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1.    Introduction

In Italy,  AIDS incidence increased continuously from 1982 until  1995
(Galli and Rezza, 1998) and then decreased by 29.8% from 1997 to 2000 (ISS,
2002). This recent trend was driven by a dramatic drop in the infection rate
among  the  most-at-risk  groups  (drug  addicts  and  homosexuals).  The  same
cannot be said about incidence trends for the so called not-at-risk categories. 

According to the UNAIDS, AIDS incidence due to sexual intercourse has
risen slightly over the last years in Italy. In the year 2000, 55% of those who
received a positive diagnosis were infected through sexual intercourse, and one
third of these cases were due to heterosexual intercourse (ISS, 2002). Since the
pick registered in 1985-1990,  when yearly incidence cases were 12,000,  the
situation  has now  stabilised at  the level  of  3,000-4,000 new cases  per  year.
These cases concern young and well educated people, who get infected mainly
through  heterosexual  intercourse,  despite  ad  hoc  surveys  report  that  young
educated  people  have  generally  a  far  better  knowledge  of  AIDS  than  the
average of the population (Lagrange, 1994).

 The  concluding  statement  of  the  XIV Meeting  of  the  ANLAIDS in
Milan (2000) suggests that information campaigns aimed at AIDS prevention
may  have  not  been  very  effective,  since  seven  out  of  ten  individuals  who
discovered being affected by AIDS in 2001 had not undergone any tests before.
The lack of correct information about AIDS HIV transmission mechanisms may
hamper effective  preventive  behaviour.  Yet,  the  adoption  of  preventive
measures does not depend on information only. Risk awareness doesn’t seem to
be  enough  to  modify  behaviour,  as  it  is  shown  in  studies  on  other  risk
behaviour,  as in driving and smoking (for  a  review see Bozon,  1997).  Risk
perception seems to depend on other factors as the familiarity with the idea of
AIDS presence.  As Buzzi (1998) shows for Italy,  the words STD and AIDS
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belong to the every-day reality of those young people who were born in the
early 80s. These generations entered their active sexual life at the end of the
millennium, when AIDS was becoming widely known. According to a recent
sociological  study,  young Italians  are  inclined  to  think  about  these  risks  as
ordinary and unavoidable risks of life (Buzzi, 1998)

Figure 23.1. Trend of AIDS incidence in Italy.

This paper investigates the determinants of risky sexual behaviour among
the highly educated and mainly heterosexual population of university students
in  Italy.  It  addresses  two  questions:  (a)  What  determines  the  level  of  risk
perception  of  contracting  AIDS  among  the  students?  (b)  What is  the
relationship between the knowledge of HIV transmission mechanisms and the
actual engagement in sexual behaviour at risk? We pay particular attention to
the role that individual beliefs about HIV transmission mechanisms play on the
perception of being at a certain degree of risk of getting infected. Our emphasis
on  beliefs  and  on  risk  perception  is  grounded  in  the  socio-psychological
literature on health–related behaviour which indicates these two factors as the
main  predictors  for  the  adoption of safe sexual  behaviour (for  a  review see
AIDSCAP, 2000).

The first section of the paper focuses on the concepts of knowledge of
HIV/AIDS, risk perception and their relationship to risk behaviour and explores
to what extent knowledge, risk perception and risk behaviour are present in the
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population of students under study. The second section exposes our tentative
answers to the initial questions concerning the determinants of risk perception
and  of  risk  behaviour.  The  concluding  section  summarises  the  results  and
provides a few guidelines for discussion and conclusions. 

2.   Knowledge and perceived risk 

The  ability  to  control  AIDS  depends  on  the  understanding  of  the
dynamics of the transmission of HIV. The literature about the AIDS epidemic
distinguishes  between  macro  and  micro  determinants  of  HIV  infection
dynamics.  The first  class  of  determinants  are  beyond individual  control  and
consists mainly in macro-epidemiological and socio-economic determinants –
as incubation duration, efficiency of the health and information infrastructure,
population mobility, and the structure of sexual networks in the population. The
second type of determinants, is on the contrary, related to individual behaviour
– as the number of sexual partners, their selection, and the use of protection
during sexual intercourse (Fontanet and Piot, 1997). This paper deals with the
latter group of determinants, and it explores two elements which are likely to
influence the probability that individuals engage in risk behaviour. According
to  “Health-Belief  Model”  (Rosenstock  et  al.,  1994)  the  first  step  for  an
individual  to  behave  safely, with  regards  to  STD  in  general  and  AIDS  in
particular, is the recognition and labelling of one’s own behaviour as a high risk
one1. Pre-conditions for such recognition are a) the knowledge of how infection
can actually occur and how undesirable the consequences of infection are, as
well as a certain awareness of AIDS cases in the proximate social environment
b) the individual perception of being at risk. 

2.1.    Knowledge

The first of these aspects, the knowledge about the ways in which HIV
may transfer from one individual to the other, could be a significant predictor
of  the  probability  to  engage  in  risk  behaviour.  One  cannot  recognise  and
therefore  prevent  what  one  does  not  know.  Having  correct  information  on
infection  mechanisms,  and  possible  ways  to  prevent  against  it,  is  a  pre-
condition for performing an effective prevention.  Yet,  correct  information is
not a sufficient indicator, since its effect on behaviour may be filtered by the
co-presence  of  incorrect  beliefs.  The  individual  may hold  other  “misleading
beliefs” or “compensatory beliefs” that affect the causal relationship between
behaviour and risk of infection. Evidence of the filtering effect of misleading

1 According  to  the  model,  the  successive  steps  consist  in  commitment  in  behavioural
change and taking action to perform safe behaviour.  
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beliefs comes from very different social environments, independently from the
degree of AIDS prevalence. For instance research in rural Ecuador has shown
that knowledge of correct information about HIV transmission mechanisms do
not necessarily erase other beliefs on transmission modes, which have not been
scientifically documented (in mosquito bites, kissing, etc…; London, Aroyds,
2000).  Similarly,  research  among the  highly educated  population  of  college
students in Quebec shows that despite the possession of scientific knowledge,
the young adults perceived and acted according to “common sense knowledge,
or folk knowledge”, that is, their scientific knowledge “filtered” by personal or
peers’ experience (Maticka-Tyndale, 1992). Incorrect and correct beliefs may
coexist  because new information  is  integrated  with previous knowledge and
adapted  to  local  attitudes  and  beliefs.  In  addition,  individuals  can  have
“compensatory”  health  beliefs  based  on  moral  considerations.  These  are
subjective beliefs that the negative effects of certain “bad” health behaviour can
be compensated for by engaging before  or  after  in “good” health  behaviour
(Knauper  et  al.,  2002). Similarly,  the  adoption  of  relational  strategies  in
choosing a “safe” sexual partner is based on compensatory beliefs. In a French
survey carried out at the beginning of the 90s, women, who attached a high
social value to a stable relationship and to its emotional closeness, relied on
relational strategies rather than on the use of condoms to prevent infection. In
general  respondents  seemed  to  attribute  a  lower  degree  of  risk  of  getting
infected by a specific partner according to his/her centrality in the respondents’
social network (Bajos et al., 1997). 

Besides the filter caused by folk knowledge and compensatory beliefs,
information  overload  may confound  the  effect  of  knowledge  on  behaviour.
Namely, in this case, an excess of information, may have a negative effect on
prevention.  Detailed listing of risk factors,  also the less likely ones,  can be
confounding, and reduce the degree to which the overall message is received
(Schoepf, 1991).

2.2.    Risk perception 

Researchers  are  as  yet  puzzled  to  observe  that  consistent  behavioural
adaptation does not always follow, even when people show a fair knowledge
about  the  main  AIDS transmission  mechanisms  and  about  which  behaviour
increases  the  risk  of  infection2.  Assuming  that  knowledge  is  a  sufficient
condition to perform safe behaviour implies assuming a psychological model in
which it is always rational to seek maximum security. However, models of this
kind are  unsatisfactory when applied  to  unsafe  sexual  practices  (Ducot  and

2 A review of  the  research  which  has  considered  AIDS  knowledge  in  relation  to  risk
perception concludes that there is no clear direction in the association between the latter and an
informed knowledge of HIV (Peruga and Celentano, 1993).
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Spira, 1995). Besides beliefs, the perception of being at risk of HIV infection
and the relevance of this perception at the moment of performing the behaviour
are other important elements to be considered.

Risk perception  depends on the one hand on knowledge about  AIDS,
and, on the other hand, on past behaviour. Depending on the combination of
these two elements, the degree of risk perceived by a certain individual may be
more or less accurate with respect to his or her actual risk. To briefly illustrate
this point we can consider the question “do you feel at risk of getting AIDS?”.
A positive answer may result from two different combinations of beliefs and
past  behaviour.  One may hold incorrect  beliefs  about  how HIV spreads and
behave  safely.  Alternatively,  one  may engage  in  unsafe  behaviour  although
possessing a correct understanding of the risks it implies. Similarly, people who
would answer  that  they do not  feel  at  risk may simply not  know what they
should fear,  or  they might  simply behave in  a  safe  way and be aware of  it
(Bernardi, 2002).

As incorrect beliefs and moral consideration may filter knowledge and
alter its effect on behaviour, other factors may filter subjective perception of
risk. One of such factors is actual control. If the partner is in exclusive and total
control of the situation the individual cannot prevent unsafe behaviour, despite
the fact that he or she recognises and perceives correctly its risk. Another factor
is  the individual  “risk-taking” attitude.  If this  is  positive, the individual  will
downplay the consequences of infection even though he/she is aware of their
seriousness. Several factors influence risk aversion, i.e. the weight attributed to
risks  of  undertaking  or  not, certain  actions.  First,  inter-temporal  discount
effects might follow an inconstant rate (Laibson, 1998; Kremer, 1996) so that
individuals adopt a temporal myopic behaviour, giving a higher discounting to
shorter time delays than to longer. The consequence is the choosing of actions
with immediate positive outcomes, despite anticipated negative consequences;
in this view, long term consequences of engaging in unsafe sex today, would
not be relevant in determining behaviour in the short term. Second, telescopic
effect of risk perception could be related to variables other than time. Physical
proximity,  sensory  contacts  and  vividness  of  the  sensation  would  “have  a
disproportionate effect on behaviour and tend to `crowd out’ virtually all goals
other than that of mitigating the visceral factors (hunger, thirst, sexual desire)”
(Loewentstein,  1996).  Third,  the  role  of  the  anticipated  severity  of  the
consequences and of the capability of behavioural control could be reduced by
other factors, whose action is limited in time, such as the effects of alcohol. The
possible presence of “infusing” affective factors (Etzioni, 1992) onto rationally-
based  considerations  of  one’s  own  risk,  seems  plausible  when  studying
perception of AIDS risk. For knowledge of HIV transmission mechanisms to be
a  guide  for  preventive  action,  the  risk  of  infection  has  to  be  perceived  as
realistic at the moment of engaging in risk behaviour. If reasoning is altered, as
in  the  presence  of  alcohol  or  intense  emotional  arousal,  the  degree  of  risk
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perceived may be temporarily “ignored” and the consequence of knowledge and
risk perception on behaviour reduced. 

2.3.     Major  variables  of  interest:  risk  perception,  risk  behaviour  and
knowledge of AIDS

Ideally,  to  disentangle  the  relationships  between  knowledge,  past
behaviour, risk perception and their influence on the probability of engaging in
risk behaviour, we would need longitudinal data in order to follow individuals
in time. Moreover, to fully understand what determines unsafe behaviour given
a certain set of information, we would need to collect data on information on
individual perception of actual control or individual risk aversion. Since part of
this information is not available, we have to make some assumptions about the
order of the temporal relationship between knowledge and risk perception and
between  knowledge  and behaviour.  It  is  reasonable  to  hypothesise  that  risk
perception is influenced by past behaviour and by the type of knowledge about
spread  mechanisms  held  at  the  moment  in  which  risk  is  assessed.  In other
words, once individuals know that they are likely to engage in risk behaviour
and they hold correct beliefs on infection mechanisms, they will feel more at
risk when asked. In our survey, respondents were asked to indicate their chance
of catching AIDS based on their past behaviour. About 2/3 of the sample is
confident  on  being  completely  safe,  though  men  are  more  numerous  than
women in this category (see Figure 23.2.). 

Figure  23.2.  Risk  perception:  level  of  individual  perceiving  to  be  at  risk  of  catching  AIDS
(weighed data). Data for 1,742 males and 2,856 females.

                               Males Females

As far as risk behaviour and knowledge, we can’t reasonably assume any
casual relationships with the cross section data coming from our survey.  We
only hypothesise that the correlation between the two should be such that the
probability of having engaged in risk behaviour is  higher when the level  of
incorrect beliefs is higher. The indicator for having engaged in risk behaviour is
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having had occasional  unprotected sexual intercourse for those students who
have had at least a sexual intercourse. (Figure 23.3.)

Figure 23.3. Risky sexual behaviour: percentage ever had occasional sexual intercourse without
condom (the independent variable of second model, see next section) – (weighted data).

Figure 23.4. Index of correct knowledge of behaviour or situations increasing the risk of AIDS.

           Males    Females

Four questions asked during the survey enabled us to reconstruct the kind
of  beliefs  which are  useful  in  assessing  the  type  of  knowledge  about
mechanisms of HIV diffusion held by individual respondents. Students had to
indicate the level of risk associated with a specific behaviour or event. These
consisted of two documented modes of transmission – sharing the same needle
for drug use and having unprotected occasional sex – and two undocumented
modes – getting stung by a mosquito or another insect and hugging someone
who  is  HIV  positive.  Combining  their  answers  with  these  questions,  we
assigned individuals to three categories, distinguished according to the kind of
knowledge they hold (Figure 23.4.):
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a) Well-informed individuals: they correctly distinguish between risk and
non  risk  channels  of  HIV  infection  transmission  (half  of  the  women
respondents and about 46% of men); 

b) Uninformed people: they underestimate the risk in situations which are
likely to lead to infection (about 15% of men and only 5.4% of women); 

c)  Misinformed  people:  they  correctly  recognise  the  risk  of  the  two
documented  modes  of  transmission,  yet  they  overestimate  the  risk  of
undocumented  modes  of  transmission  (39.4%  of  men  and  44.6%  of  the
women). 

Figure  23.5.  reveals  to  us the  complexity  of  the  relationship  of
knowledge,  risk  perception  and  risk  behaviour.  It  portrays  a graph
corresponding to a simple cross tabulation of the individual perception of being
at risk of catching AIDS and of having engaged in unprotected occasional sex.
About 15% of the young men and 9 % of the women do not feel at risk despite
having had unprotected occasional sex. The origin of their confidence may be
due to a lack of informed knowledge. With our data we can check for the role
played by correct knowledge in producing such an answer. There seems to be
some difference according to the sex of the respondents. Male students, who
feel safe despite unprotected sexual intercourse, are two thirds of the students
who belong  to  the  groups  of  misinformed  or  uninformed  (see  Figure  23.4.
above). Among female students answering in the same way, more than the half
belongs  to  the  category  of  the  well  informed.  Beyond  correct  knowledge,
several other factors may justify such an inconsistent answer and these factors
may vary by gender. Students may rely on inferences made through peer  group
experience,  they may be using moral  strategies in the choice of their  sexual
partner,  or  they may be feeling safe because the unprotected sex took place
with a sexual partner who had never had sexual intercourse before.  

Figure  23.5.  Consistency  between  individual  risk  perception  and  risky  sexual  behaviour:
percentage having had occasional sex without condom by individual risk perception (weighted
data).

        Males Females

2.4.     Exposure to risk and familiarity with STD or AIDS
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In the literature on sexual behaviour, some information included in the
survey  on  the  sexual  behaviour  of  students  is  correlated  with  our  major
variables of interest, which are risk perception, risk behaviour and knowledge
of  AIDS.  This  information  will  be  included as  explanatory variables  in  the
multivariate  analysis  in  the  next  section.  In  our  analysis  we  divided  this
information in three main categories of variables: a) variables that indicate an
exposure  to  risk situations;  b)  variables  that  indicate  personal  experience of
STD or AIDS and c) variables that indicate a propensity to talk about STD and
AIDS. 

Information on various aspects  of individual  sexual  behaviour and the
frequency of attendance to night-clubs or dancing places are the indicators of
the “exposure to risk situations”. Some of the indicators of sexual behaviour are
simply  measures  of  the  exposure  to  risk  situations,  like  number  of  sexual
partners, the fact of having paid for a sexual encounter, of having had same sex
experience for males, of having being unfaithful to a steady partner, the age at
first sexual intercourse, and the frequency of sexual intercourse during the last
3  months.  Some  other  indicators  are  evidence  for  the  performance  of
potentially unsafe sexual behaviour, like having used a condom at first and last
intercourse. The total number of sexual partners can be considered as a crude
proxy of an individual’s exposure to the risk of infection and as an indicator of
the broadness of an individual’s sexual experience. Having no sex partner may
indicate intentional abstinence or may be the involuntary consequence of lack
of opportunity.

The second group of variables we consider in the models is related to
direct personal experience of STD or AIDS. This group includes information
on having experienced STD, having taken action to check one’s  own health
status in relation with STD/AIDS – being tested for HIV-AIDS– and having
taken  preventive  action  explicitly  to  avoid  AIDS  contagion.  The  last
information is synthesised in an index of “safe behaviour intensity” (see Figure
23.6.)  summing  up  actions  that  can  be  considered  as  preventive  behaviour:
condom use, having avoided occasional sex, having avoided casual sex during
vacations, and having avoided same-sex sexual intercourse. 

Figure 23.6. Index of safe behaviour intensity (index varies from 0 to 4).
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The last group of information concerns the propensity of students to talk
about STD and AIDS. The students reported whether they have ever talked to
their parents about sexually transmitted diseases and whether they have ever
talked about sex with their friends. Unfortunately, we do not have information
on the AIDS related knowledge and on the risk perception held by influential
others.  The  only  insight  on the  impact  of  influential  others  are  these
“communication  variables”.  However,  despite  its  limits  this  is  relevant
information since other studies have shown that talking about sexuality with
confidants  seems  to  favor  reflection  upon  one’s  own  behaviour  and  the
adoption of prevention strategies (Bozon and Leridon, 1995). 

Table 23.1. in the appendix summarises all these characteristics of the
sample relevant to our analysis, as well as some background information and
personal  characteristics (to be put  as control  variables in regression models)
likely to affect perception knowledge and behaviour such as gender, residence
during high school, size of municipality of residence, attendance to religious
service at the   time of the interview and having been in a steady relationship
during the three months preceding the survey. 

3.     An analysis of risk behaviour 

3.1.  Who does feel more at risk? 

The first question we address in our causal analysis is who does feel at
higher risk to catch AIDS? In a context where prevalence is low but incidence
is on the rise among well educated and heterosexual individuals, it is important
to  ascertain  the  characteristics  of  those  who are  more  aware  of  the  risk  of
incurring HIV infection. Since our dependent variable is a categorical indicator
that represents three levels of perceived risk (not at all, low, high) we use an
ordered logistic model of the perceived risk of catching AIDS (Greene, 2000).
Results for males and females are presented in Table 23.2. 

As expected, the kind of beliefs and knowledge about HIV transmission
mechanisms plays a role as to the extent to which respondents perceive being at
risk of HIV infection. Students who are “misinformed overestimating the risk”
are  more  likely  to  consider  themselves  at  risk  compared  to  the  reference
category of the well informed. On the contrary, students who are uninformed
think  they are  relatively safe.  The  latter  underestimate  the risk in situations
which are likely to lead to infection,  independently from their behaviour. The
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misinformed students, instead,  acknowledge the risk when it  is real but they
fear  also  other  possible  ways  of  transmission  which  have  not  yet been
documented as effective. Therefore these students overestimate their chance of
getting infected. 

Beyond knowledge, the second most  important  group of variables that
affect  the  degree  of  perceived  risk  is  the  group  of  behavioural  indicators.
Exposure  to or experience of risk situations are positively associated with a
higher  degree  of  perceived  risk,  independently from the  kind  of  knowledge
about HIV transmission mechanisms. There are some variations by gender to
focus  on.  Having had  at  least  one  occasional  unprotected  sex,  having been
unfaithful in a steady relationship, having had more than one sexual partner,
and  having had one  or  more  same-sex sexual  experiences  are  all  positively
correlated with a higher degree of perceived risk for male students. Given the
specificity of male sexual encounters it is not surprising that the experience of
same sex encounters is not a cause of risk for female students. In fact, it is a
reality that while homosexual men are indeed a category at high risk, lesbians
are  the  safest  group  as  far  as  the  risk  of  contracting  AIDS through sexual
behaviour (Crithlow, 1989). However, there are other differences which seem
to indicate an unequal distribution of actual control during sexual encounters
between  men and women.  Controlling for  all  behavioural  variables,  women
who frequently attend night-clubs perceived themselves more at risk while this
is not true for men.3 Rather, men who had paid sex feel even less at risk than
those  who  have  not.  Both  these  differences  suggest  that  when  women  are
exposed to potentially risk situations, they have less power to decide whether to
protect  or not.  Not having been in a stable relationship during the last  three
months  is  negatively  correlated  with  the  intensity  of  perceived  risk.  One
interpretation could be that those who were not in a stable relationship were
less  likely to  have had sex at  all  in  the  last  three  months  and risk may be
perceived higher if more recent. Direct experience with STD and having being
tested for HIV-AIDS do not change the degree of risk perceived.

The group of variables indicating whether respondents have been talking
about STD and AIDS with relevant others such as parents and friends, is not
significantly correlated with the degree of perceived risk. However, the positive
sign  of  the  related  coefficient  is consistent  with  the  previous  research  we
mentioned in section 1.3. (Bozon and Leridon, 1995). All the background we
controlled for, does not significantly affect the degree of perceived risk. The
degree  of  risk  perceived  seems  to  be  the  same,  independently  from  the
geographical area and the kind of residential setting. The negative correlation
of religious attendance with the feeling of being at risk may be a reason to

3 Alternatively, one could argue that young women who often go out to night-clubs may be
selected  even  when  controlling  for  the  number  of  sexual  partners  and  for  the  occurrence  of
occasional unprotected sex.
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suspect that some kind of compensatory beliefs are at work. 
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Table 23.2. Intensity risk perception. Ordered logistic regression model on degree of perceived 
risk of catching AIDS (weighted model).

Males (N=1089) Females (N=1482)
Coeff. Std. 

Errors
Coeff. Std. 

Errors
Population of the town or city during secondary 
schools (ref.: less than 10,000)

- 10,000-100,000
- more than 100,000

0.432
-0.493

0.205
0.249

-0.211
-0.239

0.210
0.242

Geographical  residence  during  secondary
schools (ref.: North)

- Centre
- South 
- Abroad

0.201
0.186
1.109

0.230
0.202
1.476

0.096
0.178
-0.228

0.195
0.202
0.891

Religious services’ attendance (ref.: never or 
sometimes)

- Often
- Once a week or more

-0.877
-0.294

0.274
0.306

-0.199
-0.116

0.246
0.226

In stable relationship during last 3 months (ref.: 
yes)

- no
-0.34 0.219 -0.272 0.214

Talked to parents about STD (ref.: never)
- Yes, to a certain extent or in depth 0.245 0.189 0.009 0.181

Talked openly about sex with friends (ref.: never)
- Sometimes
- Often-very often

0.397
0.424

0.625
0.621

0.513
0.741

0.543
0.533

AIDS related knowledge (ref. cat. well informed)   
- uninformed underestimating risk 
-     misinformed overestimating risk

- 0.506*
0.529**

0.292
0.205

- 0.112
0.443**

0.358
0.182

Attendance to discos (ref.: never)
- Sometimes
- Often or very often

0.027
-0.107

0.355
0.373

0.338
0.732*

0.375
0.375

Sex with partner of the same sex 0.470* 0.300 0.379 0.290
Number of sexual partners (ref. cat.: 4 or more)

- only 1
- 2-3 partners

- 0.809***
0.150

0.255
0.223

-1.939***
-1.365***

0.364
0.366

Unfaithful to steady partner 0.538** 0.228 0.173 0.322
Paid sex -0.735** 0.361 - -
Occasional sex without condom 1.374*** 0.207 1.399*** 0.214
Index of safe behaviour intensity (from 0 to 4) 0.115 0.092 0.475 0.068
Tested for HIV-AIDS (ref.: never)

- yes 0.504 1.064 -0.62 0.756
Ever had a sexual transmitted diseases (ref.: yes)

- no -0.191 0.747 0.664 0.592

13



3.2.    Who takes risks? 

The  intensity  of  the  risk  perceived  is  one  of  the  elements  leading  to
preventive behaviour in the behavioural model we outlined in section 1.2. In
this section, we explore which individual characteristics are correlated with the
probability  of  having  engaged  in  risk  behaviour.  We  consider  one  simple
indicator of risk sexual behaviour, which is the dichotomous variable “having
had at least once an occasional unprotected sexual intercourse” (the results for
the logistic regression model are presented in Table 23.3.). In this analysis, the
sample is necessarily limited to the sub-group of respondents who had at least
one  sexual  intercourse.  Since  the  survey  is  constituted  of  a  single  cross
sectional  interview,  we  face  the  problem  of  recursive  causality  when
considering the relationship  between risk perception  and risk behaviour.  As
pointed out in the previous analysis, it is more likely that past behaviour at the
moment of the interview is the cause for the declared level of risk perceived at
the moment of the interview, rather than the other way round. Therefore we do
not include the information on the level of perceived risk in this model,  even
though we  support  the  behavioural  model  that  indicates  previous  risk
perception in promoting preventive behaviour 

When  looking  at  Table  23.3.,  the  first  remarkable  result  is  how the
determinants  of  engaging  in  a  risk  sexual  behaviour  vary  by  gender.  In
particular,  it  is  striking  the  significance  of  most  of  the  knowledge  and
behaviour related variables  for male  students  and their  non significance and
their sometimes opposite effect for female students. 

Incorrect beliefs remarkably raise the probability of risk behaviour for
males but not for females. Whether these beliefs are incorrect because they lead
to  an  underestimation  of  risk  situations  or  they  are  incorrect  because  they
predict risk where there is none, incorrect information is associated to unsafe
behaviour. Whether due to ignorance or some sort of fatalism, incorrect beliefs
reduce  attention  to  prevention.  If  one  believes  that  he/she  can  catch  AIDS
through mosquitoes, he/she probably cares less about safe sexual intercourse.

A longer exposure to the risk of having sexual intercourse consequently
increases  the probability of having unprotected sex for men and for women
alike. For both groups of students  the probability of having unprotected sex
increases when the number of sexual partners and the frequency of intercourse
increase. However, when the information on the frequency of sexual activity in
the last 3 months is considered jointly with having been in a steady relationship
in the same period, the effect of the frequency reverses. The protective role of
the couple is due to the fact that when encounters are frequent, within a stable
couple, the probability of having occasional sex is lower. But it might be more
than simple  number of available occasions,  as the positive impact  of having
been unfaithful to the partner suggests. Most likely “forbidden sex” is a script
that  already involves  some  ideas  of  transgression  and risk.  In this  case  the
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rational  and  advisable  use  of  protection  is  simply  irrelevant  as  far  as  risk
reduction is concerned. A similar interpretation, based on scripts, is necessary
to understand the fact that, contrary to intensity of perceived risk, background
variables  have  some  impact  on  the  probability  of  having  engaged  in  risky
sexual behaviour. 

Students who have grown up in the South of Italy, and who regularly
attend church services  are more likely to have occasional  sex without  using
protection. It  is  possible  to  imagine  that  where  sexual  intercourse  is
experienced as being a sinful transgression, the pre-meditation of such an act
clearly expressed by buying condoms may be totally inappropriate. In this case
chances of not using the appropriate protection when needed are higher and so
are the chances of having an unprotected sexual intercourse. 

Communication  with parents  and peers  seems to play no role,  though
surprisingly  it  has  an  opposite  effect  for  males  and  females.  In  order  to
understand  this  differences  we  would  need  to  know  more  about  how
conversation about sexual matters vary by gender among parents and children
and among peers. 

Table 23.3. Risk behaviour. Logistic regression model on unprotected sexual intercourse 
(weighted model).

Males (N=1056) Females (N=1462)
Coeff. Std. Err. Coeff. Std. Err.

Population of the town or city during secondary 
schools (ref.: less than 10,000)

- 10,000-100,000
- more than 100,000

0.160
0.237

0.252
0.298

0.138
-0.375

0.247
0.319

Residence during secondary school:  (ref: Abroad)
- North
- Centre 
- South

--0.09
0.396
- 1.640**

0.277
0.232
0.906

-0357
0.215
0.576

0.330
0.278
0.604

Religious services’ attendance (ref.: never/sometimes)
- Often
- Once a week or more

0.155
0.511*

0.308
0.300

-0345
0.020

0.276
0.305

In stable relationship during last 3 months (ref.: yes)
- No 0.490 0.322 -0.024 0.430

Talked to parents about STD (ref.: never)
- Yes, to a certain extent or in depth 0.071 0.223 -0.236 0.218

Talked openly about sex with friends (ref.: never)
- Sometimes
- Often-very often

-1.207*
-1.370*

0.750
0.750

0.135
0.237

0.463
0.463

AIDS related knowledge: (ref. cat. well informed)
- uninformed underestimating risk 
- misinformed overestimating risk

1.22***
0.522**

0.322
0.219

0.515
-0.099

0.398
0.224

Attendance to discos (ref.: never)
- Sometimes
- Often or very often

0.129
-0.050

0.448
0.449

-0569
0.156

0.362
0.393
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Sex with partner of the same sex -0.382 0.426 -0.016 0.619
Age at first sexual intercourse (ref. early)

- average 
- late  

0.589*
0.461*

0.237
0.372

0.139
0.112

0.249
0.317

Number of sexual partners (ref. cat.: 4 or more)
-  only 1
- 2-3 partners

-1.717***
0.656**

0.329
0.231

-3.578***
   -1.664

0.403
0.312

Unfaithful to steady partner 1.179*** 0.220 1.368*** 0.296
Paid sex 0.169 0.332 - -
Index of safe behaviour intensity (from 0 to 4) 0.135 0.096 -0.021 0.085
Freq. of sexual intercourse in last 3 months 
(ref. rare – never or less than once a month)

- medium –  from once  a  month  to  once  a
week

- frequent – from 2-3 times per week to every
day

0.689*
0.763*

0.396
0.496

0.267
-1.045*

0.562
0.436

Freq. Sex  last 3 mths * steady relation 
(ref. Sex last 3 mths (rare) * steady relation 

- Freq.  Sex  last  3  mths  (medium)  * steady
relation 

- Freq.  Sex  last  3  mths  (frequent)  * steady
relation 

-1.049**
- 0.599

0.495
0545

-0.958*
0.435

0.562
0.673

Tested for HIV-AIDS (ref.: never)
- yes -0.423 1.070 0.525 0.866

Ever had a sexual transmitted diseases (ref.: yes)
- no 0.253 0.888 -0.109 0.742

4.     Conclusions

The  analyses  of  the  previous  sections  allow  us  to  draw  important
conclusions about  the determinants  of risk perception  and of risk behaviour
among students. 

First, Italian university students do feel at higher risk to catch AIDS and
more likely if they are uninformed. At the same time they are more likely not to
incur  in  unsafe  behaviour  if  they  are  well-informed.  Holding  false  beliefs
increases the probability of engaging in risky behaviour, despite fair knowledge
of the real transmission mechanisms of infection that may be present. In order
to  promote  preventive  behaviour, it  seems  important  to  fight  the  spread  of
incorrect beliefs about the transmission mechanisms of HIV-AIDS. Awareness
of the risk perception has to be accompanied by the perception of having some
degree of control on how to prevent the infection. 

Second, unprotected behaviour is mainly performed by sexually active
students  who have a high number  of sexual  partners,  rather than those who
would belong to the so-called risk categories. This result is consistent with the
observation that recent AIDS incidence in Italy is due to the rise of infections
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occurring among, presumably, not at risk individuals – those who do not use
prostitution and do not have homosexual experiences.

Third, the determinants of the degree of risk perception and of engaging
in unsafe sexual behaviour are diversified by gender. Partially, this may be due
to  a  different  degree  of  actual  control  during  sexual  intercourse.  Similarly,
gender roles and scripts concerning sentimental and sexual relationships or on
specific  age  norms  about  sexual  behaviour  may  differ  between  men  and
women. In order to better understand these differences, our results need to be
interpreted  in the  broader  framework provided  by the survey.  Despite  these
interesting  results,  we  face  some  limitations  in  their  interpretation,  mostly
imputable to the lack of relevant information on the social context  in which
students  get to know and talk about  AIDS. This  information is  fundamental
because both sexual scripts and risk assessment are learnt and defined in social
interaction  (Douglas  and  Wildawsky,  1983;  Lauman  et  al.,  1994).  The
collective  experience  of  other  people  offers  a  large  pool  of  cases  to  be
observed,  reported  and  evaluated,  providing  the  context  for  the  creation  of
shared  knowledge  and  risk  assessment.  Therefore  it  would  be  necessary  to
check for the influences  of social  network members’  knowledge and beliefs
about HIV contagion (Erickson, 1988; Vancampehoudt  et al., 1997). There is
evidence that not considering separately, the effect of social learning and social
influence processes within a group of peers may lead to a distorted measure of
the effect of individual characteristics on risk perception (Bernardi, 2002). For
instance, our residence variable appears to be a relevant characteristic only as
far as behavioural performances are concerned. The fact that residence is not
related to risk perception tells us only that behaviour and risk perception are
differently affected by the context.  It seems plausible that the degree of risk
perceived may better be caught by social context (social networks) than by the
residence proxies, since information regarded as true requires some degree of
trust in the source. 
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APPENDIX

Table 23.1. Relevant characteristics of the sample (possible explanatory variables, weighted data).
Males Females
1,841 2,916

Individual characteristics
   Population of the town or city during high school
less than 10,000
10,000-100,000
more than 100,000

(1,777)100.00
24.8
45.4
28.9

(2,685)100.00
32.3
46.4
21.3

   Geographical residence during high school
North
Centre
South 
Abroad 

(1,833)100.00
32.4
28.0
38.7
0.9

(2,905)100.00
26.3
21.7
50.6
1.4

  Religious service attendance 
Never or sometimes
Often
Once a week or more

(1,801)100.00
64.1
18.6
17.3

(2,885)100.00
48.6
22.9
28.5

   In stable relationship during last 3 months
yes
no

(1,773)100.00
40.0
60.0

(2,861)100.00
27.5
72.5

Communication variables
   Talked to parents about sexual transmitted diseases
Never
Yes, to a certain extent or in depth

(1,819)100.00
30.7
69.3

(2,894)100. 00
37.8
62.2

  Talked openly about sex with friends
Never
Sometimes
Often-very often

(1,809)100.00
2.7
32.1
65.2

(2,903)100.00
5.5
43.4
51.1

Knowledge of AIDS transmission
   To share the same needle to take drugs
no risk
small risk
high risk
not sure

(1,777)100.00
0.8
1.5
97.2
0.5

(2,885)100.00
0.3
0.6
98.3
0.8

  To be stung by a mosquito or another insect
no risk
small risk
high risk
not sure

(1,777)100.00
59.1
28.5
2.2
10.2

(2,877)100.00
56.4
28.7
1.3
13.5

  To have sex with someone you don’t know without using a condom
no risk
small risk
high risk
not sure

(1,776)100.00
0.8
11.8
86.6
0.8

(2,885)100.00
0.3
3.5
95.7
0.6

  To hug someone who is HIV positive
no risk
small risk
high risk
not sure

(1,777)100.00
87.5
9.7
1.0
1.8

(2,880)100.00
93.2
4.5
0.3
2.0
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