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This article investigates the relationship between psychosocial factors and gay men’s
attempts to change their sexual behavior in response to the threat of AIDS. Question-
naire data collected from 909 homosexual men at risk of AIDS were used to quantify
potential psychosocial predictors of health behavior. Multiple logistic regression analy-
ses were used to estimate the relationship between these predictor variables and five
self-reported behaviors which may reduce transmission of HTLV-III. Knowledge re-
garding AIDS was consistently and positively related to each of the outcome measures.
Perceived risk of AIDS and the perceived efficacy of behavioral changes for reducing
one’s chances of developing AIDS were also related to multiple outcome measures.
Difficulties with sexual impulse control, belief in biomedical technology to prevent/
cure AIDS, and perceived social norms were related only to behaviors which would
alter the number or type of one’s sexual partners. Gay social network affiliation was
not related to any of the outcomes assessed in these analyses. A negative interaction
between perceived risk of AIDS and the perceived efficacy of behavioral change was
observed for several outcomes. Implications of this work for the development of
public policy and educational programs are discussed.

This article investigates the relationship between psychosocial factors and gay
men’s attempts to change their sexual behavior in response to the threat of AIDS. Over
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the past two decades, considerable theoretical and empirical work has examined the
relationship between a variety of psychosocial predictors and health-promoting behav-
iors.I-6 This work is based on a recognition that the major sources of morbidity and
mortality increasingly have antecedents in patterns of behavior which may be modifi-
ab le .7 -10 This literature may thus help clarify the psychosocial mechanisms influencing
behavior in response to the threat of AIDS. Knowledge of these mechanisms is of con-
siderable importance, as public health efforts to limit the spread of AIDS are largely
dependent upon behavior changes required to reduce transmission of HTLV-IIIll, 12

Although more than a dozen separate models have been proposed to predict health
behavior, a recent review demonstrated that they share a common set of six core con-
ceptual elements: knowledge about the disease, perceptions of vulnerability to the
disease, beliefs about the efficacy of health care, the accessibility of health care, social
network characteristics, and demographic characteristics. 13 The first of these factors,
knowledge, is frequently a prerequisite for behavior change. For example, increased
knowledge of cardiovascular risk factors and of appropriate behavioral risk-reduction
alternatives has been the goal of both community’4 and clinic-based intervention pro-
grams.ls Similarly, knowledge of AIDS and of risk-reduction guidelines would be ex-
pected to foster preventive behavior changes in gay men. The gay subculture is being
informed of the behavioral risk factors for AIDS through vigorous efforts of their
community organizations as well as mass media and informal networks of information
sharing. There have been, however, few systematic attempts to evaluate the level of
knowledge about AIDS in this population or the effects of such knowledge on behav-
ior. 16Thus, little is presently known about the success of educational efforts, or of
unmet educational needs that may exist among gay men.

Perceptions of vulnerability to the disease might be expected to play a central role
in behavior change in response to AIDS, as considerable evidence is already available
linking such perceptions to other health protective behavior.’, 17-24 Although little is

presently known about how such perceptions originate, 25 recent research suggests that
an &dquo;optimistic bias&dquo; (or underestimation of risk) characterizes beliefs about one’s own
vulnerability to illness.2S-30 Evidence that this optimistic bias can be overcome by in-
formation comparing personal risk with that of peers, 2S, 31 suggests that knowledge
of risk factors and objective risk can influence perceptions of risk.

Evaluation of recommended preventive measures also influences the acceptance of
a behavioral health recommendation. Evidence from research on community health
campaigns indicates that the decision to adopt a preventive health behavior is largely
contingent on how effective the behavior is perceived to be in preventing the threaten-
ing illness or condition. 17, 18, 24, 32 -34 In the case of AIDS, evidence that many homo-
sexually active men are already HTLV-III seropositive, the long incubation period for
AIDS, and the increasing incidence of the syndrome may cause some men to doubt
the efficacy of changing their current sexual behavior, especially if they view their past
sexual behavior as already placing them at considerable risk.

Access to health or preventive care is known to influence the likelihood that an
individual will adopt a desired behavior and is another of the six core conceptual ele-
ments identified in the integrated health behavior model. For example, both geo-
graphic and financial factors have been demonstrated to effect such outcomes as medi-
cal care utilization,~ acceptance of screening 3’ and a general index of health-related
behavior.36 Several researchers have suggested that in addition to such material barriers
to access, a variety of dispositional factors may create behavioral or psychological
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impediments to change.17,37,38 Although some authors have reported barriers to

health care for gay men reluctant to reveal their homosexuality to physicians ’39 access-
ibility to health care is not likely to be important for behavior change to prevent the
spread of AIDS as such change does not generally require the assistance of a health
care practitioner. However, it would be important to examine dispositional factors
which could limit adoption of recommended behavior changes.

Social networks have been defined both in terms of social contact within and be-
tween a population subgroup, and in terms of social norms. Past research has demon-
strated that individuals with strong social ties are more likely to alter health-threaten-
ing behaviors than those with weaker social connections to others,40-43 In addition
to measures of social contact, social norms are known to influence health behav-
iors .6,42 -44 Thus, it is not only the presence of a social network, but behavior and
values within the network, which influence health behaviors. Previous research has

already demonstrated considerable heterogeneity in social behavior and norms within
the homosexual subculture, 45,46 but the relationship of social networks to preventive
health behaviors in this group requires further investigation.

The adoption of preventive health behaviors is also consistently related to certain
demographic characteristics. For example, education and income are generally associ-
ated with the adoption of preventive health behavior .4 Although in large measure
unmodifiable, such factors need to be taken into account when attempting to esti-
mate the association between psychosocial factors and behavior changes in response
to AIDS. One such factor often explored is marital status; in this cohort participation
in a &dquo;primary relationship&dquo; could be considered as a functional alternative.

While each of the psychosocial factors already described generally predict a variety
of health-promoting behaviors, the relative importance of these factors varies depend-
ing on the health behavior in question. In planning behavioral interventions to prevent
transmission of HTLV-III, it would therefore be useful to compare the various factors
in terms of their ability to predict changes in sexual behavior. This article investigates
the relationship of these factors to five measures of behavioral responses to the threat
of AIDS: (1) any change in behavior; (2) trying to limit the number of one’s sexual
partners; (3) avoidance of anonymous partners; (4) avoidance of receptive anal inter-
course ; (5) modification of receptive anal intercourse in ways which may reduce ex-
posure to HTLV-III (asking one’s partner to use condoms or withdraw prior to ejacu-
lation). These measures were chosen because they describe a range of behavioral

responses from the most general (any change) to the very specific (modifying recep-
tive anal intercourse) and because they include measures which current epidemiologic
evidence suggests would most likely reduce exposure to HTLV-III.48 Each will be
described in greater detail later in this paper.

METHODS

Subjects

The sample consisted of 978 homosexual men participating in the Multicenter
AIDS Cohort Study (MACS) in Chicago. MACS is a collaborative biomedical study of
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Table 1. Cohort Description: Sociodemographic Characteristics (N=909)

the natural history of AIDS funded by the National Institute of Allergic and Infectious
Diseases. Respondents were recruited for this study in a number of ways. Approxi-
mately 60% responded to publicity for the study in local gay-oriented periodicals or
distributed at a gay clinic: 20% were recruited from college campuses and gay organi-
zations in the Chicago area; 9% were formerly enrolled in a Hepatitis B vaccine trial;
5% were staff, volunteers, and friends of the gay clinic where the study is largely
housed; and 6% came from other sources, such as hearing about the study through
word-of-mouth. The sample is predominantly white (91.1 °~o), has a mean age of 34.6
years, an average of 16.2 years of education, and 16.5 years of homosexual experience.
Although it is not possible to assume that participants are representative of all homo-
sexual men in Chicago, their sociodemographic characteristics suggest that they re-

semble both homosexual men diagnosed with AIDS in Chicago and cohorts being
studied in other metropolitan areas.45 The underrepresentation of blacks and His-
panics in this and other cohorts should be noted, however. Results described in the

present article are confined to those men not diagnosed with AIDS, not being paid for
sex, and for whom data were missing on no more than three variables (n=909). Table I

describes the sociodemographic characteristics of this group. Some analyses focus on
restricted subsets of participants, resulting in a reduced number of participants avail-
able for study. These subsets are described in greater detail later in this paper.

Procedure

All participants in the MACS study were invited to enroll in the present psycho-
social study. Enrollment took place over a 15-month period (June, 1984-August,
1985). A full 95% of MACS participants agreed to participate in the psychosocial
study and 90% returned completed questionnaires. Respondents were given a self-
administered questionnaire when they visited the clinic for the MACS study, and asked
to complete it two weeks later and mail it back to the clinic. The questionnaire asses-
sed a broad range of psychosocial variables thought to be related to homosexual men’s
responses to the threat of AIDS. This article focuses on those six core concepts which

may be related to men’s attempts to change their sexual behavior in response to AIDS.
Later in this report we identify and describe predictor and outcome variables used in
the analysis.

Psychosocial Assessment

Table 2 summarizes data regarding each of the variables discussed later. A more
detailed description of variable coding procedures will be provided to interested read-
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Table 2. Cohort Description: Psychosocial Characteristics (N=909) 
__ _

ers upon request. For respondents missing data necessary to code one or two variables,
the mean score on those variables was imputed to them. Respondents missing data
necessary to code four or more variables were eliminated from the analyses; these con-
stituted less than 1% of the cohort. For those psychosocial indices were inter-item
correlations between score components were, on theoretical grounds, expected to be
high, reliability coefficients were calculated. These ranged from 0.52 for a measure of
social norms to 0.68 for the perceived risk and knowledge scores. Intercorrelations be-
tween the psychosocial indices were also inspected and were found to be modest,
ranging from 0.008--0.283. This finding ensures that multicollinearity is not a serious
concern in the analyses reported later in this report.

Knowledge Regarding AIDS

A knowledge score was computed for each respondent based on seven questions
concerning the causal agent for AIDS, modes of transmission for the HTLV-III virus,
and public health recommendations regarding behavior changes required to reduce the
risk of AIDS. Scores ranged from one to seven, with a mean of 4.8 and a standard
deviation of 1.6.

Perceived Risk

Two measures of perceived vulnerability to AIDS were obtained from respondents.
The first was a measure of absolute risk, based on a question asking men to rate the
likelihood of their getting AIDS. The second was a measure of comparative risk, which
used a similar question format but asked men to relate how their chances of getting
AIDS compared with those of the average gay man. Both questions provided a five-
point scale. When summed, a general measure of perceived risk for AIDS was obtained
with a range from 1 -9, a mean of 4.0, and a standard deviation of 1.7.
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Perceived Efficacy of Behavior Change

Respondents’ beliefs about the degree to which behavior change could reduce their
chances of getting AIDS was assessed with two questions. All respondents were asked
if they did everything they could do to reduce their chances of getting AIDS, how
much more this would reduce their risk. Respondents who indicated that they had
already changed some aspect of their behavior were also asked how much they thought
this had reduced their risk. For the latter respondents, perceived efficacy of behavior
change was a composite of their responses to the first and second questions. The first

question alone was used as a measure of perceived efficacy for those respondents who
said they had not changed their behavior in any way to reduce their risk for AIDS.
Scores for perceived efficacy ranged from 1-5 with a mean of 4.1 and a standard

deviation of 1.2.

Barriers to Behavioral Change

Two concepts were used to assess the presence of potential dispositional barriers to
behavior change: (1) perceived difficulty with the control of sexual impulses; (2)
belief in biomedical technology to prevent or cure AIDS. The first measure was in-
cluded because behavioral risk reduction is largely dependent on alteration of sexual
practices and perceived difficulties with impulse control might plausibly constitute a
barrier to implementing recommended changes. Also, difficulty with sexual impulse
control was one of the most frequently identified reasons for continued unsafe behav-
ior in this cohort.45 Responses to two questions regarding perceived difficulty in con-
trolling sexual impulses were summed to provide a score on this measure ranging from
1- 9, with a mean of 3.3, and a standard deviation of 1.7. The second measure was in-
cluded because it has been suggested that a belief in biomedical technology to provide
a prevention or cure for AIDS may impede the adoption of appropriate behavioral
changes in the at-risk gay population.&dquo; Two questions specifically assessing respond-
ent beliefs that a vaccine or cure for AIDS would become available in the near future
were used to construct this variable. Scores ranged from 1 - 3 with a mean of 1.2 and
a standard deviation of 0.5.

Social Network Characteristics

Two aspects of respondents’ social networks were assessed: (1) perceived social
norms supportive of behavioral change and (2) gay social network affiliation. The
questions regarding perceived social norms focused on four specific types of sexual
behavior potentially linked to HTLV-III transmission: receptive anal sex, receptive
oral-genital sex, insertive oral-anal contact, and use of anonymous partners. Scores
for this variable ranged from 1 to 5, with a mean of 3.2 and a standard deviation of
1.0. Gay social network affiliations were assessed by inquiring about residence in a gay
neighborhood, whether at least half the respondent’s friends were gay, and whether
he was a member in at least one gay organization. Scores ranged from 1 - 4, with a
mean of 2.6 and a standard deviation of 0.9.
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Table 3. Self-Reported Behaviors Consistent with Public Health Recommendations
Regarding Reduction in HTLV-III Transmission

aexcludes those who were not homosexually active prior to AIDS epidemic or
whose number of partners did not need to be reduced.

bexcludes those who never had anonymous sexual partners or who avoided anony-
mous partners in the past month for some reason other than AIDS.

cexcludes those who never practiced receptive anal sex or who avoided receptive
anal sex in the past month for some reason other than AIDS.

dexcludes those who did not practice receptive anal sex in the past month.
emodification of receptive anal sex is defined by practices which may reduce expo-

sure to HTLV-III: asking partners to use condoms or withdrawing prior to ejaculation.

Behavioral Assessment

Five dichotomous outcome measures were used in the analyses reported here. Two
of these were more global measures describing behavior changes at any time since the
beginning of the AIDS epidemic, while the other three described specific sexual be-
havior during the previous 30 days. The prevalence of these measures is reported in
Table 3. It should be noted that only the measure which assessed any behavior change
was appropriately calculated in the entire cohort. For each of the other measures, sub-
group analyses were performed in order to examine the relevant group of respondents.
The number of respondents available for study in these sub-groups ranged from 867 -
486. Modification of receptive anal sex was defined by two practices which may
reduce exposure to HTLV-III: asking sexual partners to use condoms or asking part-
ners to withdraw prior to ejaculation. Respondents who reported engaging in either
of these practices were coded as modifying receptive anal sex. The questionnaire also
inquired about reasons for avoidance of specific sexual practices among those not
engaging in them during the preceding month. Men who reported avoiding either
receptive anal sex or anonymous partners for some reason other than concern regard-
ing AIDS were excluded from the analyses reported here. For example, many men
reported that sexual activity with anonymous partners was simply an infrequent event
which did not happen to occur during the month of reporting. Preliminary analyses
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examined the effects of both including and excluding the group reporting avoidance
not explicitly linked to AIDS. As might be expected, greater heterogeneity was intro-
duced by the inclusion of such individuals and the sensitivity of the regression model
was decreased. Therefore, analyses reported here focus on specific AIDS-related avoid-
ance of two types of sexual behavior.

Statistical Methods

Standard multiple logistic regression was used to estimate the relationship between
each of the psychosocial variables and the five behavioral outcomes described earlier.
The seven psychosocial indices, as well as the sociodemographic variables (age, educa-
tion, income, and &dquo;primary sexual relationship&dquo;), were entered simultaneously into
the logistic model. Therefore, the coefficients reported later estimate the relationship
of each predictor variable on the outcome, while simultaneously taking account of all
other variables.

The possibility that health status might also need to be taken into account in con-
structing the regression model was investigated in early analyses. Health status in the
cohort was measured in a summary score taking account of both lymphadenopathy
and a series of specific symptoms. Health was examined both as a predictor variable
and as a stratification variable. Its inclusion neither changed the structure of the rela-
tionships reported here nor revealed any significant relationship of health itself to
outcome. We believe this may reflect the relatively arbitrary criteria used to classify
an individual as &dquo;unhealthy&dquo; in the MACS classification scheme. A specific pattern of
lymphadenopathy and two or more symptoms were required to meet case definitions.
Therefore, although the unhealthy group is homogeneously ill, by contrast the

&dquo;healthy&dquo; group includes some men who have symptoms. For this reason and because
of its lack of importance in predicting the behavioral outcomes, health status is not

included as a variable in the analyses reported here.

RESULTS

Results of the multiple logistic regression analyses are summarized in Table 4 and
are discussed in detail later. The relationship of each predictor variable to behavioral
outcomes is discussed first, followed by general comments on additional analytic
work.

Knowledge Regarding AIDS

In this cohort of volunteers for a research project focused on AIDS, and with an
average 16.2 years of education, knowledge regarding AIDS was generally high. None-
theless, in terms of both the magnitude and consistency of effects, variation in knowl-
edge regarding AIDS is the factor most strongly associated with the behavioral changes
considered here. It is important to note, however, that these data were collected from
a single cross-sectional survey. Thus, all that can be reported is an association between
knowledge and the desired behavioral outcomes. This point, to be discussed later,
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suggests that longitudinal data will be required to clarify the relationships discussed
here.

Perceived Risk of AIDS

Although it is reasonable to expect that perceived risk of AIDS would be associated
with the adoption of recommended behavior changes, this was not uniformly true in
these analyses. A modest positive relationship (B = 0.124, p < 0.05) to the global
measure of any behavioral change because of AIDS and to attempts to reduce the
number of sexual partners (B = 0.133, p < 0.05) was observed. On the other hand, a
strong negative effect of perceived risk was seen when avoidance of anonymous sexual
partners was used as the outcome measure (B = -0.235, p < 0.001). Two considera-
tions may explain the absence of a consistent and positive relationship between per-
ceived risk and behavior changes: (1) biased reports of risk and (2) cross-sectional
study design.

The &dquo;optimistic bias&dquo; often observed in the assessment of personal risk was also
seen in this cohort. As discussed earlier, although there was considerable variability in
the measure of perceived risk, the mean fell below the midpoint of a nine-point scale.
More detailed examination of the components of the index further clarify this point.
When asked about their absolute risk of developing AIDS, only 10% of the sample
thought they had a large or very large chance of getting AIDS, 50% thought they had
some chance, and the remaining 40% thought their chances of getting AIDS were small
to negligible. Reports of their risk compared to that of other gay men were similarly
optimistic and only 15% rated their chances as higher or much higher. Furthermore,
this sense of optimism was also found in those who continued to engage in putatively
risky behaviors. This would suggest that the sense of personal risk has a variety of
antecedents, that it may be subject to considerable interindividual variability, and
that the relationship between perceived risk and behavior is a complex one, probably
mediated by several factors unexamined in this analysis.

The cross-sectional nature of the data may also make detection of the true relation-

ship between perceived risk and behavioral measures more difficult. This may explain
its negative relationship to avoidance of anonymous sexual partners during the past
month. It is likely that participants with anonymous sexual partners realized that this
increased their risk of AIDS; thus, the negative coefficient would reflect a rational
assessment by those engaging in a risky behavior rather than suggesting that when
perceived risk of AIDS is low, men are less likely to have anonymous sexual partners.
The bidirectional influence between the two variables would also make it compara-

tively more difficult to detect the true underlying association between perceived risk
and AIDS-related behavior changes.

Perceived Efficacy of Behavioral Change

Respondents in this cohort were generally very certain that behavior changes can
reduce their risk of AIDS; the highest possible score on this measure was 5 and the
observed mean was 4.1. In spite of this generalized certainty, variability in perceived
efficacy was related to four of the five AIDS-related behavioral changes described here.
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Interestingly, the magnitude of this relationship, when recalculated as relative risk

estimates, was more pronounced for the two global measures of behavioral change
occurring any time in the interval since 1981 (any behavioral change B = 0.845, p <

0.001; attempts to reduce number of sexual partners B = 0.545, p < 0.001). In con-
trast, the relationship of perceived efficacy to the avoidance of receptive anal sex in
the past month (B = 0.324, p < 0.05) and modification of receptive anal sex during
the same time period (B = 0.366, p < 0.01) was more modest. There was no observed
relationship between this index and avoidance of anonymous sexual partners.

Barriers to Behavioral Change

As discussed previously, there were two measures that assessed potential disposi-
tional barriers to behavioral change. The first of these quantified perceived difficulties
was sexual impulse control. Generally speaking, few men reported such difficulties and
the measure itself was related only to avoiding anonymous sexual partners (B =

-0.392, p < 0.001). The negative coefficient suggests that, as expected, those who
reported such difficulties were less likely to have avoided anonymous sexual partners
during the preceding month.

Another potential barrier to the adoption of safer sexual practices could arise from
a belief that biomedical technology will be able to prevent or cure AIDS in the near
future. When assessed as already described, such beliefs were negatively associated with
attempts to reduce number of sexual partners (B = -0.343, p < 0.05). Again, use of
cross-sectional data makes it difficult to determine whether this perception plays a
part in promoting continued risky sexual practices or represents an after-the-fact ra-
tionalization of behavior.

Social Network Characteristics

There was no significant relationship between the measure of gay social network
affiliations and any behavioral outcome. The social network affiliation index took

account of residence in a gay neighborhood, gay friendships, and membership in gay
organizations. Whether examined separately or in various combinations, none of these
measures had any effect on the behavioral measures reported here. These analyses were
performed in order to verify that neither the social affiliation index nor any of its
component parts had an important effect on behaviors examined here.

Supportive social norms were significantly related to attempts to reduce one’s num-
ber of sexual partners (B = 0.232, p < 0.05). This would suggest that insofar as social
networks have any effect, it is not mediated by affiliation per se. Rather, it is how one
perceives others as behaving or expecting oneself to behave which appears to be

important for the behavior changes investigated here.

Interactions

After inspecting the results reported above, it seemed reasonable to consider the

possibility that there might be important interactions between several of the predictor
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variables. The most theoretically plausible of these were interactions between per-
ceived efficacy and risk, and between social norms and social network affiliation. The
reasoning in the first case was that perceived efficacy might only be salient among
those who believed themselves to be at-risk for AIDS. In the second case, increased

consensus regarding behavior change norms was hypothesized to have a differential
effect in those who were the most active in gay networks. To examine these possibili-
ties, analyses were re-run including interaction terms between perceived risk of AIDS
and the perceived efficacy of behavioral change and between perceived social norms
and gay social network affiliation. The latter interaction was consistently insignificant
across all five outcomes. Significant effects were observed, though, for the combined
effect of perceived risk and perceived efficacy on three measures of outcome: (1) any
behavioral change intended to reduce the risk of AIDS (B = -0.100, p < 0.05), (2)
attempts to reduce the number of one’s sexual partners (B = -0.1 18, p < 0.01), and
(3) modification of receptive anal sex (B = -0.31 S, p < 0.001). The negative coeffi-
cients can be interpreted to mean that the effect of perceived efficacy on the behav-
ioral outcomes was attenuated at high levels of perceived risk.

This was examined in greater detail in further analyses which stratified perceived
risk into a series of categories. This analysis showed that the critical distinction was
between those at the highest level of perceived risk and all others (moderate through
lowest risk). In the latter group, there was a significant positive effect of perceived
risk; the observed coefficients ranged from 0.6 through 0.9 across the three equations
and each was significant at the p < 0.01 level. The comparable coefficients estimating
the effect of perceived risk on the outcome measures among those at highest perceived
risk were either insignificant or significantly negative. Although it was not possible to
explain the significant negative coefficient among those at the highest risk, a general
trend was observed here: the relationship between perceived efficacy and behavior
change must take perceived risk into account. In all but those who believed themselves
to be at highest risk, higher levels of perceived efficacy were positively associated with
desirable behavior changes. However, when perceived risk was highest, perceived
efficacy no longer operated in such a straightforward manner.

DISCUSSION .

Several important conclusions may be drawn from the work reported here. Knowl-
edge regarding AIDS emerged as a consistently important variable. This is also true
when considered in a different way. Logistic coefficients already reported estimate the
amount of change in outcome which would be derived from a one unit change in the
predictor variable. It is also important to consider how much change is possible in
each predictor. For example, the mean score on perceived efficacy in this group is

slightly above 4, while the maximum value is only 5. This suggests that although per-
ceived efficacy is important in understanding the behavioral measures, relatively little
change in this variable is possible. On the other hand, the mean knowledge score is 4.8,
while the maximum value is 7.

Given this information, it is then possible to quantify the maximum potential be-
havior change which could be expected in the outcomes if each man’s score on that
predictor was moved up to the maximum level, holding all other predictors constant.



343 

Such calculations take into account the relationship between the predictor and out-
come variables, the proportion of respondents already reporting the outcome, and the
mean level of the predictor variable in the cohort. When viewed in this fashion, educa-
tion emerges as the most important predictor variable, suggesting that the maximizing
education would result in the greatest improvement in the behavioral outcomes consid-
ered here. Such calculations, it should be emphasized, assume that the relationships
observed here are causal, that it is possible to produce maximum scores on an index,
and that such change would be achieved without altering mean scores on all other
variables. While reservations could be expressed about each of these assumptions, this
exercise nonetheless highlights the importance of looking at the potential impact of a
predictor variable in a number of ways.

It should also be noted that the knowledge index was coded to distinguish those
men who were certain that a particular factor was related to AIDS from those who,
although they were familiar with a particular claim, continued to express uncertainty.
Therefore, the present results suggest that as consensus emerges regarding the behav-
ioral risk factors for AIDS, this should be clearly and consistently communicated. Sci-
entific debate, although essential, should not detract from the straightforward commu-
nication of factual information. This is a ubiquitous problem in epidemiology; none-
theless, it is important to remind ourselves that debate and the attendant atmosphere
of uncertainty it creates may have important consequences for the population at
risk.

The need for further scientific information is also highlighted by results describing
the relationship between perceived efficacy and behavioral outcomes. Currently, the
process leading from infection to the development of AIDS remains obscure, a fact
which may diminish men’s sense of control over their future health. This difficulty is
likely to be particularly acute among those men who find themselves to be already
infected with HTLV-III. Information regarding co-factors or intervening processes
which might mediate the risk of developing AIDS would be especially important for
seropositive individuals in order for them to maintain a belief that behavioral changes
can still contribute to their well being. Indeed, as the debate continues about the role
of HTLV-III antibody testing in motivating behavior change, it will be important to
examine the ways in which this information may or may not contribute positive be-
havioral outcomes among those at risk. This is especially true as the results reported
here suggest that the relationship between perceived efficacy and behavioral outcome
is disturbed when perceived risk is exceptionally high. Taken together, these facts sug-
gest that we need to develop educational strategies which inform individuals about
risk without depriving them of a sense of both hope and control over their lives.

The relationship between perceived difficulties with sexual impulse control and
the avoidance of anonymous sexual partners may underscore the need for a variety of
supplemental clinical programs for the at-risk population. It should be emphasized
that we did not quantify &dquo;objective&dquo; problems with sexual impulse control; the index
used here instead quantifies perceived difficulty only. It seems likely that such per-
ceived difficulties may arise from a number of distinct sources, including needs for
intimacy distorted by homophobic cultural norms, socialization to a particular male
role, use of sexual activity to reduce anxiety or depression, and incompletely devel-
oped social or transactional skills. Appropriate clinical or supportive services may
help develop an improved sense of personal control by addressing such underlying
problems.



344

Analyses reported here provide some of the first empirical support for a concern
originally expressed theoretically regarding belief in biomedical technology as a poten-
tial barrier to change. This suggests that, critically important though biomedical re-
search is, the realistic assessment of near-future potentials should be clearly communi-
cated. Inflated promises of vaccine development or premature reports of success for
new therapeutic modalities are never appropriate. With regard to AIDS they may pro-
vide, however, actual hazards to responsible, behaviorally based prevention efforts.
The importance of social norms in these analyses lends support to the view that re-
search on the relationship between social support and health behavior ought to take
account not only of social connections between individuals, but of the values commu-
nicated within these networks. It also draws attention to the importance of commun-
ity-based education programs in developing community norms or values supportive of
health-affirming sexual behavior. Research reported by this group and others will

ultimately be of value in the current crisis insofar as it contributes to the development
of such educational efforts.
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