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ABSTRACT

Research has ~:'ev~Jal'dd that many gs,y men conti.nue to

participate in high-risk sexual p;:.'a.cticefj 'Io7hichpl.ace them at

ris.k of expo aur-e to the AIDS v:irus ~ The locus of cI';)ntrol

construct and the Healt.h Belief Model werf't employed by this study

in an a.ttempt to identify t.hose psychoscJcial factors which might

influence gay men to adopt or n(.l~gll~ct health protecti~~7Ie

behaviour. The study used a trolO ind\epel'lden't group design t.o

compare t,wo groups of gay men, t.hoae who engaged in bigh-l'isk

sexual behaviour and those Whodid nott on the locus of control

dimension, and on 't.he dimension.s of the Health Belief Model. ~('Ihe

results confirmed the hypothf'Jsis that there was a significant

differ"',loe b,etween the two groupS on the locus of control

df.mene Lon, wi.t,h the subjects in the high"'risk group tendin.g to

have an external locus of control. It was concluded that gay men

with an external locus I,;)f control wouLd be more likely to enga.ge

information. In pal..t.icular, it was found that the subjects in the

in high-risk aexua L f),ctivity. 'The comparison of "'chetwo groups

on the dimensions of the He*'A.lthBelief i.'1oded provided fUrther

being at littl~ or no risk of infection.
high risk group tiended to perceive themselves inaccuratelY as
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1

INTRODUCTION AND RATIONALE

This research report attempts to identify the factors which

may influence gay men to adopt preventive behaviours to avoid

ir.tfection with the AIDS vLrua , It specifica.lly exa;mines whether

gayl men who demonstrate an external rather than an inter~al

locus of control are more likely to participa.te in se:Kual

activities which ID.8LY expose them to the risk of infection. If
this proposition is suppot'ted~ it has important implica.tions for

the pt'evention of AIDS. The study will similarlY examine the

Health Belief Hodel which attempts to predict people J S resp,.::mses

to health threats and can thus also provide valuable inforMation

with resPect to AIDS prevention programmes.

AIDS (Acquired ImmuneDeficiency Syncl~ome) is a disease for

1. Rationale

which there is no known cure. At present no vacoLne is avadLahLe

to combat the AIDS virus. A recent. World Health Organi2.i&tion

report estimates that by the year 2000 the cuaulative total of
people infected with the AIDS virus will z-ange from 30 to 40

triple and at w'orst quadruple in the next 8 years ('WHO/9p 1992).

million. This indicateE~ thet infections 'Worldw:t.ciawl.ll at best

In South Africa the figures $1'19 just as alarming. The

offic"\al figures relaalsed by the Department of National Health

and Development state that by March 1992 there ~i'e:r-e1186 people

-------~-------------1

'The tel'in "gay" describes people who art"!B!.wereof an erotic
preference for p~rsons of their own gre>ndler (Isaacs and
McKendrick, 1992).
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l-tilO had tested positive for IHV and that 424 of them had already

died as a. result (AIDS-Scan, 19SI2). In fact? t,ne-se figures are

a. gross underestim&tion. It is generally accepb}d that at present

up to 400 people a day are being infected with the AIDS virus

(TbJ Weekly Mail, Oct. 30, 1392; Th~ Star, N:>v. 12, 1992).

Despite considerable controversy £!Inddlspute suZ'x'ounding

future scenarios, some researchers predic·t; that AIDS t\"lll

effectivel~ "halt the populatio:ll growth of Slouth Africa ••• by

the year 2000" (Shurink and Shuz-Lnk, 1990, p. xvi). For eXl!l.Elilple,

one recent study sugge$ts that as mt..ny a.S 6% of the l1hite

population will be infected by the enci of tIne .nineties. A1Aother

study suggests that, in a worst case scenario, up to 45~'6of the

black population l"1ill be infected by the 'Y'ea1'1996 (both cited

in Weber, 199J). The Health Policy Unit l3l.t the University of the

Witw'atersra.nd Medical School predicts that by the yea.r 2005, 2. 9

million people az-e likely to have d:i.ed from AIDS if no

1:3igniiicant behavioural shifts occur- (i:1asobe, 19192) •• Thus it is

cLeaz- that AIDS is one of the most t.errible threat:s which

confronts this country» s population. Hence the urgency for

research into the preventjL~')n of AIDS cannot, be underestimated.

Fox.-all the scientifif:: and media attelrLtion it rec'elves, AIDS

remains a complex dh'He8.Se syndrome to comprehel1d" To da.te its

origins and many of the medicsl faf;:;tot·S inw'olved are still

specula.tive or unknown (Shiltsf 1987; Wn0/44~ 19912). Ho"'""ever,

medical l'esearch naf3 gener8l.).ly t~,greed t,hat th,';) huaan immuno-

deficiency virus (arv) is the inf~c1c.iovAs &gentp and thQt it is

mainly tra.nsmitted through the exchange (l,f bodily fluids (Evia.n.

1992) •
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The predominant routes of possible HIV infection include

unprotected sexual contact, sharing of needles by intravenous

drug-users, blood transfusions, repeated Use of non-sterilized

medical i.l:;;t:':-tlmentsand in utero infection (Elo!!, 1988; Eviem,

1992; Neale, 1992). Given that no cure or vaccine has been

developed, and that only a limited and extremely expensive range

of palliative treatments are available, it is essential that the

transmission of HIV is checked. The only effecti,ve way to halt

the spread of the virus at this stage, therefore, is ~hrough

prevention (Kell.v and Murphy, 1992; Tem.oshokand Bl'own, 1990).

People need to discontinue any behaviour which places them at

risk for exposure to the virus. This study will focus precisely

on those factors, particularly locus of control, which might

influence the adoption of such preventive behaviour.

The most commonr oube of HIVtl"ansoo.ission is ccns.rdezed to

be through sexual contact. The adoption of sexual practices which

do not permit the transmission of the virus is therefore regarded

as one of the major maana of prevention at this stage (e. g.

Evian, 1992). This immediately raises a hc.st of issues which

concern not only the areas of education, preventiGR'l and

sexuality, but in particular the methods of ch~nging sexual

behaviour.

The understanding of sexual behaviour in the face of the

AIDScrisis has undergone a. shift. Initially, it was assuoled that

people Were exposing themselves to potential infectiol'l aa a

result of being ignorant IOf the risk fSlctors. It was therefore

believed that a massive educational ce.mpe.ignsimply describing

high !>isk i.".ehavlour and presenting sefey: alternatives woula
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produce awareness which would persuade people to alter their

sexual behaviour (Baumanand Siegel, 1990). As Edelston stated

in 1988, "EducatLon is the best prophylactic against AIDS" (po

40). However, the lind tat ions of this vie~l and approach soon

bacame ,.lear (Hobfall, Gayl' , Gruber and Levine, 1990). In spite

of people's apparent awareness of the threat to their h~alth,

many were still not adopting the protective behaviour cn3:nges

which were being advocat.ed (Kelly and Murphy, 1992; Kotarbm and

Lang, 1986; Shurink and Shuz-Lnk., 1990). This raise.B the question

of which other factors influence preventive behaviour change.

While much research remains to be done into different

aspects of the pubLf.c health education process, almost all the

findings challenge the view that AIDSeducation which is solely.

information-focused will change behavacur-. It is clear that other

more complicated Ls sues are playing a role (Becker, 1979; Robiall

et al., 1990; Kotarba and Lan~~ 1986~.

Amongthese are a number of psychosoci<5!.lissues. hot;l'ever,

it is. only in more recent times that these have begun to be

appreciated by health workers. With recent breakthroughs in

medical science leading to a drastic reduction of infe~tious

dises.ses, attention has shifted increasingly to those cileeases

where it is the person's personal behaviour or lifestyle that

puts him or her at risk (Becker, 1979).

Of particular interest to those working in the field of

heal tih behaviour is the questio41 of why people do or do not

respond appropriately to well-known health risks. Research, for

example, has shownthat manypeople do not take adequate measures

to protect their health ~ven when advised to do so by their own
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doctors (Beclt:er, 1979). Sindla.rly, it has becomewell-known that

general health and medical advice (e .g • to stop smoking, to

reduce intake ~f high chol&stero1 food, to exercise regul$r1y)

is often not acted upon even when it is obvious that it would be

to the person's definite advantage to do so (Becker~ 1979).

What are the factors that influence the person to either

observe this advice and act upon it or not.? W'hatare the factors

hlvolved in. the decision-making process with regard to pe:t'sonal

heal th protection? These are important qU$stions and various

attempts have been made recently by the social and behavioural

sciences to investigate some. of the social end psychological

factors involved (Temoshok and Brown, 1990).

One ar-ea very much in need of further res'l3arch is ths,;;

concerning some of the possible person&lity factOrs which may

modify a person's responSe to AIDSprevention strategies. This

study attempts to address this need by exploring SO~2 of these

personality dimensions$ in ,\;>articu1&1'the locus of control.

Clearly, for a new behaviour to be adopted, a person must

believe that it l-lill bring about certain benefits. Ho~.aver,

early social learning theorists identified a numb~rof people who

appeared to see no link between their behayiour and dssired

outcomes (Phares, 197(&; Rotter, 1966). Such outcomes "W'erel'&ther

seen t.o emanate from fo:.:-cesover which they had no pontrol, such

as fate, luck or the influence of pOWerful othe_s. They thus saw

control over their lives as lying outside of themselves. 0uch

persons were described by Rotter (1966) as having an eJtt<all:rm~l

lOC1Ul~ of control. Those who believed that they had personal

control over t.heir lives and could act .assertively to get their
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needs met were said to have an inteir'JllI.s.llocus of cont.rol (Rotter,

1966) •

It can therefore be :postulated t:lat the adoption of safer

sexual practices will deperrd at least in part on a person's

belief that such behaviour will bring about a reduction of the

risk of infection. Indeed] researchers in the field of AIDSwork

have incre.asingly begun '[,.0' speculate that people who believe

their lives are controlled by forces outside of themselves may

be unable to comprehend the necee.sity fer safer sexuaf prectices

(Kotarba and Lang, 1986; Schu~ink and Schurink, 1990). Such

persons may believe that their health statl.lS lies beyond their

own influence and hence ~10 not attend to education awareness

programmes (Schurink and SchuI'ink, 1990).

l'lithin social learning theory, the perception of p®l'sonaJ.

control can be divided into two distinct beliefs, namely s~lf-

efficacy and outcome expectancy. Self-efficacy is the belief tha.t

one has the ability to perform a particular behaviour in a given

si tw~,tion I while outcome expectancy refers to the belief that the
r
I
r

behaviour will have the desired outcome. One theoretical model

that utilizes these beliefs to identify the factors which

influence the decision-"l!II.akingp:1:'c.ceS5t~ith regard to health

behaviour is the Health Belief Model (HB~.o. It can 'thus be

succebsiully em:p 1 'JY<:ld alongside the locus oj~'control construct

to provide information on how certain beliefs cen influence

responses to the AIDSthreat (Rosolac~ and Hampson, 1991).

InltiaJ.ly dcveLoped by Rosenstock in 1966, and further

rGfined by Becker and Maim8l.nin 1975, the HB-Margues that a

person P S readiness to tp!kl&action and engage hi heal tn-protecti ve
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behaviours is a funcbLon of his or her perceptions and individual

beliefs (Bauman and Siagel J 1990; Becker, 1979; Schurink and

Schurink1 1990). The RBMpostulates that a permon?s perception

of personal vulnerability to an illness 9 and the belief that such

an illness would have severe im.plications fOr him- or herseli~

are central to the adoption of. preventive health practices.

Perceived benefits and costs of behaviour change, as well as a

number of modifying dynamics such as demographic and psychosocial

factor's, are also held to play a role in a person D s complian.ca

with health-protective behaviour (Bauman and Siegel, 1990;

Becker, 1979; Sohur Lnk and Schurink, 1990).

Th,e utilization of health protective measures Ls especially

crucial .in the case of AIDSlihere one expos are tu the virus could

be let.hal (Cretie, 1992; 'flatney, 1987). But, just as reseelol'ch into

other are~\s of health protecti.on has shown, l'1henH:.comes to the

issue of potential eXposure to HIY, p~ople are notoriously poor

at assessing their risks and complY'in~ with health protective

strategieE! (Temoshok and Brown, 1990).

AIDS, because of its newness and potential devastation has,

more than other diseases t coma to be understood to be a

biopsychosocial phenomenon. Its possible cauae s , CUres and

prevention are perceived to lie within the psychological, social

and political fields as well as the medical (Bauman and Siegel,

1990; Temosbokand Brown, 1990). In recognising tbis, as well as

the limitations of the more traditional information-giving or

educational att~mpts at prevention, behavioural and social

scientists have become increaaingly involved. Psychologists and

social wOl"kersnow not only counsel those infected with the AIDS



vd r-u s and help them t!lrough the crises associated witt- the

different stages of its possible development (I;;l.g. Isa.acsr 1986;

Isaa.cs and 14cKendrick, 1992; Lopez and Getzel, 1984), but. are

As stated, t,hia research re-port will examine both locus of

edsel beginning to recognise the need to address the impol..t anf

issue of prevention {Kelly and Murphy. 1992).

control as a person~lity factor and the dimensions of the Health

factors in the failure of people to adopt health protective

Belief' Model in an attempt to identify pos~ible contributi:\g

behavd.cur-. The f ooua of this research will be on the )"esponse of

gay men to AIDS in South Africa.

The sub.iec ts selected for this study comprise only gay men

Firstly, in South Africa j as in the United States, i t 't~~s

for the following reascms:

the gay community which was first afflicted by the virus and

which still continues to be one 'Of the groups most severely

affected. AIDS is new the aeoond leading cauae of death among

American men in the 24 to 45 year age group, the IlU'l!."..)ritY' of l'J'h01r:l

are gay (Kelly and Murphy, 1992). In South Africa, figur~s

released by the Dep!;ll.rtmentof National HeS!,lth and PopUlation

Development indicate that by March 19S? a total of 348 gay or

bisexual men had been diagnosed as being infected t~ith HlV.a Of

these 348 infected persons, 345 are (16\.Y' 01" bi.aexua.Lwhite men and

make up 88%of the total number of infected white South Africans

2Asnoted earlier, official figures are generally believ$Q
to seriously underestimate the extent of DIV infection.
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(n = 394), and 3 are gay or bisexual black men and In.ti..ke up 0.4"

of the tc.ltal number (n = 742) of infected bLaok SC.lUthAfrica.ns

Becauae gay men tend to engage more frequently H~ anal sex

(AIDS-Scan, 1992).

than other groups, and because ana l, sex is the most ris,ky sexual

behaviour in terms of HIV infection (Evian, 1992), the gay

community is thus more susceptible to contracting the vLrus , Thus

it is the type of sexual act that places people at risk. The

Another important reason for using gay men in this stu'dy

no tLcn tha.t .it is the number of sexual partners ~1hidhpla,~es gay

men (or anyone else) at risK has bein~ disputed by worlters in the

fi'9ld. They en'lphasize that it does not matter if a person ::Ileeps

with one or a t.houaand people - be or she Can still contra.(~t or

transmit the virus. It is preventive techniques which protect

people (Crewe, 1992; Watney, 1987).

conce rna the fact that gay men form a peli tically disadvant~~~\d

group in society. At various points in history they have been

portrayed as "immoral sinners" by certain r~ligious bodies, as

"criminal devd ant s" by the law and, deapI tld more recent change s ,

as pathological or perverse by the psychiatric profession (Gough
and Maonairl 1986). When AIDS initially began to affeot the gay
community, the societal response to it was inextricably tied to
people's attitudes towards gay sexual orientations (Altman ~

1986). Thus gay men who contracted HIV found themse1.ves having

to encounter homophobia and prejudice which existed prior to the

identifioatiol'" of the di ae.aae (Altm!.\n~1988). Shi11~1A(1987) has

suggested that it waS!the prejudice against gays in Am\11rica that

led to such a retarded response among goverl'unent officials to
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mobilize resouJ;'ces for research and the care of persons with

AIDS.

Gay men have also been neglected by the majority of

Government AIDS campai(ns. Par-adox LcaLky, while the view was

promoted that AIDS Was a -threat to the gay community and similar

marginalised groups alond, those government sponsored education

campaigns that were mounted frequently excluded them altogether.

Neale (1992) has not.ed that there is an inherent contradiction

in pu.blic health campaigns. Gove r-nmerrts wish their tlorkforcea to

be healthy but simul teneously do not wish to e.cknowledge even the

presence of gay sexus.lity, adolescent SeX, premarital sex etc.

fluch view~3are entrenched in latts l'1hich forbid gay sex, restrict

ages of consent, etc. As Neale pu..ts it, "theY wanted S!. campaign

but they could not stomach whlS!.t110uld have t.o go into it" (Neale,

1992~ p. 5). As a result education of the gay community and work

amongst tbe initial gay people who contracted HIV and those who

became sick bas usu2I.lly been left entirel'Y to the predominmntly

gay o.t'ganizations and their media. Gay organizations rely on

self-funding at present (Watney, 1990).
Thus AIDS is a political disease. It tends to emerge mostly

in vulnerable communitirs ~1ho are alre,"'.dy oppressed through

discrimination and denial of access to resources and power. In

the West these dis~dvantaged and m~r~inalized groups include gay

men as well as bLaoka , women, children, immil':rlrl!l!.nts~intravenous

drug users, prostitutes and the poor (Fee and Fox, 1988). Because

gay men are members of an oppre~sed minority group they tend to

be powerless and theref'ol'e less able to feel that they have any

control over- their Ii ves. It can therefore be postUlated th$l.t
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they may be more likely to manifest an externa.l locus of control.
Certain studies have confirmed this link between external locus
of control and membership of an oppressed group (Adame, Johnson,
Cole and Matthiasson, 1990; Phar.es, le76). Since gay men are
members of an oppressed minority group and, as previously a.rgued,
may t}-,n!stend to manifest an external locus of controL, it is
important to ~ tablish whether this personality factor does in
fftct play a.role in ga.y men continuing to participate in high
risk sexual behaviour which could expose them. to HIV infection.
The Health Belief Model can similarly £.Irovideinsights into hot'!
gay men in particular for.mulate beliefs concerning ./bIrDS l'Thich
then influenqe their various. responses to it.

This study intends to focus on the South Afric$n gay male
community. Unfortunately, only the white gay community will be
included. Black gay men face different issues when .responding to
the AIDS crisis as a. result of the legacy of e.partheld in south
Africa..'I'heconsequences of a.partheid include vioV~,tionltlof human

rights which in turn ha.ve led to associa.ted health problems. The
migrant labour system, the rural to u~ba.n drift, unemploymentp

poor housing, inferior educa'tLcn , inadequa.te hea.lth care and
,videspre8!.dpoverty have all contri buted to lIlIe.lting the black
popula.tion especially vuLnez-abko to AIDS (Crewe~ 1992). The
inclusion and ~nalysis of these factors is beyond the scope of
this study. It is important to note however that the special
concerns of gay black men lnllStnot be overlooked.
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3. Summa.ry

The aim of this research report will be to attempt to

establish a link between the fa.ctor of external locus of control

in a sample of gay men and their participation in sexual activity

which might put them at risk for lIlV infection. It will simila.rly

employ the Health Belief Model to examine how gay men's beliefs

concerning AIDS influence their subsequent health behaviour.

Chapter 2 will firstly givo an overview of the medical aspects

of AIDS, with p~ ioulsr emphasis on viral transmission which

pertains directly to the present study. Chapter 3 ltJill then

present a. review of research into health behaviour and complia.nce

to health regimens, including a. more detailed examination of the

locus of control and the Health Belief ModeL Chapter 4 describes

the aim, hypothE!uis and methodology of the research undertaken

by this study. Chapte.r 5 presents "the results which ~~re then

discussed in ChapteX' 6. Fina.llyp the conclusion of this work is

presented in Chapter 7.
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C1'&APTER2
MEDICAL ASPECTS OF AIDS

AIDS is a. compLex disease syndrome t.o understand. However,

it i~ essential that social scientists working within the AIDS

field have a basic knowledge of the medical aspects of AIDS. Such

knowledge informs the content and direction of intervention

techniques and programmes which need to be accut'ate and potent

(Temoshok and Brown, 1990). For this reason a brief overview of

the medical aspects of AIDS which pertain to this research have

been included. A more detailed des(~r:i.pti()n of the c-,\tegories of

HIV infection maYbe found in Appendix A.

1. Definition of AIDS
AIDSstands for Acquired ImmuneDeficiency Syndrome, It is

caused by a virus termed the Human Immuno-Deficiency Virus

(hereafter referred to a.s IIIV), The viru.s atta.cks the body's

natural immunesystem which reduces its ability to defend itself

against cel'tain infections and diseases. It is these resulting

serious illnesses that usually prove fatal for people with AIDS

(Bloff 9 1988).

Thus a diagnosis of AIDS relies upon the identifica.tion of

diseases which take the opportunity to invade a l1elfll.kenedimmune

system and are not the result of any other factor l1hich may cause

immunedeficiency such a.s lymphoma, leultaemia: congenital immune

deficiency or a history of steroid or other immuno-'suppressive

therapies (Kelly and St. Lawrence, 1988).
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These elements are encapauLatied in the follorliing de.fLnI tion

of AIDS as ~

"a. relia.bly diagnosed opportunistic infection that is

predictive of cellular immune deficiency and occurs in a.

person with no known pre-existing illness or thel'a<."as that

would produce immuno-suppression'! (Kelly and St 0 L...;t1rence,

1988, p,2)

2. Brief History of the Hu~an Immune-deficiency Virus

In 1981, five young men were treated at the UCLAMedical

Oentre for Pueumooyet Ls carinii pneumonia (PCP), a t)articularly

virulent form of lung infection which WafJrare in the United

States. Within a few months clinical researchers in. NewYorkt San

Francisco and Los Angeles submitted reports of twenty five

previously heal thy young men who had developed a rare cancer

called Kaposi's Sarcoma which had always been restricted to

elderly men (Eloff, 1988). None of the patients had any

underlying illness to account for the development of these

diseases but all exhibited severe immune system impairment and

all were gay (Kelly and St. Lawrence. 1988).
Based on the initial erroneous conclusion that the illness

speoifiCally affected only gay men, it Was known by researchers

as Ga,Y...Rela.ted Immuno-deficiency Disea.se (GRID). The legacy left

by such "expert opinion" was the notion tha.t AIDS ~Tas a. "gay

plague II one that is still held by many laypersons today

(Shurink a.nd Shurink, 1990).
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3. Discove"ey of the UumSl), Illl'.mul1o-deficien<:y Virus

The cause of AIDSwe.s r evea.Led to be a virus which was first

described in 1983 by Luo Mr.ntagnier's group of investigato":.:'s in

Paris af~!.e1'the identification of unusual serUl!' antibodies ·j.nthe

large 17!,aj(1'ity of AIDS patients. They had isolated am·'

retrov:.rus from a patient with lymphadenopathy (chronic

enlarg ement of Lymph nodes) and called it the lymphadenopathy--

associated virus (LAV). A year later Gallo's team from Eelthesda,

USA1 isolated wha.t. they believed to be the causative virus and

c Las.a i.f'Led it as a third type of human T-cell leukaemia virus

!HTLN III). As it does not cause leukaemia it was r-enamed Human

T- Jell LYlYlphotropic'Virus, Type III (Eloff, 1988).

However1 later investigations proved that LAV and HTLV II!
s.r-e be ai.ca.Ll.y difflarent isolates of the Saine virus. To avoid

confusion between the terms, the International Comm!ttee for

Taxonomy of Viruses (Centres for Disease Control) proposed the

designation Human Immuno-deficiency Virt1s or HIV (Kelly and St.

Lawrence, 1988) '. Recent investigations describe a second virus

known as HIV Type II (or HIV-2) which appears to be responsible

for viral Lnf ectLona occurring in Africa (Elof!, 1965).

4. structure and charaoteristics of EIV

The human immuno-deficiency virus (HIV) is a retrovirus that

infects a specific type of white blood cell called the T (Thymus

derived) lymphocyte. These are the "helper" cells that activate

immunesystem functioning (E10ff, 1988). HIV is a RNAvirus with

a viral enzyme termed reverse t.r anac r-Lp taae which 8.110"lSit to

make a DNAcopy of its own RNAgenetic material. Once the viral
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RNAgenetic co.X'ebecom.esDNAit can be incorporated into the hca ...

T-cell. The clinical fe~tures of HlV are a consequence of the
lJmnunedeficie~ .}'y 'V-lhichoccurs with the "takeover" of mainly

helper 'r4 cells. These are a SUDset of T-lYfI'""Ohocytes t'1nich have

a receptor called GD...~ protein to which the enveLope glycOP:r;:"otein

of IIIVwill bind (Schoub, 1992). This results in the destruction

of the T4 helper cells as thesr have a. large number of CD4

receptors on their surfaces. The lIlV virus can also enter the

genetic core of the lym'phocyte and self-replicate 0 The T4helper

cells play an impol.·tartt 1''OleLn the immunesystem and it i8 j{'heir

destruction that accounts for the immuno-deficiency effect of the

'Virus (Miller and Bor» 1988). The IlIV 'Virus also displays an

affinity for cells in the brain and spinal cord, resulting in.

neurologi¢al impa.irment (Eloff, 1988).
Another t'Ype of lymphocyte t termed TO or- II!SlUPP1t'®SSOl·II cells,

deactivates cet'tain immune responses. The :t'&tio of' T4 to TO

(helper to sUPPll."easor) cells are taken. as indicas of iuune

system integrity. In patients ",-;1th AIDS-related illnasses the

ratio of helper to suppressor cells is frequently reduced. In

other words $ IIlV Lncapacd tates and destroys the helper calls t.h~t

l.ctiv$te the immunesY~1templeaving lnta.ct the sUPPressor ceLLe

that decelerate immunesystem response. Reduction of helper cellli1l

or a :t.·educedT4:TS (:ell ratio can predict deterioration in the

}lealth ·of persons im~ected with the virus (Kelly and st. Lawrence,

1988) •

o
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5. Consequences of llHV imfect. iOlll

The HIV virus is present in th<D blood l semen and other

bodily fluids of an infected person. If another person is exposed

to these bodily fluids, he or she may also become infected.. The

virus is clinically identified by the presence of serum

antibodies l'lhich develop some three weeks to tnree months aft""r

a person has been expo sed to the virus (Miller a",,", Bor, 1988).

Although often found in high quantities, the antibodies ~ppear

to he totally incapa~le of combatting the virus (Elaff, 1988;

schoub , 1992). Once these antibodies have been ide·nt:i.fied the

person is then aad.d to be HIV positive, antibody-pasi tive or

seropositive.

The long-term consequences of HIV infection are difficult

to predict with any certainty. As AIDS is a relatively new

illness most longitudinal studies are still in progress (Kelly

and st. Lawrence, 1988). These are complicated by the fact that

the Lncuba bLon period of the virus after initial eXposUre may be

as long as fifteen years (Eloff, 1988). Along with studies of the

virus and its related illnesses the investigations into

beha.vioural J cous t t tnrt.LonaL and other co-factors which may

contribute to putting an individual at as. higher risk for

infection are still incomplete (Kelly and st. La.wrence, 1988).

In ~ddition, perplexing discoveries related to AIDS continue to

confuse the picture. For exampLe , at the Eighth International

AIDS conference held in Amsterdam in July 1992, scientists

reported cases of people who have an AIDS-like condition but have

not been found to be infected with HIV (Time, Au~ust, 1992).

Nevertheless 7 a general conaenaus exists eoncerning the
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usual clinica.l picture of lIlV infection and its variations. While

figures vary due to difficulties in st.atistical prediction. it

8.-ppears probabli:! that about 59~to 20%of lIlVpositive people will

develop AIDS aft.er five years of being inf.ected (Kelly and St.

Lawrence, 1988). A la.rger proportion of infected people will

develop clinical symptoms of illness related to immuno-

suppression but not of one of the oppo.rtunistic rliseases

associated wi th full blownAIDS. These illnesses have been placed

under the rather impreci,.l:'" diagnostic umbrella 1;ermed I!AIPS-

related complex" (ARC) disorders (Ke.lly and St. Lawrence. 1·~t'Q~

By far the majority of HIV positivle people remetr,n

asymptomatic for variable lengths of time, showing no signs of

detectable illness resulting from immuno-suppression. While more

pessimistic predictions suggest that all infected people ~dll

succumb to AIDS after about fifteen years S\t moitH:.(Eloff, 1988)?

Kelly and St. Lawrence (1988) point out that because AIDS hes

been researched for only a brief time 1 it is I>ossible that some

people remain asymptomatic their '{1.hole lives and are only

carriers and potential transmitters of the v:irlls.

<--- ..~IY'"-.-., -r-r-r--«.... -<~",_..-ve
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6. Transmission and Risk facto~s

Transmission of HIV occurs when the blood or sew~n of an
infected person makes contact with the body fJJids of another
person thus allowing the virus access. Several gl'OUP!3of p~ople
are particularly d.trisk. These include haetnophiliacs and other
transfusion recipients. However, all blood dona+ed fcl'
transfusions is now screened for HIV making this risk minimal
(unless the blood has not yet seroconverted). Another gl"oup
particularly at risk are intravenous (IV) drug users who share
needles which may have blood traces containing the virus. HIV
infected women who become pregnant can infect their babies eit.her
prenatally through viral exposure via the mother's bloodstream
or through viral exposure durin,qdelivery (Elorr, 1988).

By far the most common mode of transmission is sexual
transmission, which puts every sexu .ly active person at risk.
As stated previously, the gay male community in particular has
been seriously afflicted. St\.-1iesof risk behaviour among th~ gay
male community, who are the focus of this ~tudy, have idE"intified
the following major risk factors:

6.1. Number of sexual partners
In the early stages of the epidemic gay men were warned that

large numbers of sexual partners could place them at higher risk
of exposure, However, as more people £>.I"enow infected it may I':'ake

far fewer sexual encounters (perhaps only one) before a person
meets another who is HIV positive (Crewe, 1992; Kelly and St.
Lawrence, 1988).
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6.2. Hi~tory of aexu~lly transmitted diae$ses
Aperson who bas previously contracted sexually transml tted

diseases (STD's) such as syphilis, gonorrhoea, hepatitis,

cy-tomegalovirus, mononucleosis and certain intes'toinal parasiti.c

diseases, lllay be more likely to develop A!DS. Tb.:ls has been

postulated to be the result of the interaction~l effects of aIV
.with those other infections. Alte~nativelY', gay ro'''''} who contract

STD~susually do so through sexual activities which also permit

the efficient transmission of HIV Otelly and st. Lawrence, 1988).

Thus a history of STD' a may be de acr fbsd as an AIDS risk

predictor.

6.3. Substance use history
The use of certain substances has been identified as a I'ili'll!:

factor. Particular attention has baen giv~n to amyl $ butyl and

isobutyl nitrites (l!po.~J;)e1'8"). Originally used therapeutica.lly

for relief from angina pectoris~ in the 1970fs amyl nitrites

became avad Lab Le in nonprescription form and t;1ere used by some

members of the gay community as inhalants to enhance sexual

pleasure, Amyl nitrites are "v~sodilat.ors that produce tI'@.nsient

hypotension, flushing. ligh't:.headedness and anaesthesia lv-hen

inhaled" (Kelly and! St. La'$-lrence,1988~ p.2S). As the use of amyl

nitritf"s became popllar just prior to the AIDS .outbreak, some

researchers thought there was a link, especia.lly whekl some

studies suggestr~ that nitrite usage was associat0d with T-cell

abnoz-maLf ties. However, this link appears to be unfounded. l~hile

the physiological risk potentiating fectors of amyl nitrite

cannot be ruled out entirely and merit further considerati.on; it
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may be that its ma.jor role in A!DS etiology is behavd cur-a.l ra.ther

than chenrice.L, The use of aMyl ni tri te is especiallY 10mmon e..mOli'1![:;

men who enga.ge in recepti.ve anal intercourse so the correla.tion

between AIDS and amyl nitrites may simply be that men who ~nga.ge

in high risk sexua.l a.ctivity often use recreational drugs. It

must also be noted that increased bleod flot"l and va.sodilatic h

following :nitrite inhalation could afford an increased

oppor t.undty for HIV entry (Kelly and St La"lrence, 1988).

The us£ of alcohol, marijuana and other drugs increa.se the

proba.'tdli ty of people enga.ging in high risk sexual a~ti vi ties aa

their judgement may be affected negatively. They maY' fail to

appreciate the risks to which they a.re e)..posing them~elves as
their anxiety levels are reduced (Evian, 1992). Studies shov th6.t

gay men who have safer sex are less likely to use chemdcal

auba'bance s be f'or-e or during 13611: (Kelly and st.. La,wrrance~1988).

6.4. lllig.b :rdsLt sel't1Ul.ml p(ll:>ec'tices

Any sexual activity l11hich permit.s eccess of HIV to the

bloodstll.'ea.m carrieS the risk of infection. By fS'J.lC' the ilihost rislty

practice is unprotected anal intercourse (Evian, lSS2). DUring

ana l, sex small rectal tears mayallow the sem.en-bornca IllV access

to the bl()odstream. While the receptive p6.rtner h&!il.sbeen shown

by many studies to be morf'Jat r:i.s'&t, the insertive l'artner may

also be exposed to 'the virus due to his cont&ct with his

partner P s blood and body fluids (Evia.n p 1992; Kelly and St q

Lawrence, 1988).

Or6.l-a.nal contact ("rimming") and insertioD of the finders

or whole hand into the partner's rec1.um ("fistingl') carries a



high risk for both partners. In addition the use of Sex toys such

as dildoes which are inserted into the ~ectum and then shared

with a. partner is elsa considered risky (Kelly and St. Lawrence,

1988) •

Most sbudf es have not found a strong, consistent aSI£H.')ciation

bett.-leen oral~geni tal contact and HIV infeotion but there are

saveral reasons to believe that this sexual practice, especially

fella.tio? also pr~sell1ts IS!. risk. Most sc.».bjects in pr~vious studies

pa.rticipated in a w'id\~ range of sexual activities PJO it was

access to the bloodstream if the receptive Partner has outsg

nearly impossible for research~l1:'s to determine the discrete

sexual activity dUring Which transmissioll occurred. Further,

oral-geni tal contact, especially to orgasm? could allotr the virus

abrasions? cold sores ~ pte!l'iodontal disease, or ether blood ~ltAtr~

routes in his mouth. Thus ol'al""llenital contact should b(:) c

CODsidered a possible means of SIV transmissioD (Rvian) 1992;

o

Kelly and St ~a'to1rence, .1988).

Although the lilV virt1ls has been detected in saliva th~re is

no ev Ldence to suggest that the vil1:'uS may be t:...'ansmitted through

sa.livt!. exohange which occurs during "deep" kis$ing. This may be

because the viruB is re.r.aly present. in saliva 01' found in only

very low ti tres (Kelly and St. Lawreulce, 1988). Furthermore II if

would be staggeringly high.

Other sexual activities between men that do not <antail fluid

exchange or access to the bloodstream, tel'~led 19sefelt' seJt,,3, alt'e

----------
3"Safe sex' is no lon~e:r considfilL'eo1 to be an adequate term

as no sexual aotivit.y can be ttutll.rant~ed to be oompletelY- safe.
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low in. transmission risk. These would include mututl.l
masturbation, massage, rubbing, frottage, sex with condom usage
and similar practices (IviaD, 1992). However, small cuts and

abrasions an the skin surface could allOW entry to the virus so

these activities still present a risl~although it is! minimal. The

only W$I:y to be absolutely assured of no d.s!!: is to e:jther engage

in no sexua.l activities 9 to have sS,' interaction 't'lhich

invol ves nd body contact l'1i th b.:r1othl?Jrp, sn (e. g. phone aex,

masturbating to portlography), or to maintain a SI~~xually exclusive

re].ationsld p where both partners znov they are HIV negatL'e

(Kelly (4\.ndSt. Lawrence ~ 1;388)•

1. Treatl!l!lent.of ]fUJI and AIlfjS

There is no known cure for P. .;$. P ;ientists are proasently

attempting to discover a vaccine for the virus but even if this

were available it lt70uld be manY' years before the virus is

adequately conta.ined. The me.n8l.~ementof HIV infection involves

the ca.re of people with chr:mic progressive viral infections. 'rhe

treatment of advanced diseases charaoteristic of severe imlIDlul·u.~

dysfunction are only part of the spectrUM (ltarstllledt, 1992).

Heal th l1o!'1~ers also have to help the person with HtV disease to

improve his or her sense of l'lell ...being and mednt.e.in self ...

sufficiency and productivity for as long as possible, Education

and psychosocial support are also important factors needed to

achieve these goals (Karstaedt, 1992).
Current medical me>nagement would include IAdapting

appropriate treatment to the stage of present iriillllilUnllP System.
dysfunction, prevention of opportunistic infections» early
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recogni tion of complications of immune deficiency, and antiviral

therapY' to improve the immune deficit or delay its progr<Olssion

(Karstaedt, 1992)

Various antiviral medications are being used at the moment.

Those most pr.eferred by South A:frican heel th 'G-Jorkers include

zidovudine (Rei-rovir) and dideo,cyinosine or ddI (Vide}t.), They

r~duce the abill ty of }ltv to spres.d to u]:linfected celllS. However,

these drugs do have serious side effC:!lcts and may also bEl

Pl'ohibitively expensive (Karstaedt, 1992).

The most populal' drug if! azido-d<J:Iox:ythymidine (AZT) which

does impede progress (1£ llHV di:sease fOr a period of time and has

been shown to significantly lessen the frequency and mortality

of PCP episodes (Kelly and St. Law~ence, 1988).

Because available tr~atment can at best only postpone HIV-

:.c,'ele.ted illnesses or retard ir;heir progl"ession, th.e only method

I. f halting the AIDS I2lpidemic is to prevent viral t.ransJllission

occurring by enCOUraging peclple to adopt safer se~ and ott.:e.lt"

protecti ve techniques (Temoslhok and Brown, 1990) • Hot" peoplQ.;)

react to AIDS education campaigns and the efficacy of such

campaigns t'1ill he examined Ln the folIo W'ing chaptl9l".
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ClllfAl?TE~ 3

LOCUS OF CONTROL AND THE HEA~TH ~BLIEW MOIDEL

This section l'1ill examine theories put forw'ard concerning

health beh... lour ~ and use these in an attempt to explain why some

people are still not taking protective measures in spi \.19 of being

.aware of the risk of exposure to the HIV virus. An import.ant

factor in decision-making is the notion of personal cont!i."cl. This

is best conceptualised in terms 0\£ the locus of control construct

(Rotter, 1966). The Health Belief Model (Becker, 1979; Kirscht

and Joseph, 1989) p a current model 't+1hich describes the

determinants of health behaviour, will also be discussed as it
provides an o7'dered frame~1()rk for the process of decht;ion-mSl.king

with re~ard to health.

lq AIDS Prevention Stii."ate~ie$
AIDS is a communicable disease which can be spread, among

other ways, by sexual contact and, as no curative ~gent has yet
been developed, the principal means of intervention has be¢n an

emphaads on the preVention of virel transmission. To this end the

medical profession !has advocatE;ld that paople alter thGair social

and aexua.l, lifestyles to exclude high-ris~t behaviours (Kelly and

Murphy, 1992). The term "sa.fer sex" ,(;rascoined to describe those

sexual activities which would provide a minimal risk of viral

transmission. These 'V10uld include any aexua.L praotices ahich do

not a110'$'1the virus any access to the bloodstream.
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The first step in the AIDS intervention cs.JilApaignwas to

inform the public of the danger of HIV infection and to provide

them with the awareness of how to protect themselves against it.

Clear, accur-at.e information concerning HIV transmission was

believed to be an effective l:lay to reduce public anxiety,

especially after the panic caused by sensational media reports.

It. was also intended to equip people with practical methods to

combat the spread of the virus (Bauman and Siegel, 1990).

Information concerning safer sex practices has been disseminated

by means of the media, bnochune s , lectures and counne Lf ing •

It was assumed that the fear of c()lltractin.g AIDSwould be

enough to encourage people to protect themselves. This "Gammon

sense" e.ssumption has proved to be false (Hobf'oll et a1.., 1990) 0

While many gay men have indeed altered their behsrviour~ 6.

significant number az-e still engaging in high risk behaviours and

some have even increased them (Fitzpatrick, McLean»Boulton, Hart

and Daws-on, 19S10; Kotarba. and Lang» 1986; Shurink and Shurink 9

1990).

2:. Gay men and beheviour ehm'Q~e \

It is difficult to assess to whet e~tent filey m.~n have

altered their sexual behaviour directly in response to the AIDS

crisis. Since the advent of AIDS many reports have been made

which procla.im that an overwhelming number of' gey men are

changing their behaviour (Kelly and Murphy, 1992; IHrscht and

Joseph, 1989). However, I{otarba and L&ng (1984) have challenged

the assumption of theSe media reports that most gay men are in

~act changing their lifestyles as a direct result or the threat
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of HIV infectiQn rather than Qther factors. They give the

fQIIQvdng arguments for hoLddng this view:

Firstly, the media have relied heavily IOngay organizatiQn

leaders fer "expert" QpiniQn On the impact of AIDS IOntht? gay

communl ty. The ideological and poli tlcal posi tio.n of gay

crc:ganizations, which if) to promote safe!!' sex. and prevent iva

heal th care, may have beoome conf'uaed with actual changes in

sexual behaviQur.

Furthermore, KQta.rba and Lang (1986) bel Leve many gay men

have adopt.ed a more conservative life&tyle due tc the current

cultural influence which advQcates mQrehea.lthy lifestyles. Men

who az-e concer-ned about, aging often becomemore fitness-oriented.

'rhey may also believe they are losing their deslrability and

cease se.!lIrching for sexual partners. Moving to a new geographical

area may mean less oPPQrtunity for making sexual contacts. All

these changes, when reflected in lifestyle change surveys, could

be :mistaken for changes in response to AIDSa.s a cue to .act.ion.

Furthermore, few systematic studies exist to sUbsta.ntiate the

assertion that gay men have a1tered th\~dr behaviour dire'ctly in

response to AIDS (Kirscht and Joseph~ 1989).
Another problem occurs ~lith those studies which depend on

data gathered from self-reports on personal behaviour change as

these may not be reliable. FlOI' example~ many gay men dQ become

afraid v.rhenAIDS is the focus in tt.e media (Shurink and Shurink,

1990) and report truthfully that they have terminel:ted unsaf~'l

practices. On i'Jorld AIDS d.a.jTq for example, ·there are lilUl),nY

programmes and articles concerning AIDSwhich may create a~~iety

about, the issue. t~owever, ~1henmedia coverage on AIDS is scant ~
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the same men may experience a false sense of 8ecurity and become

careless.

Inaccurate self-reporting may also be due to response set,

where people will give t"1bat.they beLd.e ve to be sociallY desiI'able

responses (Strickland, 1978). Regardless of the reasons, many gay

men will stat.e that they have altered their behaviour hut, as

McKusick (Kotarba and Lang, 1984) discovered, they ml!ll:Ycontinue

their high-risl!: behaviour unchanged or slightly changed ~ or even

increa.se it.

To obta.in meaningful results, researcli.er$ need to gather

data from a wide popula.tion. At the present time, however, it is

difficult for researchers to obtain t.he cooperation of the gay

community when recruiting subjects • .Manygay people are highly

suspicious of resea.rchers as they are mistrust'ful of how the

results of the st.udy 't'.Yill be utilized; it is f'eared that such

research may be used to provide more evidence "I1hich might

propaga.te homophobia. or entrench a negative 0]' discriminatory

att.i tude towards gay people 01a.t:ncay»1990).

If the above arguments are valid, it may be assumed that

many men are changing their behaviours for ren,sons other than

AIDS prevention. It is also equally clear that a significant

number of gay men have not changed their sexual hehaviour at all.

This raises the "'uestioil of hoW'efficacious AIDS prevention

strategies actually are. Kelly and Murphy (19~2) have noted the

paucity of prevention outcoilile research which again makes it

difficult for AIDS preV'ention workers to establish how

substantiated behaviour changes were produced. For an AIDS

prevention campaign to be useful ~ researchers need t,o be sure
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that it does motivate people to change behaviour, and, where
behaviour changes are seon to occur9 it must be clear that they
are a direct result of the campaign. For this reason, it is
important that prevention campaigns take into account all the
ps~chosocial aspects which might influence behaviour change and
have been overlooked so far (Kelly and t.ft.\rphy,1992) o· 'llhefield
of hea.lth behavf.cur-attempts to identify these factors which play
a direct role in influencing people to change their behaviour to
protect and/or enhance their hea.lth.

3. Health Behavio~r
Researchers now face the perplexing question of why it is

that some people who are fully aware that certain behaviours will

"('''s act!vity undertaken by a person believing hilill!self

expose them to a. risk which is potentially life....threatening
continue to expose themselves to it anyway. Shurink and Shurink
(1990) t in their South African survey, found that &lthclUgh 72.2%
of their respondents had indicated that the AIDS scare had
influenced them to practice safer sex, ruany men reported
continued participation in unsafe sexual ~ctivities. This was
despite the researchers' finding that the respondents had a hi.gh
level of knOWledge about AIDS (Shurink and Shurink, 1990).

In order to understand the factors Lnvolved in persona.l
heaLbh protection9 researchers have investigated the field of
heal th behev i.oux in eonattempt to explain hOl'1people respond to
health risks. Health behaviour may be defined as:

(or hel'self) to be hea.lthy folt" the P'lu"pose of
preventing diSease or detecting it in an asymptomatic

i

I
}
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way" (Kasl and Kobb as quoted by Becker, 1$79, pg.

240) •

Many of the lemciing causes of death today are directly

related to the abselllce of health protective behavieur (Benker,

1979) • As biomedical breakthroughs led to a reduction ef

'infectieus diseases (e.g. influenza" wheoping cough, rubellav

1'o3.io), at.bent.Lon was shifted bo these diseases such as heart

dI seaae , cancez- and strekes which have become mere frequent. The

evidence suggests that it is the "behavicural patho~ens"

(personal habits and lifestyle behevdouz-s) which put people at

risk for these diseases rather than "externa.l pa.thogens"

(infectious agents, nutritienal deficits) (Becker, 1979). The

HIV virus is an infectious agent and thus an externel pathogen.

However, it is the behavioural pathogens (including high-risk

sexual activity) which put people at riElk fer lnfec.tion. In the

absence of a vaccine, the extinction of behavi.oul"al pethogens is

the only means of prevention et pre~ent (Becker, 1979; Evian~

1992) •

Though educa'c Lcn a.lerted gay men to tho facts and d&nrgers

of AIDS, early research showed t.hat educatic..n alene t1as not

a.lways effective. The "commonsense" causal link between fear ef

contracting AIDSand a subsequent change of' se,mal lifestyle 't18S

seen to be obvieus by the media. However, fear is not necessarily

a motiVating fecter fer behavioural change. Pe,ople still smoke,

eat unhealthily or fail tQ wear their seet belts in spite c£

wi.despread advertisemants concer-nf.ng the hazards they might

encounter as a result (Becker, 1979). Furthermore~ as previouely
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mentioned, where gay men were seen to be changing their

lifestyles, this was not necessarily in response to an aloJ'areness

of AIDS (Kotarba and Ls.ng, 1986). Kelly and Hurphy (1992) state

that the early "common.StH1Se"and pragmatic interventions t'lere

understandable as AIDS spread so quickly and rapid mobilization

of prevention resources we're requlred. However, as th<.$1comple:1tity

of HIV prevention work ha::Jincreased, these interventions are no

longer adequate and other aspects must he considered (Kelly and

MUrphy, 1992).
An area of' increased interest is the connection oettJeen

heal th behaviour end the belief that an individual person may

have concerning his or her ability to 811ter the environment.

3. 1. Hemitil 18e:h~viOUlllY." and Pcersoll'ltmlCO!lll:trol

A major focu.s of this stud'S ~dll be to e'tamine the

part.icul.ar bp.lief a pe.rson may hold concerning his or her

personal control over his or her life, and the relevance such

bel iefs have w'ith rega.rd to t.he adoption of heal th-pro't ...'Otive

strategies. Personal control refers to the beliefs a. person holds

about tne extent to l1hich he or she can alter the environment or

him or herself to render events more pleasant or less aversive

(Rosol .ck and Hamps;:mp 1991). Within Sooial Le&rning Theory,

personal control Can be divided into distinct beliefS. Bandura

(1986), the major social learning theorist, d~scribes t'V10form.s

of personal control: self-efficacy and outcome expectancy. Self-

efficacy is the belief that one can perform. & SPecific behaviour

in a given situB).tion, while outcl..me e,~pectl;'l,ncyrefers to the

be i e,f that the behaviour 'tdll prodUce the desired outcome.
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4. Locus of CQutrol

A major assumption of AIDS education pcogz-ammes is tha.twhen
people are provided with in.formation on health proi~E'ctive
behaviour, they ~ill perceive a link between practisin~ such
behaviour and the subsequent reduced risk to themselves of HlV
infect.'l.on(Bauman and Siegal, '1.990), In other words, they will
see a causal relationship betwee1'"their direct actions and the
positive outcome resulting from them. Such persons have a sense
or personal control ovee their lives and a belief that they can
have an effect on qhat happens to them (Kotarba and Lang, 1986).

However, taking into accou.ntthat many people ~o not engage
in health protective behaviours lit may be postulatert that a
number of individuals do not perceive outcomes to be a result ~f

their own direct actions. They may attribute such outcomes tv
forces 0utside their control (Phares, 1916). For example, in the
cae~ ut AIDS, HIV infection may be ascribed to bad luck, fate or
d~ville punishment rather than to unsafe sexual practices.

While people who do perceive the link between their
behaviour and its outcomes can and do benefit from basic AIDS
information-giving approaches, those who do not require further
intervention. Persons with the belief that they lack corrt.roI OV8r

their own lives need to be identified and AIDS workers need to
develop appropriate interventions which will help them discard
such potentially hazardous beliefs (Kotarb. and Lang, 1986).

The above dimensions of the perception of personal control
have been discovered, defined and studied by social learning
theorists. A person's locus of control refers to the source from
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which a person believes control emanates to produc\'a certain

outcomes ~Phares. 1976). Rotter (1966,19.1) gives the following

succinct description of locus of control:

"When A. reinforcement is perceived by the subject as

following some action of hi.s own but not being entirely

contingent upon his action, then, in our culture, it is

typically perceived as the result of luck, chance, fate, as
under the control of pot'lerful otherl~, or fatl unprE~dicta.ble

because of the great complexity of the forces sux'rounding

him ••• we have labelled this & belief in e)tt(\.l.l1."nSl.lcontrol.

If thl~ person perceives that the event is contingl~nt UPOn

his own behaviour or his Ot111l :relati vel;V plu'manent

chal:·a.cteristics» we hav<::o-terml~d this a belief in jl1l.rtell:'lO!.lUI].

control. 1'1

The dimlension of locus of. control needs '1:.0 b19 contextl10>lised

wi t.h Ln social learning theory in oruler to cl&rify its tSvt).1Lution.

Social learning thElory is the theort of hO~1ehe Icas tJl.re made by

people from n. variet.'S" of potential behaviours available tlClthGm,

Its unit of investigation is the int,eraction of the individual

and. the environment, along tii th the specifi,e meanings at1~a.ched

to thq~environment reBul ting from the lilubjecti.ve la&rning hJ.story

or e:q;>eriel'hce of the individual. It emphoSl.sizes learned social

behavt cuz- ratll.thex-than unlearned, biologici!J!.l cletermiui!J!.ll1ts(Ph,~rea 0

1976) •
Behav Loun is undermtood to be goal-directed in. that peopll;!

strive to atted.n or avoid ce:t't ...in Bl.SPlUcts of their envill:'onllllent.

An event or stimulus is identified as a positive rain£orcenent

o
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if behav Louz-is directed towards it and a negtl1.tive reinforcement

if behaviour is directed away from it. FurthArmore. the

occurrence of a behaviour is determined not only by the nature

of reinforcement or the importance attached to th~ goal but also

by the person t S anticipation or expectancy that the behav Louz-

w'ill lead t? the attainmont of the goal. Expectancies depend upon

the degree of failure or success of the outcomes of the behaviour

".,hen it was previously performed (Bandur-a , 1986; Phares, 1916).

Using this th~ory it is possible to examine the decision-

maldng process l'1ith regard to the adoption of health protectjve

behav tcur-, A gay man confronted ~tith the opporturli t.y to have sex

is faced with the choice of doing it neat.iy" or "uns.fely-n. He

knows tha.t if he should have unsafe sex he runs the risk of

contracting a lethal infectious virus (negative reinforc®ment).

He knows that if he has "safer sex" he may enjoy the contact

without the anxiety related to potential infection (positive

:t'einforcement). His expactBl.!'.I.cyis that I;;Hl),felr' l3e,~~'1i11protect him

because he has learnt this from infor~ation he has sbsorbed from

campaigns and from. his e"parience of not falling ill. Because

behaViour is directed towards positive reinforcement (Phares,

1976) it can be confidently pI'edicted that there is a high

pl.'obabili ty tha.t he l'1i11 choose to Use a. condom to ensuee th&t

he cont Lnuea to remain he(l1.1thy~"hile enjo~'ing sex. In olL'de.:it'for

AIDS education campaigns -to help such a rul&l'll to protect himself.,

they have only to provide adequo!ll.te j.nformation on HIV

transmission and techniques to o!ll.voidit.
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However, the situation becomes far more probleJl1~tic when the

person concerned sees no connection between his behav Leur-and its

outcome.

Persons tV'! th an external locus of' control (e'tternals) have

been idemtif:led as sharing a. number of commoncharacteristics.

Frequently, E~xternals possess very little information relat:l.ng

to the achievement of various goals. Furtherw<')re9 they malte

Externals tend to be ve:t'y susceptible to inflUl~nce~

little attempt to seek. such information. As they do flat believe

their behaviour is the effect.ive a,gent in ts!.chievingre~larda t it

makes Ii ttla sense to them to expend effort in acquiring

information normally conside:t'ed relevsmt in dealing effectivll:!Ily

with one's world (Phares. 1976; Strickland, 1978). This is a

matt.a!' of great concern with respect to llllIV infection. Externals

may not see the point of gathering o:t' attending to information

concerning AIDSand health protection pr®.cticea.

partioularly Whenit is perceived to be ooming :fx'OmTl! aozieone with

status. However, a person will still not see the outcome of bis

or her behaviour as related to his or her own acti~hS (Ph~resr
1.976). Thus &,. man at risk of contra~ti1:lg lIlV JiAs,y chmnge his

behaviour temporarily at the exhortation of a medical authority

but fail to maintain the behaviour l-¥hen the infltu:!Uce is

in risky practices by friends who have high atatus in his eyeS.

often unassertiVe.
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Externals are not prone to delaying gratification in any

premed! tated fashion. This prevents them from organiJ2'iing or

planning their Ii "lies, whic~l requires delaying reinforcement.

A~aill.. :I.t would make no sense to do so to a person ~lho doers not

believe he or she ha s a.ny control over his or hez- reirli'c>rcements

(Phares, 1976). In the context of AIDS, externals may ¥;n!t(eJ.gein
inst.ant sexual gratificat::'-Jn, being unable to plall for,,.e..rcl and

weigh t.he potentiallY negative conseque~oes of unprotected sex.
Externa.l s ma.y evidence a curious mixture (;f anxiety end

calmness. At times they may experience unea.siness ~t r~a.lizing
how ill-equipped they ar-e to dea.l with such. an o'/er;PDwering

lv-arIa. At. othe~' times they may rela.x a.s if realizing i~h-e futilit.y

of getting upae b l'rhen eVerything is beyond their conbz-o I anYl1ay

( Phaz-e s , 1976).

This mixed l"e$l.ction ca.n also be found in mnny plt:raons with

an external locus of control in response to HIV infection. An
anxiety conce rn.Lng the eaae l1ith which a person could become

infected is contrasted ~ith the ~esigned attitude that there is

nothing that can be done to prevent, it (Shurin!1: SInd Shurinlt,

1990).

I).

-4.2. char&cteristiclBl oj~ thIS 11l'lItel1."l1Mil.lLocus cf OOIlll~;"41J)l

Persons with an internal l~cus of control {intern&ls) are

more active in mastering their environmen·t than Bl,re e'tternals.

As a r~sul t they are also more competent than em:terns.ls When

managing their health. 'rhis has been confirri1ed b~ a n,umbel!:"of

experiments l'1ith many different populetion groups in a vS!.riety

of situa.tiows (e.g. Adame et al •• 1S90; Rosoll:l).clt: and H€iimpson,
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1991). Internals' ability to cope betteI' seems to be a resu11; of

superior cognitive processing. They are better at acquiring

information, seeking more information until they are satisil.ad»

retaining information and u·tilizing it (Phez-es , 1976). Strickland

(1978) cites research on patients hosPitalized 'With tuberculosis.

Those assessed as internals knew more about the disease and

collected more information on health maintenance than the

externa.ls. Anothe.r study found that internals were more lik'sly

to be non-smokers or to have stopped smoking» edding credence to

the belief tha.t internals are more likely to take action, to

improve their health, particularly when faced with evidence that

needed changes would result in hetter physical functiclning

(Stricltla.nd, 1978). The benefits accrued in the gSl.therilnlg of

information on HIV transmission and health protective behaviour

are obvious.

Just a.s internals a.re more effective in controlling their

world, they are also more effective in controlling themselvl$s.

This self-control suggests tha.t intelt'nals are llllore likely to be

cautious and to engage in less risky behaviou]t>s (Phares, 197¢i).

Such a cha.racteristic again enable~ internals to prot~ct

themselves more adeq.uately froIDllthe risk of HIV infection than

externals. The POSl ti Vel aspect of self-control was hig1r.1ilrghted

in a study by Per'keI (1990), lfho found that an internal Locus of

control may ~ediate the stressful effecta of political detention

lri thout tr:Lal. The SouU:. African detention process cOmli!ilon1y

included i:ndefinlte solitar~ confinement and physical and

psychologioa.l abuae t 6.11 of t"lhich often res~)11ted in the detainee

developing Post-TraUmatic Stress Disorder. Internals e.Ppee.red to
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:::'''3tain a sense of inner control lvhich helped theta to better

wit.hstand the realistic impotence imposed on them by detention

(Pe r-keL, 1990).

Ot.her- studies confirm that internals as opposed to externals

are more likely to assume responsibility for their health.

Strickland (1978) has r evLewed the research in this ar-ea and her

internals are more likely to have rece! ved influenza

work is still considered to be the Most comprehensive (Rosolack

and Hampson, 1991). She quotes several studies which show that

inoculations, report grea.ter Use of seat belts, are more likely

to engage. in prever~ti ve dental care, hold more positive Bltti tudes

toward~~ physical fitness and cardiovascular fitness, are more

successful in weight-Ios.s pr,)grammes, and are more likely to

practice birth control (Strickla.l').d, 197Q).

The above research furtber suggests that internals are less

susceptible to control and influence from. others. They tend to

accept information only when t.hey see merit in it (Strickland,

1978). Because they believe their actions can have an effect I

they tend rather to use thedr competencies to become originators

of i300ial action (Phares, 19'76). Persons with HIV or AIDS lITho

to passively accept 't(rhatothers may define as a "death sentence'!

become political aC;'i;ivists for people like th~m.selves, and refuse

(Watney, 1987), are likely to be internals.

\i
II

It is 110W clear that externals would seem to be at a greater

dd.aadvant.age thJ~n internals when it. comElS to engaging in hea.lth

protective behaviour in response to th~ threat of HIV infection
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(Kotarba and Lang, 1986). Ii. logical solution. in terms of

intervention strategies would be to help externals bocome more

intern.al. To attempt this it ls first neceasa:r'y to understand how

such beliefs develop. As Phares (1976) notes, in order to be in

the most advantageous po~dtion to change locus of control

beliefs, 'the researcher must have an understanding of their

developmental origins.

Unfortunately the antecedents of locus of control beliefs

have not been researched nearly as extensively as the

consequences of such beliefs. However, the following conclusions

have been supported with regard to early parent-child

int.eractions. Chance (1965) found that children's internal! ty l'tas

asiaocLat.ed wi th moth,~rs' scores on the Parental Attitude Research

Instrument (PARI), suggest.ing that parental child-rearing

practices that ar-e WarlilApprotective, positive and nurturant tend

to produce children with an internal locus of control (cited in

Phares, 1976). Similar concLueLons were reached in studies by

Katikcvsky , Orandall and G,')od(19S7), Shore (1967) and DavLs and

Phares (1969), all of which &1l:"e cIted in Phares (1976). Where the

degree of consistency of discipline is constant end predict.able,

a further foundation is laid foz' the development of an intarnal

locus of control. However, t.oc muchnur-tiuz-ance01' consistency of

reinforcement which is seen aa coming from "powerful others"

could lead to an external locus of control (Phares, 1976).

In terms of social LnfLuences , thera is evidence to sv(ggest

that persons in groups with restricted $ccess te si[!jl'llH·icant

pOl'leror matel'ial advarrtBl.gesoften develop e~tternal Q!f'ient&1;ions.

In America, blacks and various minority groups seem much more
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external then ~hites. Lower slOcioeconomic groups (which often

include minority groups) also tend tot"1s.rdsexterns.li ty (Phares,

1976). These results can be in:ferl:>edto apply -CoSouth Africs.n

blacks and minority groups, perhaps even mOrE! eo taking into

account the infamous historY of repression to l"J'hichthe South

African government has subjected those t;rho have disagreed with

-.its policies. Gay men too form a minority group which is divorced

from poWer by the ruling ideologues (Gough and Ma~nair~ 1985).

It has been postUlated that those persons with an external

Q

I f they too have tended to develop predomilwmtly e1"ternal

orientations» their political oppression might l'lell have been. one

of the contributing factors to their being a "high·-risk" group.

locus of control are more likely. not to respond to AIDSeduoa t.Lon

programmes, to ta}to health risks and to be fatalistic abou.t. the

potential of IIIV infection (Kotarba and Lang, 1986). An obvious

solution would be to heLp such persons ga.in a more internal locus

of control in order to empowerthem to protect thamselves. Perkel

(lQ90) has emphasized the modifiable nature of locus of control,

Locus OJ; ~ •.mtl'ol beliefs can be &1tered by 14 range of

since it is not typological and unchangeable 5.n form and varies

across differ-elIt cont.ext s ,

conditions. These include factot's that_ aCCOlllilPo.nyage changes p

condI tiona that affect a subject P S certainty that control can be

exer ted I world or national events, special tl"aining programmes,

and a variety of therapeutic techniques (Kelly and 14urph'1p1992;

Phares, 1976; Strickland, 1978). Of interest to psychologists in
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particular wouLdbe those therapeutic techniques which might help

people to develop a more internal orientation. These might be

included in individual thel'apy, behav Iour _odifica:tion and group

therapy. The diagnostic arsenal of psychologists can als(I be

utilized in the ident.ification of locus of control orientations.

Such a diagnostic. and therapeutic effort wbuld not onlY' apply to

a clinical realm but also to school settings, industrial

or )anizations, etc. ~hares, 19"i'6). The e,tisting dsrta should also

be used to inform future AIDS a'l,1al"enesscampaigns. For example,

the stress on personal control should be emphasized in all media

messages.

Several resea.rchers have noted th&t there oft~n exists a

schd.amb~tween research and application (Kelly and Murphy, 1992).

In accordance with this view 9 Phares believ"'!s the l'Ihola field of

psychology should mOVe in the direction of application:
"Surely locus of control can be applied effectively to

euheno Lng efforts of incHviduals to cope with mar:.ycurrent

problems. Knowledge of individuSlls' locus of control

beliefs may tell ua howbeat to reach them or convince the~

to initiate coping efforts" (1976, p~ 175).

4.6. PlOwer end Oontrol
It Seems thSlt one mSljoI' comPoll1!1llntof power mm~t be an

internal Locus of control .. People l'Ihoseek pO~1er and control over

It is the intention of this study to use the applic&tion of

locus of control in An attempt to help gay men deal liith the

current problem of HIV/AIDS.
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their environment.or over those people in their environment must
believe in the efficacy of their own behaviour. In order for
,?eople to defend their individual freedom they requi.re power
(Phares, 1976).

However, in cases where the power of certain groups depends
on the powerlessness of other groups, there may exist an attack
upon autonomy whe re it does not serve the interests of the ruling
groups. Such an analysis of power differentials and the
maintenance of pO~ler at the expense of the freedom of others is
the concern of politics (Gough and Macnair, 1985). The politics
of power with regard to gay men as an oppressed and often
powerless group and the subsequent relation of such dynamics to
the area of AIDS was mentioned in Chapter 1.

Whereas a person's IQCUS of control can be viewed as an
internal factor which influences health behaviour, there are, in
addLtion, many extt.irnalfactors which can also affect health
belief's and behaviour. These are best understood by using a

conceptual model, such as t ,eHealth Belief Model.

5. The Health Belief Modal
Researchers of health behaviour have developed a number of

conceptual models to inVestigate the factors influencing the
adoption of preventive health :practices. Preventive behaviours
have the goal of improving or maintaining health, fitneSS or
strength but are not targeted at p present illness, injury or
unusua.lhealth condition (Rosolack and Hampson, 1991). The most
widely used of these models is the Health Belief Model (Becker,
1979; Kirscht and Joseph, 1989).
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The Health Beli.ef Model (HBM) was initially proposed by
Rosenstock (1966) and revised by Becker and Maiman (1975). It
examines various dimensions that may influence the dec '.sion-
making process related to the adoption of health-rei.-lted
behaviours and can thus gen<::ratehypotheses for inv;~stigation
(Becker, 1979). TheHBM has been descrLbed a.sthe cogl":tive model
most widely used in studies of health behaviour and compliance
(Kirscht and Joseph, 1989).

The Health Belief Model suggests that a person's subjective
rea.dines$' to take action and engage in hea.lth-prot.ectlve
behaviours is a function of several factors (Becker, 1979). The
model emphasizes the important role played by individual beliefs
(Becker, 1979). It Ls important to note that such beliefs are not
always based on ignorance or misconceptions of medical facts but
are constructed during a person's lifetime and highly influenced
by the cultural and social structures surrounding him or her
(Shurink and Shurinkp 1990).

It is thus essential for researchers in the AIDS education
field to examine the factors whd ch influence the construction of
certain perceptions and beliefs concerning SIV infection,
especially when they are inaccurate and thus 'Puta person at risk
for contracting the HIV virus (Kirscht and Joseph, 1989).

The HBM takes into account beliefs concerning penacns.L
control and links them directly to health-t'elated behaviour
(Rosolack and Hampson, 1991). It examines the beliefs a person
has about his ability to perform hea.lth-pI'l)tect.ivebehaviours
(self-efficacY) and about the impact such b'ahavioul'13may have on
preventing the illness (~tcome expectancy). As mentioned
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prev{ously, the construct of locus of control was also developed
out of the social learning t.heorv dimensions of self-efficacy and
outcome expectancies, and thus is t.heoretically linked to, and
complements, the HBM (Rosolack and Hampson, 1991).

The following components of'the Health Belief Model contain
the factors which are believed to playa role in compliance with
health protective behaviour (Becke, 1979): perceived
susceptibility or vU.lnerability to developing 3 heal.t.hproblem:
perceived severity of the illness; perceived benefits and costs
of beaaviour changet and modifying factors.

Several studies of these components hypothesized b'~t the
Health 1ge1ief Model have produced consistent results Which tend
to auppo r-t, the model (Becker; 1979). Other studies, however, have
failed to establish significant links between the components and
subaequerrt behavf.our- change (lUrscht and Joseph, 1989) •

Neve r-t.he.l.ee s, it is generally considered to have useful features
and has been uud LLsed by Kirscht and Joseph (l.989) to analyze
health behaViour related to AIDS prevention.

Each of these components will now be ex.amined in relation
to the adoption of safer sex practices and lIfestyle chafige by

gay men in response to the AIDS crisis:

5.1. Perceived susceptibility or vulnerability
To acknowledge the need for health protective behaviour$ a.

person must first perceivG that he Dr she is susc~ptible or
vulnerable to developing a particular health problem (Becker,
1979; Kirscht and Joseph, 1989; Shurink and Shut'ink, 1990). Data
from var.\ous studies a : easLng individual perceptions of !':i.skof
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contracting or dying from a.range of disea.ses including diabetes,
cancer I hearc disease ~ stroke, pneumonia, venereal diseases p.nd
others all confiru that perception of vulnerability is directly
associatl~'~\with the adoption of preventive health practices
(Becker, .I.9'19; Bauman and Siegel, 1990). However, these st\4dies
also make the important point that people tend to systematically
underestimate the degree to which they are at risk (Ba~maD and
Siegel, 1990).

It follows that wh i.Le a~1 .....,.m~n who practice unsafe sex
are at risk, many may nou pe: ,.1.V ....~ to be at risk. This
has been confirmed by researct ~f 168 gay men in New
Y\,)rk 01ty by Bauman and 81(:; i.nvestigs;ce.d the
estimations the men made of the level .t.skof thllir s~xua.l
behaviour. The 39 men who only had safer sex accurately estilllated
that they were at minimal risk. The 48 men ~~a.ctising low-risk
sexual behaviour ~.:imilarlyrated the.t:rrisk accurately. However,
of the 66 men who participate~ in riSKY sexual practices, 55 did
not tend to rate the level of risk of their be~aviour as higher
than the low-risk group. Stated differently, 83% of the gay men
in the sample who engaged in at least one high-risk behaviour in
a typical month rated their behfJI.viouras rela.tive].y-s$.fe. They
were thus severely underestimating the level of danger inhel'~nt
in their behaviour and \ore likely to be :poorly motivated t,,)
change it. In a similar study in London, Fitzpatrjck and his
colleagues found tbL~ of their sample, 68% of men having
unprotected recept:tve anal sex with a regulal' pal'tner and 78% of
men having unprotected receptive anal intercourse t'1.itha non-
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regular partner did not regard thrail" behaviour as Sl.t all rislt:y

(Fitzpatrick et al.~ 1990).

A number of theories have "~en put forwa.rd to e:;t;plain why

certain people tend to mispercei ve their susceptibi 1i ty to health

risl(s:

Tlllt(£> illus:i.oID. of imll'lulll1.tt.".: Baulm.e!1nand Siegel (1990) concluded

fl"om their study that many gay men misp<erceive their

vulnerability to infection. Most people tend to believe they are

"invulnerable", that negative events are less lilt~ly to happen

"lV'lshful thinldng" may Serve as a defence against th<l:lamt:i.ety

l·rhich lvould l'esul t from the more realistic viet-I that eVerfOne is

continually at riek of eJcpOsure to harmful events (B&uman and

Siegel, 1990). Yalom (1989) speaks of the illusi~n of "personal

specialness", en ongoing belief that one :is SOlnehot'l invulnEllt"Sl.ble

'Or inviolll!.ble (" It won ' t happen to me"). A study" tU~.S oonduoted

on communities li.vin~ in a!'elas ~1hl:llre tbere Wtll.SI& high ~)ossi'bility"

of ma,jor earthquattes occulC'cing (Lehman and 'faylor, l.987). The

researchers found that t<U'ben people peroeived $ ei tuatiollA as

uncontrollable, they preferred 1.1') nUll.nLi>ge their GJlihotiolllS l"othtSll'

than respond with db/act confrontation. li'rec;J.uentl:y, they used

denial and manifested the unr(~a.listio optimism described by

Strumpfer (1975) 80S the "ill'lAsion of hu mitytt.
Co~nitive distortio~®: Cognitive distortions, such ns

seleot! ve recell and faulty infor·&Be.tion Pl'oceasilllg can elsa

contribute to tdsperception of suaceptibili tY'.. For e:u:e.mple,

people often tend to ~udge their risk ill tt.'al'lITlE'Jof at~lf."eQtypeao
They may have & negative stereotyped ide& of the l:dnti of pel"son
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who IHts AIDS (for example, that only people 't1ho have Ja1.l1tiple

aexua L part.ners, look ill, are Under'ii'leight or do not exercise p

contract AIDS). They may then compa:t.t> themsel 'fes to this

stereot~rp~ and see t!1E!lmselves a. .ieviating greatly from it. Thus

they falsely conclude thenu;;elves to be at 10~1riak (Bauman and

Siegel, 1990). It must be noted that such negative stereotypes

are strongly reinforced by the media n1a.tney, 1987).

R,esearch has shown that some gay m~:n mf1l.Yharbour certaiA1

beliefs that they are uafe from risk whicilp under closer

scrutiny, a.re fc'~nd to be invalid. For exaIilple, some men report

that they have ~ut down the number of sexual partners they have,

or report that they have stoPl')ed visiting tlpick-up" &reas and

thus believe themselveS! '~a be s,e.i'a from HIV exposure. HOlvever p

these men ma.y continue t(J j.lIartiei:pate in unsate sex with men who

themselves have not altlered th<;lir behtwiouro This f~uH~y belief

was revealed in a. stud1 by Ba.uma.nand. Siagsl (1990). As noted

earlier tit only takes one unsafe ~~e'tUal contaot to 0xpose e

person to risk. People IIlSl:Y also talc0 preoautions whioh thlSY

erroneously believe t1ill protect them :from infection. Ba.uman and

Siegel (1990) identified three common ineffectual bealth

aC'l;i\l'i ties: inspectinmf one D f'l partner for lesions, ehowet'ing

before sex, showering after sex.
Another false perception held by sOlille~ay men is tn&t t\Th~n

.'3l. partner's HIV status is unknown; sex '{ofi th a reg-ulal? partnel'

presents a lesser rislt. The study by Fit2lpatr1ck et al. (1990)

found tha.t gay man tandled to p&l'ticipG!.t-a in mol"~ unpl'o'toct<ed

aexuaI acti vi ty wi t..h regul&r s~,cu$l pe:rtne:trs thilin ~;7ith non-

regular sexual partnoSlt"s. ThiEi> l1iU..\;Y &lso sug~<Elst tl1~t ro~n tdlO al'L'~
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in an ongoing relationship ma.ybelieve they are relatively safe"

Fi tzpa:t.riclt et al , (1990) found that the highest rate of

unprotectGd anal intercourse occurred in the group of men ~1.ho

reported being in exc Luad ve regular relmtionships ... and 53%bed

not had an HIV test.

tolall'll.ageElen.tot Amtiety: Under condd tions of high stress or

threat, denial is of.ten used as a defence against unmanageable

anxiety. This can be positive 'Vlhenit is necessary for someone

to regulat~ emotione.l distress, thus lII!uJ).inta.ininghomeost,6'l.sia and

permitting the person to marshal coping resources (BobtaIl et

al., 1990). However t Baumanand Siegel (1990) st6'l.te the.t g$~ men

have to deal with an s:pparently contradictory teslt. They must

experience a. certain le"el of anxiety in order to be motiv~t~J

to a.ltel' their se'tual behewlour. HOl;Teval'j the,. must do this

without resorting to tbe defence mach.nilS. of denial as this

l-Jould interfere 'ftTiththe adoption of health protective b0h&vil;lUl'.

As Bauman and Siegel (1990) desc:&"ibeth~> dileiw&;

"'l'he'1 can chooae to adopt safer sex. pX'Qot.icea in ord(,;tI' to

pl'ot<act theilt' health; :'ut. first theY' must, abandon denial of

their high"risk statufII "IS a coping strG1.tegW~loThian» in

t.urn , leavea them vulnerable to high levels ot amtiet'S". If

th3Y manage th~ir anxiety thrQugh denial, they undermine

their abil! ty to m.intain the ltinda of l'Jhanges in their

lifest,.:Le1 that are neceSS$ry to .Avoid lnfeot,ion ~Tith the

AIDS virus" (Bs:uman and Siegel, 1990? pd35. h

Baume.rA and Siegsl (1990) :folJlndthmt their sample group of

men 'Vlho underestiIlu.n.ted the level of rir.dt: of thrJir behe.viour til~SJ:'e

.o
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manifesting low anxiety levels. This confirmed their hypothesis

that the underestimation of the level of risk of one's sexual

practices is, in part, an attempt to i1ull.:nageanxiety lAsing denial.

It has been noted th~t e:1c.tremelyhigh levels of peroel.ved

susceptibility may Lead to inhibiting anxiety. 'rhus, threat as

a means to persuade people to adopt new health praotices is not,

effect i\re. But, as research by aobtoll et al. (1990) has shol'm,

behavioural techniques aimed at raising people's anxiety over

their vuImn'abili ty will l~aise their moti vat.Len to attend to AIDS

education material. Consequently, a. certain amount of anxiety is

necessarY to motivate people to take health ~rotective .ctiond
However, too lit'!:.le anxiety may not be a sufficient motivator

t"hile too much an, ':'ety may overwhelm the person and result in

denial (Bauman and Siegel. 1990) which inhibits mction.

5. 2. ~ Percei'lred EitElveri toy 0 ~ the illnealSl

Par Sl, person to be motivated to take Pl'sventive action he

or she needs to peroeive t.he potential illness as sufficiently

severe (Kirscht and Juseph f 1989). Very fe"l'J g'l!l!.Y' in((m have not

peroeived the seriousness of the AIDS orisis. Beo!~use it is a

potentially fatal diseaSe ~ the fea.r of AIDS in the gt!>;.'Y community

is almost universaL In their surVeY, Shurink and Shurinl( (1990)

found that 71.,1%of South Afl'ican gay Wltan in th",d:r S&t31)lel/.'tAted

fear of AIDS a.s their greatest concern. Apart· fli.~omthe obvious

physioal suffering wrought b, HIV-related illnesses there are

also othe:t' severe conaequenoea , These il'lclude deS!.ling tfi th the

stigma of being a person with AIDS p the tr~mandous fin&nci~l

burden vhen obliged to pay for tree.tment and hoap! ta.lizt;.\t.iona p
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and possible unemployment as a. result of dislcY."imin&tion or

inability to corrt Lnue working (Miller and Boz , 1988).

Furthermore p there may be a loss of autonomy 8.S dependence on

ot.he r-e for care increases, and & potential loss of friends,

lovers or family members who are frightened off by the disease.

Manygay men have not come out (1. eo revealed their gay identity)

to friends, families or work colleagues and this, together with

the revela.tion that they have AIDS, can lead to a crisis (Isaacs

and MOKendrick, 1992).

In terms of 'the HBH, even if a gay man.perce! Yes himself to

be at risk of contracting an illness he may still not engage in

h\~alth protective behaviour unl aaa he foresees serious

consequ~:nlces from having the illness 0 't'lhile research conclusions

az-e mi]~ed, it seems that whel'e personS perceive the poss:i. lity

of severe consequences such as organic and/or social problcms~

they SJ.remore likelY to comply with (leal th protective behavd- ~

(B,ecker, 1979). It must be emphasized thC1.t it is t.he person's

p,fercaptitOnof consequences 'tt1hichwill be a motivating factor. For

examp l.e , as asymptoma.tic carriers of the HlV virus often look and

f\eel ~'1ell for long periods of time p other gay mel'Amay not

perceive the seriousness of being infected~ A further aspect

unique to AIDS is that there er-e vast a.reas of u111certainty in

relation to the &ctual health threat. The consequences of HIV

infection can range from immediate health dete~ioration to over

a decade or more of aSY'mptom&tic st$ltU8. Thus, judging the

severity of HIV infection is dlfiieul t and thj a unce '"minty ..lan

certainly affect health bel:i.efs OUrscht 8l.1l\dJosepb, "J89).
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5.3. Perceived bemefi tHD and CiO>~rtlE! II

There needs to be a perceivAd positive cost-benefit ratio

to mot.Lvat.e a pIerson to act in 'order to change behavLcuz-, The

benefits cf altering risky aexua.l behaviour must be seen to

outweigh the costs involved. The benefit of x'emaining healthy and

free from amdety is obvious but theste advantages may be clouded

1!lurl1l1.tiol!lof new health behaviou.nr: Gay men need to continue

by other factors (Becker, 1979) • Some of the barriers to

compli~nce include:

to other preventive health strategies (e.l. dental check-ups),

this is low in relation to safer sex pract1ce3. The onlY' cost

involved wouLd be in procuring condoms (which are often available

free of charge at AIDS community centres), lubricants, and any

other sex aids (Evien, 1992). The price of thesl! p;r.·oducts is

minimal. EVen if persons did not have the aonev for tneJil, they

could simply practice different sexual activities which do not

require any equipment (~.g.mutual masturbation).

safer sex practices until a cure for HlV disease is discovered

imminent, the duration required of new health behaviour appears

and administered. As the discovery of s cure doeB not seem to be

to be indefinite. This may decrease motivation t,o continue safer

sex pt'actices.

Complexity of t~e re~imen: The health protective practices

should be as simple as possible. Informing oneself of smfer aex

for some men, especially those l'1hoare less ed,acated and who are

procedures requires the attainment of a substantial amount of ne~-l

Lnfo rmat.Lon ,~hich may be confusing and difficult to understand
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unfamiliar with medical concepts.

Proscll."ipti(\n and prescription of certtl',illl belht&viours: }:-~~..ple

are more resista"lt to giving up usually pleasurable hehavLour-s

which aN) proscribted by their health regimens (Becker, 1979). In

the case of AIDS it is unrealist:i.c to expec t gay men to give up

sex. Sex is a biological motivatiud which also provides emotional

satisfaction; thus it has '"lhysiological and psychological

imperative (WatnElY,1987). The very substance of social relating

is often based on unconscious sexu.al motives. Sex can relieve

anxiety, enhance intimacy and preclude loneliness. These powerful

satisfactions cannl)t be replaced by non-sexual activities

(Wa.tne'y, 1987). Thun the em! is has been on changing those

sexual behaviours that place men at risk~ and on prescribing

new techniques. 8<"-ll1emen have seen these as conue Lbut.Lng to a

decrease in sexual satisfaction.

Attitudes towards condom usage may also be a barrier to

behaviour change (Kelly and Murphy, 1992). Historically, one of

the advarrtiage s of gey sex bas been the fact tha.t contl'ae,eption

did not have to be considered with the result that condom usaga

is an alien concept to many gay men. The idea tbat condoms

interfere with the enjoyment of sex, create embarrassment,

interrupt the process of aexua.L at'ousal or are uncomfortable to

wear may lesr' some men to disregard their use. Studias have ahown

that condom usage is directly linked to the absence of such

negative attitudes. For e~;:amplepa 1988 study found that }]lenl".rith

the view that C(hlUuitkSI CA..l.Udot interfere with. sex tended to use

them during high-risk sexual activities (Fitzp.etric!t at $1. ~

1990) •
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Other pleasurable pursuits such as alcohol or recreational

drug usage may impede judgement and are often also proscribed.
Gay men may feel resentful about having these aspects of their
lifestyles frowned upon and may misinterpret such exhortations
to be another attack on the gay community rather than warnings
for their own protecti<m (AI t.man , 1986). Many people have noted
that such cHstru.stis realistic. The AIDS epidemic has often been
employed to condemn those afflicted by the disease rather than
challenge those people in positions of power who are not doing
anythjLng to stop it, (Altman, 1986; Kramer, 1990: Shilts, 1987;

Watney, 1987).

In summary, 'l'lhilethe main payoff of adopting safer sex
behaviour is to keep a potentially life-threatening illness at
bay, many gay men will only perceive the practical difficulties
and inconveniences of altering the~r lifestyles.

5.4. Mcdifyin~ f~ctors
Modifying factors include deHiilographicg struct.ural,

at't.itudina.l and interactional v8.ri8..b1esl"Thichmay provide cues
or I."timulito change (Kirscht and Joseph, lSI8~). The following
include possible enabling and inhibitory factors which Eillay
influence a gay man to take act.Lon to prot~ct his own health:

The doctor-patient relation~hip: A doctor wh~ instils trust
in his or her gay patient can provide powerful encour15l.g,'\entfor
health protective behaviou~. However, gay patients often
experience a "cuIturs.l gap" between then'll:1I9lvee and non"'g&y
doctors (Casp -=ll:' p 1986). Concerns about confidentiality '111ih
regard to health status and sexual orientation are high. Some



54

doctors may moralize about thei~ gay patient's lifestyle,

revealing homophobic attitudes, and so create distrust and

distress. The typically expert role adopt-ed by ma.ny doctors

negates the possibility of a. health programme being negotia.ted

with the pa.tient.

Furthermore, a doctor who lacks compassion mraaybe UYAa.t1a.re

of a.nd/or may fail to become better informed about the rislt of

infection his or her clients may face a.nd thus is unlikaly to

influence a.ry beha.vioul' cha.nge (Casper, 1986).
Socia.l gl'01JlP conforgity: As gay people are meaablElrsof a

group which experiences oppression, gay communities have found

it essentia.l to organize into political groups. such groupings

provide an a.rena. for gay-people to fight for political rights and

recognition a.s well as provide a support ba.se to fmcilitate s~lf'"

liberation, social networking and ~motionB!,l freedom (Gough a.nd

Ma.cNair, 1985). Such organizations thus become important

reference groups for many gay men. The expectations of such

groups with regard to lifestyle change in the face of AIDS would

be expected to have a strong impac.t on such m.ens' decision"iIi!aldng

(Kotarba and Lang, 1986).
Influence of friends and fa~ily: Many gay people may not

have open and honest communications 't4'ith fS!.Inily members due to

a. fear that they will encounter negative reactions to th~ir

sexual orientations. The stigma of HIV disease itself means that

gay and straight persons alik0 may encount.er prejudice from

familY members who may either be frightened of eonttAg.ion or,

i U!.vingincorporated societal attitudes tot'lards persona with AIDS p
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may actually condemn 01' reject the.m. Thus the possibiL 'Cy for

family intervention in these cases may be limited •

Where fali'dlies are t:'J.ccepting and loving of their gay

members, their support and pro) .ctian can be invaluable. Such
families are often encouraging of safer sex behaviour, allowing

the gay members to feel valued and worthy of concern. They ca.n

then introject such attitudes tow$l.rds themselves.

Apart from a gay manJ s family, his next most bilportant

reference group '\'lil1 often be other gay men in his friendship

circle. The attitude of his friendship grolAp to the AIDS threat

and the r<:!levance of safer sex to them w'ill provide a strong

influence on his actions (Ke11y and Murphy, 1992; Schurink and

Schurink, 1990). After the ~ay liberation movement took hold in

America, many gay men SSl.'V1this as an opportunity to thro'toToff the

ahac kl.es of sexual oppreSsion and express their sexua.lity

physically wi th a sense of celebration :r.ather than shame (AltJii:lSl.n,

1986). In ga.y cu l,tUlt'e, the reality of AIDS contradiots this

spirit of sexual. freedom. Some men choose to ignor~ the threat

of AIDS, others m~y feel that their sexual lives are now over.

Those who do not take such extreme positions are often able to

combine 9, risk-free lifestyle which still includes satisfying

aexua.l expression (Hirsch and Enlol'I, 1984; l1atney, 1987).

Whichever position a man takes p he t1ill often be highly

influenced by the PQsi tion ~lhich is gene.1l."ally held by his
friends.

Age: Studies have shown that adolescents and young adults

are most at risk gene:rally (Kelly and Murphy, 1992). Gay

tlSena.gelt's face specific problems. Students e.t South Africem
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government schools are denied access to information about AIDS
prevention as liel1 as being denied sex t::lducation.AH)S pamphlets
are usually addressed to heterosexual adolescents (Schurink and
Schurinlt, 1990).

Dealing with AIDS may cauae a conflict with developmental
facets such as "coming out" tV'hichen'te.ilssexual exploration,
especially among gay adolescents (Coleman9 1988). It is thus
essential that thl.sage group receive education on how to protect
themselves from HIV infection. Shurink and Shurinlt'El (1990) study
supports this by indicating that the largest single group of gay
male respondents had thei 1 first sexual experience bet'i'.)'leenthe
ages of 11 and 16 years. Shu:r1.nk and Shurink (1990) suggest that
such education should already be taking place at primary school
level. 'Younger men have alISO been sno'Vm by numerous stUdies to
be more 1ikelY to have both non"'regular pe.rtnera and to have
unprotected receptive anal sex with those partners (Fitzpatrick
at a1., 1990).

OUes"to action: Widespread media reports and articles i.ngay
publications, especially "Bxit", one of the major newspapers for
south African gay men and lesbians, can provide cues for action
{Kotarba and Lang, 1986i Schurink and Schurink, 1990}.

The illness of a family member or friend appears to be one
of the strongest cues. The sight of a person with A!DS in the
advanced stages of diseaSe deterioration ha.s also been stro~gly
related to risk reduction (Fitzpatrick e~ &1., 1990).

Symptoms which resemble tnC'sl)of Ii!IV ill1\ess, &1130 termed
pseudo ...symptoms, are another cue to action. A gay san mal"develop
a cough, swollen lymph glands, skin lesions or contraot a
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sexually 'transmi tted disease. The fear generatecl in such a person

as a result o f wondering t1hether he is HIV-infected and tbQl!

relief experienced when he discovers he is not (e.g. through HIV-

testing) may motivate him to be more al'lare of risk situations in

the future.

A related cue may be hearing that a previous sexual p~rtner

has been tested. Wh~ther his result is positiY~t negative or

unknown, it may ~ake the person aware of risks involved.

13. Application. cf th.e lH{ei)',l tb JBleliet ~~o<llelto gay beh.aviomllr' chan.ge

I{otarba and Lang (1986) see threE! m.ain reas(,')ns for the

relevance of the HBM to gay behaviour ohange , Firstly tit

explains preventive health cars, a critical t:l.SP!I.?'ctwhen deflling

with the AIDS crisis. Secondly, it in(~or'porates a wide range of

aooLeI and psychological variables, moving away from the

The HBM is very useful in predicting both heal tn bel:avic'·,,::

sim.plistic supposi tion that a. fear of AIDS ~jill lead

a.utoma.tica.lly to behaviour change , Thirdly p it dlElntonstra.tes how'

the ahsence or dysfunction of one factor can preclude preventive

~ction even when other strong motivating fa.ctors exist.

before illness and complia.nce to pr~scribed health protective

behav Lcur-s , It thus a.lso provides an "'lxcellent f'ra;mq~worltfOl'

intervention. Once a particula.r dimension hBS bean targeted as

the problem area which is impeding complis~ce~ researchers can

set about try:i ng to correct false perceptions end to adjust

preventive strat.egies t:ll.ccordillgly.
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'l , SUJrll!lIUil.'x·Y

Evidence from a number of studies of people's reactions t('l

various health risks has supported the link between an external

locus of control and a failure to engage in health protective

behaviour (strickland, 1978). This study will attempt to examine

whether those gay men liho fail to respond to AIDS prevention

valllpaigns by nt:)t cha.nging their sexual behaviour al ao tend to

have an exterrtal locus of control. Furthermore', the !!BMprovides

information on a numbec of psychoso'cial factol's which cou Ld also

pla.y a major role in health protection. Fo)."this r-eason the HEM

will also be U' Uized in the present study. The methodology

employed by this investigation is ,.:!scribed ) n 'the following

chapter.
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ClBIAPTEjg 4\.

AIM» HYPOTHESIS AND METHODOLOGY

The aLm and hypothesis of the researcl..report, as l"lellas
the methodology entailed in executing the study, are presented
in this chapter.

1. Aim of the study
The f<:ic..usof the: study W8J.A to examine vlhether gay men who

continued to participate in high-risk sexual .pra~tice:swere more
l(.kely to have an external locus of control. An overview of the
liter~ture has shown that persons with an external locus of.
control are less likely to participate in health"enhancing
behaviours and are less responsive to prevention programmes than
persons with an internal locus of control (Strickland, 197.8). It
was therefore postUlated that gay men who have not changed their
behaviour in response to AIDS -xndcontinue to particl.pate in high
risk sexual activities are more likely to have an external locus
of control than are gay men who have changed to safer Sex-

Men who have high risk sex may also qiffer on many o~ the
Vf iables identified by the Health Belief Model and the study
.examf.ned several of tbese variables a.swell. Tbe Health Bel iei
Model was also included as it identified numerous factors within
the dimensions of perceived susceptibilityp perceived seVerity,
cOldt-benefit ratios and modifying factors (Becker~ lS79; Kirscht
and Joseph, 1989) which related to health-protective behaviour.
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2. Research design

The research design is a two independent grQup design which

compares two groups of gay men.•The groups weI'e divided according

to the level of risk to which their sexual behaviour exposed

them•.

3. lfIypothesis

The study examined whether there lll'S!.S a significant

difference between two groups of gay men~ those who practise

safer sex and those who do not, with regard to locus of ccntr.ol.

The construct of locus of control is measured by the I-E

(Intel'nal-Exterlnal) Scale l",hich is a forced choice self-report

inVentory. High scores on the I-E Sca,le i:nd~cane a tendency

tOWards externalit'$" and low scores indicate a tendency towards

internality. Taking Group A to represent those :menwhos€' sexual

behayiour pIb.ces them at high risk for H!V infection, and Group

B to repres~nt those men who participate in sexual behaviours

which place the:m at m.inimal or no riak for HIV infec.t:i!ion, the

primary hypothesis of the study can be stated as f@11ows:

Null hypothesis; there is no sign!ficant difference b,tween

Group A and Group B on the ma@sureof locus of control.

Alternative ~ypot~eBis: there is a significant difference

between Group A and G:a.·o'upB, with Group A tending towards the

externa.l end of the I '!4' aoa l,e and Group B tending tOl'1!!.\rda the

interna.l end of the I-E scale.

4. FUrther investigations

GroupA and Group B are also compared and (:mpected to differ
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with regard to the following psychosocial variables: openness of

gay identity; importance of the gay community as a reference

group; relationship status; suhjective assessments of level of

rLsk ; type of precautions taken; influences of AIDS on behaviour;

sources of information. These factors were all dLacuaaed in

Chapter 3 within the f'z-amewo r k of the HBM. Anattitude survey was

also included to see whether attitudes f,o AIDS-related issues

differed between the two groups.

5. Subjects

Th(:subjects in this study cons.isted of 47 gaY, white, South

African males. For the purposes of this study 11gayllwas taken to

refer specifically to gay sexual behaviour rather than to a

description of gay sexual orientation. As Coleman (1988)
emphasizes, some men have gay sex but. define their orientat .Lon

as predominantly heterosexual. This is obviously problematic if

one is researching actual sexual behaviour. To identify

appropriate sub.Iect s therefore, candidates for the study were

as ked to describe their sexual behaviour on a Kinsey rating scale

(Q.6). 'l'hLs scale, or a variation of it, is widely used in

research on gay men (e.g. Coleman, 1988f Isaacs, 1979; Isaacs and

McKendrick, 1992). The Kinsey scale is a 6 point scale where 0

denotes exclusive heterosexual sex and 6 denotes exclusive ga.y

sex. A rating of 3 indicates equal amounts of heterosexual and

gay sex (Kinsey, Pomeroy and Martin, 1948). Only those subjects

who rated themselves as 5 or 6 on the Kinsey scale were included

in the subject group. The scale emphasi.zed actual physj_cal sexual

behaV'iour only. In this way, only those men who indicated that
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they have had sex predominantly or exclusively with other men

over the previous 12 months were included in the subject groups.

As the study examined influences on sexual behaviour, only

sexu~lly active menwere required for the researc..h. Thus men who

choose ceLi.becv as a means to protect themselves from HIV

infection were not included.

Only white men were included in the study for rea.sons

discussed in Chapter 1. In addition, subjects needed to score at.

least 80%on a Knowledge of A!DS sub-test (Q .16,1'1 ). This was to

ensure that actual ignorance of the disease or its transmission

was not a confounding factor.

The "e6\7"age of the subject gr-oupwas 34 years with a range

from 21 to 55 years. The sample was well educated. A

matriculation had been obtained by 21%of the sample while 79%

had achieved post-matricula.tion qU8l.1ifications.

On the basis of subjects' acknowledged sexual beha.viour

during the previous 12 months (Q.l0), the sample was divided into

two groups, Group A and Group B, according to the estimated LeveL

of risk to HIV .infection to which they were exposing t.hemaeIves .

Group A consists of those menwhose sexual behavLour places

them at high risk for HIV exposure. Operationally, this includes

those subjects (n = 19) who have engaged in high-risk sexual

b~haviours as the study defined this in Chapter 3. Accordingly?

this group will be r-eferred to as the High Risk Group.

Group B consists of t.hose gay men l-ThC' participa.te in sexual

behaviours which place them a.t no ::>1C' on.ly minimal risk of HIV

exposure. Operationally, this group, the Low RislltGroup, includes

all those subjects (n = 28) whose responses indica.te i,ha.t they
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only have safe!' sex or partic~ipate in sexual practices whj.ch
place them at modez-at.e risk fo;r exposure to HIV (as defined in
Chapter 3). It would also include those men who claim to }h;"\~ 'had

sex only with partners whom they know to be HIV negative. en~
those who have been in a one-partner, ex~lusive relationshi~ for
the past twelve years, before the HIV virus began to impact on
South Africans.

Several researchers have classified sexual practic~s
according to the level of risk they press"lt, ranging from minimal
to high risk. Howeveri many of thei'lldiffer Ln their evaluation
of "degree of risk!'. This study tIill follot.,the categories
described by Kelly and St. Lawrence (1988)wnich are as fol.lows:

~===========================~=='''===========~m========='~======~
Probable degree of transmission risk associated with sexual
activities among gay or bisexual males (Kelly and st.
Lawrence, ~988, pg. 24)

Hhth Risk - Anal iJiltercours~without condom
- Oral-anal activity
- Digital-aual activity ("fiating")
- Other practices that could ent.ail bloodstream
exposure to partner's excz-e t Lona or semen

Probable - Anal intercourse with condo~ (risk due to
Moderat",,!!
Risk

breakage potential)
- Oral-genital activity
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LOl'T Risk
- Mutual masturbation
- 14assage
- Rubbing or friction activities (frottage)
without insertion

No Risk - (lelibacy
- Haintenance of sexually exclusive relationship
when neither partn~r is HIV-positive

6. Procedure
The study employed a pencil and paper questionnaire

(Appendix B) which was distributed amongst the gay community in
the Johannesburg and Durban areas. A random probability sample
of gay men in these areas was not possible to obtain since all
members of the population cannot be enulmElratedand, therefore,
a complete sampling frame cannot be constructed (Bauman and
Siegelt 1990). Subjects were selected using the "snowb~lling"
technique (Schurink and Schur ink, 1990). This is a l'.fellmccepte'd
procedure for research in.the gay cO?ilmunity.Several key people
were given a number of questionnaires to hand out to gay men in
their social netwoi.'k.This provides access to a bll:'ola.derrange of
people within the gay community than do many simih~:r approaches
that focus on mere specific subject groups. It is particularly
useful as it includes those gay men 't.r:hodo llot frequent popular
gay meeting places or who are "in the closet" (not op4mly gsy).

rfwo hundr-ed questionnSl.ires ,lTere distributed in the
JohannesbUrg and Durban regions. APproximately a quarter of them
(52) were returned. This is an above a,veragrarete of return
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(Kerlinger1 1973). of the 52 questionnaires returned, 47 were

finally found to be usable. The reasons the other questionnaires

were rejected was due to their being filled in incompletely or

incorrectly. 'I'wo of the questionnaires were rejected aa the

r-eaponderrt s had failed to score more than 80% on the general

knowledge of HIV/AIDS sub-test.

Subjects were th~m rated on the sexual behaviour aur-vev

section of the questicmnaire (Q.l0) and (In the basis of this

and/or their relationship status {Q.8), were assigned to one or

other of the two groupsi, The rest of the items were then scored

in order to t.e s+ the hypo t.heae s ,

7. Measuring Instrulillilen·'~s

The instruments empLoyed by this study consisted of +he

above mentioned questionnaire and Rotter's Internal-External

locus of control scale (the I-E scale). These were .ombined into

a battery in which the I-E scale was incorporated as Q.22, and

was termed the AIDS Impact Questionnaire for the puz-poses of this

study. The AIDS Impact Questionnaire may be found in Appendix B.

The f z-ont. page (See Appendix B) of the AIDS Impact

QU'astionnaire explained that the purpose of the study was for

research which would be useful when designing interventions for

protecting gay '':)n from infection. This explanation was

especially :i.mportant as the ga.y community tends to be suspicious

of research questionnaires (as discussed in Chapter 1).

'I'he front page instructions also delir ...ea.te~ who should fill

in the que stLonnaf.r-e - primarily gaY men. Confidentiality was

assured and envelopes were provided so that respondents could
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seal their responses as l'1ell as post them anonymously to the

researchor if so desil~d.

7.1. The Questi~nn&ire

The researcher, in an attempt to addr-e aa some of the

pS'jchosocia.l factors \lhich 'Vlere of interest to the study,

developed his own questionnaire, borrowing l>.eavily from the t'J'ork

of Schuz-Lnk and scbur-Lnk (1990}, because no questionnaires exist

which ell.cit all the data required. Sohur Lnk and Schurink (1990)

together with ISODEM, the Gay Alliance and the editor of EXIT!

had developed a survey as part of their research among gay men

and women in South Africa in order to obta.in "scientific

information on gay lifestyles" (Schurink and Schurink, 1989, p.

4). They focused on such topics as the development of gay

identity, sexual beha.viour, gay Institutions, hea.lth, and

elttitudes towards acts of Parliament on homose,tuality. The survey

e.Lso Lncluded questions on the threat of AIDS. The latter Was

supplemented with intervie-vn:'l and participant observations of the

social dimensions of the AIDS problem among gay men in Oape Town.

The questionnaire consisted largely of structured questions, a

few open ended questions and an LnvI ta.tion to :f.orw61.rdei:,lsays

should sub.tec ts so lAish (Shurink and Schurinlt, 1990).,

As this: questionnaire was far too broad for the cu:rr~nt

ne eda of the present research, only those questions t"hich 'Were

relevant to the concerns of this study were selected. The

researcher also developed his own questions to obtain further

relevant information. These include tihe aspects of. sexual

behaviour, subjective assessment of level of risk. reasons for
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:no~ taking precautions survey, Knowledge of AIDS sub-test and

Attitude survey.

The questionnaire was set out as follows:

Question 1: Sociodemograph?c data

The age of the respol!dent was requested. This was to obtain

two sampl~ groups whdch liere relatively age homogenous. This

controls for t- e fact that younger people tend to be more

sexually act Ive ,

Question 2: Sociodemographic data

The subject was asked to (~pecify his ~opulation group. It

was decided to only include white men in the sample gr,'ups for

reasons already s·tatedl in Chapter 1.

Questions 3,4 and 5: S~ciodemographic data

These questions requested the respondent's highest

educational qualifications and occupation for the purpose of

ga.hlin~ sociodemographic information.

Question 6; 'rha Kinsey Scale

The respondent was asked to describe his sexual behaviour

on the Kinsey rating scale which was described earlier in. section

5 (Subjectl:!).

Question 7i: Openness of gay identity

The respondent was asked how open he ,\,y$S about his gay

sexual orientation. Gaymenw'ho do not reveal their sexuality to

others may be at higher riak as they lack 9. support system and

reference group which might influence them. Respcmdents ere asked

to rate the extent to which they are "out of the closet" on a 5

point scale.
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Question 7ii: Importance of the gay community

The subject WI4S asked about the importance he attached to

the gay community as a reference grou..?

Question 8; ~~lationship status

The respondent was asked to describe his relationship

status. Gay men may take fewer or more risks according to the

nature of their relationship/s (as discussed. in the previous

Chapters). CleaX'ly, those menwhohave multiple sexual partners

are at more risk.

Question 9: Length of present relationship

PeopLe who have been in a relationship for less than 12

years may be at risk (people in South Africa began getting

infected with HIV from approximately 1980 onwards).

Question 10: Sexual behaviour survey

The respondent is asked to tick off the seJl:ual behaviours

he has engaged in during the past 12 months to ascertain the

level of risk t.o whd.ch he is exposing himself. The responses were

then assessed and the subject tv'as placed into one of the two

subject groups (See section 5: Subjects).

Question 11: Subjective assessments of level of risk

The respondent was asked to give a subjective assessment of

the level of risk a.ssociated w'ith his aexue.I bebavLour-,

Question 12: Precautions taken over the last 12 months

This question aaked howmanytimes the respondent had taken

preca.utions while having aex , This can be compared 't'lith

subjective a.ssessments of level of risk (Q.l1) and objective

measures of sexual activity (Q.l0).
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Question 13: Type of precautions taken
This question explored the number and type of precautions

taken, if.any.
Question 14! Reasons for not taking precautions
A list of poaai.b'Lereasons for not taking precautions during

unsafe sex were listed here and respondents were asked to tick
off those which applied.

Question 15: The influence of AIDS on behaviour
This question asked in what ways the AIDS disease had

particularly influenced the respondent to increa.se his health
protective behaviour.

(The above 3 questions could provide useful information l1hen
considering educational and intervention campaigns.)

Question 16 and 17: Knowledge of AIDS sub-test
These two questions assessed the respondent's knowledge of

AIDS. For the purposes of this Ltudy those respondents t::~o

obtained a mark of less than 80% on the True/False/Don't know
quiz (Q.17) f.rel'enot included in the sample group.

Question 18: Subjective assessment of AIDS knowledge
The respondent was asked whether he considered himself weL

informed about AIDS. This could then be compared to his quiz
score to see if hjs assessment is accurate.

Question 19: Further AIDS-related influences
This question explor-edwhether the r-esponderrtknew'someone

at'togctedby HIV ddaeaae , This is known to strongly influence the
increase of health protective behaviour.
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Question 20t Factors influencing behaviour

This question exp Lo r-es which factors may have influenced t.he

respondent to change h1s sexual behaviour.

QUestion 21: Attitude survey

The attitude ,~urvey was constructed to identify certain

beliefs regarding perceived susceptibility to AIDS, the

incorporation of self-oppressive beliefs, the perception of

oppression and attitudes to monogamy. The subjects are presented

with a statement and are asked to agree or disagree llfith it. The

survey aims to provide additional descriptive information.

Qn~stion 22: The I-E Scale

This is the measure of locus of control and is discussed

below.

7.2. The I-Ii: Scale

The I-E (Internal-External) scale which was developed by

Rotter (Rotter, 1966) is used to measure locus af control. The

instrument is used to assess generali~ed expectancies for

internal verSllS external control of reinforcement. It consists

of a self-report Lickert scale which is constructed of 29 pairs

of forced-questions, 4 of which are fillers and therefore

disregarded. The final SCOr!Elcomprises the total of the responses

relating to the external locub of control (Rotter, 1°~6).
'l'helocus of control has beE'!nt-lidebr used in research.

Split-half and Kuder-Richardson reliabilit.ies of total scores

cluster around .70. Retest, reliabili ties after one to tl-J'O month

intervals are at the same level but tend to vary somr~mh8.t with

the length of the interval, cond tti\lns of administration, and the
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nature of the group being studied. Correlations with social

desira.bility scores and with interest tests are low. There is

considerable data. on the construct validity of the I-E scale.

Factor analyses indicate that a single general factor Can account

for most of the response vari&nce (Anastasi, 1988).

8. Statistical Analysis
The following statistical Jh9aSt.:"eSwere used in this study;

t-test, frequency counts and rating scales. Each will now be

de-ac r-Lbe d briefly and 1t.hequestions to which they co r r-espond wi!..:.

be indicated.

t-test: (QLestion 22) For 'the locus-oi-control results the

t-test for independent samples w;,:..,;)use... to compar-e means. This

is a parametl'ic t:::-"'1hniqueand is used when the level of

measurement is at least an interval scale. Data is thus assumed

to be normally distributed and there is a homogeneity of variance

for both groups (Miilium, 1978). The SAS PROC TTESTwas the

pr·,)cedure used.

Frequency counts: (Questions 8, 13, 14, 15~ 19, 20) Here a

percentage frequency breakdown was given of ,the results (Mir~ium,

1978 ). The procedure used was SASPROC FREQ (Cody and Smith,

1987).
Rating scales: (Questions 7i, 7ii, 11, 12) The rating sc a.Le

is used as a non-parametric technique, where the level of

measurement is an ordinal scale. SASuses the Wilcoxen test for

two independent groups. The test is usually called the Mann-

~lhitney test (Hini um , 1978). The proct!dure used waS SAS PROC

NPARlWAY(Cody and Smith, ~.98 '7 ) •
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Chi-squares: (Questions 4, 19) The chi-squared statistic is

used to test hypotheses $.l-:>outenth'e frequency distributions. The

sample frequencie& characterising the categories of the
distribution are compare-d with those frequencies ex.pected
according to the researcher's hypothesis. The approach waS
developed for nominal or categorical data and can be used w.ith

.single or multiple classifications (Minium~ 1978).
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CHAPTER 5
RESULTS

It is important to note that the following results are

representative only of the sample and cannot be generalised to

the entire South African gay commuhity. Any statistical results

must be viewed as tendencies l'1hich require further confirmation.

The statistical results which comprise t-test scores,

percentage frequencies, median scores or chi-squares are shown

in tables and graphs. As the locus of ccnt.r-o L scores are a

primary focus of the study ,they will be presented first.

1. Locus of Control
Table 1: Mean external Locua+o f+corrbeoI scores for each group.

EXTERNAL LOCUS-OF-

CONTROL
9,74 6,79

r:=:.::=' ======i=====--=~:=
HIGH RISK. GROUP LOW'RISK GROUP
(n = 19) (11 = 28)

The I-E scale measures the external locus of control score

only. If a score tends towards 1, i.t is defined as tending

towards intern.al locus of control. Using a t-test for t't'10

independent groups the results indicated a significa.nt difference

between the two groups [t( 45) = 2,1447; p < 0,0374], which

confirmed the aLternati ve hypothesis. In other words I the results

support the hypothesis that gaY' men Nho participate in sexut1..J.

behaviour which puts them at high risk for infection of the. HIV
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virus tend to have significantly higher scores ,'lithrespect to
external locus of control. The means for each group are present-ed
in Table 1 and representod graphically in Fig~.llre1.

The other areas of interest covered by thif':que s'tLonna Lr-e
(See Appendix B) will not"be presented in the same o.t'derin which
they Were. presented in the questionnaire.

2. Openness of gaY identity (Question 7i)
Table 2.: Median ratings and Frequencies for openness of gay

identity scale (percentages in brackets)
Irr=~========~'~~==--=·==~r~==============~

GROUP Lm" RISK G'ROUPHIGH RISK
(n = 19)
Median: 3

0 (O)

4 (21)

6 (32)

5 (26)

4 (21)

(1~ == 28)

Median: 4

o (0)

2. 1 (.1)

4. Hi (57)

3. 4 (14)

= open to a great extent)

The median ratings for ee.ch grOup on the openneSs of gay
identity scale are ~epresented in Table 2 and g~aphically
represented in Figure 2. Each subject~s rating in each group was
submitted to the Wilcoxon test us~ng the SAS PROC NPAR1WAY
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procedure. The group differences approached significance (s =
373; z = 1,89833; p = 0,0577). The results suggest that the low
risk group tends to be more open to friends j family and/or
employers about their gay identity than the high risk group.

3. Im.por.tanceof gay cOEillliliiltmity (Question 7ii)
Table 3~ Median ratings and Frequencies for the importance

ery

of the gay community as a reference group (percentages in
brackets)

HIGH RISK GROUP LOW RISK GROUP
(n = 19) (n = 28)
Median: 3 Median: .~

~

1.* 1 (5 ) 1 (4)
* -

2. 3 (16) 4 (14)

3. 8 (42) 8 (29)

4. 6 (32) 12 (43)

5. 1 ( 5 ) 3 (10)
- -*{Scale of 1 to 5 where 1 -- very unimportant and 5 = v

important}
The median ratings for each gr(')Ul'on the importance of the

gay community to the subjacts are represented in Table 3 and
graphica.lly represented in Figure 3. Each subject's rating in
each groUp was submitted to the Wilcoxon test usil'lgthe SA$ PROC
NPARIWAY procedure. The grOup differences were not significant
(p > 0,3), suggesting that the gay community is of equ...l
importance to both groups.
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4. Relationship st~tua (Question a)

Table 4.1: Breakdown of relationship status for each group
(percentages in brackets).

IIII Gil IU$1( LOW J. "1K

I G~OUP GROUP
(n = 19) (n = 28) I

A; Singlet no sexuml pmrtners 2 (ll) 7 (25)

B: Single, one regular sexual 3 (16) 6 (21)
partner

C: Single, multiple sexual partners 8 (42) 3 (11)

D: Coupled, exclusive sexual 5 (2G) 9 (32)

relationship
-

E: Coupled, l'elationship permits 0 (0) 2 (7 )

other sexual partners

F: Coupled, othmr sexual partners 1 (5) 1 (4)

without partner's knowledge

I 100% 100%
I

I

The percentage bz-eakdown of \iherelationship status for each
group is represented in Table 4.1.. The results are set out
graphically in Figur.e 4 in which the cBl.tegoriesere represented
by letters A to F as delineated in Table 4~1.

The high risk group tends mostly to have single.9 multiple
sexual partners while the low risk group tends :mostly to heve
coupled, exclusive sexual relationships. This WaS confirmed by



Key:
A =
B =
C =
D =
E =

80

50r-------------------------------------------~
P
E
Ro
E
N
T
A
G
E

A B Fo D E

~ HIGI-' RISK GROUP _ LOW RISK GROUP ;,(
lq

ill
!~I

FIGURE 4
Bar chart showing percentage breakdown

of relationship status for each group,

Single, no sexual partners

Single, one regular sexual partner

Single, multip1.e aexueI partners

Coupled, relationship permits oths'l' sexual partners

F = Coupled, other sexual partners ~~ithout partner t s knowledge

. .



81
a chi-square analysis cf the combined data (comparing data
gr-ouped accord';ng to whether the subjects had one/no sexual
partners or muItiple sexual partners) where significance was
reached {xl (df) ::1; p < 0,001) and can be ~~en below in Table
4.2.

Table 4.2: Chi-square analysis of relationship status

LOl'lRISK GROUP

Partners

ISIGH RISK GROUP 47

Partners

53

Mult.iple Sexual One/No Sexual

22 78

54 t4caa.:n Length of present relationship in months (Q1llestj,on g)

Table 5: Mean length of present reletionship in months.

HIGH RISK GROUP LOW RISK GROUP
(n :: 19) (n :: 28)

'-~ ~-' , ="'" -"''''_, -

MEAN NO. OF MONTHS IN 2,2 26,6

RELATIONSHIP
-

The mean length of the present relationships (measured in
months) for those subjects currently in a coupled relationship
are represented in Table 5 and graphically represented in Figure
5. Those in the loW risk group tend to have relationships which
last much longer than those of the high risk group.
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6. Subjective assessments of level of risk (Question 11)
Table 6: Median ratings and Frequencies of subjective

as~essments of level of risk (percentages in brackets)

1

HIGH RISK GROUP LOW RISK GROUP
(n :: 19) (n :: 28)

Median: 1 Median: 0
~

.* 0 (O ) 15 (54)

~· 12 (63) 12 (43)

(26) ( 3 )
,

5 1 ,·
· 2 (11) 0 (0)

· 0 ( o ) 0 (0 )

, o = not at all r~sky

o

2

3

4

1 :: not ve.lrY risky

2 :: risky

3 = very risky

4 1: highly risky

The median ratings for each group on subjective assessments

by the r-esponderrt s on the level of r e:k e f their behaviour with

regard to exposing themselves to the HIV virus are represented

in Table 6 and graphically represented in Figure 6. Each

subject's rating in each group was submitted to the Wi Lcoxon test

using the SASPROC NPARHTAY procedure. The group differences were

significant (s :: 635,5; z = 4,25264; p < 0,0001). The high risk

group members tended t'? underestimate the level of risk of t,hei:r
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rate their level of !,Jsk.

behaviour while the low risk group members 'tended to aocur-at.eLv

7. Precautions taken over last 12 months (Question 12)

Table 7: Median ratings and Frequencies of precautions taken

over the last 12 months (percentages in brackets)

JUGH RISK GROUP

(n ::;:19)
Median: 3

towUrSKouo~;~
(n = 28)

Median: 4,

1 (4) 5 (18)

'7

E 2 (11)

2 (11)

7 (25)3. 12 (63)

4. 2 (11 )

*Scale: 0 = 0?6 of the time

1 = 20% ..f the time

2 = 50% of the time

3 = 80% of the time

4 = 100% of the time

1 (3)

o (0)

15 (54)

m

The median ratings for each group for the perceived amount

of precautions taken over the last 12 months to avo id HIV

infection are represerlted in Tab]e 7 and graphica.lly represented

in Figure 7. Each subject's .L·ating in each group wa.s submitted

to the Wilcoxon test using the SASPRO!.? NPARIWAY procedure. The
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group differences just reached statistical signifioance (s =
370,5; z = 1,95912; p < 0,0501). The low risk members tended to

take precautions only SOX of the time~
take precautions eve rv time while high risk member-s tended to

8. Type of -precautiolZll.s takelll\ (Question 13)

Table 8~ Breakdown of the type of preoautions taken by both
groups (percentages in brackets).

HIGH R!SK LOW RISK.
GROUP
(n = 19)

GROUP
(n = 28)

know to be HIV-negati~e
o (0) 15 (54)

Made use of condoms 11 (58) 14 (60)

9 (47) :11 (39)

15 (79) 19 (68)

7 ( 31l) 12 ( 4- ~3)
........ ...., '"\, ::::::J._::O::=:::: = ~

Fewer sexual partners

Safer sex practices
~---------------------------~------~-----------+-Avoided casual sexual partners

The percentage breakdown of the type of Precautions taken
by each group is represented in Table 8 and graphically
represented in Figure 8. (It must be noted that results were r~ot
exclusive to one category and hence statistical comparisons can
not be made). Various subjects in bobh groups indioa.ted that they
had taken the precautions present,ed in questic:-:- 11. (Note: B7
definition a.llsubjects 'Jlhoindicated th8\tthey had an excIusIve
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sexual partner who was HIV-negative were placed in the low risk
group. }

9. Reasons for not taking precautions (Question 14)

This question presented a list of possible reasons for the
subjects not taking precautions against HIV infection. Only the

Table 8: Breakdown of reasons fol'not taking precautions
(percen~.ages in brackets)

high risk group was considered as, by definition, they were the
specific group which did not take adequate precautions. Of the
high risk group of 19 it was found that 8 respondents did not
identify any of the given suggestions in Question 14 for not
taking precautions. 'I'he responses of the ;r'emaining11 members of
the high risk grOUP are represented in Table 8.

NO. OF
RESPONDENTS
(n = 11 )*

-~ ........ - , .,~

In the excitement of the moment precautions 7 (64)
were forgotten

-
I was drunk or stoned and thus not as cautious 5 (46)
a.s when sober

..{ypartner might have been put off having sex 4 (36)

if I had sta.rtedtalking about the dangers of
AIDS

(Ii
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I was too embarrassed to bring the subject of 3 (27)

precautions up

I was reluctant to offend my partner tlThomight 3 (27)

think he lV'asbe..l...lgaccused of being
untrustworthy/promiscuous

It l"J'on'thappen to me :3 (27)

I was very careful when I first heard about 3 (27)

AIDS but lately I've become careless

t. was pressured into having sex 2 (18)

If my sexual partn~~r looked healthy then I 2 (18)
didn't 'worrY

I am not scared 2 (18)

l\lypartner disliked using condoms 2 (18)

My sexual behaviour is too ingrained at this 2 (18)
stage

-
I didn't have a supply of condoms 1 (9 )

I know my sexu&,l partner/s has/have tested 1 (9)

negative for the HIV virus

Condoms interfere with my enjoyment of steX 1(9)

I ah'lays leave it up to my partner to decide 1 (9 )

The list is set out in descending order of the frequency
with which the reasons were chosen. (As the results Were not
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exclusive to one cate.gory no statistical comparison was
possible) •

The most frequently indicated reason for precautions not
been taken is that in the excitement of the moment precautions
were forgotten (64%). This was followed by 46% of the respondents
stating that due to intoxication they Were not as cautious as
'when sober.

HIGH RISK LOW RISK
GROUP GROUP
(n = 19) (n = 28)

To practise sex with one sexual 4 (21) 14 (50)

partner whom you know to be HIV-
negative

To stop visiting certain places for 6 (32) 11 (39)
sexual purposes

To practise only safer sex 15 (79) 19 (68)

To take better care of your health 8 (42) 14 (50)

To cut down on the usage of alcohol 5 (26) 8 (28)
and/or drugs

10" Influence of AIDS on beh:l.vioul"(Question 15)
Table 9: Influenced by AIDS to:

The percentage br-eakdown of the behaviours whLch the
respondents were influenced by AIDS to adopt are represented in
Table 9 nnd graphically represented in Figure 9. The majority of
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respondents in both groups indicated that they had been
influenced to adopt safer sex practices.

'b

11. Further AIDS infl~enees (Question 19)
Table 10: Breakdown of further AIDS influences for bobh

groups (percentage in brackets).

HIGH RISK {.OW RISK

10 (53) 21 (75)

GROUP
(n = 19)

GROUP
(n :::28)

Someone who is lIlY-positive 14 (74) 24 (86)

Someone w'ho is presently suffering
from one of the AIDS-related diseases

9 (47)

Someone who has died of AIDS

14 (50)

The percentage breakdown for both groups of those
respondents who know people who are HlV posi tive ~ sick with an
AIDS-related illness or have died from AIDS is represented in
Table 10 and graphically represented in Figure 10. The r.esults
indicate thfi1.tmembers of both the lo'tJ'and high risk gl'OUpShsve
had more exposure to persons who are HlV posi tive, suffering 'VIi th
an AIDS-related illness and/or have died from AIDS. A chi-square
analysis observed a tendency for subjects in the low risk group
to have had more expoauz-e, especially to plersona Who had died of
AIDS, but this ''lasnot, significant (p > 0111).
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12G Sources of infor~&tion (Question 20)

T&ble 11: Breakdown of sources of information (percentages
in brackets)

HIGH RISK LOW RISK
GROUP GROUP
(n = 19) (n = 28)

~--=== ~ ~ 53 •......

f Learning that someone you know has 10 (53) 1.9 (68)
AIDS

.-
NewSpaper reports on AIDS 14 (74) 25 (89)

Articles in Exit on AIDS 7 (37) 16 (57)

Articles in magazines on AIDS 10 (53) 25 (89)
-

Lecture/s on AIDS 8 (42) 17 (60)

Pamphlets on AIDS 13 (63) 19 (68)

Television programme/s on AIDS 15 (79) 18 (64)

Own family doctor 1 (5) 4 (14)
,-

A radio programme .about AIDS 3 ( ~ .' , 1 (39), ...0.1

Gay counsellor/s 4 (21) G, (21),
Seeing photograpins of persons with 9 (47) 11 (39)
AIDS

Videos/film about persons t'1ithAIDS 13 (68) 11 (39)
___,..,- ' .. -I ~.. . - r::==

The peroentage breakdown of the sources of information ~lhich
may have been modifying factors in influcllCing the respondents
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to adopt health protective behaviours is represented in Table 11 o

seen as having the least influence over both groups. (As

and graphically in Figure 11. Public media such as magazines,
newspapers and television appeared to have the most influence
over both groups. It is also notable that the family doctor was

r-e spcnees overlap between categories no stp.tistica.lcomparison
was possible).

'I'he percentage br-eakdown for the 'cwo groups of those who
13. Attitude survey (Question 21)

agree with the statements a.re represented in Table 12. A
discussion of these findings will be included in Chapter O. It
is only possible to present these results descriptively because
the questions in this survey concern values) beliefs and facts
which are not ciirectly cow~arable.

'l'abl~ ~,: Breakdown of "AGREE" r-eaporraea for both groups
(percentag€;~in br-acket.e )

~IGH RISK
. =
LOW RISK
GROUPGROUP

(n :::19) (n = 28)
,...

Gay men in South Africa should be as 19 (100) 27 (9b)

concerned about contracti.ng the AIDS
virus as gay men in North America

".

Gay men who have unsafe sex with 6 (32) 10 (36)

multiple partners are to blame for the
t,IDS crisis
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Haemophiliacs aild children are the 12 (63) 23 (82)

innocent victims '"'Ifthe A:DS epidemic

I can't help thinking aome.t Lme s that 3 ( 16) 4 (14 )

AIDS does appeal" to be some form of
punishment for loose sexual morals

.
It is not possible for all gay me-n to 12 (63) 13 (46)
accept one partner relationships as a

realist.ic choice

AIDS hes a positive side as it. will 5 (26) 19 (68)

lead to more intimate, committed Long»

term relationships

Men who still have unsafe sex are 2 (11 ) 6 (21)
compulsive sex addicts

Ii---
I am aware of and/or have exper:i.enced 11 (58) 14 (50)

more anti ...gay prejudice since the
advent of AIDS

The dal!gers of AIDS infection have 2 (11 ) 3 (11)

been :...ighly exaggerated
:::l - _. =

The most notable trends evidenced by the above results
14. SUiIDil&ry

suggest that the high risk group tends to contain members who
have an external locus of control and who a.l.soten: to
consistently underestimate their level of risl-tof expoaur-eto lUV
in I ~ ,tion. '"4'he above results will now be ddscuaeed in the
following chapter.
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CHAPTER 6
DISCUSSION

A discussion of the results of the resee.i.·ch will now be

undertaken. As stated in the aim of the study, the goal of the

research was to produce data which hi~hlighted those factors, in

particular locus of contra I , which might play a role in

influencing gay men to either adopt or neglect health protective

behaviour. The ultimate hope is that this information will be of

use in guiding mental health lV'orkers in primary health care to

:institute appropriate educational <nd risk reduction

intc;ll'ventions.

In keeping with the fil'ldings of Schur ink and Schurink

(1990)~ this study also identified a. group of gay men who have

a. good knowledge of the risk and means of HIV transmiss ion and

yet continue to practise unsafe sex. '.rhese men comprised the high

risk group.

It is clear that AIDS haa influenced many ga.y men to change

their sexual behaviour ~ a.:s reflected in numerous studies (Kelly

and Murphy, 1992; Schurink and Sohurink, 1990). MEm in both of

the sllbject groups in this study indioated such changes. All the

man in the low risk groUPt by d~finition, have adopted health

protective m'ea.6'lreS or aa'certained that they are not at risk.

Furthermore, whjle 21% of the high risk group do not report any

behaviour chang~l (Table 7), 79'6 of them do claim to have put

safer sex into .~ractice at some M.rne (58% report havin~ used

condoms) {~a.ble 8). These findings are in keeping with atuciie3

which reveal that gaY'men on the l~hole are tending to adopt sater
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sexual practices (Kirscht and Joseph, 19lj9). However, an
essential observation of this study is thE~t't'Jhilethose men who
report that they are practising safer sex are in fa~ctdoing so II

they may not be practising it cOlrAsiatently. Thus they continue
to pLace themselves at risk for HIV infect:'ton.Some studies have
noted "relapse" to unsafe sex or inconsistlmt change maintenance
to occur in 20-46% of gay men (Kelly and Murphy, 1992)~

It is clear that a fear of AIDS does motivate behaviour
change to some extent but, as has also been discussed, there
exist a number of other psychosocial factors wh ich may influence
the decision to have or fail to have safer sex. It must be noted
that for maDY men t.he deciSion-making proceSs begins anew each
time they are confronted with a sexual opportunity. Suoh
decisions will be under the Lnf Luenoe of a different set of
psychosocial factOrS each time, so that the behavioural outoome
m$y vary. It :isthus impossible to make the genera.lization that
persons either do take risks or do not. Rather it would be more
accurate to state that gay men either do or do not take health
risks at varying times under the influence of varying
combinations of psychosocial faotors.

With regard to influential fact~rs, this study haa fooused
on locus of oontrol as being a central mediat1ng factor. The
perception of persnnal control aan influence all deoision-making
proce~ses with regnrd to health behaviour (RoGolack and R&mpSOD,
1991). Tho results Qf this study confirmed the hypothesis that
men tl1ho enge-ge in unse.fe sexuaf beba.viour (the hil'.!lhrisk group)
telaclto have an e~tterna.l locus of cc~ntrol. The study has arll.Ned
that men l'rl th an external locus of oontrol w':lllbe unlikely to

o
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practise safer sex because they see little rela.tion between their
behaviour and its outcome.

This has been supported by other findings. Kotarba and Lang
(1986) LdentLf'Led a group of American gay men who, a1though a~lare
of the danger of HIV infection, continued to engage in risky
sexual behaviour and displayed external beliefs on the I-E aoaLe .
.Those subjects who were extel'ha.lsWf're, as expected I fatalistic
about AIDS. They fel t that preventing AIDS was beyond their
control for numerous rclasons, These inoluded the false bel1efs
that certain people had genetic predispositions to the illD~ss
or that the risk of contracting diBeese~ like AIDS wao endemic
to the gay lifestyle. Schul'ink and S!.,:hurink(1990), in thair
qualitative Burvey, also state that many of their respondents
believed that preven·ting AIDS was "beyond their cont:r"']since l.ts
origin lay in external forces" and quot.ed the fo:Llowing
r~sponses: "Everybody will get AIDS so what?"; "Getting AIDS is
just part of the risks of being gay" (1990, p. 56).

A closer examination of the sexual behaviour reported bY'the
high risk group in this study revealed tbat 21% never had safer
Sex and thus were oonstant!y at risk to HIV exposure (Table 7).
As previously mentioned, the remainder of the high r.isk group
(79%)r did report prantiBing saf)r ssx at various times (r~ble
8), 'r-nismay seem Lncong ruoue Idth the previous assertion that
high risk I~QUP members, by virtue of their tendenoy towards
externality, will be unlikely to have safer Bex. Howeve~, it must
first be noted that the 79% only toolt precautions for
81ppx'oximately 80% of the time (Table 7) and are thus still
exposing themselvBs to a high risk of lIlV infeotion for

D
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approxi.mabeLy 20% of the time. As previously mentioned, only one
unsafe sexual encounter can be lethal (Crewe, 1992). Secondly,
while thc high risk group members tend tcwards externality. on the
whole, some individuals in this group also approached or inde~d
aeoz-edas having an internal 10CtlSof control. Therefore, these
men may be more likely to practise safer sex at certain times.
Thirdly, it was argued that externals wotld have difficulty in
i ~tia.tingsafer sex" Those times that they do have Safe!'sex maY
actually be the result of factors outside of themselves, such as
be ing persuaded by a sexual partner. As previously stated,
externals are highly susceptible to outside influences (Phares,
1976). As such, their behaviour will be more unpredictable tha.n
internals who make more consistent aUtO.llOmOUSdecisions; This
might explain e~tte'rnals'lack of consistency in practising safer
sex. Kotar-ba and Lang (1986) found that SOme externals had
initiallY tried safer sex at the outset when media panic was at
its highest but then returned to previous sexual practices
(Kotarba and Lang, 1986).

It is important to note that whdLe t.hisstudy found that the
high risk gX'oup tenG towartis externalitYI this group aIso
included individual subjects who did tend towards internality.
'rhis parallels the findings of Kotarba and Lang (1986) who
suggest that those internals who do have unsafe sex tend to have
what t~;...·y term a "sY'".ltendctheory of AInSIi. These men believe
that the holistic well-being of the body would make its
resistance to disease str~ng, and thus they could continue to
engage in high risk activity. The health strategies vhich these
men employ, and falsely believe will protect them, LncLude

\\

II
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regular ~~eck-ups, exercise, sufficient sleep and stress
management. Some also believe that psychological weLl-~eing can
protect them from AIDS. Indeed, the healing movement basE>'~on the
works of Louise Hay (1988), adheres to the belief that it is
essentially psychological vulnerabilities that allow any physical
illness to develop. Hay suggests that "gay men created a disease
called AIDS" as an expression of'their sexual guilt and low self--
esteem (Hay, 1988, p , 137). Accordingly, learning to love oneself
and to accept one's sexuality is believed to cure AIDS. It is
arguable that people who hold these beliefs may feel in control
far beyond the realm of reality. Thus certain internals may thus
demonstrate an omnipotence which places them at s~rious risk.

En addition to the locus of control, the study also compared
the two groups across a. broad range of psychosocia.' factors which
~ere located within the framework of the Health Belief Model.
This study suggested that people with an internal or external
locus or control might approach several of the BBM factors in a
different loJ'ay.Since it has been shown that the high risk group
tended to have an external locus of control and the low risk
St'ouptended to have an internal locus :;)fcontrol, the locus of
c~ntrol construct may shed further light on the possible reasons
for the differences between the two groups on the HnM dimensionj::.
Thus it is possible that ga.y men with on externa.l locus of
control would be at a greater dLaadvant.age especially when
deaLfrg with the modi fying factors influencing health behavLcuz-
r~lated to possible BIV infection.

The HBM argues ~hat preventive care taken by a yerson to
prevent a particular disease depends on that persou·s perception
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that he or she is personally susceptible to it and that the

disease will have serious consequences. The first two dimensions

of the HBM,as adapted to this study, concern individual beliefs

about personal susceptibility to contracting HIV and the

perceived severity of HlV infe(~tionl AIDS. The study assumed that

virtually all ga.y men who are aware of AIDS know that it is a

potentially fatal disease and are in no doubt as to the severity

of the disease. The attitUde Survey reflected this clearly as

100%of the high risk group and 96%of the low risk group agreed

that South African gay men al-ouLd be as concerned as Amer-Lcangay

men about HIV infection (Table 12). Howe'ver , perceptions of

persollPl susceptibility were another matter. The high risk group

in this study believed overwhelmingly that they were at little

or no risk for ElV infection (Table 6). This was in spite of the

fact that or..the sexual behavLour-survey, high risk group members

reported particip~tion in sexual practices which they knew to be

unsafe. The results gave a striking confirmation of t.he findings

of BaumanAnd S~egel (1990) and Fit~»atrick et 81.1.(1990) that

gay men who practise unsafe sex tend consistently to

underestimate the level of risk of their sexual behaviour when

asked to subjectively rate it on a rating scale. The low risk

group, in comparison, accurately as se.aaed their level of risk

(Table 6). As externals fail to see a link between their

behaviour and the. level of risk it might present to them, it may

1be postulated that the high risk group, which ma.inly compz-Laes

externals, would be poor at evaluating their susceptibility. This

supposition was confirmed.

Of p~l'ticular interest to this study is the HBMdimension
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of modifying factor-s.. Research has shown that externals are
highly influenced by outside factors. They tend not to employ
autonomous thinking and evaluation when confronted by outside
influences. For this reason modifying factors which either
motivate gay men to change their sexual behaviour or encour-age
them to continue unsafe sex will have a more powerful influence
en men who are externals. The various modifying factors and their
relation to the high risk group in particular will now be
examined.

Personal risk may be modified by the pa.rticular sexual
relationships formed by a person. The high risk subject group
tended to be single a.n> to have multiple aexuaI partners in
ccrrtrast to the majority of low risk group membe r-s who indicated
that they were in an exclusive relationship (mean length of 2
years) at the time of responding (Table 4.1). A strong emphasis
in the current AIDS education programme is on exclusive
relationships as a way of lowering the risk of HIV exposure.
Certainly those who have ongOing unsafe sexual encounters with
multiple partners (as indicated by the majority of the hi.ghrisk
group members) are at greatest risk for exposure to the virus.

However, a number of problems exist with the exhortation to
IT.,,,mogamywhich has proved to be a rather naive hope on the part
of AIDS workers. First" t.hoae people who advocate monogamy
often have an agenda which includes persuading people to adopt
their moral positions towards the control of sexual expression
rather than out of any genuine concern for the lives of gay men
(Watney, 1987). Choosing to have recreational sex for its own
sake has been seen historically as a highly subveraive act by
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governments and religious bodies inter alia. Gough and MacNair

(1985, p.•l0) have referred to thesE conservative bodies as the

"sex police", and note that they are equally or-'sed to gay

sexuality and its expression.

The way in which such moralistic views have been

Lncor-por-at.ed by the gay community itself is indicated in the

,attitude survey in which 32%of the high risk group and 34% of

the: ow risk group agree that Itgay men who have unsafe sex with

multiple partners are to blame for the A!DS crisislt (Table 12).

Gay men are often condemned as "promiscuous". Promiscuity is a

theological concept stemming from Jude()·~Christian doctrine in the

tradi tion of patriarchal mor-a.lLty which is intrinsic to the

instituti0ns of Christian mar:r-lage and child"'rea!,jnG ... monogamy

is thus equated with morality. Recreational sex outside of

marriage and not for the purpos~s 1)£ procreation and same-sex

relationships are thus especially threaten.ing to the p!'oponents

of such dogma (Neale, 1992; Watney, 1987).

The above negative views tOJ-lards the free expression of gay

sexuali ty have :resulted in the social and LegaL oppression of gay

men and Lesbd ana , Whenoppressed groups incorporate such negatLve

views about themselves they become the victims of self-

oppression. With gay people, self-oppression is achieved when the

gay person has adopted and intsl·ua.lised heterosexual people's

definitions of what is gOOqand what is bad (Hodges a.nd Hutter,

1974). The notion that gay men "deserve" AlDIS bY'virtue of their

behaviour and that the consequences of illness are the

appropriate punishment for aberra.nt behevd.oun has had a. serious

effect on the self-perceptions of gay men {Watney, 1987). The
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attitude survey revealed that 16% of the high risk group and 14%
of the low risk group sometimes thought that AIDS was "some form
of punishment for loose sexual morals" (Table 12). Such
internalised homophobia has increaspd since the advent of AIDS
and could divic:lethe gay community (Hirsch and Enlow, 1984).

A recent viewpoint holds that some gay men are "addicted"
to sex (Quadland and Shattls, 1988). The attitude survey (Table
12) revealed that the majority of men in both subject groups did
n.otagree that men who still have unsafe sex were "sex addicts".
The notion of "sexual addiction" is a difficult one to discuss
in isolation from the manner in which it is used by moralists
whose primary concern is not with protecting those at risk
(Quadland and Shattls, 1988; Watney, 1987). Some men may rely
solely on.sexual activity for self affirmation and may need to
be helped to obtain it from other sources. However, the hope of
some AIDS workers that gay men could all form long term exclusive
relationships is highly unrealistic. Apart from the difficulty
of finding a compatible partner shoul. one wish to have one (an
awesome challenge for gays and heterose):uals alike ) it presumes
that all people want such a relationship. Human relationships
take many forms and can bE'ex.tremely creative according to the
needs of the people involved. Thre~-way partnerships, sexual
communes, open rel~tionships or Simply tmotionally satisfying
sexual encounters with many men may be the route chosen to fit
with a particular man's needs. In the attitude survey (Table 12)
it.appears tha.tmany of the respondents wouLd agree. Of the high
risk group, of whom the majority were single a.nd had m~ltiple
sexual partners, 63% agreed that one partner relationships Were
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not a realistic choice for all men. Of the lo~ risk group, of

~hom most were i~ exclusive relationships, 46% similarly

concurred. Ho~ever, i.t must not be forgotten that ma.nygay men

do want long term relationships but fOI' various reasons (e. g.

di f f'LcuLty with intimacy, fear of being openly gay, lack ot

social skills etrc , ) are unable to form them. Helping such men to

overcome or resolve their problems through o,ppropriate

interventions (e.g. assertiveness and communication skills

training, psychotherapy) such that they can form good

relationship,s mA.Ybe a fUrther way of reducing their risk of HIV

exposure.

AIDSeducation and the pl.·ovisioll of Infoz'ID.l.t:ton on sarer sex

is another modifying factor and remains one of the most critical

factors which could encourage gay men to change thei:r behaviour.

The source of such information may vary for different people.

Ho~ever~ both groups indicated that the public media, E>specially

magazines, neW$paperS and television, played a large role in

providing information (Table 11). An inherent problem ~ith tele-

education is that material is strenuously censored and AIDS

awar-anesa messages tend as a result to be vague and irtfrequent

(Neale. 1992). Externals require ongoing reinforcemAnts which

provide clear guidelines for safer sex.

It is notable that family doo'cor s ~ere seen as haVl,ilg the

least influence over both 10"', and hig.n risk groups as a source

of information. This is e,e,.tremely lV'orrying as most people wito.

a health issue go to their general practitioner as their tirst

port of call. Itarstaedt (1992) has emphasized that g/Jod doctor-

patient communication is an essential. ,. ",mpon"?lntof the management
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of HIV disease. It is also essential in helping to prevent HlV
infection in the first place. Doctors who harbour discriminatory
attiti'des towards gay persons may be uninterested in informing
themselves cf the apeci f Lc health concer-ns and needs of their gay
clients. Moreover, many general practitioners may not see
themselves as playing a role in preven~ive health care and hence
fail to see the importance of HIV counselling for ~~eir clients.
This is unfortunate since externals are highly responsive to
authori ty figures.~ and doctors and other professional AIDS
workers could play a powerful role in persuading them to take
preventive action.

It has been a.rgued that the persuasive abilities of a gay
man's social group are considerable, especially for those ga.ymen
wi th an external locus of control. The results of this study show
that the gay community is indeed important to gay men in both
grou-ps (Table 3). The limitatien of the question was that it did
not ask Ln which way the gay community was important to the
respondent. It could be postulated that the influence of caring
friends might encourage a man to pr...tect himself f:romthe AIDS
risk. It may equa.lly be trUe tha.t a gay man might view the gay
community as a pool of potential casual sex partners and might
be encouraged to continue possible risky sexual practices by
those with whom he socializes and with whom he forms sexual
relationships.

The inflUence of others i~ a person's cultural group would
be a strong modifying factor for exte:rnals. In the case of AIDS
this may be either to enc~urage him to protect himselt f~om HIV

,·,0
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infection or to persuade him to continue risky behaviour in a
communal sense of faJse security.

The extent to l;hich a man is openly gay is anof.he.r modifying
factor which might, aLao influence his behaviour. Sto\ge t.heo rLes
pertaining to the development of gay identity often posit that
the tull integration of a positive gay identity is the
culminating stage of identity development. Here the man fully
incorporates a sense of himself as a man who is physically and
emotionally inveated in other men (C~·. 1388}. Isaacs and
McKendrick (1992} have linked deve l.o; r" osely 1i'Tith
the emergence of healthy self-esteem.

Men who value themselves will value ~_ 'lui it lJlay
be postulated that they will tend to invest mora . protectin&
themseIves from pbysica.l illn~ss. Irhe reaul ts of this study
suggest thac in the case of AIDS this is so. The men irtthe low
risk group tend to have a more open sense of gay identity than
their high risk counterparts (Table 2).

When men choose to be openly gay they must confront; further
issues. In particular J the polibLcaL discrimination of ga.ymen
oan have a. destr-uc'tdve effect on +he building of relationships.
Such relationships must confront enormous societ.al prejudice.
Living together openly in such a context might provoke levels of
stress which either discourage gay .nen t.oattempt relationships
or cont r-Lbut.eto the demise of many rela'Jionships which are
es'tabli.ahed , As closed 1"elatioD'lhi.psprovide more proteotion ix'om
HIV infection it is cleer that legal and social discrimination
age.:i.nstgay men could be viewed as life-threatening in the long
t.ez-m(Schurink and Schur-Lnk, 1990).
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Within the category of modifying factors ar-e cues to ".:.ctic'Jn

which encourage behaviour change. Knowing a pers~n who is HIV

positive, sLck with an AIDS-related ill·'.~sc or has died from AIDS

is considered in the literature to be & strong cue to action, and

was thus included in the questionnaire. Such exposure is felt by

many researchers to be one of the greatest influences on people

to adopt health protective meaBures~ However, in this study, the

subjects in the low risk group were not found to have had

significantly more exposure to such experiences (Table 10). Thi~

suggests that while the influence might be a strong one, it is

either insufficient to influence behaviour in some cases or it

loses its effecr. as the high risk person adapts to it and

defences are re~erected. The locus of control construct might

fUrther explain why the h:.i.gb. rislt group did not cl.tl'tail risk

behaviour. Externals ma.y have perceived the sevority of the

illness and have been afraid of infection yet, failinl to see how

they could reduce the th""eat by changing their behav l our ,

continued to engage in unsafe practices. ll~xternals also require

ongoing reinforcements for behaviour change. Whenthe illness of

another loses ita calience, man who are externals might revert

to previous unsafe sexual practices.

Finally, the reasons gay men in the high risk group did not

take precautions against HIV infection provided· 10re ini'orll'.~t:i,on

concerning beliefst perceptions and situational factors which

might :pla.ce them at l'isk (Table 8). By :1:$1' th~ lIlost commonreason

the high rialt group gave for not adopting health protective

behaviour was that "in the excitement of the IItOIlI.ent precautions

were forgotten". The aexua.l response itself nw.;r render it
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extl:'emely d:..ffioult to hold on to rational rea-scm. Wa.tney (1990)

described the awful contradiotion a gay man faoes: sexual

act Ivi ty virtuallY requires a aens,e of abandon tv desire, r9t at

the same time th~ participl'mts are expe ....r.ed tCI think Clearly with

regard to other facto~s. Dealing with such a oontradiction is

diffioult. Several men in tbe survey conduoted by Schurink and

Schurink (1990) repl'jrt being overl-Thelmed by an especially

desirable man and consequently failed to take prec.autions.

Suggestions fot' avoidiflg auch a l'islt include being prepared to

have safer sex at a11 tim.es. This would mean always hewing

condoms within easy ~each.

The second most freque,l1t reason given for not taking

precautions waS that alcohol and other SUbstances led to .!it loss

of judgement. The drinking or dl',~gging that takes l)lace Ln ma.ny

socia.l settings pr~~sents an i'l').te€lral pI'ob1em for gay men ,,,ishing

to 8.1tel' their aexue.L behaviour. Indeed» they are not o.nly

plea.surable in themselves bub are often experi.enoed to euhance

sex by reducins inhibi tiona Or leading to physica.l rela.xatioJ:l

neoessary for oertain sexual acts. Externals wo\.tld be

particula.rly influelloed by the social cultUre to adopt such

behaviours as the sooial use of Bubs~aaoes. Having these sources

of pleasure taken Mlay would represent a severe barrier ,'11 th

:respeot to the cost .....benefi t ratio of the HBM. Intel'ventions would

need to focus on othex' ms..;thods of sooializing. The current

emphasis on health may be a t'lay to this. Encourag:i.ng men that

healthy, fit bodies are more desirable both to themselves and to

other men may encourage a reduction in substance use.

APPl'oximate17 27% of be ch groups incij,cated respectively 'that AIDS
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has a!x'eady influenc.ed them to reduce 'theil' intake of substances

(Table 9). However, an accurate measurement of changes in alcohol

and drug use was beyond the scope of this study.

The other reasons given by the high rislt group for not

taking preca,utions may be grouped into savel'a.l general

categories. These include the anxiety that a manr S sexual partner

might be turned off sex or be offended should precautions be

discussed. Denial, postulated in ellapte!.' 3 to be a probable

at-hempt to manage anxiety, featured in responses such as II It

lA)'On'thappen to meII , An inability to be assertive Came through

strongly in r-espcnae s which shewed that decisio.i-malting with

regard to having sex and using precautions was left to the

J,Jartner. Externals) feelirig that control oVer themselves lies in

the hands of more powerful others, are probably likely to be

una-sser'hive. A cognitive distol:'tion Which informs the belief that

only menwho look ill may be infected also led some men to fail

to use precautions. A further false belief refleoted by these

resul ts 'vas that sexua.l behav ~our could not bl!Jchanged as it had

become "too ingrained". Finall/, the lack of continual

reinforcemont to adopt Pl.·Eh,e.utions led to some men. becoming

(')arel.ess. As 1I1~~itionedearlh~l' t externals require ongoing ou.tside

reinforcement to have safer sex as they tend not to reinforce

themselves.

1. S'lImmtli.r,v

It appears rrom the resul ta obtained by this research rePort

that menwho have an exterr.al locus of con'l::rol may be at greater

risk of HIV infection. It was found that gay men Whoparticipate
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in unsafe sex tend to be externals a.ndseriously underestimate
the level of risk to whioh they are exposi~g themselves. It has
been postulated that because exter.nalsfail to per.oeive the link
between health protective behaviour and the subsequent. reduction
in risk of contracting HrV, they may be less motivated to seek
information on safer aex and fail to have safer sex unless
continually pel'suaded to do so by outside influences. Outside

modi fyim~ factors can also have a powerful negative effect! by
either not pr(.ltectingthese men from unsafe sexual encounters or
even encouraging them to enga.ge in them.

If gay men who have an external locus of control. are indeed
at greater risk for HIV infection. AIDS prevention work heeds to
adapt intervention progr~mmes to idelltify and help this group.
This issue is further elaborated inCh.pteI' 1.
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CHAPTER 1
CONCLUSION

In order to be effective AIDS prevention campaigns must be
rarearched comprehensirely. Of critical importance is the
examana't Ion of those factors ...rhichmight encour-age or impede the
adoption of safer sexual practices.

A primary aim of this study wa.s to establish wheti':~r ga.ymen
who plaCed themselves at risk for HIV infection by engaging in
unsafe sexual practices tended to have an external locus of
control. Previous studies of health behaviour have linked non-
comp l.Lance to health protective regimens, with ex.ternality
(Strickland, 1978). It was therefore postUlated that gay men who
are externals would have simila~ difficulties in taking
preventive measures against AIDS. The present study found that
gay men who had been placed in the high risk group did indeed
tend to have an external locus of centrol.

The stud:y' also el1lployed the Health Bel ief Model which
described a number of psychosocial ftlLctoz'srelated to health
behaviour in response to ALDS. Most alarming was the discovery
that gay men in the high risk group p~rceived themSelves to be
at little or no risk tor RIV infection. FUrther data highlighted
the danger of alcohol and drug use before sex. and the strong
pctel'lt:i.alinfluence of social groups. Other research stud:i.eshave
confirmed these f.indings (cited in Kelly and Murphy, 1992).

Externals have been shown to be at a greater h~al th lr ~lt

tihan interna.ls. The study has made the link bet~'1eetlex.t~rnr..U.ty
and unsafe sexual behevd.our , It follo~~s then that if this is



1.1i6

actually the case J AIDS intervention campaigns would need to

incorporate the above findings into their risk reduction

programmes. It is also essential that the efficacy of such

interventions be evaluated. It was mentioned earlier that a

schism often exists between research findings and their practical

application. Kelly and Murphy (1992) note that fel-l controlled

.abud Le.s evaluating the behaviour change impact of HIV

intervention 3tudies have been done.

If' extiez-na Ls are at great13r r-a sk they would have to be

identified. While the I-E scale can be utilized for this purpose

it may be too long in its present form. Another ve . .:..ionof the

T"'E scale may be mo r-e appropriate. It could also confuse the

people asked to complete it as they would fail to see its

relevance to AIDS.

1. Limitations of the Present study

While this study has mr de a significant link between

externality and unsafe sexual behaviour, more extensive res~a.rch

into this particular area would be required to confiX-1Dthat the:t.·e

is indeed a causal relacion. Furthermore, the sample grcups are

too small to produce sufficient data. to allow a con.fident

confirmation of the hypothesis. Hence the findings have been

taken as revealing a tendency.

The problem of response set may exist as this was a self~

report study. Subjects who tolere practising unaaf e sex maYhave

neglected to provide this information, as they might have

bel ieved that such responseS 'i'lel'e not socially desirable.

(,
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As mentioned previously, only white gay men were included

in the sub,ject groups. It is essential that gay men of other-
population groups be included in future research. In a.dditionl
heterosexual subjects may also be studied when examining locus
of control and its relation to AIDS prE. .::ntivebehaviour.

Finally, the locus of control conat.ruc t and the Health
Belief Model were employed in such 4 .ay as to complement each
other in this study. However, they may be understood to intersect
due to their shared theoretical foundations in social learning
theory. In fact, it has been argued that as the HEM is based on
self-efficacy and out.come expectancips. it can be incorporated
within the concept of Locus of CO:11 (Roao Lack and Hampson j

1991). However, the vali~ ...tion of such u supposition wa.sbeyond
the scope of this study. Future researchers may wish to
investigate further.

2. Implications for furth~'r research
Once external groups have been identified the intervention

programme must then be adapted to them. Two options appear to
present themselves. Ei·cher the person must be helped to develop
a more internal orientation 0'1"' the programm'~ must be ada:.;>tedto
the external person's specifin needs.

Attempts to shift externelity would require interventions
which would aid such people to perceive the consequences of their
actions and regain a sers..0: ;rt~,:. 01.

At the indiv~.dual level, cognitive-behavioural tfiH~hniques
have been found to be effective. The assumptioll of cognitive'"
behavioural risk reduction programmes is the;t people, once
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appropriately rlsk-sensitized, will alter their high risk
beha.viour if they a"lquire behavirural skills for change
implementation. Skill areas training includes teachinr safer sex
behavioural competence; assertion training to communicate safer
sex commitment to sexual partners or to resist coercion to engage
in unsafe sex; self-management and problem solving skills to
anticipate I avoid or develop alternative ways of coping with risk
"triggers" and the reinforcement of behaviour changes (Fisher and
Fisher, 1992; Kelly and Murphy, 1992). Trajning in groups has
been found to be espe~ially effective dUe to the support they
offer (Quadland and Shattls ~ 1988) • It is clear how these
strategies could potentially shift an external locus of control.

A number of studies have shown the efficacy of such skills
training (oited in Fisher and Fisher, 1992 and in Kelly and
MUI'phy, 1992). At the community level, interventions would
incorporate political action. It was argued in this study that
member-sh.i.p of an oppressed grou.pcould result in the adcjrtLon of
an external locus of control. Gay men as a politically oppressed
group SUffer many hardships. Poli.ticalact LvLam wouLd then be the
appropriate forum in which such men could regain a aenee of their
own pOwer. The decriminalization of gay and lesbian sexuality
should also be R priority for AIDS workers operating in the gay
community (Shurink and Shurink, 1990).

Not all men who are at risk will approach community heaLt~,
projects or AIDS counselling centres for help, espeCially the
target gronp of externals l"ho do not perceive them:Jelv8s to be
at risk. Such men "ould need to be reached by community
initiatives. Bearing in mind the composition and characteristics
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oJ!:'the external locus of control, such campaigns would again need

t.o be adap ted to Provide, for example, ongoing reinforcement t the

r(~crui tment of popule.r and influential men in gay social

g:roupingsy condom dist.!'ibuti(m~ me aaage.s which correct false

beliefs and misperceptlons etc. (Fisher and Fisher, 1991).
Primary prewmtion has been the focus of community

psychology in the area of mental hea.lth. Community int~rvention

to prevent AIDS thus falls within the ambit of primarY

preven·Uon. Such p ogrammes use a l-dde variety of interventions

such as the dissemination of educational mat;er:i.al. safer sex

campaigns, dist:ribution of condoms and fund-raising efforts which

raise AIDSawareness (Fisher and It'lsher I 1992; Kelly and Murphy,

1992). However, the point has already been made that risk

reduction interventions now need to address the other factors

responsible fOl" behaviour change and meintenance l-lhich have been

Lden ....if.ied in this study. Research on these :factot'S a.t community

level is still in its earliest stages (Kelly and Murphy, 1992),
but some studie's have been done. Fe)!' example p one study a.sked gfJ!.Y

bartenders to identify those gay bar pa.trons who were most

popular with their peers. These men were trained to dissemina.te

risk reduction str(;\tegies to their friends l'lhom a later surVey-

showed. had decreased their risk behaviour (Kelly and Murphy,

1992). This study was relying on the factor which suggests that

gay men t-lill be influenced by impcrrtant members of their social

group.

The follo~1il'lg arlS some suggestions lil'hich arise out of AIDS

prevent~0n research and from the findings of this study.

/,
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Kelly and Murphy (1992) have stated that it is essential

that better linkages are made between lilV prevention programmes

and theory. By a.pproaching AIDS beh~·f:i.our change from the

perspectives of cognitive-behavioural and social lear~ing

'theories for example, they argue that researchers will be' better

able to encourage realistic vulnerability appraisal and to help

people gain behavioural competencies to effect behaviour change

and maintain it (Kelly and Murphy, 1992). Fullagar and BE'cling

(1983) argued that social learning theory may provide a better

framework than existing models for explaining and predicting

behav Lour- ill response to advertisements. This has important

implications for the conatrruc tLcn of safer sex advertisement

campaigns.

Safer sex campaigns are more successful When theya.re rooted

in the recognition that lilV is i community issue requiring a

community based response (Watney, 1990). Gay pride plas"s a major

factor in preventing SIV transmission by establishing safer sex

as a gay cultural practh'\e. Thus s.I'1.fersex education needs to aim

to provide a level of general I collective cu1 turs.l empowerment.,

encouraging gay men to identify one another I s needs, and to think

of themselves as a community united in response to the epidemic.

i.e. seeing safer sex not as a set of techniques but as a wa7 of

life (WatneYl 1990).

Community empowerment involves political ~ctivism such as

cn~ating monitoring bodies which cha'l Lenge and expose m.edia

reports that are anti-g.clY. ambiguous v misleading I conflicting or

inaccurate. It would also include fighting discrimination of

persons with HIVor AIDSand implementing appropriate legislation
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to protect these groups (Schul:'ink and Schurink, 1990; Watney,

1990), Finally 9 it is necessal:'Y that those safer sex advisers who

are invested in promoting particular mo r al belief~ at the expense

of developing al1 understanding and !"E!lspectfor the full range of

their clients' consensual sexual needs and pLeaaur-ea I are

monitored (Watney, 1990).

3. Summary

The most important question in the AIDS prevention area

conoerns how diff~rent persons can perform partioular kinds of

health-enhanoing behaviours, given their particular environment

and its various influential factors. In particular, by

considering the control beLd s f s of gay men, it should be

possible, as RoacLack and Hampson (1991) have lll.rgued, to enhance

not only predictions of, but also interventions for hea:"th-

pz-omctLng behaviours.

Any comprehensive strategy 'Lc.. fight AIi)S requires the

participation of sooial ~Icientists such as psychologists (Bhur-Lnk

and Schul:'ink, 1990). Rosolack and Hampson have articulated the

importance of psychology in AIDS prevention:

"The study of personal behav Louz-s is now crucial for

advanoea in the expand Lng field of' physica.l health care.

Psychologists can Lontribute a great deal by integrating

psyohological variables into models of diseasep especially

by refjning fOl:'mulations of leBs-studied aspects of

personality-health relations" (1091J~' 166}.

It is the hope of the author that this t'esearch repo:...'t mSl,y

make some small contribution to the ongoing fight against AIDS.

e
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APPENDIX A

CATEGORIES OF EIV INFECTION

The various categories of HIV infection are examined here
in more dota.il:

HIV Infection/S~ropositivity - People who are infected with
Hrv are initially asymptomatic although antibodies a.gaim~t t.he
virus usua.llY develop three weeks to three months after exposure
and can be identified by testing. There are a number of ways in
which IUV infection is determined, including met.hodewhich detect
anti-HIV antibo~ies and methods which detect the virus itself.
Th.amost common Ly used test in South Africa is the enzyme-linksd-
immuno-absorbent aSSay 1..>1' ELISA which d at eots antibodies to HIV-l

and HIV, ..2 (lHndsor, 1992) Once the ant.Lbcdies have been detected
through screening the person is said to be antibody positiYe. In
the earliest stage of infection when th( antibodies h~ve not yet
devel.cped the person is said to be antibody negati ve , The HIV

positive person usually appears and feels healthy in every way
(Elof!, 1988). As discussed ea~lier» a proportion of inr·oted
persons will So on to develop AIDS-related illnesses and full
blown AIDS.

Acute HIV Diseas~ - This is a glandular type fever which
occRsionally occurs with sudden onset after injtial infection bY'
the aIV virus and before antibodies develo~. It can last from
three 'vo fourteen days and symptom.s usually disappoar
spontaneously. Acute HIV disease is characterised by eeneralised
lymphadenopathYt rash on the trunk, fever, p&in in muscles and

o
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joints, acut.e encephalitis (inftlction of the brain) and dial:'rhoea

(Eloff, 1988).

PersiEltent Generalisl$<i1 Lymphadenopat.hy (PGL) - SNollen lymph

glal'lds in two vI' more sites (excluding the groin) persisting for

more than three months characterise this condition. Usually the

pe r aon remains ht>- ....l thy and in rare cases the symptoms may

dd s.appear-, In a separate aubg r-oup patients become unwell and

suffer from as",:,-;iated fatigue, anorexia (loss of a.ppet1 te) ,

fever, night sweats and diarrhoea. Typically, this is the g~oup

which often progreSEl8S to developing AIDS (Elo!!, 1988).

AIDS-Related Co~p~e:x:(ARC) - While AIDS is defined by the

pl~esence <:>f opportunistic disea.ses predict.ive of immuno-

suppression in the absence of -·...her known causes t f~ moz-e HIV

posi ti ve persons show sY,'I}ptcmsof ill'lees \-lhich relrl.te to im'J1une

system compromise but do not meet tha full diagDo~tic criteria

for AIDS (K911y and st. Lawrence. 1988). These illnesses include

among o~bers oral candidiasis (thrusb)9 or~l leuccplakia (.Lite

patches on the tongue), persistent generalised lymphaden()pathY9

splenomt>:l1ly (enlarged spleen) and skin rasbes (Eloff 'I 1988;

Jentsch and Klugman, 1992).
At first such persons ~lere said t-:> have Pre··AIDSp Prodromal

AIDS or Lesser AIlJS dis<bases. However p these terms 'I'lere found to

be unacceptable as it ham still not been eS'l:.ablished ....\at aJ.l

infected persons will inevitably develop AIDS. The term AIDS-
related complex (ARC) was then userl to del:lignate thos-a diseases

and clinical symptoms of imDlUno-suppr..:-ssion without the

(')ppcrtunist~c diseases chara(,;,teristic of full bl.cwn AIDS, It must

be noted that as it encompaaae a such a val"iG.<t·> .."nd diff~riV).g
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degree of symptoms and illnesses, ARC is of limited precision as

a diagnostic category (Kelly and St. Lawrence, 1988).

Acquired Il!ID.iluneDeficiency Syndrol!!i1e(AIDS) - This is the

fir~l stage of HIV infection. AIDS is diagnosed when the immune

system is so compromised that the person develops specific rare

oppoz-t.unLst Lc infections or tumours. A person with a heal thy

immune system can easily fight off infeutions. However, for the

immuno-suppressed person the same common and mildly pathogenic

o r-g an Lams call be deadly. Tt is the opportunistic infec·tions and

tumours which to date have always proved fatal for persons with

AIDS (Eloff, 1988). Recent statistics indicate that 1t

approximately 50" of infected persons take 10-20 years to r-eaoh

this stage (Windsor, 1992).

The following diseases and infections are commonly

associated with AIDS: Kaposi's Sarcoma, Pneumocystis CariniJi.

Pneumonia, Candida infections (thrush) D Herpes Simplex, AIDS--

related dementia and a b~st of other malignancies and infections

caused by protozoa, viruses, fungi and bacteria (Jentsch and

Klugman, 1992; Kelly and st Lawrence, 1988).

Kaposi's Sarcoma (KS) is a malignancy which was first

identifip.d in the late 1800' s as a disease which afflicted mainly

elderly males of Jewish or Mediterranean descent and Africans.

It attracted little attention as it was rare and had a very slow

growth course. However, it has become pr-evaLer.t among AIDS

patients, occurring in approximately 33 per cent of all cases.

It, has a.Lao become highly virulent and agtJ'I"essive . For reasons

not yet understood, it appears to be more prevalent among gay

AIDS pat.Lerrts than any other group at risk.
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Kaposits sarcoma usually first appears as red, purple or

blue, palpable, non-painful tumours which can occur anywhere on

the body. They frequently increase in number and may be

accompanied by lymphadenopathy, fever, Weight loss and night

SWclats. Patients do not die from Kapo~its sarcoma but from the

infections that co-occur with it (Kelly and St. Lawrence, 19&8).

Pneumocv atLs carinii pneumonia. (PCP) is the most common life

threatening opportunistic infection associated with AIDS. It

occurs in approximately 60 percent of reoen.tly dLagno sed AIDS

patients and may be even more prevalent. toward.s the en1. stages

of AIDS. The pneumonda is caused by a bacterium which can be

identified in lung or bronchial secretions. PCP has a mortality

rate of up to 60 per cent per acute episode. Early symptoms.

include intermit-tent fever, chills, weight loss, cough and chest

discomfort and shortness of breath. The acute onset of the

disease usually occurs within two to six weeks of these symptoms

(Kelly and St. Lawrence, 1988).

Attempting to jc.Laceall t.hese diseases in categories such

as HIV infection, ARC and AIDS has proved clu~sy and confusi~g.

For example, lymphadenopathy is a symptom which may ba located

in more than one category. For this reason the World Health

O'l::'ganization(R.'HO) has developed a. staging 5ystem for liIV

infection and disease which consists of 4 01ini.cal stages which

precisely describe and categorise HIV disease4 in '..:ontrastto

the more general A~C/AIDS dimension (WHO, 1992).

4 In fact, many cealth workers prefer the more accurate and
inclusive term "HIV disease" to "AIDS" which describes only the
terminal stages of the syndrome. U~E]n
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APPENDIX B

AIDShas had a profound effect on the SO'llJ.h, African gay
community. This study aims to examine your respor.se to the AIDS
crisis. Research is essential whendeveloping health intervention
and educational progre.!Ilmesdesigned to help gay men to protect
themsel ves from contra(:tlng the AIDSvirus. The data you provide
.in anawe r Ing this ques'cionna.ire will be a valuable contribution
towards this goal.

Envelopes are available should you
responses. Unfortunately, the questionnaire
English apologies to other language
Lnconven Lence this may cause.

wish to aea.I your
is only available in
speakers for any

This questionna~ re was designed to be filled in by the
following pe!'zons only:

- Sotrth African men wbo have been sexuilj,ly active for at
least 12 months and whose sexual relationships are primarily with
other men. This excludes men who are bisexual (those who havs
sex.ual relationships with both men and women) and/o1'"those who
are married.

The questionnaire consists of 22 questions. The quest.ions
either provide spaces to write your answer $ or option blocks
whe r e you can tick the applicable a.nswer/a. P.lel!ll.sce a.nS'e"1.arevel.'Y
question as honestly and a.s accurately a.s possible. Please note
tha.t you do not have to give your name or (my other ide :'ifying
cha.racteristics.

THIS QUESTIONNAI~E IS COMPLETELY CONFIJ!)Ei~T:rAL.

You ma.y retU1"'n this questionnaire to the resea.rcher
personally or you may post it to the following address:

Mr Anthony Oave
Resea.rch Report
Applied Psychology Department
P. o. Wits
2050
South Africa

This study forms pa.rt of a Masters degree i"Q Olinical
Psychology at the UniVersity of the Witwatersrand.
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AIDS IMPACT QUESTIONNAIRE

1. What is your age?

D
2. Please speci±y your population group (e.g. White, Black
et.c. )

[[=~===: ======::!!lJ

Unemployed I

3. What language do you usually speak?

:::,:= ::J
4. What is your highest educational qualification?

5. What is your present occupation I if employed a.tpresE~llt?

~ ••• Q .. 0·0" •• Ill ...... CliO ..... 0 .... 0 •• 0. 0 ...... ' •• tOO 0 0 •••• 00 ••

6. The follow-jng 7 point scale represents a continuum of sexua.l
behaviour wher~ 0 = exclusive heterosexual sex and 6 = exclusive
gay sex.. 3 'Would indicate equal amounts of heterosexual and gay
sex. Please circle the number which best describes your sexua.l
behavLour-,

o 1 2 3 4 5 6

7. Please :i.ndi.cateby encircling the appropria.te number from 1
tio 5 to what exhmt you regard yours-elf aa out of the closet? (to
be "out of the closet" to a great. extent is to be fully open
about your being gay to friends, family and employers; to no t; be
"out of the closett! a.t all would mean that yOU alone know that
you are gay)
Not at all 1 2 3 4 5 To a. great extent
- Please indicate by encircling the app~opriate number from 1

to 5 ~ow important the gay communjty/subculture is to you?
Very unimportant 1 2 3 4 5 Very important
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8. Wbat is your current r~lationship status?
.:...=-....~~-

Single; no sexual partners Single; mu.ltiple
sexual paz-tme r s , ,--

S:lnglei regular sexual Coupled; exclusive Ione ,
partner sexual J: eLa t Lonah.i.p

Coupled; X"el~tionship Coupled, other sexual
permits other sexual partners without
partners partner's knowledge=~,= =

other (specify). 0 0 e " (Ii ....... '" " ••• ill ill ill 0 •• , 0 0; • 0 • 0 0 0 • III II 0 0 • 0 •• 0 • III • 0 • "

9. If you are presently part of a Louple, for approximately how
many days f morrths or years have yo'...been involved?

[Days: :']:
10. Please indicat~ which of the following sexual behaviours you
participated in during the past 12 mon:ths (Tick as many as are
applicable) :

=~ = . =,Mutual masturbation (w~nking, jerking off) !
Mutual massage
Hugging, rubbing or f:d ction activities (frottage)
withou't insertion of penis
Oral srx (fellatio, blowjob) to orgasm using a condom
Oral sex (fellatio, blo~ljob) to orgasm without using
a condom - --_.-
Digital-anal activity (hand-anus contact 9 fisti:t~g)
Oral-ana:!. e.ctivity (mouth-anus contact, rimming)
Anal intercourse (fucking) using a condom
Anal intercouI'<;e (fu~king) without using a condom
Celibacy (no sex at all over past 12 months).
Sharing sex toys or devices (eg: dildoes) , enema or
douc ha ng eqL'lipment
Watersport,s (sex involving urine)
Social or "dry" kissing
Deep or IIfl·ench"kissing

mc==U7~~
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11. How risky do you think yonr current sexual behaviour is in

t..:;rmsof the likelihood of b~ing exposed to the AIDS virus?

No
No
Ri

==r~

~

t at all risky Very :risky

t 'Very risky Highly r_isky
l"iky I

3
12. Think} ng back over the last 12 months how often did you take
precautions to avoid the risk of being :i ,-'i'ectedwith the AIDS
virus when having sex?

- -
N.A. - did not 100% 80" of sox of 20% of 0% of
have sex over of the the the the the
the past 1l. time time time time time
months (every (never)

time)

130 If you did take precautions, which did you take'?

((N.A. - did ;:ot
=

take any measures=-=~ =~~ ~ .1
Yes No

Exclusive sexuel partner whom you
know to be lIIV negative
Made use of condoms

~

Fewer sexual partners
Safel' sex practices
Avoided casual sexual partners~ ;;u:;:::::; :;::;;

othe r (Spec ify ) : 0 • CJ 0 • 0 ••••• 0 0 • 0 9 III 0 0 • eo •••• Ii • 0 • GO ...... " •••••• eo.

140 If you did not take precautionary measures, what was the
reason? (Tick as many as are applicable)

,= "

............--r. . ;;::- ;.3"1'"§. . ===::;;z , q ".I}.I'~ ~J Yes No, , ~
In the excitement of the moment
precautions were forgotten
f-=---

I lack information as to what
precautions to take
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I was drunk or stoned and thus not being
as cautious as when soher
I couldn't ca.re
I was too embarrassed to bring the
subject of precautions up
I have had sex with one exclusive
partner for more than 10 years so
precautions are unnecessary ---
I was reluctant to offend my partner w}lo
might think he wa s being acouaed of
being untrustworthy/promiscuous
It won't happen to me

My partner might have be en put off
having sex if I had started t.alkin~
about the dangez-s of AIDS --
I didn't have a supply of condoms
I know my sexual partner/s has/have
tested negative for the H:V v Lcus

I was pressu.reld into having sex
If my aexua.I p ..rtner looked healthy then
I didn't worry
I was afraid that my pa.rtner might think
tha.t I had AIDS if I suggested taking
precautions
I am n.ot scared
Condoms in~erfere with my enjoyment of
sex
My partner disliked using condoms
I'm in 8 high risk group of gay and
bisexual men so it's inevitable that
I'll ~ontract AIDS anyway
My friends have told me the risk of
getting infected is actually very low .-
My sexual behaviour is, too ingrained to
change at 'Chis stage
It gives me a thrill to have risky sex,
I like flirting with danger d

I was very careful when I first heard
about AIDS but lately I've belen careless-
I always leave it up to Ii.y partner to Idecide ~
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I

I've fl.lreadytested negative for the
AIDS virus so now I don't have to worry
We're a.ll going to die someday anytvay
and I want to make the most of my life
now

15. Has the AIDS disease ~nfluenced your behaviour in the
followir.g ways?

I Yes No
to pract;;ce sex with one exclusive

, partner whom you know to be HIV
nF--;ative?t-.

to stop visiting certain places for
sexua.l purposes: .
to practice only safer sex
to take better care of your health
(proper exercise, food and sleep)
to cut down on the usage of alcohol
and/or drugs

<.

16. What do the initials AIDS (VIGS) stand for?

II • • • II • • • • • • iii • • • •• 0 • • • II • • • 0 , • • " e • • • G • 0 • 0 • 0 • • • • • • • • • • If! • • • 0 0 /II t • II • • • •

17. Please indicate which of the follot'.ringstatements concerning
AIDS are true or false.

I True False Don't
- Know

AIDS is caused by a virus
t--
There is a cure for AIDS .-
There is a v{\ccine against AIDS .,

The AIDS virus may be contracted from
blood and blood products
All blood donations are tested for
the AIDS virus
The AIDS virus can be contracted by
sharing washing, eating and drinking
utensils
The AIDS virus can be transmitted by
shar.ing needles and syringes
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Douching before having sex can
prevent. contraction of the AIDS virus
The AIDS virus can only be
transmitted by homosexual intercourse
A woman who has the AIDS virus cannot
carry it over to her unborn child
touching after sex can prevent
contra.ction of the AIDS virus
A ,·rater-based lubricant like KY jeJly
is the only lubricant considered safe
when using condoms
If your b.Lood te9t is positive
(contains a.ntibodies to the AIDS
virus) you can sr,read the AIDS virus
If your blood test is negative you
need never lll'orrYagain
All infected people show positive on
the blood tests
The blood test is immediately
positive if you have been illcontact
with the AIDS virus
Names and addresses of persons with
AIDS are kept on a register and are
av a i Lab Le to anyone
Exercise,' proper nutrition and
getting enough rest can prevent

II contraction of the AIDS virus

18. Do you consider yourself well-informed about AIDS?

~

[;I::J
19. Do you know of any of the following people?

I Yes No

II someone who ~ HIV positive
someone who is presently suffering from one of
the AIDS-related diseases
someone who has died of AIDS= -~
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20. Which of the following factors (if any) have influenced you
to change your sexual behaviour in order to avoid contracting the
AIDS virus'?

Learning theLt someone Y0::' know has AIDS
}Jewspap.::rreports on AIDS
Articles in Exit on AIDS
Articles in magazines ()n AIDS
Lacture/s on AIDS
Pamphlets on AIDS --
'felevision programme/a on AIDS

~.

Own family doctor
A radio programme about AIDS
Gay counsellor/s
Seei.ng photographs of persons with AIDS

1--- - --
Videos/fil.ms about persons with AIDS i== Q. _...... ==

•••• 0,. •••••••• 0 ••• 00 •• 0000 •• '1 •••••••••• '0 •• , 0

Other (Spec ify) .. 'l' ••• 0 ••• 0 • 0 ••••• III 0 It 0 •• G 0 iii 0 CI •• It " it ...

Which of the above (if ~ny) influenced you th~ most?

21. Please indicate whether you agree or dIaag r-ee witb the
following statem~nts.

Agree Disa.ree~
Gay men in South Africa should be as
concerned about contracting the AIDS
virus as gay men in North Al'Jlerica
Gay men who have unsafe sex with
multiple partners are to blame for the
AIDS crisis
Haemophiliacs and children are the

jinnocent victims of the AIDS epidemic
Gays who work out at the gym are ~t
little risk for contracting the AIDS
virus
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I can't help thinking sometimes tha.t
AIDS does appear t,o be some form of
punishment for loose sexual morals
There is a greater chance of
contractin!l! the AIDS virus by going to
the baths
It is not possible for all gay men to
accept olle partner' relationships as a
realistic choice --
AIDS has a positive side as it will
lead to more intimate, committed long-
term relationships
Men who still have unsafe sex a.re
compulsive sex addicts -
I am aware of and/or have expe!'ienced
more s.nti-ga.ypre,judice since the
advent of AIDS
T.he dangers of AIDS infection have been
highly exaggerated

'c=:::t.

22. In the follotdng question each item consists of two
a.lternative statements lettered .& or b. Please select the one
statement (and only one) which you believe to be more true -
rather than the are you think you should choose or the one YOU
would prefer to be true. In SOme instances you may agree or
disagree with both statements but be suce to select the one you
believe to be more true. In other words, please !Sl.ns't1E!l:!l."every itCSlo
in this question. Circle the let tar (a or b) of the statement you
select:

1. a. Children get into trouble because thei!" parents punish
them too much.

b Q The trouble with most children nowadaya is that, "their
parents are too easy with them.

2. a. MallY of the unhappy things in people's liveB are partly
due to ba.d luck.

b. People's misfortunes result from the mistakes they make.

3. a. One of the major rep sons we have wars is bees-use p.aople
don't take enough ~.nterest in politics.

b. There will alwa.ys :;.Iewa.rs, no matter how hard people try
to prevent them.

4. a. In the long run
this 'World.

b. Unfortunately,
unrecognised no

people get the respect they deserve in
an individual~6 worth often passes
matter how hard he tries.
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5. a. The idea that teachers are unfair to students is nonsense.
b. Most stucients don ~t realize the extent to which their

grades a.re influenced by accidental happenings.

6. a. Without the right breaks one cannot be an effective
leader.

b. Capable people who fail to become leaders have not taken
advantage of their opportunities.

7. a. No matter how hard yoU try some people just don't like
y::lU.

b. People who can't get others to like them can~t get ~long
with at-hers.

8. a.

b.

9. a.

b.

10. a.

b.

11. a.

b.

12. a.

b.

Heredity plays the major role in determining one's
personality.
It is one's experiencE'.rs in life which dGl.:.ermine what
they're like.

I have often found that what is going to happen will
happen.
Trus·ting to fate has Jl~ vel' t.ur-ned out as well for me as
making a decision to take a definite course of action.

In the case of a well prepared student there :is rarely if
ever such a thing as an unfair test.
~iany times exam questions tend to be so unrelated to
course work that studying is really useless.

Becoming a success is a matter of hard work, luck has
Ii ttle 01' nothing to do with it.
Getting a good job depends mainly on being in the right
place at the right time.

The average citizen can have an influence in government
decisions.
This wor-Ld is run by the few people in power i and there
is not much the little guy can do about it.

13. a. vlhen I make plans, r am almo""t certain that I can make
them wor-k,

b. It is not always wise to plan too far ahead becaude many
things tUrn OU.t to be a matter of good or bad fortune
anyway.

14. a. There are certain people who are just - good.
b. There is some good in everybody.

15. a. In my case get'Ung what I want has little or nothing to
do with luck.

b. ManY'times we might just aEl well decide what to do by
flipping a coin.



16. a.
b.

17. a.
b.

18. a.
b.

19. a.
b.

20. a.
b.

21. a.
b.

13~
Who g~ts to be the boss often depends on who Was lucky
enough to be in the right place first.
Getting people to do the right thing depends upon abili ty ~
luck has little to do with it.
As far as world affairs are concerned, most of us are the
victims of forces we can neither understand nor control.
By taldng an active ;;>artin political and social affa.irs
the people can corrt t-oL world events.
Most people don't realize the extent to which their lives
a.re controlled by a..:::cidentalhappenings.
There really is r.o such thing as "luck".
One should always he will~ng to admit mistakes.
It is usually better to ~Qver up one's mistakes.
It is hard to know whether of not a person really likes
you.
How many friends you have depends upon how nice a ~)erson
you are.
In tht. long run +he bad things that happen to us az-e
ba.Lane ad by the good things.
Most misfortunes ern the result of lack of ability,
ignorance, laziness ~r all three.

22. a. With enough effort we can wipe out politicAl corruption.
b. It is ciifficult for people to have much control over the

things politicians do in office.
23. a.

b.

24. a.

h.

25. a.
h.

26. a.
b.

27. a.
b.

Sometimes I can't understand holt!teachers arrive at the
grades they give.
There is a direct connection between how hard I study and
th~ grades I get.
A good leader expects people to decide for themselves what
they should do.
A good leader makes it clear to eV6rybody what their jobs
are.
Many times I feel that r have little influence over the
things that happen to me.
r t is iIJ..p,;'t~siblefo1."me to believe that chance or luck
plays a.n ~m:portant role in my life.
People a.re lonely because they don't try to be friendly.
There's not much use in trying too hard to plea.se people,
if they like y01.l~,they like you.
There is too much emphasis oll athletics in high school.
Team ~ports are an excellent r;Ta.y to build character.
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28. a. What happens to me is my own doing.

b. Sometimea I feel that I don't have enough control over the
direction my life is taking.

29. a. Most of th~ time I cantt understand ~lhy politicians behave
the way they do.

b , In the long run the people are responsible for bad
government.
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