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ABSTRACT

Acquired immunodeliciency syndrome (AIDS) remains an epidemic illncss with

no known cure. Survivaltime after infection with the human immunodctïciency virus

(HIV). has bcen lengthened consider.lbly. Rates of new infection among the at-risk male

homoscxual populations have decreased. Prevention is possible through elTcctive.

targeted interventions. This study is an exploration of the role of health locus of control.

an individual difference construct from the area of sociallearning theory. in the

maintenance of health-oriented bchaviours. co-risk indicative behaviours. and high-risk

behaviours in a population of adult male homoscxuals auending a general medical clinic.

The findings rcsult in distincùy different past histories and present patterns of

homoscxual bchaviours among the two scrostatus subpopulations. Low internai

expectancy of control over hcalth repcatedly relates in distinctive patterns with the areas

of level of bappiness. condom usage. and high-risk sexual behaviours. High internai

expectancy of control relates significanùy to knowledge-rclated variables. The physician

plays a pivotai role as the source of useful information in this at-risk population. The

study population as a whole reports accurate knowledge about HIV and AlOS. The men

have reduced high-risk behaviours. increased safer scxual behaviours. and implemented

the changes advocated. Serostatus differentiates for many high-risk behavioural patterns.

There remains a small core of men among the study participants who continue to

participate in high-risk scxual behaviours.
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RÉSUMÉ

Il n'exis!C aucune th~rapeutique m~dicale pour rem~dier à la pand~mie du virus

d'immunod~lïcience acquise (SIDA). L'espérance de vie des personnes s~roposiùves

(VIH) s'est consid~rablementaccrue. Nous assistons à une baisse du taux de nouvelles

infections parmi la principale population à risques: les homosexuels. La prevenùon

semble eflicace si les intervenùons sont ciblœs. Celle recherche auprès de la

population d'adultes homosexuels a pour objectif d'explorer le type de rappon à la

realit~ de sant~. dans le maintien des componements associés à la santé. des conduites à

risques (liœs à l'ignor.mce ou à hallt-risque). Les résultats nous permellent de

distinguer deux sous-populations. Elles possèdent chacune une organisaùon parùculière

sur le plan des comportements homosexuels et démontrent une persistance dans le

temps. Un faible niveau d'int~rioceptivitéest associé à une organisaùon parùculière des

facteurs suivanL~: le degré d'orientaÙon de plaisir. l'usage de condom et les

componements sexuels à risques élevés. Un haut niveau d'intériocepùvité est associé

signilïcaùvement à la connaissance des modes de transmission du virus. Pour cette

populaùon. le m~decin assume un rôle imponant comme principale source

d'information. La populaùon étudiée possède une connaissance adéquate du VIH et du

SIDA. Les hommes de ce groupe ont moins de comportements à risques élevés. ont des

praùques sexuelles plus sécuritaires ct adoptent les conduites suggérées par le médecin.

Le statut sérologique permet de différencier plusieurs types de componements à risques

~Ievés. Un faible nombre de parucipants à la recherche persiste à adopter des conduites

sexuelles à risques ~levés.
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CHAPTER 1

HISTORICAL REVIEW of AlOS LITERATURE

ln opcning this historical revh:w of the literature on the various aspects of

Aequircd Immune Ocliciency Syndrome (AlOS). the following quotaùon sets the

tone for this chaptcr.

The hiology and epidemiology of AlOS rcquire a coordinated

attack. involving rcscarch on vaccines and drugs. modilication of human

hchaviour and education of populations to arrestlhe discase. (Earickson.

1990. p.95 1)

Acquired Immunodefiàency Syndrome (AIDS)

His!Qrv and Etiology of the Epidemic

Acquired immunodelïciency syndrome (AlOS) is the epidemic of our

time. "Far l'rom being a purcly medical phenomenon, HIV/AIOS has challenged

long-hcld assumptions about illness. morality. and social responsibility"

(Hamblin. Ouckett. Somerville, Gilmore. & Zimmerman, 1990, p.l-1). AlOS

prcsently is a disease with a c1ear eùology and known channels of transmission

(Castro. LiL~on. White. Bush et al., 1988; Friedland, 1987b). The main channe1s of

transmission - exchange of blood and body l1uids. sexual acùviùes. and perinatal

events - werc uncovercd beforc the discovery of the eùologic agent (Friedland &

Klein, 1987). AlOS is a preventable illness with no known cure. Prevenùon of
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furth.:r s.:xual. par.:nt.:ral. and p.:rinataltransmissiun is d.:p.:nd.:nt uP<'Il

individual.:ontrol and moditïcation of high-risk scxual and/or drug ahus.:

b.:havioural prJ.ctic.:s (B.:ck.:r & Jos.:ph. 1988; Hamblin .:t al,. 19911; Mays.

Albe.:. Jon.:s. & Schn.:id.:r. 1989). Th.: psychosocial asp.:cl~ of th.: .:pid.:mic hav.:

b.:.:n targ.:tcd by th.: World Hcalth Organization (WHO. 199(1) as th.: majur ruci

for impact on th.: .:pid.:mic. Th.: major at-risk populations in th.: d.:vdoped world

continue to be homos.:xuaVbisexual men and intravenous drug abus.:rs.

Acquired Immunodclïciency Syndrome (AlOS) was tirst described in

1981 in the United Stat.:s (Centers for Ois.:as.: Control [COC!. 1981a; CDC.

1981b) when cas.:s of unexplained pneumocystis carinii plll:umonia and Kaposi's

sarcoma among previously healthy young homosexual men were reported in New

York City and San Francisco (Gottlieb. Schroff. Schanker. Weisman ct al.. 1981;

Masur. Michclis. Greene. OnorJ.to et al,. 1981). The initial pres.:nting

constellation of immunosuppression. viral infections. and demyclinating disorders

was called Gay Related Immune Oiscase (GRIO) duc to its exclusive appearance

among homosexual and bisexuai men (Britton. Marquardt. Koppcl. Garvey. &

Miller. 1982; Horowi17~ Benson. Gottlieb. Oavos. & Benl~on. 1982; Mill.:r.

1987a). AlOS was subsequently delineated as a distinct syndrome. The case

definition was established by the Center for Disease Control (COC) in Atlanta..

the body which declared the existence of an epidemic in 1981.

"AlOS is a behavioural discase. and the main risk behaviours are well­

documented: unprotected sexual intercourse with an infected individual and

sharing contaminated needles and syring.:s with an infected person" (Adrien.

Hankins. & Remis. 1989. p.8). From the earliest published reports. homoscxual
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m<:n w<:r<: th<: group ddin<:at<:d at high<:st risk of AIDS (Mdhy<:. 1986). Th.: main

rout<: of transmission in th<: mal<: homos<:xual population is unprot<:ct<:d r<:c<:pùv<:

anal int<:rcours<:. Pot<:ntial cofactors to s<:roconversion are numerous (Kingsley,

Kaslow, Rinaldo, Detre et al., 1987). Signilïcant correlation is found with heavy

alcohol use, concomitant drug use, and younger age, ail of which are associated

with increased numhers 0:' sexual partners, anonymous sex, and high-risk sex

(Penkower. Dew, Kingsley, Becker et al., 1991; Plant, 1990). The role of

cofactors, in partieular incidence of sexually transmÏ!ted diseases, in progression

to fmnk illnc.o;s must be noted (Bartbolomew, Blattr.er, & Cleghorn, 1987; Ensoli,

Lusso, Schachter, Josephs et aL, 1989).

The route of heterosexual transmission through vaginal intercourse is

c.o;tablished, with grcater efliciency in the male-to-female direction, and through

the underestimated route of heteroscxual anal intercourse (Bolling & Voeller,

1987; Johnson, Petherick, Davidson, Bretlle, et aL, 1989; Voeller, 1990;

Voeller, 1991). Bisexual men consÛtute a nexus of transmission l'rom the

homosexual to the heterosexual community (Winkelstein, Wiley, Padian, & Levy,

1986). Efliciency of heterosexual tr.lnsmission is reported to be facilitated with

severe immune delïciency in the later stages of HIV infection (Salahuddin, Sarin,

& Blattner, 1987).

Heterosexual transmission has becn e'ttremely fast in developing

countries. The male street prosûtute has becn only tentatively explored as a

possible route of homoscxuallheterosexual tr.lnsmission (Morse, Simon, Osofsky,

Balson, & Gaumier, 1991). Heteroscxual anal intercourse has becn reported as an
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incn:ased risk faetor along with the numher of exposun:.~ tll the infeeted individual

(Padian. Marquis. Francis. Anderson ct al.. 1987).

Then: has heen no evidenee of transmission through easual contact. e\'Cn

to household and family associatcs of persons with AIDS (Friedland. S;\lyzmen.

Rogers. Kahl ct al.. 1986; Fisehl. Dickinson. Scott. Klimes. Fletcher. 8.: Parks.

1987). The most efticient means of transmission among homoscxual men is

unprotected anal intercourse. with other risk factors bcing higher numher of

multiple partners. rectaltr.luma. history of cofactor sexually tr.lnSmilled discases

(Jclliies. Willoughby. Boyko. Schechter et al.. 1985). One modali ty of

transmission -- blood tr.ll1sfusion -- has hccn virtually eliminated in the devcloped

world with the reali7.aùon and utili7.ation of sen:ening and diagnostic tesl~

(Popovic. Samgadhar.ll1. Read. & Gallo. 1984; Ward. Holmherg. Allen. Colm

et al.• 1988).

The risk of tr.lnsmission of AlOS can he suhslantially n:duced hy the

following behavioural precauùons: a) n:duction in the numher of partners. ideally

maintaining one panner; t.) avoidance of casual sexual encounters; c) utili7.ation

of a condom; and d) use of sterile needles for intravenous drug injection.

Concurrent syphilitic infection and penile ulcers heighten the risk of HIV

infecùon (Murphy. Fugueroa. Gibbs. Brathwaitc et al.. 1989). along with prior

herpes simplex type-2 infection and anal ....arts (Holmbcrg. Stewart. & Gerber.

1988; Kiviat, Rompalo, Bowden, Galloway et al., 1990).

Dr. Jonathan Mann (1990), former director of the World Health

Organization, divided the AlOS epidemic into three waves: tirst, the wav.: of HIV
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inf.:ction; s.:.:ond. th.: .:pid.:mic of illn.:ss; and. third. th.: .:pid.:mic of .:conomic.

political. social. and .:ultural r.:a.:tions to HIV and AlOS.

Th.: glohal .:pid.:miology of HIV inf.:ction is portr.lyed by three patterns.

ln pattern 1. most of the devclopcd world is incorporated, with the main routes of

transmission hcing high-ri5k homoscxual behaviours and intravenous drug

behaviours. In pattern II. sub-Saharan Africa is portrayed, with the main routes of

transmission being heteroscxual behaviours. pcrinataltr.lnsfer, and blood

tr.lnsfusions. In pattern III, the remaining eountries with more reeent reports of

AIDS incidence are portr.lyed and cas<: numhcrs arc still small (Piot, Laga, Ryder.

Perriens ct al.. 1990). Frank illncss in pattern 1countries is mainly HIV-l related

whereas. in pattern Il countries it is rnainly HIV-2 related (Kong, Lee, Kappes,

Parkin et al.. 1988). The impact of AIDS on the developing world is predicted to

be devastating. The Jack of a conjoint, global effort to respond 10 the pandemic

resembles responscs to natur.ll and technological disasters (Earickson, 1990).

The needs are poignantly delined in the following quotation about the

African expcrience.

...whole alTecled communitics will need to be approachcd as weakencd

fanùlies. It is qucstioned whether the health care system can adequately

r~lJOnd (0 the health requirements of the many when resources are

drained. health care providers are overburdened. and primary health care

is lragmented becausc of AIDS. The social dimension of health makcs it

imperalive that policy and program measures (0 stop AlOS be a

collective. balanecd social and biomedical effort. (Ankrah. 1991, p.967)

Oiscovcry of the etiologic agent responsible for AlOS has been

surrounded by controversy around the original isolation of the virus. Report of the
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viral ag.:nt \Vas mad.: almost concurr.:ntly atth.: Past.:ur Inslitut.: in Paris (Ban'c"

Sinoussi, Ch.:rmann, R.:y, Nugcyr.:.:t al.. 1983) and atth.: Nationailnstillllcs nI'

H.:alth in th.: Unil.:d Stal.:s hy Gallo and his coll.:agu.:s (Gallo, Salahuddin.

Popovic. Sh.:ar.:r.:t al.. 1984). Th.: virus \Vas diff.:r.:ntially nam.:d th.:

Iymphad.:nopathy-associat.:d virus hy th.: Paris r.:s.:arch group and th.: human T­

c.:Ulymphotropic virus (HTLV-Ill) hy th.: Nationalinstitut.:s of M.:ntal H.:alth

(NIH) group. It was suhs.:qu.:ntly shown that th.:..",-' two r.:trovirus.:..~ ar.: .:ss.:ntially

identical. Th.: virus was th.:n id.:ntilkd in factor conc.:ntr.tt.: for ha.:mophilia

tr.:atm.:nt (Markova. Wilki.:, Naji. & Forh.:s. 1990). Th.: int.:mational Commiu.:.:

on Taxonomy ofVirus.:s (1986) r.:comm.:nd.:d th.: d.:..~ignation human

immunodetïciency virus (HIV). the p=nt universal designation. Ther.: remains

periodic reports of controv.:rsy regarding HIV as th.: caus.: of AIDS (Blattner.

GaUo. & Temin. 1988; Cooper. Gold. MacL.:an. Donovan.:t al.. 1985;

Duesberg. 1988).

The tirst cas.: of AlOS in Canada was reported in March. 1982 (LCDC.

1982). The number of individuals diagnos.:d has increas.:d at a rotte of 2.5 tim.:s

per year. until the end of the 1980s. P=ntly, the incidenc.: rate in Queb.:c has

leveUed off. with overotll cases currently doubling every three to four years. This

can be compared with the doubling time at the .:nd of the 1980s of .:very II

months in homoscxual men and every 16 months in femal.:s (Remis & Elmsli.:.

1988). The vast majority of the patients continue to be betwccn 20 and 45 years of

age (Remis & Archibald. 1988). AlOS is the number on.: killer among men in

North America l'rom the mid-20s to mid-40s (CDC. 1991). There are an cstimatcd

12,000 people who are HIV-inf.:ctcd living in the province of Queb.:c (McGill
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AIDS Center. 1991). Moss and co-authors (1988) indicated that when followed

10ngitudinally. 75% or gay men who were HIV positive and asymptomatic

devdop symptoms within six years or thcir lirst positive test.

ln Canada. the Feder.!1 Center l'or AIDS (FCA) coordinatcs al:

govemmental AIDS-rc1ated programs. Cases or HIV/AIDS in Canada. rcporled to

April 1. 1992. arc prcsented in Tahlc 1.

Table 1.

Cases nf AlPS in Canj!da RePQoed \Inti! April. 1992

Alive Known deaths Total

Adult.-;/ma1cs 2234 3497 5731

Adultslrema1cs Il3 202 315

Subtotal 2347 3699 6046

Childrcnlmalcs 14 21 35

Childrcnlfemalcs 9 26 35

Subtotal 23 47 70

•

Total 2370 3746 6116

(LCDC. 1992)
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The estimates in the United States hy the COC are that more than one million

people will he intècted hy the year 2000 (COC. 1990). WHO estimates for the

year 1993 are a total of SOO,OOO to 3.000.000 AlOS cases worldwide(Samuds.

Mann. &

Koop. 1988), Under-recognition and under-reponing are presumed as weil as a

lag lime in reporting (WHO. 1991). Cases of AIDS in Canada until April, 1992 are

presented according to gender. risk group. age. and province of diagnosis in

Tables 2. 3. and 4.

Projections for the Canadian AIDS epidemic are hascd on empirical

modcls. the polynomial model advocated as "the hest empiricaltït for the

epidemic curve" (Adrien. Hankins. & Remis. 1989. p.5). Bascd on this modd, the

projected cumulative total hy the close of 1992 would he 11.000 AIDS cases.

Backcalculation projections. using the logistic modd. project llXI72 cases atthe

close of 1992. and 11374 at the end of 1993 (LCOC. 1992). ln Quehec. AlOS is

for the most part a sexually trJJ1smÏlted disease. with 90% of reponed cases

directiy or indireetiy related to sexual transmission (Centre québécois de

coordination sur le sida, March. 1991). The highest rate of heterosexual

transmission in Canada is in the province of Quebec. rcsulting in grave concern

about heterosexual spread and vertical transmission (Hankins & Lapointe. 1989).

Preventive strategies specitïc to Quebec are detïnitely advocated (Adrien. 1989).

Infectivitv. Mode.~ of Transmission. and Control[[reatment of thc Epidemic

Infection with the AlDS virus has serious consequences. Seroconversion

or seropositivity -- the appearance of antibodies directed against the

..'
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Tah1<: 2.

Toljl! Numher of AIDS Casçs in Canada Presçntçd hv Risk FgetQrs

Risk factors Cases Known deaths
(% of total) (%ol"c=)

Homos<:xual!hisexua! 4687 (82%) 2935 (63%)
aetivity

Injection drug use 77 (1%) 40 (52%)

Both of the ahove 210 (4%) 1I4 (54%)

Recipient of blood 84 (1%) 63 (75%)

Recipient of blood 1I8 (2%) 77 (65%)
producL~

Heteros<:xual aetivity 303 (6%) 183 (60%)

No identilied risk factors 252 (4%) 85 (34%)

Total 5731 (100%) 3497 (61%)

(LCDC. 1992)

9
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Tahle 3.

~

Total Numher of ATPS Casçs jn Can;)"a PreSt'OIt'" hy A~t' Gr.,up

Age group Cases Known deaths
(% of total) (% of cases)

15-19 19 «1%) 9 (47%)

20-29 1072 (19%) 613 (57%)

30-39 2548 (44%) 1504 (59%)

40-49 1516 (26%) 957 (63%)

50 and over 575 (10%) 414 (72%)

Unknown 1 «1%) 0 (0%)

Total 5731 (100%) 3497 (61%)

(LCDC. (992)
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Tahlc4.

Rcponçd Casçs of AIDS jn Canada Aecordjng to Provincs: until April 1992

Province Male Female Total (%) Known
deaths

Alhcrta 378 16 394 (6%) 133

British Columhia 1129 21 1150 (19%) 704

Manitoha 70 3 73 (1%) 47

New Brunswick 40 6 46 «1%) 18

Newfoundland 21 4 25 «1%) 12

Northwesl Terrilorics 3 0 3 «1%) 0

Nova Scolia 86 8 94 (2%) 57

Ontario 2345 88 2433 (40%) 1775

Prince Edward Island 3 0 3 «1%) 2

Quebec 1640 201 1841 (30%) 961

Saskalchewan 49 3 52 (1%) 36

Yukon 2 0 2 «1%) 1

Total 5766 350 61I6 (100%) 3746

~. Cases arc altrihuled 10 lhe province where onsel of illness occured.

Il

•
(LCDC. 1992)
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human immunod<:tïci.:n.:y virus in lh.: s.:rum of p.:rsons .:xpos.:d (0 lh.: virus --

pr.:dal':s immunologk ehang.:s (W.:iss. Go.:d.:rt. & Samgadharan. 19S51. An

inf':':l.:d individual may r.:main inli:el.:d for long pcriods of time. assum.:dly

ind.:lïnit<:ly. and in a majorily of ea.o;cs ean h.: shown 10 h.: vir.:mie and pot.:ntially

inf,:clious 10 olh.:rs (Kahha.~h & Gilmor.:. 19S6). Th.: virus inf.:els lh.: hody's

lymphocyl<:5 or while hlood edls resulting in eXlœm.: immunol,)gkal delïcieney

and susccptibilÏly (Wainberg & Mills. 1985).

AIDS is diagnoslld with the appear'.lncc of 0PPOrlUniSlk inli:etions whlln

no explanation olhllr than lhe supprcsslld immune syslllm is available (Instilule of

Medicine. 1986: Grœn & Miller. 1986) or with lh.: pœs.:nlation of AlOS

demenlia complex (Bridge. 1988: Navia. Jordan. & Priœ. 1986: Navia & Prie.:.

1987). a dispuledly incœasing symplomatic p=ntalÏon. Al an carly stagll in lh.:

course of infeclion. HIV is tr.lUsferœd 10 th.: brain and lhe e.:ntr'.ll nervous sysl.:m

(Bridge. Mirsky. & Goodwin. 1988). In 1986. once AIDS was diagnoscd.lif.:

expcctancy was sharply curtailed. with approximat<:ly 55% CXP':Cllld 10 di.: wilhin

the tirsl year (Remis & Laverdière. (986). In 1988. lhe m.:an life expcclancy

following AlDS diagnosis in the UnÏllld Stal<:5 and England was aboul a ycar. Al

that time. pr.:sentation with Kaposi's sarcoma was indicative of the mosl

favourable survival rates (Anderson & May. 1988).

In the...years since identification of HIV as the etiologic agent of AlOS.

we have experienced the development of effective. specific antiretroviraJ

therapy. effective chemoprophylaxis for sorne opporlunistie

complications of HIV infection. and the demonstration at a population

level that those interventions are working....Current therapy signilicantly

slows. but does not reverse. the progress of the disease. Oblaining access
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III drug therapy. as well as tll hasie health and social services. is a

Cllntinuing prohlem lbr many individuals throughoullhe world....While

2-year survival after AIDS has inerea.~c'd dramatically. 5·year survival

remains low...mortality. while slowed. remains rugh. The

aceomplishmenls achieved with zidovudine and pneumocyslis

prophylaxis should serve a.~ incenlives to push for even hener therapics

and their mllrejust distrihution 10 people living wilh HIV. (Chaisson.

1990. p.435)

Epidcmiological sludics lay lhc groundwork for lhc devclopmenl of a

modcl of lhc nalural hislory of lhc discase which conSlilulCS lhe necessary

fr.lmework lor prevention and trcatrncnl. A model of the nalural history of illness

has been devcloped and applied 10 AlOS (Blauner. 1991; Brookmeyer. 1990;

Curran. Morgan. & Hardy. 1985).

Psychosocial and emotional clements are implicated in the etiology of

AlOS (Cohen. 1988). Psychosocial corrclalcs. r.lnging l'rom personality variables

10 social support corrclatcs 10 slressors. are crucial to understanding the

multifaceted nalure of lhe immunosuppressive illness of AlDS with implications

for indicalors of discase progression. survivaltime. and for their relationship to

immune funclion (Capilanio & Lcrch. 1991; Livingston. 1988; Temoshok. 1988;

Wal1ace & Watson. 1990).

Tndiçalors or High-Risk Behaviour Change

Research on risk behaviours presents a multitude of problems. Early

studies of risk faclors for AlOS aIllong homosexual men were history of syphilis.

lifelime hislory of large numbers of multiple partners (>1000). listing. and using

bath-houses as the source of sexual partners. Passive anal intercourse did nOl
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slalÎslically diff.:n:nlial.: in.:r.:as.:d risk \.:wl for AIDS (D;mow. Jaff,·. & CUll·an.

1983). How.:wr. in 1987. Darrow and Ruth.:rford slal.:d lhal "IT]h,' puhli.: h.:alth

m.:ssag.: of our sludy and of olh.:rs is v.:ry .:kar: Don'l .:ngag.: in unpnll':'·l':l\

s.:xual inl.:rcours.: wilh anyon.: inf,:cl.:d wilh HIV" (p.92). Th.: aUlhors .:ondmkd

lhal numher of parlners. r.:ceplive anal inlercours.:. and lrauma <'1' hk.:ding in lh.:

anoreclal an:a wen: ea.:h associaled wilh infeclÎvily. Thes.: lïndings "'':1\:

corrohor.!led with prosp.:clÎv.: studies of homos.:xual m.:n al lh.: four ':':1l1.:rs of

the Multicenler AlOS Cohon Study. with n:ceptive anal illl.:n:ours.: as lh,' main

route of infection and condoms not providing complete prolection (D':lc\s.

English. Visscher. Jacohson ct al.. 1989).

CalculalÎon of the risk associated with each h.:haviour is a diflïcu\llask.

Cenainly. the slrongest n:lalÎonship 10 HIV infection amongsl th.: homos.:xua\

sexuaJ-risk hehaviours is with unprolccled anal inlercours.: (Kingslcy. D':Ic\S.

Kaslow. Polk et al.. 1987a; Mayer. Ayone. Groopman. Sloddard. Samgadhar.lll.

& Gallo. 1986).levels of which acùvity lend 10 covary with the gradient for AIDS

in the particular homos.:xual population (Chmicl. Delcls. Kaslow. van Raden.

Kingsley. & Brookmeyer. 1987; Marlin. Garcia. & Beatrice. 1989; Winkclslcin.

Lyman. Padian. Gr.!nt el al.. 1987). Winkc\slCin and co-aulhors (1987) repon.:d

numher of partners and douching as contribulors 10 risk of infection in a cohon of

1,034 men in the San Francisco area. The risk levcl rose direclly Wilh lhe numher

of partners during the Iwo years prior 10 data colleclion; l'rom 18% for zero 10 one

partners, 10 32% for lWO lO nine partners, lo 71% for over lifLy partners.

The l'ales of recLaJ gonorrhoea have becn reported as slCadily decn.:asing

during the 1980s. implying SUbSLanlial reduclions in high-risk s.:xual behaviours
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among homos~xual m~n (Can~. Wdkr. Johnson ~t al.. 19X?: Handslidd. 19X5:

Judson. 19X~: Landrum. B~~k-Sagu~. & Kr.lus. 1988). How~wr. th~r~ has h~~n a

slow hut sl~ady ris~ in 19XX and 1989, indi~ating increa~d fr~quency of unsafe

h~haviours (Handslidd & Schwehke. 1990; Tomlinson, French, Harris, &

M~rcey, 1W 1). The data werc collected l'rom the coumy incorporating Seaule,

Washington, a ~ity of comparahle size to Momr::::L "lt is plausihle that dedining

STO mtes. apparcnlly low incidence of HIV infection, and the availahility of

zidovudin~trcatm~nt for carly HIV infection have rcsulted in complacency ahout

saler sex guiddines in sorne homosexual or hisexual men" (Handslield &

Schwehke, 1990, p.214).

ln a large-scale rctrospeclive study of homo~xualmen (N=909),

psychosocial prcdictors of hehaviour change were found to he accurate knowledge

rcgarding HIV and AIDS, perceived risk of contr.lcling AlOS. and perceived self­

erticacy to change high-risk heh:'viours. Association with the homo~xual

community was not found to he a prcdictor variahle. A possihle negalive

interaction was found hetween perceived ~If-eflïcacy and reponed risk of AIDS

(Emmons, Jo~ph, Kcssler, Wonman, & Montgomery, 1986).

A large sample (N=526) of mainly white, well-educated homo~xual men

in three cilies in the United States with low prevalence rates (Seaule, Tampa, and

Mohile) was studied for the psychological factors that predict AlDS high-risk and

AlOS precautionary hehaviour. The questionnaires were administered

anonymously as men '~ntered targeted gay hars in the thrcc cilies that are major

metropolitan areas with moderate AlDS prcvalencc (8-23 cases per 100,000),

reprc~ntative of much of the-AIDS incidence outside the original AlOS
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epiccntn:$ of New York and San Franci$Cll. Data l'mm lhe three cilÎe$ \Vcrc poolcd

a$ MANOVA reveal<.:d no $ignilicanl intercity difference$. More lh;lIll1l1c'-lhird of

lhe re$pOndenlS reponed unprolecled anal intercour$C in lhe previou$ lhree

monlh$. The men who reponed parlieipation in unprolecled anal illlercour$e with

multiple partners wen: younger. 1<.:$$ knowledgeahl<.:. n:poned le$.~ peer nlmn

support of risk reduction. had more friends wilh ilIne$.~. and perceived lhcm$Clves

al higher risk for AlOS.

The men who did nol participale in high-risk anal $CX perceiVl.:d peer nl1l1n

support for il. auribt:led salèly 10 thc.:ir own behaviour. and were lc$.~ likcly 10

attribute risk to external sources. These men n:poned fewer sex panners. had

increased knowledge leVl.:ls. and 'Nere older. Factual knowledge ahout AIOS-risk

had been fairly weil disseminated to the re$pOndenlS.

Gay males who did nol engage in unproleclcd anal inlercourse were more

likely 10 consider safer hehaviour an accepll:d norm wilhin lheir social

network; more Iikcly 10 allrihule safely 10 their own precaulionary

bchaviour; and less Iikcly 10 altribule AlOS risk 10 eXlernal faclors such

as chance. luck. or fale....thcse men had fewer sexual partners. estimalc'd

their own risk level in grca;er concordance with their aClual behaviour.

and were older than men who engaged in unprolccled anal

intercourse....!l a!so suggcsls thal primary prevention campaigns lhal

convey risk precautionary behaviour as an acceplcd peer norm or

interventions that dircctly modify social norms 10 encourage hea!tll

promotion and discourage continucd high-risk practiccs may now hl.'

cspccia!ly imponant...the nccd 10 addrcss persona! altributions

conccrning risk and 10 emphasi7.e inlerna! control and personal behaviour

choice. (Kelly. SI. Lawrence. Brasfield. Lcmkel.'l al.. 1990. p.119)
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The psychological processcs appear to differ for symptomatic mcn with

AIDS-Rdatcd Compl<:x (ARC) and persons with AIDS (PWAs). The rdaùonship

of health hehaviour changes with sdf-allrihution of responsihility differs for the

two groups. with a direct rdationship found for the PWAs. in San Francisco. in

1984-1985 (Moulton. Sweet. Temoshok. & Mandel. 1987).

Data on sexual hehaviours among homoSt:xual men prior to the

appcamnce of AlOS would provide hackground for the changes in high-risk

sexual hehaviours. The sexual practices of 4.910 homosexual and hisexual men

l'rom Chicago. Denver. Los Angdes. San F,.mcisco. and St. Louis were compiled

hased on studies ofhepatiùs-B infection during 1978 and 1979. Participants who

are white had higher rates of multiple panners and of omllgenital intercourse than

hlack and Hispanic parùcipants. Rates of anal intercourse in ail data collection

centres were comparahle. with the San Francisco men reporùng higher '.!.les of

receptive anal intercourse with multiple partners. A small group of the San

Fmncisco men reduced insenive anal intercourse rates and receptive anal

intercourse without ejaculation rates. Medical and behavioural data predating the

onset of the epidemic is key to prevenùon and intervention effons (0011. Judson.

Ostrow. O'Malley ct al.. 1990).

A cohon of healthy male sexual partners of HIV-infected men were

investigated in a prospective study in Toronto for the purposes of identitïcation of

risk factors for HIV infection. In a sample collected between July. 1984. and July.

1985. of 246 men. number of sexual partners was not associated with HIV

seropositivity. However. receptive and inserùve anal intercourse with the

identified panner. and activities which rcsulted in anorectal trauma were found to
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h.: slrongly aSsOdal.:d wilh progr.:ssion lo s.:ropositi"ily. Int.:ra'lioll .:rf"L' w.:r..­

found which impli.:d lhal œdUClion is œquiœd in hOlh acti"iti..-s in orù..-r 10 n:ùuœ

th.: risk of HIV. Oral-anal and oral-g.:nilal acti"ilÏl:s w.:r.: nol founù ln hl'

associal.:d wilh risk l<:vd for s.:ropositivily. how.:wr. hislnry of syphilis was

associaled (Coal<:s. CalzavaI"J.. R.:ad. Fanning ...1 al.. 1988).

In a cohon of m...n in San Francisco. in which anlihody-posiliv...

homosexual men (n=187) w...r... compaœd with antihody-n...gativ... ndghhourhooù

controls. numh...r of sexual partn...rs was conduù...ù as slrongly assodal"'ù wilh

AlDS risk. the risk en....clivdy douhling with .:v.:ry ;lO-3D parl1l.:rs. R.:œpliv.: anal

intercourse was lh... major mod... of HIV lf'J.nsmission. Prior hislory of parasilic

infections and sexually lmnsmill...d disea.o;cs (....g.. giardia.,is and syphilis) w...r...

found to be associated with risk level. Nilril'" use (Le.• popp..-rs) wa.' som.:whal

associated with elevaled risk. Th... authors suggesllhal nilrit... us.... a.' wdl as STD

history. produces lempOf'J.ry immunosupprcssion which fadlilal':S infeclion. Or

the cofactors may indicate memhership in a suhcultur... of homosexual m...n who

engage in extensive rcœplive. lraumatic anal sex. accompanied hy nitrile use

(Moss. Osmond. Bachetti. Chermann. Barrc-Sinoussi. & Carlson. 1987). Th....-;.:

findings arc supportive of those of Gocden and co-authors (1984) who reporlt:d

receptive anal intercourse and multiple partn...rs as the key risk indicators.

apparcntly working synergistically.

Prospective sludies have supported the role of STD cofaclors wilh g...nilal

herpes preceding seroconversion among homosexual men. placing th.:m al high.:r

risk for HIV-infection and. possibly, HIV-infectivity (Holmberg, Slt:wan,

Gerber, 1988; Piot & Laga. 1989; Stamm. Handsfeld, Rompalo, Asley,
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RoherL~. & Corcy. 19lH\). Further support is derived l'rom the high rate of genital

ulceration in Africa co-occurring with the high r.ltc of HIV heterosexual

transmission (Bclec. Georges. Brogan. Steenman. Courhot. & Martin. 1989).

A cohort of male homosexuuls in the San Francisco area was idenùlied

hused on purticipation live years prior in a study of hepaùtis-B. Sixty-scven

percent of the men had scroconverted (n=240). whercas 33% (n=119) had not.

Higher levels of scxual activity werc highly associated with scroconversion:

rcceptive anal intercourse wilh nonsleady partners and multiple panners.

Nonsteady partners werc delined as rclalionships of two days or less. Bleeding

during scxual intercourse may incrcasc risk level.

Younger men werc morc likcly to have scroconverled. High levels of

inscnive anal intercourse and inscrùve lisùng werc associated with

scroconversion. The authors concluded thal the 20% of study participants who

\,;,"crc injecting drugs and sharing ncedles (r.lle of 60% of them) werc sharing with

other homosexual inlravenous drug users (Darrow. Echenberg. Jane. O'Malley

el al.. 1987). The potenùal for sexual transmission of the HIV inlection may be

incrcased around the lime of the beginning of the actual iIlness of AlDS (Osmond.

Bachetti. Chaisson. Kelly et al.• 1988). A novelline of research exploring

consistently varying mood changes and performance changes after infecùon with

a nu or cold virus. even artel .l-te primary symploms have disappeared. may be

uscful in understanding the behavioural changes among sorne of the men (Smith.

Tyrrell. Barrow. Higgins el al.• 1992).
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Strategjçs for the Majnten;mq: of RL,havjour Chang,

Heallh maintenance in the area of HIV serostatus is ch:arly a lifc and dcath

issue for lhis population which has hecn exposed to the physical detcrior.l!iL'n.

mental dehililation. and dealh of friends and lovers in lh, hOllloS\xual 'l'lllllllmity

(Kelly. St Lawrence;:. Brastield. Lcmke. Amidei. & Roffman. 1990).

Change in high-risk S\xual practiccs hecomes increasingly crilical as the

incidence incrcases the possihility lhal each homoS\xual par'ther lllay he HIV

seropositive (Baumann & Siegel. 1987). Changes in high-risk sexual hehavioul's

have hecn reported in sludies of homosexual communilies in New York Cily and

in San Fr.lnciseo. epicentres of lhe epidemic. The Montreal hOlllosexual

population mUSl he dcscrihed in order 10 plan effective interventions.

Incidence of HTV-Tnfectjon

The Slatistics have changed with prog= in the clinical managemenl of

pneumocystis pneumonia and anùretroviral trcalmenl. Currcntly. life expeclancy

has becn prolonged Substanlial1y (Redtield & Burke. 1988). Depending on

pretherapy clinical medical conditions (Creagh-Kirk. Doi. Andrews. Nusinoff·

Lehrman el al., 1988), lrcalmenl with Azudothymidine (AZT), commonly known

as Zidovudine, has eXlended survival time of people with AIDS. dclayed lhe onsel

of symploms in asymplomatic, seroposiùve individuals, and rcsulled in

measurable psychological improvemenl 10 the poinl of"AlOS delicil" of reporled

cases among urban white homosexual and bisexual men (Coodley, 1990; Fischl,

Richman, Causey, Grieco el al., 1989; Fischl, Richman. Grieco, GOlllieb el al.,

1987; Gail, Rosenberg, & Goedert, 1990; Gail, Pluda, Rabkin, Biggar el al., 1991;

Lemp, Payne, Neal, Temelso, & Rutherford, 1990; Munoz, 1989; Rosenberg•
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Gail. Schrager. Vennund Cl al.. 1991; Taylor. Kuo. & Oetds. 1991; Schmiu.

Bigley. & McKinnis. 1988).

Trials were conducted with men who were pre-AlOS and ARC in the

American Multicenter AlOS Cohort Study suggcsting that men who were in lhe

asymplomalic. clinically silenl pcriod were bdng underlrealed. Trials were

eonducled in lhe Canadian Multiccnler Azidothymidine Trial wilh carly

a.~ymplomalÎc HIV-inlècted men 10 cslablish the el1ïcacy of AZT use (Child.

Mantaner. Tsouka.~. Fanning Cl al.. 1991: GrJ.ham. Zeger. Kuo. Jacobson

Cl al.. 1991). Arr therJ.py is complicaled by loxicily and by lhe appearancc of

AZT-resislanl slrJ.ins of HIV-I and of non-Hodgkins Iymphoma (Larder. Oarby.

& Richman. 1989; Pluda. Yarehoan. Janè. Feuersldn el al.. 1990; Rooke.

Tremblay. Soudeyns. OeSlephano Cl al.. 1991). The managemenl of AlOS is more

and more resembling thal of olher palÎents with chronic illncss. cspecially with the

polenlial for synergislic lhempeulÎc inlervenlÎons (Wainberg. Oascal. &

Menddson. 1991).

ln Canada. HIV-anlibody lcsling is available to ail. <:t no cost to the

individual bdng tcsled. The standards eslablished for HIV tcsùng mect the

prerequisileS recommended by the World Hcalth Organization. The recommended

components are infonned consent, pretcst and posttest counselling. and

conlidentiality. The role of Canadian public health in HIV-tesùng and reporlÎng

continues to be debated (Canadian Public Hcalth Associaùon (CPHA]. 1991).

Perry and Markowitz (1988) provide a modcl for counsclling for HIV-tesùng

which incorporJ.tes follow-up care. The psychosocial issues sUlTounding HIV­

tesùng mUSl be fully addrcsscd (Buckingham. 1987; Oilley. 1989). Provincial

HIV-tesùng facilities were fonned in 1985. Seroposiùvity is reporlable in seven

provinces. There is no mandatory tcsùng (Figure 1).
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Figun: 1

Rcportahility and Contact Tracing of HIV and AlDS Acconling to Province

Alberta British Manitoba New Brunswick
Columbia

Reporting HIV Non-nominal No reporting :~on-nominal Nominal
requirement

--
Reporting AlOS Non-nominal Non-nominal Nominal Nominal

Contact tracing No contact Patient» No contact Physician»
HIV tracing physician or tracing public health

requirement public health requirement.

Contact tracing No contact Patient» Physlcianl Physician»
AlOS tracing physician or client» public public health

requirement public health health

Newfoundland Northwest NovaScotia Ontario
Territories

Reporting HIV Nominal Nominal Non-nominal Pooled data
anonymous at 24

sites

Reporting AlOS Nominal Nominal Non-nominal Non-nominal.
may be nominal
at sorne health

units

Contact tracing Public health» Public health» Physician» Public health»
HIV physician physician public health physlcian

Contact tracing Public health» Public health» Physician» Public health»
AlOS physician physician public health physician

Prince Edward auebec Saskatchewan Yukon
Island

Reporting HIV Non-nominal No reporting Nominal No reporting
requirement requirements.

soon will be
nominal

Reporting AlOS Non-nominal Non-nominal Nominal Nominal

Contact tracing Physician» No contact Physician» Public health»
HIV public health tracing public health physlcian

requirement --_.-
Contact tracing Physician» No contact Physician» Public health»

AlOS public health tracing public health physician
requirement
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Individuals inf.:.:t.:d with th.: virus. commonly known as s.:ropositiv.: or

HIV carri.:rs. h.:com.: susc.:pùhl.: to a hroad array of physical cornplaints. An

unknown p.:re.:ntag.: who t.:st posiùv.: for th.: human immunoddiciency virus will

d.:vdop th.: full-hlown illm:ss. AIOS. R.:ports to date indicat.: it may vary l'rom

10% to 30% to almost llKI% • with cofactors strongly implicated as early as 1986

(Drew) in th.: progn:ssion to illm:ss but not neccssarily distinguishing betw<:cn at­

risk populations of homos.:xual and ha.:mophiliac men (Drew. 1986; Jason. Lui.

Ragni. H.:ssol. & Darrow. (989). Lifestyle variables are implicated in exposure to

HIV in!ccùon (Boyko. Schechter. Cr.rib. Constance et al.. 1986).

Th.: pn:sentthinking tends towards certainty of AlOS or AlDS-dem.:nùa

following HIV seroposiùve idenùlïcaùon. and of considering AlOS as a terminal

illm:s..~ (Brook. 1989). Numerous parJJlel risk factors co-exist for syphilis and for

AlOS. such that syphilis is prcsently viewed as a cofactor for AlOS (Simonsen.

Cameron. & Gakinya. 1988) and by sorne as a prelude to an HIV epidemic in the

heteroscxual population (Andrus. Fleming. Harger. Yan Chin et al.. 1990). Vpon

post-moncm examination. the encephaliùs in homoscxual men is

neuropathologically distinct (Lantos. McLaughIin. Scholtz. Berry. &

Tighe. 1989). providing further suppon of the role of cofactors.

AlOS is prcscntly a noùliable discasc in Canada's ten provinces and two

territories. Responding tg HTV/AIDS in Canada (1990) is a compendium of the

federal and provinciallaws. govemmentai bodies. and community associaùons.

The Laboratory Center for Disease Control (LCDC) monitors the epidemic in

Canada. The vast majority of the AlOS cases are in the provinces of Ontario.

Quebec. and Briùsh Columbia. The Standing CommitteC on AlOS of the Naùonal
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Health and Weil'are. in 1986. recommended that AIDS he a reponahk dise;\se in

ail provinces and consider.ltion be given to mandatory reporting {Gostin &

Curran. 1987). The reponability of seropositivity and of AIDS. and the kgalities

of contact tracing are detined at the provincial kvel. The reporting of AIDS is

non-nominal in Quebec. Surveillance presently is conducted with the utilisation of

date of binh and hospital identilication number. In Ontario. surveillance is

nominal.

The human immunodeticiency virus causes immunosuppressioll

(Fauci. 1988) and centr.ll nervous system (CNS) damage (Priee. Sidtis. &

Rosenblum. 1988). Controversy abounds on the cognitive! affective sequelae of

seropositivity upon asymptomatic carriers (Fl".lnzblau. Letz. Hershman. Masoll.

Wallace. & Bekesi. 1991; Levy & Bredcsen. 1988). Cognitive function changes

chal".lcterised by l1atness of affect and withdl".lwal. by cognitive impairrnent.

and/or by vegetative symptoms are reported following immunological decline

(Goethe, Mitchell, & Marshall. Brey et al.• 1989; Seines, McArthur, Miller et al.

1989; Snider, Simpson, Nielson, Gold, Metroka, & Posncr, 1983), and are

disputed by others as not increasingly evident in asymptomatic. seropositive

individuals (WHO report, 1988a).

Once central nervous system disease occurs, projected survival time is

significantly diminished (Wilson et al., 1989). The neuropathogenic effeclS of

HIV result in a wide =y of emotional, intellectual, psychiatric and neuro­

otological disorders with increasing evidence of carly subclinical involvemcnt

(Hausler, Vibert, Koralnik, & Hirschel, 1991; Nurberg, Prudic. Fiori•
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Freedman, 19X4; Hoffman. 19X4; Kermani, Orob, & Alpert, 1984). and

behavioural presentations (Perry, 1990).

Oepres.~ion is reported in association with HIV-related symptoms. with

responsivity to pharmaeological and psychotherapcutic interventions (Ostrow,

Monjan, Joseph, VanRaden et al., 1989). Sullivan and co-authors (Sullivan, Carra,

Musgr.lve, Rabinowitz. Cornes, & Johnson, 1992) report the eflicacious use of

pharrnacothempy in combination with psychotherapy in a man with AlOS. The

response of the pn:.~nting depression was purportedly excellent despite a mpidly

deteriorating physical condition.

The prcsentation for initial diagnosis with AlOS-related dementia is rare,

but such is not the case with organic mental changes. The healthier symptomatic

seropositive men exhibit functional disorders: the more ill and immunologically

assaulted PWAs tend to display organic disorders. "Psychological research should

continue to delineate both predisposing and protective social and psychological

factors for psychiatric disorder among sufferers in varying communities and

countrics" (King, 1990, p.154). The role of psychoneuroimmunology - the effeet

of bchavioural factors upon HIV-infection and progression to illness mediated by

the immune system - is important (Mulder & Antoni, 1992).

Available rescareh mapping the prevalence of psychiatric disorders among

HIV-infected adull~ is scaree. Neuropsychiatric dysfunction is a recognised part

of the gamut of HIV discases, with clinical deteriomtion occurring at latter stages

in the illncss (Bialer, Wallack, & Snyder. 1991; Price, Brew, Sidtis, Rosenblum,

Scheck. & Cleary, 1988).
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Th.: incid.:nc.: of AlOS D.:m.:mia Compl.:x is placeù al 5-Ill'7c, of lhe

symplOmatie population. Tr.:alm.:m wilh AZT ean pr.:wm lh.: milùer forms of

cognitiv.: impairm.:m associal.:d wilh HIV-inf.:ction anù possihly r.:wrse som.: Ilf

th.: m.:ntal d.:1ïcil~. bUl nOllh.: dislr.:ss of HIV-1 d.:m.:ntia cllmpl.:x tEgan. 1992;

P.:rry. 1990; Tross. Pric.:. Navia. Thal.:r':l al. 1988). A possihl.: aùvane.: in

t.:chnology of Magn.:tic R.:sonanc.: Imag.:ry (MRI)-guid.:d l.:chnology follow.:ù

by stereotaxic brain biopsy of focall.:sions may d':l,:cl.:arly signs of HIV

encephalitis and may provid.: r.:lid of n.:urological symptoms in AlOS pati.:nl~

(Kodama. Numaguchi. G.:llad. & Sadato. 1991; L.:vy. Br.:il. Russdl. & Dai

Canto. 1991).

Prevention and Intervemion

The principal means of pr.:vention ar.: .:ducational inl.:rv.:nlions 10 chang.:

high-risk behaviours (Mason. Noble. Lindsay. Kolb':':l al.. 1988; Tum.:r.

McLaughlin. & Schrum. 1988). AlDS .:ducation campaigns hav.: d.:vdop.:d in

phas.:s. The tirst phase relied upon aver~ion and tèar as molivators. High-risk

grouping was emphasized. Educational materials r.:li.:d upon f.:ar and ':Xlr.:m.:

sense of vulnerability with the projection of frightening imag.:s. Th.: second phase

consisted of supportive. behaviour.ll change str.lt.:gi.:s incorpOr.lling social

suppon and positive reinforcemenl The health-protecùve role of social support

has been integrated theoreùcally and pr.lcùcally (Cohen & McKay. 1984; Cohen

& Syme. 1985; Coyne & Holroyd. 1982; Gore. 1981; Gottlieb. 1983; Nerenz &

Leventhal. 1983). Community as weil as individual r.:sponsibilily were used as

motivators for lifetime behaviour.l! chang.:s (Sabatier. 1989). Comprehensive
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cducalion progr.lms in lhc gcncr.ll populalion nccd lO aim al fcar rcducLÎon

(Kappd. Vogl. Broziccvic. & KUlZO. 1989).

Communily-hascd n:sponsc lo thc AIDS cpidcmic hcgan in Ncw York

City whcrc half thc Amcrican cascs of Gay Rdated Immune Oeliciency (GRIO).

as AIDS was tirst callcd. wcrc rcportcd. The aCLÎvist homosexual men of New

York formcd the Gay Men's Hcalth Crisis (GMHC). thc model for numerous

homoSt.:xual community organi7.aLÎons. The early expericnccs of AlOS among

homoSt.:xual mcn wcrc poignantly descrihcd hy Randy ShilL~ (1987):

The gay men of Manhallan werc panic-strickcn and therc was nowherc

cise to turn...Half of the GRIO cases in the country were in New York

Cily. and you barcly hcard a whispcr about it from the mayor or the

ht.:alth oflicials. Gays werc going to have to establish thcir own services

or he Idt to dic in shame. lCar. and isolation. (p. 120. 150)

Community rcsponscs which have hccn et1'ccùve art.: thosc that have

accomplished their goals:

-By adopting a non-judgmcntal attitude toward the target groups served.

The role of community groups is to stop the spread of HIV and to suppon

the sick. not to judgc people or lo change their values.

-By understanding why so many people are afraid of AlOS and devising

education slrategies lhat. as wcll as providing information. a1so address

the causes of the lCar. Knowledge cannot l'le scparated from attitudes and

dccply rootcd fcclings.

-By knowing the communities being served and involving them in the

implt.:mentation of prograrns designed for them.

-By targcting spccilic audiences in education and prevention prograrns.
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-By di"'c:rsifying funding and rcmcmhcring lhat lime dC\'Ulcllto

tundraising is oot a distraction l'rom ··fl..~~ll" wllrk. out an imCf\'cntillil in

saving hum:m Iivc..o.;.

-By devc10ping strategîcs to tran.~form knowledge ahoul AIDS into :1

change in attitudes IOward what is regard<.'d as sexually s:uisfying.

-By en.~uring that those providing suppon to the iII and worrÎl'd r<.-.:cive

suppon in tum.

-By pcrsevcring and rememhering who wc arc ultimalc1y working for.

(Clausson. 1989. p.s20)

Sel1~hc1p groups orhomosexual men r<.-.:ognized carly on th:u

sole rcliance on negative symholism - with its potential for encouraging

the stigmatization of œn:ùn groups - was insut1kiently mOlivating.

AIDS oUlreach workcrs in diffcrent parts of the world repon that the

motivations wlùch inl1uenœ H1V-rc1at<.'d hchaviour arc hound ur with

issues or rcsp<.'<:t and sc1r-cst<.'Cm. (Sahatier. 1989. p.s 10)

Imervenùons - prcvenùve and supponive - have proven successrul when

targeted for the spcdlic population and incorpor.1te sociocultur.ll and

epidcmiological diversity (Fr.lllds. Anderson. Gorrnan. Fenstershdh ct al.. 19X9;

Hall. Wilder. Bodenrocder. & Hess. 1990; Kirscht. 1983; Temoshok. Swcet. &

Zich. 1987). There is increasing discussion in the litemturc ahoutthe targeting or

behaviours for intervenùon. mther than ethnie. mcial. or sexual-prcrercncc groups.

ail of which tend to foster stigmaùzation. defensiveness. and discriminaùon

(Ccballos-Capitaine. S7.apocznik. Blaney. Morgan. Millon. & Eisdorfer. 1990;

Hemandez & Smith. 1991; Kegeles. Adler. & Irwin. 1988; Wyatt. 1991). AlOS

education intervenùons must address attitudes. knowledge. decision-making

strategies. intentions. and health promotion bchaviours. "HIV-transmission has

more to do with scxual pracùce than sexual orientaùon" (Lorian. 1988. p.lll! J•
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Efft:t:livt: inlt:rv.:nlions will dt:pt:nd upon a ponling of rt:sourct:s of

communily groups. lt:acht:rs. lht: mt:dia. puhlic ht:alLh cart: providt:rs. ht:alLh cart:

proft:ssionals. lht: mt:dia. and lraint:d pt:t:rs in a multidisciplinary approach. Puhlic

ht:allh has a multifact:lt:d rolt:, viz; survdllance and rest:arch; provision of

services; advocacy of lht: ili; campaign against discrimination; primary prt:vention

and intervention strategies; puhlic policy devclopment; counselling; partner

notilïcation; and protection of the at-risk. uninfected (Gemmill. 1989).

The innovative methods of the community organi7.ations need to he

inCOrpOr.lled into the plannt:d interventions. There rt:mains a paucity of rcsearch

t:valuations of tht: community organi7.ation interventions (Kelly & Murphy.1991).

ln Montreal. there arc live different HIV/AIDS community groups - AlOS

Community Care Montreal. Comite SIDA Aide Montreal. Groupe Haïtien pour la

prevention du SIDA. Montrt:al AlOS Resource Committee (MARCIARMS ­

voluntarily dishanded in 1988). Montreal PWA Coalition. and Nazareth House.

The San Fr.mcisco modcl has resulted in dramatic hehaviourJ.1 changes which

have bcen sustained. unusual for puhlic health interventions. The community­

levcl intervention programs employed multifaceted progr..tms that disseminated

information. created motivation and a sense of vulnerability. provided skill

training. and induced a modilïcation of norms. OULreach included the media and

the entire gamut of community levcllocales (McKusick. Conant. &

Coates. 1985).

Behaviour-change intervention programs must respond to the needs of the

community groups. In one of the earlier auempts at group intervenùons. stress­

reducùon training - incorporaùng the techniques of systemaùc rdaxaùon. stress-
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management skills. and high-risk hehavioul'.ll change - resulleù in redu.;eù

numbers of partners al shorl-lerm followup. There was no impael on lhe praetiee

of unsalè sex. The sludy investigaled immune funelion kwls. one of lhe lïrsl III

mea.~ure behaviouml change and lymphocyle level. There was no diseemihk

diflèrencc bclween lhe experimental group members and lhe waiting lisl conlrols

in lymphocyle numbers or function (Coal':'~. MeKusick. Kuno. & Stiles. 19~9).

Group inlerventions incorpomting eognitive-bchaviûuml and skills-ll'.lining (i.e..

self-managemenl. asscnivencss. and prohkm-solving skills) have proven

succ.:.~ful in lhe reduction of largeled high-risk hehaviours (Kelly &

SL Lawrence. 1991).

Risk reduction hehaviours muSl be supponed with an infra.~truclure 10

prevenl relapse of high-risk bd:aviours (Coalcs. 1990; Stail & Ekslrand. 19~9).

The communily level intervention incorporalcs clinical interventions. heallh eare

insûluûons and providers. mass media. and outreach sll'.ltegi.:.~. lailoring lhe

componenLS for the targel communily. Catania. Kegel.:.~. and Coal':'~ (1990)

proposed a model of AlDS Risk Reduction (ARRM) with lhrce sleps. The sleps

are deliniûon of associaled behaviour as problemalic. lhe decision 10 change. and

acÛon.

Reaction of AI-Risk Communilies

Individual inlerviews were conducted in the PilL~burgh area of lhirlccn

men who seroconvened al'ter panicipaûng in an HIV educational progl'.lm aboul

the circumstances lhal placed them al risk. Six of the men had becn infecled by

partners they believed 10 be seronegaûve. four men allribulCd their high-risk

encounters 10 drug and alcohol use and/or psychological problems. and one 10
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condom orcakagc. Two of lhc m.:n's circumslanc.:s of s.:rllconv.:rsion could nOl h.:

ddin.:al.:d. MoSl of lO': m.:n had pr.lclis.:d saf.:r s.:x for a limÏl.:d tim.: and had.

suhS.:qU':Olly. r.:v.:rl.:d lo high-risk h.:haviours. Slrong .:motional rcaclions lO lh.:

parln.:r w.:r.: Cil.:d as a molivalor for rdaps.: (Silv.:stre. Lyt.:r. Valdi=ri.

Huggins. & Rinaldo. (989). Studi.:s such as this on.: which hav.: h.:.:n conduct.:d

in citi.:s which are comparabl.: in siz.: and in incidence to Montreal arc most

relevant.

Brendslrup and Schmidt (1990) conducted qualitative =arch in

Denmark aimed at description of homos.:xual men and bis.:xual men who had not

been lested for HIV status. The men who were participants in high-risk sexual

prolctices were diflïcult to rccruit. The authors reported on ten men. six of whom

reported safe sexual behaviours mainly with steady relationships and four reported

sexual risk behaviours. The men did not wish to he tested for fear of the resultant

stres..~ and the lack of cur.ltive lrealment. The four men who reported high-risk

behaviours viewed the condom as a barrier to pleasure and intimacy and reported

a history of trolumatic events. Ali the men were equally knowledgeable about

HIV. AlOS. and high-risk behaviours.

The total picture is summed up that "[a]mong gay men. there is a need to

quickly refocus attention on maintaining long-term change and to reach many

populations and individuals that have not yet effected consistent. meaningful risk

behaviour change" (Kelly & Murphy. 1991. p.256).

The emotional experiences of the HIV-antibody positive men as they

progrcss along the trajectory of HIV disease l'rom serostatus notitication through

asymptomatic to symptomatic periods to the diagnosis of AlOS. and of their
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Figure 2

Psychosocial Concerns Encountered over the Natural History of Human

Immunodeficiency Virus (HIV) Disease
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signiticantoth.:rs and or ronnal and inronnal car.:giv.:rs. ar.: criti.:al to th.:

d.:vdopm.:nt or s.:nsitiv.:. dli:ctiv.: inl.:rv.:ntions. in particular in a

multidisciplinary. hiopsychosocial approach (Abr.lms. 1988: Anonymous. 1991:

McHugh & Vallis. 1985: W<:iss. 1988). Psychosocial concçms .:ncounter.:d ov.:r

th.: natur.ll history or HIV dis.:as.: ar.: pr.:s.:nt.:d in Figur.: 2.

Th.: n.:.:d l'or th.: availability or counsdling and .:motional support groups

.:volv.:s l'rom this lit.:r.ltur.: (Atkins. O'Row.: & Am.:nta. 1991; CI.:ary. Rog.:rs.

Sing.:r. Avom .:t al.. 1986; Cleary. Singer. Rogers. Avom. ct al.. 1988; Maj. 1991:

Myers. 1990; Sanders. 1989; Slim. 1988; Vincy. Henry. Walker. & Crooks. 1989;

wolr. Balson. Dr.llle. Gaumer ct al.. 1991). Coates and Gr.:enblall (1989) detined

nine principles or community levd interventions (see Appendix A).

One efti:ctive modd of support groups developed at the New York Blood

Center indudes thr.:e individual counselling sessions prior to group participaùon.

The groups emphasize group cohesion with low confrontaùon. The enùre

intervention progr.lm is viewed as a conùnuum ending with the mobilizaùon and

linking of outside rcsourcçs. The authors indicate the strong need that evolved for

the support of dinicians (Levy. Tendler. VanDevanter. & Cleary. 1990). The

lnter.lgency Council in Edmonton is a model of a successful mulùscctoral.

mulùstrategy integr.lùve approach. composed equally of lay and professional

people (Soskolne & Robson. 1989).

The highest risk groups with a prevalence rate of 50% to 80% are

haemophiliacs r.:ceiving dotting factors. needle-sharing drug abusers, and

sexually active gay men (Jacobsen. Perry. & Hirsch, 1990). The tirst symptoms of

what was later identitïed as AlOS were described in patients with haemophilia in



•

•

th.: Unit.:d Stat.:s in 1%1 and th.: virus \Vas id.:ntilï.:d in hl,,"d C,lllc.:ntrat.:s hy

1982 (L.:vin.:. 1984: L.:vy. Mitra. & Moz.:n. 1984: Chorha & Evall. 1987\. thus

id.:ntifying pati.:nL~ \Vith ha.:mophilia as a high-risk group .:arly in th.: .:pid.:mi<:.

In th.: Unit.:d Stat.:s. th.: drug-ahusing population \Vith AIDS .:ontains 50'7<, hlack.

25% Spanish-sp.:aking. and 20% Caucasian (Faltz & Madov.:r. 1986). Mm.: th.1n

hall' th.: wom.:n with AIDS in th.: d.:vdop.:d world are present or past drug­

abusers. Risk reduclion is occurring in lhe drug-abusing populalions in lhe drug­

laking b.:haviours (DesJarlais. Wish. Friedman. Slonebumer et al.. 1987: B.:<:k.:r

& Joseph. 1988: Kali & Olin. 1990: Valdiserri. Harll. & Chambliss. 1988) as

opposed 10 the sexual high-risk b.:haviours (Hart. Sonn.:x. P':lh.:rick. Johnson.

Feinman. & Adler. 1989: Lewis. Wallers. & Cas.:. 1990: Saxon. Calsyn.

Whiltaker. & Fn..eman. 1991: Valdiserri. Hartl. & Chamh1iss. 1988).

Condom use among 211 intrJ.venous drug users in New York City was

reporled by 32% of the participants. Use was associal.:d with p.:rsonal and parm.:r

acceplance of condom use. and enrolmenl in a melhadone lrealment program.

There is a dire need for communication and assertiveness skilis in lhe drug­

abusing population. The sludy population subjccts were all enrolled in a

methadone maintenance program. which is retlective al mosl of 15% of lhe New

York Cily IVDUs (Magura, Shapiro. Siddigi, & Liplon. 1990). ProgrJ.ms are

being implemented and evaluated for transmilting the necessary skills for changes

in high-risk behaviours. Behaviourai change in the high-risk sexual areas in this

population requires careful and innovative planning (McCoy. Dodds, &

Nolan, 1990).
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R.:search stuùi.:s of th.: psychological and social pathways of HIV

inf.:ction anù AlOS (Jos.:ph. Montgom.:ry. Emmons. K.:ssl<:r.:t al.. 1987a;

Ostrow. Emmnns. Altman. Jos.:ph. Phair. & Chmic1. 1985) hav.: d.:monstrJ.t.:d

profnund h.:havinural chang<:.~ corœlat.:d with psychosocial int.:rv.:ntions in mal<:

hnmosexual and hisexual populations in North Am.:rican .:pic.:nt.:rs of th.:

.:più.:mic anù ouL~id.: th.:m - San Francisco. Chicago. D.:nv.:r. and S.:att1.: (B.:ck.:r

& Joseph. 1988; Catania. Coat<:.~. Stail. By.:.:t al.• 1991; Christ. Si.:geI. &

Moynihan. 1988; Ekstmnd & Coat<:s. 1988; Joseph. Montgom.:ry. Emmons.

Kirscht.:t al.. 1987h; Judson. Cohn. & Douglas. 1989; McKusick. Coat<:s. Wiley.

Morin. & Stail. 1987; McKusick. Horstman. & Coat<:s. 1985; McKusick. Wiley.

Coal<:s. Stail .:t al.. 1985; ü'R.:iIly. Higgins. Galavotùo. Sheridan. Wood. & Cohn.

1989; Stail. Coat<:s. & HolT. 1988; St.:v.:ns. Taylor. d.: Cordoba. Zang. &

Rubinst.:in. 1990; Winkc1stdn. Wi1.:y. Padian. Samuel.:t al.. 1988). The rJ.t.:s of

chang.: vary with many factors including the geogrJ.phic area (Coates. StaIl.

Catania. & K.:gd<:s. 1988).

Cofaclors as Indicalo!'$ of Change

"Gonorrhœa is one of the most common diseases acquired by homosexuai

men....it serv<:.~ as a reasonable surrogate index" (Weiler. Hindley. Adler. &

Mddrum. 1984. p. 1041) . The changes are corroborated by decline in rates of

rectal gonorrhea among homosexual/bisexual men in early reports in London,

England, in Amsterdam, and in Denver (Judson, 1983; van Griensven, de

Vroome, Goudsmit, & Coutinho. 1989; Weiler, Hindley. Adler, & Meldrum.

1984) and among white Anglo-American men altending sexually transmitted

diseasc cIinics in New York City and San Francisco (Evans. Rutherford. &
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Armory. 19l1ll; N.:w York Cily AIDS Task Fore.:. 19l1ll). The ral.:s <lfr.:clal

gonorrhœa may indical': or.ll-gcnilal contacl; how.:v.:r. m'lSI cas.:s <lf r.:cla\

gonorrho.:a are indicativ.: of high-risk s.:xual h<:haviour (y,mng. M<lYcs.

McK.:nna. & McMillan. 199\).

Th.: variabililY in redu':lion ral.:s of high-risk s.:xual h.:haviours am<lng

homos.:xual m.:n is dr.lmaùc. Risk redu.:lÎon in lh.: San Frands':<l·Bay ar.:a has

b.:.:n of major proportions with annual s.:ro.:onv.:rsion r.ll.:s al h.:tw.:.:n z.:r<l and

4% (Martin. 1987). D.:spÎl.: dmmalÎ.: .:hang.:s lh.:re hav.: b.:.:n re.:.:nt re.:urr.:n.:.:s

of devaled incidence levds (Cameron & Playfair. 1991). However. m.:n in areas

with low.:r prevalence r.ll.:s are reporling very dif1~rcnt rates. wilh 25% of lh.:

homos.:xual men parlÎcipalÎng in researeh in Texas and Boslon rcporting

participation in unprotected anal intercourse despit.: aCCUr.ll.: knowkdge <lf

prevention modaliÙ.:s. The main predictor of adoption of sal~r s.:x b.:haviours was

the originallevel of high-risk s.:xual behaviours. Positiv.: HIY-antibody te..~t

results impacted mainly on levels of ins.:rlÎve anal intercours.: (Calabr.:se. Harris.

Easley. & Promu. 1986; Johnson & McGmth. 1987; McCusker. Stoddard. Mayer.

Zapka. Morissen. & Saltzman. 1988). Among the men who panicipated in lhe

Yancouver cohort study. one-third of those who tested s.:ronegative and almoSI

30% of those who tested s.:roposiùve reported spor.ldic eondom us.: wilh one-time

or nonsteady partners (Schechter. Cr.lib. Willoughby. Douglas et al.. 1988;

Willoughby. Schechter. Douglas. Craib et al.• 1989).

The efticacy of condoms in prevenùng the spread of HIY is still being

debated (van de Perre. Jacobs. & Spreche-Goldberg.:r. 1987; Fddblum & Fortney.

1988). A small percentage of the men report consistent condom use. Condom
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hn:akag..: mUSl h..: in..:orporal..:d into dti..:a..:y sludi..:s of ..:ondoms (l)..:lds. Vis..:h..:r.

Ja..:ohson. Kingsl,,:y":l al.. 1990; Golomh..:k. Sk":lchl..:y. & RuSl. 1989). "Whil..: lh..:

us..: of ..:ondoms is unlikdy ln h..: hannful. lh..:r..: is th..: pOl..:ntial for hann if lh..:ir

us..: is suhSlilut..:d for ahstin..:n..:..:. monogamy. or good judgmenl....Even a highly

dfe..:tive prophyla":IÏl.: mea.~urc is indfective if not uscd. and many faclors

inl1uence the use of conlr.tceptives a.~ a means of avoiding disease" (Fddblum &

Fonn..:y. 1988. p.53).

DaIa. has..:d on 1384 homos..:xual and biscxual men rccruiled allhe

PilL~hurghsite oflhe prosp..:clive MACS sludy collecled l'rom May. 1986. through

May. 1987. indicaled lhat 69% rcsponded lhat they had participaled in anal

intercourse during lhe six monlhs prior 10 inlerview time.

Rat..:s of condom use during anal inlercourse:

Always

Sometimes

Never

Insenive

23%

32%

45%

Receptive

21%

28%

50%

•

The complexity of the obtained pallems was further enhanced with the lindings

thallhe variables associated with condom use were peer nonn of condom

acceptability. rccenl history of multiple partners. and concurrent druglalcohol use

during s..:x. Knowlcdge of scrostatus was nol significantly associatcd with condom



Never

Always

•
use, with a slightly d.:vat.:d tr.:nd. Th.: vast majority of th.: partidpants \\Wc'

.:ngag.:d in a p.:.:r-l.:d. group .:ducational s.:ssion prior 10 r.:sults notific:nioll.

Among both serostatus groups. th.:r.: w.:rc m.:n who p.:rsistcd in high-risk sexual

b.:haviours. Condom br.:akag.: was r.:port.:d by 9-15% of th.: mcn. Although

condom use had incr.:ased dr.lmatically. il c.:rtainly was far fmm all-indusiw for

the majority of th.: men (Valdiserri. Lyt.:r. L.:vilOn. Callahan. Kingsl.:y. &

Rinaldo. 1988).

A prosp.:etiv.: study of AIDS seropr.:valene.: in England followed a cohlllt

of 930 m.:n. Ali the men wer.: interviewed.

Rates of condom use during month prior to data collection:

Insertive Anal Intercourse. N=270:

38.9%

49.6%

Sometimes

Always

Never

Sometimes

11.5%

Receptive Anal Intercourse. N=254:

42.5%

45.7%

11.8%

•
The men in the epiœnter of London wer.: more likdy to use condoms. The

youngest men - under 21 - were mostlikcly ta use condoms consistently and the

older men - over 39 - to never use condoms. Rclationship Slatus was the bcst
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pn:dictor of condom use. wherein unprotected anal sex is reponed at a much

highcr rate in monogamous rclationships. Knowledge of positive serostatus in this

study was associaled with elevated condom use for insenive anal intercourse only.

The mcn were asked the seriousness with which they vicw salà sex. The self­

reponcd mca.~ure wa.~ signilicantly a.~sociated with condom use. The authors

empha.~i7.c the need for long-lerm condom use in ail relationships, especially due

to the purported lengthening of the asymptomatic seropositive or carrier status to

a.~ long a.~ ten years (Longini, Clark, Byers, Ward et al., 1989: Weatherbum, Hunt,

Davic.~, Coxon, & MeManus, 1991).

The determining factors which :nl1uence condom use during orJ.1 and anal

sex are signilicantiy different. The attitude of viewing condoms as a responsibility

and reporting comfort with thcir use was signiticantly associated with consistent

condom use during anal sex among 152 homosexual and bisexual men in

AustrJ.lia who were recruited in 1986 (Ross, 1988a). The role of intention for

behavioural change related to condom usage has bcen related to the theoretical

framework of the theory of reasoned action (Ajzen & Fishbein, 1980: Jemmotl &

Jemmott. 1991: Jemmott & Locke. 1984).

In a study of condom use among homosexual and heterosexual men in

New South Wales, condom use was reponcd as frequent among the homosexual

men only. The recruitment settings for the homosexual and heterosexual men

were very diverse. placing into question the comparability of the samples. The

intention to use condoms was related to favourable attitudes towards their use.

Reponcd condom use was directly related to intention. and to favourable attitudes.

Among the sexually active homosexual men. condom-specific assertiveness was
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directly rdated to social asserti"eness: the re"erse was truc of the sexually active

heterosexual men. Assertiveness was rdated to intention 1'<,r hoth populations

(Trellke. Tiggemann. & Ross. 1992).

Comparison of the behaviour patterns of 290 sexually active. mainly white

and well-educated. homosexual men in three cities with varying AlDS-prevalcnee

rates (Atlanta. Birmingham. and Topeka) resulted in sorne disturhing results. The

homosexual men in the high AIDS prevalence city had devated accurate

knowledge levds. Theil' sexual p....lctices included signilicantly lower rates of

unprotected anal intercourse and higher rates of sexual p....lctices of a low-risk

nature (i.e.• mutual masturbation. body rubbing). The men in the low-prevalcnce

area reported fewer numbers of partners with higher 1cvds of unprotected anal

intercourse. There was no difference in levcl of condom use (SL Lawrence. Hood.

Braslield. & Kelly. 1989).

A cohort of 508 mainly white. well-educated homosexual men in the San

Francisco area recruited in 1983-1984 were followed for changes in high-risk

sexual practices. At the time of recruilment. cssentially 50% of the men who were

not in a steady relationship and 71% of those in a monogamous rdationship

reported unproteeted anal intercourse. TI.e men reported participation ....ltes of

12% and 27%. rcspcctively. in 1988. A steady relationship was assoeiated with

increased levels of unproteeted anal intercourse.

Predictors of continued panicipation in unprotccted anal sex were the

younger men who reported anal intercourse as their favourite sexual activity. The

men who knew of positive seroslatus were less likely to report participation in

high-risk activity in 1988. Age was found to be a decisive variable with the
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high~sl ral~ nI' participalion in unprol~cl~d anal inl~rcoursc wilh multiple partn~rs

amnn;; lh~ young~r m~n (35 and und~r). Th~y report~d il as lhcir favouril~

aclivily. d~scrih~d lh~msdws as having Inw sclf-~fticacy 10 chang~ scxual

h~havinur. and furth~rmore r~port~d high-risk s~xual pracùc~s as an acc~pl~d p~~r

norm. In addilion. th~y w~re I~ss knowledg~ahle and less d~press~d. Th~re was a

drJ.malic increasc in prol~~l~d anal s~x and in cclihacy. "Risk reduclion progr.lms

may n~~d 10 ~rotici7.c all~maÙv~ s~xual pr.lclices. promo~ skills thal incre=

sclf-~fticacy.modify social norms supporùng high-risk h~haviour. and ~ncourJ.ge

anlihndy l~sling so thal scroposiliv~ individuals ar~ furth~r reinforced 10 reduce

scxual bchaviours likdy 10 infecl olhers with HIV" (McKusick. Coales. Morin.

Pollack. & Hoff. 1990. p.98 1).

ln a similarly prospecùve sludy of homoscxual men in the San Fr.lncisco

area. comparJ.hly mostly while and well-educaled. the drJ.maùc raIes of risk

reduclion w~re maintain~d during the lwelve months prior 10 the interview in

1988. Iniùal data colleclion was conducled in 1984. Measures included HIV

stalUS. HIV-relal~d symploms. alcohol consumpùon. cigareue smoking. number

of partn~rs. psychosocial measures of londiness. depression. and social support.

Hislory of pasl scxual hehaviours was a strong prediclor of presenl behaviours.

Young~r men were more likely 10 engage in unprolecled anal sex. whereas those

who had fri~nds or lov~rs wilh AlDS during the earlier lime period were more

likely 10 have reduced participalion. "The tinding thal younger gay men seem 10

he having more difticulty changing their behaviour could be due 10 a variely of

faclors. such as grealer impulsivity. having less social support for safe sex

praclices. feeling uncomfonahle obtaining or using condoms. perceptionsG~
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invulnerability. or having pom 'se" negotiating skills'''lEkstranù &. C\l;ll~s. 1')<)0,

p.976). These tindings l.:nd strong support to earli.:r tinùings "f ;h~ slrong

assoeiation betwœn combined drug use with se" and high-risk s~xual h~havi,\urs

and the need fm targeting interventions for this population lStall. Md\.llSi.:k.

Wiley. Coates. & Ostrow. 1986).

In a longitudinal study of asymptomaùc se"ually active hOlllo~xllal nll'n

(N=278) in the Boston area. the strongest predklOr of high.risk sexual hehav:,'urs

was initial!.:vd of unsafe behaviour. Notitication of positive sernstalus was

associated with safer insenive anal intercourse. There was an association of

elevated alcohol us.: with safer receptive anal sex. a linding the authors view with

caution and reponed contl"J.dictory results l'rom analyses of subsequent alcohol

and drug-us.: questions later in the cours.: of the study. H.:alth bdi.:fs that were

weakly associated with safer s.:xual behaviours were perceived susceptibility and

belief in the effectiveness of medical interventions. Safer scx was lower among

men in steady or monogamous relationships. The men may view the reduction of

partners to one steady panner as more feasible than the reduction of high-risk

s.:xual practices. The HIV status of the panner was not reponed in thes.: data. The

cohon consisted of wdl-educated. knowledgeable men (McCusker. Stoddard.

Zapka. Zorn. & Mayer. 1989).

Although condom/spermicide use is dticacious in the reduction of HlV

transmission (Feldblum & Fonney. 1988). consistent condom us.: is not bc.:ing

reported for high-risk behaviours. Additional strategies for long-term bc.:havioural

changes must target behavioural changes in high-risk practices and mulliplicity of

partners (Henry & Osterholm. 1988).
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"C1<:arly. a window of opportunily for n..:w HIV inf..:ction still..:xisL'

among s..:lf·id..:ntili..:d samp1<:s of gay m..:n. d..:spil": th..: profound h..:havioral risk

r..:ductions that hav..: occurr..:d sinc..: th..: ons..:t of th..: AlOS ..:pid..:mÎC and d..:spit..:

wid..:~;pread und..:rslanding of h..:alth ..:ducation guiddin..:s for th..: pr..:v..:ntion of

infection" (Slall, Coat..:s. & Hoff. 1988, p.8(4). Th..: growing b..:n..:lits of ..:arly

tr..:atm..:nl (L..:vin..: & Bay..:r, 1989) and th..: recogniùon of th..: uniqu..:

char.lct(;risùcs of AIDS requir..: polici..:s that are most inclusiv..: of at-risk

individuals \Br.llldt. :990).

BQIt; of Alcnhnl and Drug Ahus..:

Th..: high prevaknc..: of alcohol us..: among homos..:xual m..:n (propos..:d

rolt..: of 30%) is vi..:w..:d by som..: res..:arch..:rs as a risk factor or cofactor to P-JOS.

Alcohol functions as an immunosuppressiv..: ag..:nL Progressive alcoholism may

r..:sult in a confounding dlect of Korsakol"Cs syndrom..: with AIDS-dememia

compkx (Molgaard, Nakamurol, Hovell, & Eld..:r, 1988). Chronically high l..:vels

01 alcohol consumption ddinitivdy damag..: th..: immun..: system, while

simuItan..:ously disinhibiting th..: drinker and r..:sulting in an association with high­

risk s..:xual b..:haviours (Ostrow. 1986). Th..: studies indicate that the latter is the

main dT..:ct ~,f alcohol. th..: pot..:ntiating of devated I..:vels of participation in high­

risk sexuli b..:haviours (Martin. 1990). The role of alcohol-induc..:d

immunosuppression in th..: devdopmem of AlOS and infectious di= is still

b..:ing d..:bat..:d (Pillai & WaL,on, 1990; S..:minar.l. Pawlowski, & Watson. 1990).

Th..: roi..: of alcohol and drug us..: in immunocompression and pathogenesis

of AlOS was not support..:d in data from th..: Muticemer AlOS Cohon Study. The

us..: of psychoactiv..: drugs and alcohol was not found to consistently correlate with
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HIV progrcssion (Kasl"w. fllaekwdder. Oslrow. 'l'erg el al.. 19S9). hUI W:IS

rcporled 10 he eorrdaled with a higher incidence of serop<lsili\'ily and

immunosuppression (Badgley.1990l. Steady eigarelle smoking is suggesled as :1

possihle eofaelor due 10 iL~ immunosuppressi\'e dfccL~ and possihle link 1<1

pneumoeyslis pneumonia. a moslly unexplored and dispuled ass<>ciation (Berger.

1988).

John Manin. in 1990. in a sludy of 604 male homosexuals in lhe New

York City area. found a signilieanl associalion helwccn drug use and sex. holh

receplive and insenive. The men were moslly white. college-educaled. Manhall:m

residenL~. wilh a mean age of 3~t These resulL~ replicale lhose of Slall. McKusick.

Wiley. COalc.~. and OSlrOW who found. in a sample of homosexual men. a slrong

rclationship hetwccn alcohol or other drugs and high-risk sexual aclivily in lhe

San Francisco-Bay area. The men who eomhined sex wilh drug use were lhe mosl

likely 10 have participaled in high-risk sexual aclivily during lhe year prior 10 dala

collection (N=655).

In lhe same geographic arca. a survey of 40IJO households yielded rc.~uIL~

l'rom 844 wilh a strong association belwccn hcavy aleohol use and high-risk

scxual practices among homosexual men and helerosexual women (Leigh. 1990;

Trocki & Leigh. 1990). The link betwccn high-risk sex and drug use has

diminished over ûme. having been slronger earlier in the epidemic. Decline in

drug use is followed by signilicant reducûon in unprolecl1'd anal inlercourse.

Inhaled nitrile. marijuana. and cocaine use were round 10 he signitiçanl predicllJrS

of high-risk anal inlercourse through 1987. in lhe New York Cily sampie

(Manin. 1990).
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100çrventinn Pro~r~ms ~nd Ev~llI~tion

Th.:re still ':XiSLS a d.:arth of r.:s.:ar.:h on th.: df.:ctiv.:n.:ss of various

pr.:v.:ntion and iOl.:rv.:ntion progrJ.ms and of th.: most cost-dtici.:nt m.:ans to

s.:rvicc th.: HIV-inf.:.:t.:d populations (CI.:m.:nhag.:n. 1989; i..t:viton & Valdiserri.

1990; Rugg. O'Rdlly. & Galavotti. 1990; Turner. Miller. & Mos.:s. 1989).

Thomas Coal':s (1990) presenls a strong cas.: for the need of evaluation studies

and intervention research among homosexual and bisexual men outside the

epieenters of the epidemic. ethnie minorities. young homosexuals. women of

eolour. and persons over 50. The role of carly intervention progrJ.ms is becoming

more prominent with the availability of carly markers for illness and of

el1icadous clinical interventions (Arno. Shenson. Siegel. Fmnks. & Lee. 1989).

Studies that provide clear descriptors of the naturJ.I history of HIV

infection. medical and psychosocial manifestations. and lrJ.nsmissibiiity (Kaslow.

ûstrow. Oetels. Phairs. Polk. and Rinaldo. 1987; Lifson. Rutherford. & Jafte.

1988; ûstrow. Joseph. Monjan. Kcssler et al.. 1986) in the target populations are

basic prerequisites to effective prevention and impactful intervention programs. A

full survey was conducted following the.sc guidelines among Montred residents

of Haitian origin during 1987-88 (Adrien. Boivin. Tousignant. & Hankins. 1990).

••...AIOS prevention will never he completely effective unlcss 100% of

sexually active people engage in low-risk sexual hehaviours. Thus. the cssential

conclusion from all the studies to date is that eftective AlOS education programs

musttarget attitude and behavioural change" (Svenson & Varnhagen. 1990).

Attitudes that renect personal responsibility in chronic illncss. as opposed to

adopting a victim perspective. empower patients. The levels of personal
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responsibility r.lnge l'rom owr.vhdmed. hopdess. and hdpkss. 111 aecepling full

responsibility for illness as a faet of life (Anderson & Genthner. 1990).

Discrepancies exist between the prewntion education programs ddiwred in the

homoscxual and h.:teroscxual communities (Herold. Fisher. Smith. Yarber. 1990\.

Our sludy demonstraled a predictive rdationship helween he:llth

values and hdiefs and c1inical Împmvemenl. Il app~ars that an inn~r

directe<! or internai orientation is vital for the SUCCl'ssful utili7.:ltiun

of self care and self help approaches in health. Funher rescarch is

n~'Cd~'(\ 10 investigate the relationship hetw~'Cn changes in health values

and hcliels. the causation and prognosis of discase and the maintenance

ol'positive health. (McLean & l'ietroni. 1990. p.595)

Even today. il is still truc that in spi~ 01' extmordinarily rapid scientilic

progress to date. AIDS remains an epidemic disca.o;e whosc cure remains dusiw

(Landesman. Ginzburg. & Weiss. 1985). "Public education must be enhanc<:d and

supported. since the prevention of transmission is the only means of control

currently available" (LCDC. 1988b). Accumte information has bcen signilicantly

beuer disscminated. panicularly amongst university students with conl1icting

associations with changes in sexual pr.lctices (Bowd. 1987; Ishii-Kuntz.

Whitbeck. & Simon. 1990; King. Beasley. W=n. Hankins. Robertson. &

Radford. 1989; Price. Desmond. Hallinan. & Griflin. 1988; Svenson &

Varnhagen. 1990; Wenl".el. 1990; Varnhagen. Svenson. Godin. Johnson. &

Salmon. 1991).

And. yet. social science research remains poorly funded and underutilised

(Marsden. 1988). The severity of the discase. the lack of curative treatment. and

the targeting of socially stigmatised groups has engcndcred public l'car. of~n
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expn:ssed as anger and discrimination. Discrimination. whether active or

passivdy aeeepted. eontrihutes to the l'car and confusion surrounding AlOS

(Eariekson. 1990). "AIDS has formed the focus of a backlash which critics of the

'permissive society' have heen ljuiek to latch on to" (Spears. Abrams. Sheer.ln.

Ahraham. & Marks. 1991. p.38).

Allitudc" and Slc[ÇQ\ypim;

Pcople lcar the sufferers of the ilIness. often lcading to rejection and

blaming of the ill (Friedland. 1987b). This may be accountcd for by a dogmatic

"just world view" or the psychological thrcat of personal vunerability and/or of

homophobia (Connors & Heaven. 1990). While scientitic progrcss is astounding.

social stigmatization of high-risk groups and overwhelming societal denial and

fright continue (Frolkis. 1986: Gould. 1987: St. Lawrence. Kelly. Owen. Hogan.

& Wilson. 1988).

The stercOlyping and negative stigmati~~tion of AlDS sufferers have

added to the issues surrounding their mental hcaIth. whether homosexuaI men

(Kl'".ljeski. 1984: Thompson. West. & Woodhousc. 1985) or intravenous drug

abusers (Richards. 1988). The impact of slressful life events is amplitied by

stigmatization and can work synergistically with life change events as predictors

of emotional dysfunction among homoscxual and biscxuaI men (Ross. 1990).

Much of the carlier panic (Ostrow & Gayle. 1986; Ward & Papadakis.

1987). evident even in the medicalliterature (SeaIe. 1987). has bccn replaced by

more balanced. humane views (Boyd. 1987; Cominos. GotlSChang. &

Scrimshaw. 1989; Friedland. 1988). Yet. discrimination against HIV-infected
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individuals and p.:rsons inli:.:t.:d with AIDS is v<:ry mlll:h in pra<:ti<:.:

(Johnson. 1989).

R.:sponsihl<: m.:ntal h.:alth prllf.:ssi<lIlals musttak.: a l<:ad.:rship l'ok in till'

.:pidemie of "AFRAIOS." in stemming the AlOS-panic - so inllamed hy th.:

media - and in lighting discrimination and stigmatisation as adopt.:d hy th.: W<'l'Id

H.:alth Organization (Cassen. 1985: Deu<:har. 1984: Hahn. 1991: Ki.:lwasser.

1991: Morin & Batehdor. 1984: O'Brien & Hassayeh. 19S6: Ostrow. 1%9:

WHO. 1988h). Knowl<:dge ahout AlOS is limited even among the health-care­

provider eommunity. parùcularly oUL,ide urhan areas. Unsound infonnation is

common1y presented in comhination with negative and mor.llistic attitudes

towards patients with AlOS (Churchill. 1990: Kerr & Horrocks. 1990:

Sontag. 1989).

The AIDS epidemic has presented challenges and provoked strllng

emotional responses l'rom many scgmenL, of the population. ranging l'rom the

intècted to mor.l1isLS to economisLS to ethicisLS to health care providers (Dreuilhe.

1988) . "The cumulative individua1 experienœs of denial and anxiety ahout AIDS

are retlected in society's response to the dis<:ase....PsychiatrisL, can hdn decrea.o;.:

the stigmatization of people with AIDS hy understanding and huildil .ldges

between individual and group anxiety. and individua1 and group responscs. It is

the creation of a social 'h.:aling context' that must he the foundation of trcatment

of AlDS-related anxiety" (Fullïlov<:. 1989. p.8).

The AlDS epidemic has been repeatedly compared to the syphilis

epidemic of the sixteenth century (Br.lndt. 1988; Last. 1988; Ostrow. 1987:

Yankauer. 1988) in iLS arousal of fear and stigmatization of the iU :Larsen. Reed•

>.
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& Hoffman. 19X(); K<:lly. St. Lawn:ncc. Smith. Hood. & Cook. 19X7). Thc

cpid.:mic is th.: gr.:at.:st chall.:ng.: to th.: puhlic h.:alth syst.:m sinœ th.: cur.: of

syphilis (G.:mmill. 19X9). Th.: most common comparison is with th.: syphilis

.:pid.:mic of th.: 193()s and 1940s wh.:n puhlic h.:alth policy .:stablish.:d pann.:r

notilication (Parran. 1937) as a sucœssful control <:lement (Brandt. 1987).

Supporters (Potter,n. Spencer. Woodhousc. & Muth. 1989: Toomey. Cahill.

Blount. Havlak. & Cates. 1988) and detractors (Osborn. 1988: Rutherford & Woo.

198X) have argued the .:t1icacy of partner notitication for control of the present

epidemic of AlOS.

Br.lndt (1990) advised extreme care in generJ.lising to the HIV epidemic.

always attempting to meet the ethical obligations of persons at-risk and infected

with HIV. The ethical principles are those that guide clinical practicc: autonomy.

contidentiality. beneticenœ. nonmaliticence. and justice (Beauchamp &

Childress. 1983)......the emphasis must he on policies likely to be optimally

inclusive. that dr.lw individuals to the institutions of medicine and public health

where desirJ.ble services. counselling and trcatment may be provided. Not to

recognizc the very particular pro~rties of this epidemic willicad to policies

which are unlik<:ly to have a positive eITec!" (Brandt. 1990. p. 7).

The volumes of information and publications about AlOS is ret1ected even

in disputes in the liter.lture over the space devoted to AIDS-related publications

(Kubin. 1989: Lock. 1989) and in the underfunding (Rogers.1989) or overfunding

(Adler. 1987) of AIDS research and health services. The following pages are an

attempt to review and present the key relevant literJ.ture.
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Djkmma pl' HIV-Antihpdy TI'Slin~

Th.:te ar.: s.:v.:ral k.:y 1j1l.:stillnS telat.:d to th.: HIV t<:sting Pn><:I'S.S:

1) Oo.:s notilkation of positiv.: r.:sulLS kad inf.:<:t.:d individllals tll limitllr <:<:as\'

b.:haviours assodat.:d with HIV tr.lnsmis.sion?

2) Oo<:s notilication of n.:gativ.: resulLs motivate at-risk individuals tll hell.:r

protect themselves againsl infection?

3) Whal distinguishes individuals who seek antibody testing?

4) Ooes being informed of a potentially lil"c-lhreatening inl"cetion r.:sult in

signilicant and prolonged emotional disttess'! (Jacobs.:n. Perry. & Hirs<:h, 199()

5) Whal an: the adverse psyehologieal and sodal elll1seljuenees of knowledge of

serostatus'! (Coates. Stail, Kegeles. Lo el al.. 1988: Sh.:ridan & Sheridan, 1988)

6) Whal an: the benelits and harms of voluntary t<:sting? (Lo. Stdnl,n>ok.

Cook.:.Coat<:s. Walters. & Hulley. 1989)

In a large eohorl study eonduct.:d in 1985 at th.: PitLsburgh sit.: of th.:

MACS study. 1.251 homosexuaUbisexual men acc<:pt.:d to be test.:d for HIV­

anùbody stalUs. Th.: men who accepted and declined testing did not dilT.:r on

demographic variables. The men who declined tesling (n=188) either did not

believe the leSI was predicùve of AlOS or were concerned about th.: sttessors of a

seroposiùve resulL The men who did nOI respond (n=608) w.:te d.:mographically

disùnct, being young.:r, belonging to minority groups. and less welkducat.:d

(Lyter. Valdiserri, Kingsley. Amoroso. & Rinaldo, 1987).

In a sludy of 207 asymplomalic adults (male and l"cmale) who voluntarily

sought serologic tesùng in New York City, many of the panicipanLs n.:poned high

lifeùme rates of mood disorder and nonalcohol substance abuse. More than hall'
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lhe population were homosexual or hisexual men. mosùy while and wdl-

ed~. ,·.ll:d. The population was one al increased risk of depression and

noninlr.lvenous drug anuse. The authors question the possinle role of diagnosabl<:

DSM-III-R categories in dirti:rentiating the prcdictability of peopl<: who will

scroconven or in the scroconversion iL-;.:lf (Perry. Jacobsberg. Fishman. Fr.lnc<:s.

Bobo. & Jacobsberg. (990).

Coall:s. Morin. and McKusick (1987) conducted a longitudinal study of

homoscxual men in San Francisco comparing rcponed risk behaviours bdore and

arter antibody ll:sting. Reductions in high-risk behaviours werc rcported. but it is

unclear as to the link of the rcduction to notilication of rcsults.

ln a par.llld study in San Francisco of largely white. well-educated

homosexual men· attending a sexually tr.lnsmitted discase clinic who had becn

enrolled in a study of hepatitis-B - in their mid-30s. there was a clear pattern of

slow change toward safer sexual behaviours between 1983-1984 and 1986-1987.

The change was irrespective of knowledge of serostatus. The men who did not

lcarn their serostatus and those who were knowingly seropositive had comparable

l<:vels of devated anxiety at follow-up. The great<:st change was in unprotected

rcceptive anal intercourse. and the least change was in unprotected insertive anal

intercourse. The men continued high-risk sexual practic<:s at a grcater rate with

their sll:ady panners. The authors speculate that men who continue participation

in unprotected anal intercourse may be declining to he interviewed. There is a

small group of men who continue engaging in high-risk sexual behaviours (0011,

D'Malley, Pershing. Darrow, Hessol. & Lifson, 1990; Prieur, 1990)
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McCusker and co-authors (1988). in a l\mgitudinal stuùy of a populati\ln

of homosexual men in Boston. compareù the behaviour.ll changes of the men who

chose to know the resull~ of antibody testing with those wll\) chose not lo he

notilied of test resulK Signilicam declines of high-risk sexual bchaviours we1'1:

reponed within a one-year period. but the reductions were not a.~sociateù \Vith

antibody Slatus knowledge. The authors indicate that the motivations for changes

in high-risk sexual behaviours differ in the two groups. allhough substantial

changes are reported in both groups.

The two approaches were combined at the Chicago MACS site lOstrow.

Joseph. Kessler. Soucy et al..l989). Ali groups of study participanl~ reponeù

reductions in risk behaviours with no conclusive association between degree of

reponed change and antibody-status knowledge. Fox. Odaka. Brookmeyer. and

Polk (1987) investigated changes in high-risk sexual bchaviours among

homosexual men in the Baltimore-Washington area as pan of the MACS stuùy

and found signilicam reponed declines in high-risk sexual behaviours with an

interaction effect between notilication Slatus and amibody slatus.

An inter.lction effect of antibody slalUS and notilication slarus was,

therefore, concluded. Notilied seropositive men reduced high-risk sexual

behaviours more than seropositive men who did not accept test results and more

than untested individuals. Notilication of negative results impacted on specilic

risk behaviours more than untested individuals (Coates, Morin, & McKusick,

1987). but at the same rate as sl.-"fonegatiw men who chose notto know test resull~

(McCusl<:<:r. Stoddard. Zapka. Zorn, & Mayer, 1988) and at a lesser rate than

unnotified individuals (Fox. Odaka. Brookmeyer, & Polk, 1987). Prior to
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nolilication of antihody lest rcsuIL~, a thorough review of pasl risk hehaviours

must he eomplcted as signilicant changes may have heen made prior to arrivai for

tesling. Changes suhseljuent III antihody-testing notilication may then he diflïcult

to detecl.

Among a sampie of 502 homoscxual men from four differcnt areas

interviewed in England, it was found therc was no impaet of knowledge of

scropositivity upon unprotected anal SCX. The men had all voluntarily sought

HIV-antihody testing. The men who had never heen tcsted rcported the lowcst

r.ltes of high-risk anal SCX. The importance of HIV tcsting correlatcs dircetly with

the hendiL~ of early medical intervention, which must he matched with efli:eùve

eounselling (Dawson, Fitzpatrick, McLcan, Hart, & Boulton, 1991; Moulton,

Stempcl, Bacchetti, Temoshok, & Moss, 1991).

Marlin, Dcan, Garcia, and Hall (1989) focused on the relaùonship of

pcrson;l1 hereavement, loss. and the threatto the self of AlOS with knowledge of

positive scrostatus. The authors found an increase in PTSD-like symptoms and a

decrease in deprcssive symptoms in their study population from 1985 to 1987.

Ross (1990) also found PTSD-like symptoms in a cohort of 80 homosexual and

hiscxual men in Sydney. AustmIia. Major crises that do present following a

positive diagnosis are rcported as C'Ccurring within a wcck and, genemlly. present

in relation to identity and sc\l:cslCem. There was a small group of men in the

Australian sample who adopt high-risk sexual hehaviours following a posiùve

diagnosis (Ross & Rosser. 1988).

In the Martin, Dean, Garcia and Hall study. there was no association

hctween unprotected anal inlCrcourse and knowledge of positive serostatus.
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Partn.:r slalus was th.: only r.:pllrl.:d vanahk round 10 h.: a slwng :lIld consislcnt

pr.:dielOr or lh.: high-nsk h.:haviour or unpwl.:el.:d anal intcre,'ursc (l\lanin.

D.:an. & Garda. 1989).

Individuals. wilhoul r.:r.:r.:nc.: 10 s.:xual orienl:lti'"1. who lcsl SCl"\lP"Sitiw

following hlood donation hav.: r.:porl.:d in support groups lhal lh.:y .:xperi.:nee

f.:ding ali.:nal.:d and isolal.:d l'rom lh.:ir 1'':':1' group and rwm SOd':ly. and reeling

loss of sdf-<:Sl.:.:m and control (VanD.:vanl.:r. Gnsafti. Sldkn.

Scarola .:1 al.. 1987).

Role ofCouns.:lIing and HIV S.:rQS!jllUS

The present proloeol of inform.:d cons.:nt and 1'1'':- and POSll':SI eounsdling

is supported as henelieial in pr.:v.:ntion of m.:nlal disord.:r (Kddan. Fr.lI1klin. &

Pinching. 1988; O'Dowd. 1988) and may b.: conuihutiv.: 10 high-nsk h.:havioural

reducùon. In a study of the waslC hloods of 350 psychialrie inpali.:nLs in lh.:

Payne Whitney Clinic. it was found thal 7% weI'': HIV-antihody POSiliv.:. Pali.:nLs

were discharged untested. and 77 paÙents wilh r.:eord.:d high-nsk h.:haviours

were discharged for the most pari untest.:d and WilhoUI allempled eounselling

(Sacks. Dermaùs. Looser-Ott. Burton. & Perry. 1992).

Ross and Rosser (1988). based on the Austr.llian .:xp.:ri.:nce.

recommended that the counsellor present written informalion on the meaning of a

posiùve serostatus in conjunclion with a positive rcsult and a possibl.: rdi.:rral 10

an AIDS counselling service or a close follow-up appointm.:nt. Th.: dynamies of

the counselling encounter must incorpor.lte the serostalus of the counsellor and

the client (McKusick. 1988).
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An interesting paradigm in San Antonio utilised the services of volunteer

psychologisL~ in thcir private oflïces for counse11ing fo11owing HIV-testing. The

counse11ing was restricted to one visit. with reported benclïL~ to the participant

psyehologisL~. The program was established upon the initiative ')f a g~y

community organi7.ation (Gaines. 1988).

Miller and Riccio (1990) daim thatthe majority of psychiatric

symptomatology in HIV-infected individuals relates tO knowledge of infection

and are. therefore. mainly adjustment mactions and transitory. The authors

distinguish hetween the psychologieal rcactions to HIV-infection and the

presentaùons cf centr.tl nervous system involvement in AIDS. e.g.. "acute

confusional states and chronie impainnentleading to dementia" (Miller & Riccio.

1990. p. 381).

The psychological rcsponscs of a cohort of 218 asymptomatic, self­

selected adults (homosexual. heterosexual. male. female, and intravenous drug

users) in New York City to eontïdential HIV-anùbody testing with pretest and

posllest eounselling in a private physician's oflïce showed decreases in anxiety

and depression scores. The notitïed seronegatives displayed immediate reducùon

in anxiety as compared with pretest levels. The noùtied seropositives reponed

nonsignilïcant anxiety elevations immediately fo11owing notitication and

decreased anxiety and deprcssion levels JO wceks post-notitïcation. Two-thirds of

the seropositives were trained in stress-prevention .echniques. There was no long

tenn fo11owup and a11 the participants were asymptomatic throughout the study

(Perry. Jacobsberg. Fishman. Weiler, Gold, & Frances, 1990). Patients at
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incrcascd risk of psychological m\lrhidity rC\juire targcled psyehnsoei;1i

interventions (WaL~on. 1983).

Coping. Coping with stressfullife evenL~ and/or adaptation to chronic

illnesses. in particular the extensive liter.Hure rclated to illness hehaviour and ln

the psychosocial corrclates of cancer and iL~ treatrnent. conslitule important

relevance for this liter.!turc review (Ben-Sir.! 1. 1984; BeUlel. 1985: Cassel. 197h;

Cassileth. Lusk. Miller. Brown. & Miller. 1985; Dworkin. 1991; Meehanic. 1974:

Meyerowitz. 1980: Pearlin & Schooler. 1978; Taylor. 1983; ThoiL~. 1982). 111el'l:

exist rnediating psychological variahles hetween the stressful life event(s) and the

response patterns of adaptation or alternativcly. hopclessness and despair

(Cohen. 1988; Holroyd & Lazarus. 1982: Lazarus. 1980: Lazarus & Folkman.

1984; Lazarus. Cohen. Folkrnan. Kanner. & Schaefer. 1980; Schrnale & lkcr.

1966). The role of explanatory style as a rnediating variahle in rcsponse lo illnes.~

indicates that a pessirnistic explanatory style - attrihuting illnes.~ to internai. stahle.

and global causes - relates tO passive coping behaviours (Lin & Pcterson. 1990).

Beliefs in personal control arnong patients with chronic illnesses induding

thos<: c1iagnosed with AlOS are adaptive. reducing the levcls of anxiety and

depression (Felton & Hinrichson. 1984; Taylor. 1983; Taylor. Helgeson. Reed. &

Skokan, 1991). The theory of learned helplessness of depression was originally

posited as a response-outcorne expcctancy the"!)' (Maier & Seligman. 1976). The

theory has evolved to incorporate cogr.itive mediating attrihutional styles of

causality incorporating internaUexternal, stablelunstable, and global/specilïc

causes. Attributional styles int1uence the degree of learned hcI plcssness and

expectations of future helplessness (Abrarnson, ScIigman, & Teasdalc. 197X:
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Garhcr & Sdigman. I\!Xll; Milb & Norman. ln\!; Sdig:nan. Ahramson.

Scmmd. & von Bacycr. 1n'il.

Thc major adaplivc challcngcs of HIV-anlihody posilivc mcn havc hccn

idcntilïcd as dcaling with thc possihility of a shortcncd lifc span. dcaling with

othcrs' n.,act;ons to a stigmatis<:d lifcstyk and devcloping health-maintcnanee

approaches (Cerrato. l 'N 1: Sicgcl & Krauss. 1991). Persons with AIDS. in one

cthnogr.lphie study. allempted to r<:-estahlish control over thcir lives. one

approach heing through the control of illness-r<:lated knowledge (Weitz. 1989).

Anxiety tends to foster maladaptive psychological coping mechanisms.

induding emotion-focus<:d coping and lower<:d sclf-eflicacy. The role and

henelïL~ of denial and of various coping styles and their interr<:lationship among

men who arc HIV-antihody positive ar<: being explor<:d in a growing literatur<: on

the suhiect (Earl. Martindale. & Cohn. 1991-92).

Sclf-d'lïcjICY thcorv. Sclf-cflicacy theory posits the role of perceived selt~

eflieacy in hehaviour change. Perceived self-eflicacy is a cognitive mediating

variahle whieh impacL~ upon choice of coping activities anti the strength of those

activities. "Eflicacy expectations determine how much effort people will expend

and how long they will persist in the face of ohstacles and aversive ex!,eriences"

(Bandura. 19ïïh. p. 174).

Eflicacy expectations differ in magnitude. gener.lIity. and strength.

Eflicacy expcctations ar<: distinct from performance and provide inrlependent

predictors of coping efforts. "In the sociall:::aming analysis. choiee behaviour and

effort expenditur<: are governed in part by percepts of sclf-efticacy......

(Bandura. 19ïïa. p.203). Eflicacy and outcome expectations are distinct l'rom
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.:a.:h oth.:r. On<:.: th.: pr.:r.:quisit.: ahiliti.:s and th.: n.:.:d.:d inccntin:s an: in placc.

dtkacy .:xp.:ctations h.:com.: th.: k.:y d.:t.:rminanL' of coping hchaviours.

P.:rcdv.:d sdf-dlicacy is I<:arn.:d through dir.:ct. symholic. and vicarious

modaliti.:s (Bandura. 1986).

Th.: 1'01<: of p.:n:dv.:d sdf-dlïcacy and coping h.:haviours has hœn

.:xplored in various s<:ttings. including chronic pain. t.:rmina! illn.:ss. and AlOS

(D.:vins. Binik. Gorman. Daud.:t al.. 1982: Bandur.l. 1990: kns<:n &

Karoly. 1991: kns<:n. Turn.:r. & Romano. 1991).

Dav.:y. Hampton. Farrdl. and Davidson (1992) diff.:n:ntiat.: h.:tw.:.:n

anxiety and worrying. In a s<:ri.:s of thn:e studies with und.:rgmduat.: and graduai':

students of both g.:nd.:rs. they concluded that worrying and anxi.:ty al'': s.:paral':

conslructs. As opposed to bdng the cognitiv.: manit,:stalion of anxicly. worrying

is associated with proactive problem-focus<:d coping and information-s.:eking.

The study. thoug~. not conclusive. does sugg':SI that worrying as a construcl exisL'

on a continuum l'rom adaptive to palhological. The aUlhors slat.: lhal viewing

events as thn:ats is not delrim.:nLaI wh.:n lhe individual views him\hersdf as

having the coping abilities 10 d.:al with the lhn:alening ev.:nL'. concepL' thal l'date

this sludy 10 sdf-eflicacy th.:ory. In a sludy of young helerosexu..1adults (N= 1XX)

rais<:d levels of worry were sLalistically signilïcanl predictors of r.:duclion in high­

risk sexual b.:haviours. with conSistenl diflcrenccs along th.: line., of gender

(Cochran & P.:plau. 1991).

The initial psychological n:aclion of shock 10 a diagnosis of HIV-infeclion

is the normative reponed n:sponse lo lhe diagnosis of a life-thn:atening illm:ss

(Mandel. 1986). The psychological s<:qu.:lac gcner.l11y n:spond lo s<:nsitive
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<:ounsdling (Hol!and & Tross. )'1X5; Milh:r. 1'189; Milkr, l'lX7h; Milkr &

Gr<:<:n. 1'185; Milkr & Bor. 1989; Tross & Hirsch. 1988). ahating within thr<:<: to

l'our months. Th<: prior psy<:hologi<:;'1 h<:alth or th<: individual is an important

indicator or adjustm<:nt and r<:<:stahlishm<:nt or psychological <:quilihrium

(Atkinson. Grant. K<:nn<:dy. Richman. Sp<:ctor. & McCutchan. 1988; Catalan.

1988; King. 1989h).

Th<: lit<:ratur<: on th<: experien<:e or HIV testing is growing and ranges l'rom

lhe p<:rsonal ane<:dotal <:xperien<:e to a <:ohort study (McCann &

Wadsworth. 1991). The study <:ondu<:ted hy McCann and Wadsworth <:ol!ected

data l'rom homosexuaJ men in London. England. Ther<: were n:ported

improvemenLs in scnsitivity and communication of rcsulLs. The authors delineated

the fadlitative and communicative skills needed in the HIV-posttesl counscIling

a.s neces.sary to doclors throughout their can:ers and the gap in their ability lO

communicate unplea.sant and complicated messages. Physicians' Jack of

knowledge about HIV and AIDS and their discomfon with sexually-related issues

arc negativcly associated with their level of counselling the generJ.I population

and at-risk patients for HIV prevention (Council on Scientitic Affairs. 1990;

Ferguson. Stapleton. & Helms. 1991; Fredman. Rabin. Bowman. Bandemer et ai..

1989; Gerbert. Maguin:. & Coates. 1990). Recommendations un the role of the

physidan wen: outlined by the Canadian Medical Association in a discussion

papcr. "Physicians. Ethics. and AlOS" (1989).

Sweden. a country with the highest per million HIV-antibody testing rate

in Europe. n:pons a steady decline in scropositivity rates since 1985. Mannson

(1990) speculatc.s that the rate may retlect increasing nonparticipation in HIV
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t~sùng on th~ part of th~ eounlry's homosexuals. Th,' men n:plll't insensitivily lm

th~ pan of h~alth professionals with long ddays in nlllilïeatillll of rcsullS and laek

of ~motional or psyehologieal support on th~ pan of the physician rclaying the

r~uIL~. Th~ author rdl~eL~ upon th~ ditlieultics ~xp~ri~need hy m~dic:.: p~rsllnnd

in tr.msmilling information whkh und~rmin~sthdr omnipotene~.and states lhe

n~c~ssity of th~ involv~m~ntof m~nlal h~alth p~rsonnd in th~ proe~ss of

progrJ.mmes and poliey-making. ln a national surv~y in the Unit~d Stal~s.

physieians (regardkss of physician eharaet~ristks) respond~d with ~4uivalcnt

p~rcdved responsibility for treatment of HIV·antibody positiv.: paticnL~.

However. the percdved responsibility data did not match the patterns of aetual

involvement whieh varied with the medieal selling. speeialty. and age of the

prJ.cùùoner (Rizzo. Marder. & Willke. 1990).

Studi~ of suicide r.ll~ in North America Iïnd that suicide is more

common among AlOS patienL~ during the lirst six monlhs 1~)lIowing diagnllsis.

among those who have lost partners to AlOS. among homoscxual men who are

a1cohol-dependent and among those AlOS paùents with cognitive impairmenl as

the iIln~s prog== (Flavin. FrJ.nklin. & FrJ.nc~. 1986; Glass. 1988: Marl.Uk.

Tierney, Tardiff. Gross et al.• 1988). Higher suicide rJ.tes oeeur in ehronie.

debilitaùng. and terminal iIIness patients. AIDS suflcrers are further burdened hy

societal stigmaù7.aùon. discrimination. and frequenl withdrawal of support. More

recent =earch disputes these data Iïnding lower suicide r.ltes among patienL~ with

AlOS than arr.ong HIV-positive pre-AlOS paùents.whether symptomatie or

asymptomaùc. The progr~sive iIIness and organicity may inter.lctto enhanee

denial in the paùent with AlOS (McKegney & O'Dowd, 1992):
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ln a study or HIV-inrl'l't·~dhomos<:xual ml'n (N=63) in thl' Dayton. Ohio

arl'a. Kurdl'k and Sil'sky (1990) l'omparl'd symptomati<: and asympLOmati<:

s<:ropositivl' ml'n - with a s<:ronl'gativl' ~:mtrol group - on thdr psychologil'al

adjustml'nL Al'tivl' l'oping stratl'gi<:s. lal'k or avoidant strJ.tl'gil's. and satisrying

sodal suppon nl'tworks inl'r<:as<:d signitï<:antly thl' amount or variancl' and thl'

s<:ns<: or positiv<: psYl'hologi<:al wdl-hdng (Kurdl'k & Sil'sky. 1990: Namir.

Wol<:ott. Fawzy. & Alumhaugh. 1987: Wol<:ott. Namir. Fawzy. & Gottlil'h. 1986:

Zil'h & Tl'moshok. 1987). Symptomati<: ml'n pr<:sl'nted thl' worst hl'alth prolïll'

with high dl'ath anxil'ty. inl'=d usl' of avoidant coping strJ.tegies. and

dissatisral'tion with sol'ial suppon. whl'r<:as asymptomatic men presented thl'

more prohll'matic psYl'hological adjustml'nt protil<:. Thl'r<: was no appar<:nt

adjustml'nt in thl' Kurdl'k and Siesky study for time since diagnosis or appear.lIlce

or symptomatology.

ln a Vanl'ouver-hased study or the coping strJ.tegies or 89 mainly white

and well-l'dul'ated s<:ropositive men. Nicholson and Long (1990) found that

longer timl' sincl' diagnosis is nl'gativdy associated with action-focused or

proactive coping. Avoidance coping or emotion-focused coping is associated with

negative mood stat<:s. A strong association was found between worrying about

hl'alth and proactive coping.

An intervention study with 104 male homosexual panicipants in a

ml'dium-sizl'd American city (Jackson. Mississippi) employed a multifaceted

approach. Testing was not incorporated into the protocol. The goal was to reduce

high-risk sexual bt'haviours. Multiple measures-- pre- and post-intervention.

included self-repon surveys. AlDS Knowledge tests. sexual asseniveness role
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plays. and standardis~d anxi~ty. d~pr~ssion. and lo~us of <:\lntl'lll s<:aks. Th~ nll'n

compkt~d risk·hehaviour monitoring ~<:ords during the <:ourse of th~

intervention. The int~rv~ntion was in a group format of 12 sesS;,lllS <:ondll<:t~d hy

clinical psychologisL~ and pro.i~cl <:oordinalors. Th~ sessions in<:orpor.lled AIDS­

risk education. behavioural sdf-manag~ment rdaled to high-risk hdlaviours :mu

cofaclor b~haviours. ass~rtion lrJ.ining. and devdopm~ntof rclationship and so<:ial

supporl networking skills. Signilicanl changes werc obtain~d in the expcrim~nlal

group for unprot~cl~d anal intercourse. condom usage. and anaUdigilal a<:livily.

The lowercd risk levd was mainlain~d al cight-monlh followup. Th~l\: was not

signilicant change in orJ.Uanal aClivities. orJ.l inl~n;ourse. nor numher of parln~rs.

There was no elTecl of the standardised mea.~ures. The rcsulL~ w~re analyz~d using

multivariatc analyses of covariance. Ali parlicipanL~ rJ.l~d lhcir satisfaction wilh

the intervention very highly (Kelly. SL Lawrcnc~. Hood. & Bmslidd. 1989a).

Impact of the Epidemic and of an AlOS Diagnosis

Martin. Dean. Garcia. and Hall (1989) sludied lhe impaelof lhe AIDS

epidemic on the gay cornmunity in New York Cily and the concomitant chang~s

in high-risk sexual and drug-usc behaviours and mental heallh. This sludy

measured Health Locus of Control with the Mullidimensional Health Locus of

Control Scale (MHLCS).

The difliculties presented by lhe "worried weil" patients who are

seronegative with low-risk history and high anxiety have heen thoroughly

reviewed in the litcrature (Forstcin. 1984; King. 1989a; Miller. Green. Farmer. &

Carroll, 1985; Todd, 1989). The most hdpful approach consists of cognitive

therapy combined with education (Miller, Acton, & Hedge, 1988), with sorne
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n:porting of th.: dlicacy of paradoxical intervention (Salt. Miller. Perry. &

Bor. 19l\9).

ln a Canadian study of psychosodal stressors and mental health among 65

homosexual and hisexual men (in Calgary) who were HIV-infected. Chuang.

Devins. Hunsley. and Gill (1989) conduded that iliose pre-AlOS along the HIV

continuum. whether symptomatic or not. werc signilicantly more strcssed ilian

those with AlOS......different psychosocial issues and adaptive demands emerge

over the course of the ilIness....Therefore psychotherapeutic interventions should

he extended to patienL~ across ilie full spectrum of HIV disease...(and) the critical

issues may differ a.:ross dinical milestone~" (Chuang. Devins. Hunsley. &

Gill 1989. p. 879).

Hope among HIV-infected homosexual men in large American urban

are.-s has heen positively associated with perceived social support and negativcly

associated with presenting deprcssive symptomatology (Rabkin. Williams.

Neugebauer. Remien. & GOC17~ 1990; Zich & Temoshok. 1987). The extensive

networks of support of volunteer and sclf..help groups. social agencies. and

community mental hcalili scttings provide a buffer to the psychosocial Slressors of

AlOS according to Chuang and co..authors (1989). Mental hcalLl-j personnel must

dcal with cultivating ilierapcutic alliances in order to foster effective counselIing

and psychoilierapeutic interventions (Brown. 1990; Faugier. 1990; Macks &

Turner. 1986; Widen. 1989). The range of possible community mental healili

interventions is broad and varied ranging from training of mental health providers

to community education. to outreach. to consultative services. to intervention

prograrns. An AlOS spccialist in each community mental healili setting would
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enable lhe cenler 10 he more .:rfeclive in ilS progr.lms and ilS ,'uln::I\:h

(Knox. 1989).

At a syslems levd. the consensus is that healt:l C:ll"C rcsourccs.

notlo mention mental health r~'Sources. are dangerously iuadequ:lle to

m~'Ct the present and anticipated nC'Cds of HIV infeel~'ll patÎCnls....Atlhe

clinicallevel. several training and r"scarch issues prevail. Mental heallh

prolèssionals are in shon supply and arc largdy unlrained in assessmenl.

in intervention 1~'Chniques. and in basic knowk'(\ge abOUl HIV

dîsease....linle researeh has bcen generated loward systemalÎC

comparison of intervenlion eflieaey for use with HIV-inti.'Cted persons.

(Sheridan. Coales. Chesney. Beek. & Morokoff. 1989. pp. 763-7(4)

Relaled liler.llure on HIV-infecled haemophiliac pati.:nl~ adds to th.:

background knowl.:dge. In a study of pati<:nts with haemophilia. Wilkie.

Markova. Naji. and Forb.:s (1990) conclud.:d that the nc<:ds and issues of HlV­

positive patients ~;ffered signitïcantly from those of HIV-negative patienl~. Th.:

authors concluded that sicker pati.:nts who were more ov.:rhurd.:n.:d with iUness­

related diftïcultics were not seriously conc.:rned ahout HIV/AIDS. vi.:wing it aS

another problem in an overwhelming exist<:ncc. This supposition c0111d h.: appli.:d

to the drug-abusing population as well (McKeganey. 1989). Haemophilia

patients' "'bcliefs of others' perceptions of HIV and AlOS arc associaled with (a)

their perceptions ofrisk for themselvcs and others and (b) with behavioural

change to prevent spread of HIV" (Markova. Wilkie. Naji. & Forbcs. 1990. p. 73).

Studics of chronic illness sulTerers can contribut<: to rcsearch and

understanding of AlOS. "No axiomatic definition exists for chronic diseases. but

thes", diseases are well described by their attribut<:s:long lat<:ncy. protract<:d
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dinical course. unccnain etiology and no ddinitive cure" (Rolhenberg & Koplan.

1990. p. 267). Rdapse rales have heen shown lO relate to noneompliance in

patienL~ with chronie pain (Turk & Rudy. 1991). Controversy exists over the role

of psychological and social faclors in the relapse rates and survivaltime among

patienL~ with cancer (Fox. 197H; Fox. 1983; Vaillant. 1979). Thdr role in the

initiation of illness is undear; however. following diagnosis the biology of the

disea.~ predominates and delermines the course of the illness (Ca.~sileth. Lusk.

Miller. Brown. & Miller. 1985).

111ere are numerous cultuml and rustoricaJ changes wlùch have

contribul~'d 10 the present emerg.:ncc of self care--the rise in chronic

oiscas<' morbidity in the past two d~'Cades with the resulting sruft from

cure 10 care. an incrcasing awarencss of the effcct of lifestyle on many

chronic discases. the inercasing difliculty of 'rugh tcchnology' medicine

to dcal with long term chronic illness aJor.gside the incrcasing

explomtion of 'alternatives' to the pru1osoprucaJ assumptions of

traditional West~'l"n m~'dicine. (McLean & Pietroni. 1990. p.595)

Major depression is the most common clinicaJ problem seen in

primary care. T1ùs alTective illncss is most prevalent in patients with

chronic mcdicaJ illness. Major depression bas becn frcquently assoc:atcd

with rugh m~'dicaJ care utilization. chronic mcdicaJ symptom

amplilication. in~'l"cascd functionaJ disability. poor compliance. and

inereascd morbidity and monaJity. Due to somatic presentation and a

tendency to not sereen for deprcssion in the medicaJ!y ill. deprcssion

Ir~'quently is not accurately diagnosed by primary care physicians.

lcading to prolongcd patient suffc:ing and risk of iatrogenic injury.

(Katon & Sullivan. 1990. p.9)
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C;lutin" in Cnmmunjcatjng Rl~SU1tS pl' Tt~sling

In a large epidemiologi<:al study, patienL~ with one <li' mon: dmllli<:

medi<:al illnesses had a 41 '7c, increa.~e of displaying any psychialri<: disordcr

(Wells. Golding. & Burnham, 19~~). Douhk-hlind. placeho-contwlbl studies

have dearly shown the erfeetive use of antidepressant mcdi<:ations in pr:.nary carl'

patients. chronic pain patienL~. and patienL~ with comorhidity of chroni<: medic:ll

illncss and deprcssion (Katon & Sullivan. 1990),

The construct of c"mpression of morhidity whi<:h is most allractive to

puhlic health advocates hypothesi7'<:s the reduction of the period ...,1' murhidity hy

increasing age of onset with adult life expectancy remaining constant

(Frics. 1990). The hypothesis of the compression of morhidity presents a very real

contrihution hy providing the coneeptual fr.lmework for increa.~d empha.~is on

quality of life.

The concept of living with and dying with (rather than 'dying l'rom')

disease. and the policy goal of delaying disability. bOUl point to what

may be the more signilicant aspect of chronic disease in the 1991ls: the

toH of sulTering and the burden of dysfunction ascribable tll chronic

conditions....The currentlilcus on the burden of disease. with ilS

personal. social. and cconomic r:unilications. willlikely improve

surveillance. (Rothenberg & Koplan. 1990. p. 273)

Bibace and Walsh (1990) have attacked the vague use of terminology in

the literature on psychology and AlDS. in particular the November. 19!!!!. special

edition of the American Psychologist. The authors pinpoinL the Lerms "education".

"information giving". "communication" - to which Lhe terrn "counsdling" should

be added (personal opinion) - as unacceptable and concealing of theon:tical
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din<:n:n~~s. Th~ authors oppos~ th~ "puhlk health approa~h" whi~h rdies upon

demographi~ variahies of groups ln determine the rdevan~y of information for

information-giving. Understanding is then p:- umed with the rc~ipient viewed as

a passive rec<:iver of information.

Biha~e and Walsh propos<: a dinkal-devdopmental approa~h

in~orpor.lting the role of ~ognitivedevdopmental conceptualisations of health and

iIlness (Jordan & Ü'Gr.ldy. 1982). The assumption is that in any interaction

hetween onesdf and another understanding rcquircs the "expert" to determine

"wherc the other person is ~oming l'rom" (Bibacc & Walsh. 1981). Stoeckle and

Barsky (1980) posit the need in the dinical situation to address the cognitive

constructions of iIlness of the patienL

'Telling' a pcrson. that is giving information. is not

sullicient....The 'expen' must take into account the psychological

processes that lcad to a person's conceptions of illness...there is evidence

that many adulls rcly on immalure thinking with respect 10 any

illness...the n~'Cessity 10 address these conceptions in the clinical

situation....Thal is.that adulls. like children. îcly on (similarly) diverse

psychological processes thal are relaled to cognitive

devclopment...resulls in distinctively diverse ways of thinking aboul a

diseasc. ilS cause. and treatment...empirically demonstralee! 10 be the

product of qualitatively different psychological processes. differences

thal arc consideree! 10 be coherenl within SC"ne developmenlal

approaches to cognltion ....Education anc. p' ~v.:ntion prograrns should

lake into accounlthe differenl psychological processes [e.g.. concrele

thinking. magical thinking. abstract thinking]that give rise 10 such

misinl()rmation. (Bibace & Walsh. 1990. p. 406)

Thus. providing the same inlormation 10 individuals who rely on

such divergent psychological processes with respect 10 theîr reasoning
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about A.IDS or any oth~r iIIn~ss is. lrom titis perspe~tiv~. an insuflkkm

approach, Th~ dang~r that w~ hav~ not~d in our ~linic;ll and ~du~aEional

activity is that th~ individuals will not assimilat~ th~ inl,\rmation giwn

by th~ experts in th~ way in which Ul~ latt~r int~nd Ul~ informatiun 10 h~

und~rstood. Th~ inlbrmation. a~cording tu our perspe~tiv~. must b~

tailorc'd to th~sc syslemati~ diff~renc~s in ~ognitiw maturity-difli:r~n~~s

that play a larg~ part in d~l~rmining 'wh~œ thal person is ~l1llling from'

and Ul~ m~aning th~y will atlribut~ tu th~ inl"mlation that is pr~s~ntc'll,

(J3ibace & Walsh. 1990. pA(6)

Greater cmoùon-foeused eoping behaviours an: n:lat~d to poorer

adjustrnent and more depressed symptoms. whereas problem-focused eoping

behaviours arc nol. The relaùonship between deprcssion. self-blame. and

emotion- versus problem-focued coping behaviours in populations of ehnmically

ill paÙenLS with varied medical diagnoses is disputed (Bombardier. D'Amieu. &

Jordan. 1990; Coyne. Aldwin. & Lazarus. 1981). The sample in this study was

predominantly female.

Psychosocipl Dimensions of the AID::> Epidemic

The 1989 International Conference un AIDS. held in Montreal. had

psychosocial issues and AlOS as iLS main theme. Psychosocial approaches have

taken the forefront in prevention and control of the AIDS epidemic (Allen &

Curran. 1988; Coates. Temoshok. & Mandel. 1984; Selwyn. 1986). Effective

public health interventions must contain treatrnent and counselling componenL~

(Francis et al.• 1989). The United States Public Health Service published clear

guidelines for psychosocial preventive approaches (CDC. March 14. 1986).
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l3ehaviour ehange and prevention are the hcst :md only means of

curtailing the Cllntinued spread of HIV infection....Our success in

preventing new HIV infections through the 19905 will depcnd on how

we:! we !carn from. adapt. and expand upon !he prevention 1cssons of !he

tirst deeade of AlOS. (Kelly & Murphy. 1991. p.251)

Psych()th·~rJpisL~ and counsellors can play key roles in helping clients

devclop coping strJtegies. reduce perceptions and distorùons. leam problem·

solving techniques. and mise personal eflicacy related to seropositivity and illncss

(Perry & Markowitz. 1986). In 1989. il was reported that 75% of APA-approved

graduate progrJms in c1inical and counselling psychology do not deal with AlDS

at any point in their curriculum. Lcss than hall' offer any lrJining in human

sexuality (Campos. BrJSlïcld. & Kelly. 1989). Understanding and delincaùon of

the attitudes towards safer sex can direct counseliing efforts. resulting in effective.

empathie. culturally-sensiùve interventions (Ross. 1988b; Kaminsky. Kucùnes.

Hervis. Blaney. Millon. & Szapocznik. 1990; Mittag. 1991). Studies ofhelp­

seeking behaviours conclude that formal help-secking behaviours for sexual and

nonsexual problems in non-random North American samples run at a rate of 27%

at the mos!. and are fairly restricted to upper income levels. Most help-sccking

occurs through informaI networks (Catania. Pollack. McDermott. Qualls. &

Cole. 1990). Modaliùes that are the most efficient routes for intervenùons nccd to

be delïned.
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CHAPTER Il

THEORETICAL RATIONALE OF THE STUDY

The following seclion provides a review of the Iheorelical hackgmund uf

Ihe loeus of control constrUcl. socialleaming Iheory. and a review of Ihe

developmenl of Ihe conslrucl incorpor..lling relevant liler..lture.

Theory of Social Learning and Locus of Control

Sociallcaming Ihecry will he reviewed as hackground 10 Ihe major foci of

this slUdy: heallh locus of control and ilS rclalionship III high-risk behaviours and

health-maintenance in the sludy population of homosexual men. The role of

health locus of control in the sludy population will be dcscribcd. specitically in

relation to focal behaviours of health-mainlenance and risk-reduction. Heallh

locus of control will be described in relation 10 healthlillncss behaviours in Ihe

realm of AlOS. Health locus of control is a goal-spccilïc derivative of locus of

control - an individual dilTerence construcl expounded by social h.:arning IhcorisL~.

Social Learning Theorv

Socialleaming theory is a theory of personality devcloped from clinical

experience and from ro>.s~arch with human subjects in complex social silualions.

Rotter (1966) posited the construct of locus of control from clinical cxpcricncc
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and rcsean:h. The eonslruet difli:rential<:d hetween those dienL~ who ehanged

their hehaviour -- transli:rred their sense of mastery from on.: situation 10 th.: n.:xt

-- from thos.: di<:nL~ who did nol. ralh.:r continuing to vi.:w .:ach situation as an

isolat.:d ev.:nt. Locus of control. th.: gen.:r.lliz.:d. stahl.: ,:xp,:c'ancy of m.: ahility

lo control m.: availahl.: r.:inforcers. was th.: .:xplanatory m.:diating variahk

(L<:fcourt. 1966).

Social I.lwning and Cljnjca! PsycholQgy (1954) is the dassic text of social

karning theory. In the words of Rotter and Hochrcich (1975. pp. 113-114). social

karning lh.:ory is a:

wdl-syslcmalizl'Ù till·ory. bas.:d on a model of human learning and

placing great emphasis on social motivation.Its basic COnstruClS of

~i(lUrn()tcntjal~expccti\Dey. and rcjnfQrccrncnt v"lyc intcgratc two

major orientations in psychology. me cognitive approach. and the

stimulus-rcsponse or reinforcemem approach. The thl'Ory was developcd

in such a way that a1l its constructs could be measured and the validity of

its assumptions and hypothcscs could be assesscd. The content pan of the

thl""ry. which spccilies the parameters of indi ~idual dilTcrer.ccs and

classilics situations. is only partially devdopcd.

Sociallearning theory evolved as an explicit auempt at systemati7.aùon of

me study of personality. employing opcrational constructs. In reaction to me

limitations of psychodynamic and of h.:haviouristic meories of devclopment.

sociallearning lheory mcshed the inlemal and externat world of me person. The

unil of invesùgation in social learn;,.g theory is me intenction of me individual

and his meaningful environment. a relevant meoretical·::aradigm for mis study. A

proccss theory huilt upon the major assumpLion mat psychological behaviour is
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l~arn~d. social karning lh~ory us~s as il' mOlivational hasis lh~ ~mpiti<:al bw "1

eni:~l (Thorndike. 1913). Tolman (1932) in<:orporal<:d lh<: I\)l~ 01 <:xp~<:talions lhal

hehavior will produ<:<: sp<:<:itï<: out<:om<:s into karning. Social karning thl'otists.

thus. in<:orporat<:d cognitiv.: th~ory in the c<:ntr.ll rok plac~m<:ntor suhi~<:tiwly

held hypothes.:s or exp<:<:tancies in th<: proc<:ss of learning or h<:haviollr.ll

acquisition.

Sociallearning theory assumes a histotical persp<:ctiv~ as w<:l1 as lh<: lInily

of personality. The histotical perspective concludes that present h~haviours ar<:

inl1uenced by pasl expetiences and lhal learned hchaviours arc moditiahk.

Personality has unity: experiences and interactions with the enviromnellt inl1l1cnc<:

cach other. Personality is both stabk and constantly changing. the inl1l1ence of

past experiences and present interactions. Motivation is goal-dircctcd.

The motivalional basis, the Empirical Law of Eni:ct. provides the key

concept of reinforcement, positive as weil as negative. Reinfon:ement is any

action or event whieh affects the individual's movement toward a goal. Positiv.:

reinforcement is any action or event that incrcascs the likclihood lhat a particulaI'

behaviour will occur again under similar circumstances. Negative reinti.)rcement,

the corollary. is any action or event that decreases the likclihood that a particu!ar

behaviour will occur again und,; similar circumstanccs.

Sociallearning theory expanded the law of eITect incorpor.lting the ctilica!

role of cognition as a mediating variable. The individual's perception of a causal

relationship between his\her actions and the reinforcement(s) - the <:xp<:ctancy thal

one's behaviour will effectuate the reward or reinforcem<:nt - is pivota! to social

learning theory. The strength of the reinforccr must be calculat<:d into the
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<:4uation. Roll<:r (i 'lM) and his eolkagu<:s (David & Phar<:s. 1967: Rotl<:r.

Chane<:. & Phar<'s. 1972) pr<:s<:nt<:d <:xp<:rim.:ntal .:vid.:ne.: of diflà.:ntial I.:arning

and signilïeantly dirl\:r.:nl inrormation-s<:<:king b.:haviours d.:p.:nding upon th.:

sourc.: of th.: r.:ward.

Th.: major construcl~of social karning th.:ory ar.: op.:rationalis<:d, as

follows, b.:haviour pot.:ntial (BP); .:xp.:ctancy (E); rcinforc.:m.:nt valu.: (RV); and

situation (5). B.:haviour pot.:ntial (BP) is th.: pOlCnùal for any giv.:n b<:haviour to

occur in a pal1icular situation or situations in r.:lation to a sp.:cilïc r.:inforœl1l.:nt

or s.:t of rdnfore.:m.:nl~.Th.: .:xp.:ctancy (E) construct is th.: probability h.:ld by

th.: individual that a sp<:cilic rdnforœm.:nt or s.:t of reinforc.:m.:nlS will occur as a

ro.:sult of a pal1icular b.:haviour on his part in a sp.:citi.:d situation or situaùons.

Th.: rdnforc.:m.:nt valu.: (RV) is th.: individual's d.:grec of pref.:rcnœ for a giv.:n

reinforœm.:nt to occur. Th.: psychological situation (S) is compos.:d of individual

dil1cr.:nc.:s, th.: subj.:ctiv.: r.:action and m.:aning bas.:d on past .:xp.:ri.:nœs.

Th.: .:xp.:ctancy vanabk is d.:t.:rmin.:d by pr.:vious .:xp.:ri.:nœs.

Exp.:ctanci.:s ar.:, th.:rd"or.:. subj.:c;ùv.: and vary in g.:nerality. Generali7.ed

.:xp.:ctanci.:s r.mg.: across a vanety 01 situations. S<'me important generali7.ed

.:xp.:ctanci.:s are of probl.:m-solving skills, of interpersonaltrust, and of internaI

vs. .:xt.:rnal control of r.:inforc.:menL This variable is cnlical in the present study

and is dabor.lt.:d in th.: n.:xt s<:ction.

Th.: rdnforc.:m.:nt valu.: variabl<:, on the other hand, displays some d.:gre.:

of consist.:ncy. Rdnforœm.:nlS t.:nd to occur in sequences, i.e., the occurrence of

on.: reinforcement has .:xpected consequences for future reinforcemenlS. Future

reinforc.:menl~conlribut.: to the valu.: (lI' the present reinforcement. Health is
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pn:sum~d 10 h~ a major posiliw n:inr<lr~~r. In th~ pn:s~nt study P<lpulali<lIl. ll,,'

assum~d slr~ngth or h~alth as a positiw n:inrorc~r is mad~ mor~ ~\'id~nt hy its

synonymity with litl:. Thc a.~sum~d po~;tiw n:inrorœm~nl \';l1u~ o( hC;lllh - as

dctined by ~ron~galivity in lhis sludy - would rurther th~ cxp~clancy or collln>1.

111~ d~lail~d conslrucL~ ar~ al! m~a.~ur.lhk along lh~ speciticily/g~ncralily

continuum. AH four variables ar~ nc~~ssary in ord~r to makc a pn:diction ahout an

individual's behaviour. with the h~avicst wdght placed on situation. Social

leaming theory condudes that any signiticant n~w experience or ~lllr

experiences will n:sult in behavioural change.

Th~orv or Locus or Control

Intemal\exremallocus of control is a th~oretically-ba.o;cd exp~ctancy

construct derived from sc.cial kaming theory, which wa.~ tirst studied und·;r

experimem:J conditions and generated signilicar.L :csearch and applications. The

intemal-exremal control construcl is a "generali:'cd expeclancy 10 p~rcdv~

reinforcement as conting~nt upon on~'s own h~haviours [int~rnal controll ur as the

result of forces heyond one's conlrol and due to chanœ, fale. or powerrul olhers

[extemal control)" (Levenson, 1981,p.15). Th~ tirsllocus of control scak was

the James-Phares Locus of Control Scale. a 60-ilem Likerl scal~. Th~ James­

Phares Locus of Control Scak evolved from IWO dissertalions comph.:led at Ohio

State University and served as the b~ for lhe well-known ROller I-E Sca1c.

Julian ROller, Shephard Liveranl, Mdvin Seeman. Dougla., Crowne. and a group

of Ohio Stare University graduare st1.irtenLS generaled a theorelically derived

instrument with discriminable subscales for conlrol expeclancies in difll:n:nt goal

areas,~.g., achievement, social recognilion, and love.
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ln 1906. Julian ROll.:r d.:vdop.:d a forc.:d·choic.: scak for adulL~ whieh

h.:cam.: lh.: inslrum.:nt of choie.: in mosl of lh.: r.:s.:arch conducl.:d on lh.:

individual dilli.:r<:n.:.:s in lh.: ,:xp,:clancy of locus of control. Th.: Int.:rnal-Exl.:rnal

Locus of Control Scal.: (I-E Scak) was us<:d lo inv<:sligal': lh.: locus of control

variahk as a pr<:dictor of social aClion for chang.: in black adullS (Gor.: & ROll.:r.

1963; Slriekland. 1965). ofwdghlloss (Tohias & MacDonald. 1977).ofhealth­

rdal.:d h.:haviours (Slrickland. 1978). and of behavioural conlrol lhrough

sugg,:slion and lhrough lh.: us<: of v.:rhal conditiü:ling (G':ll.:r. 1966;

Phan:.~. 1965; Slriekland. 1970).

Int.:rnals w.:r<: mor.: likdy lO h.: social aClivislS. lO be resistive lO sublle

sugg<;slion and verbal condilioning. lO he .:11i.:ctive "experimenters" in changing

social allilude.~ (Phar<:s. 1965). lo successfully self-modify a mng.: of sdl~selecled

hehaviours (Schallow. 1975). and lo display signilicanlly mor<: informa~ion­

se.:king b.:haviours j,~ a skill silualion (David & Phares. 1967). Phares concluded

l!''lllh.: conslrucl of locus of control was a mosl effectiv.: prcdiclor in situations

lhal ar<: nol highly slrUclurcd. In Ie.<;s struclured situations. indivi.iuals bring their

own ,:xp'::ri.:nce.~and .:xp.:ctancies.

Locus of conlrol. as a conslrUcl. has withstood the lesl of time. The

rd.:vant r<:s.:arch lil.:ralure proliferated rapidly (Lefcoun. 1982; Lefcoun. 1981;

Leli.:oun. 1966; ROller. 1966a; Roller 1966b; Throop & MacDonald. 1971).

Researchers conlinue lo asse.~s individual differcnces in the generalized lendency

lO view evenL~ in terms of personal control. These reliable. valid individual

dil1i.:r<:nces in lhe expectancy variable form the personality conslrUct of locus of

control.
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Rott.:r (1960. 10 '6) ultimatdy aùvocat.:ù th.: rdïn.:m.:nt anù goal­

sp.:cilication of locus of control m.:asur.:s. Th.: Intdl<:ctual Achicwm.:nt

R.:sponsibility Qu.:stionnair.: r.:pr.:s.:nt.:ù th.: tïrst goal-sp.:dlïc locus llf Cllllln>l

instrum.:nt (Crandall. Kalkovsky. & Cr.mùall. 1965). Other .:xampl<:s of goal­

sp.:cilïc locus of control m.:asur.:s are on.:s ù.:vdop.:ù for w.:ighl. anù for

r.:current h.:adach.:s (Martin. Holroyd. & P.:nzi.:n. 1990). In th.: population with

recurrent h.:adach.:s. l<:vd of m.:dication us<:. d.:pression. anù choie<: of sdf­

regulation tr<:atm.:nt w.:re associat.:d r.:sp.:ctivdy with chanc.:. pow.:rfuloth.:rs.

and int<:rnal locus of control ori.:ntations. Locus of control has b.:.:n rdat.:ù to

I.:vds of death anxi.:ty. including th.: t.:rminally ill and thdr caretak.:rs (I-1ayslip.

Luhr. & B.:y.:rlein. 1991-92: Hayslip & St.:wart-Buss<:y. 1986-87: Hayslip &

WaIling. 1985-86: Llln.:tto & T.:mpler. 1986).

The Health Locus of Control Scal<: (HLCS) is a goal-sp.:cilic instrum.:nt

particular to th.: area of h.:aIth. Th.: HLCS is th~ instrum.:nt of choie.: in this stuùy

of expectancy of control over the reinforœr of health. patterns of high-risk and

hcalth-maintenance behav:ours in th.: situation of the AIDS epidemic in a male

homosexual study population 'in Montreal.

The Health Locus of Control

There has been extensive r.:search exploring the rdationship of the

expcetancy-based locus of control beliefs to heaIth- and illness-rdated behaviours.

The first published study was conducted with a population of hospitalized

tuberculosis patients (Sccman & Evans. 1962). The res<:archers used an carly.

unpublished version of the Rott<:r I-E Scale. relating knowledge of onc's condition

to internai locus of control beliefs. In il similar approach. Ducette and collcagucs
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(Ducette & Wolk. 1972; Lowcry & Ducette. 1976) invcstigated acol.ürt ofnewly

diagnosed diahetks and of long·term diahetks. Ducette also explored the

rdationship of locus of controllO health·maintenance and health-compliance

hchaviours. An adaptation of the mea.~ure was uscd in a study of the predktability

or health l"()mplainL~ among male al :eseenL~ in West Germany. The researchers

rcportcd that hcalth complainL~ were predktable bascd on an externallocus of

control. anxiety. and londines.~. Lonclincss was the predktor ~î externallocus of

control. amount of social interactions. and level of risk behaviours of akohol and

cigarettes (Schwar/.cr. Jerusalem. & Kleine. 1990).

Dahbs and Kirscht publishcd the carlicst work of a health·specitic scale

in 1971. They constructed their own scale utilising a motivational approach with

undergmduate university students. Kirscht (1972) stated that il is "neccssary to

reline further measures of control" (p. 235). Wallston and Wallston (1978)

rcsponded to this lacun.... Their original rcsearch was conducted with a population

of newly diagnoscd diabetic patients and their familics. The Wallstons viewed the

deman<: for active involvement of the diabetic patient as congruent wilh an

internai locus of control orientation. They advocated and constructed a situation­

specitic mea.~ure of expcctancy of control over health. the HLCS. In 1976.

Wallston. Wallston. Kaplan. and Maides published the HLCS. The HLCS

contains Il items in a 6-point Likert format.

The Likert categories have undergone substantial academic ana research

debate. Likert (1932) introduc<:d the method of summated mtings for attitude

scaks. as a responsc ta the laboriousncss of the Thurstone judgment-based

method. The original Likert method was presented as aS-point response scal..::.
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Th~ m~lhod of summal~d ralings has ~tain~d ils hroadhas.:d us:\g.:

(Andrulis. 1977; Opp~nh~im. 1966). wilh Ih.: lïv~ 10 s~wn s.:ak SI~pS r.:pon.:d III

b~ mosl dlicacious (Johnson & Dixon. 1984).

•·...[lln cOnl~mporaryusag~ ': .;k~rl il~m' g~n~rally rd~rs Il' a qu~slion wilh

th~ adv~rb-v~rb combinations SA. A. D. AD ( or som~lhingof Ih~ son) as

precod~d ~sponse ca~gori~s which ar~ provid~d for Ih~ r~spond~nt'· (Dun.:an &

SI~nbeck. 1987).

Reiss (1967) supP0rled Ihe six Likerl calegories. "In ~search il is slill

advisable 10 use the six-way choice after each question. for wilhoul such an

elabor.lle choie.: sorne respondenL~ f~c1 that they are nol able 10 c1aboral': fully

thcir beli~fs in [lhe] area. Such a concession 10 r.:spondenl satisfaction is a small

pricc 10 pay for cooper.ltion." (Reiss. 1967. pp. 220-221).

Albaum. Golden. Murphy. and Slr.lndskov (1987) furthe.- supporl.:d Ihis

calegorization. viewir.g the common rescarch a~proach of a one-sl~~e. live­

calegory Liken sCOlie as confounding the cognitive or dircclional and the affeelive

or intensily dimensions of altiluc!CS. The resull is an under·~portingof exlreme

pos~tions. Albaum and co-authors displayed evidence for this approach support.:d

in mulli-country research wherein a two-slage formaI gene7aled a higher

proportion of extreme responscs. Respondents lirSl indicaled agree. disagree. or

neither and, then, the strength of their response.

Suggestion of a modilïed one-stage Likert sCOlie so as nollO lose qualily of

data with the lengthening of a Iwo-stage sCOlie "SUhstilules lhe 'specilic' aUiludes

slighl1y agree and slighl1y disagrec for the 'generic' altiludes agree and

disagrec...as a compromise for the rescarcher 10 de~cl the eXlreme responses.
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lnù.:.:ù. th.:r.: ar.: no ùala availahl.: on th.: issu.: that mor.: .:xtr.:m.: positions ar.: in

fact mur.: accurat.: in .:xpr.:ssing 'tru.:' attituù.:s" (Albaum & Murphy. 1988.

pp. 501-2). Extr.:mism in r.:spons.:s has becn r.:lated to cognitive ability

(Hazdwooù. 1989).

In a stuùy using a population of undergraduate psychology students (84

femal.:s; 44 maks). Wyatt and Meyers (1987) founù that Liken-type respons.:

s.:ales which us.:ù Ic.ss tOlaBy absolute enùpoints r.:sulted in more evenly

ùistributed rc.spons.: usage and gr.:ater variability. The lïndings do support

Rottds (1972) conclusion that scaIc.s with mor.: ",~arly absolute endpoints

strongly disagredstrongly agree - tend to r.:sult in r.:sponses heavily pikd on the

enùpoinLs (Rotter & Barton. 1970; Toner. 1986; van Ij7.endoorn. 1984). They lend

support for the conSlruct of psychological width of such nearly absolute endpoint

scales or of a U-shapeù curve ~)f the imensity of attitudes (Bendig. 1955; Guttrnan

& Suchman. 1947)

"Although the four response scales yielded simiIar mean scores on total

test performance. numerical comparability does not imply scale

comparahility....Choosing a scale for a particular application must take imo

accoum what needs to he measured" (Wyatt & Meyers. 1987. pp. 33-34).

Research on sl:ale lahels has found no consistent differences (Dixon, Bobo. &

Stevick. 1984; Huck & Jacko, 1974), thus leaving situation-specitic connolation

as the determining factor in this area. Cognitive ability has becn shown to be

corr.:lated to the number of unanswer.:d questionnaire items (Stone. Stone, &

Gueulai. 1990).
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Th.: HLCS m.:asur.:s th.: individua!'s p.:r<:.:ption "f .:"mml "ver h.:allh-

rdat.:d .:onting.:nd.:s. It.:m analysis was us.:d to d.:riv.: th.: Il Ît.:ms fmm :1 largl'r- -
pool of stat.:m.:nL~ in a d.:vdopm.:ntal sampI<: of und.:rgradual': univ.:rsity

stud.:nL~. Con.:urrent validity was .:stahlish.:d with th.: R"ll.:r I-E S.:al<:. r<:sulting

in a .33 corrdation (p<.OI). Th.: int.:rnal rdiahility of th.: s.:al<: was ,:slahlish.:d al

.72. Th.: HLCS was .:valuat.:d for sodal d.:sirahility hias and .:vid.:n.:.:d a -.lll

correlation with th.: Marlow-Crown.: Social D.:sirahility S.:al<:. Th.: HLCS was

repon.:d to h.: relat.:d to h.:alth status and h.:alth .:hang.:, and .:orr<:lat.:d with th.:

Health Consciousn<:ss Scal<: (Gould. 1990).

Initially. scoring of th.: HLCS was paralld to oth.:r m.:asures of lo.:us of

control. High scores w.:re indicativ.: of agre.:m.:nt with .:xt.:rnal .:ontml fa.:tors as

determinants of health. Th.: mean score of th.: original sampI<: population was

35.57. with a standard deviation of 6.22. Scores ahove th.: m.:dian placed th.:

individual as health-cxternal. Scor.:s helow the median placed the individual as

health-internal. The scal<: displayed a shared variance with th.: ROller I-E Scal<: of

10%. Wallston and Wallston concluded l'rom the shared variance that th.: HLCS is

a generali7.cd expectancy measure with suflicient discriminant validity to Il.: a

goal-specitic measure of health. Normative data on the HLCS have heen

established in various populations.

The construction of the HLCS was based on a theoretically

unidimensional conception of health locus of control. Suhs.:quently, lower

internal consistency scores w.:re found. Factor analysis of th.: scale was

conducted. Two subscales were found: HLC-I with fiv.: items describing internal

expectancy of control and HLC-E with six items d<:scribing .:xt.:rnal exp.:ctancy
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of conlrol. Alpha n:liahilily of thc HLC-I faclor was hig;1cr t:lan that for thc total

II-it.:m scak. Alpha rcliahility of th.: HLC-E factor was similar to that of th.: total

seak. Corrdalion h.:tw.:.:n th.: two suhseaks was 7.cro (Wallston &

Wallston. 1981). Conc.:ptuali7.:ition shiftt:d from unidim.:nsionality to positioning

int.:rnal hdids as orthogonal to .:xt.:rnal hdi.:fs. This conc.:ptual shift is pivol"l.

RelcvjlO! I.il.:r,llurc ;lOd Hçjllth-Relal.:d Sçalçs

Th.: HLCS has h.:.:n used in div.:rse =arch s.:ttings inv.:stigating h.:alth

conditions and h.:alth h.:haviours. The scale has rcpcatedly heen an inslrument of

choice. In lhe puhlished Iîleralurc. adhercrs lO exerdse programs werc found to he

highly internai (Dishman. Ickcs. & Morgan. 1980) and chronic haemodialysis

paticnLo; werc hil'.1Iy extcmai (Sprolcs. 1977). The practice of preventive health

hehaviours corrclated with intt:rnality (M(.-<:usker & MOITOw. 1979; Toner &

Manuc.... 1979). Chronic disease corrclated with eXlernalily (Sproles. 1977;

WaIlSlon & McLeod. 1979). Lower socioeconomic S!atus was directly rela'.ed to

externality (Key. 1975; OIbrisch. 1975).

The role of intt:rnaIlexternai locus of control in the treatment and relapse

of alcoholic men during or aftt:r treatmcnt is being disputed. The measurcs used

vary from the Rotter UE Scale to aIcohol-specilic measurcs. In one study of 81

male subjects. externallocus of control based on the Rouer Scaie was found to be

a prcdictor of relapse (Johnson. Nor.!. Tan. & Bustos. 1991).

Agoraphobie individuals internaIi7.c heaith locus of control less and

externaIi7.c health locus of control to chance more (Adler & Priee. 1985;

Brodbeck & Michelson. 1987). Anxiety in panic disorder in agoraphobie

inpatienLo; based on an integrated behaviourai-psychodynamic model of the
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d~wlopm~ntof panic disord~r is allrihUl~d tl' ':xt~mallocll" "f cllntrolll-!offal1 &

Martins~n, 1990h). Th~ rolc of ~xlcrnaiioclisof control in phohic anxicly has

h~cn rcscarchcd ~xt~nsivdy (Hoffart & Martins~n, 1990a: Emmdkamp & Cohen·

K~ll~nis. 1975),

Wallston. Wallston. and D~Vdlis (1978) d~vdoped a thrce-sllhscak

health locus of control scal~ calkd th~ Multidim~nsionalH~alth Locus of Control

Scal~ (MHLCS). Th~ thrc~ scal~s w~rc mod~l~d upon th~ tripartit~ division of

L~v~nson: int~mal. pow~rful oth~rs. and chanc~, Th~ puhlishcd lit~raturc, which

incorporJ.ted th~ MHLCS in rdat~d studks is rcvicw~d. as w~ll as factona1

analysis supportiv~ of and contra·indicative of th~ MHLCS.

Hoffart and Martinsen (1990a) utilis~d th~ MHLCS in a larg~. nondinical

population in Norway (N=1500) in 1986. and l,ondudcd thatth~ mca.~urc

correlated signilicantly with h~alth'rclatcd b~haviours. Th~ MHLCS ha.~ b~cn

used for investigation of th~ :dationship of Type A h~haviours and hcalth locus of

control in an undcrgraduate stud~nt population. displaying a modest corrdation

with health b~haviour a!ld s~lf·car~ (P~rtoIT. Yamold. & Fdtzcr. (988) and no

correlation in a generai adult population (n=17 mal~s. 1',7 f~males) (Lcikin.19911).

1 i.cre was no correlation found b~twœn th~ subscales of th~ MHLCS and the

reported helpfulncss of prayer among cardiac patient; on~ day pnor to surgery

(Saudia. KII1:ley. Brown. & Young-Ward. 1991).

The MHLCS has becn us~d quite ~xtensiv~ly in ~xplonng th~ role of

health locus of control in self-care in a hcalthy. generJ.l populatil... ,iv1cLcan &

Pietroni. 1990; Mumy & Corney. 1989) and in a population with chronic illness

(de Wecrdt, Visser. Kok. & van der Vœn. i990; Keller. 1988). Levin (1983)

-.
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delïm:s self-eare as aetivities in which individuals engage in order lO promote and

restore health. to prevent disease and eontain illness. ineluding sdf-medication.

diet. and exercise. The rcsulL~ of a self-eare intervention program in a gene•.!1

praetice setting suggest the neeessity of a predominantly internai control of heaIth

rcinforcers for sueeessfui utilization and maintenance of self-eare p•.!ctiecs

following presenting complainL~ of anxiety. tension, and stress.

De Weerdt and his colleagues (1990) rescarched active sclf-carc behaviour

in 558 insulin-trcated diabetic patients. The de Weerdt study, conducted in The

Netherlands, eoneluded that attitude was the most imponant clement in acüve

sell~eare. Positive attitude was correlated to level of knowledge and low level of

extemalily on the powerful others MultidimensionaI Health Locus of Control

Scalc. The authors concluded thallevcl of knowledge and hcalth locus of control

must be impacted upon in order to instiluLC active self·care behav:our in an

insulin·trcated diabelic population.

De Weerdl and his colleagues developed distinctly different general

proliles for the active and nonactive insulin-treated diabetic patients.

Active patients generally have a lower score on the powerful others

hcalth locus of control scale. which coincides with a higher level of

knowkdge of diabeles. a lower age. a higher social status. and a higher

educationallevel. They perceive more personal advantages in active sell~

eare. while lhey arc not bothered by the opinions of important persons in

th~ir social environment. Nonactive patients generally have higher scores

on the powerful olhers hcalth locus ofcontrol scale, which coincid::s with

a lowl.-r level of knowledge of diabeles. a higher age and a lower social

status. For the level of active sclf-care behaviour, the opinion of the
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social ~nvironment is more important than thcir pcrson:ll atliludc.

(de Weerdl. Visser. Kok. & van der Veen. 1990.1".614)

De Wccrdt and co-authors concluded that auitude is the hesl prcdi.:tor

variahle of self-care hehaviour in insulin-treated diahetics. Th.:ir aUÎtud.: is

responsive to education. The form of guidance and educalÎon mllst he matched

with the patient's prolile for heallh locus of control. Less extemally oriel1led

patients participate activcly in their own therapy and prefer democrJ.lÎc

cooperJ.tion over strong guidance. with the corollary extant for highly externally

oriented patients. As weil. the authors stressed in their conclusions the impoI1an.:.:

of educating the active caretakers who form the social environm.:at of the palicnt.

Experimentally designed rcscarch has employed the heallh-specilïc locus

of control scales as dependent (Flowers & BoorJ.em.1989) and as independent

measures. The MHLCS was employed as a research instrument in severJ.1 studies

of homosexual men. the populations rJ.nging from succcssfui and aflluent

(Rabkin. Williams. Neugebauer. Remien. & Goetz. 1990) to lower socilleconomic

class HIV-infected (Martin. Dean. & Garcia. 1989) in New York City. and a

general population of homosexual men (Kelly. St. Lawrence. & Braslicld. 1991l).

The HLCS was the research instrument measuring locus of control in a

study of HIV-infccted homosexual men (N=63) in Dayton. Ohio (Kurdek &

Siesky, 1990). Symptomatic and asymptomatic HIV-infected men were ellmpared

in terms of psychological adjustrnent. Active coping stmtegies. lack of aVllidant

strategies, and satisfying social support networks signiticantly increased the

amount of reported variance (Kurdek & Siesky, 1990; Namir ct al., 1987; Wolentt

et al., 1986; Zich & Temoshok, 1987).
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An aùapt.:ù fnrm nf th.: H.:allh Ln.:us nf ClJnlrnl S<::li.: W:1S adlllinisll'rl',1 in

a larg.: cnhnrt nf mak hlJnllls.:xuals in thr.:.: .·\m.:rÏ<::m <:ilic's with Inw

s<:ropr.:vaknc" rat.:s. Th.: r.:s.:arch.:rs aùapt.:ù nin" it':llls ln aùùr.:ss !l,,:US llf

control in tcnns of AIDS. Th.:y. th.:n. ùr.:w conc1usinns ahoul inl.:rnal. .:han':l'.

and pow.:rful oth.:rs loci of cnntrol \Vith th.: us.: llf multivari:ll': analysis. Th.:y

conclud.:d that mcn who did not .:ngagc in high-risk anal s.:xual h.:haviours \wrl'

morc internai, and less external in tenns of powerful oth.:rs anù .:hance (Kdly, St

Lawrencc, Braslicld, Lemke ct aL. 1990). 111C HLCS has only two facllll"s, anù th.:

rescareh instrumcnt was not valiùatcd nor standardiscd. ln addition, Lhc IllcLhoùs

of daLa analyscs can he qucstioncd.

Thc rcsulL~ of a large-scalc sLudy of mcn with chronic pain displaycù a

cluslCring of hcalth locus of control scores found to hc relatcd 10 agc. Alllong Lhc

younger male patienL~ (M =38.6 years). hcalth locus of control tcndcd to hc mor.:

strongly internai with a shiftto chancc and powcrful othcrs and lowcr intcrnal

scores among thc oldcr mcn (M = 46.4 ycars) (Buckckw. Shutty, HCWCll.

Landon, Morrow, & FrJ.nk, 1990). Rcscarch consistcntly supporL~ thc conclusions

that patients with higher perfonnancc [functional ahiliLy; aCLivitics of daily livingl

adapt hetter to chronic illncss (Brown. Rawlinson, & Hillcs. 191\ 1; Fclton,

Revenson, 1984; Kcllcr, 1990).

Bombardier and co-authors (1989) concludcd that individuals who havc a

"powerful othcrs" locus of control rcspond to chronic illncss wiLh cmotionally­

based behaviours and may rcquire assislancC l'rom the hcalth carc providcrs to

deal appropriately with thc chronicity. "Individuals who havc high scorcs on

dysfunction for daily living respond with palliative coping strJ.tegic.~ and may
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require assistance or support in goal-selling for ddinitive therapy"

(Keller. 1990. p. !lX)).

The cumulative hody of researeh eontains contradictory repons regarding

the ddinilive propenies of the MHLCS. which Wallston. Wallston. and DeVellis

(19n) prescnted as multidimension:ll and as more internally reliahle than the

HLCS. Suppor 1ùr the thrcc a priori suhscalcs via factor analysis of the MHLCS

and for construct validity was found in a sample of 181 Veterans Administration

medical outpatienL~ (Marshall. Collins. & Crooks. 1990). in a sampie of 86

hospitalised medical patienL~ (Hanke & Kunœ. 1982). and in a study sample of

chronic pain patienL~ attending a comprehensive pain rehabilitation progrJ.m

(Buckelew et al.. 1990).

Winelïeld (1981\. O'Looney and Barrett (1983). Coclho (1985). and

Umlauf and FrJ.nk (1986) concluded that serious problems exist with the conslruct

validity of the seale. Cooper and Fraboni(1990) reponed a·lack of alternate-forrn

reliability on the MHLCS. Recent rcsearch examining the healthlocus of control

construct has increasingly employed the HLCS. the instrument of choice in this

study. A quotation l'rom Wallston and Wallston (1982) summarises the key

clemenL~.

Rcscarch must takc into account aetual situational potential for control.

patients' perc(;;Jtions and cxpectancics of health Cale provider. Only by

studying the complcx interaction of thcse factors will we be able to

prcdict hcalth bchaviour and thus intcrvene cfleetively to enhance

hcalth. (p. 91)
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CHAPTER III

IMPORTANCE OF THE STUDY

AlOS Research

This s.:ction will addr.:ss th.: .:thical r.:quir.:m.:nL~ and th.: criti.:al n.:.:ù fllr

=arch in th.: psychosocial corr.:lates of high-risk hchavillurs amllng hllmlls.:xual

men.

Ethiçal Consider,\tjons

Acquired immunod.:tïciency syndrom.: has .:ngend.:r.:d a host of poignant

and complex ethical issues (Altman. 1985; Ginzberg & Gostin. 1986; Last. 1989:

Last, 1991; Relman. 1985; Rosner. 1987). requiring the us.: of .:stablisheù ethical

principles and the development of situation-specific innovativ.: conc.:pts

(Cook. 1987; Kelly. 1987; Kanoti. 1988; Sundslrom. 1991). Th.: principl.: of

confidentiality. a key principle in the ethics of human n:.~arch and trl:atment.

becomes ever more critical in AlOS =arch.

The published iiterature on conlidentiality and AIDS focuSl:s on the issu.:

of confidentiality of diagnosis of the person with AlOS in relation to medical care

personnel (Arnold. 1987; Fisk & Riley. 1987; L.:vine. 1987; Wakeley. 1987). as

weil as to signitïcant others in the patient's life (Mitchell & Smith. 1987), ln the
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wonls of Kdly, "lh~ pn>l~~tion of ~onlïd~ntialilywilh resp~~llo AlOS vÎCtims

and pol~nlial victims r~4uires sp~cial vigilanc~" (1987. p. 337).

Th~ notion of inform~dconsent is cruciallo lh~ ~onduclof ~lhical

r~search wilh human sub.i~cLS. "Th~ ~lhical principlc of aUlonomy impli~s that

h~alth car~ is giv~n in a nonco~rciv~ setting. that lh~re is infonn~d consent

r~garding any... ~xperimental and/or treatment procedure. that there is full

disclosure to the patient eonc~ming his or her condition" (Ostrow & Gayle. 1986.

p. 286). Inf<lnned consent presumes free will and voluntary participation.

The Ameriean Psyehological Association has established guidelines for

human rescarch (APA. 1973). The proposed study confonns to lhesc guidelines

for human research. Written informed consent is more complcx in AIDS rcscarch

duc to the critica1 need for conlidentiality about HIV testing (Landesman.

Ginzburg. & Weiss. 1985: Shere. 1988) and to AlOS treatment (Boyd. 1987:

Oilley. Shclp. & Batki. 1986). AIDS rcsearchers have addrcssed lhese issues in a

workable manner with the professional rcading the consent fonn to the patient.

discussing the proposed study. and signing as the patient's represcntative upon

patient eonsent (Henkins. personal communication. 1988).

Cri lient Nced for Rcscarch

The critical need for research is exprcssed repeatedly in the literature.

The role of psychiatry and psychology in formai clinical assessment and

management or people with HIV infection is growing. and requires that

ail mental hcalth professionals dcvelop their skills of identilication of

HIV discasc and its associatcd psychiatrie and psychosocial

phcnomcna....HIV will rcmain with us for our lifetime. and we have an

obligation to ensur~ that ail mental health professionals are fit
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profl:ssinnally 10 l1ll.:cl lhis challc:ngè....Likc ail \Hlf p~ltknts. wc C;ln sho\\'

crcativÎty. dClcrmination. patience. anù aho\'l.· ail. t·our:l~l." if \\'1..' havl.' tlll.'

discipline 10 do so. (Miller & Ricci". 1990. p. ~So)

AIDS repn:scnl' a m:w inl"eetion and fullïls Ihe crileria of :10 cpidemic

(Willoughby. 1987; MeLaughlin. 1989). The crueial impllrtanee Ilf Ihe diseasc

relalcs to il' high casc-falalily raie. lack of cure and complcxities Ilf vaccine

dcvelopmcnt (Fauci & Fischingcr. 1988; Nixon. Hucl. ROIhhard. Kicny

ct al.. 1990). lcngthy and indclcrminatc incubation pcriod varying according III

agc. gcographic location. rOUIC of int"ectivily. and risk-group mcmhcrship

(Biggar. 1990; Goedert. Kesslcr. Alcdort. Biggar el al., 1989; Karllson. Br.lll. vlln

Krogh. Mor\"eldl-Manson. BOltiger. & Sandslrom. 1991: Lui. Damlw. &

RUlherford. 1988; Lui. Lawrence. Morgan. Peterman. Haverkos. & Bregman.

1986; Medley. Anderson. Cox. & Billard. 1987; Medley. Billard. Cox. &

Anderson. 1988; Pelerman. Slonebumer. Allen. JatTe. & Curmn. 1988). The

hc:ùthy appearancc of infecled carriers. lhe chronieily of the carrier-slale among

infecled individuals as intcctive 10 others. and the signitïcanl risk of infecled

persons for devcloping the full-blown discasc syndrome fUrlher cmphasizc lhe

magnitude of importancc of this cpidemic (Gcmmill, 1989; Imperalo,1987).

Epidemiological dala are prercquisite for effectivc preventive crforts,

intervention programs, and mcaningful clinical trials of drugs. Seroprevalence

studies are necessary (Hankins & La Pointe. 1989). "The main hope for

preventing a heteroscxual epidemic in devclopcd counlries, given lhe failure 10

prevent extensive spread in the male homoscxual and intravenous drug using

populations, remains education and publicily" (Anderson & May, 1988, p.SI8) .
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Rationale of this Study

This study will add to our und<:rstanding of th<: contrihutors to hehavioural

chang<: and to h<:alth maint<:nanc<:. Th<: rol<: of health locus of <:ontrol in th<:s<:

<:riticai high-risk areas will h<: statistically and meaningfully <:xplored.

"Non<:xp<:rim<:ntal res<:arch studi<:s ... are highly si~nilïcant. theoretically

and pm<:tically" (K<:rling<:r. 1979. p.121). Descriptive studies are neccssary

ha<:kground lilr int<:rv<:ntion planning and for hendi<:ial health <:ar<: provision.

H<:alth <:are provid<:rs n<:<:d to diftcrentiate among suhpopulations of homos<:xual

men dealing with HIV-serostatus and HIV-il\ncsses. Eftcctive counst.'lling and

quality h<:alth <:ar<: ar<: d<:p<:ndent on knowl<:dge of the population and th<: roUles

to h<:haviour <:hange.

Th<: present study contrihutes to the necessary substrates of <:t'fective

AIDS int<:rv<:ntions - attitudes. knowledge. health-promotion behaviours. and

d<:cision-making strJ.tegies (Herold. Fisher. Smith. & Yarber. 1990). Effective

int<:rv<:ntions depend upon the pooling of cross-disciplinary resources

(G<:mmill. 1989). This study is a prerequisite to impactful psychosocial

interv<:ntions in this high-risk population in Montreal. The difticult challenges of

th<: t<:rrifying <:pid<:mic of AlDS hav<: <:ng<:ndered discussion. debate. and

controv<:rsy. Th<: spectf<: of AlDS presents a multitude of compounding associated

problcms. Lilclong infectivity. the healthy appearance of infectious carriers. sex ­

a powerful human drive. an anxiety-Iaden and taboo area - as the primary mode of

trJ.nsmission. and the primary appcarance of the illncss among marginal and

discriminated s<:gments of society have cf<:ated highly politicized and contentious
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respons..:s. "'It j, possihk th~t HIV is th..: mlls1 insidious ..:n"I11)' lhl' hUlllan ra,'l' has

..:v..:r f~c..:d"' (Gemmill. 19~9).

The C~nadian ..:xp..:ri..:nc..: of AIDS :s articulatdy pr..:s..:nl..:d hy David

Walt..:rs (1989), who says,

While w..: live in an ag..: of ineœdib\..: IL'Chnological capacily 10

res.:arch th..: lllolecular basis of disea.'..: and 10 communicale wrinen

copies of our thoughlS instantanL'lmsly around lhe world, lh..: basic

objeclive of L'ducating and supporting each other towards more heaHhy

behaviours and creating Ihe infra.,truclure and programs rL'lIuirL't1 remains

a dimcu\1 chall..:nge. (p. s3)

The lull management of AlOS ... rcquires an integration of

discase tn:atrnent and preventing strategics....The challenges to provide

the neccssary biomedical and bchavioural advanccs and a cuHure of

hcalthier lifcsty\es must he incorporated in an integratL't1 framework of

the public health approach. (Walters. 1989a. p.s7)

Public health policy has traditionally rcsponded to epidc:mic illnc:ssc:s with

mandated controls in order 10 contain infectivity. HIV scropositivily and AIDS do

not lit the categorisations of control available for implementation (Clayton, 1989).

Thus. prevention and containment of the epidemic are dependent on hehaviouml

scientists for effective interventions for behaviouml change. The norms and

values. bascline behaviours. and sociodemogr.lphic fcalurcs of the population

must be described in order to plan and implement interventions. This study

provides the necessary substrata for intervention planning.

The reviewed literature in the areas of HIV/AIDS. sociallcarning thcory,

and health locus of control lead to the formulation of spccilic key focal arcas that

will be investigated (see ligure 3)..
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Figure 3

HIV Infeetivity: High Risk Behaviours. Cofactors and Risk Reduction Behaviours

RISK BEHAVIOURS

\
Unprotected sexual intercourse with an infeclCd carrier

Sharing contaminated needles and syringes with an infeclCd user

MAIN
ROUTE

Male homosexual population •

Heavy alcohol use

Concomitant
drug use

Unprotected receptive anal intercourse

Sexually transmitted
diseases

(Syphillis. Gonorrhea... )

Increased number
ofpartners

Anonymous sex

•

Youngerage

RISK REDUCTION

1. reduction in number of partners
2. avoidance of casual sexual encounters
3. utilization of a condom
4. use of sterile needles for intravenous drug injection
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1. Th~ major risk a~ti\'ity of th~ mal~ homo~xual populatilln is

unprot~~t~d anal int~r~our~. Ag~ and pr~\'ious ~xp~ri~n<:~ \Vith unpl"<l!~<:l~d :lIlal

int~rcours~ are predictors of continu~d and rdaps~d r~turn to this high-risk

activity. Th~ report~d l~vd of and <:hang~s in unprotect~d anal inten:our~ will h~

~xplor~d in th~ pr~~nt study.

2. High-nsk b~haviours and th~ history and cUrv~ of r~port~d chang.:.~ ar~

~valuat~d in th~ study population in correlation with bdicfs ahout the expectan<:y

of control oV~r h~allh-rdat~d rdnforc~m~nl~. Th~ high-nsk h~haviours a"~

unprot~cted anal sex. mulliple sexual partners. inconsislent or non~xislenl use of

condom. and needle sharing during intr,lvenous drug use.

3. Partner Slalus - one-lime. repeat. and/or pnmary - impacl~ upon

participation in high-risk scxual :lctiviti.:.<;. Mulliplicily of anonymous and/ or

one-time partners lends lo ~ reported in conjunclion with high-risk sexual

behaviours.

4. The role of stigmatisation. homophobia and marginalisation in lhis al­

risk population's responsc to the required high-risk behaviour,ll chang.:.~ arc

explored through feelings aboul self and aboul one's homoscxualily.

5. The role of internai heaithlocus of control is explored. Highly internai

men are expected to have grealer knowledl;":. be more involved in preventive

heaith care behaviours. seek OUl participation in sdf-care decision-making.

Chronic illness is related to lowered inlernal locus of conlrol.

6. The role of a social support nelwork and iLS valu~ has bccn shown lo he

int1uential. It would be explored through opcnness aboul one's homoscxualily and

the extent of socialisation denved l'rom within the homoscxual communily.
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7. Th~ ~ojling h~haviours impkm~nt~d - wh~th~r ~m[)ti[)n-focus~d or

a~tion·rocus<;d • ar~ ~xamin~u. Em[)tion·fo~u~d coping has h~~n link~d to

p[)w~rful [)th~rs ~xt~rnallocus of control and is kss effective in prevention of and

clTeetive coping with ilIn~ss.

8. The role of scx in this population can be viewed variably. from

reinforcer to addiction. The strength of sex when viewed as a reinforcer would be

important for determining the inter.lction of locus of comrol and changes in high­

risk hehaviours. The role of the particular situation would he inl1uential. as weil as

the partner status and the locale of the ~xual interchange.

The unit of investigation in sociallcarning theory is the inter.lction of the

individual with his meaningful environmenl. Sex is a powerful interface at this

juncture.

Limitations of the Present Stndy

The study was eonducted on a population of homoscxual men attending

two general medical clinics in Montreal. The men have presented for medical

appointments and were therefore a self-selected group. The study population was

a convenience sample. not a r.lndom sample of homosexual men in Montreal. The

study results cannot he generalized to the general homoscxual population in

Montreal. The population is at most representative of homosexual men attending

certain general medical clinics in Montreal.

The present study is a descriptive study. No conclusions can he drawn

about causation. Ail analyses and conclusions must be of a descriptive nature. The

analyses will provide direction for further research and for intervention studies.
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Thcre arc no data on the men who rdused to partidpalc. Th.: repllrt~ of th,'

dcmographi.: .:haractcri~tic~ of dmpout~ from ~tudi.:~ "f hOn1l1~':Xllalmal.:

population~ r.lngc from no report.:d dilkr.:nce~ fmm th.: partidpant' to higher

rates of seropo~itivityand HIV-rdated ~ymptomatology.higher I.:vcl~ of

dcpre~~ion.and homo~exua1 awarenc~s at an early age (Ekstr.lnd & Coates. 1990).

The method of data gathering is a self-report questionnaire. The

questionnaire can be found in Appcndix B. Ali items conccming sexual

behaviours are subjcct to recall error. The fod of the questionnaire are

emotionally-charged arcas and would bc inl1uenced by biased rccall. 111':

Montreal homosexual population has becn exposed to infomlation and education

campaigns which may have inl1uenced rcsponses to questions in this area of

sexual-risk behaviours. Therc is no possibility to retest the population nor to

detemline its representativencss of the male homosexual population in Montreal.

It is important to note that the analyses of the data could he suhject to

experiment-wise error due to the large number of tabulations. The possihlc

inl1uence of response bias must be considered (Guilford. 1967; Catania. Gibson.

Marin. Coatcs. & Greenblatt, 1990).

The variables reponed by the rcspondents are both continuous and

discrete. The analyses are. therefore. rcstricted to analysis with descriptive

statistics of chi-squares. Areas of exploration that are not available through the

present questionnaire and which would provide relevant infomlation for a more

total picture are: the view of the opinions of others; the gencr.ll vicw of condom

usage; powerful others locus of control; hcalth prolilc; exposurc ta AlOS in close
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friends and/or lovers; p.syeho\ogica! adjustmcnt prolïle - PTSD and depression;

levd of thinking (i.e.• cognitive levd) when viewing illness.

Res<:arch Owslions and HypOlh<:s<:s

The foeus of the present study and the predicted hypothesi.-:ed pallerns in

the study population are hased on sociailcarning theory. on the published rcsearch

literalure. and on the crucial value-weight placed on serostatus in this population

which has been weil exposed to the devaslating scqudae of HIV-infection. Health

is assumed to be a major positive rcinforeer. in particular in this population in

which health is synonymous wiÙ1lili:. The strength of Ù1e reinforcer (i.e.• healÙ1) ­

as dclïned by seronegativity -wouId further Ù1e expectaney of control.

Prevention of AIDS is dependent upon individual control and modilïcation

of high-risk behavioural practices. The term expcclancy of control over healÙ1 in

this study is operationalised by the scores of the HLCS.

The overarching research questions are:

1. How do seronegative homosexual men differ in their expeclancy of

control over health. as dclïned by the HLCS. l'rom seropositive homosexual men'!

2. What is the role of an internai expeclancy of control in the area of

health'!

3. What is the role of an extemal expectancy of control in critical high-risk

sexual and drug-ahuse behaviours in a sample population of homosexual men

allending a genemi medical clinic'!

4. What differentiates between homosexual men who maintain their health

(as delïned by seronegativity) in Ù1e area of HIV serostatus. and homosexual men

who do not'!
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In ord~r 10 ~xalllin~. ~xplllr~ and analy:~ th~ rl·s~",..:h lIUl·SlioIlS. li",

following hypoth~~s a~ pos~d.

1) S~ron~gativ~ hOlllos~xual m~1l a~ pr~di~l~d lo hl' Illlll\.' highly illll'mai

in their .:xp.:.:tall~y of conlrolov.:r h.:alth than s~roposiliw hon1l1~xualn"'ll.

2) S.:roposiliw homos.:xuallll.:n a~ pr.:dict.:d 10 h~ n1<'r.: highly l'xll'mal

in their .:xp.:ctancy of control ov.:r h.:alth than ~ron.:gatiw honws,:xu:11 Ill~n.

As a result of this hypoth.:siz.:d dirti:renc.: in .:xp.:ctallcy of conlmlowr

h.:aIth. chi-square anaIys.:s w.:r.: compkt.:d for th.: .:ntire study populalion ami

th.:n ~rostatus was routindy u~d as th~ contl'lll1ing valiahk. (In ail th.: prnpos~d

hYPOlh.:s.:s. "m.:n" is th.: t.:rm u~d for homos.:xual m.:n who participal~d in lh.:

study.) Hypoth.:s.:s g.:n.:rat.:d hy th.: h.:alth locus of contml variahks ar.::

3) Young.:r m.:n (that is. und.:r 30) will diff.:r signilicantly in their r.:port

of a more highIy internai .:xpectancy of control over health l'rom older m.:n (that

iS,owr30).

.1) OIder men (that is, over 30) will dirt".:r signilïcantly in their report of a

more highly external expectancy of control over health than young.:r men (that is.

under 30).

5) English-speaking men (as delined hy language spoken most olten ut

home) are expected to differ signilicantly l'rom French-speaking men (as delïned

by language spoken most often at home) in their internai expectancy of control

over health.

6) English-speaking men (as delïm:d by language spoken most olten (If

home) are expected to differ signilicantly from French-speaking men (as delÏned
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hy /(Jngll(Jg~ sl'0ken /110.'1 ofll'n ar hOIl1~) in thdr .:xtemal ,:xp':':lan.:y of .:ontrol

o".:r h.:alth.

Th.: n.:xt !t:vd of hypoth.:s<:s which follow is organiz.:d into four topic

ar.:as in ord.:r to draw m.:aningful proli!t:s in th.: study population. in particular

du.: to th.: larg.: amount of data analyz.:d. Th.: areas. d.:t.:rmin.:d hy th.: cont.:nt of

th.: re!t:vantlit.:rature. w.:r.: formulated in th.: following areas: a) history of and

pres.:nt allitud.:s towards homos<:xual orit:nlation. present slate of wdl-heing. and

availahility of support n.:twork; h) s<:lf-eare h.:haviours. including prevenùv.: and

h.:alth-maint.:nanc.: actions; c) d.:sire for and accuracy ofknow!t:dge rdat.:d to

HIV and AlOS: and d) HlV-tr.msmission related h.:haviours. condom usage. and

participation in high-risk s<:xual and drug-us<: activities.

Thc following hypotheses relates to internai and extemal expeclancy of

control over health. High and low expeclancies are detined in the methodology

section. The following group of hypotheses relate to the lirst ar.:a:

7) Men who are more highly internai in !heir expeclancy of control over

health will report signilicantly earlier age of awareness of their homosexual

orientaùon than men who are less highly internai.

8) Men who are more highly internai in !heir expeclancy of control over

health will report signilicantly earlier age of tirst homosexual experience !han

men who are less highly internai.

9) Men who are more highly internai in their expeclancy of control over

health will differ signilicantly in !heir gr.:ater openness ahout their homosexual

orientation from men who seore as less highly internai.
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10) M.:n who ar.: mor.: highly int.:rnal in th<:ir .:xp.:.:tancy of C'lntnl! owr

h.:alth will diner signilicantly in th.:ir m,)r.: .:xt.:nsiv.: a\'ai!ahl<: support n.:twork

from m.:n who scor.: as l<:ss highly int.:rnai.

II) M.:n who ar.: mor.: highly int.:rnal in th<:ir .:xp.:ctancy of .:ontrol o\'.:r

h.:alth will diner signilicantly in th<:ir gr.:at.:r g.:n.:ralli:ding of wdl-h<:ing fwm

m.:n who scor.: as kss highly int.:rnai.

12) Men who ar<: more highly internai in thdr expectancy of control ov.:r

health will diner signilicantly in their gr.:ater levd of worry ahout AIDS from

men who score as less highly internai.

13) Men who are mor.: highly external in their expectancy of control ov.:r

hcalth will diner signilicantly from men who ar.: less highly external in their

reported age of awareness of th<:ir homosexual orientation.

14) Men who ar<: more highly external in their expectancy of controlover

health will differ signiticantly from men who ar<: less highly external in their

reported age of tirst homosexual experience.

15) Men who arc more highly external in their expectancy of control over

health will differ signilicantly from men who are less highly external in th<:ir

openness about their homosexual orientaùon.

16) Men who arc more highly external in their expcclancy of control ov.:r

health will differ signilicantly from m.:n who arc Jess highly .:xt<:rnal in th.: .:xt<:nt

of their available support.

17) Men who are more highly ext<:rnal in their expcclancy of control over

health will difter signiticantly from men who arc less highly extemal in their

general feeling of well-being.
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18) Men who are more highly external in their expectancy of control over

health will difti:r signiticantly l'rom men who are less highly external in thcir

general level of worry about AlOS.

The following group of hypothescs relates to the second area:

19) Men who are more highly internai in thcir expectancy of control over

health will difti:r signilicantly in their reasons for the clinie visit l'rom men who

score as lcss highly interna!.

20) Men who are more highly internai in their expectancy of control over

health will difli:r signiticantly in their health-preventive behaviours in the area of

hepatitis-B vaccination l'rom men who score as less highly internaI.

21) Men who are more highly internai in their expectancy of control over

health will difli:r signilicantly in their reported incidence of cofactor sexually

transmiued discases (penile ulcers: syphilitic infection: prior herpes simplex type­

2 infection) as compared with men who score as less highly internaI.

22) Men who are more highly extemal in their expectancy of control over

health will difter significanùy l'rom men who are less highly extemal in their

reasons for the clinic visiL

23) Men who are more highly extemal in their expectancy of control over

health will difti:r signiticanùy l'rom men who are less highly extemal in their

health-preventive behaviours in the area of hepatitis-B vaccination.

24) Men who are more highly extemaI in their expectancy of control over

hcalth will differ significantly l'rom men who are less highly extemal in their

reported incidence of cofactor sexually transmitted diseases (penile ulcers;

syphilitic infection; prior herpes simplex type-2 infection).
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Th.: following group "i hypoth.:s<:s rdat.:s to th.: third ar.:a:

25) M.:n who are mor.: highly int.:mal in thdr .:xp<:.:tancy of control owr

h.:alth will diner signilicantly in th.:ir accurat.: knowl.:dg.: of AlOS and AlOS risk

factors from m.:n who scor.: as \<:ss highly int.:mal.

26) M.:n who are mol'': highly int.:mal in thdr .:xp<:ctancy of control ovcr

h<:alth will choos.: to know th.: resulL~ of thdr HIV t.:st in signitïcantly gr.:atcr

numb.:rs than men who are \<:ss highly int.:mal.

27) M.:n who are more highly .:xt.:mal in thdr .:xp.:.:tancy of control ov.:r

h<:alth will differ signi1ïcantly from men who are \<:ss highly .:xt.:mal in thdr

accuracy of knowledg.: about A1DS and AIDS risk-factors.

28) M.:n who are more highly ext.:mal in thdr .:xp.:ctancy of control ov.:r

h<:alth will diner signitïcantly from men who ar.: \<:s.~ highly .:xt.:mal in thdr

decision to accept the results of the HIV-t<:sting done at th.: lime of data

collecùon.

The following group of hypotheses relat<:s to th.: fourth =:

29) Men who are more highly inremal in their expectancy of control ov.:r

h<:alth will differ signitïcantly in the value placed on sex than men who score as

less highly inremal.

30) Men who are more highly inremal in their expectancy of control ov.:r

h<:alth will diner significantly in their condom usage during rec.:ptivelins<:rtiv.:

anal inrercourse l'rom men who score as less highly inremal.

31) Men who are more highly inremal in their expectancy of control over

h<:alth will diner significantly in their reducùon of high-risk sexual behaviour.ll

pracùces l'rom men who score as less highly inremal.
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32) M.:n who ar.: mm.: highly inl.:rnal in thdr .:xp.:ctancy of control over

h.:allh will difli:r signiticantly in thdr reduclÎon in numb.:r of om:-timc partncrs

l'rom m.:n who score as kss highly intcrnal.

33) Mcn who arc more highly intcrnal in thcir cxpcctancy of control ovcr

hcalth will difli:r signilicantly in thcir history of intrawnous drug usc from mcn

who score as ks.~ highly intcrnal.

34) Mcn who are more highly intcrnal in thcir cxpcctancy of control ovcr

hcalth will difli:r signilicantly in thdr greatcr uS<: of stcrilc nccdlcs from mcn who

score as lcss highly intcrnal.

35) Mcn who an: more highly cxtcrnal in thdr CXPCClancy of control over

hcalth will difli:r signilicantly from men who are less highly external in the value

placcd on importancc of scx.

36) Mcn who are more highly cxtcrnal in thcir expcclancy of control over

health will difli:r signilicanùy l'rom men who are less highly cxternal in their

report of condom usagc during rcœptivelinsertive anal intercourse.

37) Men who an: more highly external in their expeclancy of control over

health will differ signilicanùy from men who are less highly external in their

high-risk s<:xual behavioural pr.lcticcs.

38) Mcn who are more highly external in their expeclancy of control over

health will differ significanùy l'rom men who are less highly external in their

reduclÎon of one-timc partners .

39) Mcn who are more highly external in their expeclancy of control over

hcalth will differ signilicanùy from men who are less highly external in their

history of intravenous drug use.
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40) M.:n who ar.: mor.: highly .:xt.:mal in thdr .:xp.:ctan<:y of control o\'cr

h.:alth will diff.:r signiticantly from m.:n who an: l.:ss highly .:xt.:mal in thdr

n:port.:d us.: of st.:rik n.:.:dks .

Alllh.: pn:dicl.:d hypoth.:s.:s will h.: l':Sl.:d in th.: null format.
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CHAPTERIV

STRATEGY OF THE STUDY

This study of a sample of homosexual men in Montreal uses a pre­

experimental dc.~ign. The data are analyzed with the appropriate descriptive

statistics of frequency distributions and cross-tabulations.

The validity of sclf-reported data can always be questioned. The reliability

of se\l~reportedsexual behaviours is supported (Saltzman. Stoddard. McCusker.

Moon. & Mayer. 1987). Therefore. Icss subjective indicators are reviewed to

support reported changes over lime. such as the concurrent rates of sexually

transmitted diseases. and their seroconversion rates (Cal7.avara. Coates. Johnson.

Read ct al.. 199\).

Descriptor Variables orthe Study

Suhjeci Varijlhles

Brcjlkdown of the HLCS. The HLCS. the instrument used to measure

expectancy of control over health in the study population. requires 6-point Likert

scale rcsponses ranging from possible total disagreement to possible total

agreement The response directionality for each item of the scale is parallel. The

total possible responses for the internally-oriented items and for the externally­

oriented items of the scale were summed separately and divided into three
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categories of low. moderate. and high. When the seores are summed. lh,' S'lIres

can range from a low of 5 to a high of 30 for Internai Health Locus of COlllrol tl·

HLC) and for External Health Locus of Control tE·HLC). The I·HLC and th,

E-HLC are each composed of live items. Thus. individual sludy participants were

categorised according to thdr position on the ,'ontinuum of total possihle

responses for internality and extemality in thdr expectancy of control over health.

De.<crimjon of the Demographie Variahlc.<. The study sampie is a

convenience sampie of men who had made thdr own appointmenL< at two geneml

medical clinics in Montreal. clinics which have a large male homosexual patienl

population. The study population consislS of 286 men ranging in age from

18 to 63. The HIV-antibody serostatus proportion is 3: 1 seronegative to

seropositive (i.e.. 216 seronegative men: 70 seropositive men) hased on ELISA

testing with contïrmatory Western Blot of the serology donc at the time of

questionnaire administration.

Among the seropositive men. 47 men (67%) reported French as their

language spoken most often at home and 20 men (29%) reported English. Among

the seronegative men. 124 men (57%) are French-speaking and 78 men (36%) arc

English-speaking. The remaining 3 seropositive men and 14 seronegative men

reported other languages as their main spoken language. The seropositive

population contains proportionately more French-speaking men than the

seronegative group. Language ofquestionnaire emphasizes the discrepancy. with

45 (64%) of the seropositive men utilising the French questionnaire and 25 (38%)

the English questionnaire. Among the seronegative men, III (51 %) responded in

French, and 105 (49%) in English.
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ln order to explore the health locus of control expectancy variahk. the

study participanL~completed the HLCS as pan of the study questionnaire.

The questionnaire cOnlains items exploring a hroad range of

sociodemogr.lphic characlCristics and relevant variahles. Items in the

questionnaire explore the following variahles:

-language oforigin. presellt spoken lang/llIge:

-present living arrclllgemellts:

-rdigiOlLÇ affiliation cllld degree ofreligiosiry:

-currtml S(~X1UlJ orientation:

-importeUlce ofsex:

-age ofawareness ofIlOmosexlml OrielltCllion:

-age ofjirst homosexual sexual encormter:

-age ofjirst experience oflIIml illtercourse:

-age ofparticipCllion regulelrly in homosexual se:auzl relations:

-socialiZlllio/1 pallems within the homosexlut1 commlUlity:

.history ofmunbers ofparlllers. ofmultiple partl.ers. ofone-time

parlllers:

-ope/Illess abolit homosexual orielltation:

-slllte ofmind. feelings ofIll/ppiness:

-selfacceplllnce ofhomoseJClutlity:

-network ofsupport:

-worry abOIll gelling AIDS:

-sexlutl history ellld currellt behaviours with repeat partners:

-sexllCll history and Cllrrellt behaviours with one-time partllers:

-high-risk sexlutl behaviours and behavioural challges:

-illtretVenolLç dmg use ellld needle sllClring:

-use ofrecreelliorull dnzgs:

-history ofsexually trllllsmilled diseases:

-history ofhepatitis-B illlless ellld vaccinatioll:

·pelrticipCllion Îll sex with men who are seropositive or ill with AIDS:

·ltistory ofblood donatioll:

106
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-sollrces ofkllOlrlt'dg(' aboll/ .4IDS:

-aCCllrllcy ofkllowledge abolir HIV ami AIDS:

-imuesr ill kllowillg "'.mlrs ofp"'s('m HIV /t'stillg:

-expectallcy ofcomrol ofr<'illforcemellrs O"U Itealrlt.

Sorne of the items are hased on one question and sorne are hased on

multiple questions. The variahles are composed of discrete and continuous items.

Analysis of Ihe HLCS Variahles. Serostatus is the main overarching

categorization. The patterns of the data and the analyses will he presenled anù

carefully reviewed. Statistieal signi.!icance will he set atthe .1 () level ùue tothe

descriptive nature of this study and the desire to glean a meaningful picture of the

pararneters investigated. The theoretieally relevantlstatistically signilicanl cross­

tabulations are l'ully described and discussed.

Until recently. it was thought that cru-square should not bc used unless

the milÙmum expcctcd frcquencies...were live or more in each ccII.

Roscoe and Byars (1971). Conover (1974). and Camilli and Hopkins

(1978;1979) have shown that the cru-square statistic works weil even

when the average expcctcd frcquency is as low as two...lhe chi-square

test of association gives accurate probability statements even with very

small n·s. (Glass & Hopkins. 1984. p.288)

The chi-square tahles for those variables in which suhstantive and

interpretive significance is found are presented. The implications for rescarch and

clinical applications of the analyses are prcsented. elaborated. and inlerpreted in

the results and discussion sections.
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SocjQdemQgraphic pescriptors of the PQPu);ltÎQO

The dala-galhering for lhe sludy was condUCled in IWO gener.l1 medical

clinics in Montreal during 1988 and 1989. The medical clinics are commonly

auended hy a large homosexual populalion and are known 10 be accepling of a

homosexuallifeslyle. Two-hundred and eighly-six men (N=286) who carne 10 the

medical clinics for a doclor's appointment answered the questionnaire distributed

by the sludy coordinator - a licenscd nurse. Informed consent was obtained l'rom

each panicipant. Rcsponses were rendered in a wriuen format with the nurse

available 10 clarify queslions. Contidentiality was carefully maintained with the

use of a numerical coding syslem.

The men carne to the clinic for the following reasons:

·routine check -HIV testing

-rcsults of HIV lesting -renew prescription

-coldlOu -chronic fever

-t-cell count

-gastrointestinal complaints

-m~'dical certilicale

-hepatitis-B lesting

-depression

-demlatological complaints

-followup on HIV+ test.

-sm testing

-urethritis

-cramps

.haemorrhoidslprostate complaints

-neurological complaints

-update knowledge

•

The men ranged in age l'rom 18 to 63, with one "no response" to the

question about age. The distribution of the ages is presented in Table 5. of ages by

scrostatus in Table 6, and of country of origin in Table 7.
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Tabh: 5.

Distribllljon of a~es jn the slUdy population.

AGE "R~:QUENCY \'ERCENT

AGE 11-20 3 \.0

AGE 21-30 109 3lU

AGE 31-40 109 3~.1

AGEOVER40 64 22.4

NORESPONSE 1 0.3

100.0

Of thc total study population. 240 mcn wen: born in Canada. One-hundred

and eighty-three mcn (64.0% of the total) were born in the province of Quebec

and 99 (34.6% of the total) were born in Montreal. The distriblition l'rom the other

provinces is 23 (8.0%) l'rom Ontario; 5 (\.7%) l'rom Alberta; 13 (4.5%) l'rom New

Brunswick; 5 (1.7%) l'rom Nova Scotia; 1 (0.3%) each l'rom British Columbia and

l'rom the Yukon; 2 (0.7%) each l'rom Manitoba. Saskatchewan. and

Newfoundland. Six men did not respond to this question about area of origin.

The question about language of origin elicited 16 different responscs. The

responses that accounted for more than 95% of the population an: displayed

in Table 8.

Six different spoken languages were reported . French and English

accounted for more than 96% of spoken-language variability. The unique

bilingual nature of Montreal demands that the language data be carefully

considered. The FrenchlEnglish language data are presenled in Table 9. The
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Djstrihution of age hy serostalus

Serostatus of subjects

110

Age groups Positive Negative Row total/

percent

Age 11-20 0 3 3

0.0 1.4 1.0

Age 21-30 25 84 109

35.7 38.8 38.1

Age 31to 40 33 76 109

47.1 35.2 38.1

Age 41 and over 12 52 64

17.1 24.1 22.4

No response 0 1 1

0.0 0.4 .3

•

Column tOlaV

percent

70

24.5

216

75.5

286
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Table 7.

Frequency distributjon nf country pl" prigjn

COUNTRY OF ORIGIN FREQUENCY PERCENT

CANADA 240 lG.9

FRANCE 6 2.0

GREECE 3 1.0

BAHAMAS 1 OA

PORnJGAL 4 lA

USA 7 2A

BRITISH ISLES 5 1.7

LEBANON 2 0.7

EGYPT 4 lA

HUNGARY 1 0.3

CYPRUS 1 0.3

CAMBOOIA 1 0.3

BELGIUM 1 0.3

CHILE 1 0.3

SWITZERLAND 1 (J.3

TRINIDAD 1 0.3

HONGKONG 1 0.3

GERMANY 1 0.3

SPAIN 1 (J.3

MEXICO 1 0.3

NOANSWER 3 1.0

TOTAL 286 100.0

III
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Tahl.: X.

Fo;qm:ncy djslrihuljon of Janguag.: of origjn

L.ANGUACiE OF FREQUENCY
ORIGIN

l'RENCII 174

ENGLISII 80

GREEK 7

PORTllGllESE 4

n'ALIAN 4

ARABie 3

OlllER 14

PERCENT

60.8

28.0

2.4

1.4

1.4

1.0

4.9

•

Tahle 9.

Frequency djstrihution of nresent spQken language.",

SPOKEN L.ANGUAGE FREQUENCY PERCENT

FRENCH 171 59.8

ENGLISH 98 34.3

FRENCH & ENGLISH 6 2.1

questionnaire was availahle in French and English. One hundred and tïfty-six men

(54.5%) responded in French and 130 men (45.5%) responded in English.

Twenty-on.: various responses were obtained when subjects were queried

about ethnic group aftiliation. The responses are presented in Table 10.



•
Tablt: 10.

FreQueney djsttihUljQn or ethnie aftiliatjon

l>ïBNIC GROUl' FREQUENCY

FRENCH 164

ENGLlSH.IRISH.scomSH 54

JEWISH 4

CHINESE 2

GERMAN 3

DlTfCH 2

GREE!< 6

AFRICANIBLACK 2

PORTUGUESE 5

ARAB 5

EUROPEAN MIXED 15

JEWISHIEUROPEAN MIXED 2

INDIANIEUROPEAN 2

ITALIAN 5

MIXED. EUROPEAN & BLACK 3

ARMENlAN 2

POLISH 1

HUNGARJAN 1

INDQ-CHINESE 1

MIXED. ASIAN & EUROPEAN 2

SPANISH 2

NORESPONSE 3

!'ERCENT

57.3

18.9

1.4

(J.7

1.(J

(J.7

2.1

0.7

1.7

1.7

5.2
0.7

0.7

1.7

1.0

0.7

0.3
0.3

0.3
0.7

0.7

1.0

lU

•
TOTAL 286 100.0
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The educational hackground dat.! of the study population arc prescnted in

Tahle Il. the employment status data in Tahle 12. the levcl olïncome in Tahle 13.

and the distrihution of rcligious afliliation in Tahle 14.

Tahle Il.

Ereuuency djstrihutjon of çducational hackground dat:!.

HIGHEST LEVEL OF EDUCATION FREQUENCY PERCENT

PRlMARY SCIlOOL 5 1.7

IIlGII SCIlOOL 73 25.5

CEGEP/JUNIOR COLLEGE 34 11.9

TECIINICALIPARAPROF 19 6.6
SOME UNIVERSITY 60 21.0

UNlVERSn-V DEGREE 64 22.4

POSTGRADUATE DEGREE 30 10.5
NORESPONSE 1 0.3

TOTAL 286 100.0

Tabh: 12.

FrcqllÇncy distrihution of employment stams data

EMPLOYMENT STATUS FREQUENCY PERCENT

WORKING 219 76.6

UNEMPLOYED 31 10.8

STUDENT 23 8.0

RETIRED 6 2.1

WELFARE 3 1.0
INVALID 2 0.7
SICKLEAVE 1 0.3
SABBATICAL 1 0.3

TOTAL 286 100.0
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Table 13.

FreQpçncy djsuibmjon of jncoIDc dam

INCOME LEVEL: NUMBER OF MEN:

\,l){){1-9.999 31

lO.llI.){)-19.999 63

20.llI.){)-29.999 SI

30.000-39.999 45

40.000-49.999 29

50.000-59.999 II

60.000-69.999 6

70.000-79.999 2

80.000-89.999 2

90.000-100.000 3

InapplicableINo answer 13

Column total: 286

115
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Tahh: 14.

Erc\lWocy djstrihllljoo of rclj~jolls allj!jalioo.

R~:I.1GION FREQUENCY l'ERCENT

ROMAN CA1110LIC 200 69.9

PROmsTANT 29 JO. 1

JlIDAISM 3 1.0

A111EIST/AGNOS11C 32 11.2

GREEK ORlll0DOX 9 3.1

BAI'IAI 2 0.7

1llEOSOPHlST 1 0.3

MORMON 1 0.3

CHRISTIAN SCIENTIST 2 0.7

omER 4 lA

ANGLICAN 1 0.3

NO RESPONSEIMISSING 2 0.6

TOTAL 286 100.0

This section has provided the sociodemographic parameters of the study

populaùon of 286 homoscxual men. It is impossible tO detïne the

represcntaùveness of thesc data for the Montreal male homoscxual community as

the data are based on a convenience sample of homosexual men.
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CHAPTERV

RESULTS

promes of Subjecls

The sludy population of 286 men is composed of two serostatus

subpopulations. 216 seronegative and 70 seropositive. The population is dcscribcd

in the secùon on sociodemographics. Threc of the seropositive men rcporled

having been diagnosed with AlOS. Ali rcfercnces to health locus of control and

expectancy of control throughout the results and the discussion sections rcfer to

the goal-specilic area of health. as measurcd by the Hcalth Locus of Control scale

(HLCS). The patterns of the Internal Hcalth Locus of Control (I-HLC) scores of

the serostatus populaùons are presented in Table 15. The patterns of the External

Hcalth Locus of Control scores of the study populaùon delined by scrostatus arc

displayed in Table 16.

The theoreùcally relevant and sustanùvely meaningful cross-tabulations

have been entered in Appendix O. Ali the incorporated cross-tabulation analyscs

subsequent to Table 17 are presented in Appendix O. Graphic presentaùons of

frequency distribuùons of some of the relevant variables are presented in

Appendix E. AlI the analyses cannot he incorporated into this papcr due to the

voluminous dimensions of the research. Ali the other analyses are available l'rom

the author upon requesL
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Tah1<: 15.

Cross-!;lhu!jujQO or Interna] Health Locus or Control Scores Wj!h Seros!a!us

Internai health locus of control

Low Moderate High RowtotaV

percent

Positive 7 36 27 70

10.0 51.4 38.6 24.5

Negaùve Il 86 119 216

5.1 39.8 55.1 75.5

Column tolaV

percent

N=286. x2. df=2. p=.038

18

6.3

122

42.7

146

51.0

286

100.0

•

The scroposiùve men differ signiticantly l'rom the scronegaùve men in

their I-HLC profile (ses: Table 15). The seronegaùve men are significanùy more

highly internai in their expectancy of control over health than the seroposiùve

men. The seroposiùve men tend toward moderate internai expectancy of control

over health (ses: Table 15). The null hypothesis is rejected in this area. The

seronegaùve s!udy pa!Ùcipants as a group are significanùy more highly internai

than the seroposiùve parùcipants.
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Tabh: 16.

Cross-tabulation of E:stl,mal Hl'alth l.ocus pf Control Sl"I'rI'S \Vjth Sl'fI'Stil1llS

EXlemal health locus of control

Low Moderolle High Row lolall

percenl

Positive 36 30 4 71l

51.4 42.9 5.7 24.5

Negative 126 86 6 216

58.4 39.8 2.8 75.5

Column tOlaV 162 114 10 286

percent 56.6 39.9 3.5 100.0

N=286.x2.df=2,p=.376

The profùe of E-HLC is similar for the seropositive and the seronegative

populations (sec Table 16). The men in both serOSlatus populations tend toward

low external expectancy of control over health with sorne c1ustering in the

moderate category. The patterns of the E-HLC scores are reflected throughoul the

analyses of the scores derived from the relevant variables. of age and of language.

The profile of the Externa1 Health Locus of Control is for the most part the

reverse profile of the Internai Health Locus ofControl; thus the praliles
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present reverse images. Thereforc. the analyses of the E-HLC scores are not

included in the rcsults of this study. Due to the dimensions of the study, ail of the

data and analyses eannot he incorporJ.ted in full.

The cross-tabulation analyses of the impact of the variable age on the

proliIc.~ of internai expcctancy of control over health are presented in Tables

0.1-0.6 and Figures E.I-E.4. The analyses of the age variable are fully presented

due to the importance of this variable. There are no seropositive study participants

under 21 ycars of age. Therc are three seronegative men under 21 ycars of age.

They distribute one each among the threc categories of low, moderate and high for

I-HLC. Thus, they have becn incorporated into a regrouped age categorisation of

The analyses of the I-HLC scores with the variable age yicld interesting

and substantive results. Cross-tabulation ofl·HLC scores with the variable age in

the total population which does not reach statistical signilicance yields protïles of

the age groups which differ (see Table 0.1). The protïles of the "31 to 40", and

the "over 40" age groups are almost parallel, with a slightly more relative decline

in high internai expectancy of control over health among the "31 to 40" year olds.

Among the men who are "31-40" years of age, 8.3% are low, 46.8% are moderate,

and 45.0% arc high. Among the men who are "over 40 " years of age, 4.7 %~

low, 50.0% are moderate, and 45.3% are high. These patterns are distinct l'rom

that of the men who are "under 31" y= of age, among whom 5.4% are low.

33.9% are moderate.and 60.&% are high in their I-HLC scores. The younger men

are clearly more highly internai than the older men. as predicted in the research

hypothescs. The men who are "under 31" display a pattern similar to that of the

seronegative men with increasing internai expectancy of control. The percentages
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have been presented for the purposes of comparison in this analysis. Ail the

subsequent results discuss the patterns obtained. The perccntagesl

proportionalities will not be presentcd hereafler within the text but may he

found in the tables of Appendix D.

Analysis of the variable age rcsulL~ in significant differences in I-HLC

scores in the seropositive population, whether the variable is grouped by decadc

(sec Table 0.3) or into !Wo levels of "under 30" and "over 30" (sec Tabl<: 0.6).

The impact of age is quÎte dramatic among the seropositive men.

The seropositive men who arc "21 to 30" years old present a dramatically

different pattern from the men who arc older, whether "31 to 40", or "over 40".

The seropositive men who arc "21 to 30" years old present with a protile of 1­

HLC which is para1lel to that of the seronegative men, with most of the men as

highly internaI. Wheras, "31 to 40" and "over 40" year old seropositive men are

mainly moder.lte. The ditl"erence is highly statistically signilicant (sec Tabl<: 0.3).

the null hypothesis is rejected.

Among the seronegative men, the impact of age upon the patterns of

internaI expectancy of control over health is visible, aIthough not statisticaIly

significant (sec Table 0.2). The seronegative men who arc "under 31", and "31 to

40" present a para1lel pattern of increasing I-HLC. The powerful impact of the

variable age is visible throughout the data anaIyses

The FrenchlEnglish variable is of research interest due to the bilinguaI,

bicultural nature of the city of Montreal. Cross-tabulations of language spoken

masr often ar home (Le., French, English) with I-HLC scores are displayed in

Tables 0.7, 0.8. and 0.9. Although none of the analyses of the HLCS scores
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approach statisùcal signiticance. they have bcen presc:nted in tabular form and are

discussed due tothe importance of the variable.

The men who view themsclves as English-spcaking display a prolile in

which they are proporùonately more highly internaI than the men who respond

that they arc French-spcaking. Both language/cultural populaùons tend towards

more highly internaI than moderate or low. A comparison of the distributions of

the frcquencies of spoken language and language ofquesrionnaire is prcsented in

Table 17.

Table 17.

CQmpaÔSQD of Language Snrken Mast OUen at Home wjth Language Qf

QuesÙQnnqire Among the Serostatus Populations

Serostatus

Spokenlanguage

French

English

Other

Language of questionnaire chosen

French

English

Seropositive

47 (67%)

20(29%)

3(4%)

45 (64%)

25 (36%)

Seronegative

124 (57%)

78 (36%)

14 (7%)

III (51%)

105 (49%)

•
In terms of the variable language spoken masr often ar home, the

seropositive and the seronegative men are more French than English. In terms of
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language of questionnaire. the ratio French:English ret1ccts thc spokcn languagc

ratios in the seropositivc population. The seronegative men are almost 1: 1. in

language of questionnaire unlike the ratio of spoken language. Ail the otha­

language (Le. non-French-. non-English-speaking) panicipanl~ responded lO the

questionnaire in English.

The prolïles of the l-HLC seores of the French ànd the English-speaking

sub-populations ret1ect those of the study population in generaI. Sorne of the

individual items of the HLCS signilicanùy distinguish bctween the language

subpopulations and are reviewed in the discussion section.

Analysis of Topical Results

The results will he reviewed according to the sequence of topic arcas

presented in the statement of the researeh hypotheses (sec pp. 95 - 102). The

prolïle of I-HLC scores having statistical and/or substantive signilïcance for the

related hypotheses will be drawn. Differences. wherever signilïcant, betwecn the

seropositive and the seronegative populations will be noted and discussed. The

focus will be upon the meaningful patterns which emerge from the analyses

of the Internal Health Locus of Control scores. The numbers upon which the

patterns are developed are small. However, the repetitiveness of the patterns

in key areas provides support for their substantive significance.

Topic 1: Sta!e of Well-Being

The fIfSt topic area is comprised of present state of well-heing. leve1 of

general and HIV-related worry and in general and HIV-related. lifestyle variables
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(i.e.. history of homosexual orientation and attitudes towards homosexuality). The

rdevant variables arc age ofawareness ofhomosexual orientation, age offirst

homosexual experience, age ofregular homosexual activiry. support nerwork,

openness about homosexual orientation,leisure time spent \Vith homosexual men.

present and past feelings ofwell-being, and level ofworry about AIDS.

Age of Awarcnt;.~sof Homoscxualjty. The first variable explored within

this topic arca is age ofawareness ofhomosexualiry. The distribution of age of

awareness according to serostatus is presented in Figure E.I. None of the cross­

tabulations of thll I-HLC scores with this variable approacb Statistical

significanœ. Cross-tabulation of this variable with I-HLC scores in thll total

population is presllnllld in Table 0.10, as an example of thll analyses in this area.

There is a tendency toward llaflier age ofawareness ofhomosexual orientation

among the sllropositive men, although the difference does not approach

significanœ (sœ Tables 0.11 and 0.12).

Age ofAwareness ofHomosexual Orientation:

Seropositive Seronegative

Age 1-10 9 (13.0%) 19 (9.0%)

Age 11-20 52 (75.4%) 143 (67.8%)

Agil 21-30 7 (10.1%) 44 (20.9%)

Age31-40 1 (1.4%) 5 (2.4%)

The response of men who are low in their inlllmal expllCtancy of control

over health respond with proportionalllly younger age ofawareness of
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homosexua! orientation (s.:.: Tahk 0.10). Th.: m.:n who arc mod.:rat.: and high

present with paralld prolil.:s. almost .:xa.:tly so. Six m.:n rcspond that th.:y

occam.: aware at age 31 or older. Ali six men are moderat.: or high in their I-HLC

scores. Of the six men. one is seropositive and live arc sewnegative (se.: Tahks

0.11 and 0.12).

Age of First Homosexua! Sl'xual Experience. The study partieipants

reponcd on the variable age offirsr homosexual sexual e.Tperience. Cross­

tahulations of this variable with I-HLC scores do not result in statistical

signilicancc either for the total population or for the serostatus suhpopulations.

The protïles of the I-HLC scores of the m.:n who arc modemte and high for the

analyses of the variable age offirst homosexua! sexua! experience are fairly

parailel. The seronegative men who arc highly internai tend to rcpon slightly latcr

age offirsrhomosexual experience, with the exception of "age 1-10" The

proportion of seropositive and seronegative men who arc low I-HLC responding

"1-10" to the item on age offirsr homosexual experience is substantially lower

than the men who are moderate or high (sec Tables 0.13 and 0.14).

Significance is obtained when the variable is analY7.cd with serostatus (sec

Table 0.15). The proportion of seropositive men responding with "age l-lO" to

the item on age offirst homosexual experience is significantly higher than the

proportion of seronegative men responding with "1-10". The proponion of

seronegative men responding with "age 11-20", "21-30", and "over 30" to this

item is signilïcantly higher than the seropositive men. The frcquency distribution

of the age offirsr homosexual experience aeeording to serostatus is prescnted in

graphie format in Figure E.2.
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Age of First Homosexua/ Experience:

S.:ropositiv.: S.:ron.:gativ.:

Ag.: 1-10 32 (45.7%) 62 (28.7%)

Ag.: 11-20 34 (48.6%) 120 (55.6%)

Ag.: 21-30 4 (5.7%) 28 (13.0%)

Ag.: 31-40 0 6 (2.8%)

Ag.: of First Anal Intçreoursç. Th.: distribution of th.: variabl.: age offirst

ana/ intercourse is distinct from thos<: of age ofawareness ofhomosexua/

orientation and of age offirst homosexua/ experience. It is pr=nted in graphie

form in Figure E.3. Anal intercours.: is delinitely not synonymous with

homos<:xual .:xperience. wheth.:r past or present., for the study population.

Age ofFirst Ana/Intercourse:

S.:ropositive Seronegative

Nevl:r 0 18 (8.3%)

Age 1-10 5 (7.1%) 7 (3.3%)

Age 11-20 45 (64.3%) 102 (47.2%)

Age 21-30 17 (24.3%) 69 (31.9%)

Agdl-40 3 (4.3%) 20 (9.3%)
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Analysis of the variahk age offirsr anal intercourst' \Vith the I-HLC

scores indi.:at.:s that the men who have never had anal intercoursc are a11

moderJ.t;;: and high in their internalexpectancy of control ov.:r health ls.:e Tahle

D.16). The men who exoerienœd anal intercourse at ages one through ten.. --
assumedly anal intercoursc associated with emoùonaltmuma. arc a11 moùerate

and high as wdl in th.:ir internai expectancy of control ov.:r heallh. Thes.: linùings

are not in the hypOlh.:sized directions. Early experience ofanal intercourse. in

parùcular where it is associated with emotionaltrJ.uma may he linkeù with

conùnued parùcipaùon in high-risk sexual behaviours. information whi.:h woulù

he oblained from in-depth interviews.

Analys.:s ofthe variable age offirsr anal intercourse with I-HLC scores

for the serostatus populations yields interprcùvcly inter<:sùng rcsull~ lS<.'è Tahks

D.17 and D.18). The proporùon of the scroposiùve men who are high 1-HLC

responding "11-20"to the item on age offirsr anal intercourse is substanùa11y

higher than the men who are 10w or modemte. Whereas the proportion of the

seroposiùve men who are 10w internai r.:sponding "21 to 30" is substanlia11y

higher than the men who are moderate or high. The men who arc moùerate report

proporùonately the most at the eXlreme age categori.:s, ages "1 to 10" and "31 to

40". Among the men who are seronegaùve, the men who arc low in their internai

expecl:lncy of control over health report proporùonately the most "Il to 20" as

the age of first anal intercourse. The seronegaùve men who are moderate and high

report paral1el profiles of responses to age offirsr anal intercourse.

High1y statisùcally significant r.:sults are oblained when serostatus is

cross-tabulated with the variable age offirsr anal intercourse (p=.<J09).
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Th.: variahlt: age offirst anal intercourse may b.: important. but r.:quirt:s mort:

information to int.:rprt:t th.: pau.:rns among th.: serostatus populations. in

particular th.: St:tùng and .:motional sequdae of this variable.

Op.:nn.:s" ahout Homo"exua) Qrientation. The study participants

rcspond.:d to qu.:sùons ddineating tht:ir openness about their homosexual

orientation with thrc.: groups of peopl.:: straight friends. rt:laùves, and work

associates. The respons.: pauerns arc indicators of openness, of self-acceptance,

and of availablc support network. Cross-tabulations of these variables

incorpomùng openness about homosexualiry for the total populaùon do not reach

staùsùcal signilicance. Th.: analysis of the variable openness with straight friends

with the I-HLC scores for the total populaùon is an example of the numerous

analyses in this arca which art: nOl staùsùcally signilicant (see Table 0.22). The

analysis of the variable openness with relatives with the Internai Health Locus of

Control within the seroposiùve population is significant (sec Table 0.23). The

proportion of men who arc low I-HLC responding " more than 50%" or "ail" is

sigJlilicantly higher than the men who arc modemte or high.

The patterns of the I-HLC scores for the analyses of the variable openness

with straight friends arc parallel for the men who are low and moderate in their

internai expectancy of control over health. The men who are highly internai are

evenly distributed among the three levels of the variable: "50% or less", "more

than 50%", and "ail". The men who are low respond proportionately less to "50%

or less" and most to "more than 50%". Their response to "aIl" is proportionately

equivalent to the men who are high. a:ld greater than the men who are moderate

(sec Table 0.22). The proportion of the men who are low responding "more than



•

•

129

50%" and "ail" to th~ it~ms on openness Il'irh ,\'rraighr frientL, and Il'irh rt'illril't'S is

higher than the m~n who are moderat~ and high,

A comparison of the variables rela~d to openn"ss for th~ s~rostatus

groups results in distinctiv~ patt~rns with th~ ~ron~gativ~ m~n r~sponding

proportionately more with "none" and th~ two groups responding similarly with

"all" for openness wirh srraighr friends. Th~ ~ropositiv~ m~n n:..~pond

proponionately much more with "more than 50%". Th~ s~ron~gativ~ m~n

distribute evenly among "50% or less". "more than 50%". and. slightly I~ss so.

"all". The seropositive men are heavily reliant upon fri~nds. Th~ diff~rencc.~

between the distributions of the serostatus populations for th~ variables openness

wirh srraighrfriends (sec Table 0.24) and openness wirh relarives (~~

Table 0.25) are staùstically signiticant

Cross-tabulations of serostatus with openness abour homosexual

orienrarion wirh srraighrfriends. and wirh relatives. ar~ statistically and

interpretively signiticant Oiff~rencesaccording to ~rostatus are not signiticant

for the variable openness wirh work associares . Serostatus is a signilicant factor

in openness wirh srraighrfriends and wirh relatives. The serostatus groups diff~r

from each other in their openness with relatives. The seronegative men respond

proportionately more with "none". and "50% or less". The seropositive men

respond proportionately more often with "all".

Supnon Network. The variable number ofpeople you can rrusr (an

indicator of available suppon system) is cross-tabulated with I-HLC scores for the

total population and. subsequently. for the serostatus populations. None of th~

analyses are Statistically significant The vast majority of the study participants

repon two to five people as the number ofpeople you can rrust. The frequency
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distrihution of this variahle according to scrostatus is displayed in Figure EA. The

frcquency distrihutions of the two populations are almost parJ.llel.

Ldsure Tjme wjth Gay Men. The study participants were queried about

the proportion oftheir leisure time spent socializing with orher gay men. Cross­

tahulation of this variahle with l-HLC scores whether for the total populaùon or

for the population groupcd by scrostatus docs not mach staÙstical signilicance.

The frequency distrihution according to scrostatus is presented in Figure E.5. The

diftcrenccs hetween the serostatus populaùons are not signiticant. Therc is a

tendency among the seroposiùve men toward a lesser pcrcentage of their ùme

bcing spcnt with other gay men and among the seronegaùve men with a higher

pcrcentage of their ùmebeing so spcnt..

Comfort and Well-Being. Feelings ofcomfort and weil·being werc

cxplored. The men werc asked their feelings in relation ta their homosexualiry, on

conùnua of goodlbad and guiIty/dcpressedlashamed. None of the analyses

conducted with I-HLC scores are staùsùcally significant. Cross-tabulation of the

v:-;able degree that knowing that you are homosexual weigh[s] on your mind

with scrostatus is significant (sec Table D.26). AIthough the distribution of the

variable feelings about homosexual preference for the serostatus populations is

comparable, the distribution of the variable knowing that you are homosexual

weighs on your mind is signiticantly different for the serostatus populations, that

is, proportionately ten percent more of the seronegative men tespond "yes" to the

latter item (sec Figure E.6).

The study participants were asked to respond to general feelings ofweil­

being these days andfive years ago (sec Tables D.27, D.28, and D.29) One

analysis of this variable with interna! expectancy of control is staùstically
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signitïcant. that of ha\l' \l'ould you say you are feeling lhese days for th~

~ronegative men. The pallerns which reach signiticance am<mg the seronegative

men for the 1-HLC scores are visihle in th,: nonsignitïcant analyses as weil. The

patterns are more pronounced and reach signitïcance among the seronegative

men. The proportion of men who arc low responding with "unhappy" is higher

and with "happy" is lower than the men who are moderate and high ["unhappy":

low (45.5 %). moderate (17.6%). high (24.6%): and "happy": low (54.5%).

moderJ.te (82.4%). high (75.4%)].This trend may relate to the pallerns of response

to the items ahout weight ofhomosexual orientalion and worry abolll gerting

AlDS.

Cross-tabulations of the variable feelings ofhappiness totiayas compared

with five years aga with serostatus are statistically signitïcant (see Tahle 0.30).

The resultant protïles of the I-HLC scores are quite similar to those of the variahle

fulings ofhappiness these tiays. The men who are moderJ.te and high display

parallel patterns. The men who are low respond proportionatcly the most often

with "unhappy" and the least "happy". Again. the pattern is more pronounced

among the seronegative men.

The men who are low in their internai expectancy of control over health

are the least "happy". whether among the ~ropositive men or the ~ronegative

men. The distribution cf this variable for the serostatus populations is one in

which the seronegative men are proportionately more "happy". and the

seropositive men are proportionately more "unhappy". The men who are low and

high in their internal expectancy of control over health respond proportionately

with the "same" to the item comparingfeelings ofhappiness totiay with five years

aga.
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Th.: r.:sull~ among lh.: s<:roslalus populations ar<: quil<: convincing lhallh<:

pall<:rns ohlain<:d ar<: nOI a function of illn<:ss symplomalology among lh.: m.:n

who ar<: low internai. as th.: pall<:rns ar<: mor<: pronounc<:d among lh<: s.:ron<:gativ<:

m<:n than among lh<: s<:ropositiv<: m<:n. Among the seropositiv<: m<:n. those who

ar<: mod.:r.ll': r<:spond proponionaldy th.: most with "happier". The men who =
high display an .:ven distrihulion across allthree levels of the variable. Among the

seronegative men. those who ar<: high and those who = modemle respond

proponionaldy 1'.1 this variahle of relative level ofhappiness with similar

distributions of r<:sponsc pauerns. wher<:as the men who = modemtc respond the

lea.~l with "same" and the most with "happier".

DeerL'C of WQoyjne. The men were quesùoned abouttheir degree of

worrying in general and specitïcaIly abour gerring AIDS and the risk ofgerting

AlDS (two separ.lle ilems in the questionnaire). The frequency distribuùon of the

variahle level ofworry about rhe risk ofconrracring AIDS according to seroSl:ltus

is presemed in grJ.phic form in Figure E.7. CroSS-l:lbulation of these variables

with I-HLC scores for the tol:ll population do not reach signitïcance.

AnaIysis of the variable type ofperson who worries a lor with internaI

exp<-'Cl:lncy of control for the seropositive men is signitïcant (see Table D.31). The

pauern is one that moves l'rom more worry to less worry as one follows the I-HLC

scores from low to high among the seropositive men. The seropositive men who

r<:ponlow internaI expcctancy over heaIth report higher levels of worry in general

than the men who report high internai expectancy over health. Similarly, the

seronegative men who are low in their internaI expectancy of control over health

respond proporlionately the most with "worrying". followed by the men who are
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high, and, then, the men who are moder,ne. Serostatus does not distinguish for the

variabl.: /eve/ ofworry in senera/ .

Analysis of the variabl.: concern or worry abolit gerrins AIDS with the' 1­

HLC seor.:s of the seronegative population is statistically signitkant (see

Table 0.32). The seronegative men who ar.: low in thdr intel11alexpcctancy of

control over health rcspond with the outermost rcsponses of '\:xtrcmdy" and

"rJ.rcly", The men who ar.: moderJ.te in their 1-HLC rcspond pmportionaldy lhe

I=t with "extrcmely", rcsponding mainly with lhe middle category of

"somewhat", The men who arc high dislribute evenly among alllhr.:e r.:sponse

categories. The patterns arc rcpealCd among the seropositive men. The

seropositive group as a whole rcspond with higher levels of worry, The men who

arc low in their inlCrnal cxpt.'Ctancy of control over hcalth, whether seropositive or

seronegative, form two distinctive groups in r.:sponse ta this variable. Seroslalus

signiticantly dilTercntiates for the items r.:lating to the variable worry about the

risk ofand about gening AlDS, Concern about AIDS-r.:laled illncss does cr.:ate

two subpopulations, following the lines of serostatus.

Topic II: Preventive Measures and Health Maintenance Behaviours

The second topic = relates to preventive m=urcs and health

mainlCnance behaviours, The relevant variables arc the reasons for the medical

visit, hepatitis-B vaccination behaviour, and history ofcofactar illnesses.

Reasons for CHnic Visit. The frequency distribution of the variable reason

for the clinic visit for the entire population is displayed in Table 18,

The distribution for the regrouped variable used in the analyses is presenlCd in

graphic form according to serostatus in Figure E.8. The distinctions betwecn the
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seropositiv.: and th.: s.:ron.:gativ.: populations are .:vident. The seron.:gative m.:n

come for routine checkups and to rcquest HIV tests. The seropositive men come

for HIV resulL~ and illness-related symptomatology and tests. The diffcrence

hctween the two populations is statistieally signilicant (sœ Table 0.33).

Cross-tabulation of I-HLC scores with this variable in the total population

is statistically significant (see Table 0.34). and in the seropositive subpopulation

(= Table 0.35). The analysis of the variable reasonfor clinic appoinrmenr today

with I-HLC scores in the seronegative population is not signilicant. It is presented

in Table 0.36 for the purposes of comparison.

The I-HLC distinguishes among the men who come to the clinic for a

routine check. an HIV tcst. and for illness symptoms . Of the men who come to

request HIV-tcsting. substanûally more (61.6%) have high internai expectancy of

control over health. The men who are high I-HLC come in proportionately

signilicantly more for routine checkups and for HIV-testing than for any of the

other reasons. The men who arrive as a result of ilIness symptoms repon a

distinctly different pattern of I-HLC scores. of being less highly internal than any

other group (see Table 0.34).

Hepatitis-B Vaccination BehaYÏour. Hepatitis-B vaccination behaviour is

analyzed as a variable that is representative of preventive health actions. Cross­

tabulations of the variable with I-HLC scores do not reach statistical significance

(see Table 0.37). More than half of the men have bœn tested for hepatitis-B

antibodies. High I-HLC appears to have an impact upon testing for antibodies ra

Hepatitis-B. but not upon vaccination behaviour. The analyses of the I-HLC

scores with the variables related to hepatitis-B are presented in Tables

.D.38 and D.39.
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Table 18.

FreQuency Distrihution of Rm"m (or 0;n;c V;s;r

Frequency Perecnt

Inapplicable 4 lA

Routine Check 68 23.8

Request HIV Test 86 30.1

Results HIV Test 43 15.0

Renew Prescription 5 1.7

Cold/Flu 16 5.6

Chronic Fever 3 1.0

Chronic Diarrhea 2 U.7

T-Cell Count 8 2.8

STDTest 6 2.1

Gastrointestinal 3 LU

Urethritis 4 lA

Medical Certitïcate 8 2.8

Cramps 12 4.2

Hepatitis-B Test 3 1.0

HemmorhoidIProstate 4 lA

Depression 3 1.0

Neurological 1 0.3

FollowuplHIV TestIPos. 1 0.3

Update Knowledge 2 0.7

Dermatological 3 1.0
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Analyses of the variable previous testing for antibodies to the Hepatitis-B

virus with the Internai Health Locus of Control scores rcsult in parallel patterns

for the Illen who arc moder.ne and high. The men who are low rcspond

dirti:rcntly, i.e., substantially more "yes tested" and less "not tested". The

rcsponse.~ to the "don't know " category arc equivalent for ail kvels of internai

expectancy of control over health in the total population (sec Table 0.37). The

analyses of the variable within the serostatus populations yield rcsults portrJ.ying

the seropositive men as having becn proportionately morc "yes tested", and the

seronegative men morc "not tested". In terms of vaccination for the virus, the

seropositive men had proportionately morc not becn vaccinated, and the

seronegative men proportionately morc v...:cinated.

The rcasons the men reponed for not having becn vaccinated for

hepatitis-B arc varied with the population scauered across ail the possible rcasons.

The main reasons provided were history of the disease, no rcason, and the vaccine

not rccommended. The other rcsponses supplied by the men arc "doesn't

rcmember"', "didn't know pf vaccine", "didn't believe vaccine to be effective",

"expense of vaccine", "vaccine transmits AlOS", and "brain aneurysm". No

meaningful pattern can be elicited l'rom the distribution.

Cofaclor Ulneg:es. The role of cofactors in seroconversion and in the

development of AlOS is a subject of incrcasing focus in the literature. Recurrent

history ofsexually transmitted and infectious diseases arc those most often

prcsented for discussion. The cofactor illnesscs are cofactors to seroconversion

and/or to the development of AlOS. Lowered incidence of cofactor iIlnesses arc

indicators of seIf-earc and safer sexual behaviours. Frequencies of rcsponses to
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Table 19.

QçclIrrencs: of CofactQ[ SexlIally TQnsmjlled and Inf,'ctjPlIs !!lnl'ssl'S Acq)Clljng

to SerostalUs in the Total Population

SEROPOSITIVE (0=70) SERONEGA11VE (Il=~ 16)

y~s No Don', No Yes No DonOt No 1

know answcr know answcr

Gonorrhea 51 14 1 4 83 119 (\ 8
penl. (73%) (20%) (1%) (6%) (39%) (55%) (3%) (4%)

Gonorrhea 15 21 5 29 16 122 li 70
rectum (21%) (30%) (7%) (41%) (7%) (57%) (4%) (32%)

Gonorrhea 15 21 4 30 10 126 7 73
throat (21%) (30%) (6%) (43%) (5%) (58%) (3%) (34%)

Syphili. 25 40 1 4 30 170 4 12
(36%) (57%) (1%) (6%) (14%) (79%) (2%) (6%)

Intestinal 9 50 2 9 11 179 7 19
parasite (13%) (71%) (3%) (13%) (5%) (83%) (3%) (9%)

Hepatitis-B 19 33 1 17 27 138 6 45
(27%) (47%) (1%) (24%) (13%) (64%) (3%) (21%)

Herpes- 6 39 0 25 12 155 1 48
genita! (9%) (56%) (0%) (36%) (6%) (72%) (1%) (22%)

Herpes- 9 37 0 24 5 157 1 53
anus (13%) (53%) (0%) (34%) (2%) (93%) (1%) (25%)

Sores-pen... 6 50 1 13 19 179 2 16
(9%) (71%) (1%) (19%) (9%) (83%) (1%) (7%)

Sores-anus 6 51 0 13 7 190 2 17
(9%) (73% (0%) (19%) (3%) (88%) (!%) (ll%)

Warts- 9 48 0 13 13 187 1 15
pen"' (13%) (67%) (0%) (19%) (6%) (87%) (1%) (7%)

Wart....anus 26 37 0 7 32 173 0 Il
(37%) (53%) (0%) (10%) (15%) (80%) (0%) (5%)
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tho.: various infecrious und/or sexuu/ly rransmirred diseuses are availablt: in

Tahlo.: 19. Comparisons of tho.: incidcnco.: levds of the illno.:sscs provide meaningful

data.

The distributions of the occurrence of the reported cofactor illnesscs are

prescnted according to serostatus in Figures E.9. E.IO. E.II. and E.12. The "no

answer" category is not incorpOl"olted in the graphic presentations. but is strikingly

high for many of the sexually lransmitted discascs (sec Table 19). The pattern of

responses for thi.~ category appcars to relate to the particular sexually lransmitted

disea.~. The scxually transmitted diseascs which are considered indicative of

high-risk exposure are rectal gonorrhea. hepatitis-B. genital herpes. and anal

herpes.

Cross-tabulations of the various cofactor illnesses with the I-HLC scores

do not rcach statistical signilicance. whether for the entire population or for the

serostatus subpopulations. There is a clcar difference in pattern. however. in the

total population betwecn the men who have had the particular scxually lransmitted

diseasc and those who have not. The impact of illness is visible. though not

statistically signilicant. The analyses of the I-HLC scores with the occurrence of

gonorrhca of the rectum and gonorrhea of the throat are presented in Tables 0.40

and 0.41. as examples ofthis pattern. The patterns in the analyses of the cofactor

sexually transmirred diseuses are not ail as pronounced. but are visible.

The patterns of the I-HLC seores of the men who repon illness history in

the total population are rel1ective of the patterns of the I-HLC scores within the

seropositive population as a whole (sec Table 15). The seronegative men for the

most pan present a different pattern which is rel1ective of the men who respond
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"no" to ite:m pe:rtaining to the: illne:ss. This is consiste:nt with the: dillcre:nce:s

bctwœn the: sc:rostatus populations in illne:ss incide:nœ. The: analyse:s of the: I-HLC'

scores with the: variahle: occurrence of.l)philis in the: sc:rostatus populations are

p=nte:d in Tahl<:..~ D.42 and D.43. as an e:xample: of this. Thi:re are se:wral

analys<:..~ in which the: occurrence ofiIIness resulL~ in clinically diffe:re:ntialing.

alhe:it statisùcally nonsignilicant. patte:rns of 1-HLC sc:ores among the:

seronegaùve: men. The analysis of the: variahle: herpes of the genitals is provide:d

as an example: (sœ Tahle D.44).

Signiticant ditTerenees hetwœn the: se:roposilive: and the: sc:rone:galive: me:n

are obtained for the occurrence ofthe cofacror iIInesses. namdy. gonorrhea ofthe

penis (see Tahle D.45). gonorrhea ofthe reclUm (sc:e: Tahle: D.46). gonorrhea of

rhe rhroar (see TahleD.47). syphilis (sec Tahle: D.48). intestinal parasites (sc:e:

Table D.49). hepariris·A (see: Table D.50).l:epatitis-B (sœ Tahle: D.51). herpes of

rhe lips (see Table D.52). herpes ofrhe anus (sœ Tahle: D.53). sores around the

anus (see Table D.54). warts on rhe penis (sec Tahle D.55). and warts around the

anus (see Table D.56). The proporùon of seroposiùve: me:n having eontracte:d the:

illness is signilieanlly higher than the seronegaùve: men.

Topie TTT: Knowledge ahout AlPS

The third topie area is the eXlent and aeeuraey of knowle:dge regarding the

virus HIV and the illness AlOS. The study parlieipants were queried about their

sources ofuseful informarion abour HlVIAIDS. Three different HIV/AIDS

knowledge scales were adminislered.

Sources of Information. The usefulness of the various sources of

informaùon is relevant to the planning of inlervenùons. The most disùnelly useful
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.l'ource ofinformaTion li>r th.: participant homos.:xual m.:n is th.: physician. Oth.:r

Sllurc.:s - newspapers . IVlradio. joumals. "gay" newspaperslmaga:ines. and

posterslfliers - weI.: I.:sponded to as very uscful by aImost 30% of the men. There

appcars to he a gen.:ral tr.:nd in reporting toward the response of "somewhat" for

most sourc.:s of informaù(,n. When the source of information is books. the trend

shifL~ toward~ the "not at ail" category, and similarly when the source of

informaùon is gay organizations. The trend becomes r.ighly pronounced when the

sources of information arc CLSClDSC. ba:hhouses, andAIDS hotlines. Sources of

useful information about AlDS arc displayed in graphie format in Figures E.13.

E.14, and E.15.

Cross-tabulaùon of the I-HLC scores with the variable posters/fliers us

sources ofuseful information about AIDS in the total population is highly

staùstically signitieant (Sl.'C Table 0.57). The men who are highly internai in their

expcctancy of contml over health respond the most with "somewhat", then

"very", and the Ieast with "not at ail". The men who are moderately internai

rcspond hcavily with the middle category of "somewhat". The men who are low

in their internai expcclancy of control over hcaIth respond similady with "not at

ail" and "somewhat", and less than hall' with "very". AIthough highly staüsücaIly

signiticant. no meaningful pattern can be glcaned l'rom the data aboul poslers and

mers.

Thl'_analysis of the I-HLC scores with the variable physician us a source

ofuseful information is prescnted in Table 0.59. AIthough nOI staùsücaIly

signiticant. the trends provide rncaningful and interpretable patterns. The men

who are highly internai respond proporuonately mosl often with "very", and Ieasl
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with"som.:whaC and "not at aU" . Th.: m.:n who an: low n:sp\>nd with an l:Vl:n

distribution for "som.:whaC and "v.:ry··. non.: of th.:m n:sponding "not at aIr'.

Th.: cross·tabulation analys.:s of this variabl.: within th.: s.:rostatus

populations are pres.:nt.:d in Tabl.:s 0.60 and 0.61. Th.: cross-tabulation in th.:

s.:ron.:gativ.: population is statistically signitïcant. Th.: s.:ron.:gativ.: m.:n who an:

low and mod.:rate pres.:nt with proponionatdy similar prolïks . Th.: seron.:gativ.:

men who are highly internai are substantially more reliant upon th.: plrysiâan.

Th.: s.:ropositiv.: m.:n who are low int.:rnal are proponionatdy most rdiant upon

the physician as their source ofuseful information. follow.:d by th.: men who an:

high and. then. th.: men who an: moderate.

Physician as Source of Useful Information:

Not at ail

Somewhat

Very

Seropositive

3 (5%)

21 (32%)

4163%)

Seronegative

17 (9%)

94(47%)

87 (44%)

•

Analysis of s.:rostatus with the variables comprising sources of

information results in two analyses of significance . Gay newspapers/magazines

and physicians as sources ofinformation were signilïcantly different for the two

s.:rostatus populations (Tables 0.62 and 0.64). The s.:ropositive and th.:

s.:ronegative men responded. for the most pan, "somewhat" lO gay newspapers

and magazines. Although statistically different. the patterns ar.: quile similar. The

s.:ropositive men repon thems.:lves as heavily reliant un the physician as the
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source of/lseful information. The pattern is not as pronounced among the

seronegative men. The oider sludy-participants, "over 40", rely very much on the

physician as the source of information, whereas the men who are "21 to 30" and

"31 to 40" years old distribute hetween "somewhat" and "very much" in their

rdiancc (sec Table 0.63). It is important to note that the qucstionnaire was

administered in a clinic omcc, following a visit with a physician. The rcsponscs to

this item may he anxiety related. The item itself may have becn anxiety

provoking, depcnding upon the information just received l'rom the physician.

Knowledge of HIVIAIDS.The men were asked to rcspond to three scalcs

exploring their knowledge of HIV1AlOS. The correct rcsponscs are available in

Appcndix B. The tirst scale required a "ycs", "no", or "don't know" rcsponse. The

correct rcsponse rate was at least 85% for all the items, the only exception being

the possibiliry ofconrracting AIDSfrom receiving blood. (Heat treatment of blood

was newly instituted, starting in 1985, and confusion about the safety of blood

transfusions may he reflected in the rcsponse patterns to this item.)

The distributions of two items which are linguistically and meaningfully

clear and which tended to distinguish hetween the serostatus populations are

presentcd in Figure E.16. The two items presentcd are people can get AIDS by

snorting drugs and people can gec AIDS by having sex wich someone who has shoc

drugs and looks healchy. The seropositive men rcsponded somewhat more

knowledgeably to the tirst item, whereas the seronegative men rcsponded more

knowledgeably to the second item. The second item about cransmissibiliry from a

healchy-appearing inrravenous drug user rcsulted in statistical significance when
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cross-tabulated with serostatus (sec Tahle D.65). The seropositive and

seronegative men's level of response to the eategories "yes" and "don't know" is

distinctly different.

The next scale required a rcsponse of "no risk". "Iow risk". or "high risk".

The distribution of rcsponscs to six of the items is p=nted aceording to

serostatus in graphie form (Figures E.l7. E.l8. and E.19). The study participanL~

tended to agree (>90%) in their view of tnUtual masturbation and body rubbing as

"no risk" activitics. The majority of the men viewed anal intercourse with a

condom as "Iow risk" (68%) and anal intercourse without ejaculation (i.e"

withdrawal) as "high risk" (55%). Sixty-five percent of the men placed oral sex

with the swallowing ofejacuiate as "high risk". whereas oral sex withoutthe

swallowing ofejaculate rcsulted in an even distribution betwecn "Iow risk" and

"high risk". Deep kissing was viewed as "no risk" by 58% of the men and "Iow

risk" by 38%. The study participants viewed monogamy similarly. 61%

rcsponding with "no risk" and 39% with "Iow risk".

The shapes of the distributions change as risk bccomes more clearly

involved. Each of the activities were considered risky by at least some of the men

The seropositive and the seronegative men tended ta differ l'rom each other in

their ratings of the risk level of the activities of oral sex wirhout swallowing

ejaculate and of deep kissing. The distinctiveness of the patterns of the responscs

of the \wo serostatus populations ta the risk level of deep kissing is statistically

significant (sec Table D.66). The seropositive men viewed the activity more as

"no risk", the seronegative men more as "Iow risk". Bath serostatus populations

responded proportionately similarly ta it as "high risk" (<5%).
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Cross-tabulation of tho.: I-HLC scoro.:s with responso.:s to tho.: ito.:m of risk

level ofrransmission ofHIVfrom oral ,l'ex wirh rhe swaUowing ofejaculare in tho.:

total population is statistieally signitieant (see Tablo.: 0.67). The: me:n who we:re

highly internai in their expcctancy uf control over health responded mainly with

"high risk" and minimally with "low risk··. The men who wero.: low internai

responded the most with "no risk" and the least with "high risk··. The study

participants who are highly internai in their expcctancy of control over health tend

to view the acriviries oforal ,l'ex as more risky.

The third seale mcasuring level ofknowledge required a response of

"agree". "disagree". or "not sure". The items which are linguistically clear and

which had a consenually detinitive answer are presented in Figures E.20. E.21.

and E.22. The item a posirive AIDS resr means rhat one has developed immuniry ra

rhe A1DS virus had an 87% response rate of "disagree". It is linguistically

ambiguous and is not included in the graphie presentations. The item a negative

AIDS rest means rhar one has nor been exposed ra rhe A1DS virus displayed a

distribution of responses different from the other questions. This particular item

can he viewed as partially correct due to the window period from infectivity to

seroposivity and its ambiguity is paralIeled in the distribution of the responses.

Accuracy ofknowledge in this area is supported by the next question tapping

essentially the same information which is answered correctly by almost ail the

men. The study participants responded with a high level of accurate knowledge

for ail the other items of this scale.

One item that distinguishes significantly hetween the responses of the two

serostatus populations is that a posirive A1DS resr means zhat one will eventually
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develop AIDS. (sec Tabh: D.68) The seropositive men responded mainly \Vith

"disagree" and "not sure". whereas the seronegative men responded mainly with

"agree". The patterns of responses in the two serostatus populations are e5.<;cntially

reversed. There is a slight trend visible of the seropositive men bcing more

knowledgeable in their responses to this knowledge seale, and being more delinite

(i.e., responding less with "don't know"). The exception is the question about

seropositiviry leading to AlDS in which the response rate of "don't know"

increases dramatically among the seropositive men.

ln order to obtain a barometer of the inl1uence of educational campaigns.

the survey included questions about the campaign "Jouez sûr", a widespread

educational campaign in the Montreal homosexual community. The distribution

of the men's responses of their awareness ofthe campaign and iLS influence on

sexual behaviour categorised according to serostatus is prcscnted in Figure E.23.

The seronegative men tended to respond that the campaign had more inl1uence on

theirsexual behaviour. None of the differences are statistically signilicanL When

the Hea1th Locus of Control was cross-tabulated with the variables related to

awareness and behaviourial influence ofthe campaign "Jouez-sûr". there was no

discemible pattern of influence nor of significance.

Knowledge of Serostatus: Self and Panner. As a fuoher analysl

knowledge-related variables. the variables knowledge ofone's own serostatus,

knowledge ofone's partner's serostatus, and choosing to know HIV test results

from the blood drawn at the time ofdata collection are incorporated.

Cross-tabulation of the I-HLC scores with the variable previous testing for

the HIV virus in the total population is significant (see Table D.69). The men who
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hav.: r.:c.:iv.:d a pr.:vious posiliv.: r.:sult diff.:r in th.:ir internai ,:xp,:clancy of

control ov.:r h.:alth l'rom th.: m.:n who hav.: l'Cceived a previous negative resull.

Th.: differenc.:s are rct1.:ctiv.: of the patterns scen in the analyses of the I-HLC

scores with serOSlatus in th.: total population.

Distrihution of the seroslatus suhpopulations for the variahle festing for

HIV·antibodies prior to data col/ection is depicted in graphic form in Figure E.24.

and ofone's primary partner in Figure E.25. The vast m~iorityof the men knew

thdr true serostatus at the time of thdr participation in the study. Proporlionately

more seronegative men (as compared to seropositive men) had not heen tested and

did not know th.:ir HIV-antihody status (sec Table D.72).

The frcquency distribution of the rcsponscs to previous testing ofone's

primary partnerfor HIV antibody sratus yields interesting rcsults and are

prcscnted helow.

Responses ro Previous Tesring ofOne's Primary Partner:

No primary parmer 127 (46%)

Parmer HIV-status unknown 10 (4%)

Seronegative parmer 88 (32%)

Seropositive parmer 23 (8%)

Parmer never tcsted 10 (4%)

The distributions of the proportional frequencies for the categories of "not

applicable", "never asked", and "not tcsted" are comparable for the serostatus
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populations (sec Table 0.73). The seropositive men responùeù signiticantly nwre

to having a partner who had b~~n tested but didn'r kno\\' rlr~ r~sl/lrs. and illll'ing a

s~roposirive l'armer. The seronegative men re.~ponded signiticantly more 10

having a seronegative primary panner. Seventeen percent or the seropositive men

reponed a seronegaùve primary panner.

Serostatus differentiates statistkally for the variables prel'hms resring of

oneseiffor HIV-anribodies (see Table 0.72). and previol/s resring ofone's prilllar)'

partner (sec Table 0.73). The signilicance derives l'rom the previous negative

resuh of the seronegaùve men versus the previous positive result or the

seroposiùve men. Five men who thought they were negative l'or HIV-anti:.,)dÏl:s

based on testing prior to pafÙcipaùon in the study had seroconverled l'rom a

negaùve seroStatus and were posiùve at the time or data collection.

The variable choosing 10 know resulrs from rhe HIV resr done arrlle rime

ofthe survey is cross-tabulated with the I-HLC scores. 1be results are staùslically

significant in the total populaùon (see Table 0.74) and in the seronegaùve

populaùon (see Table 0.75). TIle men who were more highly internai in their

expectancy of control over health responded delinitively more "yes" and less "no"

to the choice ro /a,ow rhe resulrs. The men who were moder.lte tended 10 have the

least discre!,ancy of ail three groups between their responses of "yes" and "no".

The patterns of internai expectancy of control over health are staùsùcally and

disùncùvely significant between the men who respond aftirmatively to rhe choice

ofreceiving HIV rest resulrs and the men who respond negaùvcly. There is no

prop0fÙonai difference between the seropositive and the seronegative men who

choose to know their test results (sec Tables 0.75 and 0.76).
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The reasons given for choosing 10 receive the results ofHIV testing are

presented in Table 0.77 and Figure E.26. The distribution of responses ranges

acro,;. ;,:11 the possible reasons. The major reason supplied by the seropositive men

is to conlirm thdr prior positive result. The main rcasons of the seronegative men

are to change their behaviour if the test results arc positive and to know the future.

AboutS percent of the seronegative men responded with "to help the study".

Topjc IV; Hjgh-Rjsk BehavjQurs: SexuaJ and Orug Use

The fourth topic arca is comprised of high-risk behaviours for HIV

transmission. High-risk sexual behaviours and intravenous drug use arc the

=ntial routes of HIV transmission in this population. The relevant variables arc

importance ofsex, multiple parmers, participation in anal intercourse. condom

usage, changes in high-risk behaviours. intravenous drug use, and needle-sharing

behaviours. The study population as a group is conscrvaùve with respect to risky

sexual practices and repon real changes in high-risk sexual behaviours with

incrcasing panicipaùon in safer sex.

The data about primary panner status provides background informaùon for

this topic area. The questionnaire does not differentiate between primary partners

and repeat panners. The length of the primary partner relationship varied

considerably.

Primary parmer status in the study population:

•
No repeat partnerslpast month

Primary panner relationship

No primary partner/past month

108

139

39

(38%)

(49%)

(14%)
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Lengrh ofprimary parTner rt!larionship:

No primary partner 147 (51%)

Lcss than one mOnlh 6 (2%)

One to thrce months 22 (ll%)

Thrce to six months 13 (5%)

Six to twclve months 10 (4%)

One to thrcc years 31 (11%)

Thrcc or morc years 54 (19%)

When queried about the monogamy of the primary rclaùonship. 116 men rcponed

monogamy and 52 men reported promiscuity or unknown status.

Tmnortance of Sex. The variable importance ofsex rctleclS the value

placed on sex, the main route of transmission of HIVlAIDS in the homoscxual

population. Cross-tabulation of the I-HLC with this variable is statistically

significant in the total population (sec Table 0.78). The men who arc low internai

have a distinctly different distribution than the men who are moderate or high in .

their I-rlLC. Statistical signiticance is reached, as weil. for the analyses of the

variable importance ofsex in the seronegative population (sec Table 0.79). bllt

not in the seropositive population (sec Table 0.80). The patterns of the I-HLC

follow the same pattern as in the seronegative and in the seropositive populations.

despite the lack of significance in the seropositive group. The cells with an

expccted frequency of less than five arc 22% for these analyses, the lowest of all

the cross-tabulations of significance. The interpretation of all the data analyses are

concluded with caution. relying on the strength of repeated patterns.
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The patterns among the seronegative men, even more so than among the

seropositive men, reneet those of the population as a whole. The men who are

moder.lte and high in thcir internai expectancy of control over health view sex as

"fairly important" for the most part, presenting parallel patterns. The men who

rcspond as low view the importance of sex indifferently, distributing more evenly

among "not very important", "fairly important", and "very important". The

pattern of the men who are low in their internai expectancy of control over health

is distinctly differenL There is no statistically signiticant difference between the

seropositive and the seronegative men in the distribution of their responses to this

variable (see Table 0.81).

Multiple PAnners. Mulciplicity ofpartners increases the risk of exposure to

HIV infection and of progression to iIIness. The seronegative men have clearly as

a group had fewer sexual partners, with the seropositive men reporting

signilicantly proportionately more mulciple parmers (i.e., number ofone-cime

parmers). The distribution of the seronegative and the seropositive populations

for the v::.riable total number ofmen with whom one has had receptive anal

intercourse is depicted in Figure E.27. and the proportion of the total who were

one-time partners in Figure E.28.

The toul! number ofparmers for the serostatus populations, the total

number ofmen with whom one has had receptive ~l intercourse. and the

proportion ofthe total number who are one-time parmers are necessary for a

complete prome of this population. The seronegative men as a group clearly

report a lower number oftotal parmers, and ofparmers with whom one has had

receptive anal intercourse. More than 10% of the seronegative men have not

participated in passive anal intercourse.The distributions of the serostatus
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populations are presented in the analyses in Tables 0.82 ami 0.83, the difference

between the serostatus populations being highly signilicanl. The distributions are

presented in graphic form in Figures E.29, E.30, and E.3I. This difference <:annot

he explained by age differences as the proportional distrihution of ages is par.lllel

for the serostatus populations.

Analyses of the variable total number ofmen with whom one lUIS had

receptive anal intercourse with I-HLC seores are presented in Tables 0.84

and 0.85. Statistical signiticance is obtained for the analysis in the seronegative

population (see Table 0.84). The patterns for the three levds of locus of control

paraIlel each other. The signiticance derives l'rom the two people who report "0111".

Regrouping of the levels LO incorporate the eight men who report "over IŒI" inLO

the category of "10-99" results in loss of siginificance (p = 0.389). Ali eight

seronegative men who repl)rt "over 100" parrners with whom one has had

receptive anal inrercourse are high in their internai expeclancy of control over

health.

Eighteen seropositive men respond with "over 100", signiticantly

proportionately more than the seronegative men (see Table 0.85). The eighteen

seropositive men are mainly members of the moderate and high I-HLC groups,

eight in each, with only two men in the low I-HLC group. The patterns and

trends elucidated in this area of the least participation in and the most

reduction in high-risk behaviours among the men who are low in their

internal expectancy of control over health, are repcatedly reOected

throughout the analyses of the variables comprising this tapic area.

The differences beLWeen the serostatus groups for this variable are highly

significant The vast majority of the seronegative men report "one-to-nine" as the
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IOtal number. AhoUl 15% of lhe seronegalive men reporl never having

participaled in rcceplive anal imercourse.

Anal IntercQurse. Human immunodelïciency virus lr.lIlsmission is

accompIished through the exchange of body fluids during intercourse. with

rcceptive anal imercourse being the main high-risk sexual activity in this

population. The questionnaire explores participation in the various fonns of

sexual aClivities with one-time and with repeal parmers. Repenl partners are ones

with whom one has had more than one sexual encounter. Repent parmers include

primary partners. One-time parmers arc sexual partners with whom one has had

only one encounler. A high rale ofpanicipation in sexual encounters with one­

time panners is viewed as a cofactor to transmission and to illness. grcatly

increasing the risks of exposure. of infectivity. and of progression to illness. The

vast majority of the men respond to the items constituting this arca as not

applicable (i.e.• NIA) in that they have not participated in the particular fonn of

sexual acüvity or did not have a repeat or one-time parmer during the time

delineated.

The men. whether seronegative or seropositive. participate less in passive

anal intercourse than in active anal intercourse. Reported changes in the rates of

participation i.n anal intercourse. especially of recepüve anal intercourse. are

clearly grcater with one-üme partners than with repeat parmers. Receptive or

passive anal intercourse is the essential route of H!V-transmission for the

participant in male homosexual sex. Reducüon of levels of participaüon in

recepüve anal intercourse is consideree! the indicator of change in high-risk sexual

behaviours in the literature.
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The frequency distrihutions of parricipation in anal intercourse during li

typical monTh This year and during a rypical month Three years ago I\'irh repellT

parmers and \ViTh one-Time parmers are depicted in gr.lphic form (sec Figures

E.32 and E.33). Frequency distrihutions of condom usage during anal inTercourse

during the month prior to qucsùonnaire administraùon \Vith repear parrners (scc

Figure E.34) and with one-Time parmers (scc Figure E.35) are presented for the

total populaùon. The group as a whole participates minimally in anal

intercourse and has increased condom usage. A small number of men report

decreasing or maintaining condom use at the same level a.~ three ycars ago.

The weekly frequency of homosexual activity lcading to orgasm provides

further background for interpretaùon of the data regarding high-risk sexual

acùviùes.

Weekly Frequency ofHomosexual Sex by Scrostatus:

Weekly Posiùve Negaùvc Total
Frequency

None 16 (23%) 31 (14%) 47 (16%)

<1 18 (25%) 59 (27%) 77 (27%)

1-3 Times 30 (43%) 109(51%) 139 (49%)

4+ Times 6 (9%) 17 (8%) 23 (8%)

More than hill of the men report sexual acùvity leading to orgasm atleast "once

per week" with any partner. About 16% of the total study populaùon report

"none". Simultaneously. only about 10% to 15% of the men report parricipation
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in acriv~ or passiv~ anal intercourse. Analyses of thls variable with the I-HLC

scores and with scrostatus arc prescnted in Tables D.89 and D.90. Ncither

scrostatus nor internal expectancy of control differentiales patterns. It is important

to note thatthis variable docs not specify the type of scxual acùvity. the panner

status. nor the levcl of condom usage. The vast majority of the study

participants are sexually active; however, not sexu:l!ly active in terms of anal

intercourse.

The questionnaire explore.s participation in anal int~rcours~ during three

time fr.lmes: rhe pasr one monrh. a rypical month rhis year. and a T>pical monrh

rhree years ago. Partner status is defined as one-time or repeaL Anal intercourse is

delincated as passive or active. The frequency distributions of the responscs to the

relevant variables are displaycd.

Parriciparion in receprive anal intercourse wirh one-rime par11lerS during the

month prior to data collecùon:

Not applicable

Participatioil without condoms

Participation with condoms

257

11

14

(91%)

(4%)

(5%)

Participation in active anal intercourse with one-rime partrdtrs during the

month prior to data collecùon:

•

Not applicable

Participation without condoms

Participaùon with condoms

..

--

238

19

23

(85%)

(7%)

- (8%)
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Th~ analyses of the variabh:s rdated to anal intercourse \Vith one-time

partners \Vith !-HLC scores arc prcsented in Tables 0.91 10 0.9S. Analyses "f th l "

variables rdated to high-risk saual pracrices with one-time l'armers for the

Participation in anal intercourse with one-time panners

Yes No

Past One MonthlPassive 25 (9%) 257 (91%)
Anal:

Typical Month This 48 (17%) 233 (83%)
YearlPassiv~Anal:

Typical Month 3 Y= 89 (32%) 192 (68%)
AgolPassiv~Anal:

Past On~ MonthlActiv~ 42 (15%) 238 (85%)
Anal:

Typical Month This 70 (25%) 210 (75%)
YearlActive Anal:

Typical Month 3 Years 109 (39%) 170 (61%)
Ago/Active Anal:

serostatus populations yields sorne differcnces along the lines of serostatus. ln

terms of receptive anal intercourse. the rcsultant profiles b=d on the analyses of

participation during a typical month this year dcscribe the men who are highly

internaI as having proportionately the highest level of participation

(sec Table 0.91). The patterns of the I-HLC scores for participation àuring a
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rypical trUmrh .hree years ago are parallcl for ail three lcvels of e:xpcctancy of

control (sec Tahle 0.92). The prolilcs of the seronegative population arc oncs in

which the men who are low in thcir expcclancy of control over health report

somewhat clevated participation levcls for a typical month three years ago.

whereas this year the lcvcls are cquivalent (sec: Tables 0.93 and 0.95). Thus, the

seronegative men who arc low have made proportionately the most changes

in reducing their level ofparticipation in receptive anal intercourse wilh one­

lime partners.

Analyscs of inserrive anal inrercourse with one-rime parlners yie:lds

prolilcs of hoth seroslatus populations in which the: trends across the: levcls of J­

HLC scores are parJ.llel during a rypical month rhree years ago (sec Tables 0.97

and 0.98). Parriciparion during a rypical monrh this year results in an unusual

patte:rn among the scropositive: me:n in which the: men who are low report the:

highest Ie:vel of participation. followe:d by the: me:n who are high. and. the:n. the

men who arc mode:rate. Analysis of the: variablt: for the: scronegative: me:n results

in patterns in which the: men who are highly inte:rnal report slightly highe:r le:vt:ls

of participation.

The: promes of J-HLC scores for the variable passive anal .l'ex wirh one­

rime parlners during a rypical month rhree years ago are ones in which the: men

who are low reported by far the: highest le:ve:1 of participation. The: prolïles for the:

same variable during a typical month this year are ones in which the: thrœ lt:vt:ls

of J-HLC scores are csscntially equivale:nt Thus, the men who are low in their

internai expectancy of control over health have made the most changes in

their profile ofparticipation in receptive anal intercourse wilh one-lime

partners•
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The men's report of parTicipaTion in anal in:ercol/ru dl/ring th~ lIIonth

prior 10 cima collection frames the analyses of changes in high-risk sexual

behaviours. The cross-tabulation analyses of the rdevant variahles of anal

intercourse with repeat parmers with l-HLC are displayed

(sec Tables 0.99 to D.IOS).

Participation in Receptive Anal Intercourse with Repeat Parmers:

Not applicable

Participation without condoms

Panicipation with condoms

226

25

29

(Sl%)

(9%)

(10%)

Participation in Active Anal Intercourse with Repeat Parrners:

Not applicable

Participation without condoms

Participation with condoms

221

35

22

(SO%)

(13%)

(S%)

•

The analyses of the variables related to anal intercourse. whether with one­

time or with repeat panners, with serostatus are prescnted in Tables 0.109

to 0.118. Although the differences in proportions are small, the seronegative men

tend to report somewhat more participation in unprotected anal sex with repeat

partners and proportionately lower condom use. The absolute numhers found in

the various categories cannot possibly he ignored, considering the critical nature

of this activity in the spread of AlOS. The trend is even more prcnClunced In ana!
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intercourse with one·time partnas, to th.: point wh.:r.: th.: diff.:r.:nc.:s b.:twe.:n th.:

scrostatus populations ar.: statistically signilicant for participation in receprive

Participation in anal intercourse \Vith repeat parmas :

Y.:s No

Pasl On.: Monlh/Passiv.: 54 (19%) 226 (81%)
Anal:

Typical Month This 74 (26%) 208 (74%)
Y.:arlPassiv.: Anal:

Typical Month 3 Y.:ars 108 (39%) 173 (61%)
AgolPassive Anal:

Pasl On.: Month/Active 57 (20%) 221 (80%)
Anal:

Typical Month This 89 (32%) 192 (68%)
Y.:ar/Actlv.: Anal:

Typi.:al Month 3 Y.:ars 114 (41%) 165 (59%)
Ago/Active Anal:

anal intercourse with one-rime parmers (se<: Tables D.109. D.110 and D.III). A

'~istinclly high proponion of the seronegative men indicate thal they have nOl

participaled in C'la! intercourse. Among those who repon participation. a

di~ncl1y high proponion repon lack"f and lower rates of condDm use (se.:

Tables D.125 lo D. 132).
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Review of the analyses of the l-HLC scores with the variahles

incorporating participation in anal intercourse according to th.: s.:rostatus

populations results in disccrnihle pallerns. The analys.:s of the variahles

incorporating participation in recepti\'e anal intercourse \l'ith one-time partnas

(i.e. during the past month. during a typical month this year, during a t:>pical

month thre<' years ago) yicld pallerns of l-HLC scores in which the s.:rostatus

populations are equivalent in their levels of proporùonal parùcipationlnon­

parùcipation. and in the equivalence of the low/moderatdhigh.

The proportional distrihutions of the serostatus populations for

parùcipationlnon-parùcipation in the variables incorpor".ILing receptiV<' anal

intercourse with repeat parmers are compar.lble. The greatest proponional

changes towards reduc;ed or non- parùcipation were made by the men who are low

in their internai expcclancy of control over hcalth. They responded with the

highestlevcl of parùcipation for the delined earlier Lime frame of a rypical month

three years ago. Thus, the men who are low have made the greatest

proportional reduction in theirparticipation in receptive anal intercourse.

The serostatus ditlerences are fairly conSiStenL The proponion of the

seronegative men reporùng "nol applicable" and participation in high-risk sexual

acriviries is higher than the seropositive men_ The analysis in Table D.125 is an

example of the rccurrenl patterns obtained for the high-risk behaviourial variables

cross-tabulated with serostatus. The seropositive men respond with

proporùonately greater participation in the high-risk activiry and proponionately

greater use ofcondoms. Changes in high-risk sexual activities reflecl the

proporùonal differences even more strongly. with the seropositive men reporùng
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the grealer changes. lhe higher levcl of prior panicipation in the activily. and the

rclalively lower level of present participation in the high-risk sexual activily.

The resultant distributions for the analyses incorporJ.ting the variables of

insenive anal inlercourse arc not comparable for the serostatus populations. The

men who are seropositive repon signilicantly higher rates of parcicipation in

insercive aual intercourse whether with one-time or with repeat partners during a

rypical month three years ago (see Tables 0.113 and 0.118). The patterns of the

I-HLC scores arc paraIlel for the variables explored during the year current with

data collection. with the men who arc low reporting the lowest level of

participation. The patterns of the analyses incorporating the variables for three

years prior to data collection rcsult in the men who are moderate reporting the

highest level or participation. Thus. the largest proportional ehanges in the

reduction ofrates ofactive anal intercourse were accomplished by the

seropositive men who are moderate in their internal expeClancy of control over

health, an unusual finding. The established pattern of higher rates ofparticipation

in the sexual activity with repeat partners more so than with one-time partners is

consistent throughout the data analyses.

Condom Usage. The key to risk reduction is condam usage. The vast

majoriry of the men are not participating in anal intercourse. The percentage of

men participating markedly decreascd when comparing behaviours in the year of

questionnaire administration with three years prior. Comparison of condam usage

during the delineated time period focuses upon the men who are participating in

anal intercourse. The "never" category is composed of men who parcicipated in

anal intercqurse with the defined partner (repeat or one-time) and did not use

condoms at all during the delineated time period. A comparison of the men who
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respond with "nevd' and those who respond with"once" or "!wice or m,)re"

develops a prolile of the patterns among the men who do participate in anal

intercourse.

The comparisons of anal intercourse. be it passive or active. of Cl typical

month three years ago with a rypical month this year unfortunatcly do not

incorporate condom usage. Changes in condom usage are incorpol".lted in the

and "twice or more". The variables inclusive of condom use do not incorpol"J.te the

proponion of total number of sexual encounters out of which the condom use is

reported. thus making meaningful interpretation diflicult. The resultant data arc

further evidenœ that the men do not view insenive anal intercourse as high risk

the way they de receptive anal intercourse.

Analyses of the I-HLC with the variables incorpol"J.ting condom usage arc

presented in Tables D.119 to D.129. Cross-tabulation analyses of ail the variables

inclusive of my partner used a condom for purposes of comparison of high-risk

behaviour (Le.. "nevet") with condom use (i.e.• "number of times") result in a

fairly consistent pictun: of the I-HLC scores. The men who are low in their

internal expeetancy of control over health participate proportionally the least

in the high-risk activity of receptive anal intercourse without condoms. The

proportion of the men who are moderate in their internal expeetancy of

control over health participating in high-risk receptive anal sex is the highest.

Changes in condom usage during passive and active anal intercourse l'cc

the serostatus populations this year as compared with three years aga with one­

rime partners are presented in Table 20. and with repear parrnas in Table 21 an-d

are depicted graphically in Figures E.36 and E.37.
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RepQocd Changes in Condom U,W/gr durjng Recel'Ùye and !nserrjve Anal

lntercrurse 8ehayjollCs wirh One-rjme Pqrmers
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SEROPOSlTIVE SERONEGATIVE

Rec.ptiv. INC+ SAME DEC· NO INC+ SAME DEC· NO
Roi. ANS ANS

1

Condom 13 2 1 2 8 5 3 8
uscd

18.6% 2% 1.4% 2.9% 3.7% 2.3% 1.4% 3.7%

No conw..:!! 1 0 1 12 5 1 4 7 12
uscd

1.4% 17.1% 7.1% 0.5% 1.9% 3.2% 5.6%

I....rtiv. INC+ SAME DEC· NO INC+ SAME DEC· NO
Roi. ANS ANS

Condom 12 4 1 3 24 6 3 12
uscd

17.1% 5.7% 1.4% 4.3% 18.6% 2.8% 1.4% 5.6%

No condom 0 3 13 4 2 21 7 14
uscd

4.3% 18.6% 5.7% 0.9% 9.7% 3.2% 6.5%

"Non lo
eilher lime Receptive: 52(74.3%) 192 (88.9%)
IX:riod

"NoUto
eilh~'1' lÙne 1nsertive: 50 (71.4%) , 171 (79.2%)
pt.'tiod
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RepQrted Chances jn Crndrm Usage dl/dnv Receptive and Insere;"r Anal

lntrrcourse wjch Rrrrac Pqrmrr,ç

163

•

SEROPOSITIVE SERONEGA11VE

Receptive INC+ SAME DEC- NO INC+ SAME DEC- NO
Role ANS ANS

Condom 9 4 2 3 16 13 5 9
used

12.9% 5.7% 2.9% 4.3% 17.4% 6,0% 2.3% 4.2%

No condom 0 4 10 4 3 11 19 9
used

0.0% 5.7% 14.3% 5.7% 1.4% 5.1% 8.8% 4.2%

lnsortive INC+ SAME DEC- NO INC+ SAME DEC- NO

Role ANS ANS

Condom 11 3 1 4 24 15 0 17
used

15.7% 4.3% 1.4% 5.7% 11.1% 6.9% 0.0% 7.9%

No condom 1 2 13 3 2 16 26 12
used

1.4% 2.9% 18.6% 4.3% 0.9% 7.4% 12.0% 5.6%

"Nonto
eiiber lime Receptive: 52 (74.3%) 173 (80.1%)
period

1

"No" 10
eiiberlime Inscrtive: 51 (72.9%) 160 (74.1%)
period
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The vast majority of the men repon not having panicipated in either

pa.~sive or active anal intercourse whether with repcat or one-time panners. The

minority who do partieipate in anal intercourse repon higher r.lles of parriciparion

in inserrive anal inrercourse than paniciparion in receprive anal inrercourse, the

laller placing the panicipant at grcat ri.~k of convacùng HIV. Selecùvity in choice

of partner may be a factor, an element not explored by the study quesùonnaire.

Parriciparion in anal inrercourse wirh one-rime partners is disùncüy lower than

wirh repear parrners. Clearly, the men have increased condom usage and

decreased anal intercourse with one-ùme partners.

The greater prop0fÙonal changes were made by the seroposiùve men who,

as a group, reported significanüy greater history of parùcipaùon in high-risk

sexual acùvities and made prop0fÙonately greater reductions in their behaviours

than the seronegative men (sec Table 0.135). Risk level for most of the men

appears to be the moùvaùng factor in change. The seronegative men as a group

are more conservative in their history of sexuaI practices. However, of the

men who report continued high-risk sexuaI practices, the seronegative men

p3rticipate proportionately more in the high-risk sexuaI activities.

The reponed patterns are further corroborated by analyses of changes in

condom usage for the variables which include "my partner used a condom."

Comparison of the response patterns of the analyses for thes<: variables

incorporating "increase" in condom usage reveals l;.,-ther validaùon of the derived

patterns of the I-HLC scores. The men who are low in their internai

expectancy of control as a group have made proportionately the most

changes. The men who are high in their internai expectancy of control over
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health have made somewhat greater changes than the men who are

moderate, with bath groups lagging proportionately far behind the men who

are low (s.:.: Tabl.:s 0.136 and 0.137). Th.: patl.:rns d.:riv.:d w.:r.: nOllh~

.:xp<:ct<:d patl.:rns. The group of men who are low internai are small in

number, but present clear trends and patterns.

Comparison of th.: variabl<:s comprising participation in unsafe anal

intercourse (i..:.• withoulth.: b<:n.:til of a condom) with thos.: comprising sllfer .l'ex

(L.:.. condom us.:) funh.:r supports lh.: patl.:rns d.:scrib.:d (st:<: Tab1<:s 0.143 10

0.156). Th.: proporùonal diflèrenc<:s b.:lwœn lh.: 1<:vds of I-HLC are quit.:

dr.unaùc. with the men who are mod.:ral': and high reponing an .:v.:n

participation with and wirhollt condom use. The men who are low in their

internai c."'pectancy of control report condom use during active anal sex far

outweighing high-risk participation.They have made proportionately the

greatest changes tcward safer sex and have not increased nor maintained

previous levels ofhigh-risk anal .l'ex.

Analyses of th.: I-HLC scores with th.: variables incorporaùng chang.:.~ in

uosaie anal s<:x (Le.• no condom usage) during receprive ar.al intercourse with

one-rime parrners and wirh repear parrners are displayed in Tables 0.153

to 0.156. A patt<:rn .:m.:rges in which the men who are low in th.:ir .:xp.:ctancy of

control over health h:.ve made proporuonat<:ly th.: mosl chang.:s. Thrœ m.:n (1 %)

of the total populaùon repon increasing levels ofunsafe receprive anal .l'ex with

repear parrners. One person (0.4%) repons "increas.:d" unsafe passive anal

intercourse wirh one-rime parrners. The one individual who reponcd an

"increase" in unprorecred receprive anal inrercourse !s highly internal, and the
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live people who n:porled maintaining the "same" level of /lnsafe receprive anal

sex an: moderate and high in thcir internaI expeclancy of control over heallh.

The men who report "decrcascd" condom usage arc few in number. ln

o,-der to hetter describc thc.."C men. thcir HlV-status is delineated below.

Decreas'! in Condom Use

Wirh Repear Parrners:

Passive Anal: 2 seropositive; 5 seronegative

Active Anal: 1 seropositive: 0 seronegative

Wirh One-Time Parrners:

Passive Anal: 1 seropositive; 3 seronegative

Active Anal: 1 seropositive; 3 seronegative

Il is important to note that maintenance of condom use at the "same lever' as three

ycars prior to questionnaire administration. when little was known about HIV

trar.smission. may he as detrimental as "decreasing" condom usage. Ali the data

rclating to changes in condom use only provide the respondents' 'view of relative

increase. decrease. or status quo. The data do not reflect the totallevel of

participation. number of panners. status of the partners. nor explore the

charJcteristics of the individual men who maintain their high-risk sexual

.. hehaviours. Full description of a small conti~gentof men is one important path

for future research indicated by this study.
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The trends of the patterns of the I-HLC scores are distincth'e among

the men who are low. They are the group who appear to participate presently

the least in high-risk sexual activities. This pattern is repeated with few

exceptions throughout the analyses of the items relatt..d te condom \L~e. Ali

the trends are determined by small numbers. However. the trends are visible

with sorne differences apparent betwcen the seronegative and the seropositive

populations.

Ali the items relatcd to condom usage during passive anal inrerwur,\',·

utilise the phr.lSC "my panncr used a condom". Prolilcs of thc I·HLC scores l'or

the analyses of the items inclusive of "my panncr used a condom" are quitc

consistenL The men who are modcratc in thcir cxpcclancy of control ovcr hcalth
-

report responses balanced between "changes toward saler scx" and "no changc",

Among the variables comprising anal sex wilh repeat partners, the men who

are highly internai report the least amount of proportionate changc,

balanced with maintaining previous levels of unsafe behaviours. The analyses

of the variables that form anal sex wilh one-lime partners result in pattcrns in

which the men who are highly internai, distribute evenly between status quo

and less change toward safer sex, unlike the men who are moderatc or low.

The variables dealing with condom usage during active anal inrercourse

incorporate the Slatement: "1 used a condom". Among the seropositive men,

those who are highly internai as a group made proportionately the most

changes in their behaviour. Among the seronegative men, those who are low

in their expectancy of control over health consistently proportionatcly

increased their level of safer sex distinctly more than those who are high and
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moderate. One analysis provides an exception to this. and that is one in which the

seropositive men who are low distrihute evenly between change and status quo

(see Table 0.142).

Changes jn High-Risk BehaviQurs. There are disccrnible differenct:S

between the serostatus populations for the variables incorporating changes in

high-risk sexual behaviours. The seronegaùve men report proporuonately

substanùally more "non-parucipation" in anal sex, whereas the seroposiùve men

report substanÙally proporuonately more "incrcase" in condom use. The

disÙnctions are mOle pronounced for anal intercourse with one-ùme partners than

with repeat partners. The differenccs are staùsùcally signiticant for the variable

changes in condom usage during receprive anal intercourse wirh one-rime

partners (sec Table 0.135).

The seropositive men as a group report greater caution in their use of

condoms during the month prior ta questionnaire administration than the

seronegative men, especially during sexual activities with one-time partners.

It must be noted that the vast majority of the seropositive men knew that they

were seroposiùve at the lime of quesùonnaire administration. Both serostatus

groups report greater caution during receptive anal intercourse than during

insertive anal intercourse. AIl the study participants, whether seropositive or

seronegative are more cautious with one-time partners than with repeat

partners.

Serostatus is a criùcal variable in this general topie. area. Numerous

acùvities are reported at signilicanùy olfferent levels of par:icipation by the
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seropositive and the seronegative populations. Cross-tahulations of the following

variahles with serostatus are signilicant:

-passi"e allaI ilIIercourse willl O//('-lime parlllers clurillg 111,- pasl lII/,'

mOlllll:

-changes ;11 condom usage dllrillg p"..çsivl' allllf illtercours(' wiliJ m.e-lime

parmers:

-Iotalmunberofmell willl wllom olle /IIlS IIad receplive wlIll illlercourse:

-proportion of 10/111 mell wllo were olle-lime parl1lers:

-parlicipalioll ill passive allaI illlercourse willl one-lime partllers clurillg

a typical mOlllil Illis year:

-parlicipmioll ill passive l/Illll illlercourse willl olle-lim,' parmers clurillg

a typical mOlllil IIIree years ago:

-participmioll ill aclive cillaI illlercourse willl olle-lime par/llers clurillg a

typicall7'.'IlI11 Illis year:

-participalioll ill aclive cillaI illlercourse willl olle-lime parmers clurillg a

typical molllil IIIree years ago:

-parlicipatioll ill mlUl illlercourse willl a partller kllOWl1 10 be

seropositive or IIave AlOS clurillg Ille pasl six mOllllls:

-parlicipalioll ill allaI illlercourse willl a parlller kllOWIl 10 be

seroposilive or 10 IIave AIDS clurillg Ille paslfive years:

-participmioll ill passive lUlal illlercollrse willl repeal parlllers durillg a

typical molllil I/ÙS Yt'ar:

-parlicipation in passive lUll/1 intercollrse willl repeal parmers dllring a

rypical molllil IlIree years ago:

-parlicipaliOlI in aClive lUlUl intercollrse willl repeal parmers dllring a

typical molllil Illis year: a1ll1

-participalion in aClive lUlUl illlercourse willl repeal parlners dllrillg a

typical molllil IIIree years ago.

Sexual Activities with One-time Partners. The study participants

responded to items about participation in sexual activities wilh one-time partners

during the past one monrh. The distribution of the responses to the variable any
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scxual activity with a om:-time panner during the past one month is presented in

Figure E.38. The number of one-ùme panners during the previous month is an

indicalor af participalion in high-risk sexual acùvities and has oeen grouped into

n:sponse categories of "one" and "more L'Jan one" ba.'i<:d on the data distribuùon.

The distribution of the n:sponscs of the serostatus populaùons are paraiIci for this

variable. None of the analyses of the I-HLC scores with this variable are

staùstically significant (sec Tables 0.157 to 0.160).

The patterns n:sulùng from the analyses are of interesL The men who are

low in thcir internai expectancy of control over health respond proportionatel~'the

most with "more than one one-ùme panner". feilowed by the men who are high,

and then the men who are moderJ.tc. Among the seroposiùve men, ail the men

who are low report "more than one one-ùme pa:tner" in the month prior to Jau

collecùon. Among the seronegaùve men. the men who are low internai and the

men who are high internai n:spond proportionately similarly,an"unusual prome of

the men who are low. One-hundred and twenty-nine men reported "no one-ùme

panners during the past one month".

Participation in sexual activE!)' with one-time partners during the month

prior to data collection:

•

Parùcipaùon

No sexlpast month

No sexlone-ùme
partnerslpast month

. .---"

155

47

82

(55%)

(17%)

(29%)
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The men reported upon the possible meeting places or cruising areas for

one-time partners during the month prior to data collection (see Table 22).

Table 22.

Source.. of Meeting places for Qnç-time Pmnçrn

No Ycs Noanswcr

Bar or disco 32 104 53

Bathhouse 46 .. 51 611

Street 44 35 78

Private pany 56 10 91

Gay association gatherings 62 3 92

Parks 46 38 73

Movie theatres 57 15 85

Restaurant or cafe 60 4 93

Metro system 60 5 92

Public restrooms 53 16 86

Health club or gym 56 JO 91

The variety of sexual activities in which the men participated with their one-time

partners during the past one month fuflher depicts the patterns of sexu,!!.activitics

-- low- and high-risk -- in the study population. The distribution of the rcported

activities is portrayed in Table 23. and in Figures E.39. E.40. and EAl.
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Tahle 23.

Sçxuj!) Activjlies wilh One-Tiroe P;lone[s Durim: lhe Prcv;ous Month

Mutual Masturbation 130 (50%)

Active Oral Sex 109 (43%)

Passive Oral Sex 122 (46%)

Active Anal Sex 31 (13%)

Passive Anal Sex 21 (9%)

Active Rimming 37 (16%)

Passive Rimming 41 (18%)

A.ctive Fisting 3 (1%)

Passive Fisting 3 (1%)

Sex Toys 15 (7%)

Poppers 49 (21%)

Recrcationa1 Drugs 33 (14%)

The serOSlatus populations repon comparable participation in the activities

of mutual masturbation, oral sex (acrive or passive), and active anal sex. The

seronegative men repon the highest levels of proponional participation in the

activities of rimming and fisting; the seropositive men repon proponionately

higher levels of participation in passive anal intercourse with one-lime panners

during the past one month and use ofother recreational drugs.
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In ail th.: s.:xual a.:ti..,iù.:s. th.: high.:r rat.:s of partidpation among th.: total

study participants are repo: '.:d hy th.: m.:n who are mod.:ral': and high in thdr

internai exp.:ctancy of control ovcr h.:alth (sec Taoles 0.167 and 0.168). Fisring

is an activity which puts thc recipient at higher risk during suhs.:qu.:nt St:xual

activit.:s du.: to the injuri.:s and tr'.luma incurred. Th.: few m.:n who report

participation in fisring distrihut.: among th.: I.:vds of int.:rnal .:xp.:ctancy of

control over health as three who are high. two who are mod':l".lte. and on.: who is

low. Tht; numh.:rs arc so few that caution in interprctation is n.:c.:ssary. How.:wr•

the proportional frequenci.:s arc corrohorated hy the l".ltios ohtained l'rom th.: oth.:r

r.ctivities which have higher I.:vels of participation and et:rtainly point to th.: n.:.:d

for further in-depth exploration of the individuals who continue to participat.: in

high-risk activities and in activities which incrcase th.:ir own at-risk I.:v.:l.

The higher rates of paniciparion in sex roys. poppers, ~~nd orher

recrearional drugs arc rcported hy the men who arc mod.:ratt: and high in th.:ir

internai expectancy of control over health. Ahout 20% of th.: men report the use of

inha!anrs or poppers. The use ofinhalanrs and alcohol tends to incrcasc the risk

ofparricipation in high-risk sexual acriviries. The use ofalcohol was not

described in this population. The use ofpoppers does not app.:ar to increasc the

level of participation in high-risk sexual activities in this study population. nor

does it differentiate among the serostatus subpopulations. However. it may for a

small p.:rcentage of the men who do combine drug and/or alcohol usage with

sexual activities. information which cannot he gleaned from the data collected.

information which would rcquirc idiographic methodologies of data collection.
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The men who are low in their internai expcctancy of control oVl:r

health participate extensively in oral sex and mutual masturbation, ::md

participate nùuimally or not at ail in anal sex, rimming, andflSting (sec Tables

0.167, 0.168. and D.l69).

AM! Sex wjth Seropositjve or p'1rlner wjth AIDS. The study participants

wen: asked ahout the frequency cf their participation in anal inrercourse with

someone who was known to he seropositive or to have AIDS during the past six

monrhs and during the pastfive years. The vast majority responded with "never"

and "don't know". The "don't know" response may indicate actual participaùon or

lack of cauùon in screening panner status prior to sexual enC:::;UJl!ers. The

distributions of the responses of the seroStatus groups for participation during the

past six monrhs an: staùsùcally disùncùve. Among the seronegative men, more

than half respond with "never", whereas more than half the seropositive men

respond with "don't know" (sec Tables 0.171 and 0.172).

Cross-tabulation of the variable panicipation in anal inrercourse with a

parmer who is known ta he seropositive or have AIDS during the past six months

with the 1-BLC scores for the total population is significant (sec Table D.170).

The men who are low in their internai expectancy of control over health respond

proportionately the most with "don't know" and the least with "never". The men

who an: moderJ.te and high in their internai expectancy of control over health

have patallel distributions of response patterns. Among the seropositive men,

those who an: highly internai respond the most with "don"t know" and tèose wh,,·

an: moderate the mest with "nevd'. Among the seronegative men, the pattern is
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totally difli:rent with th.: m.:n who are low responding proponionatdy th.: most

with "don't know" and th.: kast with "n.:vd·,

Th.: variabl.: parricipaTion in anal intercourse wirh someone who is

carrying rhe AIDS virus (s.:ropositiv.: or sick with AlDS) durin,~ rhe pasr six

months andpasrfive years might hav.: rrovid.:d a possibl.: cross-ch.:ck with oth.:r

questions about high-risk s.:xual b.:haviours. Unfortunatdy. Ih.: qu.:stion dœs nol

specify condom usage and. th.:œfore. do.:s not provid.: th.: information n.:.:d.:d.

Nor. does th.: qu.:stion id.:ntify the partner relationship (on':-lim.:. repeal. primary)

which would have added meaningful information in this al'.:a. Th.: distribution of

the respons.:s is presented in Tabl.: 24.

Condom Breakaee. Analyses of th.: variables ..omprising condom

breakLIge during rhe pasr six months and during the past five years wiLh the

Internai Health Locus of Control scores do not result in statistical signilicanc.:.

The largest category is "not applicabl.:". The vast majority of th.: n,.:n r.:spond.:d

with either "don't recall", "not applicable". or "no .mswer". Distributi0n of th.:

two serostatus populations for the variable condom breakLIge during rhe past six

months is represented in Table 25, Y.ild in graphie form in Figure E.42. and

cC"uicm breakage during the past five years in Figure E.43.

The seropositive men repon proportionately less cond~m breakLIge. low.:r

parricipation in anal intercourse. and higher rates of "don't recall" in relalion 10

condom usage during the past six months. The pattern is different l'rom that

reported in relation to condom breakLIge duringthe past five years. The it.:ms

connected with this variable employ the us.: of a double negative which may have

confounded the results.
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Table 24.

Frcguçncy Distrihution or Particjpation in Ana/Intercourse (/nserrive or

RecenTive) wirh fi Per)"rn Known (0 Be Carryine the AlPS Virus During che Past

Sir MonTb,I' and Durinr The PrlST Eire Yews jn the Iota! Population

SIX MONTHS FIVEYEARS

TIMES/ANAL
SERO+PAR1NER Frequcncy Percent Frequency Percent

•

0 119 41.6 101 35.3

1 14 4.9 14 4.9

2 3 1.0 10 3.5

3 2 .7 4 1.4

4 2 .7 2 .7

5 0 0.0 4 1.4

6 1 .3 0 0.0

10 2 .7 1 .3

15 1 .3 2 .7

16 0 0.0 1 .3

20 0 0.0 2 .7

30 1 .3 1 .3

40 0 0.0 1 .3

97 OR MORE 0 0.0 2 .7

DONTKNOW 96 33.6 106 37.1
Noanswer 45 15.7 35 12.2

Column tolal 286 100.0 286 100.0

=,
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Table 25.

FreQuency Distribution of Condom Breaka~ç Durin~ thl' Past Six Months

Accordjng to Sçrostatlls

SEROPOSITIVE SERONEGATIVE

CONDOM BREAKAGE Frequency Percent Frequency Percent

NEVER 15 21.4 35 16.2

ONCE 9 12.9 12 5.6

2-4 TIMES 4 5.7 13 6.1

5-6 TIMES 0 0.0 5 2.'

DONT RECALL 17 24.3 35 16.2

NOT APPLICABLE 11 15.7 85 39.4

NOANSWER 14 20.0 3! 14.4

Total 286 100.0 286 100.0

Tntravenous Drug Use.lntravenous drug use is a major route of HIV

transmission through needle-sharing behaviour. The study participants reported

Iittle participation in intravenous drug use. Nine men reported use of intravenous

drugs during the pas'five years, and live men during the pasr six numrhs.

Analyses of this variable with the Internal Health Locus of Control scores provide

information about the patterns of the men who repon having participated in

intravenous drug use. The live men who reponed intravenous drug use durinl! the

past six months are all seronegative and repon either modcrate or high intc.nal
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expcctaney of control ovcr health. Among the men who reported intravenous drug

use during rhe pasr jive years, scven are seronegative and ,wo are seropositive and

ail report either moder.He or high internai expectancy of control over health.

Needle-Shadng Behaviours. Although small in number, ail the drug users

are moder..lte or high in their internai expectancy of conlroi over health and none

are low. Intr..lvenous drug use is to he considered synonymous with needle­

sharing in this population. The nine men who reponed inrravenous drug use also

reponed participation in needle-sharing.behavior (sec Tables 0.173 and 0.174).

About hall' of the men who reponed inrravenous drug use during rhe pasrjive

years stopped shooting up during rhe pasr six rnonrhs.

It is essential to describe inrravenous drug usage behaviours. The

questions posed abnut drug usage arc written both in formaI and colloquial

language to ensun:: comprehension. The responses arc consistent, whatever style

of languag. is used. The distribution of inrravenous drug use behavio14rs for the

total population during rhe pasr six rnonrhs, and during rIze pastfive years, is

prcsented in Table 26, and the distribution of needIe-s"aring behaviours is

presented in Table 27.

None of the men who reponed inrravenous drug use during the past six

rnonrhs knew of their positive serostatus. When questioned about previous AlOS

virus testing, r.wo of the recent intravenous drug users (i.e., during the past six

months) hadilot been tested and three .:lad received a negative HIV test result

prior to data collection. Among the intravenous drug users during the past live

years. two knew of positive test results and were not shooûng drugs during the

past six mor.ths. The small number of men who did not answer the question may
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Table 26.

Distribution of /ntrtlVrnQ/b~Druç Use Reizavjows jn the' ?;)st Six MpDlhs and tlll'

p;)st Eve Ye;)!"S for the ToI;)1 Popu1;)ljon

INTRAVENOUS
DRUGUSE

PAST 6 M0N11IS

FREQUENCY PERCENl'

PAST5YEARS

FREQlTENCY PERCENT

•

NEVER 277 96.9 272 95.1

ONCE 1 .3 2 .7

TWICE 1 .3 2 .7

TIlREE TIMES 1 .3 () 0.0

AVE TIMES 1 .3 0 0.0

15 TIMES 0 0.0 1 7.. '

17 TIMES n n.r, 1 .3

20T1MES 0 0.0 1 .3

~CTiMES 1 .3 0 0.0

DONT REMEMBER 0 Cl.O 2 .7
Noanswer 4 1.4 5 1.7

Total 286 100.0 286 100.0

-.
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Tahle 27.

Dislrihllljon of &edle-Shar;"ç 8eh(lvjnw,\' in the Total Population

NEEDLE SIIARING FREQUENCY PERCENT

•

NOIVDU 262 91.6

NEVER 9 3.1

RARELY 7 2.4

SOMETIMES 1 .3

OFTEN 1 .3
Noanswer 6 2.1

Total 286 100.0

Note: Rarely is delined by 1-25% : sometimcs by 2549%; and oten by 50-74%

of the time.

have panicipated in intravenous drug use and no: answered the related items.

Among the men who reported a history of needle-sharing behaviour. one had nOl

been lcsled f'1r the AlOS virus. seven had received negative rcsults. and one had

received positive results at the time of data collection.

Blood donation. Blood donation was an eflicient route of HIV-

transmission for the recipients of transfusions prior to the institution of heat

treatmeDt of donor blood in order to dcstroy HIV-viral contamination. Blocd

donation was. at one time. a source of income among various groups. Educauûnal

campaigns were employed to heighten the awarencss of at-risk individuals not to

donate blood. .
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The sludy participanL~wcn: questioncd ahoul b/ood dOllatioll b"ha\'Îol/l'''

fram 1981-82 lmril1987-8S: The trend is c1early a rcduction in rcponcd />lood

donation behaviol/rs. Twenly-lhrce men rcpOlted donaling hlood in 19~5-S6;

thineen men did nOl rcspond 10 lhe queslion. Seven men reportcd hlood donation

activily during 1987-88. and live did nol respond 10 lhe qucslion. Dislrihution of

blood donation dl/ring the years 1985-1986 and 1987-1988 for thc serOSlalUS

populations is displayed in grJ.phic form in Figure E.44. Cerlainly. hy 19S7-SS.

transmis.~ion of the virus via blood trJ.nsfusions was well known in the generJ.1

population. The men who donated hlood eilher did nol know lhe resulL~ of lhdr

previous HIV-lesling or knew they were seronegative.

The serostalus populations arc fairly comparahle for lhc..~ variabks wilh

clear reductions in b/ood donation l'rom the earlier ùme period 10 the more rccent

one. Mcaningful analyses for lhe purposes of this sludy cannot he conducled wilh

the small number of men who were blood donors. The trcnd away l'rom high-risk

behaviours for oncself and for others in the sludy population is evidenl.

Therc is no crossover hetwecn needle-sharing behaviol/rs and blood

donation in 1987-88. The intrJ.venous drug users were nOllhe blood donms. The

small number of intravenous drug users among lhe sludy panicipants were nol

donating blood.

The results penaining 10 the various areas of the hypothescs have heen

elaborated. The full piclure will be devcloped in the discussion section.

Subsequentto that. conclusions and implications for further research will be

drawn.
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DISCUSSION

This section will discuss in detailthe resull~ of the analyses of the HLCS.

The analys<:"~of the variahles rdevantto scroslatus. agt' and /imllagdclIllllf<' will

he discusscd tïrst. followed hy discussion of the four major topic ar.:as stated in

the =earch hypothes.:s.

The HLCS will he discuss.:d for the individual items of the 5;;ak in the

p=nt study population in the major focal arca..~: s.:roslatus. agt'. and nIain

spoken language. The pallerns of the prolïles yidd valuahle information ahout th.:

items of the scale and ahoutthe main afCaS of int.:r.:st of this study. 111e HLCS

can be found in Appendix C or in section 7 of the study questionnaire

(Appendix B). The composite I-HLC scor.: used for the analyses with the chi­

square test of association is composed of the lïve inlernally-orienled items.

The composite E-HLC score is composed of the live externally-oriented

items: items 3. 4.6. and 7 (items 7. 3. 7.4. 7.6. 7.7. and 7.9 in the questionnaire).

Item 5. an externally-orienled item. was deleted l'rom the composite variahk due

to the ambiguity of its wording. the lack of c1arity being with whatthe n:spondent

is agrœing or disagrœing. The patterns of the composite External Health Locus of

Control scores for the most part mirror or form reverse prome of those of the

I-HLC scores. The analyses of the E-HLC scores do not add suhslalllive

information and have. therefore. not becn includcd in the rcported resull~.
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Th.: analyscs in th.: r.:suIL~ and dis<:ussion sccÙons foeus on th.: I-HLC

s<:or<:s eomposcd of th.: int.:rnally-word.:d items: 1.2,8. 10, Il (items 7.1, 7.2.

7.8,7.10, and 7.11 in th.: questionnair.:). Th.: analyses of th.: pall.:rns of th.:

individual int.:rnally-ori.:nted items r<:sult in two subgroups. Items 1 and II

provid.: parallcl pallerns. particularly wh.:n analysed for scrostatus and for age

("30 and undd', "31 to 40", "40 and over"). The two items arc dir<:ct 'T'

statem.:nL~of r<:sponsibility for one's heaIth. Items 2. 8. and 1() provide a differ<:nt

pallern cluster. Items 2 and 8 ar<: smtements which conmin an "or" component,

whieh tends to rcsult in an even distribuùon of rcsponses and a possible r<:l1ection

of difliculty of interpr<:mtion or agrcementldisagreement with a smtement

containing an "or" componenL Item JO is worded in the general form of "people",

a dillcrcnt prcsenmtion than the 'T' fonn of ail the other internally-worded items,

The analyses of items 1 and 8 with serosmtus are presented as examples of the

two proliles of internally-oriented items (Tables D. 175 and D.176). Items 1 and

II rcsult in distributions hcavily loaded toward high internai expecmncy of

control over health.

Analyses of the internally-oriented items with age result in two subgroups.

parallcl to the ones resulting l'rom the analyses with serosmtus. Items 1 and Il

resuIt in patterns which tend mostly to high internai Health Locus of Control. in

particular among the men who are "under-40" years of age. The other subgroup of

items - 2, 8. and 10 - results in patterns which tend towards high internality in the

"30 and under" age group. towards moderate internality in the "31 to 40" age

group. and even distribution among low/moderatel high in the "40 and over" age

group. Overall. therc is a c\ear. graduai upward slope toward low internal

expcctancy of control over health as age increases. and an opposite downward
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slope in high internai expectancy <lI' c<lntro\ as ag~ inneases. The men \VI", arc'

"3lto 40". as a group, arc the m<lst m<ldcrale in their inlema\ expeelancy ,,l'

control over heallh.

Analyses or the individual intemally-directcd items <lI' the HLCS \Vith ag,',

aceording to scrostatus. yidd distinctive rcsulL~ l'or the scrostatus groups. Ali the

items. with the exception of item 8. rcsull in paralld patterns f<lr ail the ag~

groups of the seronegative men. Item 2 also rcsuIL~. allh<lugh not as dramatically

as item 8. in patterns which arc somewhat diyersc. patterns presumah\y C<lnnectcu

with the "or" component. The patterns of the rcsulL~ of the analyses <lI' the

internally-oriented items with age among the seropositive men are varied for the

differcnt age groups. Item II is the only item which produccs a prolik <lI' high

internality aIIlong all thrce age groups. The analyses of the other items rcsult in a

consistent tendency toward high internai locus of control for the "30 and under"

age group (with varied protiles of low and moderate). and inconsistent protiles for

the IWO other age groups of "31 to 40", and "40 and over". Analysis of ilem 1

results in a pattern of high internality for the "40 and over" age group. paralld to

the patterns of the analyses of item Il. However. the pattern is not paralld for the

"31 to 40" age group for this item. Therc is a visible tendency toward lowered

internality with age for items 2. 8. and 10.

Analyses of the internally-oriented items with language spoken mast olten

at home retlect the subgroups described for serostatus and for age. The

distribution of the results of the analyses of items 1 and II is one of high

internality. The distribution of the results of the analyses of items 2. 8. and 10 is

one in which the moderate internai expectancy of control over health is greater

than the high internal expectancy. The English-speaking parùcipants (n=98) are
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n:lativcly mon: highly int..:rna! than th..: Fr..:nch-sp..:aking participanL~ Cn= 168).

Anaiys..:s of th..: main spoken-[angllage groups. according to s..:rostatus. n:sult in

prolïl..:s of th..: English-sp..:aking s<:ropositiv<: m..:n as consist<:ntly mon: highly

int..:rnalthan th..: Fr..:nch-sp..:aking s..:ropositiv..: m..:n. Th..:r..: an: no consist<:nt

pall..:rns c1icit..:d from th..: analys..:s of th..: main spoken language among th..:

s..:ron..:gativ..: m..:n.

Th..: pall..:rns for I-HLC scores pr=nt<:d by the serostatus populations an:

statistically and substantivcly distinctive from each other. The hypothesis about

th..: prolil<: of I-HLC scon:s for scrostatus is supponed. The null hypothesis is

r..:j..:ct..:d in this an:a. The seron..:gative men an: proponionately mon: highly

internai in their expectancy of control over health. The seropositive men tend to

be proportionately more moderJ.te and low in the patt<:rns of their I-HLC Scale

scores.

The hypotheses n:lated to age an: upheld in the scropositive population. a

prolile toward diminished internai health locus of control which is supported in

the literature. Each older decade repons a clear tendency to be less highly int<:rnal

in iL~ internai expectancy of control over health. The "21 tci 30 year old"

scropositive men pn:scnt as highly internai. They pn:sem a distinct profile from

the older men. as pn:dicted. The null hypothesis is rejected in relation to "younger

men". Diminished internai expectancy of control over health is reponed in the

literatun: on patients with chronic pain and chronic illness. The patterns obtained

in this study are n:l1ective of those found among men with chronic pain and

among studies of seropositive homosexual men. The null hypothesis is rejected

for the variable age among the seropositive men.
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The lhree men who arc "under 21" years of age. alllhr.:e of WhOlll arc

s.:ronegative. may a.;lually pres.:nl a dislinet group hoth in terms of Health Locus

of Control ;.cores and in lenns of olher high-risk variahks. Il is impossihk lo

delennine l'rom lhe pr.:s.:nl analyses. The literalur.: is supportiv.: of lhe view lhat

lhis is an ar.:a lo pursl!e.

The slalistieally signilieantlrend among lhe s.:roposilive men is visihk

among the seronegalive men. hUl only as a lr.:nd and nol slatistieally signiticant.

The younger s.:ronegative men (·'tmder 30") pr.:sent a pallem in lhdr I-HLC

scor.:s which is mor.: highly i!1lernallhan lhe older men ("over 40").

The prediclions ahoulthe language variahle wer.: nol supp0rled. The only

difference of signilicanee in lhis ar.:a is lhal of s.:roslalus. Signiticantly mor.: of

the s.:ropositive men ar.: Fr.:neh. while lhe s.:ronegalive men are English. The null

hYPolhesis is accepled for the area of main spoken language.

The majorily of the seropositive men who participaled in lhe sludy knew

they were seropositive, knowledge lhal may have had an cffecl upon lheir

expeclancy of control over healln. They had bcen infecled Wilh HIV and were

vulnerable lo devclop AlOS. Seronegativily - as lhe majorily of the seronegalive

study participants knew themselves lo he - appears lo have r.:aflirmed a sense of

an internai expeclancy of control over hcalth.

Prior knowledge ofserostatus in the study population may have

influenced the patterns of the reported hcalth locus of control scores. Perusal of

this variable raises the question of the impact of prior lCSling and knowledge of

results on behaviour and on health locus of control. The breakdown of the

proportions is comparable for both subpopulations, seropositive and seronegative.
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Tahil: 2X.

RÇPOOL'" Kno"'/rdve of SerMTaTlIS in thç Studv Population According to TnlÇ

Sçrostatlls at thç Tjrnç of Data Co1Jçctjon

l'RIOR SEROSTATUS
KNOWLEDGE

One previous posiùve rcsu1L

One prcvious negaùve rcsu1L

Never been lesled

Don'l know lesling rcsulls

Topjc l' Discus,sion of HYPQlhçsç,s

SEROPOSITIVE

84%

7%

6%

3%

SERONEGATIVE

0%

85%

8%

7%

•

The seropositive sludy participants displayed a consistent pattern of a

lendency loward younger ages when questioned about age one first considered

oneselflO he hOT7UJsexual and age offirst hOT7UJsexual experience. A trend is

established loward the seropositive men in the study having becn exposed earlier

in lhe epi~, 'ic to HIV infection than the seronegative men of comparable ages.

The seropositive men have becn homosexually active for a longer time than the

seronegative men of comparable ages. Earlier on in the AIDS epidemic. at-risk

individuals were less knowledgeable about the virus. infectivity. and modes of

transmission.

The patterns of the I-HLC scores for the variables age ofawareness of

homosexualorientation and age offirst hOT7UJsexual experience are ones in which

the men who are low rcpon the earlier ages. The men who are moderate and high

repon paraUd patterns for these variables. This pattern is present in both
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serostatus populations. This pattern of distinctiv.:ness pres<:nted hy the Illc'n who

are low in t~~ir internaI expectaney of eontro! over heallh is repeated in se\'<:r.11

key areas throughout the analys<:s. The patterns are visihle. allhough f,)r lhe lIlllSI

part not statistically signilicant.

The differences hetween the two s.:fl)status populaliolls in terllls "rag,· (Ir
awareness ofllOmosexllol orientaTion are dramatic. Thes.: ditkrenees may rdate

to sorne of the other differences found along the lines of serostatus for other

variables .

The analyses of the variable age offirst homosexllal s"xllol experienœ

suppon the patterns found for the men who are low in thdr internai expeetancy of

control over health. They respond proportionatdy the least with "age 1-10", and

the most with "age 11-20". Again. the men who are moderate and high in thdr

I-HLC scores par.ùld each other. The differences for this variahle along the lines

of serostatus are not as drJ.matic as the previous variable. but the trends parJ.lIel

those for age ofawareness ofhomosexllal orientation.

Signiticant differences exist betwcen the serostatus groups on age offirsT

homosexual experience and age offirst anal intercourse. The latter variable is

reponed in the literature as critical to maintaining reduction in high-risk sexual

behaviours or levels of safer sex among homosexual men. The patterns suggest

that thesc men may diflcr in their carly sexual experiences. and possible tmumalÎc

experiences. ail of which were not explored in the study questionnaire.

The variables openness with straightfriends and openness with relatives

result in differences of signilicance betwcen the serostatus populations. The

seropositive men are more open with both groups. responding with "ail"

substantially more than the seronegative men. There is no diflcrence in openness

with work associates.



•

•

jS9

Th<: lr<:nd in lh<: compon<:nL~ of this variabl<: of openness abolit

homosexualorientmion is rdl<:<:t<:d r<:p<:at<:dly: th<: mod<:raldy int<:rnal m<:n

n:spond h<:avily with th<: middl<: n:spons<: cat<:gory (Le., "somewhat", "fairly").

The m,'n who ar<: highly internai tend not ta rcspond with the middle response

category of various items. The men who are low rcspond proportionately the most

with "more than SO%". The men who ar<: highly internai distribute evenly among

the thr<:e eategori<:s of "SO% or less", "more than SO%", and "ail".

The men who ar<: low in their mternal expectancy of control over health

appear to be mor<: open wirh srraight friends and relatives. irrcspective of their

scrostatus. Thus, the tr<:nds cannot be attributed to illncss symptoms. Knowledge

of serostatus may have had an impact on this variable among the seropositive

men. However. the tr<:nd among the men who are low in their internai expeclancy

of control over health is supported with repcated patterns resulting l'rom different

variables.

The men for the most part report "two to live" people that one con trust.

The men scem to have a support network. The level of satisfaction with their

support network was not explored in this study. The fact that both serostatus

populations report similar numbers of people they can trustseems to be indicative

of an acceptable, and perhaps satisfying. situation of social support.

The seronegative men report spending proportionately more of their

leisure time with other gay men as compared with the seropositive meu. There is

no available indication l'rom the data collected as to whether this proportionate

dilTerence relleclS a change that may relate to serostatus or rellcclS distinct

patterns of lifestylcs betwecn the two serostatus populations.

Although the variable attitudes towards one's h017UJsexual orientation does

not distinguish betwecn the two serostatus populations, the variable weighr of
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on~'s homos~x/lal ori~llIarion ùo~s ùiflà. Th~ s~n>n~gatiwm~n r~pllrt that

knowkdge of thdr homos~xualityw~ighs on thdr minù. Th~ ~n>n~gatiw m~n

report spending mo~ ldsu~ tim~ with oth~r homo~xllal m~n anù r~port h~ing

moœ burden~d by thl'ir homosexuality.

The seron~gativem~n diflà signilkantly in th~ analysis of th~ variabk

feelings ofhappiness th~s~ days with the \-HLC scoœs. The men who aœ l,)w

distribute evenly among the three categori~s. Although small in numher. the

impact of the low internai eategory is evident. Th~y do not provide ekar

œsponses, The men who aœ moderate and high in thdr I-HLC seores are

distinctly "happier". The m~n who aœ low aœ kss "happy" and more ··unhappy".

The pattern for the seropositive men is visible throughout ail the analyses of this

variable. whether statistically signiticant or not. The men who are low are "mo~

unhappy" and "Iess happy". œgardless of serostatus, This is supported by the

patterns of the E~HLC scores in the total population. Changes in feelings of

happiness are quite distinctive according to serostatus.

The level ofworry in general is parallel for both populations, The

seropositive men's answers are more to the extœmes for this variable. 10% of the

seropositive men œspond with "not at all" and 30% œspond with "a gœat deal".

The seronegative men do not respond with "not at all",

The patterns of the analyses of the variable level ofworry in general in the

seropositive population relleclS that found in the analysis of the variable level of

happiness. The seropositive men who are low in their internai expectancy of

control over health œspond proportionately the most with "moœ worry". and the

men who are high proportionately the most with "lcss worry", The men who aœ

low repon being comparatively more "unhappy" and more "worried",
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Th~ s<.:ron<.:gatiw m<.:n r<.:port hdng less worried ahour gerring AIDS. The

s<.:ropositiw m<.:n r<.:spond a.' less worried ahout the risk ofgetting AIDS. The men

may hav<.: viewed this question a.' rcferring to the illnes., AIDS or the virus HIV.

n:spc<.:tivdy. and thus. r<.:sponded along serostatus lines. In<.:orporation of a denial

scale would have h<.:<.:n us<.:ful.

Topi<.: Il' Qis<.:ussjon of thç Hypothçsçs

The analys<.:s of the I-HLC scor<.:s with the variable reasonfor the clinic

visit ar<.: signilicanL The men who are highly internaI r<.:port corning to "request an

HIV-antibody tc.,C and for "routine checkups". The men who are model".lte and

low in thdr internaI expeclancy of control over heaIth r<.:port coming

proportionatcly mor<.: for "illncss-reIated symptomatoIogy". The obtained patterns

of signilicance are in the pr<.:dieted directions and support the theory of Health

Locus of Control and the literatur<.: in this area. The nul! hypothesis relevant to

this variable is rejected.

The analyses of this variable a."1long the seropositive men are statistically

signilicant and rellect the patterns of the analyses in the total population. The

patterns are rellected in the analyses of this variable for the seronegative men.

although they do not reach statistical signiticance. High I-HLC scores is strongly

associated with requesting an HIV test and coming for routine checkups in the

study population. Requcst for HIV-antibody tcsting can be viewed as a health­

oriented inilialive hecause AZr is adminislered. increasingly often in combination

with other medications (the mosl recent being DOC). to asymplomatic HIV­

positive individuals. Lowered I-HLC scores are strongly associated with having

illness symptoms.
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Th.: variabl.: reasonfor clinÏt' l'isir is signilicantly different in ,\isuibuti'''1

for th.: s.:rostatus populations, Th.: seropositiv.: m.:n cam.: pTLlp,'rti,matdy more

for "illn.:ss-rdat.:d" r.:asons and for "HlV infonnation". Th.: senmeg~ltive men

carne proportionatdy more to r~'quest "HlV-testing" and "TLlutine checkups", No

infonnation is available as to who book.:d the appointm.:nt. which might have

added to an und.:rstanding of th.: diff.:renc<:s.

Th.: analyses of th.: l-HLC scores with th.: variables rdat.:d to h<'f'lITiris-B

tesrins and vaccinarion are not substantivdy nor statistically signilicanl. Mon:

than haIf of the men had becn t.:st.:d for antibodi.:s to th.: h.:patitis-B virus.

P.:rusal of the patterns derived l'rom th.: analys.:s indicat.: that pTLlportionatdy

more of the men who had b.:en t<:st.:d arc low in th.:ir int.:rnal .:xp.:ctancy of

control over h.:aIth. There was no disc.:rnible pattern in history of l'accinllTion

behaviour. Hepatiris-B vaccination behaviour requîr<:s th.: initiativ.: or th.:

agre.:ment of the patient; wh.:r.:as. testins may hav.: b.:.:n a routin.: part of STD

tests for many of the men. The null hypothesis for this variable is uphdd,

The reasons for lack ofheparitis-B vaccination are scall.:rl·d across th.:

speclrum. The men who arc highly internai arc the men who might hav.: initiat.:d

the request for hepatitis-B vaccination. infonnation which can only b.: conj.:ctur.:d

l'rom the data. There is no meaningful patt.:rn. The most common reason giv.:n for

lack of vaccination was "already have antibodi<:s to h.:patitis-B",

The variables of hepatiris-B testins and vaccination behaviours pr.:s.:nt

different patterns in the two serostatus populations. Proportionately mor.: of th.:

seropositive men had been lested for hepatitis-B antibodi.:s. wh.:r.:as

proportionately more of the seronegative men had not becn tested. How.:v.:r. th.:

pattern is reversed for hepatitis-B vaccination. These findings arc support<:d by

increased history of cofactar STDs among the seropositive men. The seronegatiw
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men as a group heeame homosexually actiw Olt a later age and mOlY have heen

hener informed and/or more eareful of health maintenance.

The reported incidence of other cofacror il/nesses for seroconversion and

the devdopment of AlOS are displayed in Tahle 19. The differences in incidence

rates for the serostatus populations are dramatic. The seropositive men

proportion:ltdy report a history of having had almost ail the illnesses two to six

times more than the seronegative men. The reported incidence r.ltes of the

serostatus populations are eompamhle for .l'ores ofthe penis. and !css than douhle

for genital herpes. The seropositive men respond clearly proportionatdy more

with "don't know" for ail the illnesscs. with the exception of gonorrhea ofthe

penis, syphilis, and hepatitis-B which arc only slightly devated. The highcst

rcsponse rates of "don't know" are to the illncsses related to gonorrhea (throat,

rectum. and penis) and to herpes (genital, anal). The "don't know" rcsponse must

be viewed as a "yes" in the case of thes<: illnesscs.

None of the analyscs of the cofacror illnesses with I-HLC scores are

statistically signiticanl. The null hypothesis is accepted for the variablcs related to

cofacrors. Examination of the analyses reveals distinctive patterns, which are

repeated throughout the components of this variable. There is a clear trend among

the men who arc low in their internai expectancy of control over health. The

patterns of the men who respond "ycs" to the various STOs renect those of the

analyses of the seropositive population for the cofactor illnesses. The corollary is

true for the men who respond "no", as renective of the analyses of the

seronegative population.

The differences in incidence of cofactor illnesscs reach statistical

significance along the lincs of serostatus for ail the reported .l'trains ofgonorrhea,

syphilis. intestinal parasites, hepatitis-A and -B. herpes of the lips and the anus,
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:wres arollnd tilt' lInus, Clnd gt'niTcll/i.lntll \\'lIrt.\. Th.: Sl~I\)Pl)siti\'l..· 11l1....n 1\.1'\'11 a

signilÏ<:antly in<:n:as<:d kwl of a\llh.: l'(~/ilCl(lr illtlt'ss,'s whkh arc' indkatl"'s ,,1'

high-risk s<:xual h.:haviours. Th.:s.: diff.:r.:n<:c's r.:inl'<'n:.: lh.: l''lll<:rns "f high-risk

h.:haviours n:pllrt.:d hy lh.: m.:n in lh.: study.

Jopie III' Djs<:lIssjon of lhç HypOlhçsçs

Th.: variahks in this topie an:a n:lal': 10 accuracy ofknclll'l.,.l,~,' :Illd

,wurces ofknowledge about HIV and AIDS. Th.: sources oJïl!/imllatÎrmlhal nlllr,'

m.:n n:porl as usdul an: media-rdated.journa/ism-rdlll.-d. and th.: l'hysician.

Almost 30'70 of th.: m.:n vkw newspapers, TV, radio, journals, gay n,-"'s[,,,[,,'rs

and magazines. and posters/f1iers as very usefu[ sources of information. Th.:

s.:roposiÙv.: men and the m.:n ov.:r "40 years" of age ir. hoth serostatus groups

rely signiticantly more on the physician. Altogeth.:r. the physieian is the main

source of useful information for the study parùcipants.

The analyses of the variahl.:s rdated to sources ofinformaTion other tllUn

the physician do not provide an interpn:ùvely meaningful sequence of patterns.

The men who are highly interna! in their internaI expectancy of coatrol over

health either distribute thcir r.:sponses evenly among alll.:veis of n:sponse

categori.:s or tend to cluster in the "somewhat" category. Th.: seropositiv.: m.:n

who are low r.:spond as the most reliant upon th.: physician as the source of

information. This may relate to gr<:ater history of illn.:ss symptomatology. Among

the seronegaùve men. the men who are highly internai arc th.: most reliant upon

the physician as their source ofinformation about HIV and AlDS. Yet. physicians

are reùcent to discuss HIV-related issu.:s inhibiting effective counselling.

frequently r.:sponding only to the paùent iniùaùve (Fredman. Rabin. Bowman.

Bandemer et al.• 1989).
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The men's rcsponses to the scales of knowledge an: fully descrihed in the

resulL~ section. A correct n:.~ponse rate of at least 85% for aIl the deliniùve.

nonamhiguous items was ohtained for the total study population. Therc a:;; ,llrce

scales measuring knowledge. The seroposiùve men as a group appcar to he

minimally more knowledgeahle. However. the items wherc the seronegaùve men

tend to he morc accuf'.ltely knowledgcable have grcater implicaùons for placing

onesdf at risk.

The vast majority of the men view mutual masturbation and deep kissing

as "no risk" acùviùes. This view is rcl1ected in the men's responses of high lcvels

of participaùon in them. ln terrns of I-HLC. the men who are highly internai vicw

the acùviùes related to oral sex as for the most part "high risk". The men who are

low arc the only ones to respond to oral sex with the swallowing ofejaculate as

"no risk". It is possible that this response pattern among the men who are low in

their internai expectancy of control over heaIth was influenced by the cohort of

men who kncw they were HIV-anùbody positive. However. this is not rel1ccted in

their Olhcr responses. It appcars that the men who are low are a distinct group in

many areas explored by the present data.

Belief about the risk level of deep kissing did signiticantly distinguish the

two scrostatus populations. The seropositive men viewed deep kissing

signiticantly more as "no risk". and the seronegative men as "low risk". lt may be

that the seropositive men engaged in this activity as a major sexual outlet and

nced to sec it as "no risk". The seropositive men vi;:wed anal intercourse without

ejaculation and with ejaculation as less risky than the seronegative men. The

responses may have reflccted the risk level for themselves.aIthough the

quesùonnaire is not phrased as such.
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A suhstantial proportion of th~ m~n respond~d 10 monogamy a.' low risk.

that is almosl 50% of Ih~ s~ropositiv~m~n and ahout40% of Ih~ ~ron~gativ~

m~n. Monogamy apparently is vi~w~d a.' including anal int~n:ours~ a~tivity. and

th~refore having risk attach~d. Th~ qu~stion docs nOI diff~rential': hclw~~"

primary monogamous partn.:rs and "fuck huddi~s".

Th.: il.:m that a positive AlDS TeST means one will e\'enrual/y develop AlDS

elicilS dramatically diffcrent responscs l'rom thc two ~rostalus populations. Thc

s.:ropositiv.: m.:n respond with "disagrec" or "not sure". Thc ~roncgaliv~ mcn

respond with "agrec". Thc position of thc two groups in relation to lhis qu~stion is

sharply dclinealcd along thc lines of ~rostatus.Thc respon~ pattcrns of lh~

seropositive men change for lhis il.:m. possihly rel1~cling an clcval~d anxicly

lev.:\. Again. a d.:nial scak would have hœn us.:fu\.

As an indicator ofknowledg~gleaned l'rom a reccnl campaign targ.:tcd at

sexually activ.: homos.:xual m.:n in Montreal. the m.:n wcre askcd aboul lhc

influence ofThe campaign "Jouez-sûr". Th.: respons.: patterns do not providc a

meaningful picture. Th.: seronegative men were more aware of the campaign and

ilS influence. though minimally so. There was no discernible relationship with lhc

I-HLC scores. The media and the physician are more intluential sources of

information. The nui! hypothcscs for the variables related to accuracy of

knowledge are supported.

Further exploration of the variables related to knowledge incorporated

previous testing for HIV-antibody status ofoneselfand ofone's panner,

knowledge ofHN-test resulrs. and choosing to know the results ofHIV-antibody

testing l'rom the blood drawn al the timc of data collection.

The variables related 10 previous testing result in patterns of the I-HLC

scores which reflect the breakdown of the serostatus populations. The majorily of
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lh.: m.:n kn.:w lhdr lru.: s.:roslalus al lh.: lim.: of data eoll.:etion. Il is inl.:r.:sting lo

nOl': thal propOrliOnaldy mor.: of lh.: s.:ron.:gaùv.: m.:n lhan lh.: s.:roposiùv.: m.:n

had nol had pr.:vious HIV-antihody l,:sling. This may r.:pr.:s.:nlthe sampling

proc.:dur.:. as lh.: sludy parlieipanL~ wer.: r.:eruited in a m.:dieal clinie. Il woulè.

s.:.:m lhal il r.:lkelS lh.: m.:n's cl.:ar knowledge of their own risk level. Five men

had s.:roconverled sinee a pr.:vious lCSL

The seropositive men wer.: signilicantly less knowledgeable about the

HIV-sratus oftheir panner. Obviously.this infonnation has r.:duced signilicance

for the seropositive men. The s.:rostalUS populations reporled propOrliOnaldy

cquivalenl pcrcentagcs of primary partners with the opposite serostatus.

The variable choosing 10 know one's test results from blood drawn al the

time of data collection produccs substantive rcsullS. Statistical signiticance is

reached for lhis variable for the lotal population and for the seronegative

subpopulaùon. The men who are more highly internai rcspond delinilively more

"ycs" 10 this item. High I-HLC is signiticantly associaled with the choice 10 know

one's HIV lesl rcsullS in the lotal population and among the seronegative men.

The pattern is visible among the seropositive men as wel1. though nOl as Slrongly .

The nul1 hypothcsis is r.:jecled for this knowledge-related variable.

Topic TV; Discussion of the HypOlheses

The study participanlS reponed low rates of high-risk sexual behaviours as

compared with other North American urban centers. This is consistent with

reports that the Montreal male homosexual community is conservalive in their

sexual practiccs (R. Remis. personal communication. 1991).

Exploration of the variables related to high-risk sexual behaviours and

changes in high-risk behaviours in the study population incorporated the analyses
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of the variable importance ofsex./mportance of.,-ex r.:tkeL' values and altitudes

towards sexual behaviours which impact upon altempL' to change targeted

behaviours (Minag, 1991). The variable importance ofsex is signiticant for the

I-HLC scores in the total and in the seronegative subpopulation and is further

relkcted in the statistically nonsignilicant palterns in the seropositive

subpopulation.

The men who are low in their internai expcctancy of control over heallh

are signilicantly different in the patterns of their responses to this item l'rom the

men who are moderate or high. The men who are low distribute in a balanced

manner among the levcls of rcsponses. The men who are modemte and high

display response patterns which are par.lllcl. This is rel1ective of other variahles in

which the men who were moderate and high tended to c!uster in the middle

rcsponse categories.

The rcsponscs of the seronegative men display a greater discrepaney

between the moderate and high categories. The rcsponscs of the seropositive men

reflect those of the highly internai rcspondents who view sex as more important.

This is reflective of the younger men who are more highly internaI. The palterns

of influence are those of the men who are low in their internai expectancy of

control over health. The null hypothesis is rejected for the variable importance of

sex. However, the direction of difference is not the one that had been predicted.

The low internai subjects are a small group with significant influence.

The other variables incorporated in this topic area relate to multiple

parrners, high-risk sexual behaviours, and high-risk drug-abusing behaviours.

Receptive anal intercourse is the high-risk marker activiLy among sexually active

homosexual men. Based on the study questionnaire, 256 or 89.5% of the men

report having participated at sorne previous time in receptive anal intercourse.
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The majority repon a lifetime PrJ.cticc of rcceptive anal intercourse with a range

of 1 to 49 panners. again ret1ecting numhcrs which are indicative of a

conservative population with regard ta their sexual PrJ.cticcs.

The men rcponed thdr level of participation in high-risk anal sex during

the month prior to data collection with one-time partners as follows. In me

seropositive group. 2169 (2.9%) rcponed panicipatian in unprotected receptive

anal intercourse. and 91213 (4.2%) of the seronegative group reponed

panicipation. Participation in unprotected insertive anal intercourse during the

previous month was rcponed by 4no (5.7%) seropositive men and by 15/210

(7.1 %) seronegative men.

The men c1carly had lawer levels of ptmicipation in receptive anal

intercourse than participation in insertive anal intercourse. The study panicipants

had lower levels of either activity with one-time parmers than with repeat

parmers. AlI the study rccruits were keenly aware of what constitutes high-risk

hchaviours. The awarencss was reflected in their present sexual behavioural

patterns and in their reponed changes in the high-risk sexual behaviours.

There is sorne discrepancy between the rJ.tes ofparticipation in high-risk

sexual behaviours - whether with repear parmers or with one-rime parmers - for

data during rhe past one month and during a rypical month this year. The rJ.tes for

a typical month are higher. but follow the same pattern distributions.

The n..poned changes in the high-risk sexual behaviours were made by a

minority of the study population who responded affirmatively to having

participared in receptive/insertive anal intercourse during the delineated time

frames. The overall pattern of the changes are in the direction of safer sex. The

vast majority of the men responded with "not applicable", not having panicipated

in the anal intercourse activity in the panicular time frame or with the specified
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partner. Therefore, the analyses are hased on a small numher of men. An unusual

pattern emerges for insertive anal intercourse with one-time partners in which the

seroposiùve men who are low internai increased their high-risk hehaviours.

The men who report highly internai expectancy of control over heallh in

the total populaùon and among the seronegative men report lower toral nwnber of

parrners. Ail of the seropositive men had parricipared in receprive anal

intercourse, whereas about 10% of the seronegaùve men had not. The

seroposiùve men participated in receprive anal intercourse Olt distinctly .:arHer

ages than the seronegaùve men. The data provide support for the importance of

receprive anal intercourse as an indicator of risk and as a predictor of high-risk

behavioural relapse. Thes<: lindings are supporùve of the liter.lture.

The language of the quesùons relevant to high-risk sexual behaviours WolS

carefully reviewed. The patterns of the responses were examined when the

presented statements were composed of acùve as compared with passive

language, e.g., "1 used a condom", "a condom was used". Quesùons with double

negaùves were omitted altogether from the analyses due to their ambiguous

meaning. There was no difference in the patterns of responses to items using

acùve as compared w.th passive language. The men as a group have reduœd high­

risk sexual behaviol'rs dramaùcally. They have reduced the numbcr of sexual

panners. They have increased condom use.

The seroposiùve men in this study have proporlionately reduced their

high-risk sexual behaviours more than the seronegaùve men. This dramaùc

change among the seroposiùve men happens on the background of their having

participated proporlionately more in ail the high-risk sexual acriviries thrce years

earlier. The seronegaùve men's responses indicate that there are a small numbcr of

seronegaùve men who conùnue to parlicipate or who have increased their high-
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risk sexual behaviours. The nurilher of s.:ropositive men who repon thes.:

disturhing patterns is lewer.

The men who maintain or increa;,e their level ofhigh-risk sexual

behaviours are almost exclusivdy moder.ne and high in their internai expectancy

of control over hcalth for almost ail the incorporated variables. The men who do

not repc>'1. the high-risk bchaviours are the men who are low in their internai

expectancy of control over health. The derived patterns are based on small

numbcrs of men, as the vast majority of the men rcspond with "not applicable" 10

participation in high-risk sexual behaviours. Thcrefore, the null hypothcscs

related to high-risk sexual bchaviours are accepted. However, there are clcar

pattern differences for thcsc key variables. differences that link with those

describcd severa! ùmes for the men who are low in their internai expectancy of

control over health. Even more disturbing, the patterns indicate that the men who

are highly internai are the men who are the most acùve in high-risk sexual

behaviours.

The analyses of the items related to the high-risk behaviours of

intravenous drug use and needle-sharing yield rcsults which again stress the

conservaùve nature of this Montreal homosexual population. Nine men (2.3%)

reponcd intravenous drug use during the past live y=; five men (1.5%) reponcd

shooùng up during the pastsix months. Ali nine men reponed needle-sharing

bchaviours as synonymous with drug use. Seven of the men had had negative

HIV-anùbody test results, one had not been tcsted. and one had received positive

rcsults. Almost half of the men had stopped their high-risk drug usc. The men

who were reporting intravenous drug usc during the six months prior to data

collecùon either knew they were seronegative or did not know their serostatus.
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The null hypotheses posed for the variables related to intrJ.venous drug

use. therefore. are accepted. No substantive information can he gleaned for I-HLC

related to intr-.lvenous drug use. The methods of data analysis employed in this

study cannot be used with small "numbers". In-depth interviewing or

ethnographie approaches would be indicated for future research.

The men who reported donating blood were not the men who were

participating in intr-.lvenous drug use. There is a clear trend over the determined

time period in signilicant reduction in blood donation. The trend correlatc.~ with

the publicity of the Red Cross that members of at-risk groups not donate blood. In

sorne geographical locales, blood donation was a common means of determining

HIV-antibody status. This has for the most part not becn an issue in Canada where

HIV-antibody testing is universally available at no cost.

The design of the questionnaire presents t1aws that rcsulted in gaps in the

possible analysis of the data and which begs correction in future studics. Sexual

hehavioural history was obtained with one-time panners and with repeat panners

("panners with whom you had sex on more than one occasion...and also the man

whom you consider to he your primary panner"). The questionnaire did not

differentiate between repeat panners and primary panners. It is known that "fuck

buddies" are the norm with sorne homosexual men. They are repcat panners. but

not primary Panners. No conclusions can he drawn from the data about men who

have primary panners - neither their patterns of health locus of control. nor their

behavioural patterns. Ross and Rosser (1991) recommend the use of thrc<:

dimensions of unsafe homosexual behaviour for use in research in this area.

Numerous items about anal sex in the study questionnaire did not

incorporate level of condom use. The variables investigating condom use did not

delineate the number of times condoms were used out of the total number of
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scxual eneuunters. Similarly, the items exploring condom breakage cannot be

meaningfully analysed as the items do not include any data on the rates of usage.

Thus. a meaningful rate uf condom breakage cannot be established.

The quc.~tionnaire usc.~ colloquiallanguage and academic language,

interchangcably, without consistency. There arc several glaring omissions in the

quc.~tionnaire. No information is requc.~ted about alcohol usage at all. nor drug­

taking in conjunction with sexual behaviours. Alcohol use is reported to increasc

levcls of risk tuking during sexual activity. We have no data in this arca.

What are the discernible dini:rencc.~ based on the data collected in the

prc.~nt study which account for serostatus, for maintaining hcalth in the 216

seronegative men'! Did the seronegative men have distinctive patterns of hcalth

locus of control before bcing informed of serostatus'! Were thcsc men maintaining

a more highly internai expectancy of control which resulted in aCCUr.lte

information carlier in the epidemic'! Were they more active and insistent in

maintaining safer sex'! Were they exposcd more to the deaths of friends and lovers

from AlOS (Viney, Henry, Walker. & Crooks, 1991-1992)'1 Are the men who

scroconvert higher risk-takers'! A prospective study of homosexual men would

answer thcsc questions. In-depth interviews of the men during the course of a

prospective study would add another dimension of importance.
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CHAPTER VII

SUMMARY AND CONCLUSIONS

The conclusions. summary statemenlS. and implications are applicahlc tu

the present study population. The lindings of importance are presented in

summary forro in Figure 4. All the following statements refer to the homosexual

men who partidpated in the present study. The nature of this study as cross­

sectionaIlimits the statements of inference and gener.llisahility. The data may he

reflective of the Montreal male homosexual community; however. the

representativencss of the study sample cannot he determined.

The seropositive men differ signiticantly from the seronegative men in

their internai expcclancy of control over health-related reinforcemenl~. The

seronegative men were more highly internai. whereas the seropositive men tended

towards moderate internai expeclancy of control with a prolile of lowered I-HLC

scores as compared with the seronegative men. The clear tendency of the

seropositive men toward moderate I-HLC scores is consistent throughout the

anaIyses.

The pattern toward diminished internai heaIth locus of control is

progressive with age in both serostatus populations and is retlcctive of the

literature. Each older dccade displays a clcar tendency to be less highly internai in

their expeclancy of control over heaIth. Age is an important variable in relation to

expcctancy of control over health-related reinforcements. The pattern of a more
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highly int.:rnal .:xp.:.:tancy of control ov.:r h.:alth-relat.:d rdnforc.:m.:nL~ pres.:nts

in th.: seron.:gativ.: study population and in the "21-30" ag.: group of th.:

seropositiv.: population. Th.: diflerent ag.: groups within th.: seropositiv.: men

difler signilicantly from .:ach other in th.:ir internaI expectancy of controL The

"31-40" and "ov.:r-40" y.:ars of age seropositive m.:n reportl<:ss highly internaI

locus of control ov.:r h<:alth - a tinding which is supported by the literalUre on men

with chronic illn<:ss.

The seropositive study participants tended to younger ages of awareness of

one's homosexuaI orientation and of encountering one's tirst homosexuaI

.:xperience. Th.: seropositive men were. as a group. exposed at consistently earlier

ages to the human immunodeliciency virus and can be assumed to have had more

sexual encounters at a time when knowledge about HIV. AlOS. and high-risk

sexuaI behaviours was limited. When men of comparable ages of awareness of

homosexuaI orientation are compared. the patterns of health locus of control tend

to be more highly internaI among the seronegative men.

More of the seropositive men (91 %) than the seronegative men (85%) had

becn tested for HIV-antibody status. Seven percent of the presently seropositive

men had previously received seronegative test results and may have still presumed

that they were seronegative. The vast majority of the men who participated in the

study knew their true serostatus. The seropositive men for the most part were

aware that they were HIV infected and were vulnerable to develop AlOS.

_c Seronegativity - as the majority of the seronegative study participants knew

themselves to he - may have reaftirmed a sense of 3'1 internaI expectancy of

control over heaIth. The inl1uence of prior knowledge of serostatus in the slUdy
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poplliation upon the patll:rns of the reporll:d health locus of eontrol scoœs must be

consideœd.

The men as a whole aœ a knowl<:dgeable group who appear to be active

information-scekers. The data do indicate that men who aœ highly internai are

information-scekers. High internai expectancy of control over health is associated

with incœascd knowledge and desiœ for knowledgeability among the men who

participated in this study.

Changes in high-risk sexual behaviours in the study population aœ pamllel

to those œported in other studies of urban homosexual men. The self-œported

changes aœ corrobor.lted by the mtes of rectal gonorrhoea. The seronegative men

as a group œported grcater caution than the seropositive men as a group in history

of participation in high-risk scxual behaviours (e.g.• insenive anal sex. receptive

anal sex).

In all the explorcd sexual activities. with the exception of receptive anal

intercourse. there was a consistent small number of seronegative men who

maintained or increascd their levcl cf participation in high-risk sexual behaviours.

The men who rcduced or indicated non-participation in high-risk sexual activities

were for the most pan low in their inll:rnal expectancy of control over health. This

pattern is repeated again and again. Clarity is lost in this important area of high­

risk sexual behavioural practices due to the deficiency of the questionnaire in its

lack of differentiation bctwcen repeat partners and primary partners.

The study participants reported low rates of high-risk sexual behaviours as

compared with other urban homosexual rates. This is consistent with repons of

others rcgarding the Montreal male homosexual community as very conservative
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in thcir s.:xual pr.lcticcs and \Vith thc reduction in high-risk hl'11avinurs within

other urhan American centres.

The data corrohor.lte a clear over.llltrend in the reduction "f high-risk

s.:xual hehaviours throughout the study population. Condom uS;lge has increas.:d

with a concurrent reduction in the numher of one-time partners. Reductiun in

high-risk sexual behaviours is reported hy the seropositive and the s.:flll1egative

study participants. Intensive educaùonaJ campaigns have heen targeted allhe

Montreal homosexual population prior to and concurrent \Vith lhe prcsent study.

A prospl..'Clive study of homosexual men with in-depth inlerviews is

indicated for future research with this population. The questionnaire should be

adjusted to incorporate the delicient areas. Additional scales which would huttres.~

the research would be: scales to measure denial and depres.~ion; instrumenL~ tn

measure personal responsibility. sell~eflicacy. and hehavioural intentions; an

AlDS-specilic HLCS; and scaies to measure self- and peer attitudes lowards saler

sex. condom use. aIcohol and drug use. Serostatus appears to be the inllueneing

variable in the patterns of HLCS scores throughout the data analys.:s. It would he

indicated to incorpor.lte a biopsychosociai approach into !ùture rescarch. taking

into account the interactions between ail areas into the pailiogenesis of AIDS.

The men who are high and ilie men who are low in their internai

expcctancy of control over heaith appear to be two distinct groups. The men who

are low are ilie men who may provide an understanding of the factors which

enable maintenance of sal....>r sex. Interventions as weil as physician style may nccd

to be adapted to match the needs and the ages of the target groups. The literature

on matching physician style or medica! intervention approach wiili patient healili
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locus of conlrol in chronic illncss is ccnainly rt:h:vant. although it is not c1<:ar that

thc HIV-antihody positivc men in this study follow the lines described in the

lilerature on patienLs with chronic illness.

Prospective studies are indicated to better understand the implications of

these analyses for health maintenance in the arca of HIV and AIDS. Such studies

should attempt to coordinate health-care approaches with patient health locus of

control. Cenainly. initially highly internai health locus of control in patients with

chronic illness is a factor in know1<:dge of illncss and active participation in care.

The role of an internai expectancy of control over health may become more clear

or. alternatively. more complex as illness progresses.

The assumption has becn made in this study that health has a high value.

Health as dclined by seronegativity in this population is presumed to he highly

valued. However. there may be distinctions in the view of health held by the

seropositive men and by the seronegative men. These distinctions may he a key

variable in the differences in HLCS patterns. Scales that measure health value

would have to be administered to determine this.

A useful adjunct to the questionnaire approach would be open-ended

discussions following the principles of focused interviews (Menon. Fiske. &

Kendall. 1956). Qualitative exploration of the experiences of health-maintenance

and sexual dccision-making would enhance knowledge and promote effective

interventions.

Prospective studies would lrack health value and health locus of control

prior to and following seroconversion in order to distinguish betwecn those who

maintain their seronegativity and those who do not. as weil as the impact of
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seroconvcrsion on hcallh locus of control and iL~ possihle role in mainlaining

health fol!owing seroconversion. Prospective sludies would eSlahlish the causal

relationship helween sociallearning conslrucL~ and changes in high-risk

behaviours.

A trend is established loward the seroposilive men in lhe sludy having

been exposed earlier on in th·~ epidemic to HIV infeclion lhan lhe seronegative

men of comparable ages. The seropositive men have bcen homosexual!y active for

a longer lime than the seronegative men within the compar.lble age groups. As

wel!. carlier on in the AlOS epidemic.less wa.~ known aboul the virus. infeclivily.

and modes of transmission.

Age of tirst homosexual expericnce is a significant faetor in unprolecled

anal sex (Dol!. Judson. OStrow. O'Malley et al.. 1991) all';;n relapse lo

unprotected anal sex .

.....risk behaviour relapse is slrongly predicl<.-d by earlier hislory of

frequent high-risk praclices. espccially unprotecled reccptive anal

intercourse. high levels of sexual activity with multiple panners.

high subjective gratitication derived l'rom risky sexual practices.

sexual activity when intoxicated. and younger age...resumption of

risk behavior was most saliently related to the strength. frcquency.

and reinforcement value level of behavior in the pasL" (Kelly. Sl.

Lawrence. & Brasfield. 1991. pp. 165-166)

Relevant areas of information which are missing l'rom the questionnaire

are the clinical information from the medical examination that preceded the

questionnaire. information about antiretroviral or immunomodulating treatrnent.

information about the length and exclusivity of primary partner relationship•



•

•

211

alcohol use. drug us.: in conjunction with sexual practic.:s. r.:inforc.:m.:nt valu.: of

th.: high-risk sexual pra.:tic<:s. and th.: impact of primary partn.:rship on sp.:cilïc

sexual practic.:s.

Targ':ll:d int.:rv.:ntions would incorporat.: the importance of th.: physician

in this study population. The suggestion of an AlOS specialty is a propos 10 the

lïndings (Cotton. 1989). Interventions nccd to he tailored to the two subgroups

found in this study. The history. rcsponse patterns. and high-risk sexual practices

of the men who arc low and the men who arc high in their internal expectancy of

control over health differ. Therc arc a small numher of men of grcat concern who

persist in high-risk sexual activities. They may be rcprescntative of a larger pool

of men who refuse to participate in studies and refuse to be tested. Ali the men arc

highly knowledgeable about HIV and AlOS.

It is possible that the men who arc low in their internal expeclancy of

control over health are somewhat depressed or dysphoric (Murphy. Brastïeld.

Koob. Bahr. & St Lawrence. 1991). People who are depressed arc more acutely

awarc of risks and less willing to partake in high-risk hehaviours. The men's carly

sexual history requircs further exploration. It is possible that these men may never

have eroticised anal sex. or that the reduced importance attributed to the value of

sex may rcncct reactive depressive symptomalOlogy. The HIV-related histories of

the participants arc not available. Ali these data would provide important and

relevant information. Future rcsearch and interventions nccd to incorporate the

findings l'rom the present study.
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APPENDIXA

Standards for Prcv.:ntion. Counsdling. and Trcatm.:nt (CDC; WHO)

Prindpl.:s of Community-l<:vd Int.:rv~ntions (Coat~s & Gr~~nblatt)

Ethi.:al Prindpks for Psychological R~&arcÏ1 (APA)
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Recommendations

1. Community heallh cducation progr3Ills should be aimed at members of high-risk
groups to: (a) incrcase knowledge of AlDS; (b) facilitate beha\ioral changes to
reduce risks of HTLV-IlL'LAV infection. and (c) encoura~e voluctafV lesting anù
counscling. • .

2. Counseling and voluctary serologic testing for HTLV·IlL'LAV should be routinclv
offered to ail l'ersons at increased risk when they present to health-care settings:
Such facilities mclude. but are not limited to. se.'<IIaIlv transmitted diseasc dinics.
clinies for treating parenteral drug abusers. and cliniés for e.'<31tÙ11ing proslitUles.

a) Persons \Vith a repeatedly reactive test result (see section on Test
Interpretation) should receive a thorough medieal evaluation. which may incluùe
history. physieal examinatioe, and appropriate laboratory studies.

b) Hi!\h.risk persons \Vith a negative test result should be counseled to reduce
thelr risk of becoming infected by:

(1) Reducing the number of se." partners. A stable, mutually monogamous
relationship \Vith an uninfected person eliminates any new risk of sexually
transmitted HTLV·III/LAV infection.

(2) Protecting themselves during scxu:ù activity \Vith any possibly infected
person by taking appropriate precautions to prevent contact \Vith the
person's blood, semee, urine, feces, saliva, cervical secretions, or vaginal
secretions. Although the efficacy of condoms in preventing infections \Vith
HTLV-III/LAV is still ucder study, consistent use of condoms should
reduce transmission of HTLV·IIIILAV by preventing exposure to semen
and infected lymphocytes (9,10).

(3) For IV drug users, enroUing Or eontinuing in programs to eliminate abuse
of IV substan=. Needles, other apparatus, and drugs must never be
shared.

e. Infected persons should be counselled to prevent the further transmission of
HTLV-III/LAV by:

(1) Informing prospective sex partners of hislher infection \Vith HTLV·
III/LAV, so they cao take appropriate precautions. Clearly, abstention
from scxu:ù activity \Vith another person is one option !hat would eliminate
any risk of sexually transmitted HTLV·III/LAV infection.

(2) Protecting a partner during any scxu:ù activity by taking precautions to
prevent chat mdividual from coming into contact \Vith :he infected person's
blood, semee, urine, feces, saliva, cervical secretions, or vaginal secretions.
A1thougb the efficacy of using condoms to prevent infections \Vith HTLV·
m?LAV is still ucder study, consistent use of condoms should reduce
transmis90n of HTLV·III/LAV by preventing exposure to semen and
infected lymphocytes (9,10).

(3) Informing previous sex partners and any persans \Vith whom necdles were
shared of their potential exposure to HTLv·m?LAV and encouraging
them to seek counsclingltesting.

(4) For IV drug abusers, enrolling or continuing in programs to eliminate
abuse of IV substan=. Needles, other apparatus, and drugs must neVer
be sharet!.
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(5) Not sharing toothbrushes, razors, or other items that could become
contaminated with blood.

(6) Refraining from donating blood, plasma, body organs. other tissue, or
semcn.

(7) Avoiding pregnancy until more is known about the risk of transmitting
HTLV·UIILAV from mother to fetus or newborn (8).

(8) Cleaning and disinfecting surfaces on which blood or other body f1uids
have spilled, in accordance with previous recommendations (2).

(9) lnforming p'hysicians, dentists, and other appropriate health professionals of
hislher antlbody status when seeking medieal care so that the patient ean
be appropriately evaluated.

3. Infected patients should be eneouraged to refer sex partners or persons with whom
[hey have shared needles to their health-care provider for evaluation and/or testing.
If patients prefer, trained health department professionals should be made availabre
to assist in notifying their partners and eounseling them regarding evaluation and/or
testing.

4. Persons with a negative test result should he counseled regarding thoir need for
continued evaluation to monitor their infection status if they eontinue high-risk
behavior (8).

cnc, March 14, 1986, pp. 152-154
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CUITent trends

Additional rccommendations to rcduce
sexual and drug ahuse-rclated transmission of
human T-lymphotropic virus type UIJ
Iymphadenopathy-associated virus

Background

Hurnan T-Iymphotropic virus type UIIlymphadenopathy-a.·;sociated virus lHTLV­
Ill/LAV). the virus that causes acquired immunodeticiency syndrome lAIDS). is
transmitted through sexual contact. parenteral exposure to infected hlood or hlood
components. and perinatally from mother to fetus or neonate. ln the United States.
over 73% of adult AlOS patients are homosexual or hisexual men; II% of these
males also had a history of intravenous (IV) drug ahuse. Seventeen percent of all
adult AlOS patients were heterosexual men or women who ahused IV drugs. The
prevalence of HTLV-Ill/LAV antibody is high in certain risk groups in the United
States.
SilIce a large pr:>porùon of seropositive asymptomatic persons have been shown to
be viremic. all seropositive individuals. whether symptomatic or nol, must be
presurned capable of transmitting this infecùon. A repeatedly reacùve persons
serologic test for HTLV-Ill/LAV has important medical. as weil as public hcalth.
implications for the individual and hislher hcalth-care provider. The purpose of these
recommendations is to suggest ways to facilitate iciei1titication of seroposiùve
asymptomatic person. both for medical evaluation and for counselling to prcvent
transmission.
Previous U.S. Public Health Service recommendations pertaining to sexual. IV drug
abuse. and perinatal transmission of HTLV-Ill/LAV have been published. Reduction
of sexual and IV transmission of HTLV-IDILAV should be enhanced by using
available serologic tests to give asymplOmatic. infec.ed mdividuals in high-risk
groups the opportunity to know their status so they cao lake appropriate steps to
prevent the further transmission of this virus.
Since the objective of these addiùonal recommendaùons is to help interrupt
transmission by encouraging testing and counseling among persons in high-risk
groups. careful attention must be paid to maintaining contidentiality and 10
proteeting records l'rom any unauthorized disclosure. The ability of health
depamnents 10 assure contidenùality-and the public contidence in that ability -are
crucial 10 efforts 10 increase the nurnber of persons rcquesùng such tesÙDg and
counseling. Without appropriate contidenùality protection. anonymous testing
should be considered. Persons tested anonymously would still be offered medical
evaluation and counseling.

Persans at increased risk of HTLV-Ill/LAV infecùon

Persons at increased risk of HTLV-ill:.AV infecùon inc1ude: (l) homosexual and
bisexual men; (2) present or past IV drugs abusers; (3) persans with clinical or
laboralOry evidence of infecùon, such as those with signs or symptoms compatible
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wilh AIOS or AIOS-rdated <:ompkx (ARC); (4) pèrsons horn in <:ountrks wh.:rt:
h':l.:ros<:xuallr.lnsmission is lhoughllo play a major roi.:"; (5) mal.: or f.:mak
proslÎlutes and Ih.:ir s<:x partn.:rs; (6) s<:x partn.:rs of inli:<:I.:d p.:rsons or persons al
in<:reascd risk; (7) all pèrsons with h.:mophilia who have re<:.:iv.:d clollÎng-faclor
produ<:lS; and (8) n.:whorn infanlS of high-risk of inli:cl.:d moth.:rs.

R<:comm.:ndaùons

1. Communily h.:alth educaùon programs should he aimed al members of high-risk
groups 10: (a) increase knowledge of AIDS: (b) facilitate hehavioral changes 10
reduc.: risks of HTLV·IIIILAV inti:cùon; and (c) encourage voluntary lesting and
couns<:ling.
2. Counseling and voluntary serologic tesùng for HTLV-III/LAV should he
roulindy ofti:red 10 all p.:rsons al increased risk when they present to health-care
s<:lùngs. Such faciliù.:s includc. hUI are nOllimited 10. sexually transmilted disease
clinics. clinics for treaùng parenteral drug ahusers. and clinics for exarnining
prosùtutes.

a. Persons with a repeatedly reacùve tesl rcsull (sec secÙon on Tesl
InlCr;>retaÙon) should receive a thorough medical evaluaùon. which may include
history. physical exarnination. and appropriate laboratory slUdies.
b. High-risk persons with a negaùve test rcsult should he counseled to reduce
their risk of hecoming infected by:

(1) Reducing the numher of sex partners. A stable. mUlUally monogarnous
relaùonship with an uninfecled person eliminates any new risk of sexually
transmilted HTLV-IllILAV infection.
(2) Protecting themselves during sexual acùvity with possibly inf~ted

person by taking appropriate precauùon to prevent contact with the person's
blood. semen. urine. tèœs. saliva. cervical secreticns. or vaginal secretions.
Although the efficacy of condoms in preventing infecùons with HTLV·
IIIILAV is still under slUdy. consistent use of condoms should reduce
transmission of HI1..V-IIIILAV by prevenùng exposure to semen and
infected lymphocytes.
(3) For IV drug abusers. enrolling or continuing in programs to eliminate
abuse of IV substances. Needles. other apparatus, and drugs must nevcr he
shared.
c. Infected persons should he counscled 10 prevent the further transmission
of HI1..V-IIIILAV by:
(1) Informing prospecùve sex partners of his?her infecùon with HI1..V­
IIIILAV, 50 they can take appropriate precautions. Clearly, abstenùon from
sexual activity with another person is one opùon that would eliminate any
risk of sexually transmilted HI1..V-ill/LAV infecùon.
(2) Pro~ting a partner during any sexual acùvity by taking appropriate
precautions to prevent that individual from coming into crmtact with the
inf~ted person's blood, semen, urine, feces, saliva.cervical secretions, or
vaginal secretions. Although the efficacy of using condoms to prevent
infection with HI1..V-IIIILAV is still under slUdy, consistent use of condoms
should reduce transmission of HI1..V-IIIILAV by preventing exposure to
semen and infected lymphocytes.
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(3) Informing pn:vious s.:x pann.:rs and any p.:rSl)nS wilh Whl)m n.:.:dks
were shared of thdr potenùal .:xposure 10 HTLV·lIlIlAV and .:n.:our.lging
th.:m 10 =k counsding!l<:sùng.
(4) For IV drug abus<:rS. .:nrolling or continuing in prugr.lms tl) diminal':
abus<: of IV substanc.:s. N.:.:dles. oth.:r appar.ltus. and drugs must n.:wr hl:
shared.
(5) Not sharing 100thbrush.:s. r.lzor. or oth.:r il<:ms that could bc'Com.:
contaminal<:d with blood.
(6) Refraining form donaùng blood. plasma. body organs. oth.:r tissu.:. or
semen.
(7) Ave.;ding pregnancy unù\ more is known about th.: risks of lr.lnsmitùng
HTI..V-III/LAV l'rom mother to li:tus or n.:wborn.
(8) Cleaning and disinlècùng surfaces on which previous recornrn.:ndaùons
(9) Informing physicians. dentisL~. and oth.:r appropriaI<: h.:alth
professionals of his/her anùbody statUS when s<:.:king medical care sothat
the paùent can he approprial<:ly evalual<:d.

3. Infected paùents shculd be encourag.:d to reli:r s<:x pann.:rs or persons with
whom they have shared nc:edles to their health<are provid.:r for evaluaùon and/or
testing. If paùents prefer. trained health depanment professionals should he made
available to assist in noùfying their panners and couns<:ling them rcgarding
evaluation and/or tesling.
4. Persons with a negative test result should he couns.:led regarding their nœd for
conlinued evaluaùon to monitor their inli:ction status if they continue high-risk
hehavior.
5. State and local health oflicials should evalual<: the implications of requiring the
reporting of repeatedly reactive HTI..V-I1IILAV antibody test rcsults to the stal<:
health depanmenL
6 State or local acùon is appropriate on public health grounds to regulate or clos<:
establishments where there is evidence that they facilitate high-risk behaviors. such
as anonymous sexual contacts and/or intercourse with multiple panners or IV drug
abuse (e.g.• bathhouses. houses of prosùtuùon. "shooting galleries").

Test Interpretation

Commercially available tests to detect antibody to HTLV-III/LAV are enzyme-linked
irnmunoabsorbent assays (ELISAs) using derived l'rom disrupted HTI..V-I1IILAV.
When the ELISA is reacùve on initial tesling. it is standard procedure to repeat the
test on the same specimen. Repeatedly reactive tests are highly sensitive and specific
for HTI..V-III/LAV antibody. However. since falsely positive tests accur. and the
implications of a positive test are serious. additional more specific tests Ce.g.•
Western bIot, immunofluorescent assay. etc.) are recommended following repeatedly
reactive EUSA results. especially in low-prevalence populations. If additional more
specific test results are not readily available. persans in high-risk groups with strong
repeatedly reactive ELISA results can be counseled before any additional test results
are received regarding their probable infection status. their nc:ed for medical folIow­
up. and ways to reduce further transmission of HTLV-III/LAV.
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Other Considerations

Stail: or local poli<.:ies gowrning inforrning and counsding sex partners and thos<.:
who share needks with po:rsons who are HTLV-III/LAV-anùbody posiùve will vary.
depending on stail: and local statull:s thal authori7.e such actions. Accomplishing the
objective of interrupùng transmission by encouraging tesùng and counsclling
among p<.:rsons in high-risk groups will dep<.:nd heavily on health oflicials paying
careful atll:ntion to maintaining contidentiality and protecùng records from
unauthori7.ed disclosure.
The public hcalth eflècùvencss of various approaches to counsdling. sex-partner
retèrra1. and laboratory testing will require careful monitoring. The feasibility and
eflicacy of cach of these measures should De evaluated by state and local health
departrnenl~ to Dest uùlize available resourœs.

[Oevclop<.:d by Center for Prevenùon Services and Center for Inlècùous Di=.
COCo in consultation with p<.:rsons l'rom numerous other organizations and groups.)
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The COmmillt.'l: on AIDS Research and the Beha\'ior~l. Social. aand Statisùcal
Sciences recommends the following:

1. InfOlmaùon should Il<: made availahk in dear. explidllanguage in the idi"m "Î
the largel audience.
2. Sex education should Il<: av:lilahle 10 hoth mak ~Uld t'emak sludenl~: such
education should include expliCÎl infOlmaùon releV'lnllO the prevention of HIV
infection.
3. AIDS prevention messages should strike a halance in the kvd of threal lhat is
lised.
4. TV neLWorks should present more puhlic service messages on those Il<:haviors
associared with HIV transmission and praetical measures for interrupting the spread
of infection.
5. TV neLWorks should accept condom adverùsements.
6. Programs to initiare and sustain changes in risk-assoCÎated Il<:haviors should lake
inlo account how the urgeled population peredves and understands risk.
7. lnnovative approaches 10 AIDS prevention progr-=s should Il<: introduced in a
planned manner that retkcts wdl-esuhlished principles ahoullhe adoption and
diffusion of new ideas.
8. Programs to faciliure Il<:havioral change should Il<: approached as long-term
effons. with multiple and repeared straregies to initiale and sustain Il<:havioral
changes over time.
9. Anonymous mv antibody testing with apporpriare pretest and POSllest
counselling should he made av:ùlable on a voluntary basis to anyone desiring il
10. Program should consider the psychological, social. biological. and environmentaI
factors that may affect relapse: leamed coping responses. including skills training
and relapse rehearsal. should he uught to increase perceptions of self-efficacy.
12. The Office of the Assistant Secretary for Health should uke responsahility for
an evaluating straregy thaat will provide timely information on the relative
effectiveness of different AlDS inrervention programs.
13. The use of randomizcd field experiments should he expanded for evaluating new
inrervention programs on both individual and community levels.
14. Only the best designed and bes! implemenred inrervention programs should he
selecred to receive those special reources that will he needed to conduct scientilic
investigation.

Prevention Action Recommendations From the National Re=h Council

(Turner, Miller, & Moses, 1989)
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Prim:iples (Jf C"mmunity-Levd lnterventinns

1. The achievement nf health hehavinur change requires infnrmatinn on the
prevaknce (Jf health-diminishing hehaviors in specilic communitÎes.
2. DClcrminanLs nf hcalth-diminishing hehavior must be assesed for specitic
cnmmunilies. Scveral kvels of factors associated with this hehavior must he
addresed simullaneosly in as..scsin~ detenninants of hi~h-risk hehaviors.
3. The religious.. economÎe.. kgaI. 'and policy nonns and regulations of the
community must he analyzed to delcnnine the extent that they foster or inhihit
health-promoting hehavior.
4. Achieving hejavior change rcquires maximizing opponunities for the pprovision
of knolcdge.. for skills training. andd for the changing of community nonns.
5. Each avenue of inl1uence in a givcn community needs to he analyzed to
determine iLs utility in informing.. motivating. and teaching skills.
6. Communication leading to persuasion and leaming l10ws hest through natura!
social networks.
Î. Specitic str.ltegies need to he enacted to idenlify and modify prcvaling
community nonns. .
8. Both fonnative and summative evaluation strategies arc needed.
9. The project nœds to he vicwed as a collahorativ~ Wnlurc between the exogenous
group and the community (the endogenous group).

<Coates & Grcenblau.. 1989)
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THE ETHICAL PRINCIPLES

The deci.ion to undertake research should rest upon a ~onsidered judgment by the
indi\idual psyehologist about how best to ~ontribute to psychologi~al science ,md lo
human we\fare. The responsible psychol.:lglst weighs alternative directions in which
personal energies and resour.;es might be tnvested. Ha\ing made the decisillD to
conduet researeh, psychologists must carry out their investigations \Vith respect for the
people who participate and "ith eoncern for their dignity and welfare. The Principles
that foUow make e.~licit the investigator's ethieal responsibilities toward participants
over the course of research, l'rom the iniùal deeision to pursue a su:dy to the steps
neeessary to proteet the eonfidenti:ility of research data. These Principles should be
interpreted in terms of the eonte.~ provide" :.0. the complete document offered as a
supplement to these Principles.

1. In planning a slUdy the investi~ator has the per.onal responsibility to make
a eareful evaluatlon of Its ethieal aeeeptability, taking into aeeount these Princlp-les for
research with human beings. To the e.'<lent that this appr:ùsal, weighing scient,fic and
hum3lle values, suggests a deviaùon frolU 3IlY Princip!e. the investigator incurs an
inereasinl:!y serious obligaùon to seek ethieal advice and to observe more stringent
safeguarcfs to proteet the rights of the human research parùcipant.

2. Responsibilitv for the establishment and m:lÏnten3llce of aeceDtable ethieal
praetice in research alwaYs rem:lÏnS with the individual investigator. The investigator is
also res(:oo=;,:>le for the ethieal treatment of resea.rch participants by coUaborators,
nssistants. studenrs. and employees, ~ of whom, however. incur paraUel obligaùons.

. 3. Ethieal pracùce requires the invesùgator to inform the participant of ail
features of the research that rensonably might be expeeted to influence willingness to
participate and to expl:lÏn aU other aspects of the resea.rch about which the parùcipant
mquires. Failure to malte full disclosure ~ves added emphasis to the investigator's
respollSibility to proteet the welfare and dignity of the resea.rch parùcipant.

4. Openness and honesty are essenùal charaete';.sùcs of the relaùonship
between investigator and resea.rch participant. When the methodologieal requirements
of a slUdy necessitate concealment or decepùon, the investigator is required to ensure
the participant's understanding of the reasons for the acùon and to restore the quality
of the relaùonship with the investigator.

S. Ethieal research pracùce requires the invesùgator to respect the
individual's freedom to participate in research or to discontinue p'articipation at any
tÎnle. The obligation to protect the freedom requires special vigilance when the
investigator is in a position of power over the participant. The decision to limit this
freedom inereases the investigator's responsibility to protect the participant's dignity and
we\fare.

6. EthicaUy acceptable research begins with the establishment of a clear and
fair agreements betwccn the investi$"tor and the research participant that clarifies the
responsibilities of each. The investlgator bas the obligation to honor an promises and
commitments included in that agreemenL

7. The ethical investigator proteces participants from physical and mental
discomfort, harm, and danger. If the risk of such consequences exi.Srs. the investigator
is required to inform the participant of that face, seeure consent before proceeding, and
take allpossible measures to minimize distress. A research procedl're may not be used
if it is likely to cause serious and lasting harm to participants. .
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8. After the data arc collcetcd. ethical practicc requires the investigator to
provide the participant with a full c1ariJication of the nature of the study and to
rcmuvt: any misconr;cptions tbat may have arist..n. When scientific or humane values
justify dclaying or withholding information, the invcstigator acquires a special
rcsponsibility to assure that there arc no damaging consequences for the participant.

9. Whcre research procedures may result in undesirable consequences for
the participant, the investil;ator has the responsibility to detect and remoYe or corrcct
thesc consequcnces, inc1udmg, where relevant, long.term aitereifects.

10. Information obtained .bout the research J2articipants during the course of
an investigation is confidentia!. When the possibility elClSts that others may obtain
access to such information, cthiea! research practice requires that this possibility,
togethcr with the plans for protecting confidentiality, be e.-q>lained to the participants as
a part of the procedure lor obtaining informed consent.

(American Psycho10gica1 Association, 1973, 1-2).
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INTRODUCTION

Tn,s 'S a Questl0nnal Ce dlrected towards gai ~~n as cart of a
study of AIoS Vlrus lnfectl0n and assoclated factors ln tne Montreal
reglon.

Thank you for your wllllngness to partlclpate ln thlS study. vour
cooperatlon 1S appreclated. Your contrlbution 1S essentla1 for the
success of thlS study whlCh wlll help in controll;ng the AIoS
epldemic.

You wll1 find th~t we have chosen to use colloQuialisms ln
order to provlde clarl:' .nd avoid the amblguity of Cllnlcal
descrlptlons of sexual practlces. We hope that you wlll not be
offended by this chOlce of termlnology.

We ask for your complete honesty and sincerity in responding
truthfully to each of the study Questions. For purposes of
c~"~l~t~~ess and scientific validity, please try to reply to all
guestlons to the best of your ability, unless directed otherwlse.•

Please be assured that all material collected in
this study will be regarded as STRICTLY CONFrCEHTIAL.
your name anywhere on the Questionnaire •

the course of
Do not wrlte

•

Certain Questions request precise information regarding your
hlstory of sexual 8ctivity. Though it may be difficult to g1ve exact
answers to such Questions. please provide your best estimate•
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1. PERSONAL DATA AND DEMOGRAPHICS

S7UDv rD

Date of complet Ion of this QuestIonnaIre
yr mo da

•

1.1 What was the reasor for your ViSlt to the physician today?
(check all those that apply)

___ routine physical checkup
___ to reQuest HrV tdst
___ to obtaln results of HIV test
___ renewal of prescription for ~~ __
___ cold, flu, sore throat or cough
___ chronic fever
___ chronic diarrhea
___ interferon therapy
___ ot;,er, please specify _

1.2 Age years

1.3 Place of birth
city country

1.4 If not bern in Canada, year of arrival in Canada?

1.5 Current residence (municipality)

1.6 If Montreel, postal code '.first 3 digits only)

1.7 What is the language you first learned and still understand? (check one onlyj
___ French
___ English
___ other, please specify : _

• 1.8 What language do you speak most often at home? (check one only)
French

___ English
~ other, please specify



1.9 To ~hlCh ethnlc or cultural group dld YOU or your ancestors oelong on
f1rst comlng to thlS contlnent, (check one only)

___ French
___ Engllsh, Irlsn or Scottlsh

Je~lsh

Ch1nese
Inult or Natlve Indlan
other (specl fy)

1.10 What 1S your legal ma~ltal status, (check one only):

•

•

never marrie~

married
___ concublnage (common law marri age)
___ dworced
___ separated

wldowed

1.11 With whom do you currently live,

___ alone
___ only with my primary male partner/10ver
. with my male lover and my roommate(s)
___ with roommate(s) only
___ with my fami1y on1y (,arents, sPOuse, chi1dren, etc.)
___ with my fema1e partner (unmarried)
___ other, please specify:

1.12 What is the highest 1eve1 of education that you have comp1eted, (check
one on1y):

___ primary schoo1
___ high schoo1
___ CEGEP or junior co11ege
___ techn1cal Or paraprofessiona1 training program
___ sale un1versity
___ un1versity graduate
___ pOst-graduate degree

1.13 What is YOur CUrrent emp10yment status? (check one on1y)

___ working now
___ unemp1oyed
___ student
___ retired
___ other, p1ease speclfy:
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'.~4 what i5 your :urrent ma'" occucat 1on? ~wor~ fer wh':n ~Ou are
remunerated)

1.15 What ~as your total lncome fram all sources durlng 1987 (before taxes.
to the nearest tho~sand dollars)?

_____________ ,000 aollars

1.16 What lS your religlon? (check one only):

___ Roman Cathollc
___ Protestant
__ Judaism
___ Moslem
___ no religious affil,ation, athelst or agnostic
__ other, please speclfy:

1.17 H.". religious do you consider yourself to be? (check one only):

___ not at all religious
___ not too rel iglOUS
___ moderately religious
__ very religious
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2. LIFESTYLE ANO LIFETIME SexUAL HISTORY

2.1 How would you descrlbe your current sexual orlentatlon? ichecK one on',::

___ excluslvely homosexual
prlmarl1y homosexual, only Silghtly heterosexual

___ prlmar11y homosexual, but more than Sllgntly heterosexual
___ Just about eaually nomosexual and heterosexual
___ prlmarly heterosexuai, but more than Si1ghtly homosexual
___ pr1mar11y heterosexual. only S11ghtly homosexual
___ exclusively heterosexual

2.2 What proportion of your le1sure-time social1zing lS with other gay men?
~check one only):

less than 1/4
___ 1/4 to less than 1/2
___ 1/2 to less than 3/4
___ 3/4 or more

2.3 How would you rate the importance of sex in your life? (check one only):

___ unimportant
___ not very important
___ fairly important
___ very important

2.4 At what age did yeu first cons1der yourself to be gay?

years

2.5 At what age did you start socializing with other gay men?

_______ years

2.6 At what age did ~·u have your first homosexual sexual experienee (sex
with a man result hg in orgasm)?

years

2.7 At what age did y u start havin; regular sex with other men
(i.e. at least on a every three months)?

_____ years



•
2.8 At what age did you f1rst have anal lntercourse loass"~ or 3C~',a '.a.

fuck1ng or be1ng fuckeO)?

_ years

not app11cable, l have never had anal lntercourse

2.9 Since you f1rst started havlng sexual act1vltles w1th men on a regular oasIs.
how many d1fferent men in total do you estlmate that you have hao se' wl,n '
(check one only):

1- 4
5- 9

10-19
20-39
40-49
50-99

100- 199
200- 499
500- 999

1000-1999
2000-2999

___ 3000 or more

•
2.10 Of all the men w1th whom you have had sex, est1mate the number w1th

whom you had receptive anal intercourse (i.e. the number of men who
fucked you)

o
1
2- 4
5- 9

10-19
20-39
40-49

50- 99
100- 199
200- 499
500- 999

1000-1999
2000-2999

___ 3000 or more

•

2.11 Of all the homosexual sexual partners that you have ever had sex w1th. )
what propof~1on of them would you say wsre one-time sexual partners?
(~n with whem you only had sex once ever) (check cne only):

_ none (OX)
_ felf (1-2<&:11:)
_ sane (25-'9X)
_ IIaIlY (50-7<&:11:)
_ MOSt (75-99X)
_ all (10OX)
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2.12 Of the fol10wlng categor1es of oeople. please cneck tne acpropr1ate :o;cmn
lndlcatlng hOw many of tnem ,now of your nomosexual orlentatlon:

None Few Some Man~ Most ~ii

O~ 1-24~ 25-4g~ 50-74~ 75-99~ 100~

a) stralght
fr1ends

b) relatives
(parents. spouse,
s1b11ngs, etc.)

c) work assoclates

2.13 Gay men have different fee11ngs about the1r sexua1 preference. When
you take a11 of your feelings into cons1deration, how do you fee1
about your sexua1 preference?

• r fee1 very good about lt
• feel somewhat good about it4

r feel eQually good and bad about it
r feel somewhat bad about it
r feel very bad about it

2.14 Ooes knowing that you are homosexual weigh on your mind (make
you feel guilty, depressed, anxious or ashamed)? (check one on1y):

_ a great deal
_ somewhat
_ not very much
_ not at a11

2.15 Taklnll th1ngs together, how would you say that you are feeling these
days? (check one only):

_ very happy
_ pretty happy
_ not tao happy
_ pretty unhappy
_ very unhappy
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2.15 Looklng oack, wou1d you say that you are more or 1ess naPDY ncw tnan
you were f1ve years ago? (cnecK one only):

less happy now
the same
haptl1 er now

2.17 How many people are there that you feel you can trust, 1.e. that,cu
can tell Just aoout anythlng to, and you can count on for
understandlng and support?

no one
1 person
2 or 3 people
4 or 5 people
6 or more people

2.18 At the current time. how do you fee1 your hea1th lS? (check one only):

excellent
_ good

fair
_ poor

2.19 Genera11y speaking. are you the type of person who worries a great
deal. somewhat. very l1ttle, or not at all? (check one only):

_ a great deal
somewhat

_ very little
not at all

2.20 How concerned or worried are you that you might get AlOS?

_ ext,...ly
_ sOlIIllwhat
_ a 11t'~:e

_ n::-t ;ot a11

2.21 How often do you worry about the r1sk of getti ..g AlOS? (check one only):

_ never
_ very 1nfreQuently
_ ~,omet1mes
_ often
_ constantly
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3. CURRENT SEXUAL BEHAVIOUR

3. 1 In the PAS, ONE MONTH on average, how
se.ua1 actlv1ty resultlng ln orgasm?
sucklng or olow JOos, fucklng or anal

often have yOU engaged ln "cmcse,_a
(such as mutual mastur:at'cn,
lntercourse, etc.)

not at al1 (please go to duestlon 3.16 on page 17)
less than once a week
once a week
2-3 tlmes a week
4-6 times a week
7 tlmes a week 0; more

The rest of thlS sectlon asks about varlOUS types of sexual actlvlty
durlng the PAST ONE MONTH only.

The first part of thlS sectlon asks Questions about sexual practlces
w1th REPEAT PARTNERS only. REPEAT PARTNERS are partners with whom you had
sex on more than one occaSl0n •• The second
PARTNERS only.
once ever.

part of this section asks Questions about ONE-TIME SEXUAL
ONE-TIME PARTNERS are men with whom you have had sex onlv

REPEAT PARTNERS during the PAST ONE MONTH

•

3.2 REPEAT PARTNERS are partners with ~hom you had sex on more than one
occasion. Th~ definition includes men with whom y~u had two or more
sexual encounters. and also the man whom you consider te be your prlmary
partner (main lover or partner to whom you are especially cemmltted).
During the PAST ONE HONTH, did you engage in any sexual actlvlty
with a REPEAT pARTNER?

___ no (please 90 to Question 3.9 on page 13)
___ yes

3.3 Please indicate the number of REPEAT PARTNERS, including your prlmary
partner if appl icable, with whom you e:1gaged in sexual af.tivity dUrlng the
PAST ONE MONTH.

1
___ 2

3
4

5 - 9
10 - 19

___ 20 - 39
40 or more
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3.~ !s one of your REPEAT PART NERS a orlmary par~ner ,lever or car~"e" ~c

~hom you are especlally ccmmlt:edl?

yes
no (please go to cueS:10r. 3.5 on cage 10)

!f yeso for how long has thlS cerson been your pr1mary car~ner'

less than one month
one month to less than three months
three months to less than S'X monthS
SlX months to less than one year
one year to less than three years
three years or more
not applicable CI do not limit my sexual actlv 1ty ~~
to thlS person)

!f yes, did your primary partner to your knowledge engage ln se~ual

activity with other people durlng the PAST ONE MONTH?

___ yes
no
! don't know
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Try to recal1 all the sexual encounters you ~ac ~':~ aIl yc~r "505.- 0.c-~505

dur,ng the PtST ONE MONTH. and mark Cown :ne numoer of encounters wn,cn
,ncluded each of the follow,ng sexual oraC:1ce~. Put X ln :ne aocrcor'a:e
column:

NUMBER OF ENCOUNTERs w,th REPEAT PARTNERS ~h'cn '"cludec:

0 2 3-4 5-9 10-14 ~5 -

a) Mutual
masturbat,on

b) l blew h,m

c) He blew me

d) l fucked him

• el He fucked me

f) l rimmed him

g) He rimmed me

h) l fi sted him

il He fisted me

j) Use of sex toys
(dildos, vi brators ,
cock rings, etc.)

k) l useo inhalants
(poppers)

1) l usod recreat10nal
dru;s other than poppers
(COC&1M, HOA, IIar1juana,
tranqu111zlrs.
or ....taIl1nes)

•
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3.6 Recalllng all your sexua1 encounters w1tn all your REPEAT ?~RT~ERS ~_C'"J :"e

PAST ONE MONTH, how freouently 010 eacn of tne fol1owlng se'~a; ora,:'ces
take place?

•

•

al when l blew him, my
partner used a condom

bl when l blew hlm, no
condom was used and
he came ln my mouth

cl when l blew him, no
condom was used and
he did not come in
my mouth

dl when my partner blew
me, l used a condom

el when my partner blew
me, no condom was used
and l came in
his mouth

f) when my partner blew
me, no condom was used
and l did not come
ln his mouth

never once twlce
3-4

tlmes
5-9

tlmes
..; ..

:l'r.es
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3.7 Dur1ng the PASï ONE MONiH, .nen ~ou _ere f~c~eo ~y ~ ~Ë?:Ai ~~R:~:~. ~c~

freQuent1y C1d each of the fol~cw~ng take olace~

not accl1cab 1e. ! was not fuc~ec Oy a receat ~artner ~wr~~~

tne past one montn

•

al my partner used
a condom

b) no condom used and
he came ln my anus

c) no condom used and
he wlthdrew before
comlng

d) l douched before
getting fucked

e) my anus bled
durlng fucking

never once
3-~ 5-9 :O-l~ 15·

tWlce t,mes t,mes t,mes t1mes

3.8 Ouring the PAST ONE MONTH, when you fucked a REPEAT PARTNER, how freQuently
dld each of the following take place?

___ not applicable. l d1d not fuck a repeat partner during the
past one month

al l uSid a condoa

bl no conde. used and
l came in h1s anus

cl no condom used

• and l withdrew
before coming

dl he douched
before fucking

el his anus bled
during fuck1ng

never once
3-4 5-9

tw1ce tlmes times
10-14 15 +

tlmes tlmes



• 280

3.9 ONE-TIME PARTNERS are ~artners W1tn wnom YOU ~ao sex on1y once ever. ore.
are men Wltn wnom you were 1nvolvec 1n wnat '5 cornmcn\y ca:~ec a :~e-~';~:

stand. Dunng the PAST ONE MONiH. 010 you engage ln any sexUd; ao:· ... :,
.1th a ONE-TIME PART~ER?

no (please go to Questlon 3.16 on page 17)

yes

3.10 Please ,ndlcate the numcer of ONE-TIME PARTNERS, wlth whom you engaseo ..
sexual actlvlty durlng the PAST ONE MONiH.

3.11 Of the ONE-TIME PARTNERS you have had sexual actlvlty with durlng the
PAST ONE MONTH , check how many you met at each of the followlng locations:•

1

2
3
4

5 - 9
10 - 19
20 - 39
40 or more

o 2 3-4 5-9 10-14

al bar/dl seo

bl bathhouse

c) street

d) private parties

e) gay association
gatherings

f) parks

gl mov1. theatres

hl restaurant or cafe

i ) in metre system

•• jl public restrooms

k) health clubs. gym

1) ether, please specify



3.12 ïry to recal1 all the sexual encounters you nac .,tn your 2NE--:~E :';-\:=s
eurlng the PAST ONE MONïH, ane mark cown tne numcer of encounte's "n':­
lncluded each of the fol~ow'n9 sexual oract'oes. =ut \ 'n tee aoorèO"j:e
coiumn:

NUMSER OF ENCOUNTERS w,th ONE-TIME =~RïNERS whlCh 'nc~ucec:

o

al Mutual
masturcatlon

bl l blew him

cl He blew me

• dl l fucked him

el He fucked me

f) l rillllled him

g) He ri lIIlIed me

hl l fisted him

il He fisted me

j) Use of sex toys
(di1dos. vibrators.
cock rings. etc.)

K) l usee inha1ants
(poppers)

1) l usee recreat1ona1
drugs other than poppers
(coca1n•• MDA. marijuana.
tranqu111 zers.
or amphetamines)

•

2 3-4 5-9 10-14
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3.13 Recal11ng all four sexua) encounters .':n a~1 :~e JNE-"!~E =A?-~:=S :~_._=

the PAST ONE MONTH, how freouentiy 0'0 eacn cf :ne fo,iow,ng sex.ai :-.c:'::;
take place?

•

•

al when l blew hlm, my
partner used a condom

bl when l blew him,
no condom was used
and he came ln my mouth

cl when l blew him,
no condom was used
and he did not
come ,n my mouth

dl when my partner blew
me, l used a condom

el when my partner blew me,
no condom was used and
l came in his mouth

f) when my partner
blew me, no condom
was used and l did not
come in his mouth

never once tWlce
3-4

t,mes
5-9

t 1mes
......
11J- ' ..

t ~mes
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3.14 Durlng the PAST ONE ~CNT~. wnen ,cu were '~c,ee :, ,our :NE-~:~ô O~O-\ôO,

how freQuently ele eacn of ~ne '0:'ow,n5 ~a'e o:ace'

not aoollcaoie, l was not fucked Dy a one-t,me oar:,er o~.·-.
the oast one month.

•

al my oartner used
a condom

bl no condom used and
he came in my anus

cl no condom used and
he withdrew before
comlng

dl I douched before
getting fucked

el my anus bled
duri ng fuck lng

never cnce
3-4

tlmes
5-';

t lmes
·C-'.l .~.

3.15 Durlng the PAST ONE MONTH, when you fucked your ONE-TIME PARTNER.
how freQuently did each of the following take place?

not applicable, I did not fuck a one-time oartner durlng
the past one month

al I uNd a condaa

b) no c:ondaI USHt and
I came in hi~ anus

cl no condom UStd and
I wi thdrew bc fore• coming

dl he douched
before fuckiJ 9

e) his anus bl&
during fucki g

never once tw1ce
3-4

times
5-9

times
10-14

tlmes
15 ..

t1mes
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J.15 01d you .,s,t a aathhcuse aUrl"g the OAS7 ONE ~ON7~?

jes_ no_

:f no. go to sect,on 4 on page 19
If yeso olease answer the follow,ng QuestIons:

3.17 How many t,mes d'd you V1S,t a bathhouse ,n the PAST ONE MONTH?

___ tlmes

3.18 In the PAST ONE MONTH, dur,ng your V1SltS to a bathhouse. w,th hOw
many dlfferent partners dld you have sex? (total number of oartners
for all v,sits) partners

How many of these were ONE-TIME PARTNERS? _

How many of these were REPEAT PARTNERS? _

• Now we are gOlng to ask Questions about anal sex (fucking or gettlng fucked)
during your visits to a bathhouse.

3.19 In the PAST ONE MONTH:

How many different one-time partners did you fuck?

How many different one-time partners fucked you?

How many different repeat partners did you fuck?

HOlll many different repeat partners fucked you?

3.20 Dur1ng your LAST VISIT ta a bathhouse:

How -any d1fferent one-t1me partners d1d you fuck? _

w1th hcw many of these partners did you use condoms?

•
How many d1fferent one-t ime partners fucked you? _

With how many of these rartners did YOu use condoms? _

HOlll many different repe~~ partners d1d YOu fuck?
With how many of these ~artners d1d you use condoms? _

HOlll many different repe t partners fucked you?

With how many of these artners did you use condoms? _



•
, .,
J.'::: Our1ng your LAST VIS:i 70 A 3ATHHOUSE. were ~~ndCms ~va'~3C;e l: ~~~

oathhouse?

yeso yo~ were aole to ouy conaoms at the oatnhcuse

yeso free conaoms were aval'Jole at the oathhhouse

no. condoms were not aval1aole at the oathhouse

•

•

3.22 During your LAST VIS!T TO A BATHHOUSE. dld you f,nd any educatlona~

materlal concern1ng AIDS. safe sex. or condom use?

no

yes: there were posters

there were pamphlets

___ other. please specify ___



•
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4. CHANGES IN SEXUAL BEHAVIOUR

We would now llke to ask a few QUestlons regardlng changes ln sexua1 aC:l~l:!

between a tYPlcal month three years ago and a tYPlcal month th1s year. Tre :"st
half of thlS seC:lon concerns sexual actlvlty wlth REPEAT ?ARTNERS (partners .':~

whom you had sex on more than one occaslon). The second haif concerns se>oa:
actlvlty wlth ONE-TIME PARTNERS (partners wlth whom you had sex oniy once eve-;.

4.1 Dld you get fucked by a REPEAT PARTNER during a tvpical month thlS .ear'

yes
no

4.2 Did you get fucked by a REPEAT PARTNER during a typical month three vears aao?

_ yes
no

If you answered no" to either Question 4.1 or Question 4.2, please go to
Question 4.4

4.3 When you were fucked by a REPEAT PARTNER durlng a typical month this year,
how did the freQuency of each of the following sexual activities compare
with that of a typical month three years ago?

a) my partnel"
used a condal

b) no condOlll usecl and
he came .1 n my anus

• c) no condom used
and he w1thdrew
before coming

d) l douched
before being fucked

Decreased compared
to 3 years ago

Same as
3 years ago

Increased compared
to 3 years ago



•
.1 . .1 Dld you fuck

yes
no

.1.5 DHl you fuck

yes
no

a REPEAi ?ARiNER durlng a tvplcal ~ontn three .e3rs 3~O'

If you answered "no" to elther Questlon 4.4 or qUestlon 4.5. please go te
questlon 4.7

4.6 When you fucked a REPEAi PARiNER durlng a tYPlcal month thlS year, hc...
did the frequency of each of the follo"'lng sexual actlvltles compare 'tn that
of a tYPlcal month three years ago?

•

•

al l used a condom

bl no condom used and
l came in his anus

cl no condom used
and l withdrew
before coming

dl he douched
bafore baing fucked

Decreased compared
to 3 years ago

Same as
3 years ago

Increased comoared
to 3 years ago
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~he follow1ng QUestlons are the same as aoove but concernlng :~E-7:~E :.="\:::

J.7 01d you get fucked

yes
no

4.8 0ld you get fucked

_ yes
no

by a ONE-7IME ?ARTNER dur~ng a tYOlcal mon:" :n'5 .ear'

by a ONE-TIME ?ARTNER dur1ng a tvplcal mon:" :~-ee .ears ,:

•
If you answered "no" to either Question 4.7 or Quest10n 4.8, please go :0
Quest10n 4.10

4.9 When you were fucked by a ONE-TIME PARTNER during a typical month this year,
how did the freQuency of each of the following sexual activitles compare w1th
that of a typical month three years ago?

•

al my partner
used a condom

bl no condom used and
he came in my anus

cl no condom used
and he w1thdrew
before caa1ng

dl l douchecl
before lle1ng fucked

Oecreased compared
to 3 years a90

Same as
3 years ago

Increased comparee
to 3 years ago



•
4.10 D,d you fuck a ONE-TIME OARTNER cur'"g a ~"clcal ~cn~n ~nlS .ear'

yes
no

4.11 D,d you fuck a ONE-TIME PARTNER dur'ng a tvp,cal mont" tnree .ears Jse'

yes
no

!f you ans..,ered no" to e,ther Quest,on 4.10 or Quest,on 4.11, please gc te
Quest,on 5.1

4.12 When you fucked a ONE-TIME PARTNER dur,ng a typ,cal month tr,s year, no...
d,d the freQuency of each of the fo110.."ng sexua1 act1vit,es compare .."th that
cf a tYP1ca1 month three years ago?

•

•

al l used a condom

bl no condom used and
l came in his anus

cl no condom used
and l withdrew
before coming

dl he douched
before baing fueked

Oecreased compared
to 3 years ago

Same as
3 years ago

!ncreased comparee
to 3 years ago
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5. OTHER BEHAVIOURS

5.1 !n the past 6 months and ln tne past 5 years how many male sexua'
partners nave you had whO l1ve 1n or nave recently 1mmlgrated f~=m :ne
follolol1ng areas?

Numoer of Sexual Partners

past 6 months past 5 vears

New York C1ty .•...•...•.....•••..••• ••••..•.••••. _

•

•

San Francisco ••••.•.•••.•••..••...•.

Los Angeles .

Boston ...••......••••.•••.•••••.••..

Wash i ngton .

Miami. ••.....•..••••.••••••••..•••••

Haiti. ••••••••••••.•••••••••••••••••

West Africa•••••.•••••••••••••••••••

Central and East Africa•••••••••••••

---------_..•.......... ----------

---------_ ----------
---------_ ----------

---------_ ----------
--_ _--
---" ----------
-----------.......•.....-----------
---------_ _--



•
5.2 Have you ever had any of :~e fo1'o~'ng Clseases: :f -es. o:eJse

the number of tlmes durlng ,our 11fe. \ChecK JOCrOprlJte col.mn
of the follo~1ng)

•

•

a. gonorrhea (clap):
ln penls
1n rectum
ln throat

b. syph i 11S

c. lntestlnal parasltes
(such as amoebae. g1ardlal

d. hepatltis type A
type B
type non A non B
unknown type

e. herpes:
cold sores on lips
herpes sores on genitals
herpes sores around anus
herpes sores elsewhere
(please specify)

f. herpes zoster (shingles)

g. sores of unknown type on
penis

h. sores of unknown type
around anus

i. warts on penis

j. warts around anus

k. chl~d1a



5.3 Have you ever been tested to determine whether you have
antibodies to the hepatitis B virus?

yes, l have been tested
no, l have not been tested
l don't know if l have been tested

5.4 Have you ever been vaccinated against hepatitis B? (check
one) :

no
yes, one dose complete to date
yes, two doses completed to date
yes, all three doses completed ta date
l do not remember

5.5

5.6

If not vaccinated, please check or fill in all the applicable
reasons why not:

not applicable, l have been vaccinated against
hepatitis B
l have had the disease already
l did not know a vaccine existed

_____ l did not believe that such a vaccine is necessary
my doctor has not recommended this vaccine

----- the cost of the vaccine is too expensive for me
l believe that l could get AIDS from this vaccine
no particular reason

_____ other reason(s). Please specify:

If a condom was used when you fuck or you get fucked, how many
times in the past 6 months and past 5 years has the condom
broken?

_____ not applicable, l have not used condoms in the past
6 months
times in the past six months

----- not appli-::able, l have not used condoms in the past
5 years
times in the past five years



5.7 How many times in the past 6 months and past 5 years have you
had anal intercourse (fucking or being fucked) with someone
who -to your knowledge- is carrying the AIOS virus (either
seropositive or sick with AIOS)?

times in the past six months
times in the past five years
don't know

5.8 Have you been previously tested for antibodies to the AIOS
virus? (check one only)

no
yes, but l don't know the result(s)
yes, all results were negative
yes, at least one result was positive

Date:

If yes, please state when and where you were last tested:

• Place:

yr mo

___ physician
hospital

___ blood donour clinic
CLSC

--- anonymous test site
___ other, please specify: _

5.9 If you have a primary partner, has your partner been tested
for antibodies to the AIDS virus? (check one only):

not applicable, l do not have a primary partner
___ yes, but l don't know the results

yes, all results were negative
yes, at least one result was positive
no, he has not taken the test

5.10 In the past 6 months how many times have you taken intravenous
drugs (shot drugs with a needle)?

number of times:

5.11 In the past 5 years, how many times have you taken intravenous
• drugs (shot drugs with a needle)?

number of times:



5.12 If you have ever injected yourself with drugs using a needle,
have you ever shared a needle with other drug users? (check
one)

not applicable, l have never taken intravenous
drugs
no, never, (0% of the time)
yes, rarely (1-24%)
yes, sometimes (24-49%)
yes, many times (50-74% of the time)
yes, most of the time (75-99%)
yes, always (100%)

5.13 How many times have you donated blood durlng each of the
following time perinds? (Please write 0 if you have not
donated blood durlng a given yearl

•
1987-88:
1985-86:
1983-84:
1981-82 :

times
times
times
times

•

The next two questions concern sexual intercourse with women (
penetration of the penis in the vaginal. Please write 0 if you
have not had sex with a woman during the specified time period.

5.14 With how many different female partners did you have sexual
intercourse during the past 6 months and the past 5 years:

in the past six months (best guess)
in the past five years (best guess)

5.15 If you have had sexual intercourse with a woman during the
past six months, did you use a condom?

not applicable, l have not had intercourse with a
woman in the past 6 months
yes, always

_____ yes, sorne of the time only
no, never



•
NOTE:
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The following items were inserted into section 5 of the
1989 questionnaire. These items are not incorporated
into the analyses of the present study.

•

5.6 During the past twelve months, when you fuck or get fucked,
how many times per week, on average, do you or your partner
use a condom?

not applicable, l have not had anal intercourse
in the past twelve months
not applicable, l have not used condoms in the
past twelve months
times per week

5.10 If you have tested positive for antibodies to the AIDS virus
(HIV positive), what treatment if any are you using? (check only
one):

_____ not applicable, l am not HIV positive
using A2T

----- using Retrovir
using Beta Interferon
l am positive, but l am not receiving treatment
using Ribovirin
using A2T and alpha interferon

Note: Other items were adjusted numerically to follow.
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6. KNOWLEDGE OF AIOS

6.1 ~hen C1d you flrst hear about AIOS?
year month (1f can reca::;

6.2 we would llke to know where you have obtalned useful 1nformatlon abc~t

AIDS. (check the accrocr1ate column for each tyce cf lnformatlcn scurce!

Degree of Usefu1ness to You

•

•

Not at a 11

a. newscacer/mag8zines
1general C1rculation)

b. televlsion/radio

c. sC1entlfic journa1s

d. gay newscacers/mags

e. books

f. costersl f1 iers

g. Chyslc;an

h. CLSCs/OSCs

i • AIOS hot 1ine

j. gay
organ1zat1ons

k. bathhouses

l. other gays

m. From what other sou~ces

have you beneÇjtted?
(please spec;~y):

A Bit Moderate1y Very
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6.3 what, ln )lour Judgement. iS ":~e :;:::a~ ~\.omoer :Ji "e:::or:e~ :3.5es... .). .... ~

date ln guebec? (c~ec' o~e,:

0- 49
50- 99

100-149
150-199
200-299

300-399
400-499
SOO-Ô99
iOO-999

1000 or more

• don't ,,-now

6.4 Can a person have the AIOS genm ln thelr body and stl11 oe nea:~~y'

other words, be a healthy carrler of the AIOS germ?)

_ yes no l don't know

•

•

6.5 00 you belleve that people cah get AIOS by (check one answer only):

l don't knc'

a. giving blood at blood bank (Red Cross)?

b. receiving blood at a hospltal?

c. sharing heedles while shooting drugs

d. shorting drugs?

e. havihg sex with someohe who has AICS?

f. having sex with a person
who has shot drugs but looks healthy?

g. using public toi lets?
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6.6 People dlffer ln tnelr bel1efs about the r'Sks of part1cular se'~d;

practlces. How rlsky dO you tnlnk eacn of tne follow1ng pract1ces 'S
for contrlbutlng to tne transmlSS10n of tne AIOS vlrus fr~m one se>ual
partner to anotner? (Please cneck approprlate column)

•

•

a. Mutual masturbatl0n

b. Body rubblng

c. Fucklng wltn condom

d. Fucklng and withdrawing
before comlng

e. Sucking and
swallowing "cum"

f. Sucking and spitting
out "cum"

g. Sucking without
taking "cum"

h. Deep Kissing

i. Monogamy (sex with
only one person who
has sex only with you)

j. Celibacy (no sexual
activity with anyone)

no rlsk low nsk
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6.7 Please 1ndicate how strongly you agree or d1sagree wlth the fo:'CW"9
statements (make one check mark OPPoslte each statement):

•

01sagree

a. the vlrus HIV is the cause of AlOS

b. a pos1tive AlOS test means
one has been exposed ta the V1rus

c. a pos1t1ve AlOS test means
that one has developed
immun1ty to the AlOS virus

d. a pos1tive AlOS test
means that one
w11l eventually develop AlOS

e. a negative AlOS test
means that one has not
been exposed ta the AlOS virus

f. even with a negative
test result, one may have
recently been exposed
to the AlOS virus but has not
yet developed ant1bodies to it

g. a positive AlOS test means that
one is capable of transmitting
the AlOS virus to sameone else

6.8 Have vou heard about the campaign "Jouez sOr 1 Play Safe"?

_ yes
no

_ uncerta1n whether l've heard about the campaign

•
6.9 If yes, bas th1s campaign had an influence on your sexual behaviour?

_ l have not heard about it
_ yes

no

6.10 Please ind1cate the approximate date at which you first sought care
by one of the doctors in this office

year month
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7. ATTITUDES ABOUT HEALTH

Please 1ndicate the degree to wh1Ch you agree or disagree w1th tne follcw1ng
statements by c1rcl1ng the appropr1ate number on a scale that gces
from 1 (I strongly d1sagree) to 6 (I strongly agree).

7. , If l take care of myself, l can avo1d 111ness.

strongly strongly
di sagree 2 3 4 5 6 agree

7.2 Whenever l get sick it lS because of something l've done or not done.

strongly strongly
disagree , 2 3 4 5 6 agree

7.3 Good health is largely Il matter of good fortune.• strongly strongly
disagree 2 3 4 5 6 agree

7.4 No matter what l do, if l am going to get sick l will get sick.

strongly
disagree , 2 3 4 5

strongly
6 agree

7.5 Most people do not realize the extent to which their illnesses are
controlled by accidental happenings.

strongly
disagree , 2 3 4 5

strongly
6 agree

7.6 l can only do what my doctor tells me to do.

strongly strongly
disagrM 1 2 3 4 5 6 agree

7.7 There are sa asany strange diseases around you never know how or when
you .1ght p1ck one up.

strongly strongly
disagree 1 2 3 4 5 6 agree

• 7.8 When l feel i 11, l know it is because l have not b;,en getting the proper
exercise or eating right.

strongly strongly
disagree , 2 3 4 5 6 agree



•
7.9 People ~ho never get slck are Just pla1n iucky.
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strongly
d1sagree 2 3 5

st~o~9;'!

6 agree

7.10 People's il1 health results from tne1r o~n carelessness.

strong1y
disagree 2 3 4 5

strcr:g1,!
6 agree

7.'1 l am directly respons1ble for my health.

strongly
disagree 3 5 6

strongly
agree

•

•

7.12 Have you elected to receive the results of the blood test?

__ yes
no

7.13 If yes, please indicate all the reasons ~hy:

___ if l am positive, l ~ant to change my behaviour in order not
to infect others
l ~ant to know what the future holds for me
other reasons, please specify

WE SINCERELY THANK YOU FOR YOUR PARTICIPATION IN THE STUDY AND R ~ TAKING
THE TIME TO COMPLETE THE QUESTIONNAIRE



•
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APPENDIXC

Hcalth Locus of Control Scalc
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HEAi.TH LOCUS OF CONTROl. SCAI.E

Please indÏl:ate the degree III which vou a~ree ,Ir disa~n:t: wilh lht: followin~ 'lalt:l1lt:nl' lw
circling the appropriatt: numher on a s~alt: thal ~oes fro~ 1 (1 'Iron~lv disa~rt:t:i III l"> Il 'Irl"ll:l~... ... .... .. .
agrce).

Item 1 If 1 take <:are of mysdf. 1<:an avoid illness.

strongly
disagree

., 3
stnln~.Iy

agrt:~

Item 2 Whenever 1get si<:k it is hecause llf something l've done or nut dont:.

Goo<! health is largdy a matter of good fortune.

•
Item 3

strongly
disagree

strongly
disagree

.,

2

3

3

4

4

5

5

6

6

stTongly
agn:e

slmngly
agree

Item 4 No matter what 1 do. if 1 am going 10 get sick 1 will get sick.

strongly
disagree 1 2 :3 4 5 6

strongly
agree

Item 5 Most people do not realize the extent to which their iIlnesses are controlled hy
~cidental happenings.

strongly strongly
disagree 1 2 3 4 5 6 agree

Item 6 1 cao only do what my doctor tells me to do.

stroDgly strongly
disagree 1 2 3 4 5 6 agree

Ibere are 50 many strange diseases around you never know how or when you
might pick one up.

•
Item 7

strongly
disagree 1 2 3 4 5 6

strongly
agree



•
Item 8
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When 1 kd il!. 1 knuw it is he,ause 1 have not heen gening the proper eC(ér,isé
or eating righl.

\tf\lngly strong!:
disagn:e

, 3 4 5 6 agrée

Item 9 Péuple who never gét skk are just plain lucky.

stfongly strongly
disagree 2 3 4 5 6 agree

Itém 10 People's ill health results from their own carelessness.

stfongly strOngly
disagree 2 3 4 5 6 agree

Item Il 1 am directly responsible tûr my health.

• stfongly strongly
disagree 2 3 4 5 6 agree

•
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APPENDIX D

Cross-tahulation Analys..:s ,,1' th~ Data

.t:!l:us;.. The cell percentages in Tahles 0.1 to 0.9 are n)\V p~rœntages.

The cell percentages in Tahles 0.10 to 0.176 arc column p~rœntag~s.
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C()ntt:nL~ of App.:ndix D

D.I-D.6 Ag.:.

D.7-D.'1 Languag.: spok.:n mosl oflen al home.

D.I 0-D.12 Ag.: tirsl .:onsid.:red oneseU' homos<:xual.

D.; 3-D.15 Ag.: of tirsl homos<:xual experience.

D.16-D.19 Age of tirsl anal intercourse.

D.20-D.21 Age of regular homos<:xual .:xperience.

D.22-D.25 Openness wilh straighl fricnds and relatives.

D.26 Knowl.:dge of your homos<:xuality weighs on your mind.

D.27-D.28 F.:dings of happiness these days.

D.29-D.30 Fedings of happincss these days as compared with thn.-e

y.:ars ago.

D.3l... Lcvd of worry in general.

D.32 ; Levei of worry about contracting AIDS.

D.33-D.36 Reasons for clinic visiL

D.37-D.39 Previous testing for hepatiùs-B antibodies.

D.40-D.56 Cofactor s<:xual1y transmitted diseases.

D.57-D.64 Sources of useful information about HIV/AIDS.

D.65-D.68 Accurate knowledge about HIV/AIDS.

D.69-D.72 Previous testing for HIV-antibody status.

D.73 Previous testing of primary panner for HIV-antibody status.

D.74-D.76 Choosing to reœive HIV-antibody test results.

D.77 Reasons forchoosing to reœive HIV-antibody test results.

D.78-D.81 Importance of s<:x.

D.82. D.84-D.85 Total number of panners for receptive anal intercourse.

D.83.D.86-D.88 Proportion of total number as one-time panners.

D.89-D.90 Weekly frequency of homosexual s<:xual activity_

D.91-D.D.98 Participation in anal intercourse with one-time panners.

D.99-D.108 Participation in anal inœrcourse with repeat panners.

D. 109-D. 118 An:ù intercourse activities with serostatus.



•

•

•

307

0.119-0.1:!6 Condom usage during anal intercours<: wim one·time

partners.

0.1:!7-0.134 Condom usage during anal intercours<: wim rcpcal partners.

0.135-0.139 Changes in condom usage during anal intercourS<: wim,'ne­

ùme: panne:rs.

0.140-0.142 Change:s in condom usage: during anal inte:rcourS<: wim

rcpeat panne:rs.

0.143-0.147 Parueipaùon in unsaJ"c: anal intercourS<: wim one:·ùme:

panne:rs.

0.148-0.152 Parùcipation in unsafe: anal intercourse: with rcpc:at partne:rs.

0.153-0.154 Changc:s in unsal"c: anal inte:rcourse: wim one:-ùme: panne:rs.

0.155-0.156 Change:s in unsaJ"c: anal inte:reourS<: with rcpc:at panne:rs.

0.157-0.160 Num1:k:r of one-ùme: panne:rs during me: pasl one: monm.

0.161-0.162 Any sc:xual aeùviùc:s wim rcpc:al partne:rs during me: past one:

monm.

0.163-0.166 Num1:k:r of repeat panne:rs during me: past one monm.

0.167-0.169 Sexual aeùvitic:s wim one-time: partne:rs during me: past one:

monm.

0.170-0.172 Parueipation in anal intercourse: wim sc:roposiùve: or PWA

panner.

0.173-0.174 Nc:edle-sharing 1:k:haviours.

0.175-0.176 Intemally-oriented HLCS items wim sc:rostatus.
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Tahle D.l.

Cross-tahylation nf Int<:mal t!çalth l.ocus nf Control Scntçs wjth Variahle Agr in

(he In(al rnpu!alinn

Internai health locus of control

Age Low Moderate High Row total

percent

Under 31 6 38 68 112

5.4 33.9 60.7 39.3

31-40 9 51 49 109

• 8.3 46.8 45.0 38.2

Over40 3 32 29 64

4.7 50.0 45.3 22.5

•

Cclumn total

percent

n=285. x2. df=4. p=.108

18

6.3

121

42.5

146

51.2

285

100.0



•
Tabk D.2.

Cm"-lilbul3tjnn pf Intl'rnal HI'alth !.nl"l!' pf C"ntfl'\ SI"l'CI'S \\'ith V;)rjabk A"r in

the SçrQo,g;uivt; Pppy13tjQO

Internal hea1th locus of control

Ag~ Low Moder.lle High Row total

pereent

Under 31 3 33 51 87

3.4 37.9 58.6 40.5

31-40 5 29 42 76• 6.6 38.2 55.3 35.3

Over40 3 23 26 52

5.8 44.2 50.0 24.2

•

Co1umn total

percent

n=215, x2, df=4. p=.799

11

5.1

85

39.5

119

55.3

215

100.0
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Tahll: D.3.

Cross-tabulation of !nt,mal H,;)lth Locus of Control $cor,s with V;)riabl, cl gr in

th, $,roDositive PODyl;)!jon

Internai health locus of control

Age Low Moderate High Row total

percent

Under 31 3 5 17 25

12.0 20.0 68.0 35.7

• 31·40 4 22 7 33

12.1 66.7 21.2 47.1

Over40 9 3 12

75.0 25.0 17.1

•

Column total

percent

n=70.x2.df=4.p=.001

7

10.0

36

51.4

27

38.6

70

100.0



•
Table DA.

Cross-tabulatjon of InternaI Health Locus of C"mro! SCOl\'s with

Regrrrmed Are Variable in th.; Total Studv population.

Internai health locus of control

:; 11

Age Low Moderate High Row total

percent

Under 30 6 38 68 112

5.6 33.9 60.7 39.3

• Over30 12 83 78 173

6.9 48.0 45.1 60.7

•

Column total

percent

n=285, x2, df=2. p=.036

18

6.3

121

42.5

146

51.2

285

100.0
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Tahk 0.5.

Crnss-tabylation of 100s:rnal Hs:alth Locys of Control SCOI\'s wj!h Regroupe" Age

Variable in tbs: Ss:rQnç~atiw Population

Internai health locus of control

Age Low Moderate High Row total

percent

Under 30 3 33 51 87

3.4 37.9 58.6 35.7

Over 30 8 52 68 128• 6.3 40.6 53.1 64.3

•

Column total

percent

n=70. x2. df=2. p=.806

11

51.4

85

42.9

119

5.7

215

100.0
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Table 0.6.

Cross-tabulatjon of Imerna! Hs:alth L",'\lS ,,1' C"mt,,! $I,""I\'S \Vith R(m'lII'nlA l't'

VariaNt' in ths: $eroposjtjvç P"pu\;)tjon.

IDt.:rnal h.:alth locus of control

Ag.: Low Mod.:rat.: High Row total

pt:rc.:nt

Under 30 3 5 17 25

12.0 20.0 68.0 35.7

• Over30 4 31 10 45

8.9 68.9 22.2 64.3

•

Column total

percent

n=70.x2.df=2.p=.OOO

7

10.0

36

51.4

27

38.6

70

100.0
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Tahk D.7.

Crn,s-{;jhyljllinn nf lntçrnal Hçalth Locus of Control Scores wjth Thc Variablç

IJWI'lIl/1" S"okm Mou Ofrm Ar Hom, ([rmch Engljsh' in lhe Total Populatjon

Internai hcalth locus of control

Spokcnlanguage Law Modcrate High Row total

percent

French 2 73 86 171

1.2 42.7 50.3 63.6

English 6 37 55 98• 6.1 37.8 56.1 36.4

•

Cotumn total

percent

n=269. x2. df=2. p=.654

18

6.7

110

40.9

141

52.4

269

100.0



•
Taok O.S.

(n'''-laoublj"o "t" IDl,'rnal Hç;)lth 1.\)ÇIl, "r ("D1r,,! S,w," ",jjb \"jlliaolç

/'anlJual'r' Snokrn AI,,," Qftrll Ar Homr (FrenrJr Endi"h 1in {Ill' Sçr~l!lç~j\tjvç

Pppul;nipn

IOI.:rnal h.:allh lo.:us of ':üOlfll!

Languagt: Lüw Mod.:rJI': High Rüw lIlial

p.:r,:,:ol

French 7 48 69 124

5.6 38.7 55.6 61A

English 4 28 46 7S

5.1 35.9 59.n 38.6

•

Column total

percent

n=202, x2, df=2, p=.897

11

5.4

76

37.6

115

56.9

202

lOO.n
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Tahl<: 0.9.

Cross-tabylation QI' Ints:rnal Hs:alth Locys QI' CQntrQ! Scors:s wjlh Variahls:

Uml'U{{l'f Spoken Mo\'l Qften Ar Home (french EngU'ihJ in tbs: Seroposjtive

Pnnyl;njoo

Internai health locus of control

Language Low Moderate High Row total

percent

French 5 25 17 47

10.6 53.2 36.2 70.1• English 2 9 9 20

10.0 45.0 45.0 29.9

•

Column total

percent

n=67. x2. df=2. p=.789

7

10.4

34

50.7

26

38.8

67

100.0
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Tabk 0.10.

Cross-tabul3tipn pl' Ints:rna) Hs:altb Locus pl' Cpntfl)] Sewe's \Vitb tbe' Variable' cl gr

Fir", Con"itkrfd Qnr,ç(!fw Br HomQ\Dlw[ in tbs: Tot;)! Ppplll3tjpn

Internai bealtb locus of control

Age of awareness Low Moderate High Row total

percent

1-10 2 12 14 28

11.8 10.0 9.8 10.0

• 11-20 13 82 100 195

76.4 68.3 69.9 69.6

21-30 2 24 25 51

11.8 20.0 17.5 18.2

31-40 2 4 6

1.7 2.8 2.1

•

Column total

percent

n=280. x2. df=6. p=.951

17

6.1

120

42.9

143

51.1

280

100.0
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Tahl.: D.11.

([l)s'-tabylation of [nt.:mal H.:alth Locu, 01" (ontro] Scores wjth Age Firsr

("mitlrred Gnne/rra be HrmrSfIua/ jn the Seronegatjv.: Popylatjon

InternaI health locus of control

Low Moder.ne High Row total

percent

Age 1-10 1 8 10 19

9.1 9.5 8.6 9.0

Age 11-20 9 55 79 143• 81.8 65.5 68.1 67.8

Age 21-30 1 20 23 44

9.1 23.8 19.8 20.9

Age31-40 1 4 5

1.2 3.5 2.4

•

Column total

percent

n=211. x2. df=6. p=.822

Il

5.2

84

39.8

116

55.0

211

100.0



•
Table 0.12.

CrQ~~-taby)atiQnof JDt~rnal H~alth Lpcu' pf CODtfl») S"\)!\" wilh Av,' fj",
Consjderrd Onrsdfro hr Hrmo<eIlIq/ in lh,' SL'rppo,jtiw Pppulati"n

Interr.al health locu, of control

Low Moder.lle High Row total

perccnt

Age 1·10 1 4 4 9

16.7 Il.! 14.8 D.n

• Age 11-20 4 27 21 52

66.7 75.0 77.8 75,4

Age 21-30 1 4 2 7

16.7 11.1 7.4 10.1

Age 31-40 1

2.8 1.4

Column total 6 36 27 69

percent 8.7 52.5 39.1 100.0

n=66,x2,df=6,p=.944

•
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Tahk D.13.

,[<"s-taby!ation "f !ntL'ma! Hqllh Locus "fContro! Scores with Age nfFjrsc

Hnmoyr:Iua{ St Ilia! Ernrrjence jn thç Ss;ronçg;uivt: pQpyl;uiQO

Internai health locus of control

Low Moder.!t.: High Row total

percent

Age 1-10 2 28 32 62

18.2 32.6 26.9 28.7

• Age 11-20 8 47 65 120

72.7 54.7 54.6 55.5

Age 21-30 1 10 17 28

9.1 11.6 14.3 13.0

Ag.: 31-40 1 5 6

1.2 4.2 2.8

•

Column total

perc.:nt

n=216. x2. df=6. p=.675

Il

5.1

86

39.8

119

55.1

216

100.0



•
Tahlt: D.l·"

Cro~s·\;)hu!ationot" !ntl'ma! Hl'alth L"ew "t" Contn)! Sq)[l'S \Vjth d ~r or Firsr

HrmMemql Srrllql Ewrrjence in the Seropo~itjvs: Populatjon

Interna! health locus of control

Low Moderate High Row total

percent

Age 1-10 2 14 16 32

28.6 38.9 59.3 45.7

• Age 11-20 4 21 9 34

57.1 58.3 33.3 48.6

Age 21-30 1 2 4

14.3 2.8 7.4 5.7

•

Column total

percent

n=70, x2, df=4, p=.233

7

10.0

36

51.4

27

38.6

70

100.0



•
Tahk 0.15.

CcnSS-4Jhu!aljnn nt" AR( ofFim Hrm"'nual S(/Jal Ewrrirncr wilh Sero<la!us

in the Tnt;l! Populatjon

Serost:lluS of subjeclS

Age Positive Negative Row total

percent

1-10 32 62 94

45.7 28.7 32.9

11-20 34 120 154• 48.6 55.6 53.8

21-30 4 28 32

5.7 13.0 11.2

31-40 6 6

2.8 2.1

•

Column total

percent

n=286,x2.df=3,p=.023

70

24.5

216

75.5

286

100.0



•
Tabl.: D.16.

Cro~'-tahuJatiQn pfIotl'ma! H~alth Lpl'u' pf C"DIr,,1 Scprl" \Vith th,' Variable' Mt'

Of Firsr AnallnWCQllrs<, in !h~ Tpta! Pl1pu!jllipn

IOI.:mal h.:allh locus of control

Low Mod.:ral': High Row tolal

p.:rc.:nl

Never 10 8 18

8.2 5.5 8.3

Age 1-10 5 7 12

• 4.1 4.8 4.2

Age 11-20 11 60 76 147

61.1 49.2 52.1 51.4

Age 21-30 6 37 43 86

33,3 30.3 29.4 30.1

Age 31-40 1 10 12 23

5.6 8.2 8.2 8.0

Column total 18 122 146 286

percent 6.3 42.7 51.0 100.0

n=286. x2. df=8. p=.894

•
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Tabk 0.17.

Cross-tabulation Qf Int<;rnal Healtb LQCUS Qf CQntrQ! SCQ[CS wjth the Variable A gt'

(If Fi""' Anallnrt'rcOltrSt' jn the Sl'rons;gative PQpulation

Internai healtb locus of control

Law Moderate High Row tata!

percent

Nevcr 10 8 18

11.6 6.7 8.3

Age 1-10 1 6 7

• 1.2 5.0 3.2

Age 11-20 7 40 55 102

63.6 46.5 46.3 47.2

Age 21-30 3 28 38 69

27.3 32.5 31.9 31.9

Age 31-40 1 7 12 20

9.1 8.2 10.1 9.3

Column tata! Il 86 1I9 216
percent 5.1 39.8 55.1 100.0

n=216,x2,df=8,p=.641

•



•
Table D.IS.

Cross-t:lhu!ation pflnterna! Hs:a!th Los:us of Control Sl·Pn.'S with lhl' Variahk Ms'

of Fim Anqllnwcrurse jn thl' Ss:r"posjlÎVs' Pppu];njpn

Interna! health locus of conu-ol

Low Moderate High Row total

percent

Age I-LO 4 5

11.1 3.7 7.1

• Age 11-20 4 20 21 45

57.1 55.6 77.8 64.3

Age 21·30 3 9 5 17

42.9 25.0 18.5 24.3

Age31-40 3 3

8.3 4.3

•

Column total

percent

n=70, x2. df=6. p=.303

7

10.0

36

51.4

27

38.6

70

100.0
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TahkD.19.

Cfl)SS-!:Ihulaljnn of lhs: Vaàahls: A"t'of Fjrsr Anallnrrrcrwst' Wilh Ss:roslalus in

lhs: Tplai Populjltjon

S.:rostatus of subjs:cts

Positiv.: Ns:gaùvs: Row total

percs:nt

N.:v.:r 18 18

8.3 6.3

Ag.: 1-10 5 7 12

• 7.1 3.3 4.2

Ags: 11-20 45 102 147

64.3 47.2 51.4

Ags: 21-30 17 69 86

24.3 31.9 30.1

Agdl-40 3 20 23

4.3 9.3 8.0

Column total 70 216 286
percent 24.5 75.5 100.0

n=286. x2. df=4. p=.OO9

•



• "~.'-'
Tabh: 0.20.

(tQ<s-tahuJation of lots:rna! Hs:alth L"cus ,,1' ("otto! SCOI\'S \Vjth A l't' (l( R,',u/or

Homrse'fual SeIugl ElnrrÙ'nCr in th, Sl·rnnt"g;ltj\'(· Pnnul;ujpn

Interna! health locus of contfl)l

Low Moderate High Row total

percent

Age 1-10

0.9 0.5

• Age 1I-20 6 42 66 114

54.5 48.9 56.9 53.5

Age 21-30 4 42 43 89

36.4 48.8 37.0 41.8

Age 31·40 1 2 6 9

9.1 2.3 5.2 4.2

•

Column total

percent

n=213, x2, df=6, p=.576

Il

5.2

86

40.4

116

54.5

213

100.0
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Tah1<: 0.21.

CrO,,-\;lhy)atiQn or 'ntcm;}) Hç;}lth I.oçys or Control Scores \Vith Age QfRegular

Homp\'t'!uo{ Sr IUCl{ Ewerience in lbs: Ss:roPQsjtjve PQPuIMtjQD.

Int~mal h~alth locus of control

Low Moderate High Row tot:l.1

percent

Ag~ 1-10 2

2.8 3.7 2.9

Age 11-20 4 23 22 49

• 57.1 63.9 81.5 70.0

Age 21-30 3 10 4 17

42.9 27.7 14.8 24.3

Age31-40 1 1

2.8 lA

Over40 1 1

2.8 1.4

Column tot:l.1 7 36 27 70
percent 10.0 51.4 38.6 100.0

n=70. x2. df=8. p=.737

•



•
Tahk D.22.

çtQ~s-lahulatinn pf Iwrna! Hl'alth Lncu~ pf Ç"ntrPI Sl"lW~ \Vith th,' Variahle-

Qprnne,\'s \\'irh Srwighr Friends in ths: Total Pnpulation

Intc:mal hc:alth locus of control

Opc:nnc:ssl Low Mode:C".llt: High Row total

straight fric:nds pc:rcc:m

None: 8 III 18

6.6 6.8 6.3

50% or Ic:ss 5 35 47 87• 27.8 28.7 32.2 30.4

More than 50% 8 51 49 108

44.4 41.8 33.6 37.8

AIl 5 28 40 73

27.8 23.0 27.4 25.5

•

Column total

percent

n=286.x2,df=6,p=.743

18

6.3

122

42.7

146

51.0

286

100.0
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Tahil: D.23.

Cross-tahulatjpo or !ntçrna! Hçalth Locus or Contro! Scors:s with thç Variahlç

Orennes>" w;rh Rdar;vfr in the Ss;roposjtivç Population

lotcrna! hcalth locus of control

Opcnncssl Low Modcr.ltc High Row total

relatives pcrccnt

Nonc 3 3 6

8.6 Il.! 8.8

• 50% or Icss II 1 12

31.4 3.7 17.6

More than 50% 1 9 5 15

16.7 25.7 18.5 22.1

Ali 5 12 18 35

83.3 34.3 66.7 51.5

•

Column total

percent

n=68. x2. df=6. p=.038

6

8.8

--

35

51.5

27

39.7

68

100.0



•
TabkD.24.

CroSS-lilbu!jJljQn QfThe Variahlç QrmnfS\' \l'jril Srra;,"" frjm".' with S,rnsqllls

in the Tsuill pQpulatiQn

$erostatus of subjecL~

Opennessl Positive N~gaùvl.: Row total

straight friends percent

None 1 17 18

lA 7.9 6.3

• 50% orless 15 72 87

21.4 33.3 3004

more !han 50% 36 72 lO8

51.4 33.3 37.8

AlI 18 55 73

25.7 25.5 25.5

•

Column total

percent

n=286. x2, df=3. p=.015

70

24.5

216

75.5

286

100.0
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Tab1<.: D.25.

Cross-tabulation orThe Variahlç QpenneH ",irh Relarjvey wilh Ss:rostalUs in the

Total Popubtjon

Serostatus of subjeclS

Opcnnessl Positive Negative Row total

relatives pereent

None 6 40 46

8.8 18.6 16.3

• 50% or Jess 12 60 72

17.6 27.9 25.4

More !han 50% 15 44 59

22.1 20.5 20.8

AlI 35 71 106

51.5 33.0 37.5

•

Column total

percent

n=283.x2.df=3.p=.019

68

24.0

215

76.0

283

100.0



• '".'.'.'

Table 0.26.

Cross-tahylation of The Variahle- Knowlrdrr of" l'Ollr HomO'ç'I/w/jo' \\!drhs On

rOllr Mind with SS;CQSlalUS in lh.., T"lal Popu!;)tipn

Serostatus of subjects

Weight/homosexuality Positive Negative RQW total

percent

Yes 9 50 59

13.0 23.1 20.7

• No 60 166 226

87.0 76.9 79.3

•

Co1umn total

percent

n=285. x2. df=l. p=.071

69

24.2

216

75.8

285

100.0



•
T~hk D.2Î.

\[tI'''-(;jhui;llil1n (lf Inter")!) Ht;;.l1th Locus nfCnntro! scnrçs wi;h th, Vqrbhls;

En'lint'" nt U'rll-Rflint' 771r\'t' Dan' in th, SL~rnnçgati\'L~ Pnpul;ninn

Int.:rn~l h.:alth locus of .:ontrel

Fcdings th.:s.: days Lew Med.:rat.: High Rew total

p.:r.:.:nt

Happy 6 70 89 165

54.5 82.4 75.4 77.1

Ur:happy 5 15 29 49

45.s 17.6 24.6 22.9

•

Celumn total

p.:rc.:nt

n=214. x2. df=2. p=.096

Il

5.1

85

39.7

118

55.1

214

100.0



•
Table D.28.

çro~~-tahulation of Vaàahlt' &eU1JrS rfIVdl-BÔnç Thes" Da", wjlb Sl'rp~la!U~

in tbe Total population

Serostatus of suhjeclS

Feelings these days Positive Ncgaüve Row total

percent

Happy 45 165 210

66.2 77.1 74.5

• Unhappy 23 49 72

33.8 22.9 25.5

•

Column total

percent

n=282. x2. df=l. p=.on

68

24.1

214

75.9

282

100.0
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Tahle D.29.

('ross-tahulatjon of In!çrngl Hçglth Locys of Contro! Sqle Sco[Çs wjth thç

Variahlç EtrUn l'," ofHanpinrn' Ibert Davy tlf Crmnared wjrh F;\,e Yearç Agr in

thç Total Populatjon

Internai health locus of control

LQW Moderate High Row total

percent

L.:ss happy 7 28 25 60

• 38.9 23.0 17.2 21.1

Saroe 5 28 44 77

27.8 23.0 30.3 27.0

Happier 6 66 76 148

33.3 54.0 52.4 51.9

•

Column total

percent

n=285.x2.df=4.p=.159

18

6.3

122

42.8

145

50.9

285

100.0



•
Tabk D.30.

Cross-tabylation of Variabk &dings rfHarpjn(Ss Th(sr Da)"s cl.\" (""!ParOi

wjrh N\'( Ymrs Agr witb Ss:rostmus in tbs: rotaI P"pu);ltj"n

Serost,lluS of subjects

Changes in fedings Positive Negative Row total

percent

Less happy 25 35 60

35.7 16.3 21.1

Same 17 60 77• 24.3 27.9 27.0

Happier 28 120 148

40.0 55.8 51.9

•

Column total

percent

N=285. x2. df=2. p=.OO2

70

24.6

215

75.4

285

100.0
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Tahk D.31.

Cros'"!:lhylatjon of Int<;mal Hcalth Locys of Contro! Scorcs Wilh th,' Variahls:

Lel'rI (If W(lrrv in General in th.: S.:roposjtÎv.: Popylation

Intcrna! hcalth locus of control

Lcvd ofWorry Low Moderate High Row total

percent

A grcat dcal 3 12 7 22

42.9 33.3 25.9 31.4

• Somewhat 3 24 20 47

42.9 66.7 74.1 67.1

Not at ail 1 1

14.3 lA

•

Column total

percent

n=70. x2. df=4. p=.034

7

10.0

36

51.4

27

38.6

70

100.0



•
Table D.32.

Cms,s-lilbu)atjQn Qr 100~rnal H~alth L,,~us Qr C"Olr,,1 SI'\1[t'S \Vith th,' l.(\'d o(

Concrm or WOrQ' A/?QUT Contracring AlDS jn thl' S~mn~~ati\'Ç p"pu!ati"n

Internai health locus of control

Worry about AlOS Low Moderate High Row total

percent

Extremely 4 17 40 61

36.4 19.8 33.9 28.4

• Somewhat 2 44 43 89

18,1 51.2 36.4 41.4

Rarely 5 25 35 65

45.6 29.1 29.7 30.2

•

Column total

percent

n=215, x2, df=4, p=.067

11

5.1

86

40.0

118

54.9

215

100.0
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Tahlc D.33.

Cross-tahylation of ths: Variahle Reqson Eor C/in;e Aooo;nrmenr roday wjth

Seroslalys in lhe Total Popylation

Serostatus of subjeclS

Reasons for visit Positive Negaùve Row total

percent

Rouùne check 12 56 68

17.1 26.3 24.0

Request HIV lesl 11 75 86

• 15.7 35.2 30.4

ResullS HIV lest 14 29 43

20.0 13.6 15.2

lllness symptoms 17 33 50

24.3 15.5 17.7

Request test 16 20 36
informaùon 22.3 9.4 12.7

Co1umn total 70 213 283

percent 24.7 75.3 100.0

n=283. x2. df=4. p=.oo1

•



•
Tabt.: D.34.

Cross-tabulation of InternaI Healtb Locus nr ("ntr,,1 Scnn.·s wjlb Rm"-,,n fO' rlze

Qjn;, V;s;r in lbs; Tolal population

Internai healtb locus of control

Low Moderate High Row total

percent

Rouùne check up 7 23 38 68

38.9 19.2 26.2 24.0

Request HIV :est 4 29 53 86

• 22.2 24.2 36.6 30,4

Results HIV test 3 21 19 43

16.7 17.5 13.1 15.2

lllness symptoms 1 30 19 50

5.6 25.0 13.1 17.7

Request informaùon 3 17 16 36

16.7 14.2 11.0 12.7

Column total 18 120 145 283

percent 6.4 42.4 51.2 100.0

n=286. x2. df=8. p=.053

•
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Tant<: 0.35.

Cro<s-tany!Mtjon of IDll'mal Hçalth Locu< pl' CODlro! Scorçs with 8(ason for the

Gin;, Vi)";' in thl' Sl'roPO<jtjvç Popylatjon

Internai healtb locus of control

Low Moderate High Row total

percent

Routine check up 2 3 7 12

28.6 8.3 25.9 17.1

Request HIV test 4 7 Il

• Il.! 25.9 15.7

Results HIV test 2 6 6 14

28.6 16.6 22.2 20.0

lllness symptoms 1 14 2 17

14.3 38.9 7.4 24.3

Request informaùon 2 9 5 16

28.6 25.0 18.5 22.9

Column total 7 36 27 70

percent 10.0 51.4 38.6 100.0

n=286.x2.df=8.p=.075

•



•
Tahl<: 0.36.

Cross-l3hu!alj"n "f !Olt'mal Hl'jllth Lncus of ("Olm! Sc"n:s \Vith 8(11.\'(," for the

Ojnic Vis;, in th, SçrQnt~g;ltivs;Pppul;ltjpn

Inl~rna! h~alth locus of control

Low Mod~r:ll~ High Row IOIa!

p~('Ç~nt

Rouùne check up 5 20 31 56

45.5 23.8 26.3 26.3

Request HIV lest 4 25 46 75

• 36.4 29.8 39.0 35.2

Results HIV test 1 15 13 29

9.1 17.9 1l.0 13.6

lllness symptoms 16 17 33

19.0 14.4 15.5

Request info 1 8 11 20

9.1 9.5 9.3 9.4

Column total 11 84 118 213

percent 5.2 39.4 55.4 100.0

n=213. x2, df=8. p=.508

•
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TahI.: 0.37.

Crpss-tahulation of !ntçrna! Hç;l1th Locus of Control Scor~s with thl' Varjah!~

Prt'l'iO!H TŒ;ov làr Am;/",";,,\" CIl che Hmar;ri>'-B VirilS in th~ Total Population

Internai health locus of control

Hepatitis·B tcsüng Law Moderate High Row total

percent

Yes !Csted 12 64 76 152

70.6 52.5 52.1 53.3

• Not tcsled 1 30 36 67

5.9 24.6 24.7 23.5

Don't know 4 28 34 66

23.5 23.0 23.3 23.2

Column total 17 122 146 285

percent 6.0 42.8 51.2 100.0

n=285, x2, df=4, p=.492

•



•
Table 0.38.

(rMs-tabulation pf Internai H,'alth Lpcus "f (potr"l SCN"S \Vith th," Variabk

Prevjolls [esrjng for Anr;bQdÙ~\' W (br' lfrnuo"rj,".B Vino' in (hl' Sl'rnnl·\'iuj"Ç'

Population

Internai health locus of control

Hepatitis-B testing Low Moder.ne High Row total

percent

Yes tested 7 44 61 112

63.6 51.2 51.3 51.9• Not tested 24 32 56

27.9 26.9 25.9'

Don't know 4 18 26 48

36.4 20.9 21.8 22.2

•

Column total

percent

n=216, x2. df=4. p=.355

11

5.1

86

39.8

119

95.1

216

100.0
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Tablt: 0.39.

Cross-tabulatjr.n of ID!s;rna! Health LQcys Qf CQntrQ! SCQres with the Variable

Prajnus Twjnr (or Anrjbomes W rhe Heraàrjy-B Vjruy in the SeroPQsjtjve

PQPu!jujQn

Internai health locus of control

Hepatiùs-B tcsùng Low Moderate High Row total

percent

Yes lCsted 5 20 i5 40

• 83.3 55.6 55.6 3Ô.O

Not tcsted 1 6 4 11

16.7 16.7 14.8 15.9

Oon't know 10 8 18

27.8 29.6 26.1

•

Column total

percent

n=69, x2, df=4, r::.645

6

8.7

36

52.2

27

39.1

69

100.0



•
Table DAO.

Cross-t:lbulatjon of InternaI Hs;alth Locus of (pntrpl SeWe's \Vjth the' Varjabk

Occurrence rfGrnrrrheq cUhe Rmllm in the' Tpta) Popu];ujpn

InternaI health locus of control

Gonorrhealrectum Low Moderate High Row Wtal

percent

Yes 3 15 13 31

25.0 20.0 13.0 16.6

• No 9 54 80 143

75.0 72.0 80.0 76.5

Don'tknow 6 7 13

8.0 7.0 7.0

•

CoIumn total

percent

n=187. lCZ. df=4. p=.536

12

6.4

75

40.1

100

53.5

187

100.0
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Tahk DAI.

Cn"s-\;lhy!atjnn nf fD!s:rnijj Hl'alth l.QÇy~ Qf CQntrQ! Scors:~ wilh lhs: Variahls:

nccarrencr orGonorrhm orme Thmar in ths: TQlal PQPulatjQn

Int.:rnal h.:alth locus of control

Gonorrh.:a1throat Law Mod.:rat.: High Row total

p.:rccnt

Y.:s 1 13 Il 25

9.1 18.6 11.1 13.7

• No 10 53 84 147

90.9 73.6 84.0 80.3

Don"t know 6 5 11

8.3 5.0 6.0

•

Column total

p.:rcent

n=183,x2,df=4,p=.419

11

6.0

72

39.3

100

54.6

183

100.0



•
Table D.42.

Cross-t;lbu!atjon or Interna! HeaJth Locus or Control SCOCl'S wjth the Variabk

Occurrence QfS\'rhiUs in lhS; Sçrnos:gtltjvl' pQpul;uion

Internai health locus of control

Syphilis Low Moderate High Row total

percent

Yes 1 11 18 30

ILl 13.6 15.8 14.7

• No 8 68 94 \70

88.9 84.0 82.5 83.3

Don'tknow 2 2 4

2.5 1.8 2.0

•

Column total

percent

n=204, x2, df=4, p=.964

9

4.4

81

39.7

114

55.9

204

100.0
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Tabh.: 0.43.

Cross-tahulation of Interna! Health Locus of Control Scores with the Variable

Occurrence n'Syphilis in the Seropositive population

Internai health locu~ of control

Syphilis Low Moderate High Row total

percent

Yes 3 14 8 25

42.6 41.2 32.0 37.9

• No 3 20 17 40

42.6 58.8 68.0 60.6

Oon't know 1 1

14.8 1.5

•

Column total

percent

n=66,x2.df=4,p=:052

7

10.6

34

51.5

25

37.9

66

100.0
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Table D.44.

Cross-l;lbu!ation oOntmal Healtb Locus of Control Scors:s wjlb tbs: Variab!s:

Occurrence QfGenira[ Herpe,~ in tbe Seronegative Populatjon

Internai health locu~ of control

Herpes/genital Law Moderatc High Row total

perccnt

Yes 1 7 4 12

11.1 10.6 4.3 7.1

• No 8 58 89 155

88.9 87.9 95.7 92.3

Don'tknow 1 1

\.5 0.6

•

Column total

percent

n=168, Û, df=4, p=.383

9

5.4

66

39.3

93

55.4

168

100.0

.~- -
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Tahle 0.45.

Cross-tahylatjon of the Variahk Gonorrhea Ofrhe Penjç wjth Se[Q<tams In lhe

Total Popylatjon

Serostalus of subjeclS

Gonorrhcalpenis Posiùve Negaùve Row total

percent

Ys:s 51 83 134

77.3 39.9 48.9

• No 14 119 133

21.2 57.2 48.5

Don't know 1 6 7

1.5 2.9 2.6

•

Co1umn total

percent

n=274,x2,df=2,p=.OOO

66

24.1

208

75.9

274

100.0
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Table 0.46.

çro~~·l;lb\1l31ion of lbs: Variabk Grnrrrhra of The Rml!m wjtb Sl'r,,~(;)tl!~ ln thl'

IOl;l\ populatjon

Ss:rostatus of subjects

Gonorrhealrectum Positive Negaùve Row total

percent

Yes 15 16 31

36.6 11.0 16.6

No 21 122 143• 51.2 83.6 76.5

Don't know 5 8 13

12.2 5.5 7.0

•

Co1umn total

percent

n=187, x2, df=2, p=.OOO

41

21.9

:

146

78.1

187

100.0
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Tahls: 0.47.

Cross-tabulation of thl' Variabh; Gonorrheq orche Thrrar wjlh SeroSlalUs ln the

Total Populatjon

Serostatus of subjects

Gonorrhs:a1throat Positive Negative Row total

percent

Ys:s 15 10 25

37.5 7.0 13.7

• No 21 126 147

52.5 88.1 80.3

Don't know 4 7 11

10.0 4.9 6.0

•

Column total

percent

n=183, x2, df=2. p=.OOO

40

21.9

143

78.1

183

100.0
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Tablt: D.48.

Cross-tabulation of ths; Variabk Syphilis with St'C!)S{atu< ln ths; Total Population

Serost:ltus of subjeclS

Syphilis Positive Negaùve Row total

percent

Yes 25 30 55

37.9 14.7 20.4

No 40 170 210

• 60.6 83.3 77.8

Don'tkno"W- 1 4 5

1.5 2.0 1.9

•

Column total

pc::rcent

n=270, x2, df=2, p=.OOO

66

24.4

204

75.6

270

100.0
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Tahh: D.49.

Crpss·lahuialjpn nf thç Variahlç /nrmina! Pqrasires wjth SerQstalus In the Tota!

Population

SerOS!illUS of subjeclS

Intestinal parasites Positive Negative Row tot:l1

percent

Yes 9 11 20

14.8 5.6 7.8

• No 50 179 229

82.0 90.9 88.8

Don'tknow 2 7 9

3.3 3.5 3.5

•

Column tot:l1

percent

n=258. x2. df=2, p=.065

61

23.6

197

76.4

258

100.0



•
Table 0.50.

Çro<s-13bulatjon of ths' Variahle Heparjris-A wjth SS'[Qstalus ln the 1,,1;11

Population

Serostatus of subjeclS

35ï

Hepatiùs-A Posiùve Negaùvc Row total

percent

Yes 9 8 17

17.9 4.3 7.2

• No 42 171 213

80.8 92.4 89.9

Oon'tknow 1 6 7

1.9 3.2 3.0

Column total
52 185 237

percent 21.9 78.1 100.0

n=237,x2,df=2,p=.006

•



•
Tank 0.51.

Cross-tanulmjon of tbs: Vadanlt; Hrrarjrjs-B witb Ss:rostatus In ths: Tota!

Popu!j!ljon

Scrostatus of subjeclS

358

Hcpaùtis-B Posiùve Negative Row total

percent

Yes 19 27 46

35.8 15.8 20.5

• No 33 138 171

62.3 80.7 76.3

Don't know 1 6 7

1.9 3.5 3.1

Column total 53 171 224

percent 23.7 76.3 100.0

n=224, x2. df=2. p=.OO7

•



•
Tahle 0.52.

C[Qss-tahulatjon of tbe Variable Herp"" of rhe Lips wjth Sl'[Q<tjlt\lS in tbe T"tal

Populatjon

Serostatus of suhjeet.s

Posiùve Negaùve Row total

perC<:nt

Yes 22 37 59

39.3 19.3 23.8

• No 34 153 187

18.2 81.8 75.4

Don't know 2 2

100.0 0.8

•

Column tol:Ù

percent

n=248,x2,df=2,p=.OO7

56

22.6

192

77.4

248

100.0
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Tank: 0.53.

Cross-tabu!atjQn of lht; V;lrianlt; Herpey of rhe Anus wjth St;rostalUs jn the Total

population

Serostatus of subj~cts

Herpes/anus Positive Negative Row total

percent

Ycs 9 5 14

19.6 3.1 6.7

No 37 157 194• 80.4 96.3 92.8

Don'tknow 1 1

0.6 0.5

•

Column total

percent

n=209, x2. df=2. p=.OOO

46

22.0

163

78.0

209

100.0
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Table 0.54.

CfQs:Hahulalj"n ,,1" lhs: Variahh; Sore< Qian Unk"o",n [''ne Arolln" chf Anll,\' \Vjth

Ss:roS{alUS in {hl' Tpta! Popu!ali"n

S.:rostatus of subj.:cts

Sores/anus Posiùve Negaùv<: Row total

p.:rc.:nt

Yes 6 7 13

10.5 3.5 5.1

No 51 190 241• 89.5 95.5 94.1

Oon'tknow 2 2

\.0 0.8

•

Column total

percent

n=256, x2, df=2, p=.081

57

22.3

199

77.7

256

100.0
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Tahk 0.55.

Cmss-lahulatjnn of lbe Variahle Wam On rhe Pmir wjtb $eromtus in tbe Tota!

Populatjon

Serostatus of subjeclS

Warts/ps:nis Positive Ns:gaùve Row total

percent

Yes 9 13 22

15.8 6.7 8.5

• No 48 187 235

84.2 93.0 91.1

Don'tknow 1 1

0.3 GA

•

Column total

percent

n=258.x2.df=2.p=.075

57

22.1

----

201

77.9

258

100.0
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Table 0.56.

çrQ~~-I:lb\l):lli(mof lh.; V:lriahk Warr< Arrlmtl rhr AnllS \Vjlh Ser()~lal\l~ jn lh.;

To!;!) Population

Seros!;!tus of subjects

Wartslanus Positive Negaüve Row total

percent

Yes 26 32 58

41.3 12.8 21.6

• No 37 173 210

58.7 87.2 78.4

•

Column total

percent

n=268. x2. df=1. p=.OOO

63

23.5

205

76.5

268

100.0



•
Tahl.: 0.57.

Crn«-tilhulatjQn of !ntl,mgl H.:glth Locus Qf CQntrQI Scores with the Varighle

Porrerx/Bjers «, Soweeç ofU,efll{ lnformarêQn Abour AlDS jn the Total

populatjon

Internai health locus of control

364

Posters/lliers Low Moderate High Row total

percent

Not at aU 6 10 26 42

• 40.0 9.4 20.5 16.9

Somewhat 7 72 61 140

46.7 67.9 48.0 56.5

Very 2 24 40 66

13.3 22.6 31.5 26.6

•

Column tetal

percent

n=248,x2.df=4,p=.OO3

15

b.O

106

42.7

127

51.2

248

100.0
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Table 0.58.

CrQ~~-t;lhulatjQnof Interna! Health LQcu~ of C"ntrol Sc"re~ Wilh PosrrrS/F!jrrs

as SOllrcr of Usdllllnformarjon AbOlir HlVlAlDS in th,' Ser"nl'galjVL' P"p\llati"n

Internai health locus of control

Posters/mers Low Moderate High Row total

percent

Not at all 5 7 23 35

55.6 9.5 22.3 18.8

• Somewhat 3 52 47 102

'2 J: ";. 70.3 45.6 54.8J~.J

Very 1 15 33 49

lU 20.2 32.1 26.3

•

Column total

percent

n=186. x2. df=4. p=.OOl

9

4.8

74

39.8

103

55.4

186

100.0



•
Taol.: 0.59.

C'rn,,·t;Jou!ation of Intçrna! Hçalth LQCUS Qf CQntrQ! $cQrçs with Ph",jcjan a,'

Seurre of (I,dH! lnformnrjnn AlmHr HIVlAlDS jn thç Total PQPulatiQn

Internai heaith locus of control

366

Physicianlsourcc Low Moderate High Row tola!

percent

NOl at ail 11 9 20

10.0 6.6 7.6

• Somcwhat 8 55 52 115

50.0 49.5 38.2 43.7

Very 8 45 75 128

50.0 40.5 55.2 48.7

•

Column tola!

percent

n=263. x2. df=4. p=.147

16

6.1

111

42.2

136

51.7

263

100.0
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Table D.60.

Q:Q:i<-whulaliQn Qf Intçmal Hçglth LQçu~ pf ("ntr,,1 Sç\)r,'~ with PIJ\"'jdan as

Source cf Usd/l/lnformarion Aho/lj HlVÛHDS in lh,' S,'rpn,'gjujw Pnpulati,)Q

InternaI health loeus of control

Physicianlsource Low Moderate High Row lotal

percent

Not al aIl 9 8 17

11.7 7.1 8.6

• Somewhat 6 43 45 94

6.7 55.8 40.2 47.5

Very 3 25 59 87

33.3 32.5 52.7 43.9

•

Column total

percent

n=19f.,x2,df=4,p=.050

9

4.5

77

38.9

112

56.6

198

100.0



•
Table D.61.

Cross-tabylatjpn Qf Internai Health LQcys Qf CQntrQ) SCQres wjth Phvyjcjqn qs

Source of Urdu' !nfnrmm;nll Abour HlvtAlDS jn the SeroPQsitive PQPylatjQn

Internai health locus of control

368

Physicianlsource Law Moderale High Row 10tal

percent

Not at ail 2 1 3

5.9 4.2 4.6

Somewhal 2 12 7 21• 28.6 35.3 29.1 32.3

Very 5 20 16 41

71.4 58.8 66.7 63.1

•

Column total

percent

n=65. x2. df=4. p=.928

7

10.8

34

52.3

24

36.9

65

100.0



•
Table D.62.

Cross-\;lhu!ation of Variahl.: Phy'jcjan as Sr!lfC( oi U'<fil! lnformarjon AbQII!

AfDS wjtb Ss;rosta!us in tbs; Total P"pu!;lljQn

S.:rostatus of subjs:s:ts

369

Physician Positive N.:gativ.: Row tO\;l1

pcrœnt

Not at ail 3 17 20

4.6 8.6 7.6

Somewhat 21 94 115• 32.3 47.5 43.7

Very 41 87 128

63.1 43.9 48.7

•

Column tota!

per~ent

n=263, x2, df=2, p=.026

65

24.7

198

75.3

263

100.0



•
Tahk D.63.

C(Qss-l;)hy!atjQn QI' Variahle Phyç;cian ay Source of Usefullnformar;on Abour

AIDS wjth the Variahk Age in the TQla! PQPylatiQn

Age

3ïO

Physicianlsource Under 31 31-40 Over40 Row total

percent

Not at ail 7 6 7 20

6.7 5.8 13.0 7.6

• Somewhat 47 51 16 114

45.2 49.0 29.6 43.5

Very 50 47 31 128

48.1 45.2 57.4 48.9

•

Column total

percent

n=262. x2. df=4. p=.142

104

39.7

104

39.7

54

20.6

262

lW.O
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Tahk 0.64.

CrÇ\~~-t;)hul;ltinnpf {hl" ~:;rjahk New\'nanrnii\1<ll'a"jn,..,· II\' Sourù's or' l\'s'CiÛ

!nfnrmarjon A/"'lIr AIDS with Sl'[()~l;)lu~ in lhl' Tpl;)! PI'Rulj!ljpn

S<:m~latu~ of ~uhj<:CL~

Newspaperslmagazincs Positiv<: N<:gaùv<: Rnw lOlal

p<:rc<:nt

Not at ail 7 7 14

10.4 3.4 5.1

Somewhat 44 138 IX2

65.7 66.3 66.2

Very 16 63 79

23.9 30.3 2S.7

•

Co1umn total

percent

n=275,x2,df=2,p=.057

67

24.4

208

75.6

275

llXl.O
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Tahle.: D.65.

CrnSHlhulatioD or the Bdje.:r Thar Peovle (cm Ger AlOS Bv Hav;n? Sn w;rh a

Penon Who Hgs Shm DruRs BUT Look.< Healrhy wjth Serostatus in the Total

population

Se.:rostatus 0;' subjeclS

AIDS l'rom Positive Negaùve Row total

He.:aIthy IVDA percent

Yes 55 194 249

• 79.7 91.6 88.6

No 3 9 12

4.4 4.2 4.3

Don't know 11 9 20

15.9 4.2 7.1

•

Column total

percent

n=281. x2. df=2, p=.OO4

69

24.6

212

75.4

281

100.0



•
Tahlt: D.66.

Cross-tahulation of Ihs: Vjlrijlhls: Bdido(rhe Risk Lewl omar Kissinç with

SS:(QSta\Us in thl' Tptal PQîu]mion

S.:rostatus of suhj.:cts

Riskldeep kissing Positiv.: Negative Row total

p.:rœnt

No risk 48 115 163

71.6 53.7 5S.0

• Low risk 17 89 106

25.4 41.6 37.7

High risk 2 10 12

3.0 4.7 4.3

•

Column total

percellt

n=281. x2. df=2. p=.035

67

23.8

214

76.2

281

" {l.0



•
Tab1l: 0.67.

Cross-tabylation of Intt:mal Ht:alth Locus of Control $CÇ'ïS:S wjlh ths: Variah!s:

B"lidor rhe Risk Level grOm! Sn wirh Swa!lowing EiaC/llare jn jhe Total

Population

Inlernal healtb locus of control

3ï4

Risk leveVorJ.! sex Low ModerJ.le High Row total

percent

No risk 2 2 5 9

• 12.5 1.6 3.4 3.2

Low risk 5 46 40 91

31.3 37.7 27.4 32.0

High risk 9 74 101 184

56.2 60.7 69.2 64.8

•

Column total

percent

n=284.x2.df=4.p=.076

16

5.6

122

43.0

146

51.4

284

100.0



•
Table D.68.

Cm«-tabu!ati"n nf lhs: Bl'!jd Thal a Pos;rjl'( AlOS lar Mwns Vwr Qn( \\'j/l

El'enr!lalh' Del'drn AlDS wjlh Ss:mSI31U< in lhl' T"l;]! P"pu!jl1jnn

Seroslatus of subjecL:;

375

Posiùve lest! Positive Negaùve Row total

eventual aids
percent

Agree 14 123 137

20.3 57.8 48.8

• Disagree 27 48 75

39.7 22.5 26.7

Not sure 27 42 69

40.0 19.7 24.6

•

Column total

percent

n=281, x2, df=2, p=.OOO

68

24.2

213

75.8

281

100.0



•
Tahk 0.69.

Cro;;s-tahulatj"n "t" th,' !m,mal H,'alth I.,,<:u< "t" C,)nm') "1",,0:;; with Th,' Variahk

Tesrinç îor HlV Virus Prirr cr Dara Q>!l(crjon in lh,' T"tai population

Internai health locus of control

Previous HIV testing Low Moderate High Row total

percent

No 7 15 22

5.7 10.3 7.7

• Results unknown 7 10 17

5.7 6.8 5.9

Results negaùve Il 78 99 188

61.1 63.9 67.8 65.7

1 result posiùve 7 30 22 59

38.9 24.6 15.1 20.6

•

Column total

percent

n=286, x2. df=6, p=.096

18

6.3

122

42.7

146

51.0

286

100.0
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Tabh: D.70.

Cross-tilhylation or thç Ints:rnal Hçalth Locys of Contro) Score' with Tbe VariahJç

[""iar (or HlV Viry)' Pri"r cr Dora C"{lrcrjrn jn the Seronegatjve- Population

Internai health locus of control

Prior HIV tcsting Law Moderate High Row total

percent

No 4 14 18

4.6 11.8 8.3

• Rcsults unkr"lwn 6 9 15

7.0 7.6 6.9

Rcsults negative 11 76 96 183

100.0 88.4 80.7 84.7

•

Column total

percent

n=216. x2. df=4. p=.240

11

5.1

86

39.8

119

55.1

216

100.0
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Table D.71.

(ros,<-ljlbuljlli"n Qf lhs: Ints:rnal Hçallh Loçus of ("ntml S.."n." with Th,' Variabk

[«ring for HfV Virus Priar cr Dara Crl/t'crian in lhç S,'rOpl"jljVL' P"pulalj"n

Ints:rnal health locus of control

Prior HIV tesüng Low Moderate High Row total

percent

No 3 4

8.3 3.7 5.7

Results unknown 1 2• 2.8 3.7 2.9

Results negaüve 2 3 5

5.6 lU 7.1

1posiùve result 7 30 22 59

100.0 83.3 81.5 84.3

•

Column total

perce:.t

n=70,x2,df=6,p=.840

7

10.0

36

51.4

27

38.6

70

100.0
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Tahk 0.72.

Cross-tilbu!atiQn nf the Variable Tewing fnr mV-Anàbndv Srarus Prinr W Dara

Collectinn wilh SçrnstalYs jn the Total Popylation

Serostatus of subjects

Prcvious HIV tcsùng Positive Negative Row total

percent

No 4 18 22

5.7 8.4 7.7

• Rcsults unknown 2 15 17

2.9 6.9 5.9

Results negative 5 183 188

7.1 84.7 65.7

1 result positive 59 59

84.3 20.6

•

Column total

percent

n=286. x2. df=3. p=.OOO

70

24.5

216

75.5

286

100.0



• 380

Tabk D.73.

Cross-tabylatjon "r the Variable Te"ring (or fflV Viru< gr" frima,...' forma with

Ss:rostaluS in ths' Tota! Popylatj"n

Seroslatus or subjeclS

Primary panner Positive Negative Row total

HIV lesting percent

NOl applicable 34 93 127

48.6 44.5 45.5

Yes don't know 5 4 9

7.1 1.9 3.2

• Yes result negative 12 76 88

17.1 36.3 31.5

Yes 1 result positive 12 II 23

17.1 5.3 8.2

Not tesred 5 23 28

7.1 11.0 10.0

Never asked 1 2 3

1.4 1.0 1.1

1 positive/I negative 1 1

1.4 0.4

Co1umn total 70 209 279

percent 25.1 74.9 100.0

n=279,x2.df=6,p=.001

•



•
Tahle D.74.

Crnss-tabylation ,,1" 100çmai Hçaltb Locys of Control $cQCçs wilb thç Variable

Chf)(lÇinv Tf) Knf)W Re,wdTS orThe H/V [e'ring in tbç Thtal Population

InternaI bcaith locus of control

381

Rcccivc HIV-test Low Moderate High Row total

results percent

Ycs 16 102 139 257

88.9 84.3 95.2 90.2

No 2 19 7 28• 11.1 15.7 4.8 9.8

•

Column total

percent

n=285. )(2. df=2. p=.012

18

6.3

121

42.5

146

51.2

285

100.0



•
Tablt: D.75.

Cross-tabulatjon 0: ;ntcrnaJ Hcalth Locus of C1ntr.,1 S,·.,n.-, wjth th,- Varjab!L'

Chrr<;nv T>l Kao\\' Besulrs orche HW Tm;ng in thc S,-ron,-gatiVL' P,'pu);)tj"n

Interna! health locus of control

Rcceivc HIV-lest Low Moderate High Row total

results percent

Yes 10 72 112 194

90.9 83.7 94.1 89.8

• No 1 14 7 22

9.1 16.3 5.9 10.2

•

Column total

percent

n=211i_ x2. df=2. p=.052

11

5.1

86

39.8

119

55.1

216

100.0



•
Tahi<: D.76.

Crn"-tahulation of IntI;rnal Health LQcus Qf CQntrol Scores wjth the Variable

GOMine eo Kno ..... Remlrs orehe mv Teseing in the SeroPQsjtjvç PQpulatiQn

Internai health locus of control

383

Prior HIV tcsting Law Moderate High Row total

percent

Ycs 6 30 27 63

85.7 85.7 100.0 91.3

• No 1 5

14.3 14.3

Column total 7 35 27 69

percent JO. 1 50.7 39.1 100.0

n=69.x2.df=7.p=.121

•



•
Table D.77.

Cros,,-taby!atioD of lms;mal Hs;alth Locus of C"mr,,1 SS;Nl'S wjlh Rra'''"'' Gj,·(V

for Recri";n\' ReSIlies rfHlV.Anr;hodv Tese;nç jD ths; n'tal P"pulatil'D

IDt~mal h~alth locus of control

R~asons why Low Mod~ratc High Row total

pcrc~nt

Inapplicable 2 17 7 26

ILl 14.3 5.0 9A

Change if pos 3 29 41 73

16.7 24.4 29.3 26A

Know future 2 19 30 51• ILl 16.0 21.4 ISA

1&2 8 31 45 84

44.4 26.1 32.1 30.3

Already pos 2 14 10 26

ILl 11.8 7.1 9.4

To help study 4 6 10

0.0 3.4 4.3 3.6

Want VDRL test 1 4 1 6

5.6 3.4 0.7 2.2

Financial planning 1 1

0.8 0.4

Column total 18 119 140 277

percent 6.5 43.0 50.5 100.0

n=277. x2, df=14, p=.221

•



•
Tahk D.n.

('[",sotab"I''';"n ,,1' 100l"mal Health Locys of ("nlrol S,on:s wjth lhs: Variable

ImporTancr o(Sn jn ths; Total Popylatjon

imt:mal ht:a1th locus of control

385

Low Modt:r;œ High Row total

p<:ret:nt

Not vr:.ry important 3 11 22 36

18.8 9.2 15.6 13.0

• Fairly important 6 85 82 173

37.5 70.8 58.2 62.5

Vr:.ry important 7 24 37 68

43.7 20.0 26.2 24.5

•

Column total

p<:ret:nt

n=277. x2. df=4. p=.051

16

5.8

120

43.3

141

50.9

277

100.0



•
Tahk D.i9.

CrosS-(;jbu!atipn 'Jl' lht' !Dll'ma! Ht,;llth Lp,us pl' CI'D!!"l,1 S,'po.'s wilh lh,' \'ariabk

lmurrwnce ofSn jn lht' St'roncgatiVs: Popu!atjpn

Internai health IlX:us of control

Low Moderate High Ro\>, total

percent

Not very important 2 8 20 30

18.2 9.3 n.5 I·U

• Fairly important 4 64 63 131

36.4 i4.4 55.3 62.1

Very important 5 14 31 50

45.4 16.3 2i.2 23.i

•

Column total

percent

n=211, x2, df=4, p=.023

Il

5.2

86

40.8

114

54.0

211

100.0



• 38ï

Tahll: D.SO.

Cross-tabulation pl' thl: 'otL'ma! HI'alth Locus of Control SCOfL'S with lhe Vaàab!e

lmporwncr ,,(Sn jn ths: Ss:roQOSjljVS: Population

Intl:mal health locus of control

Low Moderate High Row total

percent

Not very important 3 2 6

20.0 8.8 7.4 9.1

• Fairly important 2 21 19 42

40.0 61.8 70.4 63.6

Very important 2 10 6 18

40.0 29.4 22.2 27.3

•

Column total

percent

n=66. x2. df=4. p=.736

5

7.6

34

51.5

27

40.9

66

100.0



•
Tahk 0.81.

CrQ"s-tabul;ltjnn pl' thL~ Varjabk' lmrorwncç' otSeI \Vith Sçrpslatlls jn \bl~ T\'ial

Populalj"n

S.:rostalUs of suhj':':L~

Positiv.: Negaùve Row total

p.:rc.:nt

Not vo:.ry important 6 30 36

9.1 14.2 13.0

• Fairly important 42 131 173

63.6 62.1 62.5

Vo:.ry important 18 50 68

27.3 23.7 24.5

•

Column total

perco:.nt

n=277. x2. df=2. p=.523

66

23.8

211

76.2

277

100.0



•
Tahle D.lQ.

Cross-whyialjnn of lh. Variahls; Toral N/lmber orMen ....irh Whom One Rad

Sererrive AntlllnrrrcoltrSe wjlh SS;roS!jllys in lb. Total Popylation

S.:rostatus of suhj.:ClS

389

Total m.:n Positive Negaüve Row total

percent

Z:ro 30 30

13.9 10.5

• 1-9 20 132 152

28.6 61.1 53.1

10-99 32 46 78

45.7 21.3 27.3

100 or more 18 8 26

25.7 3.7 9.1

•

Column total

percent

n=286. x2. df=3. p=.OOO

70

24.5

216

75.5

286

100.0



•
Tabk 0.83.

CrQss-lilbll]atjon of the Variabh; Proportion ofTrwl N/lmlw of Parma< Who

\Vere One-Time Pqrmers with Serosta!lIs in thl' Tot;)] PPPlIljlljpn

Serosta!us of sub.is;cl~

Proponionlone-ùrne Positive Negative Row total

percent

Zero 7 7

3.3 2.5

• Sorne 1-49% 16 73 89

22.9 33.9 31.2

Many 50-99% 54 133 187

77.1 61.9 65.6

Ali 100% 2 2

0.9 (J.7

•

Colurnn total

percent

n=285, x2. df=3. p=.075

70

24.6

215

75.4

285

100.0



•
TahI.: D.84.

Cr"s'-tabylatjon of thL; Intçrna! Hçalth I.OC\!' of Control Score, wj:b Variable

T"ro/ Number "(Men wjrh Wh"m One Rael Recerrive Ana/lnrercourse jn thç

Sçrnnçgatjve PQPU1'UjQD

Internai health locus of control

391

Total men Low Moderate High Row tol:Ù

percent

Z<.:ro 13 16 30

• 9.1 15.1 13.4 13.9

1-9 6 47 79 132

54.5 54.7 66.4 61.1

10-99 4 26 16 46

36.4 30.2 13.4 21.3

Over 100 8 8

6.7 3.7

•

Column total

percent

n=216. x2. df=6. p=.015

11

5.1

86

39.8

119

55.1

216

100.0



•
Table D.85.

Cross-tabylatj"n of the Imernal Health Locus "f C"mr"l SlW\.'S with Variabk

Toro! Numher ,,(Mm \\';rh Whom One Hw! 8ecerr;I'e dna!lnrers'",me in lhl"

SeroposÎtivs: Population

Internai health locus of control

Total r:len Low ModerJ.te High Row total

percent

1·9 4 10 6 20

• 57.1 27.8 22.2 28.6

10-99 1 18 13 32

14.3 50.0 48.2 45.7

Over 100 2 8 8 18

28.6 22.2 29.6 25.7

•

Column total

percent

n=70. x2. df=4. p=.350

7

10.0

36

51.4

27

38.6

70

100.0



•
Tahk D.86.

Crnss-tabu!;ltion of lntçrnal Hçalth Loçu< of Control Scores with the Variable

()ne-Time Parwers ASProporTion ofAU Pqrmers in the Total Population

Internai health locus of control

393

Law Moderate High Row total

percent

Zero 1 6 7

0.8 4.1 2.5

• Sorne 1-49% 3 39 47 89

16.7 32.2 32.2 31.2

Many 50-99% 15 81 91 187

83.3 66.9 62.3 65.6

Ali 100% 2 2

lA 0.7

•

Colurnn total

percent

n=285. x2. df=6. p=.259

18

6.3

121

42.5

146

51.2

285

100.0



• 39-1

Tablt: 0.87.

CrQss-lilhylatiQn Qf InternaI Heahh Locus pt" (ontrpl Sçprl's wj!h lhs; Vjlrjjlhk

One-Time Parme"" As ProporTion rrA" Pormers in thl' Sl'[(1negaljw Pppu);lljpn

Interna! health locus of cQntrol

Low Motlerate High Row total

percent

Zero 1 6 7

1.2 5.0 3.3

• Sorne 1-49% 2 31 40 73

18.2 36.5 33.6 34.0

Many 50-99% 9 53 71 133

81.8 62.4 59.7 61.9

Ali 100% 2 2

1.7 0.9

•

Column total

percent

n=215,x2,df=6,p=.419

Il

5.1

85

39.5

119

55.3

215

100.0



• 395

Tahk D.88.

Cro"-tahulmjon of Int,rnaJ H,alth Locus "f Contro! Scor,s wjth th, Variahle

Onr-Timr Parwrn Ar Prop"rrjon "rAil Pwwer.r in the $,ropositive Population

Internai health locus of control

Law Moder:lle High Row total

percent

Sorne 1-49% 8 7 16

14.3 22.2 25.9 22.9

• Many 50-99% 6 28 20 54

85.7 77.8 74.1 77.1

•

Column total

percent

n=70.)(2. df=2. p=.801

7

10.0

36

51.4

27

38.6

70

100.0



•
Tab1<.: D.89.

(rQ<s-tabulatiQn Qf tbe Variable Wet'k/Y [rWlIen,\, orSnlla/ ..krj\';o' Rn'lI/tint' /n

Qrgqsm witb Ss;m<tatus in tbs; Tmal pQpulatjon

Scrostatus of subjccL<

Positive Negative Row total

percent

None 16 31 47

22.9 14.3 16.4

• Less than one 18 59 77

25.7 27.3 26.9

1-3 urnes 30 109 139

42.8 50.5 48.6

Four or more 6 17 23

8.6 7.9 8.0

•

Column total

percent

n=286. x2. df=3. p=.386

70

24.5

216

75.5

286

100.0



• 39ï

Tah1<: 0.90.

Cro\S·tahu!atjon of th.; IDl.;rna! Hçglth Locys of Control Scores wjth thç Vgrighlç

W"d!v frt'lll!rncy of Hmnorema/ Sema! Acrivjrv in the Totgl popubtjon

Internai health locus of eontrol

Low Moderate High Row total

percent

None 3 18 26 47

16.7 14.8 17.8 16.4

• Less than one 5 30 42 77

27.8 24.6 28.8 26.9

1·3 ùmes 8 67 64 139

44.4 54.9 43.8 48.6

Four and more 2 7 14 23

ILl 5.7 9.6 8.0

•

Column tata!

percent

n=286. x2. df=6. p=.675

18

6.3

122

42.7

146

51.0

286

100.0



• 398

Table: D.91.

Cross-tabulation of the' !merna! Health LQcus of COol roi Sq'fl'S \Vjth

Parrjcjpqrion jn Recend}'e Anallnrrrcourçe wjrh One- rime Parmrrs Dur;"\! li

Tynjml Monrh DÛs Year in the Tmal PQpulatiQn

Internai health locus of control

Low Moder.ne High Row total

percent

Yes 3 18 27 48

• 17.6 15.1 18.6 l7.1

No 14 101 118 233

82.4 84.9 81.4 82.9

•

Column total

percent

n=281. x2. df=2. p=.753

l7

6.0

119

42.3

145

51.6

281

100.0



•
Tahh: 0.92.

Cross-tahulation of Intçrna! H~alth Lpçus of Contro) Seorç, with ths: Variahlç

ParticipaTion jn Receptive Anallnrercourse wiclz Qne.Timr Parrners Durjng a

TyriÇ{/1 Monrh Three Yearç Agr in the Total PopulatiQn

Interna! health locus of control

399

Low Moderate High Row total

percent

Yes 8 41 40 89

• 44.4 34.5 27.8 31.7

No 10 78 104 192

55.6 65.5 72.2 68.3

•

Column total

percent

n=281. x2. df=2. p=.248

18

6.4

119

42.3

144

51.2

281

100.0



•
Tabh: 0.93.

(ro~~-t;lb\lljltipnQf Imcrnjll HCjlltb 1.,,\\1' of ("me,,! :'\1'(,., \Vith th,' Vjlrijlbk

Recerri"e Ana! lnrerCQ/lrçe ""irlr One-Time ?armer, Durinç (/ T"rira! M"nrlr Vii"

Yeac in lhs; Ss:rQns:t;ativs; Popul;uipD

InternaI bealtb IQCUS of cQntro!

Low Moder.lle Higb RQw total

percent

Yes 2 10 16 28

• 18.2 11.9 13.6 13.1

No 9 74 102 185

81.8 88.1 86.4 86.9

•

Column total

percent

n=213,x2,df=2,p=.829

Il

5.2

84

39.4

118

55.4

213

100.0



•
Tahk 0.')4.

CCO'S-tilhubtion of Int<:rnill Hs;allh LoS;Y' of Control Seocs;' wjth ths: Variilhls:

Rearrit'e Anallnrercourse wirh a One- lime Pqrmer During a lmical Mcmh

This Year in th<: Ss;ropo,jtjvs; popylatjon

Ims:rnal hs:alth locus of control

401

Low Mods:r.llS: High Row total

percent

Yes 8 Il 20

16.7 22.9 40.7 29.4• No 5 27 16 48

83.3 77.1 59.3 70.6

•

Column total

percent

n=68. )(2. df=2. p=.239

6

8.8

35

51.5

27

39.7

68

100.0



•
Table 0.95.

Ce,,«-13hlllatjnn nf IDI<:rnal Hl'alth ! \'C'II< "f C"Dle,,! Sl"I'CI"< \\'ith th" Variilbk

RecepTive AnallnrrrcQurst' "drh Ont'. rime Parent',\' Pur;n l' li T\'pjcal,\'f<mrh

Three YP.lfS A{Jo in lbs: SçrQns;gative Pnpul;1tipn

Intt:rna! ht:alth lo,us of ,omml

Law Modt:r.ltt: High Row total

pt:r,t:nt

Yt:S 4 23 25 52

• 36.4 27.4 21.4 24.5

No 7 61 92 160

63.6 72.6 78.6 75.5

•

Column total

percent

n=212,x2,df=2,p=.400

Il

5.2

84

39.6

117

55.2

212

100.0



•
TahkD.%.

rc<,,'·tahy!a!joo of [Dl_ma! Hqllh Lo_y' of CODlro! Score, with the VgriqhlS;

8rcrnrh'( Anllllnrrrc(JlIr\'r wirh Qne-rime Parmrr'i Dur;n? a Tvp;ça! Monrh

TItrer Yran' A['0 jn th, Ss:rQpQ~jtivç PQpuf;ujQO

Intem:ù health locu~ of control

403

Low Moderate High Row total

percent

Ycs 4 18 15 37

• 57.1 51.4 55.6 53.6

No 3 17 12 32

42.9 48.6 44.4 46.4

•

Column total

percent

n=69. x2. df=2. p=.931

7

10.1

35

50.7

27

39.1

69

100.0



• -10-1

Tahlt: D.97.

Ccoss-t:lhulati"n "l" 100<,rnaJ Hs:alth Lo,us "l" C"mc,,1 S,po.'s wjth thl' Varjj;hk

ln,f\ertiw' Ana/InTercourse wirh Onr·rime Pqrrnrr\' DlIrjn? a T,'nira! iHonrh

TItree rrar,\' Agr in thk Seronecativc pppul;uioD

Intc:rnal hc:aIth locus of control

Low Modc:r.nc: High Row total

pc:rcc:nt

Yes 3 30 36 69

• 27.3 36.1 31.0 32.9

No 8 53 80 141

72.7 63.9 69.0 67.1

•

Column total

percc:nt

n=210, x2. df=2. p=.692

Il

5.2

83

39.5

116

55.2

210

100.0



•
Tahil: D.9!t

Ccoss-\;\hu!ation or InternaI Health Locus or Control Scors;s wilh IhS; Variah!s;

Insere;"" Anaflnrercolme w;rh One- lime Panner.. Dllr;nv cr Tvricaf MQnrh

Three Yrars Al'o in lhs; SS;roposjljvS; Populutjon

Internai health locus of control

405

Lc,w Moder.lle High Row tata!

percent

Ycs 4 20 16 40

• 57.1 57.1 59.3 58.0

No 3 15 Il 29

42.9 42.9 41.7 42.0

•

Column tata!

percent

n=69.x2.df=2.p=.985

7

10.1

35

50.7

27

39.1

69

100.0



•
Table D.99.

(ros,<-t:lbu!ati"n nr Ims:rnal Hçaltb L",us or ("mm! S''N''S \Vitb tbl' Yjlrjabk

Receprjl'e Anal !nrercourse I\';rh RereaT Parmers Dur;n? a T\"r;ml.Honch TIti'

Yegr in tbe Imal Population

Interna! healtb locus of control

Law Moderate Higb Row total

percent

Yes 4 35 35 74

22.2 29.4 24.1 26.2• No 14 84 110 208

77.8 70.6 75.9 73.8

•

Column total

percent

n=282, x2. df=2. p=.577

18

6.4

119

42.2

145

51.4

282

100.0



• 40ï

Taok D. HXl.

C(Qss-moy!gtion of Intt;rnal Hs;alth LoS;Ys of Control Score" with tos; Variable

Brem';\'(' Ana/lnrercollrye 11.';,h BeDefIT Pqrmerç PuriM {/ Tvr;CC1/ Mrnrh Th;s

Year jn tht; Semns;gatjvs: Populatjon

Internai health locus of control

Law Modt:rate High Row total

pt:rcent

Ye;:s 3 21 29 53

27.3 25.0 24.6 24.9• No 8 63 89 160

72.7 75.0 75.4 75.1

•

Column total

pt:rct:nt

n=213.x2.df=2.p=.980

Il

5.2

84

39.4

1I8

55.4

213

100.0



• -lOS

Tablt: D.1O 1.

Cross-tabulatjon of Ints;rnal HS;;)!th Lpcu' pf Contrpl S,'OI"l." \Vjth lh,' V;)rjahls;

Receptive Anal Intercourse ""jrh Rerrac Parmers During a Tyrical ,\fonrh Drj,"

Yeqr jn the S,'roposjtjvs; Popu!;ujpn

Internai health locus of control

Low Moder.lle High Row tota!

pcrçs;nt

Yes 1 14 6 21

• 14.3 40.0 22.2 30,4

No 6 21 21 48

85.7 60.0 77.8 69.6

•

Co1umn total

percent

n=69, x2, df=2, p=.198

7

10.1

35

50.7

27

39.1

69

100.0



•
Tahk 0.102.

Cross-tahulation of In1I;rnal H<:alth Locus of Control Scores with the Variable

ParTjcipation in Recentjve Anallnrercrurre wjrh Rereac Parrner" Durjng a

TypÎm{ Mrnrh Three Yeqr.\· Aça in ths; TOla! Popu!atjon

Internai heaIlhlocus of control

~09

Low Moder;lte High Row total

percent

Yes 8 48 52 108

• 44.4 40.7 35.9 38.4

No 10 70 93 173

55.6 59.3 64.1 61.6

•

Column total

percent

n=281. ,,2. df=2. p=.628

18

6.4

118

42.0

145

51.7

281

100.0



• ·no

Table 0.103.

(ro:s,<-tabulatinn "l'Interna! H.'ulth L".·u~ ,,1' (l'nte,,1 SçOCl'~ \Vith th.' Vuàubk

Recerril'e Ana/Intercourse "'ith Rmear farmers Dwinç q [mim/ .\Iomh TIm'r

Yrws Ago in the SeronegatiVe' Po,,;,j·.l1Îl.1Il

lnt<:rnal h<:alth locus of <:ontrol

Low Mod<:C'Jt<: High Row total

p.:rc<:Dl

Yes 4 31 35 70

• 36.4 36.9 29.7 32.9

No 7 53 83 143

63.6 63.1 70.3 67.1

•

Column total

percent

0=213. x2, df=2, p=.540

Il

5.2

84

39.4

118

55.4

213

100.0



• ·Hl

Tahl.: 0.105.

(rQss-tabula\jnn nr IDlçrnal H<:alth Locus or (oDlml SÇQrs:s wjth the Variable

Receptjve Ana/Intercourse wjrh Rerrat Parrners Durinv a Tvpical Mrnrh Threr

YrOn" A go jn the SçmpQsjtjvc popylatjon

Internai health locus of control

Low Moderatt: High Row total

perœnt

Yt:S 4 17 17 38

• 57.1 50.0 63.0 55.9

No 3 17 10 30

42.9 50.0 37.0 44.1

•

Column total

percent

n=68. x2. df=2. p=.597

7

10.3

34

50.0

27

39.7

68

100.0
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Table D.105.

(ÇQs,<-tabu!alinn ot" inlt'm;)! Hs:;)!th Lpcus pt" (oDlrp) S,-pn's \Vith th,' Yarjablç

lasere;", Ana/lnTercQurse \Virh Rereac Parmers Durjnl: Cl Tynjclll Monrlt V,is

Yrar in the Seronegative Populatjon

lnts:mal hs:alth locus of control

Law ModS:[".lts: High Row total

percs:nt

Yes 2 28 39 69

• 18.2 33.3 33.3 32.5

No 9 56 78 143

81.8 66.7 66.7 67.5

•

Column total

percent

n=212. x2. df=2. p=.580

Il

5.2

84

39.6

117

55.2

212

100.0



•
Tahi<: D.l ll6.

C'rnss-\;Ihuljlljpn of Imçrna! Hçalth Lnçus of Control Scorçs with thç Variahiç

lnyerejvf Anallnrrrcnurse "dm Rrrrat Parmers Durjng t1 Tynical Monrh Thjs

Year jn thç Sçroposjtjvç Popylatjon

internai health locus of control

413

Low Moder.lle High Row total

percent

Ycs 2 Il 7 20

• 28.6 31.4 25.9 29.0

No 5 24 20 49

71.4 68.6 74.1 71.0

•

Column total

percent

n=69. x2. df=2. p=.894

7

10.1

35

50.7

27

39.1

69

100.0
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Table 0.107.

Cmss-tabulation pt" !nts'mal Hl'alth Lpcus pt" CpDlro! SrpJ\'s \Vjth lhl' Varjgblr

{nserrj\'" Anal {n«'rCOurse w;rh Rereat Parmers Dur;nv cr T\'r;cal ,\ilonrh Thr""

Years Ago jn ths: Ss:rons:gativs: population

InternaI health locus of control

Low Moder,lle High Row total

percent

Yes 3 34 37 74

• 27.3 40.5 32.2 35.2

No 8 50 78 136

72.7 59.5 67.8 64.8

•

Column total

percent

n=21O, x2, df=2, p=.409

11

5.2

84

40.0

115

54.8

210

100.0
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Tahle D.IOX.

Cross-tabulatjon of Internai H.;alth LQCUS Qf C0ntrQI Seor.;s with th.; Variable

/n\"rr';Vr Anal lnrrrcolln"e ",,;rh Berrac Parrnrrs Dl/rjng (J Tvpica/ Monrh Threr

Yrqrs A {'O jn the SçmQQ~jtjVt; Populatjon

Internai health locus of control

LQW Moderate High Row total

percent

Yes 4 19 17 40

• 57.2 54.3 63.0 58.0

No 3 16 10 29

42.8 45.7 37.0 42.0

•

Column total

percent

n=69. x2. df=2. p=.789

7

10.1

35

50.7

27

39.1

69

100.0
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Tabk 0.109,

Cross-tabulation of tbs: Variabk Parricirarion in Rn"(f?Tj\'( Anl!/lnrt'rçours<, Il'jrlr

Q'Werime Parrner.,' Durinl) aTrnka! Mnnt;' Th;,' Yrar \Vith Sçr"...tatu ... jD Jh!"~

Tolal Population

Serostatus of subjeclS

Passive anal Positive Ncgaùvc Row total

percent

Yes 20 28 48

• 29.4 13.1 17.1

No 48 185 233

70.6 86.9 82.9

•

Co1umn total

percent

n=281. x2. df=l. p=.OO2

68

24.2

213

75.8

281

100.0
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Tablt: 0.110.

Çross-lilbylalÎon of lb<: Variahl<: P,miciparirn in Receptive Anq/lntercourse wirh

One-Time Pqrmery Puring CI Tvpica/ Mrnrh Three YeqrsAgr wjlb Seroslalys in

lbe TrIai Populaljon

SeroSlillUS of subjects

Passiv<: anal PosÎùve Negaùve Row total

percent

Yes 37 52 89

53.6 24.5 31.7• No 32 160 192

46.4 75.5 68.3

•

Column total

percenl

n=281. x2. df=1. p=.OOO

69

24.6

212

75.4

281

100.0
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Table D.lli.

çro~~-tabylatjonof tbe Variable PqrTiciparirn in Recerrirr Anallnrrrcourg wirh

Ol/e-Time ParTnerS Durin!' The PasT One Mrnrh wjth Sl'ro~t;Jl\l~ jn thl' T"tj\\

populatjelQ

Serostatus of subjects

Receptive anal Posiùve Ncgaùvc Row total

percent

Not applicable 3 97 129

4.8 56.4 54.9

Zero 21 64 85

• 33.3 37.2 36.2

1 5 8 13

7.9 4.7 5.5

2 1 3 4

1.6 1.7 1.7

3-4 3 3

4.8 1.3

5-9 1 1

1.6 0.4

Column total 63 172 235

percent 26.8 73.2 100.0

n=235,x2,df=5,p=.031

•
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Tabl.: D.112.

Cross-tabulation or tb.: Varigbh: P,mjciparjrn jn lnserrjve AnallnrerCQur« wjrh

Ont'·Time Pqrrnrr\" Durin;) a ['t'pical Monrh Vzir Year wjth SçrQstatus in ths:

Tolôll Populgtjon

S.:roslatus of subj.:ClS

AClive anal Posilive Negative Row lotal

percent

Ycs 21 49 70

• 30.4 23.2 25.0

No 48 162 210

69.6 76.8 75.0

•

Column total

percent

n=280. x2. df=1. p=.230

69

24.6

211

75.4

280

100.0
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Tab1<: D.113.

çro~s-tabulation of tbs: Variabk Parrjcinarjrn jn !nserrj}"( dnallnc(rcolm'" \l'jcl!

One·Time Parmers Dur;nr a lypical Monrh Therf Yracs A\'0 wjtb Sl~r('lstat\l~ in

tbs: Total Popu!atjon

SeroSlalUS of subjects

Acùve anal Posilive Negaüve Row lotal

perccnl

Yes 40 69 109

• 58.0 32.9 39.1

No 29 141 170

42.0 67.1 60.9

•

Co1umn tolai

percent

n=279. x2. df=l. p=.OOO

69

24.7

210

75.3

279

100.0
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Tahle D.114.

Cross-tahulation of th.; Vjldahl.; Acriye Anal Intercourse ....;rh One-rime Parmers

Durim· [he Pau One Monrh wjth Serosm!us in the Tom! Populjltjon

Serostatus of subjeclS

Posiùve Negaùve Row total

percent

Not applicable 32 97 129

53.3 55.4 54.9

Zero 22 53 75

• 36.7 30.4 31.9

3 15 18

5.0 8.6 7.7

2 3 5 8

5.0 2.8 3.4

3·4 5 5

2.8 2.1

Colurnn total 60 175 235

percent 25.5 74.5 100.0

n=235,x2,df=4,p=.453

•



•
Table 0.115.

Cross-tabulation of thl' Variable Pqrrjcirarjrn jn R(arrjl'( dnailnrt"crur,\'( wjrh

Reprac farmas During a TypjCCli Mrnrh Thjç Yt'Qr wjth Sl'rpSlalUS in the Total

Population

Serostatus of subjects

Passive anal Positive Negaùv.: Row total

percent

Yes 21 53 74

• 30.4 24.9 26.2

No 48 160 208

69.6 75.1 73.8

•

Column total

percent

n=282, x2. dl'=1. p=.362

69

24.5

213

75.5

282

100.0
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Tabh: 0.116.

Cross-tabylatjon or tbs: Variahis: PqrricjnClTion ;n Recenrit'e dnallncercourre w;rh

RepeClT Pclrtners Puring a [yp;ml Monrh Three Yeors Ago with SeroHatus in the

Total Popylation

SerostalUs of subjeclS

Passivc anal Posiùvc Negaùve Row total

percent

Yes 38 70 108

• 55.9 32.9 38.4

No 30 143 173

44.1 67.1 61.6

•

Column total

percent

n=281. x2. df=l. p=.OOl

68

24.2

213

75.8

281

100.0



•
Tabk 0.117.

CrQs,<-lahulaljQO QI' lhs: Variablt' ParricÎ&wrion in {nsmi"r dna{{nrrrCOursr "'iclr

Berrac Parme'-" DlIriM a Typica{ Monrlr Tlris Yrar \Vith St'rpstatll' in lh.' L'tal

PQPu);ujQn

S.:rOSlaIUS of subjeclS

Acùv.: anal Positiv.: Negative Row IOlal

p.:rccot

Yes 20 69 89

• 29.0 32.5 31.7

No 49 143 192

71.0 67.5 68.3

•

Co1umn total

percent

n=281. x2, df=l, p=.581

69

24.6

212

75.4

281

100.0
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Tablt: 0.118.

Cros'-taby!atinn of tbe VadabJs: Pqrticiparion in [merrive Anal /nrerCQl/rse with

Repear Pqrrnm' Dl/ring a [ypical Month [hree YeC/Ts ArQ wjtb Sçrostatys jn tbç

Tota! Populatjon

Serostatus of subjeclS

Active anal Posiùve Negaùve Row total

percent

Yes 40 74 114

• 58.0 35.2 40.9

No 29 136 165

42.0 64.8 59.1

•

Column total

percent

n=279. x2. df=l. p=.OOI

69

24.7

210

75.3

279

100.0
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Table D.119.

CrosNahu)a1ion of ths: Ints:rnal Hl'alth Locus of Control Sco[t's wjth lh.; Variahk

Condom Usage Dvr;ng Reçerr;ve Anallnrerœ/lrg w;th One- rime Pormas

Dvr;ng the Past One Month in ths: Total Populatipn

Internai heallll locus of control

Low Moderate High Row total

percent

Not applicable 17 112 128 257

• 94.4 92.6 89.5 91.1

Never 6 5 Il

5.0 3.5 3.9

Once 1 5 6

0.8 3.5 2.1

Twice or more 1 2 5 8

5.6 1.6 3.5 2.8

•

Column total

percent

n=282,x2.df=6.p=.532

18

6.4

121

42.9

143

50.7

282

100.0



•
Table: D.120.

Cross-tabulation of Inte:mal Health Locus of COntTO! Scale Scores wjth the

Variablt: Condom Usage During Recrrrive Anallnrerœurre wirh One-Timp

Pwmerr During rhe ?CW One Monrh in the: Seronegative Population

Inte:mal he:alth locus of control

42ï

Low Mode:rate: High Row total

pc:rce:nt

Not applicable: 10 80 108 198

• 90.9 94.1 92.3 93.0

Ne:ve:r 4 5 9

4.7 4.3 4.2

Once 1 3 4

1.2 2.6 1.9

Twice or more 1 1 2

9.1 0.8 0.9

•

Column total

pc:rcent

n=213,x2,df=6,p=.131

11

5.2

85

39.9

117

54.9

213

100.0



• 428

Table D.l21.

Cross-13bulatjon of Interna! Hea!th Locus of Control Seale SCO!):s wj(h the

Variable Condom U.o~e D/lrjn~ RecerÙve Anollnwcrwse I\'jrh On(-Tjm(

formers D/lrjng rhe Pase On( Mrnrh jn (hl' Seroposjtive Pppulatjon

internai health locus of control

Low Moderate High Row total

perccnt

Not applicable 7 32 20 59

100.0 88.8 76.9 85.5• Never 2 2

5.6 2.9

Once 2 2

7.7 2.9

Twice or more 2 4 6

5.6 15.4 8.7

•

Column total

percent

n=69,x2,df=6,p=.243

7

10.1

36

52.2

26

37.7

69

100.0



•
Table D.122

Cross-t:!bylatjon of the Interna! Hs;a!th Locys of Contro! Scores wjth Condom

Vral'e Dw;ng lnsrrr;ve Anal [nrercourse w;th One·Time Pqrm"rs Dur;ng the

PasT One Mnnth jn the Total Populatjon

Internal health locus of control

429

Law Moderate High Row total

percent

Not applicable 16 103 119 238

• 88.9 85.1 84.1 85.0

Never 9 10 19

7.4 7.1 6.8

Once 1 6 9 16

5.55 5.0 6.4 5.7

Twice or more 1 3 3 7

5.55 2.5 2.1 2.5

•

Column total

percent

n=280.x2.df=6.p=.886

18

6.4

121

43.2

141

50.4

280

100.0
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Tabk D.123.

Cro5.<-tabulatjon of Interna) Healtb Locys of (ontm! Scm's wjlb Condom Usage

During lnsmiye Anallnrercourse with One-Time pqrmers Durim' th( Past On(

Month in tbe Seronegative popylation

Internai heaith locus of control

Condom usage Low Moder.ltc High Row lotal

percent

Not applicable 10 72 99 181

• 90.9 84.7 86.8 86.2

Never 7 8 15

8.2 7.0 7.1

Once 1 5 5 II

9.1 5.9 4.4 5.2

Twice or more 1 2 3

1.2 1.8 1.4

•

CoIumn total

percent

n=210.x2.df=6,p=.937

11

5.2

85

40.5

114

54.3

210

100.0
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Tahle 0.124.

Cross-t;lbybtioo of InternaI Hs:alth Locys of COOlro! Scores wjth Condom Usage

During lnrerrive AnqllnrrrÇQurse with One-lime ?amers During the Past One

Monery in the St.·ropn~itjvt: PonyJatjon

Internai hea.lth locus of control

Condom usage Low Moderate High Row total

percent

Not applicable 6 31 20 57

85.7 86.1 84.1 81.4• Never 2 2 4

5.55 7.4 5.7

Once 1 4 5

2.8 14.8 7.1

Twice or more 1 2 1 4

14.3 5.55 3.7 5.7

•

Column total

percent

n=70.x2.df=6.p=.467

7

10.0

36

51.4

27

38.6

70

100.0



• 432

Table D.125.

Cros,<-13buJatjon of the VaèabJe Partjciparjon jn Recemjrr Anal ln ((rCOl/rg wjrh

One-Time Parrners Dl/rjng rhe Past One Mrnrh with Serostatus in the T"lal

Population

SerOS13!Us of subjeclS

Posiùve Negaùve Row IOta!

percent

Not applicable 59 198 257

• 85.5 93.0 91.1

Never 2 9 11

2.9 4.2 3.9

Once 2 4 6

2.9 1.9 2.1

Twice or more 6 2 8

8.7 0.9 2.8

•

Column total

percent

n=282,x2,df=3,p=.OO8

69

24.5

213

75.5

282

100.0



• 433

Tab1<: D.126.

C,oss-l;lbulatÎon of the Variahle Condom Usage During lnsertive Anal

InrerCQurg wiTh One-Time Panners During The Past One Monrh with Serostatus

in the Tol;l! Popu!ation

Serostatus of subjects

Positive Negative Row total

percent

Not applicable 57 181 238

• 81.4 86.2 85.0

Never 4 15 19

5.7 7.2 6.8

Once 5 11 16

7.2 5.2 5.7

Twiceormore 4 3 7

5.7 lA 2.5

•

Colomn total

percent

n=280. x2. di=3. p=.213

70

25.0

210

75.0

280

100.0



•
Table D.127.

CrQ«-tabulation of th~ Intt'mal Ht'alth locu< of C"ntrol Sq)rt;< wjth thl' VariabIL'

Condom Usage Dur;ng Becerrive Anqllnrerc"ursr w;ch Bereac l'armer Dur;M

che Pase One Monch in the Total Popylation

Internai health locus of control

low Moderatc High Row total

percent

Not applicable 15 89 122 226

• 88.2 74.8 84.7 8<'.7

Never 16 9 25

13.5 6.2 8.9

Once 1 3 8 12

5.9 2.5 5.6 4.3

Twice or more 1 11 5 17

5.9 9.2 3.5 6.1

•

Column total

percent

n=280,~.2,df=6.p=.077

17

6.1

119

42.5

144

51.4

280

100.0
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Table D.128.

Cross-tabylation of Internai Hs;altb Locus of Control Sqls: Scores witb tbs:

Varjahls; Condom Usage During Receptive Ana/Intercourse wirh Revear Pormerç

During rhe Pose One Monrh in lbs; Ss:ronegaljve popylation

InternaI health locus of control

Low Moderate High Row total

percent

Not applicable 8 64 98 170

• 80.0 77.1 83.8 81.0

Never 11 9 20

13.3 7.7 9.5

Once 1 2 6 9

10.0 2.4 5.1 4.3

Twice or more 1 6 4 11

10.0 7.2 3.4 5.2

•

Column total

percent

n=210.x2,df=6.p=.393

10

4.8

83

39.5

117

55.7

210

100.0
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Table D.129.

Cross-tabulatipn pfJms:mal Hs:altb Lpcus ,,1' C"mm! Sc'OI\'S \Vitb C"ndom Ul"QI'f

During RecePTive AnallnrercQurse .....;rh Reprat l'armer.': Durin,' [he pas' One

Monrh in tbs: $s:rpppsiIivs: Pppulatipn

Inœmal bealtb locus of control

Low Moder,lIe Higb Row total

percent

Not applicable 7 25 24 56

100.0 69.4 88.9 80.0• Never 5 5

13.9 7.1

Once 1 2 3

2.8 7.4 4.3

Twice or more 5 1 6

13.9 3.7 8.6

•

Column total

percent

n=70. x2. df=6. p=.l48

7

10.0

36

51.4

27

38.6

70

100.0
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Tahk: D.130.

Cross-tahy!aljQn of the Variahle Condom Uw~e Durjn~ Receprjve Anal

lnrrrcowye wjch Brpear Purwrr< Dwjn~ che PaST One Monch wjth Serostatys in

the TOIa! Popylatjon

Serostatus of subjects

Positive Negaüve Row total

percent

Not applicable 56 170 226

• 80.0 81.0 80.7

Never 5 20 25

7.1 9.5 8.9

Once 3 9 12

4.3 4.3 4.3

Twice or more 6 11 17

8.6 5.2 6.1

•

Co1umn total

percent

n=280. x2. df=3. p=.729

70

25.0

210

75.0

280

100.0
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Table 0.131.

Cross-ljlbu)ation of the Internai Health Locus of Control Scores wjth Th<' Variable­

Condom Usqge Durjng ,"s,cà"e AnqllnrerÇQur'\"~\~';rh Rerrac Parm$'n' DlIr;nl'

rhe Pan One MQnrh in the Total SlUdy population

Internai health locus of control

Low Moder.ne High R"w total

percent

NOl applicable 16 91 114 221

• 88.9 75.8 81.4 79.5

Never 1 15 19 35

5.55 12.5 13.6 12.6

Once 9 3 12

7.5 2.1 4.3

Twice nr more 1 5 4 10

5.55 4.2 2.9 3.6

•

Column total

percent

n=278, x2. df=6. p=.328

18

6.5

120

43.2

140

50.4

278

100.0
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Tahle 0.132.

Cmss.t;IhyJatjon or Imcrna! Hs;alth Locys or (omm! Scores wjtb Cgndom UsqU

Durjng Insrrrjvr Ana/inTercourse wjrh Berrac Pqrmers Durjng che Pasr One

Mrnrh in tbs; Scrons;galivs; popylatjon

Internai healtb locus of control

Condom usage Low Moderate High Row total

percent

Not applicable 9 63 91 163

• 81.8 75.0 80.5 78.4

Never 1 11 17 29

9.1 13.1 15.0 13.9

Once 8 2 10

9.5 1.8 4.8

Twiceormore 1 2 3 6

9.9 2.4 2.7 2.9

•

Column total

percent

n=208. x2. df=6. p=.192

11

5.3

84

40.4

113

54.3

208

100.0



•
Table 0.133.

C[Qss-tahul;ujnn of Ints:ma) He'alth Lol'llS nf Control SeNe'. \\'ith (ondom {l,W/I'"

Durjng 'n,t;errive Anq1lnrrrcQursr wjrh Berrac Parrotr.\' DUTint' (hr Pase Ont'

MQnrh in the Seropositive Population

Interna! health locus of control

Condom usage Low Moder,lle High Row total

percent

Not applicable 7 28 23 58

• 100.0 77.8 85.2 82.9

Ncver 4 2 6

lU 7.4 8.6

Once 1 1 2

2.8 3.7 2.9

Twice or more 3 1 4

8.3 3.7 5.7

Column total 7 36 27 70

percent 10.0 51.4 38.6 100.0

n=70,x1,df=6,p=.859

•
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Table 0.134.

Crnss-t;lbylatjon of the Vaàabls: Condom Usage During lmerrive Anal

fnTerC{l/Ir<e \ViTh Rerear Pwwers Dwing che ParT One Monch with Semstatus in

lh.; Total Population

SerostalUs of subjeclS

Positive Negative Row total

percent

Not applicable 58 163 221

82.8 78.4 79.5• Never 6 29 35

8.6 13.9 12.6

Once 2 10 12

2.9 4.8 4.3

Twiceormore 4 6 10

5.7 2.9 3.6

•

Column total

percent

- - -_.-"

n=278;x::r. df=3. p=.398

70

25.2

208

74.8

278

100.0



•
Table 0.135.

Cros,H1bul31ion of the Variable Changes in Condom Usage Qurjnr Recercj""

Anal TnC/'rCQ/me wjrh One-Time Parmer.. Qurjng a Tvrjcal Mrnrh Thjs Year as

CQmrared wjrh a Tyrjcal Monrh Three Years A go with Serpstatus in thl' Iotal

Population

SeroS!alUs of subjects

Changes in Positive Negative Row total

condom usage percent

• Not applicable 52 192 244

76.5 92.4 88.4

Oecreascd 1 3 4

1.5 1.4 1.4

Saroe 2 5 7

2.9 2.4 2.5

Increascd 13 8 21

19.1 3.8 7.6

•

Column total

percent

n=276, x2. df=3. p=.ool

68

24.6

208

75.4

276

100.0
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Tabh: D.136.

Cross-tabylatiQn QI' lnts;rnaJ Health Locys QfCQDlrQ! Scores wjth the Variahle

Changes in Condom Usage During Recenrive Anqllnrercourse wirh One-Time

Pqrrners This Year as Compaml wirh Three Yeqrs Agr in the Seronegative

PQPy!aljQn

internai health locus of control

443

Law Moderate High Row total

percent

• Not applicable 8 78 106 192

80.0 94.0 92.2 92.3

Decreased 3 3

2.6 1.4

Saroe 3 2 5

3.6 1.7 2.4

Increased 2 2 4 8

20.0 2.4 3.5 3.8

•

Column total

percent

n=208,x2,df=6.p=.093

10

4.8

83

3').9

115

55.3

208

100.0
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Table D.137

Cross-tabylation of Interna! Ht'alth Locys or Control SlWl'S with thl' Vjlrjjlrk'

Changr~ in Condom lIsape Dur;ng Recrnrh'e Anal ln rrrcou rs( ",;rit Qne~Tjme

Parmers This rrar as Crmnqred wjrh Threr Yron' AL'O in ,hl' Sl"rpppsitjvl"

Population

Internai health locus of control

Low Moder.lle High Row total

percent

• Not applicable 6 29 17 52

100.0 80.5 65.4 76.5

Decreased 1

2.8 1.5

Same 1 1 2

2.8 3.8 2.9

Increa.<ed 5 8 13

13.9 30.8 19.1

•

Column total

percent

n=68.x2,df=6.p=.472

6

8.8

36

52.9

26

38.2

68

100.0



•
Tahh.: 0.138.

Cross-tabulatjon of (m,ma! HÇilith Locys of Comrol Scores wjtb the Vilriilblç

ChqnVf\" jn Condnm l/wgr Durjng {"serriye AnallniercQur5e wirh One-Time

former\, in tht' Sçronçg;ujvç population

Ints:mal hs:allh locus of control

445

Low Mods:rats: High Row total

percent

Not applicabls: 9 69 93 171

• 90.0 84.1 83.0 83.8

Oecreased 1 2 3

1.2 1.8 1.5

Same 4 2 6

4.9 1.8 2.9

riic~J 1 8 15 24

10.0 9.8 13.4 11.8

Column total

percent

n=204. x2. df=6. p=.843

10

4.9

82

40.2

112

54.9

204

100.0



•
Table D.139.

Cro<s-t;Ihul3tjon of InternaI Healtb Locus of Control Seors.·s \Vjth the Vaàab!L'

Changer;n Crnclrm Usage Dlv;n lnsm;ve Ana1lnrrra>urse w;rh Qn(-T;m(

narrner5 jn the SçrQPQsjtjVt" popylation

Internai healtb locus of control

Low Moderate High Row tot~1

ttCrCcnl

Not applicable 4 28 18 50

66.7 77.8 72.0 74.6• Decreased

2.8 1.5

Saroe 3 1 ..
8.3 4.0 6.0

Increased 2 4 6 12

33.3 11.1 24.0 17.9

•

Column total

percent

n=67. x2. df=6. p=.665

6

9.0

36

53.7

25

37.3

67

100.0
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Table D.140.

Crnss-t:lbulatjon of tbs; Internai HI'altb I.OCUS of Control Scores wjth Variable

Changes in Condom Usage During Recemive Anal lnrercowse wirh Repear

Pqrmers During a T~ical Monrh This Yeqr as Compareel wirh a Typical Monrh

ThW' Yeqrs Agr in tbs; Total Population

InternaI health locus of control

Changes in Low Moderare High Row total

condom usage percent

Not applicable 14 90 121 225• 8204 77.6 85.8 82.1

Decreascd 5 2 7

4.3 lA 2.6

Same 6 11 17

5.2 7.8 6.2

Increass:d 3 15 7 25

17.6 12.9 5.0 9.1

•

Coil!mn total

percent

n=274. :.2. df=6. p=.096

17

6.2

116

42.3

141

51.5

274

100.0



•
Table 0.141.

Cross-tabulation of Internai HeaJtb Locus of Cootroi Sçals: Scores wjtb tbe

Variable Change,. in Condom Usage During fnserrjl'e Ana/Intercourse \\'jrh

Repear Parrners jn tbe Seronegatjve population

Internai bealtb locus of control

Condom used Low ModerJ.te Higb Row total

percent

Not applicable 9 63 88 160

• 81.8 78.8 81.5 80.4

Saroe 7 8 15

8.7 7.4 7.5

Increased 2 10 12 24

18.2 12.5 lU 12.1

•

Column total

percent

n=I99, x2, df=4, p=.832

11

5.5

80

40.2

108

54.3

199

100.0



•
Tahh: 0.142.

Cross-tabulatjon 01" Im<:ma! Hçalth Locys 01" (omm! $cah; Scores wjtb tbe

Variablç Chqnw jn Condom U<qge Durjng lnsenjve AnqllnrerçQurse wjrh

Bereac Pwwers in lbs; Seroposjtjvs; popylation

Internai health locus 01 ç~ntrol

449

Low ModerJ.te High Row total

percent

Not applicable 5 26 20 51

71.4 74.3 83.3 77.3• Oecreased 1 1

2.85 1.5

Same 1 1 1 3

14.3 2.85 4.2 4.5

Increased 1 7 3 11

14.3 20.0 12.5 16.7

•

Column total

percent

n=66. x2. df=6. p=.775

7

10.6

35

53.0

24

36.4

66

100.0
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Table D.143.

(CQss-13bu!atjpn of tbs: !ntçrna! Hl'altb Locus of (ontm! SCofl.'S witb tbl' V;)tiabk

ReW'Ùve Anal Inrercourse wjthoul Condoms "';rh One-rjme Pormer D/lrjnr rh"

Pasc One Mrnch in tbs: Total Population

Internai bealtb locus of control

Low Moderate High Row total

percent

Not applicable 17 112 128 257

• 94.4 92.6 90.8 91.8

Never 7 9 16

5.8 6.4 5.7

Once 1 2 4 7

5.6 1.6 2.8 2.5

•

Column total

percent

n=280,x2,df=4,p=.688

18

6.4

121

43.2

141

50.4

280

100.0
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Tahle: D.I44.

Cross-t:Ihulatjoo of Int.;rna\ Health Locus of Control Scores wjlh the Variable

RecepTive Anal {nrerq>yrse without Condoms wirh One-rime Pwmerr During che

fcm One Mrnrh io th.; S.;roo.;gatjve Popylatjoo

Internai health locus of control

Low Modc:ratc: High Row total

pc:rcent

Not applicable 10 80 108 198

• 90.9 94.1 93.1 93.4

Never 4 5 9

4.7 4.3 4.2

Once 1 1 3 5

9.1 1.2 2.6 2.4

•

Column total

pc:rcent

n=212. x2. df=4. p=.530

11

5.2

85

40.1

116

54.7

212

100.0



•
Table D.145.

Cro~$-(;lbu!atjon of Interna! Hs;:Jlth Locus of Conte"l Sç"rs:s \Vith thL' Variable­

RecenTjve AnallnTercourse withQyt Condoms wjrJr One.rime former", Durinl' chf

fase One Mrnrh jn the Ss:ropositjvs: population

Internai health locus of control

Law Moderate High Row total

perccnt

Not applicable 7 32 20 59

• 100.0 88.9 80.0 86.8

Never 3 4 7

8.3 16.0 10.3

Once 1 1 2

2.8 4.0 2.9

Column total 7 36 25 68

percent 10.3 52.9 36.8 100.0

n=68. x2. df=4, p=.691

• --



• 453

Table D.146.

Cross-Jabulatjpn QI' Ints;rnaJ Hs;alth LQCUS QI' Control SCQres wjtb tbs: Variabls:

lnrerr;ve Anallnrercowse ",j'hou' Condoms >virh One-Time Partners Dur;n? rhe

Pau One Mrnrh in tbs; Seronegatjve PQpulatjQn

Internai beaJth locus of control

Low Moderate High Row total

percent

Not applicable 10 72 99 181

90.9 84.7 87.5 86.6

• Never 1 9 9 19

9.1 10.6 8.0 9.1

Once 2 3 5

2.3 2.7 2.4

Twice 1 1 2

1.2 0.9 l.0

3-4 1 1 2

l.2 0.9 l.0

Colurnn total 11 85 113 209

percent 5.3 40.7 54.1 100.0

n=209. x2. df=8. p=.998

•



•
TableD.I~7.

Cross-tabulation of Interna! H,'alth Loeus of Contr,,1 SC"rt'S \Vith th,' Varjabk

lmer,;\'e AnallnrercQlme wjthQut Crndmns w;rh One-Tiro" Parmm' PuriM eh"

Pase One Mrnrh jn the Seropositive Population

Internai health locus of control

Low Moder,ne High Row total

percent

Not applicable 6 31 20 57

85.7 86.1 80.0 83.8• Never 1 5 4 10

14.3 13.9 16.0 14.7

Once 1 1

4.0 1.5

•

Column total

percent

n=68, x2, df=4, p=.766

7

10.3

36

52.9

25

36.8

68

100.0
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Table 0.148

Cross-tabulation of Internai Health Locys of Contro! Scores wjth the Variable

Recepe;ve Anal Intercourre withQut Condoms wjth Repent Pqrmers Dur;"? the

Pc/s/ One Month in the Seronegative Populatjon

Internai health locus of control

Low Moderate High Row total

percent

No: applicable 8 64 98 170

• 80.0 77.1 83.8 81.0

Never 15 Il 26

18.1 9.4 12.4

Once 2 2 4

2.4 1.7 1.9

Twice or more 2 2 6 10

20.0 2.4 5.1 4.8

•

Column total

percent

n=2!O. x2. df=6. p=.098

10

4.8

II7

55.7

210

100.0
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Table D.149.

Ç[Qs,<-lilhuJaljon of lbs: Variabls: R"c"pri"" dnqllnracQlICS" wirhout Condom,'

\Virh One-Tiro" Parmers Dl/rin\' rhe PasT Ont' Monrh wilb S<:rI"laIIlS in lbs; T"la!

Population

Serosliltus of subjects

Positive Negaùvs: Row total

pcrcs:nt

Not applicable 59 198 257

• 86.8 93.4 91.8

Never 7 9 16

10.3 4.2 5.7

Once 2 5 7

2.9 2.4 2.5

•

Co1umn total

percent

n=280,x2,df=2,p=.I64

68

24.3

212

75.7

280

100.0
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Tahk D.150.

Crn"-lahyiatipn of Internai Health Locus of C0ntro) Scores wjth the Variahls:

Becertjvr Anallnrrrcrrme wjthQut Condoms wjm Rerem Parwers Durjng rhe

Pasr One M,mm in the Seropositive Popu)atjon

Internai heallh locus of control

Low Mods;rats; High Row total

ps;rcs;m

Not applicabls; 7 25 24 56

• 100.0 69.4 88.9 80.0

Never 8 3 11

2.2 lU 15.7

Ones; 1 1

2.8 1.4

Twics; or mors; 2 2

5.6 2.9

•

Column total

ps;rcs;nt

n=70.x2.df=6.p=.381

":;;;. -: >

7

10.0

36

51.4

27

38.6

70

100.0
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Table 0.151.

(ross-taby)atj"n of lmt:mal Ht:alth l.,).·us of ("mr,,1 Snws \Vjth thl' Varjjlbk

lnsrrri\'e Anallnrerœurse ....ithout Condoms ",jril Bereac Panner [?wj,!~ ril" Pclsr

One l\1rnrh in thç S>ron~g;uiv>~ Populatjon

Int~mal h~altb locus of control

Low Mod~rJ.t~ High Row total

percent

Not applicable 9 63 91 163

• 90.0 75.0 79.0 78.4

Never 15 9 24

17.8 7.9 11.5

Once 2 5 7

2.4 4.4 3.4

Twice or more 1 4 9 14

10.0 4.8 7.9 6.7

•

Column total

percent

n=208, x2. df=6 p=.277

10

4.8

84

40.4

114

54.8

208

lCXJ.O



•
Tahk 0.152.

Crn"-tahu!aljnn nI' Int,rna! H,a!th [,n,us nI' Contro! S,or,s with ths; Variahk

!n"trTh'r Anal Inrrrcour\'e withQut Cnndom.\· \.\.·jrh ReperlT Parmen' Durinr rhr

PaH nnr Monrh in IhS; Ss;ropnsjtivç populatjon

Internai health locus of control

..59

Low Moder.l!<: High Row total

percent

Not applieabIe 7 28 23 58

aXI.O 77.8 85.2 82.9

.':'-Jcvcr 8 4 12

22.2 14.8 17.1

•

Column total

percent

n=70. x2. df=2. p=.332

7

10.0

36

51.4

27

38.6

70

100.0



•
Tahk 0.153.

Crnss-J3hubtinn nf Inh.~rn)ll Hl\llth Lpcus pl' Cpntn)1 Scnrçs \Vith thl~ Varii.lblç

Chant'p,\" jn RrCt:pri\'t" Ana/Intercourse without Condoms \t't'th Ont'- Tjmf Partllt'r.,\

Thj'\ Year a~ Comnare" wjrh Thrrf Yrar,\" Ago in {hl· SL·rpnl·gatj\,ç PppU!;Hipn

int.:mal h.:alth locus of control

Low Mod.:r.ll': High Rl'W IlHal

p.:rc.:nl

Not applicabl<: 8 78 106 ln

80.0 94.0 95.5 l)·U

Decreased 2 3 2 7

20.0 3.6 1.8 3.4

SaIne 2 2 4

2.4 1.8 2.0

Increased

0.9 0.5

•

Column total

percent

n=204,x2,df=6,p=.115

10

4.9

83

40.7

III

54.4

204

100.0
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Tab1<: 0.154.

Cross-tabyb:jon of InternaI Health Locys of Control Scores wjtb tbe Variable

Chanl'ry in Recerrive Anallnrercrurre wjthQut Conclomr \Vith One-Time Parmers

Thir Yeqr ur Crmparecl \Vith Three Yeqrr A go in tbs: Seroposjtive Population

Internai health locus of control

Law Moderate High Row talai

percent

Not applicabl..: 6 29 17 52

85.7 82.9 73.9 80.0• Oecreased 1 5 6 12

14.3 14.3 26.1 18.5

Sam..: 1

2.8 1.5

•

Column total

percent

n=65.x2.df=4.p=.708

-,
10.8

35

53.8

23

35.4

65

100.0



•
Table D.155.

Cross-tabulatjon of Interna! Health Locus of Control SeNe'S wjlh the Variabls:

Changes in Recrrrj\'e Anal [nrerCQurse without Crne/rms ",jeh Reveut fwmer,\'

This Year as Compqrrd wjrh Three Yrarli Agn jn tb, {\1'·rQDt";:;u1\'l' Pnpul;njpn

internai health locus of control

Law Moder.lte High Rowtowl

percent

Not applicable 8 67 99 174

72.7 0 .... .., - 86.1 84.1<J.o:.. ,

• Decreased 3 11 5 19

27.3 13.6 4.4 9.2

Saroe 2 9 11

2.5 7.8 5.3

Increased 1 2 3

1.2 1.7 1.4

•

Column total

percent

n=66.x2.df=4.p=.150

Il

5.3

81

39.1

115

55.6

207

100.0
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Tahi<: D.156.

Cross-tabuJaljnn of lnts:rnal Hs:alth Locus o(Control Scores ",ith the Variable

Changer in Receptive Ana/lnTerÇQurse wjthout Condoms with Bereac Parmers

This Year as Comrared wirh Three Yeqrs Ago in the Seropositive Population

Internai health locus of control

Law Mods:rats: High Row total

ps:rcs:nt

Not applicabls: 6 23 23 52

• 100.0 67.6 88.5 "18.8

Ds:creass:d 7 3 10

20.6 11.5 15.2

Saroe 4 4

11.8 6.1

•

Column total

ps:rcs:nt

n=66. x2. df=4. p=.150

6

9.1

34

51.5

26

39.4

66

100.0



•
Table D.157.

CCOss-t:!bulatjon of' :s;rnal Health Locus of Contrpl SCPCl.'S wjth thl' Vaàabk

N/lmber atOne-Time Parmer,ç PuriM 1he Pas1 One Mrnrh in ths; St'rnnt'gatjw

Population

internai health locus of control

Law Moder.lIe High Row!Otal

percent

One-ÙIne 2 14 16 32

• 25.0 31.1 25.0 27.4

2-3 2 14 24 40

25.0 31.1 37.5 34.2

4-9 4 15 18 37

50.0 33.3 28.1 31.6

10 or more 2 6 8

4.4 9.4 6.8

•

Colurnn total

percent

n=117. x2. df=6. p=.734

8

6.8

45

38.5

64

54.7

117

100.0
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Tahle D.158.

CrQ~s-tabylation Qf Intt;rnal Healtb LQeys nf CQntrol SCQres wjtt. the Variable

Mtmber ofOne-Time Pqrmers During the Pase One Mrnth in the Seropositjve

popylation

Internai health locus of control

Low Moderate High Row total

percent

Om:-tirne 5 3 8

• 29.4 16.7 2Ll

2-3 6 8 14

35.3 44.4 36.8

4-9 3 5 5 13

100.0 29.4 27.8 34.2

10 or more 1 2 3

5.9 ILl 7.9

•

Colurnn total

percent

n=38. x2. df=6. p=.282

3

7.9

17

44.7

18

47.4

38

100.0
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Tabk D.159.

CrosHahu!atjon of 100e'ma! Health Locus of C"ntTol Seo[l's with the' Re'~T"ur<:d

Variahls: Nllmber "fOne-rime Pormer" Dllrjng The PasT One Mont" in the

Ss:rons:gatjve Population

internai healtb locus of control

Ons:-ùme partners Low ModerJte High Row total

percent

1 2 14 16 32

25.0 31.1 25.0 27.4• >1 6 31 48 85

75.0 68.9 ïS.O 72.6

•

Column total

percent

n=117, x2, df=2, p=.771

8

6.8

45

38.5

64

47.4

117

100.0
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Tabh: D.160.

Cross-lilbu!atjon of Interna) Healtb Locu< of Contro) Scors;s witb tbS; Rs;grouped

Variabls;Mmber atOne-rime Parmm During che PaS' One Manth in the

Ss;ropositjve Popylatjon

Internai health locus of control

One-ùme partners Low Moderate High Row total

percent

1 5 3 8

• 29.4 16.7 21.1

>1 3 12 15 30

100.0 70.6 83.3 78.9

•

Column total

percent

n=38. x2. df=2. p=.423

3

7.9

17

44.7

18

47.4

38

100.0
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Table D.161.

Cross-tabulation of Interna! Health Locus of Contro! Scorçs wjth thç Variabk Any

Semol AcàvjQl wjrh Rereac Pormer.. Dur;ng rhe Posr One Mon;h in thç

Seronegatjve pQpul;ltjQO

Internai heaIth locus of control

Repeat pan.'lers Low ModerJ.te High RQW total

perecnt

Nosex/mo. 1 10 20 31

9.1 11.6 16.8 14.9• No 3 20 26 49.

27.3 23.3 21.8 22.71

Yes 7 56 73 136

63.6 65.1 61.3 63.0

•

Column total

percent

n=216, x2, df=4, p=.841

11

5.1

86

39.8

119

55.1

216

100.0
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Tahk D.162

Cross-tahylatjon or !ntçrnal Hs:alth Locys of Contro) Scores wjth the Variabls: Anv

s."I1w{ Acàv;ry w;rh BereQC P"rrnm Dur;ng rhe PaH Qne Monrh jn the

Seroposjtjve: Popylatjon

internai health locus of control

Rcpcat partm:rs Low Moder:lle High Row total

percent

Nosexlmo. 2 8 6 16

• 28.6 22.2 22.2 22.9

No 2 4 6 12

28.6 11.1 22.2 17.1

Yes .3 24 15 42

42.8 66.7 55.6 60.0

•

Column total

percent

n=70. )(2. df=4. p=.642

7

10.0

36

51.4

27

38.6

70

100.0
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Table D.163.

Cros,<-tabulatjon of InternaI Health Locus ,1f C"ntro! S,orl'S wjth thl' Variahk

Number QfRepeat ?armer,. Dwing rhe Pmr One Mmzrh in thl' Sl'ronl'galÎv,

Population

Internai health locus of control

Repeat Panners Low Moderate High Row total

percent

Not applicable 4 30 46 80

36.4 34.9 38.7 37.0• One 5 38 51 94

45.4 44.2 42.9 43.5

Two 1 Il 16 28

9.1 12.8 13.4 13.0

Three or more 1 7 6 14

9.1 8.1 5.0 6.5

•

Column ota!

percent

n=216. x2. df=6. p=.975

11

5.1

86

39.8

119

55.1

216

100.0



•
Table 0.164.

Cross-tabulatipn of Internai Hs;alth Locus or Control Scores with tbs; Vadabls;

Number QfReoeat Parrnm Dur;ng rhe PaST One Mnnrh jn lbS; Ss;mposjtjvs;

Popu);lljon

internai health locus of control

471

Rcpcat Partnees Low Moderate High Row total

percent

Not applicable 4 12 12 28

• 57.1 33.3 44.5 40.0

One 3 15 10 28

42.9 41.7 37.0 40.0

Two 5 3 8

13.9 11.1 Il.4

Three or more 4 2 6

11.1 7.4 8.6

•

Column total

percent

n=70.x2.df=6.p=.802

7

10.0

36

51.4

27

38.6

70

100.0



•
Table D.165.

(ross-tabulation of ID!<'rna\ Hçalth LIll'US "f ("otr,,! ScWc" \Vith thc' RçgrouWd

Variable Mtmher QfRrrear Parmm' in che Pas, Munch jn thc' Sn"nçgativc'

Population

InternaI health locus of control

Repeat partners Low Moder.lte High Ruw total

percent

One 5 38 51 94

• 71.4 67.9 69.9 69.1

Twoormore 2 18 22 42

28.6 32.1 30,1 30.9

•

CoIumn total

percent

n=136, x2, df=2, p=.962

7

6.8

56

41.2

73

53.7

136

100.0



•
Tabk 0.166.

Cro~~-t;Jbulaljonof Imt'rna! Ht'alth LQçu~ pf Cpmfl'J StWt'~ wjth tht' Rt'gfl)Upçd

Variable N!lmbrr ,,(Berrac Parrnrrs in rhr PaST Monrh in tht' St'Q)pQ~iti\'l'

Population

Internai health locus of comfûl

Repeat panners Low Moder..!te High Row total

perc<:nt

One 3 15 10 28

100.0 62.5 66.7 66.7• Twoormore 9 5 14

37.5 33.3 33.3

•

Column total

percent

n=42, x2, df=2, p=.430

3

7.9

24

57.1

15

35.7

42

100.0
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Table D.l li7.

Cross-tabulatjon or IDlçrnal Hs;altb Locus or Control SpIs: $cQrs;s wjth the

Varjablç ParriciraÙrm in Rrcerriye Anallnrercoum wich One- rime Parmer,ç

Purjm' che Pau Olle Mrnch in tbs; Total Populatjon

Internai health locus of control

Passive anal Law Moderate High Row total

percent

NIA 7 59 63 129

53.8 57.8 52.5 54.9

Zero 5 35 45 85

• 38.5 34.3 37.5 36.2

5 8 13

4.9 6.7 5.5

2 1 2 1 4

7.7 2.0 0.8 1.7

3-4 3 3

2.5 1.3

5-9 1 1

1.0 0.4

Column total 13 102 120 235

percent 5.5 43.4 5U 100.0

n=235. x2. df=lO. p=.529•



•
TabI.: 0.168.

CnW-labu]atjon pt" Iot,'mal H\'alth LI1Ç\1s I)t" CPntrl)\ S,'ak S,W\'S wjth th,'

.r;:;

V3riahls.- Parric;ntw"on in Ml/ruaI A1(l\"rurba{Ùm ~"';rh Qnt'- ri"'e Parrnrn' Durjnl'

rhe Pa", One Monck jn lhs: TI)la! Popu!;ujl1n

Ints:rnal hcalth locus of control

Mutual masterbation Low Moderatc High Row!Otal

percent

NIA 7 59 63 129

41.3 51.3 46.0 48.0

Zero 4 6 10

3.5 4.4 3.7

• 1 3 19 25 47

17.6 16.5 18.3 17.5

3 3 13 \7 33

\7.6 11.3 12.4 12.3

3-4 4 12 18 34

23.5 10.4 13.1 12.6

5-9 6 5 11

5.2 3.6 4.1

10-14 1 1 2

0.9 0.7 0.7

15+ 1 2 3

0.9 1.5 1.1

Column total 17 115 137 269

percent 6.3 42.8 50.9 100.0

n=269, x2. df=14. p=.974

•
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Tahk 0.169.

Cross-tabulation of [nternal Hs;a!th Locys of Control SpIS; Sco[Ç' wilb tbe

Vaàabls; Pomer li" Dur;ng Pqrrjcjrar;nn ;n Sema! Acr;v;rjes w;rh One-T;me

Parmm' Dur;nr rhe Pase One Mnnrh in lbS; Total Populatjon

Internai health locus of control

Inhalantslpoppcrs Low Moderate High Row total

percent

NIA 7 59 63 129

50.0 56.7 49.6 52.7

Zero 3 28 36 67

21.4 26.9 28.3 27.3

• 2 7 17 26

14.3 6.7 13.4 10.6

3 2 6 4 12

14.3 5.8 3.1 4.9

3-4 2 3 5

1.9 204 2.0

5-9 1 3 4

1.0 204 1.6

10-14 1 1

1.0 004

15+ 1 1

0.8 0.4

Column total 14 104 127 245

percent 5.7 4204 51.8 100.0

n=245. x2. df=14. p=.731•
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-+"

Table D.l iO.

CtQ<s-tabuJaljon of the Intçmal Hçalth Lo,w of C"njc,,1 Sc"c\'.' \Vith thl' Variabk

PartjdnqÙrn jn Angllntercnursr w;,h Srmt'ont' Kan"," W Be Srroposjejl'( or Sirk

with AlDS D/lring Pase Six Mnnrhs jn th·' Total P"publj"n

internai health locus of control

Anal with seropositive Low Moder.lle High Row total

AlDS parmer percent

Never 5 53 61 119

33.3 52.0 49.2 49.4

• Once or more 1 17 8 26

6.7 16.6 6..~ 10.8

Don'tknow 9 32 55 96

60.0 31.4 44.3 39.8

•

Column total

percent

n=241, x2, df=4, p=.032

15

6.2

102

42.3

124

51.5

241

100.0
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Tahh.: 0.171.

Cross-tahulation of the Variab1<; Pmicjpatjon in Anal Intercourse wjth Someone

Known co Be Serrrrririve or Sick wirh AfDS Puring rhe Posr Sir A1rnrhs with

SçroStatus jn the Tmal Population

Serostatus of subJects

Anal with seropositivd Positive Negaüve Row total

AlOS partno.:r percent

Nevo.:r 16 103 119

• 29.1 55.4 49.4

Once or more 10 16 26

18.2 8.6 10.8

Don't know 29 67 96

52.7 36.0 39.8

•

Column total

percent

n=241.x2.df=2.p=.OO2

55

22.8

186

77.2

241

100.0
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Table 0.172.

Cross·;~bulatjonof ths: Variahk paojs:jpatiQn jn AnalID!l:n:purs: wjth SO"'œnf

Known W Bf SfrOQrsjri\'f or S;ck w;ch Ams DW;M chf Pem Fi\'( Yfllrs wjth

Ss:rostalUs jn the Iotal Population

Serostatus of subjec[S

Anal with seroposiùv.:/ Posiùve Negaùve Row total

AlOS panner percent

Never 9 92 IIll

14.5 48.7 40.2

• Once or more 15 29 44

24.2 15.3 17.5

Oon'tknow 38 68 106

61.3 40.0 42.2

•

Column total

percent

n=251, x2, df=2, p=.OOO

62

24.7

189

75.3

251

100.0
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T~bk 0.173.

Cross-tabulation of Int<:rnal H<:altb Locus of Control Scors:s wjth Needle-Shqrjng

Behavjo«r in th.; S.;ron.;gatjv.; Population

Internai health locus of control

Needle-sharing Low Moderats: High Row total

bchaviours percent

Not applicabls: 10 77 111 198

90.9 92.8 94.1 93.4

Never 1 1 4 6

• 9.1 1.2 3.4 2.8

Rarely (1-24%) 4 2 6

4.8 1.7 2.8

Sometimes (25-49%) 1 1

1.2 0.5

Often (50-74%) 1 1

0.8 0.5

Column total 11 83 118 212

percent 5.2 39.2 55.7 100.0

n=212. x2. df=8. p=.558

•



•
Tabk D.174.

Cross-tabulation of Imt'rnal Hs:alth Locl!< pt' (pmrol S"pn.'s with Nwl/(·Slwrjn

Behq\'jO/lr in ths: Ss:roposjtjvs: populatjon

Ints:mal health locus of control

Needle·sharing Low Moderate High Row total

behaviours percent

Not applicable 6 31 27 64

100.0 88.6 100.0 94.1

Never 3 3• 3.5 4.4

Rarely (1-24%) 1

2.9 1.5

•

Column total

percent

n=68, x2. df=4, p=.405

6

8.8

35

51.5

27

39.7

68

lOO.O
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T;,hk D.175.

Crllss'Llh\ll~li\ln Ilr !Dlerna!!y OrieDled Ilem #1 of the Hs:alth Locus of Contro)

Sça'e With Serns!~IUS

Serostatus of subjects

Positive Negative Row total

percent

Low 7 12 19

10.1 5.6 6.7

• Moderate 21 38 59

30.4 17.8 20.8

High 41 164 205

59.5 76.6 72.4

•

Column total

percent

n=283.x2.df=2.p=.021

69

24.4

214

75.6

283

100.0
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Tabk D.li6.

(ro~~-Tab\l!atjQn"t" Intçmallv Orit'nts:d 1tL'm #~ "t" lhe HL'311h 1.,,>11' "t" (nOlr,,1

Scah: \Vilh Sçro~tatU~

Serostatus of subjects

Positive N~gaùvc Row total

perceOl

Low 22 41 63

31.4 19.2 22.2

Moderate 27 86 113• 38.6 40.2 39.8

High 21 87 108

30.0 40.6 38.0

•

Column total

percent

n=284, x2, df=2, p=.075

70

24.6

214

75.4

284

100.0
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APPENDIX E

Graphie Rcpn:scntalions of Frcqucney Distributions
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Figure E.I

Frequency Distribution of Age ofA Il'lJn:/It'ss ofHmIlOSl'XI/(J/ Orit'nT<1rio/l in the T,Ital P,'pui:lli,'"
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Figure E,2

Fr~4u~n~y Distribution of Age fI(FiI:~[ HfllllfI,\'eXlIlJ! St:XlIlJ! E.tperience in the Tota! Population
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Figur.: E.3

Fr.:qu.:ncy Distribution of th.: Variabl.: Age o{Firsr Anallnrercourse according tl' Scwstatus in

th.: Total Population (N=2ï9)
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Figur~ E.4

Fr~qu~m;y Distrihution of th.: Variabk ,Vllmht:r IJ(Pt:IJple rhur One ('un Tnw according to

St:rostatus in the Total Population (1'0:=285)
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Figure E.5

Frequency Distribution of the Variable Proportion o(LdslIr" finit' lI'irh Orha HOIIIOS<'.\'lwl,\kll

according to Serostatus in the Total Population 1N=284l
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Figure 10.6

Frequency Distribution of the Variabk F.:elings uhm/t Honwse.\1l<l1 Preference \Vith Serostatus

in the Total Population (N=2861
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Figur~ E.i

Fr~qu~ncy Distribution or th.: Variabk Lel'ei II( H'lIr,.y (J/l1l1If rhe Risk II( CII/lTr(J,'rillg .-11DS

according to S.:rostatus in th.: Total Population (N=2S5)
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Figurt: E.8

Fr~qu~n~y Distribution of th.: Variabl.: ReuslJn/i>,. Clinic Appointment according to S.:roslal"..lS in

th~ Total Population (N<!83)
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Figur~ E.9

Fr~qu~ncy Distribution of C":fucror S<:xllulZI' Trunsmitt<:d Diseuses according t\) Scn)Slatus in

th~ Tata! Population
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Figur.: E.I 0

Fn:qu.:ncy Distribution of CO{Ilt'/or DisltllSltS according to S.:rostatus in th.: Total Population
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Figure E.Il

Frequency Distribution of CillÎ.1ctilr S.:.\1/ù/ly Trc.Insmittt'd Dist'ùst's ac,,,rJing t" Serl,st;ltllS in the

Total Population
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Figun: E.12

Fn:quency Distribution of Co/actor SexlIulZI' Trunsmirred Diseuses according to Serostatus in the

Total Population
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Figure: E. 13

Fre:que:ncy Distribution of SIIW"("t'S "" L'se/il! IlIlèlrmulillll U!>IIIII A IDS in the T,nal l'opulati,'n
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Figure E. l-l

Fr<:<juency Distribution of SOli/nt.\" or U"ditllntilrnwrÎon UhOlIl A IDS in th.: Total Population
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Figur~ E.15

Fr~qu~ncy Distribution .,fSo/lrCt'S o(L:"eliil Inlimn<lriol/ ,1i'ollT .~/DS in the T.nal 1\'l'ulati,'n
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Fr"~ue:n,,y Distribution ot" the: Variablr: Knrllt1t:'~.,:t: ahollt Hll',:~/DS Trallsmission according to

Se:rostalus in the: Total Population
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Figur<:: E,! ~

Fr<::qu<::ncy Distribution ofth<:: \'ariabk KI/o\l'/e(z"e aholll H/l" A/DS Tra/lsmissiol/ :1I:C\'r.lin;: h'

S<::rostatus in th<:: Total Population
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Figur~ E.18

Fr':4u~ncy Distrihution of th.: Variable;: Kno\l'It:'~!je ahow HIf",éUDS Transmission according to

Se;:rostatus in the;: Total Population
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Figure: E. 1q

Fre:que:ncy Distribution of the: Variable: Know":dg<! Llholl1 HIJ 0. AlDS rrLlllSlllissioll a",'rJin); l"

Se:rostalUs in the: Total Population
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Figur~ E.20

Fr~yu~n<:y Distributiun uf th~ Variabk KIlOII'/':";;C: uhull/ Hn:'AIDS Trullsmission a~~urding lu

S~rustatus in th~ Tuta! Pupulatiun
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Figure: E.: 1

Fre:que:ncy Distribution of the: Variable: Knowiedgr: ahol/t HIl~AIDS Transmission :l<:cl'rJing Il'

Se:rost:ltUS in the: Total Population
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Figur~ E.22

Fr~qu~ncy Distribution of th.: Variabl.: Knlllt'!edl;e ahmlt Hn~'AIDS Transmission according to

S.:rostatus in th.: Tota! Population
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Figur~ E.':':;

Frt:qu~ncy Distribution ofth~ Variabk fnli".mL1ri"n L1TILf i..:,·elililll'SS ,,(,hl' C.JIIlpL1igll "Joli": slIr

Pluy Su.ti:" according to S~rostatus in th~ Total Population
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Fil;ure E.'::-I

Fn:'luency Distribution of the Variabk Prl:\iolls Tl:srinl;tiJ/' rhl: HIf" Vints accorJinl; to

Serostatus in the Total Population 1~<!S61
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Figure E,25

Frequency Distributil'n "f the Variable Pr,~'it)lIS T,'sring ur' PrilllulT Purfllerri1l' rh,' lill' l'inlS

according to Scrostatus in the Total Population (?"~27())
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Figur<: E.26

Fr<:<ju<:ncy Distribution of th.: Variabk Rr:u.WlnjiJr Dr:sire to !\.nm\· Reslllrs ,,(HI!" Tr:sr accon.ling

tll S.:rostatus in th.: Total Population IN~2ï7)
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Figun: E.27

Fr.:qu.:ncy Distribution of th.: Variabk T"wl .\'lImb.:r o(.\/.:n wÎrlz wholll On.: h'ls ha</.ln<l/

IIlT<:rcollrs.: according to S.:rostatus in th.: Total Population
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Figure E,2S

Frc<jucncy Distribution of the Variabh:: Proporrion o(Torai ,\Ien who Il'ere One-rime Parrnas

according to Serostatus in the Total Population
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Figure: E.29

Fre:que:ney Distribution ,)1' the: Variable: T"lul XWIll>a ,,".\lu/t' Pur/llt'r.l' ;h:e,'rJing t" Ser,'status

in the: Total Population 1N=2S~)
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Fn:qu.:ney Distribution of th.: Variabl.: Tilla! Xumha o(Jfen \t'ilh \\'hom One hw! Receplù'e

..; f!a!!lller('tIIlne aeeording to S.:rostatus in th.: Tot:!1 Population (N=286'
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Figure E.3!

Frequency Distribution of the Variable Proporrion o(Torai .\lal.: PLll1IlaS \l'/zO \l'a.: (hl,'·rim,'

Se.ulI11 Pal1ners according to Serostatus in the Total Population IN~2S51
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Figure E.:;:

Frequency Distrihution of the Variabk Participation in Ana/lntacol/rst' \\'itlz R"pt'at Partn"r.l'

dl/ring a Tlpica/ .\"ontlz tlzis l't'ar and a T.lpica/ .\!rmtlz Tlzrt't' l't'ars Ago in the Total Population
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Figure: E.33

Fre:que:ncy Distribution of the: Variable: PurricipuriOl! in Anu//nrt'rcollrst' wirlz On<'-rilll<" Purrn..,.,

dl/ring u l)picu/ .\/onrlz rlzis l't'ur und u l)picu/ .\lonrlz Tlzrt't' l't'urs .~go in the Tllt:,1 !'lll'u\:ttil'l1
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Figun: E.34

Fn:4u~ncy Distributilln of th.: Variabl.: Condom Cwge during Anal Intercourse \\'irh Repear

l'arlner.l' in rhe l'a.l'r One ;\/onrh in th.: Total Population
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Figur~ E.35

Fre:que:ncy Distribution of the: Variable: Condolll L'sag.: dl/ring An<l//IlIl'rCOl//'s<' wilh (hIC-liT'I"

Pa/'llll:l:v in Ihl: PasT Gnl: ,\fllllTh in the: Total Population
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Figun: EJ6

Fr~qu<:n~y Distribution of the: Variable: Changes in Condom L','age during Ana//Iltercollrse \\'irh

Rt:pt:ar Purrllt:I:\' dllring a T.lpica/ J!onrh rhis Year as compared \\'ith a T.lpica/ ,\/onrh Three

Yt:w:\, Ago in the: Total Population

Decrease: Same Increased NIA

100 1

90

80

• 70

=
'"::E 60'-
0

'"Oll
.:

50ë
'"u...
'"c.. 40

30

20

10

•
NIA

Passive Anal Intercourse:
My Partner Used a Condom

Decrease Same Increased

Active Anal Intercourse:
1 Used a Condom

Changes in Condom Usage With Repe:tt Partners



• 521

Figur~ E,3ï

Fr~quency Distribution of th~ Variabk Chang",\' in Condom l:~ag.: dl/ring ,~na!!III<'1'(,ol/rS" ,,'irh

One-rime Parmers dl/ring a 7',1pica! ,\/onrh rhis l'ear as compared \l'irh a T,11Jù'a! ,\lolllh Th l'",'

Years Ago in th~ Total Population
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Figur~ E.38

Frt:qu~ncy Distrihution of th~ Variable: Sl!xl/a/ Actil'ity with Onl!-timl! Pannas dl/ring rhl! Past

Ont' ,\1l1nt/z according tO S~rostatus in the: Total Population

lm

• Positive

90 0 Negative

80

70
c• '"~

<- 600

'"011

~
50;:;

'"...'"c..
40

30

20

10

No Sex Past Month No Yes

•
Sexual Aetivity With One-Time PartnersIPast One Month



•
Figur~ E.3<J

Fr~qu~ncy Distributi,'n ofth~ Variabk RUllgt' ,,(S".mui Acri\'irit's lI'irll ùll,··rimt' P,mllt'l's ./I/rillg

rllt' Pasr Ollt' .\{"mll in th~ Total Population
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Figun: E.4ü

Fn:que:ncy Distribution of the: Variable: Range o(Sexual Acti\ ities with One-time P<Jrrners during

the Past One .\/onth in the: Total Population
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Figure EA!

Frequenc)' Distribution of the Variable Rangt! orSt!.wa/.1ctil'itit!S with Ollt'·rim" PlIrtllas

cil/ring tilt! Past Ont! J[ullth in the Total Population

100 • Zero

0 Once or More
90

80

70

• ~
::2: 60....
0
t)
Oll
te
ë 50
t)
t>..
t)

c.
40

30

20

SexuaI Activities With One-Time PartnersfPast One Month•
Use ofSex Toys InhaiantsIPoppers Other Recreational

Drugs



• 526

Figure: E.42

Fn:qu<:ncy Distribution of the: Variable Cundum BretJktJge dl/ring rhe PtJsr Si.': Munr1zs according

to S<:rostatus in the: Total Population (N=241)
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Figur.: E.43

Fr.:qu.:ncy Distribution of th.: Variabk COl/dolll Brt:akagt: dlll'illg tht: Past Fil',' l't'ars acct'rJing

to S.:rostatus in th.: Total Population (N~ 192)
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Fr~qu~n~y Distribution of the Variable Blood Donation in /9Xi-/9XX emd in /9X5-/98fJ

accmding to Serastatus in the Total Population IN=286)

No AnswerDonorNeverNo AnswerDonorNever

1001

'JO • Positive

0 Negative
80

70
c

• '"~
'- 60
0

'">Il
l'O

'E 50
'"~
'"c.

40

3D

20

10

Blood Donors•
years 1987-1988 Years 1985-1986




