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THE MESSAGE TO GAY MEN RE "SAFE SEX" AND ANTIBODY TESTING
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You've asked for my opinions on the need to strengthen the
message to gay/bisexual men re: safe sex and antibody testing.
What follows are views from the bias of a clinician who sees the

disease every day and can think of little else than stopping the
transmission of this virus.

From a public health standpoint I believe that any
gay/bisexual man sexually active outside a monogamous
relationship who is not consistently and rigidly following safe
practices (preferably excluding saliva exchange as well) must be
encouraged to be tested. Ideally this encouragement should be
made in an atmosphere where short and long term couselling can be
made available to persons with positive test results.
Counselling is helpful both for emotional adjustment and £fcr
behavioral change assistance. We must abandon our reluctance to
encourage testing in persons for whom a positive test may reult
in a significant adverse psychological effect. With antibody
prevalence. now being estimated at close to 50% of our community
in San Francisco we are fast reaching saturation kinetics and
will 1lose our community if we do not abandon our timid approach
to this antibody test. legitimate issues like civil rights can
create smokescreens and excuses for not being as fully informed
about one's risks as possible.

When acting as a personal physician our role is different
from a public health advisor and our primary concern is for our
patient. We may be inclined to cousel against testing because of
the adverse effects we might fear or predict for that individual.
I find it difficult to wear the two hats successfully and suspect
that most of my colleagues also find it difficult. I believe a
source of confusion in AIDS risk reduction messages may arise
from failure to distinguish between these dual roles. Surely we
have tried to balance the good of the individual with the good of
the community and have tried to do the best job possible of
telling what time it was in the community. In other words, we've
always tried to divine what infarmatian wAlAd he mact 1ikaly +n
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be positively received and sensibly acted upon at any given time.
I've always been uncomfortable with that and felt it was
extremely paternalistic and very,very physician-typical behavior.
But the time is late, long past that for tolerance of
philosophical whimsy. This is not a virus with which we can
bargain. It does not care for fine discussions on ethics, civil
rights, or psychological distress.

We have helped move the community but I thnk we're still a
little slow in 1learning how to read the disease and tell the
time. Every time we learn something new about the virus or the
natural history of the disease it adds another dimension to our
worst possible fears. There really is no excuse for optimism in
the framing of our messages. The responsibility we have assumed
it too great. It;s time to stop having sex, any sex, that can
transmit this virus, period. No more denial, no more clouding

the 1issues. Just no more "“any risk sex." oOur backs are to the
wall.

Three other points. People are listening to us. 90% of gay
men surveyed can quote the risk reduction guidelines with 95%
accuracy---complete with typographical errors. It takes time for
information and messages to diffuse through the community and it
probably takes even longer to correct misinformation,
recommendations based on incomplete information or to change
existing messages. The antibody testing vagaries are the best
case in point. There are still thoughtful, intelligent people
who believe that the currently used tests have a 20-40% false
positive and false negative rate. These rumors circulated
wildly in February before the tests were released and were
finally laid to rest in April at the Atlanta meetings.

I think the position "don't take the test" was erroneous,
especially after the alternate test sites were secured. To hide
from any information about this disease whether positive or
negative, whether we think that the information will tell us
anything or not is not going to serve us well. We must at all
times know as much as we can about it and be willing to risk
psychological distress for the sake of knowing our real enemy
better. We have been able to deal effectively if not immediately
with panic, repression, abrogation of personal rights in the
public sector and are not going to allow an AIDS Dachau. We have
not dealt effectively enough with our real enemies: personal
denial and the AIDS virus.

Bob Bolan, M.D.
San Francisco

(Editorial note: If the prevalence of 'virus-positive, antibody-negative"
individuals proves to be significant, the ability of serologic screening to
separate infected from uninfected persons will be compromised. In that case,
the message to high risk group members, whether sero-positive or not, will be
the same -- practice safe sex all the time. Dr. Bolan concurs with this
interpretation.)
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