68 per cent ‘always’ used one. Condom use was reported to be
more consistent during receptive intercourse—with 82 per cent of men always
using them. Such data need to be interpreted cautiously, however, since there is
likely to be strong social desirability factor affecting the information given.

Data on numbers of sex partners ‘at home’ suggested that in a significant
proportion of cases the German tourists had not been sexually active during the
previous year. Thus, 35 per cent of men had not had a steady partner over that
time and 35 per cent had not had a ‘spontaneous’ sexual partner. For another
sizeable group, however, their pattern of sexual behaviour while on holiday
appeared to be an extension of their usual lifestyle rather than behaviour specific
to the holiday context. Thus, 27.5 per cent of men had had two or more ‘steady’
partners in the last year; 32 per cent had had sex with a male prostitute and 48.5
per cent of men had had two or more ‘spontaneous’ sexual partners over the
same period.

The German tourists were also asked about other holiday destinations and
sexual activity over the previous five years. The results showed clearly that
sexual activity on holiday was highly prevalent across four continents. Thus, out
of 28 men having a holiday in Asia during the past 5 years, 71 per cent reported
sexual intercourse; out of 18 visiting Africa, 83 per cent reported sexual activity;
out of 18 visiting the USA/Canada, 89 per cent reported sex and of 19 visiting
Latin America, 47 per cent reported sex.

In discussing these findings, Wilke and Kleiber acknowledge that their sample
is probably unrepresentative of homosexual travellers in general since they were
concerned with gay men who paid for sexual contact with Thai men. The
decision to focus on this group was motivated by the greater ease of contacting
tourists in ‘locations sought out mainly by male prostitutes and their customers’.
It is clear from the results that substantial levels of risk behaviour were found.
Almost a third of homosexual men reporting insertive intercourse did not use
condoms consistently, and just over 40 per cent of men in the sample reported
sex with five or more Thai boys/men. Reported levels of self-protection during
receptive intercourse were higher suggesting either that a proportion of German
gay men saw little or no risk to themselves during active insertive penetration or
had little regard for the welfare of their Thai partners.

No data are reported on the proportion of gay men who visited Thailand
specifically to have sex with young boys, but this was clearly a significant aspect
of some of the men’s behaviour. As the authors comment: ‘Especially for
pedophiles, vacation in a country such as Thailand apparently often provides the
only opportunity for the men to realise their sexual desires’ (p. 12). Men may
believe that young boys, in being relatively less experienced, are unlikely to be
infected with HIV.

In further work, Kleiber and Wilke (1993), conducted interviews with
heterosexual and homosexual male sex tourists in a variety of destinations. A
total of 661 heterosexual and 105 homosexual German men were interviewed in
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Kenya, Brazil, Thailand and the Philippines. The heterosexual sample contained
a higher proportion of 20-40-year-olds, and homosexual interviewees over-
represented 40-50-year-olds in comparison to the population of Germany. The
sex tourists were found to be much more sexually active than at home, with an
average of four partners prior to the date of the interview. Homosexual
interviewees reported an average of six partners. Among heterosexual tourists
visiting Kenya, Brazil and Thailand, only 45 per cent reported consistent use of
condoms, and 31 per cent never used them. In the Dominican Republic, in
contrast, consistent condom use was reported by 75 per cent of men, with only
10 per cent reporting never having used them. No explanation is offered of this
difference, however. Among homosexual tourists, 49 per cent reported active
anal sex and among these 67.5 per cent always used condoms, 15 per cent used
them sometimes and 17.5 per cent never used them. For passive anal sex the
picture was slightly different, with 31 per cent reporting such activity and of
these 81.5 per cent consistently used condoms, while 18.5 per cent never used
them.

The studies undertaken by Klieber and Wilke provide interesting information,
but they focus primarily on the behaviour of tourists and the contextual factors
which influence that behaviour. Little mention is made of the workers within the
indigenous sex industries. More information in this respect is provided by a study
of male sex workers and their male tourist clients in Bali, Indonesia, reported by
Ford, Wirawan and Fajans (1993). Interviews were conducted with 20 sex workers
and 19 clients, recruited through convenience sampling techniques. The
interviews consisted of open-ended questions that explored knowledge of AIDS
and STDs, socio-economic and demographic characteristics, sexual experience,
attitudes and beliefs about condoms and other health practices. The age of the
sex workers ranged from 18 to 30 years, with a median of 22.7 years. Most came
from middle-class economic backgrounds, all had attended school and 20 per
cent had at least some university or higher-level education. Both parental socio-
economic background and educational attainment were considerably higher than
for female sex workers in Bali. The client group included in this study consisted
of tourists whose permanent residence was Europe (42 per cent), Australia (21
per cent), with the remainder coming from the USA, Japan and other countries.
Ages ranged from 23 to 53 years, and respondents also tended to be highly
educated. As a group they tended to be frequent travellers, with 80 per cent
having made a previous visit to Bali, often for much longer than the length of
stay for the average tourist.

Knowledge of the existence of AIDS was reported by all of the sex workers,
although they often held inaccurate perceptions of the symptoms and modes of
transmission of the HIV virus. Over half (55 per cent) felt that they were at risk
of getting AIDS, and 60 per cent reported that in order to avoid this they had
used condoms, whilst 40 per cent replied that they selected only ‘clean’ clients.
In terms of condom use, 24 per cent of interviewees asked all clients to use
condoms, a further 24 per cent asked those who ‘looked suspicious’ or they did
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not know, 35 per cent asked all foreign clients, and 18 per cent asked all foreign
clients who were unknown to them. Condom use, therefore, appeared to be
linked to beliefs about the most likely sources of HIV infection, i.e. foreigners
and other clients who are in some way ‘suspicious’.

Ford and Wirawan (1994) report a further study conducted between February
1992 and December 1993 of AIDS knowledge, sexual practices and sexual
networks of several groups of female and male sex workers and clients in Bali. As
one element of the study, one to two hour structured interviews were conducted
with 80 male sex workers and 100 tourist clients of male sex workers. Tourist
clients were recruited in resort areas and via sex workers. The male sex workers
ranged in age from 15 to 36 years (mean 24 years). About half of the men had
been working at least two years and a further 19 per cent had worked for more
than a year. Many of the men had worked in other parts of Indonesia. All of the
men reported tourist clients from outside of Indonesia and all reported clients
from Australia, Europe or the United States. Many also reported having
customers from Asian countries including Japan, Singapore, Taiwan, Hong
Kong, Thailand and Korea. About half of the sex workers also reported
Indonesian clients. The mean number of clients during the week before the
interview was 2.8 (range 0-12). Both receptive and insertive anal intercourse
were common, with 61 per cent of men reporting some form of anal sex during
the previous week. Condom use was reported on an average of 48 per cent of
occasions for receptive intercourse and 55 per cent for insertive intercourse (from
the client's perspective, this indicates, as Wilke and Kleiber found, that condom
use was more likely when they were being fucked than when clients fucked the
sex worker). Sixty-one per cent of sex workers reported receptive oral sex but the
mean incidence of condoms use was only 17 per cent. For insertive oral sex, the
figures were 57 per cent and 14 per cent respectively. In other words, condoms
were marginally more likel