Comments on the Draft National Guidelines on Safer Sex Advice

I write as an epidemiologist with 15 years experience in HIV and risk behaviour surveillance and prevention programme planning and monitoring. My working experience has been largely in developing countries with HIV epidemics concentrated among sub-populations with identifiably high risk behaviours (and is described in the 2008 book "The Wisdom of Whores: Bureaucrats, Brothels and the Business of AIDS"). I maintain a blog on HIV and sexual health policy at www.wisdomofwhores.com which averages 2,500 individual readers a month, (excluding the 80% whose search terms indicate no interest in public health…!). I have lectured in sexual health at every Russell Group university, most of the Ivy League and many more.

I admire any attempt to base guidelines on evidence, and of course understand the need to ensure that any advice, including advice about sexual risk, must be technically correct. But I am greatly distressed by the draft guidelines; they suggest that we have learned little from the mistakes of previous decades. Evidence alone is not enough; it is surely essential that they are based on evidence that is up to date, that the advice is relevant to the target population, and above all that it is likely to be actionable. I fear these guidelines fall down on all three fronts.

All risk is not equal

The guidelines discriminate very carefully between levels of evidence. While they acknowledge some graduation of risk, they discriminate very poorly between practices that carry VASTLY different levels of risk. "No sexual activity is without risk of STI transmission?" Technically, no. But it's massively misleading to put the need for condom use in oral sex in the same category as condom use in anal or vaginal sex. Wagging our fingers and endlessly repeating the "use a condom every time, in every orifice " message has left this country with many of its 112,000 diagnosed HIV prevention failures so far. Far more useful, from your client's point of view, is: "If you don't have a condom handy, or don't want to use one, then oral is your safest bet". More useful still to a random gay man would be: "Do you have HIV? Yes? Then try always to use a condom if you're top in anal sex. It would be great if you could use one if you're bottoming too, but it’s less important, especially if you're good about taking your meds. Don't worry too much about oral, though it's best if you don't come in some other guy's mouth. Definitely don't come in his mouth if he's just been to the dentist, or looks like he needs to go!"

Or: "Do you have HIV? No? Then you'd be a bit of an idiot to let some guy fuck you without a condom, unless he's a very steady partner whose tested negative in the time you've been together and you're pretty confident that he uses condoms with any of his randoms. If you're on top it doesn't matter quite as much, unless you've been fisting or having other rough play before you go in, or unless you've got another STI. If you really want to bareback, it's probably safer to do it with a guy who tells you he's poz and on meds than with some guy you met on Gaydar who tells you he tested negative in the last year. You're probably not the first person he's hooked up with in the last month or two. If any of the others have infected him, he'll have tonnes of uncontrolled virus running around and he'll be very highly infectious."

The public health establishment (and I don't exclude myself) has spent far too long underestimating people's capacity to process large amounts of information and make very sophisticated choices. But it wasn't the public health establishment that came up with sero-sorting, sero-positioning, control of body-fluids or most of the other risk reduction techniques that gay men currently use. Some of these work better than others; the more information we give people, the better-informed their choices will be. We will all still continue to expose ourselves to risk; no amount of "use a condom every time" finger-wagging will change that. But on the whole, better-informed choices are better choices.

Cherry-picking yesterday's data

We all cherry-pick our evidence. You  point out that there is strong evidence that the use of condoms cuts the risk of HIV and STI transmission. And of course this is true. Bafflingly, though, you suggest that abstinence doesn't work so well. In fact, abstinence works better than condoms. When used correctly and consistently, it has a zero percent failure rate. The point is that the promotion of abstinence alone does not seem to lead to its correct and consistent use. But truthfully, how good is the evidence that promotion of condoms leads to their correct and consistent use? And, very importantly, how much of that evidence comes from after 2000, by which time widespread access to ARVs had more or less removed AIDS from our bars, saunas and radar screens?

The HPA's data on newly reported HIV infections among gay men, which have shown a pretty consistent rise over the last decade, suggest that the success of prevention interventions, including condom promotion, has changed radically in the post-AIDS era. Behavioural surveillance confirms that consistent condom use has fallen significantly as people choose from a broader range of risk reduction options, most of them more attractive than latex. This is understandable: condoms suck, but not as badly as dying of AIDS. But can we honestly say that condoms suck worse than a vague notion of perhaps having to take Truvada every day, to a 16 year-old with a hard-on who has never knowingly met anyone with HIV, and will almost certainly never meet anyone with AIDS? 

The information on the relative risks of HIV transmission by ARV status, adherence, concurrent STI infection etc is thin. The citation given for test and treat is not evidence, it is fantasy published by WHO modellers for purely political reasons. We all know it, the guidelines almost acknowledge it, but then there seems to be a suggestion that slapping individuals on treatment early "may be appropriate as part of a risk reduction approach". Why?

There's a single citation in support of sero-sorting "working". There are several other publications, not cited, which suggest otherwise. Sero-sorting is an increasingly common practice in many settings. The upswing in incident infections in gay men in the UK, the US, Australia, Canada, Switzerland, Germany, Spain, the Netherlands, New Zealand etc suggest the combination of treatment and serosorting are perhaps not working all that well.

Advice people can and will follow

The guidelines (correctly) dismiss abstinence as a risk reduction strategy, because it is not feasible for those at high risk. Is the same not true of the Total Condom strategy?

I agree that condom fit is important (not least for the receptive partner). But a pasta measurer? Seriously? Out of curiosity, how good is the evidence that the circumference of a flaccid penis stuck into a pasta measurer in an under-heated Birmingham clinic relates in any predictable way to its circumference in the back room of Hoist when its standing erect on someone who's high?

What are the safer sex recommendations for guys who are too drunk, high or old to stay hard enough to use condoms successfully?

Other comments

Why are "women  not using contraception" candidates "at increased risk"?

Why are men in prison not?

The guidelines say there's no evidence that vaginal lube reduces condom breakage. Is there any evidence that it reduces abrasion and thus the potential for HIV and STI acquisition when condoms are not used, especially among women with less than attentive partners and women much over 40 (and, potentially, sex workers with high partner turnover, although this is less relevant because condom use is very high in this situation?

Male circumcision: the evidence is that it is protective for the insertive partner only.

Shouldn't there be some guidance about PREP, even if it's "people are talking about it and some guys pop pills before they go out on a Saturday night but we're really not sure yet how well that works"?

I know a great deal of work and discussion has gone into these guidelines, but perhaps they need a bit more; thanks for giving us the chance to comment.

