
172 HIV/STI ouTreacH TeSTIng among mSm

acta clinica Belgica, 2012; 67-3 doi: 10.2143/acB.67.3.2062651

Original paper

Voluntary outreach counselling 
and testing for hiV and sti among men 
who haVe sex with men in antwerp
Platteau T1, 2, Wouters K1, 2, Apers L1, Avonts D3, 4, Nöstlinger C1, Sergeant M5,  
Florence E 1

1Institute of Tropical Medicine, 155 Nationalestraat – 2000 Antwerp, Belgium,  
2Helpcenter, Antwerp, Belgium, 3University of Antwerp, Antwerp, Belgium,  
4Ghent University, Ghent, Belgium, 5Sensoa VZW, Antwerp, Belgium

correspondence and off print requests to: Tom Platteau, E-mail: tplatteau@itg.be

abstract

background: High risk settings for transmission of 
HIV and sexually transmitted infections (STI) offer an 
opportunity for screening of difficult to reach risk groups. 

methods: Free, anonymous counselling and testing 
for HIV, syphilis, Chlamydia and hepatitis B/C were offered 
to visitors in two selected gay venues in Antwerp, by a 
multidisciplinary team. Participants completed an anony-
mous questionnaire. The STI-test results were communi-
cated by cell phone using standardised text messages.

results: In total, 137 MSM were tested. Facilitators of 
risky sexual behaviour (alcohol and drug use) were 
reported by 34 and 21%, respectively. Four men (3%) 
were newly diagnosed with HIV; 25 men (18%) had an 
active, transmittable STI. Infected MSM were significantly 
less often registered with a fixed general practitioner 
(GP). 

conclusions: Outreach testing in gay venues is a suit-
able method to detect MSM at risk for HIV/STI. Although 
the outreach approach is very labour intensive, it shows 
a high yield of new STI-diagnoses that are not detected 
in the regular health system. 

Key words: HIV; STI; Men who have sex with men; Outreach Ser-
vices; Health Promotion

introduction

According to US surveillance data, 25% of all HIV cases 
remain undiagnosed (1). This percentage is even higher in 

some European countries (2). In the US, these undiagnosed 
infections account for 54% of new HIV-infections (1). Although 
recent estimations of undiagnosed HIV among men who 
have sex with men (MSM) in Australia are lower (9%), they 
account for an estimated 31% of newly diagnosed HIV-infec-
tions (3). These estimates indicate the importance of early 
detection from both a public health- and an individual per-
spective. Knowing one’s HIV-status is a prerequisite not only 
for treatment itself, but also for starting prevention methods 
of HIV-transmission. Being ignorant of one’s HIV-status may 
imply that an opportunity to discuss prevention and change 
in potentially dangerous sexual behaviour could be missed. 

Recently, several studies on outreach testing in high risk 
settings in the USA, UK and Australia have been published 
(4-8). In Antwerp, known for its vivid gay-oriented night-life, 
however, no outreach testing was performed among men 
who have sex with men since the early 1980’s (9). 

Venues, frequented by MSM, where sex anonymously takes 
place in darkrooms or cabins, present a high risk setting for 
transmission of HIV and sexually transmitted infections (STI). 
Recent prevention projects were especially developed to reach 
these settings (10). A number of men attending these venues 
request anonymous HIV/STI testing and report preferring not 
to discuss their sexual practices with their general practitioner 
(GP), because they fear prejudice and discrimination (11). Stud-
ies also found that general practitioners encounter barriers in 
discussing their patient’s sexual history (12, 13).

Delivery of test results remains an important issue in clin-
ical settings. In recent research of a sexual health clinic in 
Australia, 55% of patients had not collected their HIV-test 
results within 4 weeks after the test (14). Recently, novel 
approaches for test result delivery – mobile phone and text 
messaging – have been piloted (15). 

We hypothesised that a relatively high number of partici-
pants in local risk settings could potentially test positive for 
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A multidisciplinary team, consisting of a physician, a 
counsellor and an outreach worker, all trained and experi-
enced in HIV/STI service provision, visited both venues 
5 times over a period of 4 months between March and July 
2008. Sessions took place during the busiest moments at 
the venues and lasted about 3 hours. Prevention messages, 
including safer sex messages, were delivered by a sexual 
health advisor and HIV service organisation (‘Sensoa’), part-
ner in the project. Information and brief counselling on safer 
sex strategies were offered to all participants. In addition, on 
request of participants, free referral was offered for safer sex 
counselling by trained healthcare providers and a sexolo-
gist.

The outreach worker offered basic information on the 
test. The counsellor described the procedure, the tests and 
way of communicating the results to the participants. After 
giving written informed consent (IC) and filling in the survey, 
participants underwent a blood test. The physician collected 
two blood samples per participant: one for clinical results and 
the other for scientific analysis of the project. The processing 
of the samples for the clinical results was treated confiden-
tially, as in routine clinical care. The second sample was 
coded, linked to the questionnaire and was treated com-
pletely anonymous. 

Ten days after the test session, test results were commu-
nicated by means of a standardised text message. Partici-
pants received either of the following two messages: “All test 
results are normal; if you wish, you can discuss your results 
with a physician”, or ”At least one of the test results was posi-
tive. Please contact the sexual health centre to discuss your 
results with a physician.” When the patient consulted the 
sexual health centre the results were interpreted and the 
patient was counselled and treated according to good clinical 
practice.

Ethical approval was obtained from the Institutional 
Review Board of ITM and the University Hospital of Antwerp. 

analysis
Statistical analysis was performed using SPSS 17.0. 

Descriptive and univariate analyses were carried out. Fisher’s 
exact test, or Chi-Square test, were used for categorical vari-
ables and t-tests or non-parametric tests for continuous vari-
ables. A significance level of 5% was applied. 

HIV/STI, as per-contact probability of HIV transmission in the era 
of antiretroviral treatment for receptive unprotected anal inter-
course (UAI) is estimated to be 1.43% if ejaculation occurred 
inside the rectum, and 0.65% if withdrawal prior to ejaculation 
took place (16). 

Against this background, the rationale of our project was 
to lower the threshold for HIV/STI testing by offering voluntary, 
anonymous and free HIV/STI testing at places where men who 
have sex with men socialise. The pilot study on ‘Outreach Test-
ing’ had two objectives: firstly, investigating the feasibility and 
yield of outreach testing among men who have sex with men 
at risk for HIV and STI; secondly, assessing this target group’s 
access to and use of the regular healthcare system.

methods

study site/population
To have access to a high number of MSM, two of the larg-

est gay venues in the Antwerp area were selected for this 
project: a gay sauna and a fetish club. Men over 18 years of 
age -including foreign citizens- were eligible for testing. 

instruments 
The specific STI tested for, were selected according to 

community and clinically relevant criteria: HIV, syphilis, hepa-
titis B and C and lymphogranuloma venereum (LGV) – 
because of their clinical complications, chronic condition, and 
long term transmissibility. For practical and feasibility rea-
sons, no urethral/anal swab, nor urine samples were col-
lected. In spite of potential difficulties in interpreting its 
results and based on evidence available, Chlamydia tra-
chomatis serology (IgA and IgG for genotype L1, L2 and L3) 
was used to diagnose LGV (24, 25). If any abnormal result, the 
patient was informed to contact the sexual health centre, 
where the results were discussed and appropriate action was 
taken (Table 1). Participants were also asked to complete a 
brief self-reported behavioural survey, which was linked to 
the test results. Participation was voluntary, but filling in the 
questionnaire was a prerequisite to access the test. This ques-
tionnaire collected information on socio-demographic data, 
service provision of general practitioners (GPs) , and sexual 
activity. The latter section included a list of sexual practices: 
insertive and receptive anal sex, insertive and receptive fist-
ing, and vaginal sex. Oral sexual practices were not addressed. 
Protective behaviour was assessed as the proportion of sex-
ual acts in the past 3 months during which a condom was 
used, and the proportion of acts during which gloves were 
used when fisting. ‘Inconsistent protective behaviour’ was 
defined as < 100% protection. In the absence of a validated 
tool, we developed a brief questionnaire, including relevant 
covariates of sexual risk behaviour that were selected from 
the literature. Participants were asked to rate a list of different 
ways to communicate the test results using a Visual Analogue 
Scale (0-10): text message, telephone, letter, appointment at 
the organising sexual health centre, or healthcare providers 
revisiting the venue. 

procedure
Two weeks prior to the test sessions, flyers announcing 

the initiative were disseminated in the respective venues. 

table 1:  tests performed and clinical interpretation

infection tests performed sms message: ‘please 
contact the sexual health 
centre’ when:

HIV Combined Ag/As test
Confirmation INNO-LIA HIV1

Confirmation positive

Syphilis RPR
TPPA

RPR > = ¼

Hepatitis B HBsAg
HBcAb
HBsAb

HbsAg+

Hepatitis C HCAb
Confirmation

Confirmation positive

LGV IgG (ratio)
IgA (ratio)

IgG > 3 and/or IgA > 3
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participants (9%) showed serological signs of a known, or 
treated STI (HIV, syphilis, chlamydia). One HIV-positive man, 
diagnosed with HIV prior to the outreach testing intervention, 
tested also positive for hepatitis C, syphilis, and chlamydia. 
He also showed signs of a previous hepatitis B infection. 

Thirty per cent of the participants were not immune to 
hepatitis B. A total of 43 (31%) participants were adequately 
vaccinated for hepatitis B (positive serology for HBs-Ab and 
negative titer for HBc-Ab).

communication of test results
All participants, except one (due to incorrect phone num-

ber), received their test results. Twenty-two of these men 
received a positive test result by text message and were 
requested to contact the sexual health centre to discuss their 
results. All reached participants were informed about their 
test result: either in a face-to-face consultation (n = 5), by 
phone (n = 15) or by email when not owning a cell phone 
(n = 1).

Participants evaluated the ‘text message’ as the best 
method of communication (median score 9/10; Q1 7/10, 
Q3 10/10), followed by ‘phone’ (median 8/10; Q1 6/10, 
Q3 9/10), ‘letter’ (median 7/10; Q1 4.5/10, Q3 9/10), ‘consul-
tation at sexual health centre’ (median 6/10; Q1 4/10, Q3 
8/10), and ‘healthcare providers revisiting the venue’ 
(median 6/10; Q1 2/10, Q3 8/10) was evaluated as the least 
popular method. 

satisfaction with the primary healthcare system
Most of the participants (n = 122; 91%) were registered 

with a fixed GP. In this group, satisfaction with their GP (again 
measured by a visual analogue scale ranging from 0-10) was 
significantly higher among STI-negative MSM compared to 
their STI-positive counterparts (median scores 8/10 versus 
6/10 respectively, p = 0.012).

sexual risk
An analysis of the self-reported sexual practices showed 

that 53 (41%) of the tested MSM were at risk for acquiring STI. 
This was defined as having at least one unprotected sexual 
encounter (vaginal or anal sex, or fisting) in the past 3 months. 

Significant differences were found comparing men 
reporting high sexual risk behaviour – as defined above – and 
men reporting low risk behaviour. An overview of these dif-
ferences is shown in Table 4. 

Men reporting risky sexual practices in the past 3 months, 
were significantly younger, were more often under the influ-
ence of alcohol and drugs when having sex, and had less 
often a fixed GP compared to those not reporting risk behav-
iour.

results

sample description
Overall, 137 MSM underwent testing during 10 sessions 

(range 4 – 24 per session). Ninety-two men (67%) were tested 
in the sauna, 45 (33%) in the fetish club. Table 2 gives an over-
view of the respondents’ main characteristics.

table 2: main characteristics of the studied population

characteristic n (%)

Age (years)
Mean (SD): 41 (11.9)

=< 25 15/130 (11.6)

26-35 33/130 (25.4)

36-45 35/130 (26.9)

46-55 33/130 (25.4)

> 55 14/130 (10.8)

Relationship Status Single 68/135 (50.4)

Male partner 62/135 (45.8)

Female partner 5/135 (3.8)

HIV-tested in past year Yes 53/134 (39.6)

No 78/134 (58.2)

I don’t know 3/134 (2.2)

Regular (registered with a) GP Yes 122/134 (91)

No 12/134 (9)

Being under influence of alcohol 
during sex

(almost) never 88/133 (66.2)

Sometimes 35/133 (26.3)

(almost) always 10/133 (7.5)

Being under influence of drugs 
during sex

(almost) never 101/128 (78.9)

Sometimes 18/128 (14.1)

(almost) always 9/128 (7.0)

table 3: description of participants’ sexual practices

sexual activity (in past 3 months) n (%) inconsistent 
protective  
behaviour (%)

Insertive anal sex Yes 83/134 (61.9) 38/81 (46.9)

Receptive anal sex Yes 78/134 (58.2) 42/76 (55.3)

Insertive fisting Yes 30/134 (22.4) 15/27 (55.6)

Receptive fisting Yes 24/134 (17.9) 13/23 (56.5)

Vaginal sex Yes 6/134 (4.5) 4/6 (66.7)

None of the above Yes 11/133 (8.3) Not applicable table 4: significant associations with sexual risk behaviour

outcome (% of participants) significant risk factor p -value

Reported high risk  
(41% of participants)

Not having a GP 0,027

Being under influence of 
drugs when having sex 0,008

Being under influence of 
alcohol when having sex 0,044

Being younger 0,042

Fifty-three participants (40%) reported having taken an 
HIV-test in the past year. Of these men, 29 men (64%) had 
been tested by their own GP, whereas 9% (n = 4) was tested 
by another physician. 

The vast majority of participating men had had penetra-
tive sex in the past 3 months. Even though oral sexual prac-
tices were not addressed in the questionnaire, 37 men 
reported having had oral sex by using the ‘Other’-category.

Facilitators of sexual risk behaviour, such as being under 
influence of alcohol and drugs during sexual intercourse, 
were reported by 34% (n = 45) and 21% (n = 27), respectively. 

Overall, 25 participants out of the 137 volunteers (18%) 
tested positive for an active, transmittable STI. Four of them 
(2.9%) were newly diagnosed with HIV. In addition, twelve 
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as positive test results), was the group least covered by 
 regular healthcare services. The reason why these partici-
pants are less likely to consult a GP is subject to further 
research. 

The patient-GP relation should be encouraged during 
outreach test sessions. Participants were actively referred to 
their GP, to promote repeated STI-testing within the regular 
healthcare system to avoid the creation of a parallel circuit of 
STI case-finding in gay venues.

Some additional findings regarding risk behaviour are 
worrying: the percentage of participants, engaged in unsafe 
sex practices, was considerable (41%), but again not different 
from the percentages found in similar pilot projects by Hueb-
ner et al. in San Francisco (38%) (6) and Bailey et al. in Brighton 
(46%) (5). Equally the proportion of clients that engaged in 
sex when under the influence of alcohol (34%) and drugs 
(21%) was consistent with other studies among MSM and 
remains a difficult to tackle barrier in efforts to change sexual 
behaviour (17, 21).

This project also contributed to HIV/STI awareness raising 
in the gay scene, due to the visible presence of the testing 
and prevention team, even when MSM decided not to take 
the test. 

study limitations 
We acknowledge certain limitations of our study: the 

sample size is small and the study is based on a convenience 
sample of potential participants being present in the venues 
and volunteering to be tested. We estimate that 5-7% of the 
clients of the venues underwent testing. It is not possible to 
extrapolate the results to the risk group at large or to esti-
mate the prevalence of STI in this population, but this was not 
the objective of the study.

Practical concerns swayed the choice towards collection 
of blood samples only. Additional testing methods such as 
swabs, could have led to the detection of additional STI. 
Lambert et al. showed that indeed the effectiveness of com-
munity based screening increases when more STI are 
included (7). 

Following the pilot intervention, the organising centre for 
sexual health integrated outreach HIV/STI testing for MSM as 
a routine activity  – including screening for hepatitis A – dur-
ing which one free vaccine for hepatitis A and B is offered to 
MSM who are not protected yet.

Although no cost-effectiveness analysis was done, the 
cost of this intervention is considered to be high: it requires 
thorough preparation and the presence of a team on site and 
it generates substantial laboratory and administration costs. 
To our knowledge, no cost per detected STI case by means of 
other screening methods is known in Belgium, to eventually 
compare with our method.

conclusions

Outreach testing reaches the target group of MSM with a 
higher risk for acquiring STI, it detects a substantial number 
of clinically relevant STI, and it creates an opportunity to refer 
participants to the regular healthcare system. Finally, it 
increases visibility and awareness of HIV/STI prevention in 
specific gay venues.

discussion

feasibility
If well prepared and certain conditions are met, develop-

ing and implementing an outreach project is feasible in Flan-
ders. This confirms the published findings from the US and 
the UK, where testing in bathhouses and saunas evolved to a 
regular clinical service, based on the experience gained in 
successful pilot projects (4-6). A thorough preparation, proper 
announcements and a structured co-operation on site are 
prerequisites for successful and effective outreach test ses-
sions in high risk venues for MSM.

The standardised text message to communicate test 
results was positively evaluated. Moreover, all but one of the 
participants received their test result. Having a cell phone 
number enabled us to contact the participant in case an 
appointment was not made. One participant, who tested 
HIV positive, was actively traced in this way. Modern com-
munication techniques proved to be useful to reduce the 
loss to follow-up of clients who enter the health system in 
this way.

It should be stressed that the workload in this outreach 
project is high. A multidisciplinary team (3 professionals) had 
to work at the venue at night. Each session also had to be 
prepared substantially in advance. 

prevention benefits
Regular outreach testing may improve both primary and 

secondary HIV prevention. Twelve out of 137 participants 
(9%) showed signs of a previous STI, 18% had at least one 
result for which it was necessary to consult a sexual health 
clinic. Early detection of STI among HIV-infected individuals is 
important not only for treatment purposes, but also to pre-
vent further spread of HIV, facilitated by concomitant infec-
tions (17). The fact that one HIV-positive man -diagnosed with 
HIV prior to the outreach testing intervention- tested also 
positive for hepatitis C, syphilis, and chlamydia is a worrying 
finding. 

Outreach testing in MSM may reduce the incidence of 
new HIV diagnoses (primary prevention) in two ways. It gives 
the opportunity to achieve behavioural change among peo-
ple diagnosed with HIV, which has been demonstrated by 
recent studies (18, 19). In addition, counselling of MSM that 
tested negative may influence their risk behaviour. Even 
though behavioural change is possible, research also sug-
gests that maintaining behavioural changes remains difficult 
(20). 

The high rate (30%) of participants, not protected against 
hepatitis B infection, is remarkable. As an effective vaccine is 
available, this is a worrisome finding and demonstrates the 
need for more effective vaccine promotion campaigns, tar-
geting MSM at highest risk.

service delivery
This outreach project enhances the detection of HIV, but 

it should be seen as complementary to the state-of-the-art 
voluntary counselling and testing, being offered in sexual 
health centres, primary care services and by GPs. Proper 
(post-test) counselling and follow-up are essential elements 
of any outreach testing program. Interestingly, the group at 
highest risk (measured by self-reported risk behaviour as well 
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