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Glossary

ART – antiretroviral treatment, consisting of a combination of antiretroviral drugs to control HIV infection

CLAI – condomless anal intercourse

CLAIC – condomless anal intercourse with casual partners

CLAIR – condomless anal intercourse with regular partners

CSRH – Centre for Social Research in Health

GBM – gay and bisexual men

GCPS – Gay Community Periodic Survey(s)

GPs – general practitioners, medical practitioners working in the community who provide comprehensive health care for people of all 
ages; in some countries known as family doctors/physicians

HCV – hepatitis C virus

HIV – human immunodeficiency virus

HIV seroconversion – the process of becoming HIV-positive (confirmed by antibody testing); the appearance of HIV antibodies in 
the blood serum

HIV status – a person’s antibody status established by HIV testing (e.g., HIV-negative, HIV-positive, or unknown [untested])

LGBTI – lesbian, gay, bisexual, transgender and intersex 

n – denotes the frequency of responses or classifications

negotiated safety agreement – an agreement between a seroconcordant couple to have unprotected sex with each other, but not 
to have sex (or unprotected sex) with other people

ns – non-significant

NSP – needle and syringe program, a public health initiative providing sterile injecting equipment to injecting drug users to minimise 
the spread of blood borne viruses

OST – opioid substitution therapy

post-exposure prophylaxis (PEP) – for the purpose of this report, it refers to the use of antiretroviral drugs by HIV-negative people 
to reduce the risk of HIV infection after a potential exposure has occurred

pre-exposure prophylaxis (PrEP) – for the purpose of this report, it refers to the use of antiretroviral drugs by HIV-negative people 
to reduce the risk of HIV infection before a potential exposure has occurred

seroconcordant – relationship in which both partners are of the same HIV status, either HIV-positive or HIV-negative

serodiscordant – relationship in which both partners are known (as a result of testing) to be of different HIV serostatus (e.g., HIV-
positive and HIV-negative)

serononconcordant – relationship in which the HIV status of at least one partner in the relationship is not known (e.g., HIV-positive 
and untested, HIV negative and untested or both untested) 

serosorting – there are multiple definitions of serosorting; for the purposes of this report we define it as selecting sexual partners 
on the basis of a common or shared HIV serostatus confirmed by HIV testing.

SD – standard deviation

STI – sexually transmissible infection

TasP – treatment as prevention
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Executive summary

The 2015 Annual Report Trends in Behaviour draws on a 
selection of behavioural and social research undertaken 
by the Centre for Social Research in Health (CSRH) and 
presents findings of relevance to responses for various 
affected population groups, including people living with 
HIV and/or hepatitis C, gay men and other men who have 
sex with men, people who inject drugs, and young people. 
The research documented in this report is particularly 
concerned with assessing trends over time and highlighting 
key issues. In addition, findings from explanatory studies 
which inform an understanding of behavioural trends, and 
the evolving needs and responses of affected individuals 
and communities, are included.

Reported data regarding sexual practices and risk among 
gay men are predominantly collected through the ongoing 
Gay Community Periodic Surveys (GCPS). Initiated in 
1996, the GCPS are conducted in capital cities and 
other densely populated areas of Australia where gay 
men congregate: Adelaide, Canberra, Melbourne, Perth, 
Queensland (Brisbane, Cairns and the Gold Coast) and 
Sydney. In 2014, Tasmania was added to the network of 
GCPS locations. The GCPS deliberately target men who 
are socially and sexually involved with gay men, and recruit 
participants at gay community venues and events, sexual 
health clinics and online. 

Sexual practices and risk in gay men

Male partners and safe sex

Over the past 10 years, the proportion of participants in 
the GCPS reporting more than 10 male sex partners in the 
six months prior to survey has fallen across Australia, from 
31.8% in 2005 to 24.9% in 2014. This decreasing trend 
over the 10-year period has been consistent across all 
participating states and territories, except in Adelaide and 
Queensland.

The proportion of men who had no condomless anal 
intercourse (CLAI) with male partners has remained stable 
at around 55% nationally in the past 10 years, including the 
most recent three years. In Melbourne, rates of men who 
had no CLAI have continuously declined, both over the 
past 10 years and in the most recent three years.

Risk and risk reduction with regular male partners

Condomless anal intercourse with regular male partners 
(CLAIR) remains more common than condomless anal 
intercourse with casual male partners (CLAIC). About 
half of men with regular partners report any CLAIR, and 
nationally this rate has increased over the past decade, but 
stabilised in the most recent three years. Rates of CLAIR 
have been increasing over the past decade in Canberra, 
Melbourne and Queensland, and remained stable in other 
jurisdictions.

Nationally, the proportion reporting any CLAIR within 
their relationship has remained stable among men with 
HIV serodiscordant or serononconcordant regular male 
partners at around 40% in the past 10- and three-year 
periods. While rates have been decreasing in Sydney, a 
significant increase has occurred in Queensland in the past 
10 years.

The proportion of men in seroconcordant HIV-negative 
relationships who have explicit ‘negotiated safety 
agreements’, which could reduce HIV transmission in 
these regular relationships, has declined to a record-low 
nationally (28.1% in 2014). In the past 10 years, rates of 
negotiated safety have declined across all states and 
territories, except in Sydney. In Perth negotiated safety has 
increased in the past three years.
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Risk and risk reduction with casual male partners

Over the past 10 years, rates of CLAIC among men 
with casual partners increased nationally, from 33.0% in 
2005 to 39.0% in 2014 (the highest rate on record). This 
increasing trend has been consistent across participating 
states and territories, except Canberra and Perth. In the 
past three years, proportions of men reporting CLAIC have 
been stable nationally, except in Melbourne (increase) and 
Queensland (decrease).

Over the past 10 years, both HIV-negative and -positive 
gay men have become increasingly more likely to 
disclose their HIV status to all casual partners. Among 
HIV-negative men with casual partners, the proportion 
reporting consistent disclosure of their HIV status to casual 
partners increased from 21.4% in 2005 to 29.5% in 2014. 
This increasing 10-year trend has been consistent across 
participating states and territories, except in Perth. In the 
past three years, rates have increased nationally as well as 
in Melbourne and Sydney, but decreased in Queensland 
and stabilised in Adelaide.

HIV-positive men are increasingly more likely to disclose 
their HIV status to all casual partners than HIV-negative 
men. Notably, among HIV-positive men with casual 
partners, the proportion reporting consistent HIV-status 
disclosure to casual partners increased nationally to a 
record-high (39.8% in 2014). Rates have been stable in the 
past three years.

Condom- and non-condom-based risk reduction 
strategies

Detailed analyses of the sexual risk and risk reduction 
practices of gay men show a shift away from consistent 
condom use to non-condom-based and potentially less 
effective HIV prevention strategies. Consistent condom use 
remains the most practiced risk reduction strategy among 
HIV-negative men (27.7% in 2014, down from 35% in 2005) 
and HIV-positive men with undetectable viral load (20.9% 
in 2014, down from 26.1% in 2005). Among HIV-positive 
men with detectable viral load, however, consistent condom 
use is no longer the most practised reduction strategy and 
has declined most rapidly (from 28.3% in 2005 to 18.3% in 
2014).

Among HIV-negative men gay men who engaged in 
CLAIC in the previous six months, ‘serosorting’ (having 
condomless sex with a partner of the same HIV-status) 
has become the main risk reduction strategy. Ensuring 
undetectable viral load becomes the main risk reduction 
strategy for HIV-positive men who engaged in CLAIC in the 
previous six months.

HIV and STI testing among gay men  
Ever and recent HIV testing 

Over the past 10 years, declines have been observed 
in the proportion of participants in the GCPS who ever 
tested for HIV (from 92.4% in 2005 to 88.2% in 2014). This 
decreasing trend has been significant across participating 
states and territories, with the exception of Perth where 

rates remained stable. In the past three years rates of 
having ever tested for HIV were stable across jurisdictions, 
except in Perth (increase) and Queensland (decline).

Around 60% of non-HIV-positive GCPS participants 
(including those who had never tested for HIV) reported 
having had at least one HIV test in the preceding 12 
months. While having slightly declined over the past 10 
years, this rate was stable in the past three years. Over 
the past 10 years, rates of recent HIV testing declined 
in Adelaide and Sydney, increased in Canberra and 
Melbourne, and remained stable in Perth and Queensland.

Comprehensive STI testing

The proportion of participants in the GCPS who reported 
having at least four different tests for STIs (i.e., throat 
swab, anal swab, urine sample and blood test other than 
for HIV) in the 12 months prior to survey increased from 
25.7% in 2005 to 38.1% in 2014. This increasing trend 
in comprehensive STI testing has been observed in all 
participating states and territories, except in Adelaide 
where it remained stable. In the past three years, a 
significant increase has been observed in Queensland, 
whereas a decrease was seen in Adelaide.

Undiagnosed HIV infections

The COUNT study of undiagnosed HIV completed its 
recruitment schedule in 2014. Over 3,000 gay and bisexual 
men participated and were tested for HIV. Nationally, the 
study found a relatively low level of undiagnosed infection 
(8.9%) among HIV-positive men. Men with undiagnosed 
HIV were more likely to report risk practices such as 
condomless sex with casual partners, injecting drug use 
and the use of party drugs for sex.

Antiretroviral treatment of HIV

HIV-positive gay men, antiretroviral treatment and viral 
load

The proportion of HIV-positive men recruited into the 
GCPS nationally has been stable around 15% between 
2005 and 2014. It is however possible the GCPS under-
recruit HIV-positive gay men in some states or territories.

Nationally, 83.5% of HIV-positive gay men in the GCPS 
reported being on antiretroviral treatment (ART) at the 
time of the survey in 2014 (a record high). ART uptake 
had increased significantly over the past 10 years (up 
from 60.3% in 2005). This increasing 10-year trend was 
consistent across Melbourne, Queensland and Sydney. 
In the past three years, increased ART uptake has been 
observed in Melbourne and Queensland, but it has been 
stabilised in Sydney.

The proportion of HIV-positive men reporting an 
undetectable viral load at the time of the survey, regardless 
of ART use or non-use, nationally has increased 
substantially over the past decade, from 51.2% in 2005 
to 76.7% in 2014 (a record-high). In the past three years, 
rates have stabilised nationally as well as in Melbourne and 
Sydney, but have increased in Queensland.

Executive Summary
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Uptake of antiretroviral treatment and treatment  
decision-making

Qualitative interviews were conducted with people living 
with HIV around Australia who were not using antiretroviral 
treatment. Analyses to date have reported diverse reasons 
for non-use of ART, including persistent consumer fears 
about the potent and unknown effects of HIV medications, 
and concerns about the use of treatment as prevention. 
The research suggests that engaging communities in 
dialogue regarding the risks and benefits of treatment will 
be critical in increasing the proportion of people with HIV 
on treatment.

ART prescribers’ attitudes and practices regarding 
treatment initiation

Online surveys were conducted in 2012 and 2013 
to examine changes in Australian ART prescribers’ 
perceptions and practices regarding early ART initiation. 
These surveys show increasing support for early ART 
initiation, first and foremost for its treatment benefits. 
Whereas in 2012 the majority (68%) of participating 
prescribers most strongly recommend the initiation of 
ART at CD4-cell counts below 350 cells/mm3, in 2013 the 
majority (56%) recommended initiating ART below 500 
CD4-cells/mm3 or immediately upon an HIV diagnosis, 
regardless of CD4+ T-cell counts.

SMS messaging to promote adherence to antiretroviral 
treatment

Adherence to ART remains an important challenge 
and the main objective of this study is to assess the 
acceptability and feasibility of SMS messaging delivered 
by a community organisation to individual’s mobile phones 
as a support mechanism to promote treatment adherence. 
A six-week SMS campaign for registered clients will be 
launched by the Bobby Goldsmith Foundation in 2015. 
Evaluation research, led by CSRH, will commence 
immediately after the campaign. This research comprises 
an online survey and in-depth interviews.  

Antiretrovirals for HIV prevention

Use of PEP and PrEP amongst gay men

Reported use of post-exposure prophylaxis (PEP) and pre-
exposure prophylaxis (PrEP) by GCPS participants in the 
preceding six months currently remains low. Around 3% of 
GCPS participants had used any PEP (unadjusted data, 
3.1% in 2013 and 2.9% in 2014), and around 2% of GCPS 
participants had used any PrEP (unadjusted 2.2% in 2013 
and 1.7% in 2014).

Perceptions of HIV pre-exposure prophylaxis (PrEP) 
among gay men

Reported use of post-exposure prophylaxis (PEP) and 
pre-Repeat surveys show that between 2013 and 2015, 
willingness to use PrEP has increased to 32% of HIV-
negative and untested men, presumably reflecting 
increased awareness and availability of PrEP in Australia. 
Use of PrEP as reported in the PrEPARE study surveys 

has increased a little over the past few years, but is only 
reported by 3% of gay and bisexual men.

Belief that HIV treatment prevents transmission increased 
between 2013 and 2015, from 2% to 10% of HIV-negative 
and untested men and from 10% to 46% of HIV-positive 
men. This probably reflects greater awareness of trial 
results and the impact of community campaigns promoting 
the health and preventative benefits of HIV treatment.

Online representations of the changing science of HIV 
prevention

Media representations of the turn to HIV treatment as 
prevention (TasP) can appear dominated by narratives 
of change and possibility, at the cost perhaps of creating 
space for potential counter narratives of query, doubt 
or failure, or simply the situated realities of living with, 
managing and preventing the transmission of HIV today. By 
examining online representations of TasP collected over a 
two-year period, this research documents which countries 
and organisations dominate, and whose voices inform, 
these representations today.

Sexual health of young people

Periodic survey of sexual health knowledge, attitudes 
and practices among young people 

Project1629 is a new periodic survey on sexuality and 
sexual health among young people aged 16 to 29 years, 
commissioned by the NSW Ministry of Health. The survey 
will take place every year between 2015 and 2018 and 
provide a valuable mechanism to monitor sexual attitudes 
and behaviours and assess the impact of sexual health 
promotion.

Online sexual health promotion for young people in 
New South Wales

The Play Safe website is an outstanding illustration of 
the role that social science research can play in the 
development of sexual promotions. Play Safe builds on 
extended research conducted by CSRH regarding barriers 
to STI testing, and a digital quiz provides users with 
personalised advice informed by this research. Evaluation 
data routinely collected through the quiz illustrate the 
impact of this novel form of mass digital intervention.

Mitigating the influence of cyber chatting on sexual 
risk behaviour in gay men

Condomless sex with partners met online is prevalent 
among young gay men and reflects, at least in part, the 
unique dynamics of hooking up online. To mitigate risk of 
HIV with partners met online, we developed a novel self-
regulation intervention that, in an online randomised control 
trial, was found to motivate young gay men to adopt self-
regulation behaviours to reduce unplanned condomless 
sex. This innovative approach offers new directions for 
effective HIV prevention for gay men who meet their 
partners online.

Executive Summary
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Drug use and prevention of viral hepatitis

Drug use and injection by participants in Gay 
Community Periodic Surveys

Amyl nitrite is the most commonly used drug by gay men 
participating in the GCPS. The proportion of men reporting 
the use of amyl nitrite has remained stable over the past 
decade, and was used by around 37% in the six months 
preceding the survey. The rate of cocaine use has also 
stabilized, at around 10%. The use of other recreational 
drugs, including cannabis, ecstasy and amphetamines, has 
declined since 2005. In contrast, the proportion of men 
reporting using erectile dysfunction medication, such as 
Viagra, has increased over the 10-year period, from 20.1% 
in 2005 to 23.8% in 2014. In the past three years, reported 
usage of all substances has remained stable.

Injecting drug use is more commonly reported among gay 
men than in the general population. Ten-year trends have 
remained stable both nationally and in three eastern states 
at around 6%. In the past three years, the proportion of gay 
men reporting any injecting has increased in Sydney and 
Queensland and remained stable in Melbourne.

Acceptability of new hepatitis C prevention messages 
for people who inject drugs

A body of literature is emerging that presents different 
ways to present hepatitis C prevention messages for 
people who inject drugs that aim to reinvigorate harm 
reduction efforts. These messages are based on 
presenting information about issues that are relevant and 
appealing to people who inject drugs but which also carry 
an implicit message to use sterile injecting equipment. A 
CSRH trial of these messages explores the acceptability 
to these among clients and staff of Needle and Syringe 
Programs.

Understanding hepatitis C risk and prevention among 
couples

Hepatitis C prevention efforts have typically been targeted 
at individuals, with little acknowledgement of the social 
environment in which injecting occurs. CSRH research has 
focused on couples who inject to examine how the unique 
features of this relationship impacts injecting practice and 
hepatitis C risk and prevention. If we want to do better in 
hepatitis C prevention, we need to recognise and work 
with the strengths that are to be found in the relationships 
between couples who inject drugs. This also means that 
we need to change how we do hepatitis C prevention to 
include messages and strategies that are relevant and 
meaningful for couples

Emotional labour of NSP workers in responding to 
work-related stigma

The staff of Needle and Syringe Programs (NSP) are 
required to do a lot more than only provide equipment 
and information to clients. In particular, efforts to expand 
NSP outlets mean that NSP workers need to engage with 
and win over staff from other services. The ‘emotional 
labour’ undertaken by NSP workers in dealing with stigma 

encountered these efforts needs to be recognised and 
supported as efforts continue to expand NSP networks. 

Living with and treatment of viral hepatitis

Information and support needs of gay and bisexual 
men with hepatitis C in Australia

The findings of a survey of gay and bisexual men showed 
that a majority of respondents wanted gay-specific 
hepatitis C services and roughly similar proportions of 
GBM indicated that they would like these services to 
be delivered by a hepatitis organisation, a lesbian, gay, 
bisexual, transgender and intersex (LGBTI) organisation, 
and a HIV organisation. Men on HIV treatments were most 
likely to request that gay-specific hepatitis C services be 
delivered by a LGBTI or HIV organisation.

Care and treatment of hepatitis C among Aboriginal 
people in New South Wales

Our work showed some similarities in the experience of 
Aboriginal people living with the hepatitis C virus in NSW 
and that reported in mainstream samples. However, our 
findings also showed the importance of understanding 
key issues such as the relationship between culturally 
appropriate diagnoses and later decisions about 
engagement with treatment.

Information needs of Chinese- and Vietnamese-
Australians with liver cancer

A study of Chinese- and Vietnamese-Australians with liver 
cancer points to the centrality of medical practitioners 
in the dissemination of liver cancer-related information, 
particularly for Vietnamese-Australian participants. 
Findings also highlight a need to improve Chinese- and 
Vietnamese-Australian patients’ access to interpreting 
services during consultations with specialists. Also, 
strengthening patients’ mental health and wellbeing could 
be an effective strategy for further engaging Vietnamese-
Australians with liver cancer-related information

Identity transformation, trust and peer support among 
OST attendees

Related to the trial of hepatitis C care in opioid substitution 
treatment (OST) centres (the ETHOS study), CSRH 
researchers explored a number of issues regarding clients’ 
experience. Underpinning this work is an understanding of 
the impact of stigma on clients’ identities and participants’ 
claims as legitimate health consumers. This study showed 
the positive change possible in relationships between 
staff and clients when the nature of service delivery was 
changed with the co-location of hepatitis C and OST 
services.

Executive Summary
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1. Introduction

1.1 About the report
The 2015 Annual Report Trends in Behaviour (ARTB) is the 
17th in our series of publications reviewing behavioural and 
social research findings which inform responses to human 
immunodeficiency virus (HIV), viral hepatitis and other 
sexually transmissible infections (STIs) in Australia. The 
report aims to inform the development and evaluation of 
policies, programs and services regarding the prevention, 
treatment, care and support for affected individuals and 
communities.

This report draws on a selection of behavioural and social 
research undertaken by the Centre for Social Research 
in Health (CSRH) and presents findings of relevance to 
responses for various affected population groups, including 
people living with HIV and/or hepatitis C, gay men and 
other men who have sex with men, people who inject 
drugs, and young people. The research documented in 
this report is in particular concerned with assessing trends 
over time and highlighting key issues. In addition, findings 
from explanatory studies which inform understanding of 
behavioural trends and the evolving needs and responses 
of affected individuals and communities are included. 

In view of the importance of non-condom-based risk 
strategies to reduce the risk of HIV among gay men, 
reporting of trends in these strategies has become a 
standard component of the ARTB. Also, several new 
indicators of risk reduction among gay men are included for 
the first time in the 2015 ARTB. These encompass frequent 
intentional use of a range of non-condom-based sexual 
risk reduction strategies, and the use of antiretroviral drugs 
for pre- and post-exposure prophylaxis by non-HIV-positive 
gay men. As data collection regarding these indicators 
has commenced recently, the number of years for which 
information is available is currently limited and will extend 
over time to allow assessing 10-year trends.

1.2 Acknowledgements
We thank our funders, the participants in our studies and 
the many collaborating organisations and their staff for their 
invaluable contributions to, and support of, the surveillance 
and research presented in this report. We in particular 
acknowledge the following organisations that were involved 
in conducting the research presented in this report:

 • Aboriginal Health and Medical Research Council of New  
   South Wales

 • ACON

 • Australian Capital Territory Health Directorate

 • AIDS Action Council, Australian Capital Territory

 • Alfred Hospital, Melbourne

 • Australasian Society for HIV Medicine (ASHM)

 • Australian Federation of AIDS Organisations (AFAO)

 • Australian Government Department of Health

 • Australian Research Centre in Sex, Health and Society    
   (ARCSHS), La Trobe University

 • Bobby Goldsmith Foundation

 • Cancer Council NSW

 • Centre for Population Health, Burnet Institute

 • Centre for Population Health, New South Wales Ministry    
  of Health

 • Centre for Research on Drugs and Health Behaviour,  
   London School of Hygiene and Tropical  Medicine,    
   University of London

 • Department of Sociology, Goldsmiths, University of   
  London

 • Faculty of Health Sciences, Flinders University

 • Family Planning New South Wales

 • Gay and Lesbian Health Victoria



Centre for Social Research in Health
Annual Report of Trends in Behaviour 2015

6

• Gay Men’s Health South Australia

 • Hepatitis New South Wales

 • HIV Foundation Queensland

 • The Kirby Institute for Infection and Immunity in Society,  
   UNSW Australia

 • Living Positive Victoria

 • Multicultural HIV and Hepatitis Service

 • National Association of People with HIV Australia     
  (NAPWHA)

 • National Drug Research Institute, Curtin University

 • National Health and Medical Research Council (NHMRC)

 • National Serology Reference Laboratory

 • Nepean Blue Mountains Local Health District

 • New South Wales STI Programs Unit (NSW STIPU)

 • New South Wales Users and AIDS Association (NUAA)

 • Office of Communities, NSW Department of Education    
  and Communities

 • Positive Life New South Wales

 • Positive Life South Australia 

 • Queensland AIDS Council (QuAC)

 • Queensland Health

 • Queensland Positive People

 • South Australian Department for Health and Ageing

 • Social Policy Research Centre, UNSW Australia

 • Tasmania Department of Health and Human Services

 • Tasmanian Council on AIDS, Hepatitis and Related  
   Diseases (TasCAHRD)

 • Victorian AIDS Council (VAC)
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1.3 Methodological note
Limin Mao, Martin Holt and John de Wit

Many of the analyses contained in this report focus on 
trends in behaviour among gay men and other men who 
have sex with men, and are based on data collected in 
the Gay Community Periodic Surveys (GCPS). Initiated 
in 1996, the GCPS are conducted in the capital cities and 
other densely populated areas of Australia where gay 
men congregate: Adelaide, Canberra, Melbourne, Perth, 
Queensland (Brisbane, Cairns and the Gold Coast) and 
Sydney. In 2014, Tasmania was added to the network of 
GCPS locations and online recruitment was added to the 
sampling methods.

In this report, wherever possible, we report data for the 
10-year period 2005–2014. We have tested for linear trends 
over the full 10-year period and the most recent three-
year period (2012–2014), where data are available. When 
there is a statistically significant change over time (at the 
p < 0.05 level of significance), the direction of the change 
is indicated by an up (↑) or down (↓) symbol. When there 
is no significant change over time, this is described as 
nonsignificant (ns). When statistical tests have not been 
performed this is indicated by a dash (–).

Unless explicitly mentioned, GCPS data reported as of 
chapter 2 are standardised for age, based on data for the 
adult male population published by the Australian Bureau 
of Statistics. Data are also weighting by recruitment source 
to allow for sampling variations (Hopwood, Holt, Treloar, & 
de Wit, 2010). These data adjustments allow us to be more 
confident in analysing trends over time and in comparing 
trends between states and territories. We calculate a 
national trend for key indicators, so that state and territory 
data can be compared to a national average. 

Readers should bear in mind that historically there have 
been some variations between states and territories in 
the phrasing of questions in the GCPS. While most key 
indicators have been assessed using the same questions 
for some time, for other indicators there may be some 
variability in the data due to differences in measurement. 
Since 2010, the same questionnaires have been used 
in each participating state and territory, reducing the 
likelihood that any observed differences between states 
and territories are due to differences in measurement.

Using unadjusted data from the GCPS, Table 1 shows the 
total number of men who participated each year between 
2005 and 2014, the proportion recruited from each state or 
territory each year, and the total number of men recruited 
from each state or territory over the 10 year period. The 
GCPS deliberately target men who are socially and 
sexually involved with gay men by recruiting participants 
at gay venues and events, in particular large gay festivals, 
such as Adelaide’s Feast Festival, Melbourne’s Midsumma 
Festival, and Sydney’s Gay and Lesbian Mardi Gras.

Introduction
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Table 1: Recruitment summary by state or territory: GCPS, 2005-2014
2005 % 2006 % 2007 % 2008 % 2009 % 2010 % 2011 % 2012 % 2013 % 2014 % Total n (%)

Adelaide 10.4 8.3 13.7 11.8   9.1 10.1 12.5   4666   (6.7)

Canberra   4.0   4.4   3.5   2.8     1035   (1.5)

Melbourne 29.8 28.1 32.3 32.6 30.2 27.8 24.8 26.2 38.0 25.2 20731 (29.7)

Perth 13.1 12.0 10.5 10.4 9.2   4426   (6.3)

Queensland1 22.9 18.1 22.4 19.9 18.5 18.9 21.5 17.0 17.9 20.4 14055 (20.1)

Sydney2 36.9 36.7 37.0 35.6 33.2 31.0 41.1 36.3 41.3 29.9 24944 (35.7)

Tasmania3 2.8 210   (0.3)

Total n 6045 7067 6329 6251 7067 8771 7774 7841 6161 7426 69857  (100)
1 Includes men recruited from Brisbane, Cairns and the Gold Coast.
2 Only includes the February round of recruitment.
3 Only in 2014.

Table 2: Recruitment summary by type of venue or event: GCPS, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Total n (%)

Gay community events/festivals 51.1 57.3 55.8 57.7 51.8 56.1 50.0 49.3 52.2 43.0 37606 (53.8)

Gay social venues1 29.1 25.4 27.0 23.3 29.9 27.9 34.0 32.4 28.5 41.0 19754 (28.3)

Sex-on-premises venues 14.7 12.4 10.6 13.0 12.5 11.2 10.3 13.1 13.1 11.4   8614 (12.3)

Clinics and general practices   5.2   4.9   6.6   5.9   5.9   4.8   5.7   5.2   6.2 4.5   3883  (5.6)

Total n 6045 7067 6329 6251 7067 8771 7774 7841 6161 7426 69857 (100)
1 Includes bars, clubs, gyms and small events and from 2014, online recruitment (15% in 2014).

Reporting unadjusted data, Table 2 shows the proportions 
of men recruited from different venues and events in the 
2005-2014 reporting period. The majority of men (over half) 
are recruited from gay community festivals and just over 
a quarter from social venues such as gay bars, clubs and 
gyms. In 2014, online recruitment was included for the first 
time and 15% of men were recruited in this way. Smaller 
proportions of men are recruited from sex-on-premises 
venues (gay saunas and sex clubs), sexual health clinics 
and general practices with a large gay clientele (just over 
10% and 5%, respectively).

Table 3: Recruitment summary by participant characteristics: GCPS, 2005-2014

2005 
%

2006 
%

2007 
%

2008 
%

2009 
%

2010 
%

2011 
%

2012 
%

2013 
%

2014 
%

Overall 
trend

Trend 
in last 3 

years
Gay or homosexual 88.0 89.3 88.8 88.3 86.6 86.8 87.5 87.0 87.8 89.1 ns ↑

Anglo-Australian 65.9 65.4 68.2 67.5 66.6 69.4 67.7 68.5 66.8 69.2 ↑ ns

<25 years old 17.7 18.7 17.9 18.5 18.8 20.9 17.2 17.9 15.2 20.2 ns ↑

30-39 years old 36.6 34.3 32.1 31.4 32.1 26.7 28.2 27.7 29.0 26.5 ↓ ns

>50 years old 9.2 10.4 11.7 12.2 12.3 13.4 14.0 15.1 15.7 15.5 ↑ ns

Mean age 34.8 35.0 35.6 35.8 35.5 35.5 36.2 36.5 36.9 35.8 ↑ ↓

(+ SD) (10.4) (10.9) (11.2) (11.4) (11.5) (12.0) (11.9) (12.4) (12.2) (12.5)

Unadjusted data presented in Table 3 show that most 
men recruited into the GCPS have an Anglo-Australian 
background and identify as gay. Over the past 10 years, 
the proportion of gay-identified men has remained stable. 
The age profile of the GCPS has changed over the past 
decade, with a gradual decline in the proportions of men 
aged in their thirties and a substantial increase in the 
proportion of men aged 50 or above. The mean age of 
men recruited into the surveys has gradually increased 
from about 35 years to 37 years.

Introduction
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2. Sexual practices and 
risk in gay men

2.1 Male partners and safe sex
Limin Mao, Martin Holt and John de Wit

Number of male partners

Over the past 10 years there has been a significant reduction across Australia in the proportion of GCPS participants 
reporting more than 10 male sex partners in the six months prior to the survey (see Table 4 and Figure 1). Nationally, this 
proportion has declined from 31.8% in 2005 to 24.9% in 2014, but has been relatively stable in the past three years. This 
10-year decline has been consistent across states and territories except Adelaide and Queensland (where the trend was 
stable). In the past three years, this indicator appears to have stabilised in most states and territories.

No condomless anal intercourse with male partners

Table 5 and Figure 2 show the proportions of men reporting no condomless anal intercourse (CLAI) with any male sex partner 
in the six months prior to the survey. Men who had no CLAI are presumed to be at little or no risk for HIV infection through 
male-to-male sex, while for men who engage in CLAI the risk of infection may be mitigated by other risk reduction strategies. 
Nationally, the proportion of men who report no CLAI has been relatively stable over the past 10 years, at about 54% of all 
GCPS participants. The proportion of men reporting no CLAI has increased in Sydney over the past decade and declined in 
Melbourne. In the past three years, the proportion of men who had no CLAI has increased in Perth, but declined in Adelaide 
and Melbourne. Across jurisdictions, HIV-positive men are significantly less likely than non-HIV-positive men to report no 
CLAI (10-year mean proportion 2005-14: 41% vs. 54%; unadjusted data).

Table 4: Men who reported more than ten male sex partners in the six months prior to the survey: GCPS, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend 
in last 3 

years
Adelaide 25.4 18.8 18.8 15.0 24.7 20.6 21.7 ns ns

Canberra 23.6 44.9 22.4 18.7 ↓ -

Melbourne 35.1 31.4 29.4 31.0 27.6 30.5 31.8 24.8 26.6 28.5 ↓ ns

Perth 24.2 24.1 26.8 18.0 18.1 ↓ -

Queensland 25.0 26.4 25.1 23.0 22.2 20.2 22.7 26.0 21.6 24.8 ns ns

Sydney 34.9 28.9 27.6 28.6 31.9 32.0 24.7 25.4 24.1 24.0 ↓ ns

Tasmania 6.8 - -

All states/territories 31.8 28.3 26.8 27.6 27.1 26.3 26.1 24.0 24.5 24.9 ↓ ns
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Figure 1: Men who reported more than ten male sex partners in the six months prior to the survey: GCPS, 2005-2014

Figure 2: Men who reported no CLAI with any male sex partner in the six months prior to the survey: GCPS, 2005-2014

Table 5: Men who reported no CLAI with any male sex partner in the six months prior to the survey: GCPS,  2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend 
in last 3 

years
Adelaide 54.6 53.4 58.8 58.2 57.4 57.3 50.8 ns ↓

Canberra 53.0 50.1 44.3 52.1 ns -

Melbourne 59.7 53.1 62.7 53.4 55.3 52.1 52.5 58.4 58.4 48.7 ↓ ↓

Perth 52.8 52.9 47.7 51.1 55.9 ns ↑

Queensland 47.3 57.3 52.7 54.0 55.3 58.7 59.9 48.6 54.5 52.2 ns ns

Sydney 53.4 56.3 54.9 55.9 53.5 50.4 58.2 56.5 58.1 57.5 ↑ ns

Tasmania 49.4 - -

All states/territories 54.4 55.1 56.5 54.3 54.9 53.5 56.4 54.5 57.6 52.7 ns ns

Sexual practices and risk in gay men
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2.2 Risk and risk reduction with regular male partners
Limin Mao, Martin Holt and John de Wit

Condomless anal intercourse with regular male partners

Condomless anal intercourse is more likely to occur with regular partners (CLAIR) than with casual partners (CLAIC). 
Approximately 70% of gay men who participated in the GCPS have a regular male partner. The national trend depicted in 
Table 6 and Figure 3 shows that the proportion of participants with regular partners reporting any CLAIR has increased over 
the past 10 years, to over 50% in 2014. Analyses of trends over the past 10 years in the separate states and territories show 
that the rate of CLAIR has risen in Canberra, Melbourne and Queensland, but has remained stable in the other jurisdictions. 
Over the past three years, the proportion of men reporting CLAIR has increased in Adelaide and Melbourne, decreased in 
Perth and remained stable in the other jurisdictions.

A comparison of trends in CLAIR by HIV status (unadjusted data) finds that rates have been stable in HIV-positive men 
(about 57%), while they have increased among non-HIV-positive men (52% in 2005 to 56% in 2013, p <0.01). In terms of age 
differences (unadjusted data), CLAIR has increased mostly among men under 25 years of age (from 45% in 2005 to 59% in 
2014; p <0.001). Increases were also significant, but less marked, among men aged between 45 and 49 years (from 48% in 
2005 to 52% in 2014; p <0.05). Rates were stable among men in other age groups.

Figure 3: Men with regular partners who reported any CLAIR in the six months prior to the survey: GCPS, 2005-2014

Table 6: Men with regular partners who reported any CLAIR in the six months prior to the survey: GCPS, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend in 
last 3 years

Adelaide 47.9 47.0 47.3 48.8 47.8 41.9 54.2 ns ↑

Canberra 47.4 61.8 66.6 63.5 ↑ -

Melbourne 48.9 47.6 41.5 48.9 48.5 54.3 54.5 44.1 46.0 56.0 ↑ ↑

Perth 53.4 49.9 53.0 55.9 46.7 ns ↓

Queensland 48.4 38.9 46.9 51.6 51.1 50.7 46.0 56.5 51.1 52.9 ↑ ns

Sydney 48.0 46.4 47.7 48.0 50.5 55.8 45.1 48.7 48.6 47.4 ns ns

Tasmania 56.3 - -

All states/territories 48.1 45.6 46.1 49.3 50.0 53.4 48.8 49.9 48.2 52.6 ↑ ns

Sexual practices and risk in gay men
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Condomless anal intercourse with serodiscordant or serononconcordant partners

CLAIR presents a risk of HIV transmission between regular partners when the partners have a different HIV status 
(serodiscordance), or when either or both partners have an unknown HIV status (serononconcordance). Around one-third 
of gay men in the GCPS who have a regular partner report that their partner is serononconcordant or serodiscordant, with 
more men reporting that they have an unknown status partner than a known serodiscordant partner. Table 7 and Figure 4 
show the rates of CLAIR reported by men in serononconcordant or serodiscordant relationships. It is important to note that 
specific trends in the smaller surveys (Adelaide, Canberra, Perth and Tasmania) have been omitted as from this analysis, as 
the relatively small numbers of men in serononconcordant or serodiscordant relationships in these locations make the rate 
estimation and trend analysis unreliable. Data from these locations are, however, included in the national rate. The rate of 
CLAIR reported by men in serononconcordant or serodiscordant relationships has remained relatively stable in the past 10 
years, at around 40% of men in those types of relationships. The rate of serononconcordant or serodiscordant CLAIR has 
declined in Sydney, but increased in Queensland over the 10-year period. In the past three years, it has risen in Melbourne 
and remained stable in Queensland and Sydney.

A comparison of trends by HIV status (unadjusted data) shows that CLAIR with serononconcordant or serodiscordant 
partners has remained stable among HIV-positive men (10-year mean proportion 2005-14: 45%). Although CLAIR with 
serononconcordant or serodiscordant partners has fluctuated among non-HIV-positive men, it has largely remained stable 
over the 10-year period (10-year mean proportion 2005-14: 43%). The rate has increased significantly among men aged 
under 25 years of age, (from 39% in 2005 to 53% in 2014, p<0.01).

Figure 4: Men with serononconcordant or serodiscordant regular partners who reported any CLAIR in the six months prior to the 
survey: GCPS, 2005-2014

Table 7: Men with serononconcordant or serodiscordant regular partners who reported any CLAIR in the six months prior to the 
survey: GCPS, 2005-2014

2005 
%

2006 
%

2007 
%

2008 
%

2009 
%

2010 
%

2011 
%

2012 
%

2013 
%

2014 
%

Overall 
trend

Trend 
in last 3 

years
Melbourne 49.2 33.2 30.8 38.7 37.6 47.1 41.3 38.4 27.3 49.5 ns ↑

Queensland 41.6 35.1 41.0 40.9 45.8 37.3 36.4 50.2 47.4 51.9 ↑ ns

Sydney 45.9 36.2 42.1 37.9 43.7 45.2 32.5 36.0 34.0 34.4 ↓ ns

All states/territories 44.2 36.0 38.2 39.7 42.0 45.3 36.9 42.1 35.1 45.0 ns ns

Sexual practices and risk in gay men
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Figure 5: Negotiated safety agreements among HIV-negative men with HIV-negative regular partners in the six months prior to the 
survey: GCPS, 2005-2014

Negotiated safety agreements with regular male partners

A negotiated safety agreement is defined as an explicit agreement between HIV-negative regular partners to allow CLAI 
within the relationship but to avoid CLAI with casual partners outside the relationship (Crawford, Rodden, Kippax, & Van de 
Ven, 2001). Negotiated safety agreements, if consistently practised by men in seronconcordant HIV- negative relationships, 
have been found to be relatively effective in preventing HIV transmission (Jin et al., 2009). For the analysis presented in Table 
8 and Figure 5, participants were regarded as having a negotiated safety agreement if they met the following conditions: i) 
they were HIV-negative, ii) they had an HIV-negative regular partner, and iii) they reported an explicit agreement with that 
partner to allow CLAI with each other but to have no CLAI with partners outside the relationship, including men who had an 
agreement to have no sex, no anal intercourse, or only condom-protected anal intercourse outside their relationship (Mao et 
al., 2011).

Nationally, the proportion of HIV-negative men with a negotiated safety agreement has declined over the past decade, and 
was reported by fewer than 30% of HIV-negative men in seroconcordant relationships in 2014 (see Table 8 and Figure 5). 
This decline in negotiated safety agreements is apparent in all states and territories over the 10-year period, except Sydney. 
The proportion with a negotiated safety agreement does, however, appear to have stabilised nationally in the past three years. 
In this period, the proportion of HIV-negative men with a negotiated safety agreement has increased in Perth. 

Table 8: Negotiated safety agreements among HIV-negative men with HIV-negative regular partners: GCPS, 2004-2013
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend 
in last 3 

years
Adelaide 41.9 35.4 30.6 33.1 27.7 23.7 22.7 ↓ ns

Canberra 41.6 44.6 38.7 34.0 ↓ -

Melbourne 38.4 37.5 28.7 38.9 33.3 32.3 34.0 26.6 35.5 25.6 ↓ ns

Perth 35.5 29.6 23.7 23.4 31.7 ↓ -

Queensland 36.2 37.8 41.7 39.6 25.9 27.7 37.3 33.7 33.4 ↓ ↑

Sydney 31.8 33.1 30.5 36.0 28.5 33.8 30.2 27.9 35.3 31.4 ns ns

Tasmania 35.3 - -

All states/territories 36.6 35.3 32.4 37.9 33.2 29.7 31.4 29.6 33.9 28.1 ↓ ns

Sexual practices and risk in gay men
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Figure 6: Men with casual partners who reported any CLAIC in the six months prior to the survey: GCPS, 2005-2014

Table 9: Men with casual partners who reported any CLAIC in the six months prior to the survey: GCPS, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend 
in last 3 

years
Adelaide 23.6 30.7 32.1 28.7 34.8 37.5 37.6 ↑ ns

Canberra 28.9 43.2 28.4 32.1 ns -

Melbourne 27.8 33.2 22.9 32.7 34.5 37.5 35.6 34.7 34.1 38.9 ↑ ↑

Perth 35.2 37.1 48.1 37.3 36.1 ns ns

Queensland 38.1 34.5 29.0 34.0 37.2 39.4 35.3 45.2 40.0 39.2 ↑ ↓

Sydney 35.3 30.9 32.1 32.7 37.8 36.1 33.7 36.0 37.5 35.6 ↑ ns

Tasmania 43.7 - -

All states/territories 33.0 33.0 28.0 33.4 36.3 37.7 34.6 38.3 36.7 39.0 ↑ ns

2.3 Risk and risk reduction with casual male partners
Limin Mao, Martin Holt and John de Wit

Condomless anal intercourse with casual male partners

Condomless anal intercourse with casual partners (CLAIC) remains one of the key drivers of HIV transmission between 
gay men. Table 9 and Figure 6 show the rates of CLAIC reported by men with casual partners in the GCPS. Nationally the 
rate of CLAIC has been gradually increasing over the past 10 years. It is worth noting that the latest national CLAIC rate 
(39.0% in 2014) is the highest figure we have seen for this indicator so far. In the past 10 years, CLAIC rates have increased 
in all participating states and territories, except in Canberra and Perth (where they have been stable). The rate of CAIC has 
been stable over the past three years in most states and territories, except for an increase in Melbourne and a decrease in 
Queensland.

A comparison of trends in CLAIC by HIV status (unadjusted data) shows that CLAIC remains more likely to be reported by 
HIV-positive than non-HIV-positive men. HIV-positive men with casual partners have become more likely to report any CLAIC 
(from 51% in 2005 to 59% in 2014, p <0.001). The increase in CLAIC is less marked among non-HIV-positive men with casual 
partners (from 27% in 2005 to 35% in 2014, p <0.001). Comparison of trends in CLAIC by age (unadjusted data) shows 
significant increases among men under 25 years of age (from 30% in 2005 to 41% in 2014; p <0.01), but not in the other age 
groups.

Sexual practices and risk in gay men
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Figure 7: Men with casual partners who reported disclosing their HIV status to all casual partners in the six months prior to the 
survey, by HIV status of participant: GCPS, 2005-2014

HIV status disclosure to casual male partners

The GCPS collect data on the disclosure of HIV status by men to their casual male partners. HIV disclosure has become 
a key indicator over the past 15 years because of interest in non-condom-based risk reduction strategies which are reliant 
on accurate knowledge of HIV status (Jin et al., 2009; Mao et al., 2011; Mao et al., 2006; Zablotska et al., 2009). Table 10 
and Figure 7 show the proportions of HIV-negative and HIV-positive men with casual partners who consistently disclosed 
their HIV status to all casual male partners. Since 2007, the same questions have been asked in all states and territories to 
measure participants’ disclosure of HIV status to casual partners, specifically before sex. For this reason, the trend analysis 
for the past three years is likely to be more robust than the 10-year trend. In addition, we have only presented the national 
trend in HIV-positive disclosure (see Table 10), as the numbers of HIV-positive men reporting consistent HIV disclosure in 
each state and territory are relatively small.

National trends shown in Table 10 and Figure 7 illustrate that the likelihood of consistent HIV status disclosure has 
substantially increased among both HIV-negative and HIV-positive men over the past decade. In 2005, about one in five 
HIV-positive or HIV-negative men disclosed their status to all their casual partners. Over the past decade, that proportion 
has increased to approximately 40% of HIV-positive men with casual partners. Close to 30% of HIV-negative men with 
casual partners reported consistent disclosure in 2014. Increases in consistent HIV status disclosure by HIV-negative men 
have occurred in all states and territories over the 10-year period, except in Queensland (where there has been a noticeable 
decline in the past three years).

Table 10: Men with casual partners who reported disclosing their HIV status to all casual partners in the six months prior to 
the survey, by HIV status of participant: GCPS, 2005-2014

2005 
%

2006 
%

2007 
%

2008 
%

2009 
%

2010 
%

2011 
%

2012 
%

2013 
%

2014 
%

Overall 
trend

Trend 
in last 3 

years
HIV-negative men
Adelaide 16.6 10.7 17.6 27.5 27.7 29.3 30.4 ↑ ns

Canberra 25.2 21.4 23.5 29.8 ↑ -

Melbourne 17.1 18.9 13.9 22.0 20.9 20.9 17.7 20.0 18.7 28.4 ↑ ↑

Perth 20.9 22.3 29.1 18.4 22.4 ns -

Queensland 17.4 14.6 19.9 20.2 26.9 26.6 27.2 36.5 28.7 29.4 ↑ ↓

Sydney 21.1 19.4 20.6 19.2 20.4 21.0 22.3 21.1 24.8 32.0 ↑ ↑

Tasmania 45.9 - -

All states/territories 18.0 18.4 17.5 20.5 21.8 23.9 22.9 24.9 23.6 29.5 ↑ ↑

HIV-positive men
All states/territories 21.4 27.9 20.1 29.6 32.7 28.6 31.2 38.4 34.9 39.8 ↑ ns

Sexual practices and risk in gay men
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Table 11: Sexual practices, condom use and non-condom-based risk reduction in the six months prior to the survey: GCPS, 
2005-2014 (all six states or territories, unadjusted data)

2005 
%

2006 
%

2007 
%

2008 
%

2009 
%

2010 
%

2011 
%

2012 
%

2013 
%

2014 
%

HIV-negative men
No sex 5.1 5.3 5.2 5.0 6.1 9.3 6.9 8.4 7.2 8.2
No anal sex 11.9 11.7 12.7 12.4 12.2 10.7 14.2 13.6 14.0 13.2
Anal intercourse always with a condom 35.0 34.3 34.3 34.6 32.6 28.8 31.3 30.6 31.2 27.7
CLAI only with a seroconcordant regular partner1 20.8 21.5 19.1 20.5 21.6 21.7 23.6 24.0 23.8 24.9
CLAI with other types of regular partner1 8.7 8.1 9.9 7.6 6.9 8.8 4.1 4.0 3.8 5.1
CLAI with casual partners and consistent HIV status 
disclosure2 4.8 5.2 4.4 4.8 5.7 6.1 6.8 6.9 7.5 8.9

CLAI with casual partners and inconsistent HIV status 
disclosure2 13.8 13.9 14.4 14.9 15.1 14.5 13.1 12.5 11.5 12.2

HIV-positive men with an undetectable viral load

No sex 5.6 6.3 5.0 8.1 6.6 10.3 9.2 10.6 11.0 10.5
No anal sex 9.0 9.1 12.7 10.5 10.3 7.6 10.6 10.4 9.4 12.3
Anal intercourse always with a condom 26.1 30.0 25.4 25.6 25.2 23.8 24.0 17.9 17.1 20.9
CLAI only with a seroconcordant regular partner1 7.6 7.7 10.7 8.8 7.8 11.4 6.8 7.6 8.3 9.1
CLAI with other types of regular partner1 11.2 8.6 9.0 5.8 5.7 6.5 7.3 4.4 7.3 7.4
CLAI with casual partners with full HIV status disclosure2 11.5 14.3 12.0 14.1 15.6 13.8 17.0 21.8 20.9 20.6
CLAI with casual partners without full HIV status 
disclosure2 29.9 23.9 25.2 27.0 28.8 26.6 25.1 27.2 26.0 19.3

HIV-positive men with a detectable viral load

No sex 5.4 4.5 6.0 9.1 2.1 8.1 6.8 6.3 8.4 12.7
No anal sex 9.7 5.5 7.1 7.1 8.3 5.9 11.9 8.4 10.8 7.0
Anal intercourse always with a condom 28.3 24.9 23.6 22.7 20.7 23.5 22.0 22.1 22.9 18.3
CLAI only with a seroconcordant regular partner1 8.4 11.0 8.8 9.7 4.8 9.6 7.6 11.6 6.0 8.5
CLAI with other types of regular partner1 7.2 6.5 5.0 7.1 4.8 2.9 4.2 7.4 8.4 0
CLAI with casual partners with full HIV status disclosure2 7.2 12.9 15.9 14.9 26.9 16.9 11.9 24.2 20.5 26.8
CLAI with casual partners without full HIV status 
disclosure2 33.7 34.8 32.5 29.3 32.4 33.1 35.6 20.0 22.9 26.7

1 no CLAIC
2 with or without CLAIR

2.4 Condom- and non-condom-based risk-reduction strategies among gay men
Limin Mao and John de Wit

From early on in the HIV epidemic, gay men have adopted sexual practices to mitigate the risk of HIV, beginning with condom 
use which has been promoted since the mid-1980s. Gay men today also make use of various strategies which can reduce 
the risk of condomless anal intercourse (Jin et al., 2009), in particular strategies that draw on knowledge of the HIV status of 
those involved in the sexual interaction, as well as strategies that make use of the viral load status of HIV positive partners. 
To better assess the risk of HIV transmission from condomless anal intercourse, the use of risk reduction strategies needs to 
be accounted for, requiring more detailed behavioural indicators to complement monitoring of condomless anal intercourse. In 
a recent study, we investigated a range of condom- and non-condom-based risk reduction practices among participants in the 
GCPS from 2007 to 2009, comparing HIV-negative men, HIV-positive men with an undetectable viral load and HIV positive 
men with a detectable viral load (Mao et al., 2011). As of 2014, we have included the monitoring of various risk reduction 
practices as a standard component of the ARTB and report over the 10-year period.

Our original and updated analyses find that condom use continues to play an important role in gay men’s sexual risk 
reduction practices (see Table 11). However, while men reporting consistent condom use remain the largest subgroup of HIV 
negative men, proportions of HIV-negative men reporting consistent condom use have decreased significantly, from 35% in 
2005 to 28% in 2014. Among HIV-negative men, the second-largest subgroup consists of men who have condomless anal 
intercourse with a regular partner (CLAIR) who is also HIV-negative. The proportion of men reporting this form of serosorting 
increased from 21% in 2005 to 25% in 2014.

Sexual practices and risk in gay men
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Proportions of men reporting consistent condom use have also declined over the past decade among HIV-positive men with 
an undetectable viral load (from 26% in 2005 to 21% in 2014), as well as among HIV-positive men with a detectable viral load 
(from 28% in 2005 to 18% in 2014). Among HIV-positive men with an undetectable viral load, the largest subgroup of men are 
now those who have condomless anal intercourse with casual partners (CLAIC) and disclose their HIV status to all casual 
partners (12% in 2005 to 21% in 2014). Among HIV-positive men with a detectable viral load, the largest subgroup similarly 
consists of men who had CLAIC and consistently disclosed their HIV status to all casual sex partners, which increased 
from 7% in 2005 to 27% in 2014. The proportions of men practicing CLAI with a serodiscordant or serononconcordant 
regular partner have decreased among HIV-negative men (from 17.0% in 2004 to 9.4% in 2013) and HIV-positive men with 
an undetectable viral load (from 17.1% in 2004 to 11.2% in 2003), but have remained stable among HIV-positive men with a 
detectable viral load (15.5% in 2004 and 14.5% in 2013). 

To identify men’s intentional use of risk reduction strategies, as of this 2015 ARTB we report on men who indicate that they 
frequently (“always” or “often”) engage in intentional non-condom-based risk reduction strategies during condomless anal 
intercourse with casual partners (see Table 12). The most commonly reported risk reduction strategy overall was serosorting. 
For HIV-positive men who had CLAIC, the most commonly reported risk reduction strategy was ensuring that their HIV 
viral load was undetectable before sex. A relatively small group of HIV-negative men who had CLAIC (just over one in ten) 
reported that they frequently check that their HIV-positive partners have an undetectable viral load before sex. The use of the 
other strategies is relatively uncommon, including the use of antiretroviral drugs before or after sex by HIV-negative men.

Table 12: Men who frequently used risk-reduction strategies when engaging in condomless anal intercourse with casual 
partners, by HIV status of participants (all states or territories, unadjusted data)

2013 % 2014%

HIV-positive men n=267 n=274
Ensured partners were seroconcordant before CLAIC (serosorting) 55.4 61.3

Took receptive position during CLAIC that was not concordant 21.0 17.2

Withdrew before ejaculation during insertive CLAIC 14.6 11.7

Ensured he had an undetectable viral load before sex 58.4 73.7

HIV-negative men n=933 n=1193
Ensured partners were seroconcordant before CLAIC (serosorting) 47.0 52.4

Took insertive position during CLAIC that was not concordant 23.5 22.3

Partner withdrew before ejaculation during receptive CLAIC 16.8 15.8

Ensured HIV-positive partner had an undetectable viral load before sex 11.5 10.6

Participant took anti-HIV medication before sex 3.8 2.9

Participant took anti-HIV medication after sex 4.6 4.3
Note: responses are not mutually exclusive. Only data from men who reported having CLAIC in the six months prior to the survey are included

Sexual practices and risk in gay men
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3. HIV and STI testing 
among gay men

Table 13: Men who had ever been tested for HIV: GCPS, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend 
in last 3 

years
Adelaide 89.4 91.2 85.2 83.9 86.8 85.9 86.9 ↓ ns

Canberra 83.1 94.1 86.7 80.0 ↓ -

Melbourne 92.6 89.2 90.6 90.7 90.3 87.0 89.1 89.3 85.3 89.9 ↓ ns

Perth 83.0 89.2 84.2 78.4 85.9 ns ↑

Queensland 92.1 90.9 90.2 94.6 91.2 86.5 89.9 90.8 89.1 87.7 ↓ ↓

Sydney 93.5 94.8 92.6 93.3 92.3 92.6 88.6 85.7 87.9 88.5 ↓ ns

Tasmania 82.4 - -

All states/territories 92.4 90.6 91.2 92.3 90.4 87.3 88.9 86.4 87.0 88.2 ↓ ns

3.1 Ever and recent HIV testing
Limin Mao, Martin Holt and John de Wit

The proportion of men participating in the GCPS who ever tested for HIV is very high, with around nine out of ten men 
nationally reporting that they tested at least once for HIV (see Table 13 and Figure 8). However, after a long period of stability, 
we now see a gradual downward trend in the proportion of ever-tested men in the GCPS, although it remains at over 85% 
nationally. This downward trend may reflect sampling variations over time. The fall in the proportion of ever-tested men has 
been observed in all states and territories, except Perth, over the past 10 years. In the past three years, the proportion of men 
reporting that they tested for HIV has continued to decrease in Queensland, but has stabilised in the other states except in 
Perth, where there has been an increase.

Table 14 and Figure 9 show the proportions of non-HIV-positive men (including those who never tested for HIV) who reported 
an HIV test in the 12 months prior to the survey; testing in the past 12 months has previously been referred to as “recent” 
HIV testing. Over the 10-year period, rates of recent HIV testing among non-HIV-positive men have increased in Canberra 
and Melbourne, but decreased in Adelaide and Sydney. In the past three years, rates of recent HIV testing have declined in 
Adelaide, increased in Perth and Sydney, and remained stable in Melbourne and Queensland.

Across jurisdictions, the proportion of men reporting HIV testing in the previous 12 months was around 60%. Analysis of 
trends by age (unadjusted data) shows a significant decrease in rates of recent testing among men under 25 years of age 
(from 61% in 2005 to 58% in 2014; p <0.01), and in men aged 50 years or above (from 58% in 2005 to 53% in 2014; p <0.01). 
This is likely to reflect, at least in part, the introduction of online recruitment, resulting in a higher proportion of younger 
participants in 2014.
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Table 14: Non-HIV-positive men who tested for HIV in the 12 months prior to the survey: GCPS, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend 
in last 3 

years
Adelaide 64.7 64.3 66.3 50.5 51.9 59.4 40.6 ↓ ↓

Canberra 56.1 67.1 67.3 62.5 ↑ -

Melbourne 64.9 62.0 62.4 63.9 67.8 62.4 61.5 68.2 64.1 71.2 ↑ ns

Perth 52.8 57.3 62.9 48.7 57.9 ns ↑

Queensland 60.1 59.9 62.1 65.8 59.9 58.0 58.5 63.4 60.6 60.7 ns ns

Sydney 67.8 68.1 71.3 71.0 70.4 59.3 62.3 58.2 58.4 65.4 ↓ ↑

Tasmania 41.9 - -

All states/territories 65.5 62.5 65.6 66.0 66.5 58.9 60.6 60.5 60.7 62.4 ↓ ns

Figure 8: Men who ever  tested for HIV: GCPS, 2005-2014

Figure 9: Non-HIV-positive men who tested for HIV in the 12 months prior to the survey: GCPS, 2005-2014

HIV and STI testing among gay men
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Figure 10: Men who reported at least four different STI tests in the 12 months prior to the survey: GCPS, 2005-2014

Table 15: Men who reported at least four different STI tests in the 12 months prior to the survey: GCPS, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 % Overall 

trend
Trend 

in last 3 
years

Adelaide 29.0 31.1 43.4 29.2 35.5 41.9 28.2 ns ↓

Canberra 25.4 47.3 48.0 47.1 ↑ -

Melbourne 30.8 28.8 34.4 34.0 32.4 38.5 44.4 38.2 40.9 41.4 ↑ ns

Perth 16.8 27.5 41.6 36.7 39.7 ↑ ns

Queensland 17.8 22.7 26.8 25.7 29.9 30.3 31.7 30.8 37.3 35.6 ↑ ↑

Sydney 26.0 27.6 33.3 34.0 39.8 38.2 38.3 38.2 39.1 41.9 ↑ ns

Tasmania 28.4 - -

All states/territories 25.7 25.6 31.7 31.2 36.6 35.7 38.4 37.1 39.5 38.1 ↑ ns

3.2 Comprehensive STI testing
Limin Mao, Martin Holt and John de Wit

Table 15 and Figure 10 show the proportions of men reporting at least four different STI tests in the previous 12 months, 
based on the type of specimen that was taken (throat swab, anal swab, urine sample, and blood test other than for HIV). We 
regard having at least four different tests as an indicator of ‘comprehensive’ STI testing (i.e. testing for a range of STI and 
taking specimens from different anatomical sites), as recommended in HIV/STI testing guidelines for gay men (e.g. STIGMA, 
2014). However, it should be noted that we cannot tell from GCPS survey data whether these tests were conducted at the 
same time or over multiple occasions during the 12-month period before the survey.

Since 2005, there has been a continuous and substantial increase nationally in the proportion of men in the GCPS who report 
four or more STI tests in the previous 12 months, from 25.7% in 2005 to 38.1% in 2014. Over the past 10 years an increase 
in comprehensive STI testing has been observed in every participating jurisdiction, except Adelaide. The proportion of men 
reporting four or more STI tests has stabilised in the past three years in all survey locations, except Queensland (where 
comprehensive STI testing has continued to increase) and Adelaide (where there was a decrease).

A comparison of trends in comprehensive STI testing by HIV status shows there have been substantial increases among both 
HIV-positive men (from 33% in 2005 to 60% in 2014; p <0.001) and non-HIV-positive men (from 22% in 2004 to 35% in 2014; 
p <0.001). HIV-positive men remain more likely to report comprehensive testing than non-HIV-positive men. Comprehensive 
STI testing has become significantly more likely across all age groups. However, as typically 80% or more of men in the 
GCPS are sexually active, and given that guidelines suggest all sexually active gay men should have a sexual health 
check-up at least annually (STIGMA, 2014), our findings highlight that there remains considerable room for improvement in 
comprehensive STI testing among gay men.

HIV and STI testing among gay men
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3.3 Undiagnosed HIV infections
Martin Holt and John de Wit

In 2013, the COUNT study of undiagnosed HIV infection commenced with funding from the National Health and Medical 
Research Council. The study is a collaboration between the Centre for Social Research in Health, the Burnet Institute and 
the Kirby Institute, with support from community organisations and clinical services. The study involved offering HIV testing 
to participants of the GCPS in six states and territories during October 2013-November 2014. Participants were primarily 
recruited at gay community events and venues. Consenting participants provided an oral fluid sample which was sent to 
the National Reference Laboratory for antibody testing. Test results were linked to the participant’s GCPS questionnaire 
to analyse the social and behavioural profile of men with undiagnosed infection. Participants could choose to receive their 
test results by text message, phone or email. Most negative test results were delivered by text message, backed up with 
further information on a secure website and a study support line. All participants with test results that indicated previously 
undiagnosed HIV (and who had consented to be contacted) were asked to call the study support line and were connected 
with a local clinical service for confirmatory HIV testing and care.

Recruitment for the COUNT study began in Canberra in October 2013, and moved on to Melbourne, Sydney, Perth and 
Brisbane in 2014. Recruitment was completed in Adelaide in late 2014. A total of 3,071 men participated, representing 42% 
of the total number of GCPS participants in the six cities. Two hundred and thirteen men (6.9%) provided samples that tested 
positive for HIV. This is a lower HIV prevalence than typically found in the GCPS (see section 4.1), which indicates that 
the COUNT study under-recruited HIV-positive men. Among men who tested positive for HIV, 19 (8.9%) were classified as 
having previously undiagnosed HIV infection. This is a much lower level of undiagnosed infection than was previously found 
in the two anonymous prevalence studies conducted at gay venues in Australia (Birrell et al., 2010; Pedrana, Hellard, Wilson, 
Guy & Stoové, 2012), and is a much lower level of undiagnosed infection than that seen in many developed countries with 
concentrated HIV epidemics among gay and bisexual men (Ferrer et al., 2015; Moore et al., 2012; Saxton, Dickson, Griffiths, 
Hughes & Rowden, 2012; Smith, Miles, Finlayson, Oster & DiNenno, 2010; Williamson, Dodds, Mercey, Hart & Johnson, 
2008). Only the cities of San Francisco (United States) and Vancouver (Canada) appear to have similarly low levels of 
undiagnosed infection (Moore et al., 2012; Raymond et al., 2013).

One possible explanation for the apparently lower observed level of undiagnosed HIV is that giving participants the option of 
receiving their test results discouraged men who may be at risk of HIV from participating in COUNT. However, a comparison 
of men who participated in COUNT and those who only participated in the GCPS suggests a similar HIV risk profile in 
terms of numbers of male partners, condomless sex with casual partners, and engagement in group sex, for example. An 
alternative explanation is that the previous anonymous prevalence studies may have overestimated undiagnosed HIV. A 
few COUNT participants with previously diagnosed HIV infection indicated that they selected ‘negative’ as their HIV status 
because they had an undetectable viral load. This inflates the proportion of undiagnosed infection, unless the participants 
are reclassified as previously diagnosed (which was done in COUNT). It is also possible that the relatively high level of HIV 
testing reported by Australian gay and bisexual men over the past 10-15 years has resulted in the low level of undiagnosed 
HIV infections.

Compared with HIV-negative men, the 19 men with previously undiagnosed HIV identified in COUNT were more likely to 
report recent condomless sex with casual partners, the recent use of party drugs for sex, any injecting drug use, and the 
recent use of the amyl nitrite (poppers), crystal methamphetamine and gamma hydroxybutyrate (GHB). This profile suggests 
that men who are engaged in sex- and drug-based sociality and ‘intensive sex partying’ remain at elevated risk of HIV in 
Australia, as has been found in previous research (Hopwood, Lea & Aggleton, 2015; Hurley & Prestage, 2009; Prestage et 
al., 2009; Volk et al., 2006). This highlights the ongoing need for HIV prevention and harm reduction programs for gay and 
bisexual men who have drug-based sex and condomless sex with casual partners.
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4. Antiretroviral 
treatment of HIV

4.1 HIV-positive gay men, antiretroviral treatment and viral load
Limin Mao, Martin Holt and John de Wit

Nationally, the proportion of HIV-positive men recruited into the GCPS has been in the range of 14-18% between 2005 and 
2014 (see Table 16 and Figure 11). The Sydney and Melbourne surveys generally recruit the largest proportions of HIV-
positive men, followed by Queensland. This appears to reflect the size of the gay male and HIV-positive populations in each 
jurisdiction (Prestage et al., 2008). Specific analyses of the smaller surveys (Adelaide, Canberra, Perth and Tasmania) 
have been omitted from this analysis, as the limited numbers of HIV-positive men recruited in these locations may result in 
unreliable analyses. HIV-positive participants from these jurisdictions are however included in the national trend.

The proportion of HIV-positive men participating in the GCPS nationally has been relatively stable over time. This partly 
reflects the stability of survey recruitment over time. Although the number of people living with HIV has increased substantially 
during the reporting period, the estimated HIV prevalence rate appears to be stable (The Kirby Institute, 2013). As the social 
and demographic profile of HIV-positive participants in the survey has changed over time, it is possible that HIV-positive men 
are less likely to be recruited into the GCPS as they become older and less likely to participate in gay community events and 
venues (Holt et al., 2013).

Table 16: Men who are HIV-positive: GCPS, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend 
in last 3 

years

Melbourne 15.9 16.5 15.2 16.1 14.9 16.9 19.5 16.8 13.5 20.4 ns ↑

Queensland 24.8 13.6 10.2 11.0 11.6 14.6 14.2 9.2 21.3 15.9 ns ↑

Sydney 18.8 23.2 17.2 25.5 19.9 18.2 17.9 17.1 16.9 19.4 ↓ ns

All states/territories 17.9 17.5 14.9 17.4 14.4 15.5 16.9 14.0 16.5 16.5 ns ns
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The use of combination antiretroviral therapy at the time of the survey by HIV-positive men in the GCPS is shown in Table 17 
and Figure 12. The smaller surveys (Adelaide, Canberra, Perth and Tasmania) have not been reported separately, because 
of the relatively small numbers of HIV-positive men recruited in these locations. HIV-positive participants from Adelaide, 
Canberra, Perth and Tasmania are, however, included in the national trend.

Nationally, about 70% of HIV-positive men in the GCPS reported being on treatment between 2005 and 2014, with a 
significant increase in the proportion of HIV-positive participants on treatment during the reporting period, particularly since 
2007. In 2014, over 80% of HIV-positive men in Melbourne, Queensland and Sydney reported being on treatment. Significant 
increases in treatment uptake have been observed in these three jurisdictions over the 10-year period. In the past three 
years, treatment uptake has increased in Melbourne and Queensland and stabilised in Sydney. Nationally, the proportion 
of HIV-positive men on treatment reached its highest reported level in 2014 (83.5%). The proportion of HIV-positive men on 
treatment in the past three years has increased most notably in Queensland, from 70% in 2011 to 86% in 2014.

Table 17: HIV-positive men on antiretroviral treatment, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend 
in last 3 

years
Melbourne 56.5 55.3 51.5 63.3 61.3 69.7 72.6 77.7 65.7 81.6 ↑ ↑

Queensland 55.3 71.9 64.4 66.1 61.5 68.5 69.7 69.8 86.3 85.9 ↑ ↑

Sydney 64.4 54.7 53.2 70.6 73.5 68.9 70.6 80.2 76.6 83.0 ↑ ns

All states/territories 60.3 60.1 57.2 68.0 67.4 69.5 71.8 77.9 76.4 83.5 ↑ ↑

Figure 12: HIV-positive men on antiretroviral treatment: GCPS, 2005-2014

Figure 11: Men who are HIV-positive: GCPS, 2005-2014

Antiretroviral treatment of HIV
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Table 18 and Figure 13 show the proportions of HIV-positive men reporting an undetectable viral load at the time of the 
survey, which serves as an indicator of successful viral suppression at the community level. This indicator includes all HIV-
positive men, regardless of whether they are receiving treatment or not. The smaller surveys (Adelaide, Canberra, Perth and 
Tasmania) have been omitted from separate analysis because of the small samples of HIV-positive men. They are, however, 
included in the national trend.

There have been substantial increases in the proportions of HIV-positive men reporting an undetectable viral load in the three 
eastern states since 2005. In 2014, over 75% of HIV-positive men in Melbourne, Queensland and Sydney reported having an 
undetectable viral load at the time of the survey. This probably reflects ongoing improvements in the uptake and efficacy of 
antiretroviral treatment in that more people who need treatment receive it and the treatment is more successful in achieving 
viral suppression. The increase in proportions of HIV-positive GCPS participants achieving viral suppression is consistent with 
observations from antiretroviral treatment prescribers (Mao et al., 2013) and clinical cohort data (Law et al., 2011). In the past 
three years, however, the proportion of HIV-positive men with an undetectable viral load has stabilised among participants in 
Melbourne and Sydney, possibly reflecting the stabilisation of treatment uptake in both states. In Queensland the proportion 
of HIV-positive men with an undetectable viral load increased substantially in the past three years, reflecting a sharp increase 
in treatment uptake.

Table 18: HIV-positive men who reported an undetectable viral load: GCPS, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend 
in last 3 

years
Melbourne 37.8 53.4 45.0 66.6 60.1 72.4 69.2 74.3 64.3 76.6 ↑ ns

Queensland 55.9 62.1 57.6 71.6 59.3 67.7 69.3 70.3 82.7 81.7 ↑ ↑

Sydney 60.3 54.4 56.6 64.7 70.1 72.3 74.7 81.6 73.4 80.8 ↑ ns

All states/territories 51.2 56.1 53.9 66.6 65.2 70.9 72.2 78.1 73.6 76.7 ↑ ns

Figure 13: HIV-positive men who reported an undetectable viral load: GCPS, 2005-2014
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4.2 Uptake of antiretroviral treatment and treatment decision-making
Christy Newman, Limin Mao, Asha Persson, Martin Holt and John de Wit

Antiretroviral treatment (ART) not only has important benefits for individuals’ health, but also for public health, as it reduces 
the likelihood of onward transmission. However, a substantial minority of people living with HIV is not currently taking ART. In 
a context in which guidelines for HIV treatment are increasingly recommending earlier initiation and initiation for prevention 
purposes, CSRH undertook an NHMRC-funded study with the overall objective to investigate the extent to which people living 
with HIV are not currently taking ART, and to better understand the reasons people living with HIV have for not taking ART.

From 2012 to 2014, we conducted semi-structured interviews with 27 people living with HIV around Australia who were not 
using treatment at the time of interview. While the dissemination of results is ongoing, three publications have described: 1) 
reasons provided for non-use of ART; 2) concerns about the use of treatment as prevention; 3) implications for concepts of 
‘pharmaceutical citizenship’.

Explanations for non-use of ART were diverse, but included concerns about the impacts of committing to lifelong 
pharmaceutical treatment use. We identified distinctive subgroups among participants, with a range of different individual and 
social needs that may affect treatment decisions. While many participants understood and valued the prevention benefits of 
ART, very few were in support of initiating treatment solely to achieve those benefits; rather, they favoured making considered 
decisions about their preferred approach to managing HIV.

In a troubling development, a number of participants believed that since treatment as prevention began to be emphasised in 
HIV policy, notably less support was provided in clinical and community settings for open and honest conversations about the 
doubts and fears some people hold about medication use in general, and ART in particular. These findings reveal persistent 
consumer fears about the potent and unknown effects of HIV medications that deserve greater recognition in policy debate 
on treatment uptake. Better engaging communities in dialogue regarding the risks and benefits of treatment will be critical if 
strategic goals to increase the proportion of people with HIV on treatment are to succeed.

4.3 ART prescribers’ attitudes and practices regarding treatment initiation
Limin Mao, Philippe Adam and John de Wit

To successfully promote early ART initiation and implement treatment as prevention (TasP), the local implementation context 
needs to be adequately understood. In addition to exploring patients’ willingness to use ART, it is also important to assess 
doctors’ willingness to prescribe in real life settings. As part of an NHMRC-funded project we examined recent changes in 
Australian ART prescribers’ perceptions and practices in relation to early ART initiation. Early ART initiation is defined as 
commencing ART when patients’ CD4+ T-cell count approach 500 cells/mm3 or immediately after an HIV diagnosis.

Cross-sectional surveys were conducted online in 2012 (n=108) and 2013 (n=82). All registered ART-prescribers in Australia 
were sent a link to a brief, anonymous, self-completion questionnaire via email from the Australasian Society for HIV 
Medicine. GPs were the largest participating group, followed by sexual health physicians and infectious disease specialists. 
Participants’ average age was 48 years and most (60%) had over 10 years’ experience in HIV medicine.

In 2012, nearly one in five participating ART-prescribers agreed that public health considerations related to the reduced 
likelihood of onward HIV transmission were their primary concern in recommending the initiation of ART. In 2013, nearly half 
of participating prescribers agreed. Also, whereas in 2012 the majority (68%) most strongly recommended the initiation of 
ART at CD4+ T-cell counts below 350 cells/mm3, in 2013 the majority (56%) recommended initiating ART below 500 CD4+ T- 
cells/mm3 or immediately upon an HIV diagnosis regardless of CD4+ T-cell counts.

In both survey rounds, prescribers’ primary concern in recommending ART initiation was the health benefit to the individual 
patient rather than any public health benefit. Out of the total 824 patients initiated into ART by participating prescribers in 
2013, only a small proportion (approximately 15%) was initiated primarily for HIV prevention reasons. Initiating treatment for 
prevention was more likely to occur as of 2013.

In the context of accumulating clinical evidence, swift changes in healthcare policy have been initiated in the past few 
years, particularly in terms of the lowering of the clinically recommended ART initiation threshold and the provision of public 
subsidies for early ART initiation to people with access to Medicare. Consistent with these changes, our findings show that 
ART-prescribers in Australia are increasingly supportive of early ART initiation, including for HIV prevention.

Antiretroviral treatment of HIV
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4.4 SMS messaging to promote adherence to antiretroviral treatment
Limin Mao and John de Wit

Interactive communication technologies, such as SMS reminders, are increasingly used to improve health services and 
outcomes. Previous research in Australia has demonstrated that SMS reminders sent from sexual health clinics have 
increased patients’ testing and re-testing for bacterial sexually transmissible infections. SMS reminders also have the 
potential to improve HIV clinical care, including ART. The Centre for Social Research in Health has been commissioned by 
the Bobby Goldsmith Foundation to undertake an assessment of the acceptability and feasibility of sending regular SMS 
reminders to their clients to improve ART adherence and, more broadly, quality of life. 

The main objective of the project is to systematically and comprehensively assess the acceptability and feasibility of SMS 
messaging delivered to individual’s mobile phones as a support mechanism for people living with HIV, particularly by 
supporting treatment adherence. A six-week SMS campaign will be launched by Bobby Goldsmith Foundation in late 2015. To 
inform the optimal approach, participants will be randomly divided into three groups. The first group will receive six tailored, 
two-way message reminders per week. The second group will receive two tailored, two-way message reminders per week. 
The third group will receive one general message per week. The research component comprises an online survey and an 
in-depth phone interview with about 90-150 participants in total. This research collaboration is an important endeavour in the 
pursuit of finding easy-to-use, easily implemented and sustainable tools to promote ART adherence.

Antiretroviral treatment of HIV
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5. Antiretrovirals for 
HIV prevention

5.1 Use of PEP and PrEP among gay men
Limin Mao, Martin Holt and John de Wit

Since 2013, the GCPS have collected data on the use of antiretroviral drugs before or after sex to reduce risk of HIV 
transmission. Only few participants reported use of post-exposure prophylaxis (PEP) (unadjusted data, 3.1% in 2013 and 
2.9% in 2014, respectively). This is despite the fact that over half of the men participating in the GCPS during 2010-2014 
(unadjusted data, 57.8%) knew that PEP is readily available. Consistent with these data, Table 12 shows that, of HIV-negative 
men with casual partners participating in the GCPS, only slightly over 4% accessed PEP in order to reduce HIV acquisition 
risk after condomless anal intercourse with a casual partner (CLAIC) in the six months prior (4.6% in 2013 and 4.3% in 2014, 
respectively; unadjusted data).

In Australia, antiretroviral drugs for pre-exposure prophylaxis (PrEP) are not currently available through the Pharmaceutical 
Benefits Scheme. Demonstration projects have been initiated or planned in Melbourne, Sydney and Queensland that provide 
PrEP free of charge to enrolled users, mostly men who have sex with men. PrEP use was reported by few participants in the 
GCPS (unadjusted data, 2.2% in 2013 and 1.7% in 2014, respectively). Among HIV-negative men with casual partners, as 
shown in Table 12, about 3% used PrEP in order to reduce HIV acquisition risk before CLAIC in the six months prior (3.8% in 
2013 and 2.9% in 2014, respectively; unadjusted data).

5.2 Perceptions of HIV pre-exposure prophylaxis (PrEP) among gay men
Martin Holt

The PrEPARE Project is a repeated, cross-sectional study of gay and bisexual men’s attitudes to biomedical HIV prevention, 
particularly pre-exposure prophylaxis (PrEP) and HIV treatment as prevention (TasP). The study was first conducted in 2011, 
and has been repeated every two years since. The main method of data collection is a national, online survey of gay and 
bisexual men, primarily advertised through the social networking website Facebook. In 2011, 1,283 men participated, followed 
by 1,316 in 2013 and 1,251 in 2015.

In the PrEPARE surveys, willingness to use PrEP is measured using a seven-item scale that assesses various factors such 
as willingness to take a drug to prevent HIV, willingness to take pills regularly and willingness to pay for PrEP (Holt et al., 
2012). The most recent round of the survey shows that willingness to use PrEP has increased slightly over the past two years 
to 32% of HIV-negative and untested men (see Figure 14). This may reflect increased awareness of PrEP; in the 2015 survey, 
three-quarters of participants had heard about PrEP, particularly via gay community media and websites. Most participants 
who had heard about PrEP said they had heard positive things about it, i.e. that it was a welcome development in HIV 
prevention. As we have previously shown, willingness to use PrEP is concentrated among men who perceive themselves to 
be at risk of HIV, who engage in condomless sex with casual partners, who have previously taken post-exposure prophylaxis 
or who have an HIV-positive regular partner (Holt et al., 2014a; Holt et al., 2012).
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Very few men (3%) reported ever having used antiretroviral drugs as PrEP, although that percentage has increased a little 
since 2013 (see Figure 14), probably reflecting the limited but growing availability of PrEP through demonstration projects and 
private prescribing. A small number of men (n=24) reported taking PrEP at the time of the 2015 survey. Most of these men 
(n=21) said they were taking PrEP on a daily basis.

Using a three-item scale developed in 2013, we measured belief that HIV treatment prevents transmission (Holt et al., 2014b). 
The 2015 survey showed an increase in the belief that HIV treatment prevents transmission (see Figure 15). This increase was 
most notable among HIV-positive men, with a large increase in belief in TasP from 9.7% in 2013 to 46.2% in 2015 (p <.001). 
There was a smaller increase in belief in TasP among HIV-negative and untested men during the same period (from 2.0% to 
10.0%, p <.001). These results suggest that HIV-positive gay and bisexual men are much more aware of and convinced of the 
health and preventative benefits of HIV treatment, possibly reflecting community campaigns. However, despite these changes 
survey data show that the majority of gay and bisexual men remain sceptical about HIV treatment as prevention.

Figure 14: Use of pre-exposure prophylaxis (PrEP) and willingness to use PrEP among Australian gay and bisexual men, 2011-15

Antiretrovirals for HIV prevention

Figure 15: Australian gay and bisexual men who believe that HIV treatment prevents transmission, 2013-15
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5.3 Online representations of the changing science of HIV prevention
Christy Newman, John de Wit, Asha Persson and Anthony Bains

Over the past few years, the science of HIV prevention has undergone considerable change, particularly in relation to the 
potential applications of antiretroviral therapy (ART). While the individual health benefits of treatment have been recognised 
for some time, the potential for ART to prevent the ongoing transmission of HIV infection has generated a new and hotly 
debated set of scientific claims. Media representations of this changing science of HIV prevention can appear dominated by 
narratives of change and possibility, at the cost perhaps of creating space for potential counter narratives of query, doubt or 
failure, or simply the situated realities of living with, managing and preventing the transmission of HIV today. Our team are 
examining online representations of HIV treatment as prevention collected over a two-year period to describe which countries 
and organisations feature in, and whose voices inform, these representations today.

Data collection comprised entering a series of phrases relating to ‘treatment as prevention’ into three country-specific 
Google Search engines on five separate dates over a two-year period (May 2013-May 2015). Search results were combined 
across the different search phrases, engines and dates, and checked to exclude duplicates. The number of original and 
unique results was documented according to engine, phrase and date. Information on the source outlet/agency, host nation, 
organisation type and purpose were compiled for all unique results, distinguished by search date. Content was then analysed 
qualitatively to identify the dominant ‘voices’ present in each search result. While data analysis is ongoing, we can already 
see that the voices of a number of key content providers dominate representations of the changing science of HIV prevention. 
Implications for understanding how the lived experiences of HIV and treatment decisions are made available to the diverse 
audiences of online sources will be discussed.

Antiretrovirals for HIV prevention
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6. Sexual health of 
young people

6.1 Periodic survey of sexual health knowledge, attitudes and practices among young people
Philippe Adam and John de Wit

In the past decade, notifications of sexually transmissible infections (STIs) have increased considerably among adolescents 
and young adults in Australia, including in New South Wales (NSW). Transmission of STIs among young people has been 
facilitated by limited uptake of condom use and a lack of timely testing for STIs that is detrimental to the early treatment 
of infections and their eradication. In this context, reducing the prevalence of STIs through the promotion of condom use 
and STI testing is a public health priority, with a range of strategies developed at both state and national levels. To inform 
the development of sexual health promotion in NSW, the Centre for Social Research in Health (CSRH) has successively 
conducted several innovative online youth surveys which Project1629, a new periodic survey on sexual health knowledge, 
attitudes and practices, will build upon.

In 2009, the research team led by Dr Philippe Adam created Getting Down To It (GDTI), an initial online survey on sexual 
health among young people in Australia. The survey was conducted entirely online and recruited over 1,000 participants 
using Facebook paid advertising. The questionnaire was comprehensive and the study provided new data on adolescents’ 
and young adults’ sexual health-related attitudes and behaviours. Building on an extended literature search and theorising 
in health psychology, the framework used in this survey in particular contributed to understandings of major individual, social 
and structural barriers to testing for STIs among young people in Australia. The key lesson gained from the survey was that 
promoting sexual health among young people requires more than simply increasing their knowledge and awareness of STIs. 
Sexual health promotion programs face the challenge of addressing a range of other individual and social barriers to STI 
testing, including lack of perceived supporting norms towards STI testing. Study findings informed the development of novel 
sexual health interventions in NSW, including the Play Safe online intervention (see section 6.2).

With the emergence of these sexual health promotion initiatives, the need for developing an integrated behavioural 
surveillance system of sexual health among young people became apparent. In 2013, CSRH was commissioned by the NSW 
Ministry of Health to assess ways of providing robust behavioural estimates on young people’s sexual behaviours and drug-
related risks. The sexual health component of this feasibility study, called Project1626, was intended to establish the basis 
for an ongoing online periodic survey among young people aged from 16 to 26 years old in NSW. The extensive measures 
of barriers and facilitators to STI testing developed in GDTI where shortened for the purpose of a new periodic survey and 
comparable short measures were developed to assess barriers and facilitators of condom use. The project also included the 
development of a mechanism to monitor and evaluate the impact of sexual health promotion programs for young people in 
NSW on a range of outcomes. Most participants in this study were recruited through advertising campaigns on Facebook and 
new online and offline recruitment techniques were also explored as possible ways to diversify the sample composition. 

The analytical sample consisted of 754 eligible participant, of whom two thirds (66.6%) reported being sexually active. 
Many sexually active participants (62.2%) had had unprotected intercourse in the 12 months prior to the survey, but only a 
minority (44.4%) had ever tested for STIs. The survey findings confirmed GDTI results on key barriers to testing for STIs 
and provided new understanding of factors that shape young people’s condom use. Holding positive attitudes towards 
condom use and perceiving more support towards condom use were identified as important facilitators of using condoms, 
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while perceiving disadvantages (‘cons’) of using condoms was the most important barrier. The study also enabled a unique 
empirical assessment of the potential effects of sexual health promotion campaigns in NSW on barriers to condom use and 
STI testing. Findings showed that while most recent campaigns promoting STI testing among young people were targeting the 
main identified barriers and facilitators, an important challenge is to strengthen the effective promotion of condoms through 
targeting the factors that most shape their use. 

Commissioned by the NSW Ministry of Health, in 2015, a new (online) periodic survey on sexuality and sexual health among 
adolescents and (young) adults has been initiated, building on the Project1626 feasibility study. The survey was renamed 
Project1629 to reflect that it will recruit participants between 16 and 29 years old. The survey will take place annually from 
2015 to 2018 and has four main objectives: 1) to assess the extent of condom use and STI testing and monitor changes over 
time in sexual health related behaviours, 2) to understand barriers and facilitators of condom use and STI testing, 3) to assess 
young people’s engagement and exposure to a range of intervention components that are part of the NSW Sexual Health 
Promotion framework, and 4) to evaluate their impacts on young people knowledge, attitudes and behaviours regarding 
condom use and testing for STIs.

The survey will be conducted online, with participants recruited through a variety of recruitment strategies, including 
advertisements on social media, as well as through community health services and youth organisations. The questionnaire 
will collect information on participants’ sexual behaviours, condom use and unprotected intercourse with regular and casual 
partners, testing for STI, knowledge of STI, and other factors indicative of potential barriers to, and facilitators of, using 
condoms and testing for STIs. Participants’ level of exposure to major sexual health promotion intervention components 
referred to in the NSW Sexual Health Promotion framework will also be measured. The survey will deliver novel data on the 
extent of exposure to sexual health programs among young people, and on their ability to change young people’s sexual 
health related behaviours. In addition to its scientific merits, the new periodic survey will provide the NSW Ministry of Health, 
and the sexual health promotion sector more generally, with a valuable mechanism to monitor attitudinal and behavioural 
changes and assess the effectiveness of current efforts to promote sexual health among young people.

6.2 Online sexual health promotion for young people in New South Wales
Philippe Adam and John de Wit

The Play Safe website (https://playsafe.health.nsw.gov.au/) provides an outstanding illustration of the role that social science 
and health promotion research can play in the development and evaluation of novel forms of online sexual promotion for 
young people in NSW and beyond.

Developed by the NSW STI Programs Unit for the NSW Ministry of Health, Play Safe is a mass online intervention to promote 
condom use and testing for STIs among adolescents and young adults in NSW. Play Safe was launched during Youth Week 
in April 2014, and won the Best in Class Award of the Education, Interactive Media Awards that same year. In addition to 
providing detailed and youth friendly information about STIs, the website allows visitors to complete an anonymous quiz that 
provides instant and personalised feedback and advice on their sexual practices, as well as the potential need to test or retest 
for STIs. 

The development of the Play Safe quiz builds on evidence from an extensive program of research on barriers to testing for 
STIs, led by Dr Philippe Adam and Professor John de Wit (see 6.1). Part of this program was Getting Down To It, an online 
study highlighting that, while increasing information on STIs and awareness of risk is important, it is not sufficient to achieve 
behavioural change. A range of perceived individual, social and structural barriers that prevent young people from testing 
for STIs were identified that needed to be addressed by sexual health promotion interventions. This unique evidence-based 
framework was used to develop Play Safe. In the digital quiz, each visitor is asked about their views and key concerns on 
testing for STIs. The automated expert system then uses this information to address visitors’ specific barriers to testing, using 
a complex decisional algorithm and a choice of 28 potential health promotion messages developed by Dr Philippe Adam to 
provide personalised information and advice according to the situation and needs of each individual respondent.

The Centre for Social Research in Health has also developed an evaluation framework to empirically assess the effectiveness 
of Play Safe. The evaluation used de-identified data routinely stored by the survey system when visitors take the quiz. This 
includes visitors’ socio-demographic characteristics, sexual practices, condom use and sexual risk-taking, STI testing, 
barriers to and facilitators of sexual health related behaviours, and intentions to use condoms and test for STIs. To assess 
the effectiveness of the quiz, pre- and post-exposure data on visitors’ intentions to use condoms and tests for STIs 
were compared. To limit the burden associated with participation in this evaluation, only one fourth of randomly selected 
participants were asked about their intentions to use condoms and test for STIs prior to receiving the intervention content 
(pre-intervention data). All participants were then enrolled in the tailored intervention and subsequently asked about their 
condom use and STI testing intentions (post-intervention data). 

A total of 888 sexually active young participants were retained for the analyses out of 1,525 entries collected between 
March 2014 and May 2015 in the Play Safe database. Participants were on average 20 years old. Two third of participants 
were female and one third males. While most participants reported that they had unprotected intercourse, only a minority 
ever tested for STIs. There was no difference between participants who provided pre-intervention data and those who did 

https://playsafe.health.nsw.gov.au/
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not. A comparison of pre-and post-intention data show encouraging sign of intervention effectiveness. After exposure to the 
intervention, intention to use condoms significantly increased, and there also was a significant increase in intention to test for 
STIs. These data indicate that the Play Safe quiz is well equipped to motivate adolescents and young adults to use condoms 
and test for STIs.

6.3 Mitigating the influence of cyber chatting on sexual risk behaviour in gay men
Philippe Adam

Sexual risk-taking with partners met online is frequent among gay men and has often been seen as simply an effect of 
increased opportunities offered by the internet. Previous research led by Dr Philippe Adam and Prof de Wit showed however 
that the dynamics of online chatting can promote sexual risk-taking among HIV-negative gay men, over and above their 
intentions regarding using condom. Of particular importance in terms of subsequent risk-taking are the information posted on 
dating profiles, the extent of online fantasising about unprotected sex, and whether chat partners clarify/confirm condom use 
before meeting face-to-face. 

Led by Dr Philippe Adam, an intervention study has been undertaken by a team of researchers from the Centre for Social 
Research in Health and the Australian Federation of Aids Organisation (AFAO), to assess the value of using an innovative 
self-regulation intervention framework to mitigate the potential adverse influence of meeting sexual partners online on sexual 
risk-taking among young gay men. The intervention framework was derived from a previous study among 932 gay men in 
Australia that explored patterns of online dating/‘hooking-up’ and factors associated with sexual risk-taking with partners met 
online. The intervention consisted of encouraging young gay men to be clear about their intention to use condoms on their 
dating profile, to avoid online fantasising with potential sex partners about unprotected sex, and to clarify/confirm condom use 
before meeting partners face-to-face. 

In a first study, we assessed the acceptability of the intervention framework in a sample of 153 gay men aged 18-29 years 
and recruited on Facebook. Participants were exposed to non-prescriptive self-regulation messages embedded in personal 
constructed narratives of young gay men. In a second study, we assessed the effect of the intervention in a separate 
sample of 100 gay men aged 18-29 years, also recruited on Facebook. Participants were randomly allocated to either the 
self-regulation intervention or a control condition. After exposure, participants self-completed Likert-type items on their 
intentions to adopt a range of behaviours (“I will indicate on my profile that I want to use condoms”, ‘‘I will not fantasise about 
unprotected sex when chatting with guys I want to meet”, “I will mention condoms in the past message I send before meeting 
a guy”). Intention scores were compared between the two arms. 

Most participants in the first study perceived the intervention as relevant and acceptable but some participants were 
concerned that they could lose sex opportunities. To overcome this possibility, the content of the intervention was revised 
before being tested for efficacy. In the second study, participants exposed to the intervention had a higher intention to make 
clear on their profile that they wanted to use condoms than participants in the control group (p =.005). Exposed participants 
also had a (marginally) higher intention to clarify/confirm condom use with partners before meeting face-to-face. Considering 
the limited number of participants enrolled, these findings are very encouraging. The intervention was found to be acceptable 
and effective in motivating participants to adopt two self-regulation behaviours that protect from unintended risk with partners 
met online. The proposed framework could inform the development of larger-scale campaigns for men who have sex with 
men who meet their partners online in Australia, and elsewhere.
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7. Drug use and prevention 
of viral hepatitis

Table 19: Men who reported any use of selected recreational drugs in the six months prior to the survey: GCPS, 2005-2014 (all 
states or territories)

2005 
%

2006 
%

2007 
%

2008 
%

2009 
%

2010 
%

2011 
%

2012 
%

2013 
%

2014 
%

Overall 
trend

Trend 
in last 3 

years
Amphetamines 
(e.g. ‘speed’, crystal 
methamphetamine)

22.8 25.5 19.7 18.9 17.2 16.4 14.9 16.8 16.7 16.7 ↓ ns

Amyl nitrite 39.4 38.1 36.3 39.2 35.1 38.4 37.1 37.1 38.5 38.3 ns ns

Cannabis 38.0 36.4 31.3 32.9 29.7 32.8 29.4 29.8 30.4 33.1 ↓ ns

Cocaine 10.5 13.0 12.8 11.3 11.4 13.0 10.9 10.7 13.0 11.3 ns ns

Ecstasy 29.9 30.3 28.3 26.6 25.6 24.7 18.6 10.7 13.0 17.3 ↓ ns

Erectile dysfunction 
medication (e.g. Viagra, 
Cialis)

20.1 21.2 19.6 20.6 22.6 21.8 22.2 23.9 23.0 23.8 ↑ ns

7.1 Drug use and injection by participants in Gay Community Periodic Surveys
Limin Mao, Martin Holt and John de Wit

The GCPS include questions about the use of a range of drugs. Table 19 and Figure 16 show the use of selected drugs 
by men nationally (including each participating state and territory) in the six months prior to the survey. Findings illustrate 
changes in commonly used recreational drugs among gay men across the country. Amyl nitrite (‘poppers’) is the most 
commonly reported drug by participants in the GCPS. Amyl nitrite is an inhaled drug which is popular among gay men as 
both a euphoric and muscle relaxant; it is used as both a ‘party’ drug for dancing and in sexual settings. Poppers use is 
reported by over a third of men in the GCPS and its use has remained stable since 2005. Cannabis is the second most 
commonly reported drug, although its use has continued to decline since 2005, mirroring national trends which show 
generally declining levels of drug use by gay men over the past decade (Lea, Prestage et al., 2013). The use of ecstasy as 
well as the use of (meth)amphetamines (‘speed’ and ‘crystal meth’/’ice’) have declined over the 10-year period. The use of 
cocaine has been stable since 2005. The use of erectile dysfunction medication like Viagra and Cialis has increased over the 
past 10 years. Erectile dysfunction medication is used by gay men to facilitate sex and its use has been associated with an 
increased risk of HIV seroconversion (Prestage et al., 2009). In the past three years the use of all listed drugs was stable.
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Figure 16: Men who reported any use of selected recreational drugs in the six months prior to the survey: GCPS, 2005-2014 (all 
states or territories)

Table 20: Men who reported any injecting drug use in the six months prior to the survey: GCPS, 2005-2014
2005 

%
2006 

%
2007 

%
2008 

%
2009 

%
2010 

%
2011 

%
2012 

%
2013 

%
2014 

%
Overall 
trend

Trend 
in last 3 

years
Melbourne 6.2 8.0 4.9 6.2 6.7 4.5 4.9 9.5 3.9 8.0 ns ns

Queensland 4.0 8.0 2.9 5.1 6.1 5.3 5.9 3.0 4.0 6.2 ns ↑

Sydney 6.7 6.5 8.4 8.1 7.8 6.9 5.2 5.9 6.2 8.2 ns ↑

All states/territories 5.7 7.2 5.6 6.6 6.5 5.4 5.0 6.1 5.1 6.8 ns ns

Drug use and prevention of viral hepatitis

Drug injection for recreational purposes remains rare among gay men, although it is more common than in the general 
population. Table 20 and Figure 17 show the proportions of men participating in surveys in Melbourne, Queensland and 
Sydney who reported any drug injection in the six months prior to the survey, as well as the national trend. Because it is 
infrequently reported, the rates of drug injection by gay men in Adelaide, Canberra, Perth and Tasmania are not reported 
separately; data from these locations have been included in the national rate. Nationally, the proportion of men who injected 
drugs in the six months prior to survey has stabilised around 5%-7%. In the past three years, however, there has been a 
continuing increase in the proportion of men who report injecting drugs in Queensland and Sydney. HIV-positive men are 
consistently more likely to report injecting drug use than HIV-negative men (Lea, Mao et al., 2013). (Meth)amphetamines and 
steroids are the substances most commonly injected by gay men.

Figure 17: Men who reported any injecting drug use in the six months prior to the survey: GCPS, 2005-2014
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7.2 Acceptability of new hepatitis C prevention messages for people who inject drugs
Carla Treloar

A partnership research project conducted in Western Sydney allowed for a number of innovative research questions to 
emerge, such as how to improve hepatitis C (HCV) prevention messages.  Our previous work had highlighted the potential of 
‘symbiotic messages’ in this area; messages that are inclusive of HCV prevention but are focused on other issues that may be 
of greater relevance or interest to the target group. For example, messages that suggest ways in which to prevent injecting-
related marks on the skin (‘track marks’) will be of relevance to people who wish to manage their social identity and will also 
promote the use of sterile equipment which is the cornerstone of HCV prevention. 

In this study, we developed a series of new messages using the principles of symbiotic promotion of HCV prevention and 
trialled these in a needle and syringe program (NSP) setting (Treloar, Newland et al., 2015). The messages were also 
designed to be bright, colourful and appealing and to specifically address the pleasurable aspects of drug use. A series of 12 
messages was displayed in the NSP over a period of six weeks. To consider the messages in detail, focus group discussions 
with NSP clients (three groups) and NSP staff (one group) were conducted. 

The reactions of staff and clients to the new messages was mixed, and some were interpreted in literal ways. For example, 
NSP staff were concerned that the new messages did not contain the complete repertoire of HCV prevention messages. NSP 
clients were critical of the ways in which pleasure was deployed. However, both groups were receptive to new and innovative 
ways to provide information, especially the attempt to foreground information of relevance, rather than an exclusive focus on 
HCV. 

This research suggests that developing innovative messages for HCV prevention for the NSP setting requires careful 
navigation of client and staff expectations and preferences.  Recommendations from this study include undertaking further 
work to incorporate symbiotic messages into activities or discussions between NSP clients and staff. In this way, we see that 
staff can use the new messages as a conversation starter to then present the full range of information that they feel obliged 
to provide to clients. Further, clients can have the opportunity to explore new information as it applies to their own context.

7.3 Understanding hepatitis C risk and prevention among couples 
Jake Rance and Carla Treloar

Sexual relationships frequently incorporate a high degree of intimacy, collaboration and sharing. This is as much the case 
for partnerships between people who inject drugs as for other partnerships. Perhaps not surprisingly then, the majority of 
injecting-equipment sharing also occurs between sexual partners. Despite this, little research to date has focused on the 
intimate partnerships of people who inject drugs as key sites of hepatitis C (HCV) prevention or transmission. In an effort 
to redress this gap in knowledge, the Centre for Social Research in Health has been leading a three-year project drawing 
primarily on the experience and expertise of couples who inject drugs.  

With assistance from organisations such as NUAA, we recruited 80 couples from inner-city Sydney and Melbourne and 
asked them a number of questions around the core themes of injecting drug use, HCV and partnerships. Was HCV relevant 
to their relationship, for example, or how did injecting with their partner differ from using with friends? We wanted to focus 
on participants’ ‘lived experiences’ of intimate partnerships. We particularly wanted to better understand the role of intimate 
partnerships, as not only crucial sources of care, support and stability but as influential sources of practice, including those 
negotiated around injecting drug use.

For many participants, trust was the distinguishing feature of shared drug use with their intimate partner. Trust meant more, 
however, than simply the avoidance of viral danger. It was also about safety and security more generally. Trust functioned 
as a form of emotional, as well as risk, management. Nearly all participants described rules or codes of conduct they 
had negotiated with their partner around injecting drugs with others. Abiding by these ‘rules’ was integral to creating and 
maintaining trust and intimacy within the relationship: it was about ensuring each other’s mutual safety, viral and otherwise.  
For some couples this meant agreeing not to inject with anyone outside the relationship.  

Many of our participants reported doing ‘everything together’. Being continually physically proximate as well as emotionally 
close facilitated the co-creation of intimate, interpersonal knowledge – about one’s partner’s injecting practices, viral 
serostatus and medical check-ups. Couples’ incorporation or adaptation of this ‘biomedical’ knowledge within the partnership 
enabled both the consolidation of mutual trust and collaborative forms of viral risk management.  

Importantly, participants’ perceptions of risk, and therefore the meaning and negotiation of safety, were not fixed but fluid and 
contextual. Couples’ sense of risk evolved over the course of their relationship. The balance between realising intimacy and 
avoiding viral dangers inevitably shifted to reflect the growing maturity and security of the relationship. For some couples, 
their vigilance around keeping their equipment separate diminished over time as the relationship became more ‘serious’. 
Nonetheless, a growing sense of emotional closeness did not necessarily lead to a ‘relaxation’ of attitudes towards HCV. 
Some participants reported their injecting practices became ‘stricter’, after gaining a clearer understanding of ‘genotypes’ for 
example, or beginning treatment.

Drug use and prevention of viral hepatitis
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Participant accounts revealed the extent to which risk management and decision-making for couples who inject drugs is a 
complex, confusing and at times contradictory process. They revealed the importance of the intimate partnership as a site of 
everyday risk management, shaping how viral and other risks are given particular meaning, and influencing how risk-related 
practices (including sharing) unfold. Most couples conceived of their intimate partnership as a safe and trustworthy space. 
Sharing with one’s partner was invariably described by participants as a ‘past resort’ and as something not countenanced 
with anyone else, yet still about prioritising the value of intimate partnership and the protective effects of relationship. Here 
too, we need to acknowledge the critical role played by broader forms of social vulnerability and marginalisation in shaping 
and constraining participants’ ‘private’ lives and relationships. We need to acknowledge how social contexts shape not only 
couples’ choices but their capacity for shared action.

Our study provides a forceful counter-narrative to the popular misrepresentation of couples who inject drugs as ‘drug-driven’ 
and ‘unhealthy’. Notions of love, care and commitment were commonly emphasised by participants when describing their 
relationship. For many, their intimate partnership functioned as emotional refuges and a form of social protection against 
typically hostile social environments. In the ongoing effort to address the dynamics of social disadvantage and discrimination, 
as well understand and prevent the transmission of HCV, we need to better recognise and work with the integrity and 
strengths of intimate partnerships among people who inject drugs.

7.4 Emotional labour of NSP workers in responding to work-related stigma
Carla Treloar

Much research has focused on the experience of needle and syringe program (NSP) clients in relation to stigma and 
discrimination. Less research has focused on the experiences of NSP staff. This qualitative study examined the experiences 
of NSP staff in relation to the emotional labour generated by the need to deal with health workers from other services. 
Emotional labour has been described as the efforts required to regulate displays of emotion to conform to professional 
expectations. This study explored where and how emotional labour is generated for NSP workers and how they respond to 
this (Treloar, Hopwood et al., 2015). 

This qualitative study drew on interviews conducted with 12 NSP workers who described their experiences of “stigma by 
association”, that is those being seen as closely aligned with the stigmatized group, in this case NSP clients/people who 
inject drugs, might be perceived through the same lens. NSP staff participants recounted that they are perceived by other 
health workers as “scumbags” and that their legitimacy as health professionals is questioned. Participants also described 
situations, micro-aggressions, which left them emotionally upset and frustrated with their treatment in other services. What 
was important to NSP staff participants was not only their experience, but what that meant for the experience of NSP clients 
attending this other service:

I mean, if it gets to the stage where the staff at [another service] can make one of the NSP staff cry in the way 
that they are treated, how on earth do the clients feel?

NSP staff participants had developed a range of strategies to effect change in the attitudes of other health service workers. 
Acting in a professional manner and being constantly visible were key strategies, alongside providing formal and informal 
education and information, particularly to administrative workers who may be in the position to greet clients but who may 
not have access to other training opportunities.  They had also developed a range of strategies to support each other and to 
reinforce their shared goal of promoting client access to NSP services. 

This research is important as efforts continue to expand the NSP network and open up new outlets in services that are 
not specialist providers of care for people who inject drugs. NSP workers are expected to lead this work in developing and 
maintaining relationships with these services. The burden of emotional labour has been recognized in other domains of health 
care, particularly nursing, but the focus has typically been in relation to professional-patient relationships. The professional-
to-professional relationships characterised as problematic in this research deserve recognition in the roles of NSP workers 
that have expanded beyond client engagement to management of relationships with external services.
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8. Living with and treatment 
of viral hepatitis

8.1 Information and support needs of gay and bisexual men with hepatitis C in Australia
Max Hopwood, Toby Lea and Peter Aggleton

Hepatitis C virus infection is increasingly reported among gay and bisexual men (GBM) in Australia and around the world. 
However, little is known about the social aspects of hepatitis C (HCV) among GBM. In 2013, an online, cross-sectional survey 
of 474 Australian GBM was conducted to explore the social aspects of hepatitis C among GBM and findings from this study 
have been published throughout 2015. 

Until this study, there had been no published research into the HCV-related service needs of GBM in Australia. To explore 
their use of hepatitis C-related services, a sub-sample of 48 hepatitis C mono-infected and HIV and HCV co-infected men 
was analysed. The findings showed that a majority of respondents wanted gay-specific HCV services and roughly similar 
proportions of GBM indicated that they would like these services to be delivered by a hepatitis organisation, a lesbian, gay, 
bisexual, transgender and intersex (LGBTI) organisation, and a HIV organisation. Men on HIV treatments were most likely to 
request that gay-specific HCV services be delivered by a LGBTI or HIV organisation. 

The study findings indicate that multiple strategies are required to address the information and support needs of Australian 
GBM with HCV. The findings also point to the integral role that LGBTI and HIV organisations have in the lives of GBM 
as these organisations have services specifically designed to cater for men’s information and support needs. It is 
understandable then that GBM on HIV treatments reported a preference to access gay-specific services from LGBTI and HIV 
organisations. This preference possibly reflects GBM’s satisfaction with the central advocacy role historically performed by 
Australian gay community organisations around HIV prevention, HIV/AIDS-related health, equality and social support issues. 

Indeed, long established state-based AIDS councils have recently begun to consider issues related to HCV health, 
information and support among GBM. Similarly, viral hepatitis organisations in Australia are beginning to provide information 
to GBM with HCV and/or HIV. However the findings of this study suggest that GBM are not always aware of these services 
and their resources, nor are their specific information and support needs always addressed, or addressed in sufficient detail, 
within current programs. Over the coming years, it is hoped that more GBM will become aware of HCV and the organisations 
that can provide specific information and support to affected men. 



Centre for Social Research in Health
Annual Report of Trends in Behaviour 2015

37

Living with and treatment of viral hepatitis

8.2 Care and treatment of hepatitis C among Aboriginal people in New South Wales
Loren Brener and Carla Treloar

The Centre for Social Research in Health was contracted to undertake an evaluation of a NSW Ministry of Health investment 
in hepatitis C (HCV) care and treatment for Aboriginal people. As part of  this work, we explored the experiences of Aboriginal 
people living with HCV via a survey (completed by 203 people in NSW) and follow-up interviews with 39 survey participants 
with a range of care and treatment experiences (including those who had and who had not had treatment for HCV). 

Aboriginal Australians are disproportionately affected by HCV, and there are a range of barriers to HCV care and treatment 
which often begin with poor diagnosis experiences. The way the diagnosis is delivered may be particularly relevant in shaping 
on-going health care for Aboriginal people living with HCV and was explored in both surveys and interviews. The survey 
focused on whether participants’ perceived that the HCV diagnosis was delivered in a culturally appropriate manner. 

Just over half of the survey sample was satisfied that they received their diagnosis in a culturally sensitive manner (Brener et 
al., 2015). Satisfaction with the cultural appropriateness of the diagnosis was associated with being offered pre-test and post-
test counselling, satisfaction with HCV care, decreased feelings of HCV- and disclosure-related stigma, decreased scores on 
the medical mistrust scale, and with future HCV treatment intentions. 

In interviews, participants’ described that their diagnosis experience could be characterised by a lack of detailed or 
appropriate information (Treloar, Jackson et al., 2015). Further, participants felt that HCV was associated with high levels 
of stigma but that there was a low level of knowledge about HCV in their communities. Despite poor diagnosis experiences, 
participants had undertaken changes to their lifestyle, especially in relation to alcohol use, in order to promote liver health. 
Concerns about treatment side effects and efficacy impacted participants’ decisions to undertake treatment. Eleven 
participants had undertaken HCV treatment in a variety of care models. 

These findings suggest some similarities between concerns and experiences of Aboriginal people and other populations living 
with HCV. However, the importance of the cultural appropriateness of diagnosis in establishing greater engagement with 
HCV care is a significant finding and suggests that the services and strategies to engage Aboriginal people should have the 
capacity to meet the needs of their Aboriginal clients. The results also suggest that further engagement of the primary care 
sector in HCV care is important as well as increasing Aboriginal community knowledge of HCV. A variety of service models 
should be available to meet individuals’ preferences, including those offered within Aboriginal community controlled health 
services emphasising holistic notions of health, and supported by information and communication programs using principles 
of health literacy relevant to Aboriginal people.

8.3 Information needs of Chinese- and Vietnamese-Australians with liver cancer 
Max Hopwood and Carla Treloar

The Centre for Social Research in Health has collaborated with Cancer Council NSW on a study of people with viral hepatitis-
related liver cancer since 2012. The study aimed to explore the information seeking practices of Asian immigrants to Australia 
who were affected by liver cancer and to identify their preferred sources of cancer-related information. In Australia, liver 
cancer incidence is rising particularly among people born in hepatitis B virus–endemic countries. 

Data from in-depth interviews (n=22) and focus group discussions (n=26) highlighted several key differences in information 
seeking practices and needs of Chinese- and Vietnamese-Australians. While these data are not generalisable, the study 
findings suggest areas for further research. In this study, Chinese-Australian participants mostly reported wanting information 
on cancer diagnostic and treatment options, nutrition and Chinese Medicine. Chinese-Australian participants actively 
searched for additional treatment information and commonly used the internet to source it. 

Seeking cancer-related information was not a normative practice among Vietnamese-Australian participants, who instead 
preferred to receive information and advice directly from medical practitioners. Vietnamese-Australian participants rarely 
sought information outside of a medical consultation, unless it was to clarify information they had received from a family 
doctor or specialist. Instead of cancer information resources, Vietnamese-Australian participants expressed a wish for 
assistance to maintain peace of mind and good mental health in order to cope with liver cancer. All participants reported that 
their poor English language proficiency was a barrier to understanding information from non-Vietnamese- and non-Chinese-
speaking specialists. Interpreting services were widely used by participants however these were reportedly unreliable and at 
times unavailable. 

The findings point to the centrality of medical practitioners in the dissemination of liver cancer-related information, particularly 
for Vietnamese-Australian participants. The findings also highlight a need to improve patients’ access to interpreting services 
during consultations with specialists. Further, the findings suggest that an innovative health promotion strategy focussed upon 
strengthening patients’ mental health and wellbeing could be an effective method of engaging Vietnamese-Australians with 
liver cancer-related information.
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8.4 Identity transformation, trust and peer support among OST attendees
Carla Treloar and Jake Rance

The Centre for Social Research in Health (CSRH) was a key partner on the NHMRC-funded ETHOS project (Enhancing 
Treatment for Hepatitis C in the Opioid Substitution Setting). The primary aim of the project was to evaluate the impact on 
rates of hepatitis C (HCV) treatment uptake following the co-location of HCV services within opioid substitution therapy 
(OST) clinics and other relevant health services. A network of nine clinics participated in ETHOS. The work of CSRH centred 
on understanding the experiences, perceptions and attitudes of clients and staff via interviews recruited from four of these 
services. As well as examining how staff and clients reacted to this clinical redesign initiative, our data allowed us to take a 
close and valuable look at some of the social and other phenomena we observed in these settings. 

Clients described OST services as sites of ‘rationed’ trust. Clients reported being fearful that access to their OST would 
be jeopardised if they were perceived to have transgressed clinic rules (Treloar & Rance, 2014). This created a situation in 
which clients felt compromised in their dealings with clinic staff. The move to co-locate HCV services alongside OST clinics 
was initially introduced against this background of mistrust. Clients were concerned, for example, about potential breaches of 
confidentiality occurring between the two clinical services and affecting their access to treatment. 

We learnt about the importance of anticipating and understanding some of the potential challenges when attempting to 
integrate two services with distinct cultures and policy contexts (Treloar, Rance et al., 2015). Two ETHOS sites included peer 
workers specifically to address these and other concerns. Our interviews revealed the strong endorsement peer workers were 
given by client and staff participants. Described as a more positive and client-friendly space when peer workers were present, 
the peer worker program was felt to improve the general feel or atmosphere of the clinic . 

Our close attention to the experience of clients revealed a somewhat unanticipated finding. That is, for some clients, the more 
holistic provision of services enabled by the co-location of HCV and OST services enabled opportunities for qualitatively 
different interactions with staff (Rance & Treloar, 2014). The shift in the dynamic of the clinical encounter to address health 
in addition to dependence appeared to catalyse transformative possibilities not only for the therapeutic alliance but also for 
service-user understandings of self and identity. 

Living with and treatment of viral hepatitis
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