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II   Introduction 
 
This �nal qualitative research report is based upon seven qualitative research reports 
provided by the following countries: Czech Republic; Greece; Italy; Romania; Slovakia; 
Slovenia and Spain. It aims to provide information on risk behaviour and proximity to 
HIV/AIDS, and health seeking behaviour amongst men who have sex with men (MSM). 
 
For this purpose, in the �rst part, a brief introduction regarding project background and 
methodology will be presented; in the second one, qualitative main outcomes of the 
research will be discussed; in the third and �nal part, suggestions and priorities for 
intervention will be brie�y discussed. 
 
The layout of the report highlights the probes that have been used according to the in-
depth semi-structured interviews.   
 
This qualitative research is part of SIALON project. This is an European Project on 
capacity building in HIV/Syphilis prevalence estimation using non-invasive methods 
among MSM in Southern and Eastern Europe. The Project activities lasted for 2 years, 
starting from 1st April 2008. 
 
SIALON strategically addressed the issues of the lack of reliable information on HIV and 
Syphilis prevalence among MSM in Eastern and Southern Europe (Czech Republic, 
Greece, Italy, Romania, Slovakia, Slovenia, Spain) through the use of non-invasive testing 
methods as important tools for HIV/STI surveillance among hard-to-reach MSM. 
 
SIALON implemented Second Generation HIV Surveillance Systems [1] [2] to describe 
trends of risky behaviour among MSM. In addition, this project aimed to collect 
qualitative data in respect of the access and perceptions of screening services, 
environmental and cultural di�erences of each participating country. 
 
 
 
 

III  Objectives 
The main objectives of this qualitative study were to collect in depth information on 
risky behaviour, health/treatment seeking behaviour and the perception that MSM have 
of the service o�ered by HIV screening services of the participating countries. 
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In terms of risky behaviour, the main objective was to explore MSM’s experience of what 
they perceived as risky behaviour and their motivations for engaging into risky sexual 
practices. With regards to risk reduction strategies, interviews covered a broader analysis 
of contextual factors (such as settings and type of sexual relationships) related to risk 
taking and perception of it.  
 
Finally, health/treatment seeking behaviour was considered according to the target 
group’s level of motivation to go for an HIV/Syphilis test and seek treatment. In 
particular, it was based on MSM’s awareness of existing screening services, their 
accessibility and affordability of the test, where it was not free. An important objective 
was to include MSM’s considerations on determinants and barriers to the accessibility 
and use of screening services. 
 
 

 

IV   Methodology 

Subjects 

In this qualitative study a convenient sample of 20 MSM was recruited in each country. 
The sample was selected in line with the local cultural and social context of each 
participating country. Participants had to fulfil the following criteria: 

• 10 MSM between the ages of 18-24 
• 10 MSM who are 25 or older 

 
 

Recruitment of participants 

Recruitment of participants took into account the variety of MSM and their setting as 
much as possible in order to guarantee their social representativity. Therefore, the 
subjects recruited were MSM attending gay venues. 
 
Inclusion criteria: 

• Having attended at least once gay venue 
• Signed a written informed consent form to take part in the study 
• Accepting to participate at the in-depth interview 



 
 
 
 
 

 7 

 
Exclusion criteria: 

• Being younger than 18 
• Having already participated in the study 

 
 

Interviews 

Interviews were conducted according to SIALON topics and probes grid enclosed in the 
Qualitative Research Protocol (D2). The protocol focused primarily on two topics: risk 
behaviour and health seeking behaviour. The risk behaviour section included MSM’s 
understanding of what they consider risky sex, their reasons for engaging in risky sexual 
practices and risk reduction strategies. The health seeking behaviour section considered 
MSM’s awareness of existing screening services, the accessibility and affordability of the 
test, considerations on determinants and barriers to the accessibility and use of 
screening services. 
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1   RISK BEHAVIOUR 

1.1 De�nition of safer sex and risk behaviour
 

The de�nition of safer or risk sex is of crucial importance for a better understanding of 
MSM’s behaviours. Therefore, di�erent descriptions and meanings of risky sex may lead 
to di�erent sexual practices and perceived risk levels. According to the Protocol, 
participants were asked to explicitly de�ne safe or risky sex, according to their 
experiences and information. Most of the participants agreed on the idea that there are 
di�erent degrees of safe sex and they primarily associated safer sex as having protected 
anal intercourse. 
 

I think there are di�erent degrees of risk while having sex: for sure, while sleeping 
with someone, you must be aware there is a degree of risk. (Italy) 
 
I don’t think there’s any such thing as one hundred percent safe sex. I don’t think it 
exists, because there’s always a risk. If you use a condom for penetration, �ne. 
(Spain) 

  
Some quotations suggest that the use of the term “safer sex” is more appreciated than 
“safe sex”, as this re�ects the fact that risk is reduced, not avoided. Despite the majority 
of interviewees accepting that unprotected oral sex was a form of risk behaviour, they 
stated they did not use a condom for oral sex. The common, implicit and unspoken 
assumption that anal sex is of a higher risk than oral sex may lead to this kind of 
consideration. 
 

In the gay community, safer sex means protected anal intercourse. Condom use 
for oral sex is almost inexistent. (Italy) 
 
A condom’s all right for anal sex, but I don’t know anybody who sucks with a 
condom. (Spain)  
 
I don’t know anyone who has oral sex with a condom. (Romania)  

 
Although most of the respondents de�ned risk sexual behaviour as unprotected anal 
intercourse (UAI), some mentioned also contact with body �uids, sex with a high 
number of sexual partners, casual sex, and sex with an HIV+ person. 
 

Risk behaviour is all those practices that threaten your health, like sex without 
protection, going crazy with who knows how many people, like cruising. Risky sex 
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is, like, having sex without protection, when you get exposed to fluids, body 

substances, like blood, semen, that type of thing. (Spain) 

 

Risky sex is casual sex, all those ‘lonely hearts’, fast contacts with unknown people, 

unprotected. Each of these is risky independently. Well, protected sex with 

unknown person is risky. (Slovakia) 

 

I think that any sexual contact without a condom is dangerous and certainly with 

an HIV + person. I would never have sex with an HIV + person. I always think of 

what I can get it. (Greece) 

 
 

1.2 Risk reduction strategies (strategies used to reduce the 
risk of HIV and Syphilis infections) 
 
From a general point of view, risk reduction strategies include testing for HIV at least 
once a year, choosing specific sexual practices with proper use of a condom and 
lubricant, not using illicit drugs or alcohol before or while having sex. However, each 
respondent provided different definitions of risk reduction strategies, according to the 
information they had. 
 
As generally assumed, correct condom use for anal sex is the most common risk 
reduction strategy, followed by avoidance of contact with semen during oral sex: 
 

Condom use [for anal sex] is the only way not to get [HIV] infected. I also check the 

condom is not split. (Italy) 

 

[…] No cum in mouth. Even if he is negative, I take care. Actually, after my 

experience with that HIV positive man I try to minimize exchange of any bodily 

fluids. (Slovakia) 

 

I do not use condoms for oral sex, but I do not let anyone to come into my mouth: I 

hope it is enough. I always use a condom for anal sex. (Italy) 

 

According to the previous definitions of safe and risky sex, anal intercourse is perceived 
as higher risk behaviour than oral sex and the major risk reduction strategy is therefore 
focused on anal sex. The management of oral sex is much more complicated, because it 
belongs to the subtle realm of risk assessment. In general, oral sex is performed mainly 
or always without a condom, with care being taken not to allow ejaculation into the 
mouth, in the hope that this is enough to avoid risk. 
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Choice of sexual practices 
 
Different sexual practices may be chosen in relation to the risk levels, to the type of 
partner/s (casual or steady) or to the setting. Most of the interviews related to the idea of 
“conventional sex” which primarily involves mutual masturbation, oral sex followed not 
necessarily by anal penetration: 
 

I never have anal sex with casual partners [...]. I usually have oral sex with casual 

partners and, when I give some oral sex, I stop well before the sexual partner 

comes...so it is a bit  more of a mutual masturbation. (Italy)  

 
Nothing more than, well, penetration, you know, normal sex, for example, fellatio, 

penetration and little else, nothing heavy [hard sex], or anything like that, at least 

it’s not my thing and I don’t really know what to do. (Spain) 

 
Some participants mentioned group sex as a situation that can “normally” occur. 
However, there is not a clear position in relation to risk and group sex: some 
interviewees think it increases risk, others think it makes the use of a condom more 
likely. 
 

 [...] Anyway, that day he invited me back to his place. When I got there, he wasn’t 

alone, there were other people there and I thought, well, it’s not my thing, but I felt 

OK, so I stayed. I’ve been with these guys again. They called and asked if I wanted 

to go for what we’d done before, and I said yes. (Spain) 

 

I think the number of gays organizing orgies is going up; there, anything can 

happen and practically no-one uses a condom. (Italy) 

 

I’ve had sex with more than one person, but maybe it’s more likely that you use a 

condom with a lot of others, because you agree beforehand. (Italy) 

 

 

 

Attitude towards condom use and knowledge of proper condom use 
 
Knowing how to correctly use condoms and using them consistently are crucial issues 
for HIV/STIs prevention. Participants come across as aware of correct condom use. 
Condoms are primarily used in anal intercourse to avoid health threats and for hygienic 
reasons: 
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[...] But one has to use it [condom]. It is for our health. I cannot even imagining 
having unprotected anal sex. (Romania) 
 
I perceive it (condom) very positively, because it provides the minimal hygiene. 
Because sex is dirty, so it gives hygiene to penetration. (Slovakia) 
 
Condom use for anal sex is also good for hygienic reasons. I am more concerned 
about hygiene when I have anal sex than pleasure itself. (Italy)  

 
Most speci�cally, the majority of the respondents stressed the fact that condoms are 
used in order to avoid HIV infection. Personal and social implications about an HIV 
positive status are of concern too:    

 
I’m afraid of being told that I have it, that it’s positive. It must be really hard to 
take, yeah? And having to take medication for the rest of your life, at least for now 
... that’s a bit of a downer. That makes you stop and think and say, “No, wear a 
condom, don’t be stupid.” I mean, lice or all the other stu� you can catch, even 
using a condom, that’s all the same to me. You just go to a doctor, you get 
whatever you need, you get rid of it ... But AIDS, or HIV, when you’ve got that, 
you’ve got it and there’s nothing you can do. Ever since I was a kid they’ve been 
telling me at school, even then, about using a condom ... Since back then, they told 
us that you could get AIDS ... that it’s deadly, that there’s no cure ... And then 
there’s the social side, I mean, you have to tell your family you’ve got AIDS, so, you 
know, that’s why I use a condom, because of all that. (Spain) 

 
From a general point of view, condom use is mainly linked with anal intercourse, which 
is considered the most at risk behaviour in terms of hygiene and HIV transmission. 
Condom use is rarely mentioned in cases of oral sex, despite the perceived link between 
unprotected oral sex and the risk of HIV transmission, condoms are seldom used. While 
the risk of other STIs transmission is rarely mentioned as crucial. 
 

Negotiation of condom use 
 
The negotiation of condom use is a key process in avoiding risky intercourses. Such 
processes seem to be strongly in�uenced both by personal (self-esteem, social skills) and 
environmental factors. The majority of the interviewees did not �nd it di�cult to 
negotiate condom use with casual partners as it is mostly expected: 

 
I don’t negotiate use of condom. It has to be used. (Slovenia) 
 
As far as I am concerned, me. Always. No condom, no sex. (Spain) 
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I have an experience, when one partner wanted sex without a condom, so I told 

him there will be no sex. And there was no, only oral was. I am solid as a stone in 

this matter. (Slovakia) 

 
Some respondents found it difficult to negotiate condom use for anal sex: 

 
For oral sex it isn’t used, but for anal sex I try to negotiate its use. If the other guy 

thinks like I do, there’s no problem. If he starts to say “let’s do without, I’m healthy”, 

I find it difficult to insist and say “no”. But I don’t see him again, if he doesn’t use a 

condom. (Italy) 

 

He didn’t want to use a condom. Then, he, then I’m so stupid that I didn’t say 

“Either you put it on or we’re not having sex” and I preferred to do it “without” and 

I took the risk of catching something … So I’m doing it, or I’m going to do it and I 

can’t manage to say “Put on a condom” In other words, you’re the one who has to 

put the condom on. I’m stupid because I had to say it. I don’t know, I’m stupid, but 

then I said to myself, if he doesn’t put one on, nothing will happen to me … 

sometimes, so that I don’t have to say it, or depending on what he says, I don’t put 

one on, you know? I prefer to say nothing and do it “without”, that’s my problem 

too, I mean not saying “Look, if you don’t put a condom on, there’s no sex”. 

Sometimes I try to, even if it’s difficult for me. (Spain) 

 
Some respondents did not negotiate condom use at all from the beginning: 

 
I do not use a condom with my partner. We have never negotiated condom use. I 

wanted to negotiate it when I started to have sex with him, but I did not. (Italy) 
 
Negotiation of condom use seems to be easier in some cases than others. Generally, 
negotiation occurs primarily in the case of anal sex, while usually for oral sex it does not. 
In addition, condom negotiation might be perceived as a matter of lack of trust, or as a 
kind of disclosure of an HIV positive status, with consequent fear of being rejected.    
 
 
 

Condom use with different partners (steady partners versus 
occasional partners, monogamous relationships versus open 
relationships) 
 
As stated, condoms are normally used with casual partners for anal sex: 
 

I use the condom only in anal casual sex-that is for 100%. (Slovakia) 
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Whereas trust is a key element for unprotected sex in steady relationships: 
 
When I started having sex, I seldom used a condom as I trusted my partners. When 

you get to know people, and they eventually become boyfriends, you stop using 

condoms for sex. (Italy) 

 
Unprotected anal sex often occurs between stable partners after both of them have 
undergone an HIV test and they are negative: 
 

You go with your stable partner for an HIV test first, and then you decide to go 

unprotected. (Italy) 

 

Currently I have a stable partner, since almost two years. After some time  being 

together we went for an HIV test, that was about 4 months after the beginning, 

and now we do anal sex without protection and we trust each other. (Slovakia) 

 

Our sexual relationships were full, anal, a bit of everything. At the start we used 

protection. 

The after some time, we didn’t use protection. We’d both been tested and 

everything. (Spain).  

 
Some steady couples have unprotected anal sex, but use protection when they have 
casual sex with other partners outside the relationship:  
 

When I had a stable partner, I used to have unprotected anal sex with him. While I 

was with him, I used to have casual protected anal sex too. (Italy) 

  

I’m really clear about this: I don’t just want to protect myself, but I also have to 

protect my partner, because we do it “without” [a condom]. It isn’t just my 

decision, both of us decide. (Spain) 

 

[...] That is what we do with my partner in some bars in Vienna and in the sauna in 

Bratislava. We go there together, but do not make sex together. I do oral and anal 

sex with condom (with other men). (Slovakia) 

 

The pattern protected casual anal sex while in an unprotected-sex steady relationship 
can be loose: 

 
My second relationship was monogamous, my first one was monogamous to 

begin with and it later developed into an open relationship where casual anal sex 

was always with protection. 

I had protected sex with my second partner but after a month we were having 

unprotected sex, I found out he had a one-off-unprotected fuck. (Italy) 
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On the other hand some steady couples never raised the issue of unprotected sex in 
their relationship: 

  
We [hadn’t thought about unprotected sex] as we are not a totally close and 
faithful couple, that possibility never even came into it. (Spain) 

 
Unprotected sexual intercourse is likely to occur in steady relationship; whilst in cases of 
casual partners the negotiation of condom use is often carried out. Steady versus casual 
partners seem to be a social value which regulates and shapes sexual behaviour in 
relation to risk: in the �rst case (steady), trust and mutual feelings seem to allow 
unprotected intercourse, sometimes without condom negotiation; in the second case 
(casual), negotiation of safe sex appears to be carried out often. It should not be 
underestimated that in some cases, condom negotiation with a casual partner seems to 
be di�cult, especially in some social and environmental settings. Moreover, the notion 
of steady and casual partner is sometimes challenged, as some respondents reported 
having regular sex with friends or acquaintances (fuck-buddies), as in a sort of ‘grey area’  
where the line between risk and safety is not fully drawn: 

 
Now I have fuck-buddies, a new idea that’d doing the rounds and works fairly well. 
Q: Why are you more interested in that type of relationship? 
Because, in the end, you get tired. Maybe you go to bed with someone and a week 
later you meet him again and you don’t want to know, because that ties you 
down. But, you don’t know anything about the person, nothing, and you decide to 
go elsewhere. But as that gets to be boring, I look for friends so that something can 
happen between us, but at least you get to meet people. (Spain) 
 
One of them is an old friend, a person I met a long time ago. We have sex, maybe a 
couple, no, more than a couple of times, 12 times a year, once a month, yes and no 
… I would call it, you know, a sporadic relationship, we’re both adults who, as well 
as having sex, go for dinner and lunch, sleep together, watch movies together, and 
all of that. I don’t know how I would de�ne the relationship. (Spain) 
 
I had oral and anal unprotected sex with a guy that I did not know very well. Our 
intentions were good and we aimed to be a couple, but we ended up to meet up 
regularly just for sex and it was unprotected sex. (Italy)  
 
I had two casual partners and I used condoms for anal sex with them. I had a third 
casual partner: we had protected anal sex twice and then we carried on having 
anal sex without using condoms. When we became regulars we stopped using 
condoms and our relationship was essentially a sexual relationship: we very often 
met to fuck or to have sex with friends. (Italy) 
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In these cases, a clear distinction between casual and steady partners is missing; 
therefore, unprotected sex is more likely to occur. 
 
Finally, some married men that normally lead a heterosexual life felt comfortable to ask 
for unprotected sex with other men:  
 

I had sex with a lot of married men. They do not believe anything can happen to 

them. They ask it naked (without a condom). (Greece) 

 

 
 
Condom use in different settings and situations: saunas, dark rooms 
and cruising sites 
 
Scientific literature shows [3] that the circumstances (social and environmental factors) 
strongly influence condom use and therefore risk behaviour. Specific settings or 
situations may also provide the context for drug use or alcohol abuse, leading to high 
unprotected sex levels: drugs and alcohol may convey the stimuli that facilitate a 
cognitive disengagement from the norms of safer sex. 
 

Yes, you could take risks, your sense of danger is less acute. I once had sex without 

a condom because I’d been on hashish. (Italy) 

 

It has been noticed that unprotected sex is more likely in dark rooms, in group sex, and 
in some sadomasochist sex practices:  

 
I have seen that condoms are rarely used in dark rooms. (Italy) 

 

In orgies, arranged at friends’ houses, a friend said to me: ‘No need of a condom, 

we are trusting friends’ (Italy) 

 
I could not sustain on condom use with my Master even I knew to have higher risk. 

It was a part of my role. (Czech Republic) 

 
The jargon term ‘bare-backing’ (intentional unprotected anal intercourse) has been 
mentioned with reference to sex parties: 

 
Bare backing est a la mode. Many gay people go to Berlin for bare backing parties, 

to get fucked in this way. They know there is danger. (Greece) 

 
With reference to online casual sex: 
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One day a friend told me there was a site on the net called ‘apelo.com’ 
[rawsex.com], or something like that, where people look for sex without a 
condom. (Spain)   

 
  With the assumption that someone is HIV positive: 
 

I’m convinced that most are [HIV-positive], there may even be some who aren’t, 
who think the way I was just saying, that even if they do get infected, nothing 
serious will happen to them. (Spain) 
 
It’s more a seropositive thing. When I infected my partner, I had all the traumas 
and that … I said I’d only fuck with HIV-positive partners, because I couldn’t deal 
with the thought that I was infecting people. It was really surprising to see that 
everybody wanted bareback, I mean, that all the seropositive people in the chat 
room—because they all put “HIV-positive” or “HIV-positive looking for sex” … I 
was surprised that it was easier for me to fuck by being HIV-positive in a normal 
chat room because it wasn’t all about HIV-positive people. In the HIV-positive chat 
room, it was all a lot more serious, more di�cult. Generally, when you put “I’m 
HIV-positive and I’m looking for sex with another HIV-positive man, there were 
usually an average of between three and six who answered, who said they wanted 
sex without a condom, but only that. If you say you want it with a condom, they 
hang up.  
Q: Did they tell you why? 
Sure. If we have already it [HIV], it doesn’t matter? (Spain) 
 
 

 

1.3 Behaviour related to HIV status 
 
Strategies in case of partners with unknown, HIV serum-status 
(serum-sorting, serum-discordance) 
 
Sometimes sexual behaviour seems to vary according to serum-status of the partner, 
especially in cases of HIV+ partners. Some respondents would not have sex with an HIV 
positive person in principle. However, they did not exclude the possibility of having had 
sex with someone who might have been HIV positive: 
 

I would say no to an HIV positive man. If it were syphilis or other infection, this is 
ok. But HIV, no. (Romania) 
 
If I would �nd out that partner is HIV positive, I de�nitely would not have sex with 
him. (Slovakia) 
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[...] I think I won’t agree to have sex with an HIV positive guy as I would be too 
anxious and scared to catch HIV. It would be �ne to be friend with an HIV positive 
guy, but a sexual relationship would be impossible. (Italy) 
 
I do not exclude the fact that I might have had sex with an HIV positive man... I 
don’ t know it for sure...Numbers show that there are lots of HIV men. (Italy) 

 
From these quotations, it can be seen that HIV is perceived as a very important issue to 
take into consideration when negotiating sex. In this context, serum-status is sometimes 
assessed mainly taking into account the sexual partners’ physical appearance. 
 
Some participants assess the serum status of their sexual partner according to their 
physical appearance: 

 
Once a guy said to me: ‘I can tell from their face if someone has some STIs; I can tell 
that you are healthy’. (Italy) 
 
I have never had sexual encounters with HIV positive men: my sexual partners 
were all HIV negative, I can tell that by their looks. (Italy) 
 
[People believe that] when somebody looks �ne, they feel safe. (Greece) 

 
Assessing the status of the partner according to their appearance may lead to risky 
sexual intercourse. In some cases, some interviewees have a discussion to �nd out more 
about the serum status of their sexual partners : 
 

Before having sex I have a chat and try to assess if my sexual partner has STIs. 
(Italy) 

 
On the other hand some respondents feel uncomfortable to be asked about their serum 
status: 

 
It’s weird, really embarrassing. If I’m asked, I say “yes”, I’ve even got the results of 
the test I had in May, and I’ve shown them to some people, because the subject 
has come up: “Look, there you are”. But I can tell you, it’s a really embarrassing 
subject, because, why ask? Either you use a condom or you don’t. If you use one, 
why ask? And if you don’t use it, why ask? If you use a condom, you don’t need to 
ask, what you’re doing is assuming that everybody is HIV-positive from the outset, 
so it’s up to you whether you use a condom or not … How could you ask 
someone? If you ask why, it’s because you don’t use a condom, because if you do 
use one, why would you ask? And if you don’t use one, what does it matter to you 
what the other person might say? (Spain) 
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If I was asked, I think I’d be offended, I’d say, “What are you saying?” I mean, how 

can you ask afterwards, you’d have to ask before, right? What’s the point in asking 

afterwards? What’s your problem? ... It’s not a normal question, not one you 

usually ask. I mean, first, what is it supposed to make you think? I don’t know, I’d 

think, “Why is he asking me that? I’d think he wasn’t being straight up … You 

know, I might think that he thought that I had something, that he wants to know 

if I have something, to see whether he could give me something, I don’t know. I’d 

find it very weird; I mean it’s not a normal question. (Spain) 

 
Some respondents do not see the relevance of a discussion with their sexual partners on 
their serum status as they focus on their responsibility to have protected sex:  

 
I don’t [ask] either. As I insist on protected sex, I don’t need to know. (Spain) 

 

It’s absurd. It’s just like saying, when two people are having sex without a condom, 

no matter how much you say you’re HIV-negative, it’s like saying, how do you 

know? If you’re doing this with me, that means you did it with someone else 

yesterday. So, there’s no way you can know. You give your consent, an implicit 

consent. When my HIV-positive friends have sex without a condom, they say so, it’s 

like a written code, when someone has sex without a condom what do you 

expect? Them to be HIV-negative? It’s absolutely absurd … It’s an unwritten code, 

when you’re having sex. When you do it without a condom, you have to look out 

for yourself, it’s like saying, what do you expect? (Spain) 

 
The disclosure of an HIV positive status is generally perceived as problematic and socially 
unaccepted: 

 
I am aware of the psychological and social difficulties that an HIV positive person 

can have: fear of being rejected after their HIV positive disclosure and 

discriminations at work. I am more scared of the social implications. [...If I were 

positive] an HIV positive disclosure would be a total taboo for me. (Italy) 

 

I think there is a lot of ignorance about HIV. A sexual partner of mine once 

disclosed being HIV positive to me and I was ok with it. I am sure, if he had 

disclosed it to somebody else; they would have cast him off. (Italy) 

 
HIV disclosure may be perceived as a moral duty: that might be the reason why it is seen 
as problematic and difficult. As a matter of fact, HIV disclosure is not simply perceived as 
a minor detail in the process of negotiating sex, but the act of disclosure itself often 
leads to discrimination and social stigma, and fear of rejection. 
 
Some interviewees seem acquainted to some sort of HIV disclosure on internet: 
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On the Internet, sometimes people say they’re looking for an HIV-negative or an 

HIV-positive partner, although it’s not very common. (Spain) 

 
Despite the difficulty and the fear of being rejected, an HIV positive disclosure before the 
first sexual encounter is perceived as a responsibility and as a form of evaluation of 
sexual risk taking:  

 
It’s a question of principles … some do and some don’t. So, before we start, I tell 

him straight out. I’m one of the few who actually do say it beforehand. I mean a lot 

of people are still frightened of AIDS, yeah? Then the other guy has to decide if he 

wants to run the risk or not. It’s not up to you to decide whether or not you’re 

going to tell him, I mean, that’s totally secondary. The other guy runs the risk, so 

starting from there, there’s no option for not telling him. Not telling him, and then 

for it to break and you want to be sensible, you tell him so that nothing happens to 

him, for me, he has the right to say “Look, I would never have had sex with an HIV-

positive guy, if I’d known. So, what’s the problem? The problem is that, as HIV-

positive persons, we’re afraid of rejection, of not getting a screw just when we’re 

ready for it, so, you don’t say anything. (Spain) 

 

I had two HIV positive sexual partners. They have been very good as they always 

wanted protected oral and anal sex. They both told me before protected sex that 

they were HIV positive. When they disclosed their HIV positive status, I felt a bit 

awkward, but I fancied them, so we had sex. (Italy) 

 
Some HIV positive respondents prefer to disclose their HIV status after they have built up 
some trust with their sexual partners. Building trust and confidence with their partners 
seems to create a sense of acceptance in case of disclosure: 
 

I believe that, as I’ve created a trust with those people, people I’ve been able to be 

totally honest with and who have been totally honest with me, they could also 

have told me that they were HIV-positive, that they had latent syphilis, and this 

and that. (HIV+, Spain) 

 
Some HIV positive respondents are reluctant to disclose their serum status: 

 
I do not disclose my HIV positive status to my casual sexual partners, especially if I 

fuck with them only once... If I start feeling attached to someone, I start being 

concerned about my disclosure to them. If I start going out with someone, if I am 

interested in them, I try my best to have safer sex. (HIV+, Italy) 

 
Respondents suggested that some HIV positive men agree to have or take into 
consideration unprotected sex with other HIV positive men: 
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[...] There are a lot of HIV positive men that meet other HIV men for unprotected 

anal sex. 

This is a habit that needs to be changed: there is not enough information on this. 

(Italy) 

 
[...] In other cases it depends from the person... [someone would say]: ‘I am HIV 

positive too’ and if you don’t mind and I don’t mind or if it’s all the same for both of 

us or if we want to feel it because we have the right to, each of us will accept our 

own consequences, we’ll get re-infected, we’ll give each other whatever’s there 

and we have sex. (HIV+, Spain) 

 
Despite the intimacy and psychological barrier that a condom might represent, 
condoms are primarily used in serum-discordant couples: 

 
I impose a condom to my partner also for oral sex (in the case he wanted to give 

me oral sex). 

I perceived the condom as a big barrier between us. My partner tried his best to 

reassure me that he did not care to be exposed to the HIV virus, that we could have 

unprotected sex. He sometimes tried to avoid protected sex, but he never succeeds. 

(HIV+, Italy) 

 

 
Strategies in case of HIV+ partner undergoing HAART 
 
There is little, fragmented, and sometimes confused information about Highly Active 
Anti-Retroviral Therapy (HAART): 
 

You never know, but even if you know it, nothing changes; if you listen to 

somebody saying “I want you to come in my mouth”, he is positive. Even if he is 

under treatment, things do not change, but maybe he is safer… (Greece) 

 

Since I have been undergoing HAART, I tend to think that my viral load is low, so 

when I have been given oral sex, if I come, I do not push away the head of my 

sexual partner. The fact that I am under treatment makes me think that my viral 

load is low, so it s less risky for my sexual partners. (Italy) 

 
Someone admitted that before getting sexually and emotionally attached to an HIV 
positive man, they were not aware of antiviral therapy: 

 
Before going out with him [who is HIV positive], I did not know anything about the 

link infectiousness, viral load and antiviral therapy. (Italy) 
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Although HAART lowers the viral load, it does not eliminate the risk of infection in cases 
of unprotected intercourse. This piece of information should be made clear and 
accessible especially to serum discordant couples.   
 

 
 
4. Reason for engaging into risky sexual practices 
 
Perceived proximity to HIV and Syphilis 
 
Proximity to HIV and STIs  has been perceived as distant and almost un-spoken: 
 

Most of the people think they cannot catch it [HIV]. (Greece) 

 
In general nowadays most young guys do not talk about STIs. There is not a social 

discussion on STIs and people feel that HIV and sexually transmitted infections are 

something distant to them. (Italy) 

 

In last time it seems to me that HIV is not that close. I know so little cases in 

Slovakia ... there are so few. (Slovakia)  

 
As statistically low: 
 

The percentage of HIV positive men is low, I guess 5%, and actually less that this 

percentage can potentially infect you ... so percentages are really low. (Italy) 

 
These quotations are relevant as they highlight that low perception of proximity to HIV, 
Syphilis and STIs in general may reduce the concern regarding protected sex and may 
lead consequently to high risk behaviour levels.   
 
As it is difficult to evaluate if men are HIV positive: 
 

Although HIV infection is quite widespread, I have never took into consideration 

the possibility of being exposed to it. This fact scares me. I suppose it boils down to 

the fact that either HIV positive men hide away or they are amongst us and we do 

not know who they are. (Italy) 

 
As direct fear of exposure to infection: 
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It is an unbelievable spook for me. I was never too irresponsible, I have the fear of 
HIV and STI, I try my best to behave safely… There is the recurrent irrational fear, 
and at the same time the awareness that I take care, protect myself…After my 
sexual experience with the HIV+ man I try to reduce exchange of bodily �uids with 
everyone. (Slovakia) 
 
As soon as I was told he was HIV positive, I worried as I kissed him. When you �nd 
out that someone you had sex with is HIV positive you experience some fear: it is 
an irrational fear....although I knew that kissing is not risky at all. (Italy) 

 
 
Illegal drug/alcohol use and abuse 
 
Another important factor linked to risk behaviour and risk of HIV transmission is the use 
of alcohol and other psychoactive drugs. According to the literature [4] [5] [6] [7] [8], 
alcohol and illicit drug consumption signi�cantly increases the odds of having sex 
leading to a higher incidence of risky sexual behaviour. In fact, illicit drug and alcohol 
may provide the stimuli that facilitated a cognitive disengagement from the norms of 
safer sex. 
 
Alcohol consumption has been associated as being part of socialising and �irting. 
 

If you take into consideration that we drink at the bars, and the kamaki [�irting] 
and the �irting is done into these circumstances... [...] you never know what you 
�nd yourself with. (Greece) 

 
As a sex drive enhancer that leads to protected sex. 

 
Alcohol increases my sexual appetence, but surely not in that way that I would 
give up concerning safety [safer sex]. My personal statistics con�rms this – I was 
drunk many times and had sex, and it never happened. (Slovakia) 

 
As a sex drive enhancer that a�ects sexual performance: 

 
When I drink, well, my sexual appetite is rising, but I am not able to perform it. 
(Slovakia) 

 
As a libido killer: 

 
Because of drinking, I did not feel sexually aroused. (Italy) 
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[I do] not have [sex] when I am drunk, because I am not use when I am drunk, I can 

do nothing, you know? I do not know how to behave, I do not know how to take 

things when I have been drinking. (Spain) 

 
As a substance that reduce alertness, which may lead to unprotected sex: 

 
Myself, when I am drunk, I am loose. (Greece) 

 

If it’s a casual thing, I haven’t used a condom, because you know, you’re a bit 

drunk, and like, you don’t care. Well, not exactly, but you don’t think about the 

consequences of everything you do. (Spain) 

 

Several time I bought a condom in advance, but when I was at the disco, quite 

drunk, and in the morning there was suddenly some sex, so then I did not care 

anymore, I did not use the condom … (Slovakia) 

 
Drugs are normally taken for recreational purposes and to feel more social: 

 
I sometimes [take them], not always … it was for going out with your buddies, out 

at night, then, at six in the morning, totally wrecked, I head home. (Spain) 

 

Those times, yeah, I’ve taken speed, I’ve taken coke, but like, I go to the disco, I go 

to Arena, and I take something, but really it’s so that I can last the night. (Spain) 

 

To let yourself go, to feel more sociable, at least that’s what it does for me. I’m 

shying, more withdrawn, so once you take a bit of something, it leaves you more, 

it’s almost like alcohol. Ketamine is like taking 4 or 5 drinks together, it gave me 

the same effect, with no hangover, so that’s why I tried it, and it was OK. (Spain) 

 

To help and enhance sexual performance: 
 
I think alcohol, poppers are used a lot among gays, yeah, a lot. As for pure stuff, I 

know people who like coke because they say they last longer. 

Q: Last longer? 

Without ejaculating, with MDBA too, they like that too, because you get horny, or 

join a threesome. I’ve tried these things, but I haven’t used them for that purpose. I 

have with poppers, to get me horny, yeah. (Spain) 

 

 

Poppers are really good, if you’re bottom, for dilating, they’re really good for 

dilating, really good, both for oral sex, in the throat, and for anal sex, I think they’re 

really good. (Spain) 
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Well, it hurts less and it drives me crazy … anal penetration hurts less, and it has 

the same effect for me as for the other guy. It also turns me on. (Spain) 

 
 

Drug use, sometimes in association with alcohol consumption, reduces alertness, 
inhibitions which may lead to unprotected sex: 

 
Liberating. Totally liberating. I like the way I feel, like when someone has a drink to 

go out, I think. 

Q: What does coke do for you?  

It gets you in the mood for the other person, and, you know, gives more euphoria, 

more sexual euphoria, yeah, that’s it, more sexual euphoria. (Spain) 

 

You’re less inhibited, it seems as if there’s no problem, or you don’t think about it 

as much. Well, I think that’s what happens to most people, they don’t see the 

danger. (Spain) 

 

[Drug use] can be one of the reasons why you are not that concerned about safer 

sex...drug use affects your alertness. It happened once to me that I had 

unprotected anal sex after smoking hashish. (Italy) 

 

There are always days when you’re a bit drunk, a bit high … there are days when 

you’re hornier than normal, like as if you had two brains. When the one 

downstairs is doing the thinking, the one upstairs is switched off. Then there’s a 

risk. 

Q: What happens when, as you say, the one downstairs does the thinking? 

Well, you aren’t in complete control, then maybe you do something stupid, take a 

risk you shouldn’t take … Before you put a condom on, you stick it in without one, 

then you put it in as far as you want. Stupid stuff like that, a bit dangerous. […] 

When you’ve taken drugs or drink, you don’t control the situation as well, that’s for 

sure. You totally wipe out the ability and self-control that would make you wear a 

condom, stay away from parks, make you able to say to the guy you’ve hooked up 

with “Look, I’m HIV-positive”. (Spain) 

 
These quotations seem to indicate that illicit drugs and alcohol are widely used in 
different situations and for very heterogeneous reasons. Illicit drugs are mainly adopted 
in order to help sexual performance, whilst, with regards to alcohol, it appears to play an 
important role in the socialising and flirting process. 
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Resistance in condom use (pleasure reduction, cost) 
 
Condom use can be perceived as a barrier that interrupts the heat of the moment and 
the pleasurable sensation of sex resulting in the impairment of erection: 

 
[A condom] sometimes kills my sexual excitement: we get really heated and then 

when it comes to the penetration and you have to wear a condom...you waste 

time and you interrupt the heat of the moment which stops the excitement. I think 

a lot of people find it difficult to use a condom as it s uncomfortable to waste time 

in the heat of the moment. (Italy) 

 
When you take a condom, you have to take it out the foil wrapper, put it on ... it 

can be something uncomfortable as the action of putting a condom on 

temporarily stops the heat of the moment and you may lose the erection. Using a 

condom is a hassle. (Italy) 

 

To tell the truth, it’s a bloody nuisance, because you have to stop, put it on you or 

put it on him. If you think about it, it’s only a minute, it’s not that serious, but it is a 

bit of a nuisance. (Spain) 

 
Because wearing a condom makes me go soft and not able to penetrate, for 

example. (Spain) 

 

The condom reduces the pleasure, even if you have taken drugs. (Greece) 

 

Nothing. You can’t feel a thing with a condom. (Spain) 

 

Condom use can be perceived as a barrier to trust and love, creating coldness and 
distance during the flirting and sexual process.  
 

Condom use creates distance between partners. (Italy) 

 

A condom is a physical barrier, a barrier you want to remove at some point, to 

release yourself. I don’t know if the reproductive system is like that, but it’s almost 

reproductive or instinctive, OK? When you manage to create a relationship of trust 

with a person and between the two of you there’s affection, sensuality, sexuality, 

pleasure and all of it together, you decide to pass on using a condom, but it’s not a 

question of “We’re not going to use it”, just, no one asks for it, it’s between both 

parties, neither of the two asks for it. (Spain) 

 

[...] Trust so we wanted unprotected sex. (Slovakia) 
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He was my partner, in one of those relationships for fucking, that’s when he said 
I’m not going to cheat on you and then it happened. Ha! We’d been a couple for 
three months. Three months going out together. I know it’s not long. […] Yeah, we 
talked about it [not using a condom] … Since we’d been together for some time, 
we talked about whether we were sure, whether we could do it without a condom 
and, in the end, the chance to do it without came along. Anyway, I wanted to do it, 
because I didn’t want to do it, I believed more in all that, I wanted to feel love. 
Q: What did you believe in? 
In love, that love can deal with anything, you believe in all that but you have to 
believe in the other person as well, then it happens, especially that. Being part of a 
couple, as it’s a couple, then that’s what happens to couples too. To me it seems 
illogical … Because we were a couple, that it was more normal, that’s why. (Spain) 

 
In some cases, the cost of condoms can be a barrier: 

 
[...] Now the cost might be an issue since with your steady partner ... for instance 
you might use 4-5 condoms. (Greece) 
 
Condoms are very expensive ... for instance in the case of an HIV positive partner 
where you change condom 2 o 3 times a session, you spend a lot of money ... a 
campaign is needed. (Italy) 

 
A lack of condom availability has been perceived as an impediment in cruising 
environments. 

 
If you look at those places where the dark rooms are, and, for example, you want 
to prevent AIDS from spreading, well, why isn’t there a condom dispenser in the 
dark room? I have been asking the same thing ever since I came to Barcelona. Why 
aren’t there people out there handing out condoms? I mean in discos with dark 
rooms, people go there to have sex. 3 o’clock in the morning, it’s full. People are 
fucking like crazy. I just think it would be a good idea. (Spain) 
 
[…] One piece of advice is, if you want people to use condoms, put them as close 
as possible to the dark room. (Spain)  
 
At the saunas, they give you one condom. What can you do with one condom? 
(Greece) 
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Negotiation of condom use may vary according to different social and environmental 
settings. 
 
Some respondents perceive condom use as mandatory for anal sex: 

 
Use of condom or no anal sex. (Slovenia) 
 
I do not negotiate use of condom; It has to be used. (Slovenia) 

 
Some others �nd it di�cult to negotiate condom use and they have unprotected anal 
sex: 

 
He didn’t want to put a condom on. The guy, I mean I’m so stupid that I don’t say: 
“Put it on, or we don’t have sex.” I preferred to do it “without” and I know I ran the 
risk of catching something, but … I’m doing it, or I’m about to do it and I just can’t 
seem to say “Put a condom on”, I mean you’re the one who has to take 
responsibility for it, I’m stupid, because I should have told him, I don’t know, I’m 
stupid. At that time I said, if he doesn’t wear one, nothing’ll happen to me, OK … 
There are times when, just so as I don’t have to say it, or because of his answer, I 
don’t do it, you know? I’d prefer to say nothing, do it “without”, that’s my problem 
too, I mean not saying: “If you don’t wear a condom, there’s no sex”. Sometimes I 
try to say it, even if it’s really di�cult. (Spain) 
 
He did not like to use it. I could tell that from little things: once he was upset when 
we did not anal sex because we did not have a condom. I think he took for granted 
that we could have unprotected anal sex. We had protected anal sex only on 2 or 3 
occasions and it was always me to provide a condom as he never had one with 
him. This relationship lasted for roughly 4 or 5 months: we had unprotected anal 
sex every day at least for the �rst month. (Italy) 

 
 He keeps going on about how he likes it better, I’m the one who says no, he wants 
to, I don’t, sometimes I weaken … And he’s the one, I tell him no, then yes, then no, 
then yes, and that’s the way it goes. (Spain) 

 
Some interviewees rely on trust. 

 
Lots of guys say: ‘I am healthy, I am Ok, and you know me’. (Italy) 

 
Some others fear refusal. 

 

nt settings and Negotiation of condom use (assertiveness in di�ere
relationships) 
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It’s di�cult to impose a condom with a new sexual partner ... he may refuse to 
have sex with you. (Italy) 

These quotations show that a variety of negotiation patterns occurs in di�erent settings 
and situations. In some cases (especially with known sexual partners), MSMs rely on 
trust; in speci�c situations where social pressure is high, or where other risk behaviours 
occur (sex events, illicit drug use, alcohol use), condom negotiation seems to be more 
di�cult. 
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2   HEALTH SEEKING BEHAVIOUR 

2.1 Testing history (previous experience of HIV, Syphilis 
and STIs testing) 

Most of the participants went for an HIV test, preferring sometimes private testing rather 
than attending public screening centres. A common way to avoid the discrimination 
related to an HIV test is to have it done before donating blood and avoiding, when 
possible, disclosure of gay sex in the pre–test counselling: 
 

Yes, I had an HIV test, but I was “undercover”. 
Q: Undercover? 
I donated blood. I lied when I �lled in the form (once at the donating centre there 
was a big notice saying that homosexuals can’t donate blood). You know, they 
test the blood anyway and if you are HIV+ they tell you. (Romania) 
 
I went to donate blood when I was 18, and they still asked about homosexual sex 
in the questionnaire. I answered honestly but they still accepted me to donate 
blood. Maybe because I was studying medicine. A few days later a friend of mine 
went there and he also admitted having sex with men. But they did not accept him 
as a blood donor. ( Romania) 

 
 HIV test is also not perceived as a routine test: 

 
An HIV test is not an ordinary blood test. (Italy) 

 
 
 

2.2 General information and knowledge of the screening 
centre procedures 
 
Where, when, who 
 
Respondents knew where to go for an HIV test and they normally received information 
about HIV Screening Services and got tested for HIV in gay NGOs and public hospitals. 
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How: procedures for test seeking (prescription, appointment or 
dropping centre, anonymity, free-of-charge test) 
 
Although most of the interviewees are familiar with the procedures for an HIV test, most 
of them are not aware of pre-counselling: 
 

The nurse at STIs centre asked me in the presence of other patients what I need. I 
had to say the HIV test. Later she invited me to the o�ce, took my blood sample, 
gave me the receipt for payment and said me when I should come back for the 
result. No counselling, I had no chance to ask any questions. (Czech Republic) 

 
The majority of the respondents expressed anxiety about con�dentiality in the 
procedures for an HIV test, the judgmental attitude of sta� that performed the HIV test 
in public hospitals, and the unpleasant setting of some of the Screening Centres: 
 

Con�dentiality? Before testing you are given a card with a code. The second time I 
went for testing to Gruppo C, I was asked my National Insurance Number and I 
was promised it would have been kept con�dential. I do not particularly believe 
that. (Italy) 
 
Medical sta� should be warm, make you feel ok- not guilty. They should explain 
the procedures they are going to follow and explain you the treatment options. 
(Romania)  
 
All these “sinful” tests are done in a department. Usually at the corner of a usually, 
dark corridor, usually in the underground �oor of the building. Everything terri�es 
you. It is a place you should not be, you should not have to go. The HIV units are 
the same. They are stigmatized, as their doctors. The nurse, the doctor who takes 
care of you, is also stigmatized; they are also victims of the same “illegal” scene. 
The scene, the colours of these places, are very important. (Greece) 

 
 
 
How: procedures while having a test (pre-test counselling, result 
collecting, post-test counselling) 

 
Participants expressed concerns about the amount of time they had to wait for their HIV 
test results in public screening centres and the anxiety related to the fact that they 
needed to collect their results in person at the screening centre: 
 

Q: How long did you wait? 
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Fifteen days, 20, and anyway my friends told me how long, and they have the test 

the test too, and 15, 20 days later you get the results. (Spain) 

 

Difficult, going for the results is really difficult. In fact, I didn’t want to go, because I 

was afraid of the results. 

Q: You didn’t go? 

The first “fear”, it was months ago that the girl at the health centre, I think it was, 

who told me, I’m not sure, maybe it was in the hospital where I did the test, and 

when I went to the hospital for something else, they told me that I had results to 

collect, and I said “I don’t know”, but I knew what it was about, I think.  (Spain) 

 
 
How: legislation and rights at the moment of the result disclosure 
either positive or negative 
 
Participants did not show a specific knowledge of the legislation related to HIV 
disclosure. Some of them applied common sense: 
 

I know that an HIV+ person, and a person with STI, has to tell to their sexual 

partner …. And to doctor, dentist. (Slovakia) 

 
Or some could not contemplate a sexual life at the prospect of an HIV positive diagnosis: 
 

If you have got HIV, your life is ruined. You should have no sex, not spread it. 

(Slovakia) 

 
 
PEP and HAART 

 
Information on PEP and HAART are vague, if not inexistent: 
 

It [PEP] rings a bell, but I don’t know what it is. (Spain) 

  
Just 1% of guys knows about PEP. (Czech Republic) 

 

My GP explained that if a condom splits, I should quickly clean myself and go for a 

test soon. He mentioned some sort of medication, but I do not know what PEP is. 

(Italy) 
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The only thing I do know is that, before, you were afraid about taking a whole 
bunch of drugs, and that today you only take a few [HAART] and that they’re 
much better than years ago. That’s all I know. (Spain) 

 
 
2.3 Barriers to HIV and Syphilis screening services (direct 
experience or indirect experience) 

 
The procedures at the Screening Services are perceived as complicated, with too much 
paper work (forms to �ll in) and long waiting periods for results: 
 

You make it really complicated … Because of everything that’s involved, you have 
to go, the wait on the �rst day, then the test, then the two-week wait, I mean, you 
know you’re going to have to su�er for a few days. (Spain) 
 
Nothing, I just went to have the test, to ask about having the test and they told me: 
“No, �rst you have to make an appointment with your doctor” and that my doctor 
would tell me if I had to have the test or not. So, I had to make an appointment 
with my doctor, and that meant asking for a day o� work. I had to go and tell him 
that I wanted to have the test, that I was in a risk group, that I had been involved 
in risk practices, I don’t think any of that was necessary … he needed to be sure 
that I needed to have the test; but the way they ask you about it and question you 
is uncomfortable. I had to go and take the test on the third day, and then go one 
day at eight o’clock in the morning for the blood test at the same place, and I had 
to ask for an appointment to get the results, almost two weeks later. (Spain) 
 
Waiting time is too long! You wait for the doctor, for the test paper, you wait for 
the test and then for the result and all this only in the mornings. Devastating! 
(Greece) 

 
 
 

2.4 Reasons to go (and not to go) for an HIV test (direct 
experience or indirect experience) 

 
Personal barriers 
The major barrier to go for an HIV test is the fear for a positive result and the anxiety 
related to the possible stigma related to an HIV positive status: 
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There is a great stigma for HIV positive people even in the gay community. (Czech 
Rep) 
 
Not long ago, last week, we [interviewee and boyfriend] were talking about it, so 
… we wanted to have the test, but there’s always the fear over what to do if it’s 
positive. Then what? The fear that they could say, “Yes” … Phew, it would be really 
hard for me, I mean, I’d have no choice, I’d just have to accept it and try to do 
everything possible to have a, quote, unquote, good quality of life. It would be 
really di�cult to accept, it would be hard, really hard … (Spain) 
 
I prefer not to know if I am HIV+. I’d prefer not to know my HIV status, instead of 
being 100% sure I were HIV+. Although AIDS is now considered as a chronic 
disease and HIV+ people can lead an ordinary life ... and it is  not bad as it was in 
the past to be HIV+, it is still stigmatizing being HIV+ . There is a certain fear 
around HIV so people chose not to know their HIV status rather than being certain 
they are HIV+ and go for treatment all their lives. It is all about fear. (Italy) 

 
Disclosure of gay sex to the GP or medical sta� and consequent fear of breach of 
con�dentiality is perceived as a barrier: 
 

[Disclosure of gay sex to my GP] ... it made me realize how di�cult it could be to 
manage a STI or HIV ... This situation is complicate when you are not ‘visible’ [out]. 
(Italy) 

 
Underestimation of risk can be a barrier (in other words, participants will not  go for an 
HIV test as they think they have not put themselves at risk): 

 
I never had an HIV test ... that is not because I am scared to go for a test, but 
because I have always had safer sex. I know what risky sex is and I have never been 
in risky situations, so I do not need a test. (Italy) 
 

Timing and location, setting, medical sta� 
 
For anonymity, participants preferred HIV Screening Centres away from city centres. 
 

Well, I have been impressed by the fact that the place [Screening Centre] is not 
central and that I could meet people at centre by chance. The Screening Centre is 
in the outskirts of the city, but not too far and there is a bus-line to the Centre. 
(Italy) 

 
Timetables of HIV Screening Centres are important for workers: 
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At Borgo Roma Hospital the service is very quick: I had my HIV test done before 
going to work and collected my result on my lunch-break. The service is very 
�exible as I was half an hour early for my appointment and I had my test sorted as 
soon I was there. (Italy) 

 
In terms of settings, participants expressed the need for screening centres with facilities 
that can guarantee anonymity while waiting for the test: 
 

I prefer to wait in a room with people who come for di�erent reasons. I would not 
feel comfortable to meet someone I know in a waiting room where everybody 
waits for HIV tests. (Romania) 

 
Participants described their ideal medical sta�, while going for a test: 
 

How should the sta� at the perfect clinic be? As human as possible, friendly, more 
than tolerant-acceptive, to leave the social and mental prejudices outside the door 
and just be there for the patients. (Romania) 
 
I wouldn’t have gone to ask for an HIV test under no circumstance, because I fear 
to be rejected. What if the nurse sees me on the street and tells to her colleague: Is 
this that person? If I could �nd friendlier people, I would have no problem to go 
and get tested. It’s my money, I am paying for a service, but it should be a service 
that suits me, not just taken by the sta� as a job. (Romania) 

 
Despite medical sta� being polite, some respondents felt patronised: 
 

They seemed a bit fed up, and I understand that, because round there it’s just 
prostitutes, transsexuals, bisexuals, I mean, that’s the type of people who go there, 
when it’s not junkies. So I understand if they seem a bit fed up. They also asked me 
questions about my sex life and, at that time, I’d been fairly active. They’re quite 
respectful and polite, but they try to tell you to be careful, that there’s a lot of bad 
stu� about.  
Q: And that’s how they told you? 
Politely, but they try to tell you to be careful because there are some serious 
infections around. You have to realize, too, that, for example, in Stop Sida we’re all 
gay, there’s a gay atmosphere, and it’s easier to understand gays, but for some 
people the gay lifestyle might be quite shocking. (Spain) 
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Most of the participants received some form of HIV counselling and they are very keen 
on a more informative counselling: 
 

I would like to know what is exactly how risky, and how the virus cannot be 
transmitted. (Slovakia) 
 
They [counsellors] give valuable information to who wants to �nd out more about 
the HIV test and STIs. (Italy) 

 
Some do not seem be interested in counselling at all: 

 
They forced me some �yers, talked to me about some risky behaviour, but I did not 
listen, I did not want to hear anything, I had enough problems to come with 
myself, I did not want to be scared anymore. I knew already very well that my 
behaviour was risky, that was enough for me. (Slovakia) 
 
You are asked why you are there and some questions are embarrassing. I know 
some people that do not go for an HIV test because some questions are 
embarrassing and because they are scared of a positive result [...] I think some 
private questions should not be asked...if you go to buy a pair of shoes, you are 
never asked why you buy your shoes. (Italy) 

 
In some cases counselling failed to put the respondents’ mind at rest and to help them 
manage their anxiety:  

 
I was a bit nervous, the doctor told me not to worry, try to relax, don’t get all 
uptight, you know, a doctor’s advice. But there was no support or anything. 
(Spain) 

 
Some respondents felt that counselling was trying to put them o� sex: 

 
It seemed like I couldn’t do anything, that this was dangerous, that was 
dangerous. So, I thought, if you’re going to tell me the rules of the game, I’ll just 
stay at home and watch a �lm. (Spain) 

 
Some respondents felt that counsellors could used inappropriate approaches to the HIV 
test and felt uncomfortable:  

 
I’ve always been asked: Do you think you’re infected? Like the �rst time I asked the 
GP, the one who’s been my doctor since I was a kid, I said “I want to have the test” 
“What’s the matter, have you done something?” “No, I haven’t done anything 
outside the usual, but I want to have the test. (Spain) 

 

Pre-test and post-test counselling



There is a general sense that public HIV screening centres are very busy and medical sta� 
have little time to o�er counselling: 

 
[...] I think they are overstretched; they have too many patients in general. So if you 
ask about something, they will explain, but it s not the sort of place where you can 
spend 20 minutes talking, there is not time for it, it s a hospital and there is some 
pressure. (Spain) 

 
 
 

2.5 Experience and perception in getting an HIV/Syphilis 
test 

 
Timing and location, setting, medical sta� 
 
The organisation of screening services certainly has an e�ect in encouraging or 
dissuading people from taking a test. The most important aspects seem to be the 
location, proximity to the city centre, the opening hours, the time required to reach the 
screening site, and the counselling procedure. 
  
In terms of HIV testing, MSM declared that timing and location are not always client-
friendly. The �exibility of the opening times appears to be of crucial importance to 
promote and facilitate access to an HIV test; taking into consideration these aspects, 
some di�erences have been reported between private and public services:    
 

If you work, it’s tough because of the opening hours, only mornings and until 
12.30. They should be open during the lunch-break. (Italy) 

 
The location is also important in terms of anonymity: 
 

Well, I was pleased that the location was in the outskirts of town, not the centre, 
where you could bump into people. It’s in the outskirts, but not inaccessible, you 
can get there by bus. (Italy) 

 
Most of the participants went for an HIV test, preferring sometimes private testing rather 
than attending public screening centres. Private centres are often perceived as quicker 
and easier to access than public ones.    
Interviewees generally agree in saying that they were welcomed by health care sta� 
when they went for an HIV test. However, in some cases some respondents felt judged 
because of their sexual orientation: a common way to escape the stigma related to gay 
sex is not to disclose man to man sex during pre and post HIV test counselling. Although 
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it is procedural for the National Health Service to o�er HIV tests, some interviewees use a 
medical check-up or blood/semen donation test as a way to get tested for HIV. 
 
 
 
 
Pre-test and post-test counselling 

 
Pre and post test counselling is a crucial activity in the testing process. It allows  the 
patient to obtain important information regarding risk behaviour and prevention 
strategies; in addition, counselling interviews have the goal of collecting information 
about patients’ sexual practices and of helping to manage potential anxiety related to 
the test procedure. 
  
Pre-test interviews are seen by the interviewees as an opportunity to obtain more in-
depth information about safer sex as they are carried out by non-judgmental 
professionals. Most of the interviewees who had an HIV test said that they had been 
given some form of counselling. On the other hand, it seems that the counselling 
provided was unstructured and provided little information.  
 

I went for them, it was on the desk, and he told me everything was OK and that I 
didn’t have to worry. That was it. (Spain) 

 
As some clinicians have been perceived as judgemental, gay sex has not been disclosed 
during HIV pre-counselling. 
 
 
 

2.6 Treatment 

 
Psychological support 
 
The majority of the respondents have not been o�ered psychological support. 
None of the interviewees who went to the health centres for cure or treatment of an STI 
asked for or received psychological support; despite this fact, the majority of 
respondents stressed the importance of this kind of activity. 
  
In the case of HIV+ interviewees, psychological support was given little consideration. In 
one speci�c instance, an HIV + participant refused the o�er of some psychological 
support as he thought he did not need it as he felt he was “informed and fully aware” of 
what it involved. 
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Finally, some interviewees mentioned they are familiar with self support groups for HIV+ 
gay men and of their online availability.  
 
 

Medical treatment 

Respondents emphasised that, despite the fact they are aware of medical and HIV 
treatment, they need to have more information about HIV and STIs treatment 
possibilities. MSM who experienced STIs stated they had received appropriate 
treatment. 
 
It seems that the relationship that HIV+ MSM build up  with the HIV practice and their 
professionals generally in�uence the attitude that HIV+ MSM develop towards the 
treatment. 
 

The �rst three months of treatment were really hard: dizziness, loss of appetite, 
then dysentery for three good months, after which I began to settle down. It was 
like taking an aspirin, my body was used to it. Now, after a year of treatment, I 
have dysentery again, the treatment is di�cult. If the treatment works [the viral 
load falls], I get lighter treatment. I work in a restaurant, so I don’t have any 
problems with opening times for treatment. I get on with the doctor who is 
treating me. (Italy) 
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3   CONCLUSION 

 
The goal of this report is investigating MSM’s risk behaviours and health seeking 
behaviours through the use of semi-structured interviews. These two topics are key 
issues in order to obtain more in-depth information regarding MSM behavioural 
patterns and health service quality. This kind of information is of crucial importance for 
implementing effective HIV/STIs prevention activities. 
 
In terms of risk behaviour, qualitative data collected through in-depth interviews lead to 
the conclusion that, although the notion of safer sex is known among MSM, condoms 
are rarely used, especially for oral sex. Although most of the participants agreed on the 
idea that there are different degrees of safe sex, they primarily associated safer sex as 
having protected anal intercourse. Despite the fact that they seem to be aware that 
there is always an element of risk in sexual practices, they stated that they do not use 
condoms for oral sex, in particular with steady partners. 
 
With regard to the risk reduction strategies, correct condom use for anal sex is the most 
common one, followed by avoidance of contact with semen during oral sex. However, a 
barrier for adopting risk reduction behaviours and condom use has been proved to be 
the loss of the heat of the moment with a consequent inability to maintain erections. 
Moreover, according to participants’ definitions of safe and risky sex, anal intercourse is 
perceived as a higher risk sexual activity than oral sex. Therefore the major risk reduction 
strategy is focused on anal sex. 
 
In this context, the negotiation of condoms is a crucial activity which can improve 
HIV/STIs prevention. Participants come across as aware of correct condom use; despite 
this fact, unprotected intercourse is likely to occur where there is a steady partner, whilst 
in cases of casual partners a negotiation of condom use is often carried out.  
 
In this framework, different meanings seem to be associated with negotiating condom 
use with steady or casual partners. The negotiation of condoms, a key process in 
avoiding risky intercourse, seems to be strongly influenced by personal and 
environmental factors, and also by the type of partner. 
With regards to a steady partner, love and trust are the major emotions involved in the 
negotiation process with a consequent common agreement to engage in unprotected 
anal sex. In this case, negotiated safety [9] seems to be commonly practiced among MSM 
steady couples, but these negotiated deals were not often revisited and a clear 
agreement about sex inside and outside the relationship was often missing. Negotiated 
safety refers to an instance in which serum-concordant sexual partners decide to 
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abandon the use of condoms. In the case of a casual partner, condom negotiation seems 
to be sometimes difficult, especially for anal sex and in a specific social and 
environmental context. In this situation, condom negotiation failure seems to be linked 
to low self-esteem, inadequate assertiveness and to the fear of being rejected. These 
aspects are strongly linked with communication skills, which are key elements in 
condom negotiation.  
 
Moreover, it is necessary to underline that a clear definition of casual and steady partner 
is often missing. An overlapping between stable partner, casual partner, fuck-buddy and 
casual or one-time partner seems to be frequent and potentially leads to the possibility 
of having unprotected sexual relationships with MSM who are not clearly identified as 
steady partners. In other words, steady versus casual partner seems to be a social value 
which regulates and shapes condom negotiation and therefore sexual behaviours.  
 
With regards to the behaviour related to HIV status, sexual practices seem to vary 
according to the serum status of the partner, especially in cases of HIV+ partners. 
Despite HIV being perceived as a very important issue to take into consideration when 
negotiating sex, serum status is often assessed mainly taking into account the partners’ 
physical appearance, without specific enquiry. In fact, some respondents feel 
uncomfortable to ask clearly about the sexual partner serum status, because of the fear 
of being rejected. 
  
In cases of HIV positive MSM, they usually prefer to disclose their HIV status after they 
built up some trust with their sexual partners. Building trust and confidence with the 
partner means creating spaces of acceptance and negotiation in case of disclosure. In 
fact, an HIV positive disclosure is perceived on a personal level as a source of fear, 
anxiety and possible rejection with social implications of being stigmatised.  
 
In any case, proximity to HIV and STIs in general has been perceived as distant and 
almost un-spoken. 
 
In the case of alcohol consumption and drug use, they are contributors in people 
performing unprotected anal sex. In addition, alcohol and drugs seem on one hand to 
play an important role in the socialising and flirting process and for recreational 
purposes, on the other they may provide the stimuli that facilitate a cognitive 
disengagement from the norms of safer sex, leading to unprotected sex.  
 
With regards to condom use, it is sometimes perceived as a barrier to trust and love, 
creating coldness and distance during the flirting and sexual process, or sometimes as a 
barrier that interrupts the pleasurable sensation of sex resulting in the impairment of 
erection. For these reasons, unprotected sex is likely to occur.  
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Another important factor linked to unprotected sex is represented by the settings in 
which MSM had sexual intercourse: for instance, unprotected anal sex is performed in 
cruising environments especially as a result of a lack of immediate availability of 
condoms. In general, specific social settings and environments like saunas and cruising 
sites seem to shape MSM behaviour, by facilitating high levels of unprotected 
intercourse.  
 
In terms of health seeking behaviour, most of the participants went for an HIV test. In 
this context, stigmatisation is, at different levels, perceived in undergoing the HIV 
testing. In some cases, HIV testing can generate apprehension and worry of disclosure to 
medical staff of man to man full sex and a consequent exposure of confidential 
information. Generally respondents know where to go for an HIV test, but they are not 
very familiar with the procedures, especially pre-counselling and feel uncomfortable 
during the test procedures.  
 
Interviewees are unhappy with the accessibility of tests, the waiting period for the HIV 
test results and with the fact that they have to get the result in person. 
 
Some respondents felt that counsellors used an inappropriate approach to the HIV test 
and felt uncomfortable with it. 
 
However, the major impediment for HIV testing is the fear of a positive diagnosis and the 
disclosure of gay sex with the resultant stigmatisation. 
Finally, with regards to the medical information, MSM have little knowledge related to 
HIV disclosure and fragmented, if non-existent, information on PEP and HAART.  
 
In terms of interventions and priorities, the qualitative research highlights some crucial 
point, summarized in Table 1. Firstly, the definition of risky sex is very personal in MSM 
and unprotected oral sex (often not perceived as a risky practice) widely occurs in MSM, 
both with casual and steady partners. However, even if common oral sex is perceived as 
risky due to pre-ejaculation, the occurrence of STIs or the low control over casual 
partners’ ejaculation into the mouth which may lead to higher risk of infection. 
  
Prevention activities should take into account these aspects and promote more complex 
and accurate notions of risk behaviour. 
 
Another important issue refers to stigmatisation of HIV positive people in MSM. An HIV 
positive disclosure is perceived on a personal level as a source of fear, anxiety and 
possible rejection with social implications of being stigmatised. In this context, often 
condom negotiation is perceived as a potential source of mistrust and diffidence. 
Moreover, stigmatisation may lead MSM to non-disclosure and subsequent non-access 
to services that could provide them with the specific prevention treatment and care they 
would need most. 
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As previously stated, as far as alcohol consumption and drug use are concerned, they are 
contributors in people performing unprotected anal sex. Health promotion and 
prevention messages related to sexual behaviour should take into consideration the role 
of alcohol and drug use in the flirting and social process.  
 
Another point refers to condom use, in particular to the negotiated safety in MSM 
relationships. Negotiated safety seems to be commonly practiced among MSM, 
especially in case of serum-concordant relationships. However, in some cases rules are 
violated, putting the partners at risk for HIV/STIs infections.  
Moreover, negotiated safety agreements were not often revisited and a clear agreement 
about sex inside and outside the relationship is often missing, as well as a clear definition 
of casual and steady partner. This lack of a clear definition leads often to high risk 
behaviour.  
 
As far as the health services are concerned, the judgmental attitude of staff that 
performed the HIV test in public hospitals and the unpleasant setting of some of the 
Screening Centres are often perceived as negative aspects in testing. These aspects, 
including opening time in Screening Services, are of crucial importance in order to 
promote and increase HIV testing amongst MSM. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
Table 1 – Summary of key topic and possible interventions 

 

RISK BEHAVIOUR 

Key topic Possible Interventions 

Risk behaviour de�nition: the de�nition of 
risk is very subjective and often unprotected 

oral sex is not perceived as risky sex. 
 

Promoting more complex and accurate notions 
of risk behaviour. 

Stigmatisation in MSM: an HIV positive 
disclosure is perceived on a personal level as a 
source of fear, anxiety and possible rejection 
with social implications of being stigmatised. 

 

Promoting more complex notions of sexual 
responsibility, with special regard to HIV 

stigmatisation. 

Alcohol and illicit drug use: they play an 
important role in the socialising and �irting 
process, leading often to unprotected sex 

 

Implementing health promotion and 
prevention strategies related to sexual 

behaviour, alcohol and drug use. 

Condom use with di�erent partners: condom 
use varies according to the type of partner, but 

often a clear de�nition of steady or casual 
partner is missing. 

 

Increasing negotiated safety in MSM couples. 
 

Promoting negotiation of condom use. 
 

HEALTH SEEKING BEHAVIOUR 

Key topic Intervention 

Stigmatisation in Health Services: 
stigmatisation is, at di�erent levels, perceived 

in performing HIV testing. 
 

Promoting gay-friendly screening and test 
services. 

 
Increasing pre-test counselling taking into 

consideration the peculiar characteristics of 
MSM target. 

 

Accessibility:  timetable of services are 
sometimes not client-friendly and participants 
expressed concerns about the amount of time 

they had to wait for their HIV test 

Modifying the opening time of Screening 
Services. 

 
Promoting routine HIV test. 
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In conclusion, prevention activities should take into account these aspects in order to 
promote negotiated safety and health seeking behaviours in MSM and reduce illicit drug 
and alcohol consumption, which appear to be key elements in risk behaviour. Moreover, 
prevention e�orts regarding negotiated safety should emphasise the importance of 
agreement adherence, disclosure of rule breaking, and routine STIs testing. 
 
Finally, it should be highlighted that MSM repeatedly experience homophobic 
responses to their sexual orientation from society in general and also from health service 
providers, resulting in non disclosure of man to man sex in order to avoid stigmatisation, 
discrimination and marginalisation. Moreover, stigma attached to HIV positive people 
leads to multiple discrimination. These attitudes transgress international human rights 
and increase the vulnerabilities of MSM to HIV and STIs infection. 
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