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Introduction

Since the 2001 launch of Manhunt.net, a website that facilitates casual, offline sex between gay men, an entire industry of such sexual networking websites has emerged. With these websites, users search for other users currently online who live nearby, seem attractive enough, and have similar sexual preferences; communicate with them in real-time through images and text; and, if all goes well, arrange a place to meet with a desired partner—a process that can take as little as 15 minutes, encouraging many to refer to such a routine as “ordering take-out.” Because of their ease of use, these sites have become immensely popular among gay men—generally outstripping XY.com, Gay.com, and other general purpose personals sites catering to gay men—and have radically reshaped gay men’s sexual landscape. To give a sense of the size of this new online industry, Manhunt.net, the most popular site, has over one million active users worldwide, and, currently gaining 12,000 new members every week, has recently outranked Gay.com as the most-visited gay-oriented website on the Internet (Azzopardi 2006).

These websites, while enjoying continuous growth in popularity among gay men, have otherwise maintained a relatively low profile (they rarely appear in the media and are largely under the radar of the mainstream public). They have, however, attracted much attention from public health researchers and practitioners. Because sexual networking websites make finding a sexual partner so easy, and because such websites create new patterns of sexual partnering, they have aroused the concern of public health professionals regarding the effect of such sites on the spread of sexually transmitted infections (STIs). In particular, many suspect that the Internet is contributing to HIV infections among men who have sex with men (MSM),
 rates of which have been rising since 1999 (Fernandez et al., 2004). Evidence also suggests that the Internet facilitates the rise in rates of syphilis among gay men, a trend that epidemiologists have observed in cities across the US since 2000 (Peterman, Collins & Aral, 2005).

Motivated by such evidence and by a growing awareness among those who work with gay men of how popular the Internet has become for finding partners, public health organizations have begun to research Internet-enabled sex while also developing new strategies of STI prevention that make better use of Internet technology. Of particular interest, community-based health organizations across the country have begun to do online outreach work through sexual networking websites, logging on and interacting with users (through health worker profiles) in hopes of reaching those men most at risk for contracting STIs and encouraging them to modify their behavior in ways that will reduce their risk, in turn impeding the general spread of STIs throughout the population. 

Sexual networking websites have thus become the stage for a variety of “information games,” to use Erving Goffman’s term (Goffman 1959). Simply put, members of sites like Manhunt display photos of their bodies, list their “stats,” and flirt through text, aiming to persuade others to meet offline for sex; health workers set up profiles, answer questions, and build relationships with users , seeking to encourage individuals to pursue bodily pleasure in ways that won’t spread STIs. Thus, by relaying images and text between men, as well as between men and health workers, these websites support a complex network of information exchanges through which all actors ultimately seek to influence offline, physical contact between bodies in ways that either promote sex (between users on the prowl) or health (between STI prevention workers and website members). 

While the pursuit of sex and the pursuit of health are not in and of themselves directly opposed, they are often in conflict, making outreach work on sexual networking websites quite difficult. In this essay I will explore how sexual networking websites affect the ways that outreach workers seek to reduce the spread of STIs among men who have sex with men. I will also discuss what these emergent STI-prevention online outreach strategies tell us about the relationship between sex and health. 

Given the vast amount of public health work and social interaction that takes place through the Internet (and given the scope of this paper), it would be impossible to cover in depth all of the online outreach work being done on all male sexual networking websites. However, through a focus on Manhunt.net (the first and most prominent male sexual networking website), we can gain an intimate understanding of online outreach and sexual networking. Additionally, I have chosen to focus on Internet outreach work done in New York City, a city with one of the nations largest population of sexually active gay men and with a large number of active public health organizations. 
With these focuses in mind, I pursued two types of empirical research. First, I systematically analyzed the design of Manhunt.net, looking at what parameters the structure of the website sets on information flowing to and from its various users. I considered, for example, the information that profiles require users to display; the various search parameters through which users can efficiently find partners; and the various channels through which users can interact one-on-one. 

Second, in order to see how outreach workers confront this information structure, I conducted interviews with seven directors of Internet outreach from various public health organizations in New York: three of the country’s most experienced (and perhaps only) Internet-based Intervention (IBI) consultants (all of whom have trained and worked with New York City health organizations); three (non-New York) city and state health department officials who head their departments’ Internet-based Intervention work; and one of the two Centers for Disease Control and Prevention (CDC) officials doing Internet-based intervention research.
 Based on these interviews (and on a comprehensive review of the public health literature pertaining to IBI), I will relate the various challenges and opportunities that health workers face in doing online outreach and will outline the prevailing outreach methods that have developed among New York City organizations over the course of the past six years. 

Sexual networking websites and IBI work, less than a decade old and developing rapidly, are currently largely unheard of: with the exception of public health research, these social developments have received virtually no academic attention. While there has been a small amount of sociological and historical research done on past venues that facilitate sex between men (Chauncey, 1994; Humphreys, 1975; Delph, 1978; Bedfellows 1996; Tewksbury 2002), I have found only one source outside of public health that deals extensively with gay men interacting sexually online, and this book only addresses IRC chatrooms—an Internet technology preceding personals websites—and does not discuss online interactions leading to offline sex (Campbell, 2004). Similarly, while there is a large body of historical and cultural studies literature looking at the AIDS epidemic and its management (Bayer, 1989; Rushing, 1995; Shilts, 1987; Fee & Fox, 1992; Crimp, 2002), only several sources from similar backgrounds have looked at more recent IBI work (Davis, Hart, Bolding, Sherr, & Elford, 2006). Lastly, within media studies in general, and the growing body of work about online dating in particular, there tends to be a general neglect of LGBT activities online, as well as of sexuality in general.

Lacking a clear body of literature within which to situate my work, I draw from a wide variety of sources—the history of homosexuality, queer studies, new media studies, symbolic interactionism, sexual deviance research, Foucaultian genealogy of health and sexuality, legal history, urban studies, medical sociology, history of medicine, and public health literature—in order to provide the rich institutional, historical, and theoretical context that is as important as my empirical research for making sense of the online health outreach performed through sexual networking websites. 

I analyze the information structure of Manhunt.net within the larger context of the Internet, a media technology that has emerged out of particular institutional arrangements
, and which sets the technological parameters within which websites like Manhunt.net—if not all websites—must be designed. Similarly, I will discuss the institutional arrangement of federal agencies, city and state health departments, private corporations, and community-based organizations and the broader field of Internet-based health prevention that underlie and encompass online outreach strategies.

Online venues and the various interactions that occur through them, in addition to being shaped by this institutional context, must also be put into historical context. To this end, I will describe the New York City-based predecessors to male sexual networking websites—the parks, back alleys, tearooms,
 and bathhouses where men have found other men for sex over the past century. Such venues play a central role in the social and cultural history of gay men in America, providing a space for the exploration of same-sex desire and a consolidation of identities and communities based upon this same-sex desire. I will also look at the early history of the AIDS epidemic in New York City, a monumental event in the history of urban life in the United States that profoundly affected gay men and the sex venues they used, and that was essential to the development of the institutions and strategies that orient the outreach work done through sexual networking websites today.

Finally, I will relate online outreach and sexual networking websites, STI prevention and the Internet, and bathhouses and the AIDS epidemic to a more general theoretical discussion of health and sexuality, two concepts that are at the core of these various institutional arrangements and historical developments. Relying heavily on the work of Michel Foucault (1973, 1984, 1990, 1991, 1995) I look at health and sexuality as socially constructed and historically evolving concepts that are central to the more general functioning of biopower
. Health and sexuality act as discursive nodes 
through which a variety of more or less coherent strategies of power—e.g. society’s maintenance of heath and various mores of sexual expression—organize bodies and relations between bodies. 
All of the historically evolving arrangements that I will trace in this thesis can be understood as reflecting changes in the relationship between health and sexuality. Soon after the emergence of the concept of sexuality in the 19th century, the concept of ‘homosexuality’—a pathological form of sexuality—began to appear in medical literature. Homosexuality would remain in the domain of health as a disease to be managed at least into the 1970s when--aided by the venues discussed above, which helped foster a positive notion of homosexuality—the gay liberation movement helped spread a demedicalized notion of homosexuality. In the 1980s, at the height of the AIDS epidemic, gay men once again witnessed (and, in some ways participated in) a repathologization of homosexuality as much of the mainstream, reviving old ideas, connected the cause of this apparent “gay plague” to homosexuality itself. Within the gay community, a movement to encourage “safe sex” quickly emerged as an alternative to the wholesale rejection of the “homosexual lifestyle” (a lifestyle that many gay man continued to embrace). Safe sex, which has since become an essential element of modern public health prevention practices, represents a radically different association between health and sexuality—an intimate engagement whereby sexual acts, identities, and institutions are no longer repressed, or allowed only tacitly, but instead are positively encouraged in a healthy form. 

As I will show over the course of this thesis, sexual networking websites structure information exchange in a way that not only allows, but requires this positive interfacing between sex and health in health workers’ outreach. In other words, these websites dramatically enhance an already existing trend in health prevention. I will elaborate on this point—incorporating in and drawing connections between the various contexts discussed above—in three chapters. In chapter one, I will talk about the first decade of the AIDS epidemic in the United States, introducing a theory of health and sexuality through a discussion of the biomedical response to AIDS, the effect of AIDS on New York City’s gay community, the 1985 debates that led to the closings of most New York City bathhouses, and the emergence of “surveillance medicine,” as a strategy of health management (Armstrong, 1995). Chapter two focuses on venues that facilitate sex between men. After an introduction to symbolic interactionism, a tradition in sociology that will prove useful in analyzing venue interactions, I will pursue an extended comparison between bathhouses and Manhunt.net, looking at the histories, institutional contexts, and information structures of each space. In my final chapter, I will turn to Internet-based public health research and prevention, first showing how the Internet came to be an object of public health knowledge and control, next mapping the institutional context out of which IBI has emerged, and finally analyzing and discussing the particular online outreach strategies that are employed on sexual networking websites.

I believe that the various social interactions with which this thesis is concerned—namely, those between gay men and between health workers and gay men—can inform all of the fields I have used to contextualize my argument. In particular, however, I hope that this thesis will serve as a case study of how the Internet adapts to and affects past social arrangements, that it will provide some context for those doing work in the emergent field of IBI, and that it will illuminate an important aspect of contemporary gay male life that merits attention from queer studies scholars. 

Aids and the Collision of 

Sex and Health


In looking at online STI prevention strategies, I will make extensive use of public health literature, but ask questions that go beyond the general concern within this literature over how and to what extent Internet prevention can improve gay men's sexual health. I will take a broader approach that is rooted in a growing body of work that examines health not as a neutral or objective measure, but as a socially constructed and historically contingent concept that has become particularly important to modern society's governance. When we look at public health from this perspective, instead of seeing it as the set of individuals, organizations, and research fields that attend to the health of the general public, we understand it as public health is understood as the cluster of knowledges and practices that constitute the idea of health in relation to the body and the population and that regulate the social body by way of managing society’s health. Using this tradition of scholarship and, in particular, the work of Michel Foucault (1973, 1978, 1984), I aim in this chapter to show how, in the 20th century, changing approaches to health were tied up in two general strategies of social control that I will call “Hospital Medicine” and “Surveillance Medicine.”
 Concerned as we are with sexually transmitted infections, I will also discuss how these two health paradigms intersect and overlap in myriad ways with the knowledges and practices associated with sexuality, which similarly aim at controlling bodies and their relations with other bodies. 


Rather than talk about health, sexuality, and society’s governance in the abstract, I will introduce the above perspective in this chapter by discussing the AIDS epidemic, which is intimately caught up in the discourses and practices associated with health and sexuality and which, relatedly, is central to the recent history of both gay men and healthcare in New York City. While it would be impossible to give a complete picture of the innumerable representations of and responses to the AIDS epidemic, a look at particular aspects and stages of the epidemic will provide a historical and theoretical context that will orient the third chapter’s analysis of online STI prevention strategies.   


I will first introduce the Hospital Medicine paradigm of health management by describing the process of knowledge gathering that led to the discovery of HIV, the viral agent responsible for a new pattern of death and illness that appeared in the early 1980s. Second, I will address AIDS and homosexuality, describing how the experience of AIDS in the gay community and in society at large relates to the evolving relationship between health and sexuality. Third, I will trace 1985’s public debates about closing New York City’s gay bathhouses, as these debates usefully highlight competing perspectives on health, sex, and AIDS prevention.    Finally, I will chart the rise of a new model of health management, "Surveillance Medicine," an approach focusing on health risks and prevention that has become increasingly important in the management of AIDS. 

§1. Hospital Medicine and The Search for a Virus

On June 5, 1981, the CDC published a report in its weekly bulletin describing five cases of Pneumocystis Carinii Pneumonia (PCP) that had been diagnosed in three Los Angeles hospitals between October 1980 and May 1981. Such diagnoses are common enough in newborns, the elderly and adults on immunosuppressant drugs, but the identified patients were young men, and their cases were particularly severe (one patient had died by March 1981) (Grmek, 1990). The report emphasized that all five men identified as homosexuals and said that these unusual cases were likely related to “some aspects of homosexual lifestyle or disease acquired through sexual contacts” (MMRW, 6-5-1981). One month later, a second article published in the same CDC weekly bulletin reported that, since early 1979, twenty men from New York City and six men from California had all been diagnosed with Kaposi’s sarcoma, a rare form of skin cancer. All of these men were gay and, unlike traditional sarcoma cases, all were relatively young, with an average age of 39. The report also mentioned the discovery of ten new cases of gay men with PCP (Grmek, 199). Because these diseases were so rare in young men, and because they affected so many in such a short period of time, it soon became clear that there must be some common underlying factor that was weakening the immune systems of these patients.

In hindsight, everyone knows that the young, gay men dying of rare diseases like Pneumocystis Carinii Pneumonia (PCP)  and Kaposi’s Sarcoma  had AIDS, a form of immunosuppression caused by HIV. But from the perspective of those involved, these exponentially growing rates of death seemed to come out of nowhere and defied explanation. The first few years of the AIDS epidemic were thus filled with fear, confusion, and, more than anything, a feverish push to understand and control this “new” disease. 

Foucault tells a similarly story (albeit one occurring over a much longer time range) in his article “The Politics of Health in the Eighteenth Century” (Foucault 1984). In much the same way that, in the early 1980s, strange cases of disease appeared and mobilized the medical community, the 18th century saw “the emergence at a multitude of sites in the social body of health and disease as problems requiring some form or other of collective control measures"(Foucault, 1984, p. 278) These new health problems arose coterminously with new technologies and social arrangements—eventually centered around the hospital—aimed at detecting and controlling these new problems.

There are two insights from this history that are particularly relevant to understanding the history of AIDS. First, Foucault notes that these developments occurred in conjunction with a rapid accumulation of people in Western Europe that strained old styles of government and economic processes. Healthcare was one of a number of new mechanisms for governing these masses. Health, in other words, emerged as a standard against which to measure bodies and populations, and as means of ordering the multitudes to the needs of the economy (Foucault, 1984). Second, the 18th century development of a health apparatus was not a response to already apparent health problems: such problems, while certainly existing prior to the 18th century, were only made present by way of the health apparatus that emerged to detect them, suggesting a mutually constitutive process. 
The early years of the AIDS epidemic vividly illustrate the intrinsic relationships among disease, knowledge and control. The biological cause of the various reported cases of immunodeficiency would remain unclear for some time, but researchers and practitioners, in hopes of managing the escalating number of AIDS cases, rapidly began to gather information about the disease. Medical journals filled with studies comparing the physical attributes, demographic characteristics, and “lifestyles” of affected patients. By the end of 1981, researchers at the Centers for Disease Control and Prevention (CDC), which had already taken the lead in investigating these cases, were convinced that some sort of infectious agent was leading to the immunodeficiency, but not everyone shared such a view, nor was there any strong evidence for the existence of such an agent (Grmek, 1990). Under such ambiguity, a wide range of hypotheses emerged within the medical community that demonstrated not only a lack of biological evidence, but widespread ignorance about “the homosexual lifestyle” and, at times, cultural biases arising from the narrow experience of practicing epidemiologists. For example, in the summer of 1981, NYU professor Alvin Friedman-Kiem, one of the first researchers to look for commonalities between east coast and west coast cases of immunodeficiency, related these cases to the widespread presence of Kaposi’s Sarcoma in Africa. His belief was that the immunodeficiency arose because some homosexuals frequented bathhouses with sanitary conditions similar to those of equatorial Africa—the United States, he said, was harboring a “sexual third world” that, once cleaned up, would easily end the new pattern of immunodeficiency (Grmek, 1990, p. 9). Others, looking to commonalities in the cases observed or to the “homosexual lifestyle” in general, hypothesized that sperm deposited in the rectum, the use of corticosteroid creams to treat hemorrhoids, or the abuse of “poppers” (a type of illicit drug), could degenerate the immune system (Rushing 1995). 


By summer of 1982, roughly a year after its “discovery,” the name A.I.D.S. (Acquired Immune Deficiency Syndrome) was coined at a CDC conference and, through its use in subsequent CDC publications, soon became widely used to describe what by now was accepted as a new disease. Around the same time, based on reported cases of hemophiliacs having contracted AIDS through filtered blood transfusions, it became widely accepted in the medical community that a viral agent was involved in the spread of AIDS (Rushing, 1995). In response, an increasing number of research institutions began to invest time and money into researching the disease, seeking to isolate the mysterious virus causing what was quickly becoming an epidemic. Finally, on April 24, 1984, the Secretary of the U.S. Department of Health and Human Services announced that Robert Gallo and his research team at the National Institute of Health had isolated a retrovirus called Human T-lymphotropic virus type 3 (later renamed the human immunodeficiency virus, or HIV) and determined that it was the cause of AIDS (Grmek, 1990).
 


This search (its methods, its direction, its institutional support) for the underlying cause of the AIDS epidemic is part of a more general health paradigm. In other words, it involves a particular epistemology of illness and corresponding practices aimed at identifying and controlling illness within the population.   In particular, the above search is tied to Hospital Medicine, an approach to health that has dominated in the West since the beginning of the nineteenth century.
 As opposed to previous approaches, Hospital Medicine understands illness in terms of symptom, sign, and pathology: the symptom is an experience of a patient caused by an illness (e.g. the sweat and chills of a fever), the sign is a marker of an illness that can be identified by a physician (e.g. the abnormal temperature of a patient), and the pathology is the underlying cause of the illness that is experienced through symptoms and inferred through signs (e.g. the flu virus). Such an understanding of illness implies particular systems of for monitoring and controlling disease. It rests upon the clinical examination—a formal process by which an expert identifies the particular pathology within the body of the patient, and it is located primarily in the hospital—a carefully partitioned institution that helps to arrest bodies for examination and that separates the ill from the healthy.  Hospital Medicine manages illness by addressing its underlying pathology, most notably through the use of vaccines and antibiotics. In terms of managing an epidemic, Hospital Medicine implies a germ-centered approach that involves identifying and isolating infected elements or “carriers” of an epidemic disease (Foucault, 1973). 

The discovery of HIV is a clear example of Hospital Medicine at work. It involved analyzing signs displayed by patients in order to discover an underlying pathology—an agent or behavior that would serve as the grounding ontology and the fundamental cause of the epidemic. And while much of process involved lab work and the broad analysis of epidemiologists, the information motivating the discovery of HIV all came from the clinical examination, the bedrock of Hospital Medicine.

Knowledge of HIV also opened up new avenues for managing AIDS. In particular, it introduced an entirely new identity category into the fray—the HIV-positive, asymptomatic patient. The discovery of HIV quickly led to the development of ELIZA, a test that uses antibody counts as a sign for the presence of HIV. The test made possible various management strategies based on isolating carriers of the disease—for example, blood screening soon began. The discovery of HIV also gave those most concerned with the epidemic a measure of hope by opening up new possibilities for developing treatments, vaccinations or cures for HIV/AIDS. 
As we’ll see however, developments associated with Hospital Medicine make up only part of society’s set of strategies for managing AIDS. Drug treatments are expensive and have proven unable to fully eradicate HIV, and they came late in the epidemic. Before looking at the bathhouse closures and other attempts to prevent the spread of HIV in the population, however, let us first retrace the early years of the epidemic from the perspective of gay men. 

§2. AIDS and the Intersection of Health and Homosexuality


For gay men in New York City—one of the country’s groups hit hardest by AIDS—the initial years of the epidemic were very trying, not only because so many men lost lovers and countless friends, but because AIDS, a deadly sexually transmitted disease, cut to the core of gay identity, making the process of coping with and collectively responding to the epidemic particularly difficult. To understand gay men’s complex relationship to AIDS, one must look to a central aspect of the history of homosexuality: the intersection of two systems of knowledge and control anchored in the deployment of health, on the one hand, and sexuality on the other. 


The emergence of health as a property of bodies and populations to be controlled, a process discussed above, is part of the more widespread emergence of what Foucault (1990) calls bio-power, or power over life. Whereas in the past, biological existence was a sort of “inaccessible substrate” outside of the sphere of politics, it has in modern times become a political event, entering “knowledge’s field of control and power’s sphere of intervention”(Foucault, 1990, p. 142).  As Foucault put it:

“Western man was gradually learning what it meant to be a living species in a living world, to have a body, conditions of existence, probabilities of life, an individual and collective welfare, forces that could be modified, and a space in which they could be distributed in an optimal manner” (Foucault, 1990, p. 142). 

Bio-power, Foucault argues, evolved along two poles, the body and the population, both of which simultaneously emerged as objects of knowledge and control, implying new mechanisms and strategies of power. An “anatomo-politics of the human body” involved procedures to make the body docile and useful, while a “bio-politics of the population,” involved mechanisms for measuring and regulating properties of the social body such as birth rates, migration patterns, and disease frequencies (Foucault, 1990, p. 139).  


These two poles of development, the “anatomo-politics of the human body” and the “bio-politics of the population,” converge at the level of application, that is, in “concrete arrangements” organized around properties like health and sexuality (Foucault, 1990, p. 140). While they often function in different domains and in different ways, health and sexuality are both relatively recent social constructs that have become essential facets of the individual and of the population; both have been “assigned a role of normalization or pathologization with respect to all behavior”; and both relate to discourses and practices aimed at preserving normal health and normal sexuality within the population (Foucault, 1990, p.105).


As salient components of bio-power, systems for monitoring and regulating both health and sexuality center on the body and relations between bodies. They thus overlap in many ways, including, as mentioned above, in the management of the homosexuality, a type of sexuality (and thus a property of bodies) that has been called abnormal, unnatural, immoral, and, above all, unhealthy. While sex between men no doubt has a long history, “homosexuality” is a relatively recent term that first took form at the end of the nineteenth century (Halperin, 1990). The term arises from a change in the social status of sex between men, which has been increasingly understood as an act symptomatic of a person’s sexuality and thus indicative of a fundamental aspect of the self. With this change in status, same-sex acts, which were previously repressed only by law and religion, came into the purview of physicians and medical theorists, who, starting in the United States in the 1880s, began to observe, research, and develop treatments for what appeared to be a new and strange perversion of the sexual instinct (D’Emilio, 1988). This medical discourse on homosexuality was central to how society viewed homosexuals and how homosexuals viewed themselves; homosexuals were “sick,” “degenerate” men whose pathology, which lay somewhere between psychological and biological realms, displayed particular symptoms, like a desire for other men and a susceptibility to other disease and immoral habits.


The appearance of AIDS within the gay community in the United States in the early 1980s brought health institutions and discourses back in contact with the homosexual body, challenging the positive view of homosexuality that had begun to develop both inside and outside of the gay community in the years. In particular, the pathological conception of homosexuality, which still held sway among certain social elements, encouraged slippage whereby the fact that gay men represented a large percentage of those diagnosed with AIDS easily translated into beliefs that homosexuality was the cause of the disease, or, worse yet, that homosexuality was the disease (Padgug & Oppenheimer, 1992). One sees the results of this slippage everywhere. For example, prior to the widespread adoption of “AIDS” as a label in the summer of 1982, the media, lacking a general consensus from scientists, came up with its own names for the newly observed disease, including “gay cancer,” “the gay plague,” and “Gay-Related Immunity Disease,” or GRID. 


Also, in part because of a similar slippage, it took a very long time for medical journals to acknowledge the possibility of “normal” people getting AIDS. Writers of an editorial in the New England Journal of Medicine, for example, deliberately ignored evidence of heterosexual transmission evidence in laying out hypotheses for the etiology of AIDS (Padgug & Oppenheimer, 1992). This slippage arose out of and ultimately encouraged the same sort of sexual conservatism that discourses about homosexuality as pathology did in the past: it was widely assumed, for example, that one need only be “normal” or “proper” in order to avoid getting AIDS. 


Connections drawn between AIDS and homosexual identity did not merely encourage negative views of homosexuals—they had real effects on gay men. Such assumptions encouraged fear of homosexuals, who, being equated with AIDS, were thought by many to transmit AIDS through casual contact. Most troubling of all, these assumptions encouraged a general neglect of AIDS and the devastating effects it was having on the gay community, not only because the disease was only affecting less-valued members of society, but because it was possible to rationalize the disease in ways that discouraged taking measures to stop its spread (Shilts, 1987). One sees such rationalization in a now infamous statement by conservative commentator Patrick Buchanan: “The poor homosexuals—they have declared war on nature, and now nature is exacting an awful retribution” (New York Post, May 24, 1983). 


Among gay men and those with more intimate knowledge of “the homosexual lifestyle,” AIDS elicited more nuanced concern. Particularly in the first year of the epidemic (1981-82) there appeared to be relatively little discussion of “the gay plague” in the gay press. At first, the number of gay men afflicted with AIDS was not nearly as high and alarming as it would become by 1983, but the cautious silence was not entirely because of the disease’s low profile. Many gay men were hesitant to embrace the disease as an issue, to talk about it as a problem that required a response from the gay community, because encouraging the association between the disease and gay men would only further fuel the discrimination that the “gay plague” had facilitated and would threaten the precarious gains in legal and social acceptance that gay men had fought so hard for in the 1970s (Padgug & Oppenheimer, 1992). For many gay men, however, AIDS not only put the social acceptance of a gay identity at risk, it challenged the sexual acts that had given rise to that identity. 


As mentioned above, epidemiologists at the CDC profiled initial AIDS patients very early on in the epidemic in order to look for common physical and behavioral factors that might account for the disease. As the director of the CDC noted, “the most important variable was that AIDS patients had more male sexual partners than the controls, an average of sixty per year for patients compared to twenty-five per year for the controls” (Bayer, 1989, p. 22). By implicating ‘promiscuity’ in the etiology of AIDS, the CDC and other members of the medical community made problematic the very acts that, for many, defined what it was to be gay. Gay liberation movements, particularly in the late 60s and early 70s, fought not only for legal protection of gay people, but challenged what they saw as restrictive and oppressive sexual morals that organized society. They fought to change homosexual sex from a source of shame to be repressed to a source of pride and of pleasure. The pleasures of homosexual contact, the mixing of bodies that gay men had managed to wrest from the purview of the medical apparatus, had once again become illicit and unhealthy, this time because of such a mixing of bodies provided an ecological niche for a particularly deadly disease. To have these very acts be the source of disease, to demand that such acts must be abandoned, was, at best, seen as a difficult task, and at worst, an overt threat to gay people. Illustrative of such concerns was a widely publicized debate among physicians prior to the discovery of HIV about the whether promiscuity led directly to immunodeficiency or was a co-factor, encouraging the spread of an underlying infectious agent. Such an argument was not merely a matter of competing clinical hypotheses awaiting further evidence—it was rife with moral implications about the value of promiscuity and the responsibility of the promiscuous (Rushing 1995).


Amidst the cautious silence created by these various concerns, a number of outspoken physicians and a small group of gay men writing for various gay publications tried to challenge gay men to consider their sexual habits and respond to what the writers saw as a growing crisis facing the gay community. Whether a cause or a cofactor, they said, promiscuity was a problem. A now emblematic member of this vocal minority was Larry Kramer, a gay columnist who took a rather emotional stance on the matter and who played a crucial role in the establishment of New York City’s first large, gay organization created to respond to the epidemic, Gay Men’s Health Crisis (GMHC) (Bayer, 1989). In a very dramatic plea, Kramer published a column in The Native in 1983 called “1,112 and counting” in which he says “I am sick of guys who moan that giving up careless sex until this blows over is worse than death. How can they value life so little and cocks and asses so much? Come with me, guys, while I visit a few of our friends in intensive care…Notice the looks in their eyes, guys. They’d give up sex forever if you could promise them life” (Kramer via Bayer, 1989, p. 27). Such calls for sexual restraint, whether as impassioned as Kramer’s or more measured, met with strong resistance from some gay men. Many criticized the moralism that seeped into many such pleas (above, for example, Kramer calls sexually active gay men “careless,” implying a reproachable negligence), and claimed that, unhealthy or not, it was their right to choose to have sex. Others considered such pleas to be thinly veiled attacks on gay men by “self-hating gays” and a still intolerable society, attempts to revive conservative sexual morals of older times. 


Out of such debates within the gay community, an intermediate position emerged that is particularly interesting in light of the history of discourses surrounding health and sexuality. By promoting “safe sex,” forms of sex that do not transmit HIV, gay activists were able to resist the wholesale condemnation of homosexuality and homosexual sex through a productive compromise between imperatives of health and a desire for mixing of bodies and transmission of pleasures. Safe Sex as an HIV prevention strategy could only have emerged from a population with a “liberated sexuality,” from people not obsessed with “normal” sex--as Crimp famously put it, “it is our promiscuity that will save us” (Crimp, 2002, p. 64).
§3. The Bathhouse Debates


As seen above, AIDS has both reinvigorated and redirected longstanding conflicts over the value of acts and identities associated with deviant sexuality by reconnecting these acts and identities to health and its management. In much the same way, AIDS created conflict over various social arrangements that support sex between men. As will be covered in more detail in the next chapter, bathhouses and other venues supporting sex between men have, over the past century, been instrumental to the development of an affirmative homosexual identity and have had a mutually reinforcing relationship to such identities. The emergence of AIDS led to debates over whether to regulate or close down bathhouses— first in San Francisco and then in New York—which, just like debates over ‘promiscuity’ mentioned above, pitted those championing the positive sexual role of such institutions against those who saw the negative effect institutions were having on gay men’s health. The gay bathhouse became a powerful symbol for both those in favor and those against regulation: for some, the institution represented all that gay liberation had achieved over the past 15 years, a centerpiece of gay community where sex between men was free of shame. To others, bathhouses were the “killing fields,” breeding grounds for disease that were a symbol of the irresponsible sexual culture that was killing gay men. 


Part of the reason that the bathhouse debates were particularly divisive for both gay communities and government bodies interested in public health—more so than those debates surrounding talk about promiscuity—was because, unlike sex itself, these institutions which housed sex were at least somewhat public, both in the sense of being prominent and visible in the community, and in the sense of being within closer reach of coercive government action. In early 1985, well into the epidemic, one could still see lines of men waiting outside the St. Marks baths on a Friday night—a sight that angered many AIDS activists and motivated calls for government action (Bayer 1989).  


Many gay men were very concerned by the prospect of bathhouse regulation, as suggested by the persuasive warning issued by Thomas Stoddard of the NYCLU, who said that “homophobes and perhaps more well-meaning health officials will ultimately push the logic to its ultimate extreme—if bathhouses, why not movie houses, and if movie houses, why not gay bars, and if we close all of these dangerous places, why not criminalize the underlying conduct?” (Bayer, 1989, p. 55). This slippery slope argument powerfully evokes the specter of the sodomy statutes, the most blatant example of the government’s repression of homosexuality. Considering the history of government oppression, gay men were particularly distrustful of government intervention into their way of life. Bathhouse closure, even if well intentioned, would inevitably be viewed by many gay men as an attempt to once again marginalize gays. And as said before, gay men were also all-too-aware of the role that the medical establishment played in oppressing the homosexual, so a public health rationale remained unconvincing to many.


Yet a vocal minority of gay men very passionately argued in various gay press outlets for stronger measures to be taken to stop the bathhouses. Randy Shilts, for example, chastising the culture of the baths, wrote that, “By the mid 1970s, promiscuity was less a lifestyle than an article of faith…Before long an entire subculture and business network emerged catering to drugged out alcoholic gay men with penchants for kinky promiscuous sexual acts” (Bayer, 1989, p. 29). Shilts’s cynical and moralistic tone pervaded many arguments made by frustrated commentators towards their fellow gay men. 


The National Gay Task Force, concerned with growing calls for action coming from within the gay community, wrote that:

 “We oppose efforts to close any gay establishment…Still this spring we may see baths and bars prohibitied. We may witness, as one man suggested, a wholesale assault on such businesses though harassment under fire and police code violations brought to the authorities’ attention be gay zealots. We may see, indeed, a form of gay civil war…” (Bayer, 1989, p. 54). 

This divisive conflict within the gay community was not merely between those obsessed with bathhouse sex and those disgusted by it, though, particularly in more heated moments, various parties were certainly portrayed as such. Among those against the government closing bathhouses, many wanted to see something done, be it boycotts of the baths by the gay community or a stepping up of safe sex education. Interested in a fair a proportional response to the threat of aids, many debated about whether government intervention could be effective in stopping gay men from spreading the virus through high risk sex. 


In favor of closing bathhouses, some argued that education and risk reduction messages simply weren’t working. A report by a group of gay activists called The Coalition for Sexual Responsibility—which claimed that only two of the 10 NYC bathhouses had fully complied with their January 1985 recommendations calling for increased education in bathhouses and for minor structural changes that would deter high-risk sex, gave much credibility to this point—as did various surveillance reports claiming that high-risk sex was still going on in bathhouses (Bayer, 1989). Many thus called for public health to take a stronger approach. Closing the bathhouses would not stop high-risk sex from happening, but it would certainly make it more difficult. Furthermore, it would send a message to the gay community that the AIDS epidemic is serious enough to merit such drastic measures and would perhaps change the culture of sex that was harming the community. 


From the outset, New York City public health officials were against closing the bathhouses. Roger Enlow, head of gay and lesbian health affairs at the New York City Department of Public Health, said that such measures would be a “gross infringement on individual choice and freedom,” while New York City’s commission of health, David Sencer, said that “I don’t think that changing the habitat is necessarily going to change the behavior…To try to legislate changes in lifestyle has never been effective” (Bayer, 1989, p. 53-54). In particular, those opposed to closing the bathhouses pointed to evidence suggesting that, at this point in the epidemic, HIV rates among gay men are so high that choosing partners inside or outside a bathhouse is largely irrelevant—all sex is risky sex. Furthermore, by closing the bathhouses, public health workers would lose a key point of access to those who are in most need of prevention education, and would fuel and “underground epidemic” outside of public health’s reach (Bayer, 1989). In general, Sencer and others recognized the importance of establishing trust with the gay community for ensuring cooperation in other public health efforts. Closing the bathhouses, even if they were facilitating activities that spread AIDS, would violate that trust and might hurt prevention efforts in the long run.


By September of 1985, the bathhouse closure debate, as many against government intervention feared, had picked up some political momentum. The city and state government’s policy had thus far been relatively hands off, instead relying on voluntary action by the gay community in hopes that the issue would resolve itself without the need for government intervention. On September 30, however, the governor of New York, Mario Cuomo, asked the state health commissioner, David Axelrod, to once again look over the bathhouse issue, alluding to widely publicized reports of women infected by bisexual men and to the birth of children with AIDS. The following day, Mary McGrath, the Republican candidate for the mayor of New York City, sharply criticized the lack of government response to AIDS, publicly calling for the government to close gay bars, bathhouses, theaters, and pornography shops and to institute mandatory HIV screenings for all “teachers, food handlers, health care workers, barbers, beauticians, and prostitutes” in order to remove diseased persons from such dangerous positions. The specter of what gay people and public health workers saw as an unscientific, hysterical, and anti-homosexual public was always looming over previous bathhouse discussions, but with the debate now playing out in political discussion, that same public became a force unto itself (Bayer, 1989).


Thus, contentious debates within public health and the gay community about the relative value of sex, health, and civil liberties and about effective HIV prevention approaches were never resolved. Since enough evidence could be compiled so as to support the state’s large political faction in favor of closing the baths, the actual efficacy of such an action, if it ever could have been known, became irrelevant. Based on a executive order from the director of the New York State Department of Health, New York City’s health department forced the closure of the majority of bathhouses in the city. 

§4. Privacy, Prevention and the Emergence of Risk 

From the virus-centered perspective of Hospital Medicine, an epidemic should be managed by identifying pathological entities and either isolating or repressing them. In the case of the AIDS epidemic, this approach, as seen above, obviously involved identifying HIV and developing anti-retroviral drug therapies to isolate the virus (i.e. stop its spread in the body). Stemming from knowledge about HIV, however, the virus-centered Hospital Medicine perspective also suggests a need to identify and isolate those entities that carry HIV, such as infected blood and semen, infected individuals, and infected spaces.  The successful attempt to close down gay bathhouses that was discussed above, follows this logic of Hospital Medicine: People identified bathhouses as pathological spaces—spaces that spread HIV to those who interact with them—and so, in order to stop the spread of the pathology that such spaces carry, bathhouses had to be ‘isolated’ from individuals, i.e. shut down. 

Analyzing bathhouse regulation as a health management strategy grounded in Hospital Medicine logic highlights the coercive nature of Hospital Medicine’s approach to health—a coercive nature that is not evident at the level of a virus. As we’ve seen, when Hospital Medicine’s coercive methods operate at or above the level at which entities (supposedly) become autonomous, agentive subjects, legal battles and political controversies ensue. In particular, such strategies get caught up in the debate that has plagued epidemic management for centuries: that concerning the tradeoff between individual liberty and the collective interest of preserving public health. In the latter half of the 20th century in particular, the United States and other liberal democracies increasingly protected individuals against government coercion. In particular, people in the United States developed a new sense of the nature of privacy, as reflected in a major trend in judicial interpretation of the constitution whereby a constitutional “right to privacy” slowly took form. This new privacy right was central to the bathhouse debates, as seen in the court battle between the St. Marks baths owners and the city of New York that would cap the end of New York City’s controversy. Respecting legal precedent, both sides of the case acknowledged the strict standard of scrutiny required in cases involving government intrusion into private space, and so the case largely hinged on whether bathhouses should be understood as a commercial establishment in the public domain or as a space similar to the home that should be considered private (Bayer, 1989).

While the St. Marks baths eventually lost the case leading to the closing of most New York City bathhouses, other attempts to implement coercive policies and laws in order to isolate HIV largely failed because of the country’s new emphasis on civil rights. In the first decade of the epidemic, for example, one finds many instances of legislators or public health officials seeking to use—or seeking to be able to use—quarantine methods against those spreading the disease. Quarantine, of course, is a perfect example of Hospital Medicine’s approach to health, as it involves identifying infected individuals and isolating them from the rest of society—a practice one sees traces of in the very functioning of hospitals. The large majority of members of the public health community came out against such measures—as David Sencer once pointed out, historical evidence shows almost no success whatsoever in the use of quarantine methods to contain contagious disease, no less for a disease that spreads through such specific behaviors as sex and IV drug use (Bayer, 1989). Civil rights advocates and gay activists were also strongly opposed to quarantine, regardless of legal protections afforded to those quarantined, and fought very hard to stop legislative attempts to allow it—attempts which many perceived as indicative a rise of authoritarianism in the US. With the combined weight of public health, gay political organizations, and the ACLU and similar organizations, serious attempts to authorize quarantine powers in Texas, Colorado, and California were all quashed very quickly. Coercing individuals into abstaining from sex through quarantine for dubious public health gains was too much for most people to stomach. One sees largely the same fate for other attempts to exclude HIV positive individuals or people with AIDS from various social spheres. Mandatory screening of individuals for HIV was considered an excessive violation of privacy except in circumstances where one could identify a particularly decisive public health need for screening—as was the case with screening sperm and blood donors, for example. 

The successful regulation of gay bathhouses, then, was an exception to the rule (carried through in large part because of the ideological interests encouraging closure): The majority of behaviors, spaces, and agents that are instrumental in the spread of HIV are considered private, that is, outside of the sphere in which the government, by law or by custom, is able to easily act. As a largely “private” epidemic, then, AIDS has prompted—or at least accelerated—the development of an alternative to Hospital Medicine—health management mechanisms that are aimed at affecting private actions while respecting the social and legal standards of agency and autonomy. In particular, one sees an increased emphasis on education and the reduction of risk—strategies, as mentioned above, that those gay men and public health professionals opposed to bathhouse regulation advocated. These strategies are associated with what Armstrong (1995) calls "Surveillance Medicine," an approach to illness and its management that has begun to eclipse, or at least modify, Hospital Medicine. 

Surveillance medicine involves a new outlook on health, which is no longer characterized by a distinction between healthy and ill, but rather by a continuous spectrum of factors that imply susceptibility to illness. Illness is no longer a localized pathology identified through examination, but a future affliction to which all individuals, communities, and populations are more or less susceptible depending upon the relative presence of a number of “risk factors.” Applying this to our case, one could say that having multiple sex partners, engaging in anal sex, attending a bathhouse, being gay, living in New York, and having HIV are all factors, among countless others, that increase an individual’s risk of contracting AIDS (Armstrong 1995).  Note also that, because risk is fundamentally about projections and statistics, it can apply to behaviors, individuals, attitudes, and spaces, none of which are inherently risky in the way that a pathology makes one inherently ill, but instead are statistically correlated with future illnesses and other risk factors.  This view of health does not negate the Hospital Medicine perspective, but rather incorporates it: according to Surveillance Medicine, a diagnosed illness is, from a management point of view, no longer a problem in of itself, but a factor contributing to an individual’s risk of contracting new diseases, of experiencing new symptoms, and, ultimately, of dying. As Armstrong puts it, “the problem is less with illness per se but with the semi-pathological pre-illness at-risk state” (Armstrong, 1995, p. 401).

This shift towards a focus on health risks as opposed to diseased entities is part of a more general trend identified by contemporary social theorists, a recent change in the mechanisms of society’s governance whereby risk becomes central to the management of a variety of social problems. In terms of health, the salience of risk corresponds to a variety of new mechanisms for gathering information about and managing disease. 


First and foremost, by replacing the distinction between healthy and ill with a continuum of risk, Surveillance Medicine no longer limits itself to diagnosing those who have deviated from a perfect state of health, but focuses instead on the countless number of factors found throughout the population that put people at risk of illness, dramatically increasing possible sites of knowledge collection and intervention.  One sees a shift towards this approach in the rise of the “new” public health—a health movement with roots in 1970s criticisms of the high cost and questionable efficacy of biomedicine that has championed a return to a focus on prevention, on the environment and on the social roots of disease (Lupton, 1995). As it has applied to the management of AIDS among gay men, this perspective takes into account ''the entire spectrum of behaviors and thoughts and feelings and values that make gay culture so susceptible to AIDS” (Rotello, 1997, p. 189). 

While members of the ‘new’ public health movement often criticize the virus-centered approach to AIDS management, prevention and biomedical approaches to health are not generally opposed to one another (though they are certainly in competition for resources.) The isolation of HIV, which—as we have seen—was grounded in the institutional arrangements and research fields associated with Hospital Medicine, has greatly increased society’s means of monitoring and preventing risk. In particular, it has affected primary prevention by enabling the HIV test, which extended and complicated the landscape of risk behaviors, identities, spaces, and attitudes that underlies the AIDS epidemic. 

This new, expansive method of knowledge-gathering corresponds to new methods of managing illness, or, to be more precise, of managing risk. Surveillance Medicine involves a “responsibilization” of health, whereby the maintenance of health within a population increasingly falls to individuals and communities rather than experts and centralized institutions (Lupton, 1995). Unlike a virus, which is best identified by an expert well-versed in the signs and symptoms of various pathologies, risk is both pervasive and immediately intelligible, meaning that the average individual, by way of risk, becomes more involved in the management of— and thus more responsible for—his or her own health and the health of others. 


One sees elements of such a perspective in the previously discussed proliferation of safe sex practices within the gay community. Since very early on in the AIDS epidemic, gay men (particularly affluent, white gay men) have actively engaged with expert medical institutions, keeping up on evolving theories of the epidemic and critically evaluating prescriptions (and proscriptions) from health experts. Based on this knowledge, which soon implicated the transmission of blood and semen in the spread of AIDS, many gay men very rapidly modified their behavior by adopting safe sex practices, in order to reduce their risk of contracting AIDS.


The entire bathhouse controversy, however, stems from the fact that many gay men did not modify their behavior, but instead continued to engage in unprotected anal intercourse (UAI) and other risky behaviors. Surveillance medicine is typically grounded on the assumption (put simply) that normal individuals are autonomous and value their health, meaning that, given proper information about the risks associated with various behaviors, individuals will choose to and be able to modify their lifestyle accordingly. Thus, from a Surveillance Medicine perspective, men who engage in UAI in bathhouses either 1) lack proper information about risky behavior, 2) lack the normal ability to modify their behavior or 3) lack the normal (or dare I say “healthy”) regard for their own health (Lupton, 1995). In order to reduce these risky behaviors, then, the ideal strategy is to try, in every way possible, to convey knowledge to the men who engage in these behaviors that will change their perspective on and attitudes towards health and risk. This process of education requires intimate, non-coercive engagement with those in need of reform. This is why many health educators were concerned about closing bathhouses—these institutions provided access to those in need of education, and an attack on bathhouses threatened to alienate that target population. Rather than repress bathhouses and promiscuity, Surveillance Medicine seeks to work with and through these institutions and behaviors. 


Thus, the ultimate goal of Surveillance Medicine as applied to STI prevention among gay men is to spread Surveillance Medicine knowledge and practices among the individuals, communities, and institutions involved in homosexual sex. Because the highest STI risk factors are related to sex, a very widespread and very private affair, much of this work is done through individuals—those with most immediate access to these risk behaviors—who are encouraged to identify risk factors through self-surveillance and to modify behavior so as to reduce risk. The ultimate goal is to not to fully prohibit sexual contact between individuals, which, after all, is not entirely risky, but to increase the extent to which such contact is mediated by a risk perspective. A final victory then, is not to be found in abstinence and the like, but in the further diffusion of risk-reduction behaviors.

Information Structure and the Pursuit of Sex


The adoption of new media technologies, be they books, cameras, or televisions, has always generated widespread interest in that which lies beyond reality. What does it mean to immerse oneself in the world of a novel, to see the past vividly represented in the present, or to spend an evening in “TV land”? Such fascination with what I will call the “virtual” has become all the more pressing with the advent of digital media in the latter part of the twentieth century, which has allowed for the convergence of various older media forms into one comprehensive, interactive system that supports complex, mediated social interaction as never before. Out of an all-too-real infrastructure of telephone and cable lines, data processors, and pixellated screens emerges a collectively accessible virtual world that increasingly resembles reality—a “cyberspace,” as William Gibson first called it in his imaginative sci-fi novel Neuromancer. 

This idea of cyberspace has captured the popular imagination, as demonstrated by the slew of neologisms–cyberculture, cyberchat, cybersex, cyberworld, cybercafe, etc.–that entered everyday vocabulary in the mid-1990s, and while musings about cyberspace surpass the actual state of the Internet (Neuromancer being a clear, early example of cyberspace hyperbole), the underlying concept of virtual space is instrumental to our most practical understanding of how we experience the Internet. Our use of the world wide web, for example, tends to be represented in thoroughly spatial terms: when “surfing” the Internet, one starts at “home,” which is often a “web portal,” and uses the browser interface to go “back” and “forward” between “sites.” 

One can draw similar parallels between gay bathhouses and online configurations that facilitate sex between men—manhunt.net, after all, has been called a “virtual bathhouse.” But what exactly is the relationship between a bathhouse and a “virtual bathhouse”? Both serve to bring together men searching for sex, and both, through their structural organization—be it physical architecture or website design—establish a framework that facilitates that search. But beyond these functional similarities, what common ground between a bathhouse and a sexual networking website allows for their comparison? In this chapter, I will first challenge the distinction often made between the “real” and the “virtual” in the social study of the Internet and introduce instead the more productive perspective of symbolic interactionism by which bathhouses and sexual networking websites can both be analyzed as venues that structure the flow of information between social actors. Next, I will provide the contexts that determine how bathhouses and sexual networking websites are designed, looking at the institutional and cultural history of both venues. Finally, I will analyze the information structures of bathhouses and Manhunt.net (the first and most popular sexual networking website), showing how each venue provides the safety, seclusion, and cruisability that men seeking men for sex look for in a successful venue.

§1. Signs, Presence and Social Interaction 

 In much of the literature studying online social interaction, researchers draw a very sharp, unexamined divide between real and virtual spaces, real and virtual communities, and real and virtual relationships (Rheingold 1993; Nunes, 2006; Wellman & Gulia 1999). When the distinction between real and virtual is manifest as a distinction between real relationships and virtual relationships—those that occur offline and those that occur through the Internet—it becomes clear that the “real” distinction being made is between that which is mediated and that which is unmediated. As the argument goes, interacting with someone face-to-face is the most “real” interaction; being present with another person is how we find out who they really are. Media allow a person to extend a message over time and/or space, but in doing so strip a message of its context, from the presence or signified that gives the message meaning. A sign, then, only takes on meaning in referring back to it context. For example, the depiction of a person on a webcam is considered meaningful because we understand that picture as referring back to an actual, real, unmediated person.  


This understanding of communication and meaning, which is foundational to notions of the real and the virtual as well as to philosophy in general, has been challenged by “post-structuralist” and “postmodern” traditions in social theory and criticism. Much of Derrida’s early work concerns itself with showing the fallacy of positing a stable presence to which all absences relate, an unmediated referent to which all signs refer. Our notion of a stable referent is a product of the very sign that supposedly refers to it. In fact, the very distinction between referent and sign is flawed, because meaning is not outside of and transmitted through signs, it is produced in the differential organization of signs (Derrida, 1972). As Derrida famously put it, “nothing exists outside of the text.” 

Applied to our discussion, Derrida’s ideas suggest that there is no such thing as a state of unmediated communication that grounds all mediated communication; experience in general, including the experience of being present with another person in a face-to-face interaction, is all mediated by—or better yet, constituted through—the transmission of signs. Offline interaction, then, is no less mediated, no more real, than online interaction, both being instances of sign transmission.  This salience of the sign thus provides a starting point with which to level the playing field between offline and online spaces and interactions, allowing us to put them on the same plane so as to enable a more careful comparison of how they differ. 


While not necessarily assuming the same relationship between sign and referent, between communication and presence, a long tradition within social research takes signs or meanings as the objects of social research. Particularly relevant to the framework I will develop is the work of Irving Goffman, whose dramaturgical perspective for understanding social interaction and communication has influenced a number of sociological fields of study, including research on social deviance research on gay men and public sex and the still-growing field of computer-mediated communication studies (Goffman, 1959). 

In his groundbreaking work, The Presentation of Self in Everyday Life, Goffman compares everyday social interaction to a play and its performance. He broadly defines communication as involving not only those signs that an actor gives—the “lines” of a play, or those signs intentionally expressed so as to convey a message—but those signs that an actor gives off—those signs that are symptomatic of the actor, or that help inform the situation or context of the interaction (Goffman, 1959, p. 2). Communication, then, is not merely the exchange of messages, but the exchange of impressions, intentions, etc. through attention to the full array of sign channels available to a given situation—body language, gesture, eye contact, tone of voice, etc. A social situation, then, primarily involves various actors expressing, controlling, interpreting, and responding to signs in a performance that constantly changes actors’ prevailing assumptions governing action. Any social encounter is “a kind of information game—a potentially infinite cycle of concealment, discovery, false revelation, and rediscovery” (Goffman, 1959, p. 8).  Such a perspective lends itself well to the claim made above, namely that all interaction is mediated by signs. As Goffman puts it, “we live by inference”  (Goffman, 1959, p. 8).

Goffman’s influence on the field of Computer-Mediated Communication research is perhaps best exemplified in current use of the theory of  “social presence,” a construct that has become both an important variable in research exploring differences between various media and a prominent design goal in the creation of new configurations of digital media technology. Social presence is part of what Walther, Anderson and Park (1994) call the “cues-filtered-out perspective,” a theory of communication that seeks to explain differences between communication mediums in terms of the availability of various sign-transmitting channels.
 Social presence, then, depends on “the number of channels or codes available within a medium; the fewer the channels, the less attention paid by the user to the presence of other social participants” (Walther, Anderson & Park, 1994, p. 461). In an Instant Messaging
 conversation, for example, there are no available channels for transmitting things like eye contact, voice intonation, body language, and physical appearance, and so one’s sense of the presence of an interlocutor is attenuated. 

Social presence theory is a good example of how Goffman’s notion of social experience as sign transmission can be put to use in comparing online and offline interaction. When our sense of social presence is translated into a set of signs, it becomes possible to see how interactions with people play out in both “real” and “virtual” situations. That said, social presence theory, insofar as it is represented in terms of degree, is still grounded in the assumption of an unmediated presence. In order for people to be experienced as “more” or “less” present, there must be a single, stable presence that is being more or less realized in various interactions. What identity does social presence assume is being projected? Who is the “person” that is supposedly more or less present in a mediated social interaction?

In early uses of the theory, the “person” grounding social presence as a measure appears to be the person of a face-to-face interaction. An individual encountered “in person,” offline or face to face is considered to be fully present, while individuals encountered through other communication media are present only insofar as the medium in question is able to represent their face-to-face presence. In terms of sign transmission, the argument is that FtF interaction allows for a rich set of cues that mediated interactions try to extend over space and time, but with a certain amount of loss or distortion. The amount of presence that a medium enables is tied to the amount of FtF cues present, and declines as this set of cues is parsed down. 

In recent years, most social presence-related research and design has shifted from a focus on sensory awareness of an embodied other to a focus on psychological involvement, in other words, on the ways that intelligence, cognitive states, intentionality, etc. can be represented (by the body or otherwise). Social presence is seen as a property of the mind that, in FtF interactions, is expressed primarily through the body-as-medium. In technologically mediated interactions, social presence is the degree to which the mind can realize or express itself through disembodied representation (representation which, once again suggesting the privilege granted FtF interaction, aspires to digitally recreate the body).

Regardless of whether one grounds the measure of social presence in ability to represent the mind, the physically proximate body, or any other entity, one is always going beyond the understanding of social interaction as the exchange of signs, positing a stable presence outside of the “information game.” In all that follows, I want to hold fast to the claim that mediated presence is all that we have access to. Any objective sense of presence is either false or irrelevant to social life. When an individual enters the presence of others, the information collected by the others does not just include, but is in fact coextensive with, the presence being described. 
Furthermore, this perspective suggests that there is no essential personhood, no self, that is outside the play of signs. Instead, a collage of signs allow us to infer the presence of a unified self, an identity behind the signs. In any interaction, various aspects of self are or are not presented depending on 1) the social role or circumstance of the interaction, which includes the intentions and assumptions of the actors involved, 2) the characteristics of the interaction environment, which sets the parameters on the expression and interpretation of signs, and 3) the relative skill of the performer and the audience in expressing and interpreting.

One must always ask: what aspects of our offline selves are we trying to project online? How does both the technological medium and the design medium affect our ability to do that? Also, what don’t we want to project online? What makes manhunt interesting is that the design is not meant primarily to increase possibilities for social presence, that is, it is not meant to extend “intelligence” online. It is meant to increase possibilities for sexual attraction through extending representations of the body and of sexuality online.

For the purposes of finding a partner or promoting health, the relevant difference between a bathhouse and a personals website is not that one is virtual, the other real. What matters is that these two spaces, through their organization, set very different parameters for information exchange, enabling actors to manage and interpret information in ways that influence, among other things, the types of interactions that take place in a space and the outcome of any given interaction. 

Having established the tenets of symbolic interactionism, we now will apply it to the interactions with which we are dealing--cruising and health prevention. This chapter will look at bathhouses and personals websites, two venues that have been particularly significant in both the history and present state of sex between men. How do these venues shape the interaction that occurs in and through them? To ask the question this way doesn’t really convey the dynamic nature of the venue-actor relationship. Venues, like actors, are organized towards particular (often conflicting) ends, and “act” within larger institutional, legal, physical, and financial constraints. Furthermore, venues are not static, but are constantly utilized by actors as part of their interaction. With these caveats in mind, perhaps the better question is, how do bathhouses and websites organize themselves so as to facilitate interactions among men looking for sex and under what constraints? I will give both bathhouses and the Internet an institutional/historical context, and then discuss the physical/informational organization of each as limited by that context, oriented towards encouraging hookups.
§2. Same-sex Desire and the Gay Bathhouse

In the opening of the 20th century, sodomy and other sexual acts between men were illegal across the country, making any sort of sexual rendezvous between men, much less the establishment of a homosexual community, particularly difficult and risky. Treated as outlaws, however, men interested in same-sex contact learned to live outside the law, exploiting a wide variety of “cracks in society” in order to meet each other and not get caught (Berube, 1996, p. 189). At the turn of the century, major changes in society’s organization made finding such “cracks in society” more and more feasible. The rapid rise of American cities and urban populations provided men with spaces where they could be anonymous and outside of the constant surveillance of kin, while, relatedly, the increase in wage labor opportunities made moving to such cities and maintaining looser, less constraining ties with family possible (Aldrich, 2004).

In New York City, men at the turn of the century were relatively free to explore and develop deviant sexualities in a variety of spaces offering varying degrees of anonymity, freedom from surveillance, and prospects for finding other interested men, including parks, tearooms, piers, backstreets and boardwalks. Of all these spaces, the bathhouses were the most enduring, the most affirmative of a deviant sexuality, and—particularly in the early decades of the 20th century prior to the advent of gay bars—the most important to forging a community (Chauncey, 1994). As a bridge between the sexual zones of parks and tearooms—which brought together men interested in sex with men—and the social zones of bars and restaurants—which brought together men with established sexual identities that motivated broader sociability—bathhouses were central to the formation of many people’s sexual identity and to many people’s initiation into “the gay world.”


Of all possible spaces within which men could find other men for sex, why did the bathhouse play such a central role in urban gay life throughout North America and Europe in the 20th century?  Why did the gay bathhouse, with all of its particular structural features, house policies and social customs, emerge as an institution that would support, foster, and shape homosexual desire? To answer these questions, one must first understand the gay bathhouse as an adaptive institution that has developed and evolved in concert with the similarly evolving social, legal, and political position of homosexuals and homosexuality in society. By looking at this context, we will get a sense of why gay bathhouses operated as they did, and will prepare ourselves for a closer look at how bathhouse design serves this function.


Bathhouses did not begin as exclusively gay institutions. They were initially constructed for other purposes and gradually appropriated by gay men. In New York, as part of a social hygiene campaign in the late 19th century, the city government constructed a number of public baths in densely populated tenement districts throughout the city in order to encourage cleanliness among the poor, most of whom had no plumbing at home. Staff carefully monitored these public baths, but, being large, accessible, and inexpensive, these facilities nonetheless were cruised, particularly by working class gay men who, while usually arranging to go elsewhere, engaged in the occasional discrete encounter within the bathhouse (Chauncey, 1994). While far more expensive, the facilities most agreeable to gay men in earlier decades were the Turkish and Russian baths that had became very fashionable at the turn of the century. These private facilities, while certainly varying in design, tended to be far more luxurious than later bathhouses, often importing the perceived exotic and ostentatious architecture of the Orient and offering patrons the use of masseurs, manicurists, cafes with refreshing beverages, cigar lounges, swimming pools, and gymnasiums (Chauncey, 1994).
 


It is certainly no coincidence that social hygiene initiatives, middle and upper class social fads, and homosexual desires all converged on the bathhouse. All three social currents relate to a general reification of the body, which in recent times had become the focal point for discourses on cleanliness, purity, aesthetic beauty, and male fraternity. This connection becomes particularly clear when one considers the culture of the Turkish baths, which were seen by typical patrons as shelters from the chaos and pollution of the modern city—spaces that would help protect and preserve the masculine body (Potvin, 2005). Inside, these baths encouraged a celebration of the male body through a design that put bodies on display. While meant to foster homosociality, this design also encouraged a slippage into the homoerotic and made possible a gradual queer appropriation of the space (Potvin 2005). 


Yet while a continuous line between the homosocial, the homoerotic, and the homosexual may have facilitated the gradual appropriation of homosocial venues for homosexual ends, the slippage afforded by this continuum of bodies and pleasures was not usually tolerated, as seen in the often extensive effort made by staff in public bathhouses to root out homosexual activity. A shift in bathhouse use was largely possible because private bathhouse owners supported it. At first, they tolerated discreet sexual activity in the baths because of the extra patronage, but later, particularly in the 30s and 40s as the bathhouse fad died down among the general public and private plumbing became universal, owners actively excluded heterosexuals and enacted other measures in hopes of attracting a gay clientele in order to stay in business (Chauncey, 1994). 

But just as local expressions of disgust or acts of violence often followed from homosexual advances or the discovery of homosexual activity, the gradual transformation of entire facilities into exclusively gay establishments met resistance from various larger social elements. As the reputations of some of these bathhouses traveled beyond gay circles, the police, often encouraged by private associations concerned with society’s declining moral standards, raided bathhouses and made arrests. Such arrests usually only disrupted business temporarily and resulted in fines, but beyond legal punishment, raids were still a big concern because of the harm that came from public exposure, which could disrupt an individual’s employment, family situation, or marriage, and drove many to suicide, such as was the case with the owner of the Lafayette, who ended his life after a 1919 raid rather than face the shame of being known as the manager of a gay establishment. In the first half of the 20th century, raids were rather infrequent, but in the 1950s and early 60s, with cold-war associated concerns about the “homosexual menace,” raids rapidly increased (D’emilio, 1983).

Save for during this 1950s “sex panic,” such raids, while certainly an ongoing concern for business owners and patrons alike, were the exception rather than the rule. Understanding the importance of privacy to the continuity of the business, bathhouse owners, upon embracing an exclusively gay clientele, undertook measures to further distance the inner goings-on from the view of mainstream society. To this day, it is common for bathhouses to have discreet outer facades, multiple doors to prevent easy access to the facility by police, and screening procedures to keep out heterosexuals and other unwanted patrons. Most bathhouses also distribute membership cards so as to garner the legal protections of a private club and maintain showers and steam rooms so as to be classed as spa facilities. Because police often use minor legal infractions as premise for conducting raids, bathhouse owners go out of their way to comply with health and building codes and have strong incentive to prevent violence, theft, and other conflicts within the facility that might merit the attention of law enforcement.

All of these (often profit-driven) measures fostered an environment that, particularly in contrast to other cruising locales, was very private and very secure, protecting patrons not only from police but from accidental onlookers, blackmailers, thieves, and other dangerous elements. Within this kind of secure environment, where one could be sure that other men were gay, it was possible for a positive sexual atmosphere to form. Furthermore, this positive environment, where one was also free from the constant fear of discovery, made it possible for individuals to establish broader social connections that went beyond pure sexual pleasure—to become “regulars,” to meet up with friends, and to establish a network of acquaintances that could be less fleeting, transitory, than the park. 


In the late 1960s, following New York City’s Stonewall riots, which triggered a nationwide Gay Liberation Movement, gay bathhouses in New York City underwent massive changes. In particular, a great number of new gay bathhouses established themselves—no longer clandestine and often owned by openly gay men—introducing a public, extravagant, celebratory culture to the city’s bathhouse scene. The Continental Baths were particularly emblematic of this  new generation of bathhouses: the facility could hold over 1,000 men and featured a pool, a disco dance floor, and a Saturday night cabaret that catered to a wider public, featuring singers such as Bette Midler, who began her career at the Continental (Berube 1996).
 


As we have seen in the previous chapter, the position of the bathhouses in gay culture rapidly declined in the 1980s with the emergence of the AIDS epidemic. Even prior to the bathhouse closures in 1985, patronage plummeted and the celebratory air of the baths was dampened by the specter of disease and the return of a pre-liberation stigma. 


By the early 1990s, when the sense of crisis surrounding the AIDS epidemic began to wane, bathhouses quietly reopened throughout the city, though in much fewer numbers and of a character that starkly contrasted the glitz and ostentation of the 1970s. 


Looking at contemporary bathhouses, one sees a design and a social code that vividly reflects the history of the bathhouse institution: steam rooms and showers remain from the heterosexual bathhouses of the early part of the century, and discreet exteriors and double doors—while no longer in place to protect against violent arrests—still hide the inner workings from the outside world. 

§3. The Decentralized, Digitalized and Flexibile Network 

Just as the contemporary design of gay bathhouses must first be put in the context of the city institutions and legal context out of which it emerged, manhunt.net needs to be put in the context of the Internet, a social formation akin to the city that began to emerge in the 1970s. The Internet puts various overarching constraints on possible website design, but is also situated within a legal and historical context that applies to Manhunt.net. 

In the early 60s, with the cold war in full swing, the Department of Defense’s  Advanced Research Projects Agency (ARPA) began a major initiative to develop a means of communication that could withstand a nuclear attack—an unstoppable centralized assault that would require, as a countermeasure, a target with no center. What was needed, then, was decentralized system of connections among computers, a network with information distributed among a series of nodes connected by multiple pathways. The seed of just such a network started in earnest in September 1969, when ARPANET, a private network with 4 nodes distributed among various west coast universities, first went into operation (Castells, 1996). 


The expansion of this modest network into the worldwide phenomena that it is today obviously required a larger infrastructure of physical connections through various cables and so on, but the real backbone of the Internet’s development was the standardization of various languages that allow for computers, and people, to communicate with each other and access information across a distributed network in such a way as to allow for a common, easily navigable space to emerge. 

By the early 1980s, ARPANET adopted a standardized protocol—still in use today—for communication between computers, called TCP/IP, which breaks up data into small, standardized “packets” and routes them to other destinations in the network via a system of “IP addresses.” This standard protocol no doubt contributed to the growth and differentiation that occurred in the early 80s, when ARPANET divided into ARPANET and MILNET (a network exclusively for military communications), and when the National Science Foundation developed two other computer networks for academic institutions, CSNET and BITNET (Burnett & Marshall, 2003). These various networks were able to communicate with each other using TCP/IP and linking to each other via the original ARPANET infrastructure, which was renamed the ARPA-INTERNET and, later, the Internet (which, as an abbreviation of Inter-network, signifies a “network of networks”). 

With the development of a common, adaptable language for communication among computers, it became possible for all sorts of independently developed networks of computers to eventually connect to the Internet.
 Also, particularly important for the incorporation of private individuals into the Internet, such a protocol allowed one, with some modification, to use of previous networks as means of transmission, hence the use of phone lines and television cables as a personal Internet connection. 

Until the 90s, however, the Internet’s growth was relatively slow, in large part because of the esoteric knowledge of computing needed to use File Transfer Protocol, Bulletin Board Systems, and to navigate the Internet’s complex directory structure. If TCP/IP was the common language connecting computers to the Internet, then HTTP (HyperText Transfer Protocol) was the common language connecting people to the Internet. HTTP, developed by researchers at CERN in 1990, allows people to access various documents (typically “web pages”) that are linked via hypertext, a horizontal system of organization whereby a given document can link to any other document. These documents in turn bring together various types of information, be it text, audio, video, javascript, etc, and organize them onto a presentable web page using HTML (Hypertext MarkUp Language) that can be read and translated by local software packages called “web browsers” (Gralla, 2004). 

This story of historical and technological development all goes to show that the Internet, in its earliest forms and at the deepest levels of its functioning, is flexible, open, and horizontally—rather than hierarchically—organized. Any given node can potentially communicate with any other node via TCP/IP, and, set atop this open infrastructure, any given document can potentially link to any other document via HTTP. Such a set-up has meant that the Internet did not develop through rational administration, but through a chaotic mix of private consensus, whereby local, regional, and national networks independently came together, grew out of each other, or otherwise became incorporated into a unified, quilted structure. Furthermore, because of its decentralized logic and corresponding ad hoc development, the Internet has no clear governance structure, no centralized institution, government, or legal structure that underlies or extensively controls its functioning. 

The unity and compatibility made possible by a common protocol language, either on the level of data transfer or on the level of informational architecture, all derives from a more fundamental development that predates the efforts of ARPA in the 60s—namely, the development of modern computing, which is grounded in binary code. As Kittler (1999) has pointed out in his work on the materiality of communication, the development of any medium, that is, any network of transmission, requires as a foundation the development of a means of data storage—a way of inscribing meaning onto some sort of substrate that can be transmitted. Postal networks rely upon the “storage” of speech in writing on paper, gramophones on the inscription of sound onto the spiral ridges of a record, and movies upon the chemical inscription of light onto film. The networked computer, then, relies upon digital storage—the inscription of binary code into various substrates, including electronic pulses and magnetic storage units that can be transferred between computers (or within computers) and translated from strings of 1s and 0s into higher level functions. 

Unlike previous analogue systems of data storage, digital storage enables one to represent a variety of types of information in a single format that can be transmitted and processed by common means. With the addition of hardware for converting various types of data into binary code and for retranslating binary code into sensory data (audio through digital speakers, visual through a pixellated screen), it becomes possible for various disparate types of media to converge as never before, all traveling through the Internet and all displaying on a personal computer (Castells 1996). 

Media convergence through a general process of digitalization made the Internet a widespread social phenomenon by both encouraging the growth of Internet use and by enabling complex mediated social interaction as never before. In 1994, a company called Netscape released a graphically enhanced web browser, “Netscape Navigator,” which displayed World Wide Web documents in an easy to use format, allowing the use of a mouse to navigate between spatially organized links instead of requiring a user to navigate through lists of hypertext addresses in a command prompt. Much like the personal computing revolution of the 1980s, this introduction of a Graphical User Interface (GUI) led to a boom in Internet use by helping laypeople to intuitively navigate the World Wide Web. 

Also, media convergence, by putting all media into a common format that can be interfaced with a computer, allows various media to be manipulated as never before, a process that has radically changed basically everything, television, word processing, film editing, whatever.  Of particular interest to us are the ramifications of this manipulability for computer-mediated communication. I have thus far talked about the Internet as a vast unifying force, a technology that allows for unprecedented access to information, that can incorporate anything and everything into a single media system—a characterization of the Internet that has prevailed in much literature on the Internet and that has fueled all sorts of prophetic statements. Equally important to the Internet’s development and current functioning, however, are the various devices and programs that serve to block or conceal information (firewalls, encryption software and the like) as well as those that serve to filter and organize information (search engines in particular come to mind) (Castells 1996). 

Such technologies, which make use of digital code’s inherent manipulability, allow for a variety of configurations of information sharing that facilitate a variety of types of social interactions. This flexibility has created great difficulty within communication studies, as traditional models for distinguishing among types of communication break down, making it difficult to place computer-mediated communication within the history of media communication (Burnett & Marshall, 2003). The Internet is both a mass medium like television, allowing one sender to transmit a message to many passive receivers, and an interpersonal medium like the telephone, allowing two individual senders to relay messages back and forth. The Internet allows for both asynchronous and synchronous communication, private and public communication, passive and interactive communication, communication with text, images, sounds, videos, animations, emoticons, and so on.  Thus, while the Internet, for now at least, only transmits audio-visual data, it nonetheless allows for rich and complex structures of information to develop that can meet many different social ends, including, of course, the subtle process of cruising for sex. 

This flexibility and adaptability of Internet technology goes a long way towards explaining the problems with the vague, prophetic statements of the early 1990s regarding the liberatory or destructive potential of the Internet. Claims about the radical changes that the Internet would exert on society inevitably fall short, because, much like past media technologies, the Internet has been actively adapted by users and designers to their own needs, thus mapping onto, albeit simultaneously transforming, old social currents and interests. As we will see, sexual networking websites provide an excellent case study for this complex process of shaping new technologies towards previously existing social ends. A careful look at these websites will quickly dispel overarching claims about how the Internet connects everybody like never before, transcends space and time, frees us from our bodies, and the like. 

While making such universal claims, however, I now need to look academic work that has been done regarding social life on the Internet in hopes of making some general claims that will orient a more specific look at social interaction that occurs through Manhunt.net. Towards the end of the 1990s, as more social scientists turned to the Internet as an object of study, a predominantly Manichaean debate over “virtual communities,” gave way to a more nuanced discussion of the nature and effects of social organization on the Internet (Wellman & Gulia, 1999). Even prior to the rise of the Internet, sociology had undergone a major shift from thinking about social ties in terms of group or community membership to thinking about social ties in terms of social networks. Particularly important to this shift was the notion of “strong ties” and “weak ties,” introduced by Granovetter (1983). Individuals, Granovetti argues, increasingly develop “personal portfolios” of “weak ties” that, unlike the “strong ties” of family, close friends, and neighbors, tend to be specialized, diversified, and generally more effective for meeting interpersonal needs and garnering social resources. One sees a shift towards “weak ties,” in the later history of gay bathhouses, where interactions, as opposed to fostering broad ties of earlier decades, are quick, fleeting, and narrowly focused on sex. The general point is that the Internet enables, many weak ties. Once can be a member of many different, specialized social networks without as much commitment to any one network. This does not entirely rule out the possibility of developing stronger social networks online, or reinforcing strong offline networks, but in the case of Manhunt.net, we are definitely dealing with weak ties (though there are exceptions.) 

As a vast hodgepodge of interconnected sites, where one is more or less free to navigate from place to place with relative anonymity, the Internet offers users many of the freedoms that come with urban life. When walking the streets of a city, one presents a body that offers onlookers a good deal of information about one’s racial, cultural and economic affiliations, but that is disconnected from a name, a place of residence, or other information that connects that body to a particular social context.   When surfing the net, one is required to offer servers and other computers little more than an IP address, which is similarly disconnected from a user’s social context.
  Also, just like with cities, Internet users are free to socialize outside of the constraints of a tightly knit community or kinship network, and thus one sees the emergence of voluntary associations online that are based on shared interests and values, rather than on geographical proximity or so-called inherited traits.


Given the similar traits shared between the Internet and the city, it is not surprising that gay men (particularly well-off, college educated, white gay men) were among the first to embrace Internet technology for social purposes. Well before the development of World Wide Web, graphical web browsers, or America Online, gay men were using ALTsex forums, BBS, IRC chat, Usenet groups, and various other early Internet technologies to chat, create “virtual communities” (Campbell 2004).


Just like bathhouses, these Internet venues enable the exploration of same-sex desire and encourage the consolidation of homosexual community and identity. Particularly for men who are isolated from other gay men or who live in families or communities that do not approve of homosexuality, the Internet—more so that bathhouses, which are not accessible from home—has become instrumental to the process of “coming out.” One can, for example, “lurk” in a gay chatroom, merely observing other gay men chatting without having to participate, an intermediary step into the gay world that is not possible in other venues (Ross & Kauth, 2002)

While small clusters of gay men have thus been using early forms of digital media technology to socialize for well over a decade, it was only recently that significant numbers of men began to use online interaction as a means to offline sex. Just like determining the origin of sex in Bathhouses, it is difficult to find out just when gay men began to use digital media in this way, but my interviews suggest that by 1997 or 1998, such practices had become prominent enough to begin to attract the attention of Internet businesses and public health professionals. One of my sources, who was writing sexual health content for America On-Line in the mid- to late-90s, says that her office became aware of gay men using AOL user-created chat rooms to plan offline sex in 1997 at the very earliest, roughly around the same time that AOL chat rooms began to mushroom in popularity (Deb Levine, personal communication, August 7, 2006).

With the advent of the World Wide Web in the early 1990s, gay personals websites began to appear, with Gay.com—still one of the Internet’s most popular LGBT websites—launching in 1994, and many others soon after. Manhunt.net, the first sexual networking websites, was launched in 2001. Its design, as we’ll see, has many similarities to a personals website, and was clearly inspired by its predecessors, but incorporated in design elements and website images and messages that catered specifically to men looking for quick, casual sex. This approach proved remarkably successful, not only because the design generally worked better for selecting partners, but because the narrow focus of the site excluded women and sexually inactive gay men from the user population, thus making it much easier for users to find other users interested in sex. Since 2001, then, Manhunt has exploded in popularity, recently eclipsing Gay.com in terms of daily page-views and prompting the growth of an entire industry of sexual networking websites. 

§4. Safety, Seclusion, and Cruisability in the Bathhouse

Particularly because of their private nature, bathhouses have received relatively little attention from academia, and the body of literature documenting interactions within bathhouses is particularly sparse. Guided by several detailed studies of bathhouse practices (Tewksbury, 2002; Tattleman, 1999; Binson & Woods, 2003; Weinberg & Williams, 2003) and a slightly larger body of work looking at other venues for “public sex” (Humphreys, 1975; Delph, 1978; Tewksbury, 1996) among men, it is possible to sketch a general outline of the ways that bathhouse architecture and social practice structures information exchange so as to best facilitate sex between men. To this end, I will first discuss in more detail the salient needs and concerns of those seeking sex partners in public, then, after a brief description of  “typical” bathhouse features, will show how patron norms and bathhouse architecture create an information structure that successfully addresses these needs.


In his 1978 work on public homosexual encounters, The Silent Community, Edward Delph defines various public sex venues, including tearooms, park areas, and bathhouses, as “Erotic Oases.” All such venues, he says, share two features, namely “some sort of screening device that separates illicit behavior from conventional definitions and surroundings,” and a mainstream function that, in the event of exposure, can serve as a “legitimating umbrella” for erotic activity (Delph, 1978, p. 60). The emphasis placed on these essential features reiterates, as I discussed in the above section, the importance of concealing bathhouse interactions from the public so as to ensure safety from the legal punishment and physical harm that have traditionally threatened those who engage in deviant sexual behavior. In parks and tearooms, men use bushes and stalls as cover, but also employ a complex system of silent gestures and signals that enables them to cruise in public while ensuring that their actions remain separate and hidden from other potentially harmful social actors within the space. Such practices likely pervaded the “mixed-bathhouses” of the early 20th century, but one might think that, having created an exclusively homosexual environment through designs and policies discussed above, gay bathhouses would house relatively free and public interactions. As we will soon see, interactions within bathhouses—through a mix of architectural constraints and social norms—are in fact highly structured so as to help reveal and conceal various types of information. 


While there are many reasons for such an information structure to arise, including the inertia of past bathhouse conditions (as discussed above) and the influence of other “erotic oases,” I will argue that there are three salient patron needs that motivate the prevailing information structure inside a gay bathhouse: protection, seclusion, and cruisability.  First, the need for protection from the various harms of “public exposure” that we have seen above extends beyond the threshold of the bathhouse into its interiors. This means that, in addition to creating a barrier between inner and outer worlds through discreet facades, double doors, and screening procedures, bathhouses must enable patrons to remain anonymous, that is, to conceal information that connects them to other social contexts. 


Beyond protection from harm, patrons also need a certain degree of privacy as part of sex itself—I will call this type of privacy “seclusion.” Even in venues that support the most “free,” “liberated,” and “impersonal” sexual acts, patrons still appear to a need a certain amount of seclusion, suggesting just how deep the connection between sex and privacy goes. Thus, while certainly not unheard of, engaging in free-for-all orgies is not typical bathhouse behavior. Instead, most sexual encounters play out as carefully maneuvered information games: finding a partner in a bathhouse is a flirtatious, tenuous, and sexually charged process of revealing and concealing bodily features, intentions and acts—a gradual escalation from individual seclusion to mutual exposure. 

These two negative requirements—safety and seclusion—must then be weighed against a third, positive requirement, namely that patrons be able to reveal and access information that facilitates the search for sexual partners—I will call this requirement “cruisability.” While, once again, interests certainly vary, patrons, in searching for a partner, typically want information about a person’s physical build, penis length, preferred sexual roles, and level of reciprocal interest. They also want relatively easy access to information about a large number of potential partners so as to make partner selection faster, more likely, and more convenient. Note how this last requirement seems to contradict the prior two, particularly the requirement for sexual privacy. This conflict is at the core of why bathhouse information structure is so rich and multifaceted.


Before launching into a more detailed account of how an information structure meeting these requirements is established in a bathhouse, let us look at the overall design of a bathhouse which is central to this information structure. While bathhouses obviously vary in size, design and amenities, there are typical features that can be identified based on accounts in the literature (Tewksbury, 2002; Tattleman, 1999; Binson & Woods, 2003; Weinberg & Williams, 2003). Bathhouses tend to offer a variety of environments for patrons that offer varying degrees of privacy, thus catering to the patrons’ varying privacy preferences. Entering a bathhouse facility, one is likely to first encounter a clerk, often behind glass, who greets patrons, checks membership cards or collects new membership fees, and rents out lockers and private rooms. While many of the lavish amenities of the 70s bathhouses are no longer offered, most bathhouses still provide a gym for members which, along with a welcome lobby and perhaps a snack lounge, tends to be located near the entrance of the facility, thus creating a series of non-sexual zones that help patrons transition from the outside world into the baths.  


After stopping by the lockers or a private room to drop off one’s belongings and change into a towel, one is free to explore the rest of the facility, which typically consists of private rooms and a variety of public spaces, such as showers, steam rooms, saunas and whirlpools. Private rooms, which usually line a series of dimly lit hallways, tend to be small and unadorned, consisting of a bed, a place to store belongings, a light with a dimmer switch, and perhaps a hanger for one’s clothes.  Public spaces are usually on the small side as well and are typically set off from other areas by a set of glass doors, a partition, or a long hallway, thus providing a degree of seclusion. As is seen in the use of hallways, bathhouses are typically designed with “flow” in mind, meaning that they encourage patrons to cruise, drifting from place to place and exploring the space so as to browse possible partners and to advertise oneself to those around. 


What constraints does the space and design of a bathhouse put on interactions between patrons, and how are these constraints used so as to best serve the three needs of sex seeking—safety, seclusion, and cruisability? Insofar as bathhouses occur in physical space, patrons’ interactions are first and foremost constrained by one’s physical body. This, of course, gives patrons a lot of freedom: in exchanging information with another client (provided there is not a wall in the way), one is technically able to utilize a full spectrum of sensory channels—taste, touch, smell, hearing, and sight. Yet, only some of these senses play an important role in partner selection. Understandably, taste and smell are not channels often used in advertising oneself or evaluating others within a bathhouse, as these senses require especially close proximity and engagement. Somewhat more surprising, however, is the fact that patrons rarely, if ever, use sound when seeking a partner. This is because verbal signaling compromises seclusion in at least two ways. First, using language to communicate with someone immediately and clearly signals to that person that you intend to interact with them and so, in the context of finding a partner for sex, very deliberately exposes your interest to the person being addressed and opens up the possibility for what would have to be a very deliberate and hurtful rejection. Second, verbal communication, unless delivered in a whisper, cannot be directed towards only one person, and so, in verbally propositioning a person, a bathhouse patron exposes his intentions to everyone in the vicinity, which can lead to embarrassment as well as confusion. 


Communication, as it turns out, is primarily visual and tactile. In order to express interest, for example, a patron will typically try to make eye contact with another man, a subtle gesture that almost always guarantees seclusion: eye contact is always directed towards one person—thus concealing one’s intentions from other patrons—and is only received by that person if there is mutual interest (if they do not try to make eye contact, they cannot see that you are expressing interest). 


The use of touch as communication in a bathhouse is particularly interesting, in that it allows for a very organic transition from courting a partner and engaging is sex. As mentioned above, partner selection always entails an escalation in information exchange, a gradual exposure of one’s interest and one’s body that eventually leads to sex.  When touch is involved in this escalation, however, the line between sex and communication breaks down entirely—physical contact associated with sex plays the role of communicating one’s interests in more sex. 


The roles of the various senses, however, only scrape the surface of bathhouse communication, showing what is generally possible because of a bathhouse’s being a physical space. A description of signaling in a specific bathhouse location, the private room, will far more effectively show how bathhouse architecture, as operationalized by a particular set of communication norms, meets the sex-seeking needs of patrons. 


In particular, private rooms provide an excellent example of how architectural design and social norms work together to ensure the cruisability of the bathhouse. As said above, private rooms, which individual patrons rent out by the hour or for the night, tend to line long hallways. This allows men to walk through hallways, scanning open doorways for potential partners. Men in waiting in rooms for potential partners will typically position themselves so as to expose particular body parts to the passing viewer, a means of broadcasting that instantly signals one’s availability, shows off one’s body and represents one’s sexual taste (for example, by lying face down or face up, a man signals whether he is interested in giving or receiving anal sex). 
§5. Safety, Seclusion, and Cruisability on Manhunt.net
Even though Manhunt is an online venue, its design is nonetheless largely motivated by the same goals as offline sexual venues: to provide safety and privacy, and to make cruising as efficient as possible. Safety, in the most immediate sense of protection from physical abuse, is not much of an issue for an online venue, as users all (usually) interact with one another from the privacy of the home—police raids and homophobic violence, for example, seem out of the question. But there are still problems that arise when Manhunt and other websites fail to maintain the division between the socially relevant information that belongs outside and the sexually relevant information that belongs inside.
 
Anti-homosexual messages that infiltrate online venues can be hurtful and disruptive; furthermore, Manhunt also has an interest in protecting the anonymity of its members: patrons whose Manhunt information is connected to an offline identity can face significant harm and embarrassment (this has been known to happen to celebrities or public officials who have been “outed” by their Manhunt profiles). Cruising online, as opposed to traditional offline cruising, thus requires a similar assurance of safety and anonymity
, but the conditions within which such goals are met are clearly radically different. 


The Internet as a whole puts some fundamental constraints on information sharing: the only widely transmittable types of sensory data are visual and sonic, meaning that all computer-mediated communication is, for the time being, limited to the exchange of pictures, sounds, videos, text, graphic symbols, etc. In contrast, bathhouses, as we have seen, allow for sex on the premises, and consequently support a much more fluid process between cruising for, propositioning for, and engaging in sex. However, the inconvenience of having to arrange for future sex when cruising through online venues is more than compensated for by the convenience of being able to cruise remotely—and with a greater sense of anonymity—before settling on a partner. On the other hand, because the process of cruising is separate from the process of sex, users must choose their partners carefully so that offline encounters will be successful—failure means a long trek home rather than a stroll to another part of the bathhouse.


The reason such remote interaction is possible is that, as I have discussed above
, the Internet is a remarkably flexible medium, allowing for, and in fact surpassing, the complex structuring of information that occurs in bathhouses. Most communication in bathhouses requires an embodied proximity that makes certain information—information that is tied to your embodiment—available to your interlocutor whether you like it or not. While one can cover parts of the body with a towel and otherwise conceal certain corporal information, it is generally hard to communicate with someone in a bathhouse, to exchange discrete information, without also revealing your face, your reactions to what is said, the smell of your breath, the shape of your body. On the Internet, users have far more potential control over who sees what and when they see it: on Manhunt, for example, one can set up a profile with very little visual or textual information, or one can “lock” one’s photos (thus hiding one’s identity save for an elite circle of those to whom one is attracted). Rather than being required to present a body, one is, at base, required only to transmit an IP address. 


This flexibility of information exchange through the Internet applies to not only individuals but to websites, which are much are able to control what information is transmitted (and not transmitted) to their various users. As we shall see, this flexibility ultimately means that on Manhunt, many of the information-exchange patterns that were previously governed by patrons’ norms in a bathhouse setting can instead be governed by design. For example, as part of the cruising process in general, men interested in anal sex must let other men know whether they are a top or a bottom so that everyone can choose sexually compatible partners. In a bathhouse, going around repeatedly shouting “top” would be both disruptive and embarrassing for the advertiser—instead, patrons have developed a commonly understood system of symbols whereby, by lying face up or face down on a bed, a man can communicate his sexual preference while maintaining at least a modicum of subtlety. Online, no such symbolic language is necessary, as Manhunt allows users to merely select an option—“top,” “bottom,” “versatile,” etc.—from a pull-down menu: one’s preference is displayed in a static profile.


Keeping in mind the general points about Internet communication I discuss above as well as the functions of safety, seclusion and cruisability, I will now look more closely at the way Manhunt structures information exchange. 



Manhunt works through a sort of bartering process, requiring varying degrees of information for varying degrees of access to other users. By merely verifying one’s age—or more accurately, by simply clicking a button stating one is at least 18—a user can do a free search of other users’ profiles (without supplying any personal information) from the welcome page, entering a desired user age and location in order to find out who is online at that moment. (This function, however, does not let you interact with any other users beyond seeing their profiles, nor does it let you conveniently navigate among the many users online, and thus is not particularly helpful for cruising—it is merely an enticing taste of what Manhunt members have access to.) 


In order to gain fuller access to the site, users must register as members and set up a Manhunt profile (and, in order to lift certain inconvenient handicaps on navigation using a free membership, one must pay a monthly fee), a somewhat involved process that both increases users’ safety from the general public—homophobes looking to harass Manhunt users are unlikely to go through the trouble—and encourages users to share sexually relevant information—increasing cruisability. In setting up a profile, users are required to provide their screenname, country, state, city, zip code, and age with Online Buddies, the company that owns Manhunt; provide a profile “headline” (of up to 75 characters); create a character profile “description” (of up to 650 words); and, if the user is non-paying, upload at least one profile photo, which need not show one’s face but which must be a picture of the user. Profiles also display other information that facilitates cruising, including body type; ethnicity; height; HIV status; eye and hair color; sexual position preference (“top,” “bottom,” etc.); desired meeting time (e.g. “Now,” “Later”) and place (e.g. “Your Place,” “My Place”); and sexual interests (including “Sucking,” “Fucking,” “Exhibition,” “Leather,” “Friends,” “Kissing,” “Safe Only,” “Role Playing,” and “Group Sex,” to name a few). With all of the above information, however, one has the option of either leaving these information fields blank or listing “ask me” or “no answer.” 


By either encouraging (through convenient checkboxes and information fields) or requiring users to share information (like a compulsory photo) with other users, Manhunt makes easily accessible all the information that is important for selecting a partner. Furthermore, by compiling this information in static profiles that are accessible to all, Manhunt separates the process of broadcasting information about oneself (and receiving profile information from others) from the process of expressing interest in and courting other users. 


Having set up a profile, one is free to navigate through other profiles, which is a two-step process. First, one determines what types of profiles will be displayed. The Manhunt navigation bar is designed with two particular search criteria in mind: where someone is located and whether or not someone is online. With the click of a button, one can display in the viewing field, for example, all of the profiles of men who are online and located in Manhattan. Manhunt also offers an advanced search option (for paying users only), with which one can search for profiles based on almost any combination of criteria from the various text-based information fields discussed above. 


Once a user has run a search, profiles are displayed, 15 at a time, as horizontal rectangles with a large picture on the left side, the “creative” part (the profile’s text, written by the user) at center, and essential profiles stats (age, body type, eye/hair color, position preference, desired meeting time and location) and communication options below. This profile format lends itself very well to a rapid scrolling through profiles that, analogous to the “flow” encouraged by bathhouse design, is really at the heart of cruising for partners. The immediately accessible position of profile images is particularly important to this scrolling process, as, just like in a bathhouse, one typically scans the crowd looking for attractive bodies. Also of note, the profiles in the display field are ordered according to the time at which a user signed on, from most to least recent, meaning that, as one reloads the page, new bodies constantly enter one’s gaze—a design function that helps make the cruising process quick, convenient, and ever promising of a new supply of eligible men. 


The other important role of a venue is to allow for an easy courting procedure between individuals, which requires, above all, seclusion (both from others and from the person who you are getting close to). In bathhouses, as we have seen, patrons always attempts to protect advances from unwanted eyes by channeling communication to individuals through eye contact, touch, and subtle gestures—the environment is only able to help in this channeling process through rather imprecise design features, such as the haze of the steam room, or the partial seclusion of a doorway.  On Manhunt, this exploration of interpersonal interest requires far less finesse from users, because the website provides users with a variety of strictly one-to-one channels of communication—in fact, other than that information exchanged through profiles, Manhunt provides no means of collective communication (e.g. there is no group chatroom on Manhunt).  By using the “wink” function, Manhunt Instant Messenger, Manhunt e-mail, and the “private pic” function (in which a user “unlocks” one or more photos for a specific user), one can communicate with others without anyone else knowing. One can even court multiple users at once (without any user knowing of the others), an endeavor which could be much more awkward in an offline setting. 

Surveillance, Risk Reduction, and the Internet


By 1990, the tenor of policy and prevention discussions regarding AIDS began to shift as the epidemic slowly evolving from a pressing social crisis requiring extreme response into a chronic disease to be managed. As the rate of HIV infections leveled out in the late 1980s, it became increasingly clear, for example, that HIV would not dramatically spread to the general population as so many had feared (Fee and Fox, 1992).
 Also, the development of more effective anti-retroviral drugs, and, in particular, the increased use of Highly Active Anti-Retroviral Therapy (HAART), led to a massive drop in AIDS-related deaths. This shift in the nature of the epidemic, while certainly an overall positive change, has, particularly in the past decade, created new concerns among those work in HIV/STI prevention: the failure to continue reducing rates of HIV/STI infection, and, more recently, the resurgence in infection rates among gay men have led to increasing epidemiological surveillance of gay men and to calls for reform (or intensification) of prevention strategies.   In accounting for these increases in infection among gay men, epidemiologists have noted an increase in unprotected anal intercourse and other risk behaviors among gay men, hypothesizing that, among other things, gay men are less afraid of HIV now that treatments were available, are sick of hearing repetitive prevention messages, are exhausted from a decade of maintaining safe sex practices, and are increasingly using crystal meth and other drugs that lower one’s inhibitions. 


These pervasive concerns over the changing epidemiology of HIV/STIs and over the apparent failure of traditional prevention methods provides the context for the recent focus within public health on the Internet as an arena for surveillance and prevention, a development that I will closely examine in this chapter. In light of past chapters’ insights into the Surveillance Medicine approach to health, the history of AIDS and gay bathhouses, and the institutional context and informational constraints of the Internet, I will, in this final chapter, examine this recent turn to the Internet within public health in order to see how the Internet affects STI prevention approaches and the relationship between gay men and public health. First, will discuss the growing body of public health literature, showing how, through this literature, the Internet came to be understood as an object of public health surveillance and control. Next, I will describe how Internet-based prevention practices emerged within public health organizations and show how this institutional context intimately shaped Internet-based Intervention (IBI) as it exists today. Finally, I will turn to Internet Outreach, the particular prevention approach that my thesis research has focused on—and, in analyzing online outreach strategies, will offer some thoughts on how and why the Internet changes STI prevention. 

§1. Surveying a Landscape of Sexual Risk 


In the past eight years, increased surveillance of online identities, behaviors, and structures has produced a growing body of public health literature outlining what amounts to a brand new risk landscape. There are two prevailing messages throughout this literature that have come to serve as answers to the perceived crisis in prevention. First, researchers have represented the Internet as a newly emerging STI/HIV risk environment that, by bringing together risky identities and encouraging risky behavior, might help to account for recent syphilis outbreaks and rising rates of HIV infection among MSM. Second, because the Internet is a communication technology that is flexible, interactive and far-reaching, researchers have represented it as a powerful medium that, properly harnessed, could rejuvenate tired modes of prevention and help reduce risk. Guided by these two messages, which have encouraged further research and online prevention, public health has transformed the Internet into an object of public health knowledge and control. Before looking at online STI prevention, I will examine this public health Internet research that, in surveying and analyzing the Internet from a risk perspective, has created myriad points of application that make online prevention strategies both possible and necessary.  


As we saw in the last chapter, small clusters of gay men have been using early forms of digital media technology to socialize for well over a decade, but it was only recently that significant numbers of men began to use online interaction as a means to offline sex. My interviews suggest that by 1997 or 1998, such practices had become prominent enough to begin to attract the attention public health professionals. For example, Dr. Mary McFarlane, a research psychologist in the Behavioral Intervention and Research Branch of the CDC’s Division of STI prevention and a leading researcher in the field of Internet-based sexual health promotion, began to casually hear about such behaviors through friends and colleagues in 1997. When she proposed in 1997 that the CDC conduct research in chat rooms where gay men were finding each other in order to hook up offline, her proposal was laughed off of the research agenda. "By 1998," she says, "the idea was ‘cutting edge’”(M. McFarlane, personal interview, August 17, 2006). 


McFarlane began to informally explore chat rooms with a colleague, Shina Berl, “just to see what people were doing, see who’s there and what we can find out about them” (M. McFarlane, personal interview, August 17, 2006).   It soon became clear that doing direct online observation would be rather limiting: chatrooms and personals websites are designed so that, while some user information is displayed to everyone, users typically reveal the majority of information relevant to health researchers (demographic information, sexual habits) either through one-on-one private messaging, or not at all. As a result, McFarlane began to look into other research methods and, a year later, organized a survey- and interview-based study to try to gather hard data on the Internet as a potential risk factor for STI/HIV—that is, as a space that, when used to find sexual partners, increases one’s likelihood of contracting an STI. Working with data collected from heterosexual and homosexual men and women by CDC-trained counselors at the Denver Public Health HIV Counseling and Testing Site from September 1999 to April 2000, McFarlane found that roughly 10% of those seeking testing at the center reported having had sex with a partner met online and that these Internet sex seekers “reported more previous STIs; more partners; more anal sex; and more sexual exposure to men, men who have sex with men, and partners known to be HIV positive than those not seeking sex via the Internet” (McFarlane, 2000). 


At roughly the same time that McFarlane was conducting her pioneering research, Dr. Jeffrey Klausner and his colleagues at the San Francisco Department of Public Health (SFDPH) were breaking new ground through their practical efforts to use the Internet for STI prevention work. In June and July of 1999, the SFDPH learned that two men had been diagnosed with cases of early-stage syphilis and that both men, over the past year, had been primarily using the same Internet chat room to find sexual partners. Faced with what appeared to be an Internet-enabled outbreak, the SFDPH was forced to adapt traditional containment strategies of partner notification and health communication to the Internet. By using e-mail to contact the sexual partners of the original two men and by enlisting an Internet business to relay warnings about the outbreak to online audiences, the SFDPH was able to contact and test 40% of the partners named by the two original (“index”) cases. This partner per index ratio is significantly higher than those ratios typically reported by similar, offline partner notification efforts (Klausner, 2000). 


An evaluation of the SFDPH's efforts to contain an Internet-enabled syphilis outbreak and a formal write-up of McFarlane's study were both published in the July 2000 issue of the Journal of the American Medical Association. In the accompanying editorial, these two "vanguard reports," as the editorial calls them, are used as the basis for a far-reaching argument for “cyberprevention,” an extension of prevention techniques to virtual networks that would require “greater investment in state-of-the-art information systems and computer technologies” (Toomey, 2000, 487). Jumping beyond the claims made in McFarlane’s article, the editorial calls online venues a “2000 update” to the bathhouses of the 80s and says that Mcfarlane’s study proves that "the Internet has become an efficient facilitator of behaviors and practices that have been taking place for many years among certain high-risk individuals" (Toomey, 2000, 486). The editorial praises Klausner’s article in similarly exaggerated terms, calling the SFDPH’s work “a major step forward by public health into the current millennium” (Toomey, 2000, 486). Towards the end of the article, the authors issue a harsh warning:

"For the current young generation of computer users, their expertise and computer access in unprecedented, and Internet communication has become second nature to them. What will the impact of these virtual meeting grounds be as these young people reach sexual maturity?...[Unless public health adapts,] the opportunity for STI prevention...will truly become lost in cyberspace" (Toomey, 2000, 487).

These two JAMA articles and their accompanying editorial by no means persuasively argued for Internet-based interventions as the necessary future of public health’s STI prevention work, but they did put the Internet on the map for public health and founded a now-constantly growing body of public health literature demonstrating the sexual risk and public health potential of the Internet. 


Particularly in the early years of such knowledge gathering, a lot of research went towards merely strengthening the link between Internet and risky sexual behavior. This literature, like the McFarlane (2000) study discussed above, sought to not only show that the Internet enables risky behavior by gauging the prevalence of Internet sex-seeking behaviors, but that the Internet is risky--in the sense that finding a sex partner through the Internet, all else being equal, increases one’s risk of contracting HIV/STIs as compared to finding a sex partner by other means. As mentioned in the second chapter, risk factors are essentially relational; they are not risky in any ontological sense, but only in the context of their relation to other risks or to future diseases. Proving that the Internet is risky, then, involves associating the Internet with risky identities and behaviors. This is exactly what one sees in early Internet-related public health research, all of which involved surveying individuals on their Internet sex-seeking behavior, demographic background, history of STI infection, risky sex behavior, and so on, then drawing connections between these various risk factors—for example, that gay men who find partners through the Internet are more likely to engage in unprotected anal intercourse than those who find sex elsewhere (Elford, Bolding & Sherr, 2001; Rietmeijer et al., 2003; Benotsch et al., 2002; Kim et al, 2001; Ross, Tikkanen, & Mansson, 2000). 


As the amount of research looking at the Internet grew, however, the focus broadened, leading to a slew of research that sought to go beyond merely establishing that the Internet is risky, looking instead at the ways that men find partners online, the attitudes that men have about Internet sex seeking, the places that men frequent online, and other things that help to explain precisely why and in what ways the Internet is risky.  


Indicative of this shift was the national conference held in August 2003 that was organized by the CDC Division of STI Prevention and the National Coalition of STI Directors. Various presentations from the conference were eventually published in a special issue of AIDS Care. The introduction to the special issue, in explaining why the conference was held, says that, “while a clear association has emerged between seeking sex on the Internet and risky sexual behavior among MSM, the underlying processes are incompletely understood. As a consequence, the exact nature of the appropriate public health response is not immediately obvious” (Mcfarlane, Ross & Elford, 2004). In the articles published in that issue—which dealt with diverse topics like Latino men’s beliefs about cybersex and Internet-mediated sex, the process of seeking sex partners online, the use of the Internet by gay and bisexual male escorts, and views about online health promotion among MSM—one gets a sense of both the variety of questions being asked and the very clear intention of understanding the Internet in hopes of increasingly managing it (Ross, Rosser, & Stanton, 2004; Bull, McFarlane, Lloyd & Rietmeijer, 2004; Parsons, Koken & Bimbi, 2004; Bolding et al., 2004). 


In short, over the past seven years, a representation of the Internet as a new risk environment—a fluid landscape of risk factors situated in relation to past risk—has slowly taken shape, with each new surveillance-based study adding contours, strengthening associations, and creating new nodes. This ongoing process is the necessary first step in the overall strategy of Surveillance Medicine.  

§1. IBI and the “Giant Behemoth”


By bringing attention to a new Internet-based risk landscape and highlighting the potential benefits of Internet-based prevention, the process of surveillance discussed above has led to a gradual increase in public health’s presence online. In other words, the process of information gathering that produced a new discourse about the Internet and sexual risk within the public health literature has encouraged a process of information sharing with those outside the public health institution who are involved in the spread of STIs. There are now a variety of STI prevention strategies at work online, including partner notification (the kind of contact tracing that Klausner and the SFDPH did in order to manage a syphilis outbreak, as discussed above), health communication (the use of banner ads, informational websites, etc. to broadcast prevention-related information to target populations), and outreach (the attempt by health workers to engage with clients in non-clinical settings, especially sex venues). While I will eventually discuss these strategies in more detail, it is important to first talk about the constellation of public health organizations behind them in order to show how public health’s institutional framework has shaped and continues to shape the STI prevention strategies that are employed online.  


As said by Deb Levine, the director of an IBI consulting firm called Internet Sexuality Information Services, Inc. (ISIS), “public health is this giant behemoth, a big bureaucracy that has tried and true methods for prevention, and so it takes a very, very long time to move such an organization”(Deb Levine, personal communication, August 7, 2006). While public health is certainly slow-moving, this “giant behemoth” is by no means a unified body, but rather a Byzantine conglomeration of federal, state, and city health agencies, university researchers, community-based organizations and private consultants that together comprise the institutional core of Surveillance Medicine. In addition to sharing the goal of reducing the spread of HIV and other STIs, the various organizations associated with public health are, to some extent, united by the CDC, which, in addition to guiding STI prevention research, almost exclusively funds city and state STI prevention departments and which—through direct grants and grants awarded by CDC-funded institutions—provides funds to most community-based organizations doing STI prevention work. 


The CDC prevention budget has been steadily decreasing across the board under the leadership of George Bush and a republican congress, who, driven by political ideology and by the costs of the “War on Terror,” have consistently cut the federal health budget in general and the STI prevention budget in particular. The resulting decline in CDC funding has put strain on government and non-government prevention programs alike, increasing incentives to promote efficient, effective prevention and discouraging the expansion of public health work onto the Internet. 


While sharing an overall mission and a common lack of adequate funding, public health organizations have myriad conflicting incentive structures and strategic perspectives. Of particular importance to the emergence of IBI strategies are the different ways in which various levels of the public health apparatus are able to engage with target populations (in this case, MSM who use the Internet to find partners).  The CDC, for example, has various researchers involved with surveillance of Internet-enabled sex between men, while the relevant community-based organizations tend to have gay male employees with close informal ties to, if not direct experience with, men who hook up through the Internet. 


State and city health departments, somewhat further removed from both epidemiological research and community engagement, thus tend to be—with some notable exceptions—relatively conservative institutions, lacking strong incentives to try new prevention strategies that address the evolving conditions of the target population.


Starting Internet prevention within a state or city health department is a particularly steep uphill battle. First of all, many departments are concerned about the legal risks of doing prevention online. In interacting with a client through the Internet, not only is the client’s identifying information either unavailable or unreliable, but all communication, especially textual communication, tends to be recorded. In the case that an outreach worker discussed explicit topics with a minor pretending to be over 18, or if a state employee had an otherwise improper interaction with a client, ample evidence would be available for legal action. “The law hasn't caught up to the technology, so nobody really knows what's ok to do. Most concerns are empty fears, but that's what uncertainty does.”
 Even if the incentive is there, most government departments are grossly unprepared to use the Internet as a prevention tool. Of those departments that even have a widely available Internet connection, most have strict policies and firewalls
 in place that are meant to discourage government employees from visiting sexually explicit websites, thus limiting potentially productive access to the majority of sex-enabling Internet venues. 


Beyond access, many departments lack personnel with the knowledge and background needed to start—or to want to start—an online prevention program. Those employees in a position to initiate an Internet prevention program tend to be those least familiar with the Internet and those most skeptical about the efficacy and legitimacy of doing online work. Relatedly, few within government departments are familiar with online venues that men use to find other men for sex. One interview subject, a high-ranking STI prevention official in a state health department, related to me an experience s/he had speaking to members of another state department about doing Partner Notification online which is illustrative of the lack of cultural competence to be found in most departments: 

“About five minutes into our presentation, we went on to Manhunt.net where of course there were pictures of naked men cruising for sex, and everyone literally gasped. We had lost the room; whatever we said didn’t matter after that...Even people who talk about sex for a living, when they see it, they can’t handle it.”
 

Because of these various barriers, government health departments tend to remain largely indifferent to the Internet as an arena for public health. Notable exceptions to this rule include the SFDOH and other organizations that have been drawn into doing partner notification online. Partner notification is a well-established and rigorously standardized STI prevention strategy that began in 1937, when it was first used to help contain syphilis. The practice, in its most basic form, involves tracing a STI through its network of transmission by interviewing patients who have tested positive for the STI, determining who their partners have been in the recent months, contacting as many of those partners as possible (or having the index patient contact them) about their exposure to an STI and encouraging them to get tested, then beginning the process again by interviewing any of the contacted partners if they test positive. 


Through partner notification, then, departments have been drawn online when partners come up in clinical interview who can only be identified by screenname, forcing health workers to contact people through instant message or e-mail, or by waiting in chatrooms that these men frequent. 


While not as regular or involved as online partner notification efforts, many health departments—often having been previously exposed to IBI through partner notification—have increasingly used the Internet for health communications, particularly websites and banner ads, in order to make health info available and to broadcast information to target populations about outbreaks, new research, and so on. Health departments tend to employ online health communication strategies because, as opposed to CBOs, they tend to have more access to surveillance information that motivates such communication. Furthermore, health communication traditionally relies upon broadcast media like television and radio, so applying such practices to the Internet does not require much innovation. 


One major impetus to the development of IBI across the country came in 2003, when prevention organizations received funds as part of a syphilis elimination effort. Because of historically low rates of syphilis in the mid-late 90s, the CDC launched an initiative to eradicate syphilis in 1999. Around that same time, however, syphilis outbreaks like the one in SF began to crop up among gay communities in cities across the United States. Seen as a major threat to the effort, a significant amount of funding was set aside for the 8 cities with highest reported cases of syphilis (Peterman, Collins and Aral 2005).  Because of indications that syphilis was spreading by way of Internet venues, many departments used this 8-cities grant money to fund IBI work, allowing for the exploration and evaluation of strategies that was desperately needed in order to further the IBI effort. Beyond the 8 cities grant, the increased focus on syphilis by the CDC, spawned on by the effort as well as the recent outbreaks, has encouraged CBOs doing HIV/AIDS outreach to expand into doing syphilis prevention work, often online.


For a variety of reasons, online outreach—the involved process of engaging with individuals by working directly through online venues where gay men search for sex—is largely done by Community-based organizations. CBOs have been instrumental to HIV/STD prevention ever since the very early years of the AIDS epidemic, when many such organizations arose across the country in order to address local AIDS crises in the absence of government help (as discussed in chapter one). CBOs have since become more closely incorporated into the government-centered public health apparatus, and have become vital liaisons between government institutions and target populations. Being more closely connected to communities, CBOs have always done the bulk of outreach work, which requires knowledge about where and how to do outreach within a particular community and people who have the skills and background to relate risk-reduction messages to that community. These same needs make CBOs best suited to do online outreach as well. Also, as with Partner Notification, outreach has only gradually shifted to the Internet, so it makes sense that those organizations that do offline outreach would slowly begin to take on the task of doing online outreach. Also, CBOs working with sexually active gay men typically have staff members who are more aware of Internet sexual networking websites—many of the CBO employees I talked to have personal profiles on the same sites that they do prevention work on—meaning that they are more capable of doing online outreach and were aware—independent of more formal surveillance efforts discussed above—of the exploding popularity of the Internet as a place to hook up, and therefore didn’t have to rely on more formal surveillance efforts. 

CBOs thus often have the skills and an interest in doing IBI, but, because they typically depend on the CDC and other government departments for funding, CBOs have had to adhere to the various standards by which CDC and government departments try to standardize, rationalize, and exert centralized control over the periphery.


The staff members of outreach organizations I spoke with uniformly complained about funders’ lack of familiarity with the Internet, which often manifests itself in a general skepticism of Internet outreach. “They don't see how prevention could work on the Internet,” says one subject, “because they don't know how invested people can be in it. To them, it’s just a bunch of clicking and clacking around.”


More than just this general skepticism, however, funders often have trouble evaluating the efficacy of an Internet program. Internet outreach, as we shall see, involves very different ways of engaging with clients than various offline outreach approaches and therefore offers different types of “deliverables” (tangible results of outreach, e.g number of syphilis tests administered, clients contacted, etc.) that are harder for funders to evaluate. The New York State Department of Health (NYSDH), for example, requires its grantees to use the Uniform Reporting System, whereby each client interaction must be logged in a central state database. The system is not designed for internet outreach, so logging online interactions is often “like putting a square peg in a circular hole,” as Benjamin of ACQC put it. Many close relationships do not count as “clients” because certain information has not been collected because of the online information structure. In addition, because of the different context within which such interfacing takes place, the funding and staffing requirements might be very different visàvis the number and types of client interactions. ISIS, for example, told of a recent grant that was rejected in part because reviewers did not think that the company had allotted enough staff to get as many client contacts as were listed, solely because more staff would have been required if it had involved offline interaction.
 


In light of many government departments’ resistance to doing (or funding) IBI, the CDC—with the help of various national organizations and experienced IBI practitioners—has made efforts to legitimize and genera resources for IBI. The CDC’s directors of the HIV prevention and STI prevention divisions, for example, sent out a “dear colleague” letter to state STI directors in 2005 urging them to look into doing IBI work, and in the most recent dear colleague letter, placed “Increasing our knowledge and use of the Internet as a public health arena” on the short list of HIV/STI prevention agenda items for 2007.
 Also, CDC official are near completing a set of Internet Prevention Guidelines for Outreach and Partner Notification, that will discuss ‘best practices’ and cover common issues like confidentiality, ethics, proper work environment, etc. While only the Partner Notification materials will be considered formal guidelines, the CDC is including material on Outreach because, as McFarlane put it, “the field can’t wait for evidence; people need to have a CDC statement just to show that doing prevention work online is legitimate and to provide a menu of possible options of what can be done” (Mary McFarlane, personal communication). 

As McFarlane’s comment suggests, the real crux of the lack of funding is that there are no rigorous data proving the effectiveness of prevention in reducing STD transmission, which is particularly crippling because of a recent focus on “evidence-based interventions,” that is meant to standardize prevention and ensure that funding is put to productive use. CBO grantees are increasingly expected to plan programs based on various CDC-approved models, tailoring one of these models to the organizations’ particular community or situation. 


Requiring CBOs to rely upon proven prevention methods stifles innovation, both by discouraging funding for unproven approaches and by requiring a larger proportion of innovative programs’ staff hours and resources to be spent on evaluation. 


This evidence-based prevention approach, then, has hindered funding for Internet outreach, which does not easily lend itself to even the most heavily “tailored” CDC-approved models and which is still far from being a tried and true outreach method. Part of this is because there has simply not been enough funding for evaluation. There was some evaluation done during the syphilis-motivated projects discussed above, but such evaluation was inconsistent and lacked proper controls. Particularly in the early years of Internet surveillance, the CDC directly funded a number of Internet outreach pilot projects—including one run by Bronx AIDS Services (BAS) of New York City—but such efforts are simply not enough to gather the needed body of evidence. Many CBOs I talked to were particularly distrustful of the CDC’s commitment to IBI, believing that they haven’t given it a chance to gather evidence. For example, as Oliver of BAS put it, “The CDC funds demonstration projects, but these are really just PR stunts; they don't actually help along the adoption of Internet-based Intervention, they just make it look like the CDC is investing money in it.” 


The overall result is that online prevention has emerged adaptively and in a decentralized fashion, relying on the rare instance of additional funding but otherwise through modifications in currently funded outreach programs. 

Online prevention outreach work done in New York City matches this general trend, with organizations scraping together programs by relying on a variety of funding sources. Bronx AIDS Services, mentioned above, appears to have been the first public health organization in the city to do online outreach work, by way of a direct 5-year CDC grant awarded in September 2001, which funded an STI prevention program directed towards youth MSM in the Bronx that included, among other things, some online outreach.


The major impetus for online outreach came from TEACH, a CBO prevention training program formed in 2001 by the New York City and state departments of health and two large New York City research organizations, the Mellman School at Columbia University and the Medical and Health Research Association of New York (MHRA).   The premise of TEACH was to reinvigorate prevention strategies by education representatives from various New York City CBOs in a variety of topics applicable, but not typical, to prevention. As part of that exploratory spirit, the organization, decided in 2003 to hire two IBI consultants from Connected Health Solutions, Kenny Shults and Oscar Lopez, who provided extensive Internet-based outreach training to representatives from the 8 New York City CBOs involved in TEACH. Upon completing the program, these representatives were awarded grant money to implement a variety of TEACH-inspired initiatives; three of these grants, awarded to Gay Men’s Health Crisis (GMHC), AIDS Center of Queens County (ACQC), and People of Color in Crisis (POCC), went towards developing innovative IBI outreach programs. These three programs received continued training and support from Lopez and Shults, developing very extensive outreach protocols and evaluation techniques, and thus quickly became leaders in the more general trend among CBOs of developing Internet outreach programs. 


Other TEACH programs, including Harlem United, that received IBI training (but not grant funding) have since developed online outreach programs by either modifying existing outreach programs or securing alternative funding sources. Motivated by the buzz created by TEACH and by knowledge of the Internet’s growing prominence in the sex lives of gay men in New York, still other programs have since begun doing small amounts of Internet outreach, including Gay Men’s AIDS Defense (GMAD), the Asian & Pacific Islander Commission on HIV/AIDS (APICHA) , and Forging Ahead for Community Empowerment and Support (FACES). According to those I interviewed, many other programs in the city are also trying to get started.


Because of their diverse origins and funding sources, these Internet-based outreach programs have very different approaches to outreach, and those involved are only beginning to interact with one another.  Encouraged by Lopez and Shults, the NYCDOH has started the Internet-based Intervention Advisory Group, who’s mission is “to enhance the quality of Internet-based HIV and STI prevention services provided by New York City-based organizations through the development and dissemination of resources, best practices and standards, a commitment to ethical service delivery, and the recommendation of these to the New York City Department of Health and Mental Hygiene.”
The IIAG is thus a major step in the standardization of Internet Outreach approaches and the cooperation of various IBI programs, and may help to generate more funding for IBI in New York City by making IBI more legitimate.
§1. Healthy Sex and Sexy Health

Across these various New York City online outreach programs—particularly now that CBOs doing outreach are working together through the IIAG—what prevention strategies and ‘best practices’ seem to be emerging, and why? 


In interviewing various online outreach health workers about their prevention strategies, it quickly became clear to me that, in order to answer this question, one must first look at how outreach workers interact with venues. As stated above, outreach work is all about spreading a risk-reduction perspective by engaging with the sexually risky in their own environment—in their communities and, especially, in their sex-enabling venues. In doing outreach in an online venue, then, health worker must adapt, first and foremost, to both to the general informational constraints of the Internet—which, as we have seen, is a solely audio-visual medium that is remarkably flexible and interactive—as applied to the three functional aspects of Manhunt and other venues: safety, seclusion, and cruisability. 


Online venues share these three functional aspects with all sex venues, but, as I showed in my analysis of Manhunt, the Internet, being a flexible medium, allows for these functional goals to be better-met by website design, displacing the need for the norms of communication that one sees in bathhouses. Outreach workers, not being patrons themselves, are not held accountable to these norms, meaning that in bathhouses, they are not as bound up as patrons are in the information structure that ensures safety, seclusion, and cruisability. In online venues, however, because information structure is much more closely governed by design, to which all users are accountable, health worker interactions have to function through the exact same information structure that is provided for interactions between men looking for sex. It is as if a bathhouse health worker were given a towel, forbidden from speaking, and sent to the steam room to do outreach. What this ultimately means for online outreach is that health workers, despite having goals different from those of normal patrons, are forced to work through a structure that ensures safety, seclusion, and cruisability.


This is essentially the same dilemma that faced the men who sought other men for sex in the mixed bathhouses of the early twentieth century, which were designed and operated with homosocial, rather than homosexual, functions in mind. And just as gay men were able to use this alien design to their advantage—developing innovative cultural codes and practices in the process—outreach workers have learned to adapt their behavior in order to make best use of online venue design for the purposes of STI prevention. 


In talking with outreach workers about the various challenges and opportunities that they faced in doing this online work, it became clear that these online venues lead to an intensification of Surveillance Medicine prevention strategies. More than any offline outreach venues, online venues strongly encourage non-coercive rather than coercive strategies, encourage outreach workers to identify with clients rather than assert a health expert identity, and encourage intimate, one-on-one rather than shallow, group-level encounters. Overall, then, online outreach represents a stronger interface between health workers and sex seekers than ever before. This interfacing tends to occur, however, through largely individual connections, and thus might lack the necessary scope needed to significantly reduce risk among the many men who frequent sexual networking websites.



While contingent on designers, who ultimately determine how information exchange is structured in a given web page or communication technology, the Internet typically gives users much more control over what information they give to and receive from their environment. In terms of outreach interactions, this means that clients have much more control over the extent to which they engage with health workers. If a man interested in finding a sex partner does not want to be bothered by a health worker, completely disengaging is as simple as x-ing out a chat window, a move that is easier and more thorough than merely ignoring the messages conveyed by a health worker, as a bathhouse patron might do. Addressing a client on his own terms, which was previously understood as a more effective prevention strategy, becomes a precondition to having a presence online at all.   The result is a tendency towards prevention techniques that are non-coercive, non-judgmental, and passive: 

“Many programs believed that the best way to reach people was to deceive them and were very aggressive, going into bareback
 chat rooms and challenging people about their behavior…It’s very important to do chat room work in a way that’s not intrusive. You don’t want to judge people, call them out, police their activities. If this happens even once, word can get around and it can jeopardize the whole project.”

Thus, in order to gain access to clients online, one must work hard to establish trust with clients. In bathhouses, outreach workers are able to pass out condoms and offer free testing—substantive offers which encourage interaction with clients and generate trust. In an environment limited to the exchange of audio-visual information, however, clients must be won over by informational persuasion alone, meaning that health workers must maintain and build that trust through each and every interaction. While organizations’ standard practices and protocols vary, all organizations that I talked to had, often after some trial and error, adopted a largely passive outreach approach. In doing outreach on AOL, for example, ACQC workers sign on and enter a local Queens chatroom, announce their presence, then sit back, watch, and wait. Like many other organizations, ACQC also posts “quick facts,” pro-sex tidbits of health info that are kept on hand and posted periodically in a general chat room window in order to chime in on an ongoing chatroom conversation or in hopes of generating questions about sexual health. ACQC director Ajani Benjamin gives the example of their quick fact that says how kissing has a very low rate of STI transmission and ends, “so kiss all day!” In using such strategies, organizations never actively engage an individual user—much less challenge individuals who engage in risky behaviors—and instead establish a welcoming presence and wait for clients to initiate contact.


Online outreach thus requires a large amount of patience and tolerance, which is often difficult to have. BAS outreach worker Jose Colon, for example, says, “it was very hard to learn not to judge. When you’re talking with a bunch of barebackers, you have to accept that they’re going to bareback and try to work with them in reducing risk however they can, be it pulling out, barebacking less often, whatever.” Granted, such an outlook is common to all risk-reduction work, but online, the need for such a non-judgmental approach is amplified. 


In large part because of this passive, agreeable approach, online outreach workers rarely have as many client interactions as offline outreach workers, a fact that seems a bit counterintuitive, considering the common notion that the Internet increases access to and connections with others. But, once again disproving conventional logic, interactions that do occur through online venues tend to be more involved and intimate. “At a club,” says Kornegay, “people are very concerned about self-image, plus alcohol impedes their ability to communicate and their desire to be safe, so outreach workers very rarely engage in successful ‘meaningful encounters.’” Outreach at bathhouses, Kornegay says, has the same problems. Workers from GMHC typically set up and sit by tables with packets containing condoms, lube, and safe sex information, and while many patrons take these packets, few engage in conversation, no less involved conversation. Such a response from clients reflects the typical lack of verbal communication in bathhouse settings as discussed in the previous chapter. Furthermore, Kornegay has found that the large majority of clients take packets after they’ve left, and many of them take the condoms out of the GMHC packets, suggesting that there is a certain amount of stigma associated with interacting with public health workers in a sexual setting. 


These types of problems provide a good example of how being forced to interact through a sexual networking website’s information structure can be clearly advantageous, since the same design features that make users feel safe interacting with other users without revealing and jeopardizing other aspects of their selves allow users to feel safe talking to health workers. The design features that ameliorate the embarrassment of sexual exposure also ameliorate the stigma of talking to health workers and the discomfort of talking to health workers about sexual risk. Thus, even though health workers are much more passive online, leading to fewer overall encounters, users feel more comfortable asking questions, talking about themselves, and generally opening up to health workers, meaning that the interactions that do occur are often far more valuable. In these interactions, outreach workers are able to collect detailed information about a user’s risk behavior in a way more akin to one-on-one clinical interviews than venue outreach. Furthermore, they are often able to collect this information more quickly and more extensively than a clinician could. “Because people are a bit hesitant to talk about sex in person, they’ll often give the bare minimum info [to clinicians], making it hard to get them really talking. Online, they often go above and beyond.”


Program staff members I spoke with had various protocols that tended towards levels of involvement in their outreach encounters. Some programs primarily answered health questions and referred users to testing centers. Others worked with clients over long periods of time, providing support to clients as they monitor and reduce their own risk behavior. Despite these variations, the majority of outreach workers I spoke with had at least several long-term clients that they had met through outreach work. When interviewed, Olivers Shonts at Bronx AIDS Services told of a client who he had been in close communication with for 9-10 months: “At this point, I know everything about the guy.” Benjamin at ACQC said that he had two clients who had been with him for nearly two years. Often when he signs on, people will immediately Instant Message him, having waited for him to sign on so that they could ask a pressing question, brag about improvements in risk behavior, and so on.


Even the short, informational interactions typical of BAS and GMHC programs tend to involve a certain amount of risk assessment. For example, when users ask whether they can get HIV from performing oral sex, a very common question posed to health workers, health workers usually try to elicit more information from the user: Do you swallow? How’s your oral hygiene? Have you tried flavored condoms?
  In this way, a short conversation often ensues. Starting such a conversation in a bathhouse would be far more difficult, both because of the reasons discussed above, and because offline patrons are not able to divide their attention between seeking sex partners and talking to health workers as is possible online. Even if limited to a particular question about sex, such conversations tend to introduce users to a risk perspective, showing them the variety of factors that must be taken into account to asses risk and that can be modified to reduce risk. 


In such conversations, one sees a tendency towards—or at least an opportunity to generate—more intimate relationships, as evidenced by ACQC’s experience with outreach. At first, ACQC tried to implement a “testing referral” and “hotline” model of HIV prevention outreach, which would involve the sort of questions/answer interactions discussed above.
 They very quickly saw that their work was changing from these quick-answer approaches into something more akin to prevention case management, and that their specific focus on HIV was expanding into a more general focus on sexual health. Benjamin explained:

“When someone asks you a sex questions, usually it's part of a bigger problem, or some other thing is bugging them. Also, lots of questions can't be easily answered; you have to profile a person's risk, which involves hearing a lot about their sex life. That tends to be enough to really initiate a relationship, because now they know you're willing to listen and that you are interested in hearing what they have to say.” 

Another major factor identified in this relationship-building was the fact that, because online interaction involves an anonymous screenname as opposed to an anonymous face, it is easier (particularly with the “buddy list” feature of Instant Messenger) for clients to find health workers again. ACQC clients kept coming back with more questions, slowly building relationships. 


While, through this relationship building, outreach workers are able to very closely interface with sex seekers, allow for more successful transmission of a risk-reduction perspective, this interfacing is ultimately very narrow, in that all of these close relationships occur through one-on-one communication channels, namely instant messaging and e-mail. Furthermore, the large majority of information that outreach workers share on a group level—profile information, chat room greetings and “quick facts”—is ultimately meant to encourage users to contact outreach workers through individual channels. 


There are several reasons for this focus on one-on-one interactions. First, online venues are designed to encourage sexual partnering, and such partnering requires the seclusion from other members that only one-on-one channels can provide, hence, on all sexual networking websites, one sees an emphasis on one-to-one communication. On Manhunt, for example, all information exchange other than what is shared in profiles occurs through one-on-one channels.  Second, because sexual networking websites only allow communication through text and images, it is very hard to have group discussions that are as intimate as one-on-one discussions. Without more complex visual and sonic cues, group conversations tend to lack a coherent flow of ideas or a clear speaking order, and it is difficult to keep track of the relatively involvement of various members in the Conversation—making it very difficult to run a discussion or a Group Level Interaction (GLI), as outreach workers sometimes do offline. In my research, I have come across two attempts to do GLIs, one by the SFDPH and one by ACQC, and both organizations reported as having all of the problems mentioned above. 

As aspects of the above two trends suggest, doing outreach work online leads health workers to identify with clients, and with the pursuit of sex, more than ever before. In taking a nonjudgmental stance, and in working through the same information structure that men use to cruise, health workers begin to not only work closely with sex seekers, but blend in with sex seekers.. In particular, just as the Internet gives users more control over what personal information is transmitted to whom, health workers are able to control what information about them is shared. Considering Kornegay’s comment, quoted above, about the stigma attached to approaching health workers, this freedom is essential to the success online outreach.  In trying to reduce the barriers to client interaction in the bathhouse, Kornegay and his colleagues went so far as to wear only towels while manning the health outreach table so as to look more like patrons, but even so, the table itself, which is necessary to doing outreach, remained a barrier. “Online,” Kornegay says, “there is no table,” meaning that one can identify oneself as an outreach worker without that identity being salient in a client interaction and thus acting as a barrier between health worker and client. 


Not only are health workers freer to construct a less alienating identity online, they are also freer to take on characteristics of their clients. The most obvious example of this involves health workers’ constructions of user profiles. As discussed in chapter 2, all sites require users to set up a profile as a condition for accessing information about and contacting other users. On Manhunt.net, such profiles require users to fill out various information fields that are relevant to partner selection. Health workers, in order to access other users for outreach, similarly have to set up one of these profiles, which are flexible enough to allow for health workers to identify themselves as such, but which nonetheless require health workers to provide a picture (often a logo or a cartoon won’t do) and list their measurements, their sexual interests, their availability, and so on. On Manhunt, no field can be left blank: under “the position,” for example, one can list a “top,” “bottom,” “versatile,” and a variety of other options, including, as a way of opting out of the question, the “ask me” option. Even if health workers choose the “ask me” option (as most do), they are not really denying, so much as hiding, their sexual preference in the eyes of other users. Websites, in other words, more or less require health workers to project a sexual identity. 


Required or not, health workers do not shy away from this sexual identity: while there are always concerns about unethical amounts of deception, health workers typically take advantage of the profile function, including its sexual nature, in ways that will improve outreach results. The two BAS outreach workers both lie about their age in their AOL profiles so that they can better identify with the youth that they work with, while GMHC Manhunt and AOL profiles are designed to resemble users from their black and Latino target population. Alianza Latina, in upstate New York, maintains a profile of the locally infamous “Alianza Cowboy” that plays into the gay cowboy fetish with a picture of a shirtless man whose face is seductively covered by the brim of a cowboy hat. Each ACQC health worker sets up a profile with the stats of his “dream body,” and, on Manhunt, checks all the “what he’s into” boxes (J/O, Toys, Leather, Kissing, Safe Only, Exhibition, etc.) in order to show up in as many user searches as possible. 


Such profiles are not merely a playful addition to the outreach process—they make health workers more similar and more attractive to potential clients and thus increase the number of interactions that health workers have. Online, outreach always relies on blending in and always involves a certain amount of sexual and platonic maneuvering, meeting the imperative of health through a mix of professionalism, friendship and sexual fantasy. Outreach workers should be appealing, but not too appealing, friendly, but not too friendly. The majority of problems and concerns articulated by my subjects were ultimately about the ethical, strategic, and legal implications of negotiating this boundary between health worker and sex seeker, with some of the most troubling and most memorable stories involving a transgression of this boundary. Consider, for example, the experience of Jose Colon:

“While we usually stick to Bronx-specific chatrooms, guys in the Bronx look elsewhere too, so sometimes I’ll do outreach in other New York Chatrooms or in one of the fetish rooms, like the M4M fantasy room…Every once in a while [in the M4M fantasy room], when I say hello and tell people I’m free to answer questions, someone takes my announcement as a role playing fantasy, you know, ‘I'll be the older outreach worker, you be the curious young gay guy,’ so they'll IM for a while before I finally convince them that I’m really an outreach worker. One guy simply didn’t get it…so I eventually told him to follow the link in my profile to the BAS website…After that he was very embarrassed.” 

The fact that an outreach worker could so easily be the object of sexual role-playing is indicative of the attraction many people feel towards sexual health professionals—those knowledgeable, authoritative, healthy individuals who are normally “off bounds.” Yet, as the above example suggests, a health worker’s being too sexualized is often counterproductive to outreach work. In more commonplace online circumstances, outreach workers are very regularly hit on, often taking time away from more useful interactions. Some cases of being hit on, however, can be used as an entry point for health promotion: 

“Often peer educators complain about people hitting on them while they’re working, but I don’t think you should think about it that way. They’re not hitting on you, they’re just trying to connect, and sex is the only way they know how. These people have read the profile and know you’re on the job and can’t hook up, but they still want to talk, so you shouldn’t draw away. Clearly you’ve got to tell people that you’re not there for sex, but if you listen, and start a conversation, eventually you might be able to refer them to testing.”
 

By using sexual advances as an opportunity to start a conversation, Kornegay makes relatively benign use of an outreach worker’s sexuality. A practice known as the “bait and switch,” however, provides an example of exploiting sex for the sake of health that, while still used by some, is widely considered unethical, if not ultimately counterproductive.
 This practice involves pretending to be a prospective partner, then, after telling a user that you are interested or that you would like to meet, asking them if they have been recently tested for HIV (or other STIs), then, if necessary, referring them to a testing clinic. 


Alternatively, many of my subjects, while not usually having any direct experience with such a problem, told me of instances of outreach workers exploiting health for the sake of sex, that is, using an outreach worker profile, or a health organization computer, to make arrangements with other men for future sex, a practice that has been of great concern to health organizations. 


In providing these extreme examples, my intent is not to discredit Internet outreach or the organizations I have become familiar with—on the contrary, my subjects have all done outstanding work, and their very concern about the above issues reflects their good intentions and respect for clients—but rather to illustrate the extent to which the information structure of Internet sex venues allows for an increased interpenetration of sex- and health-related identities and behaviors. Used strategically (and ethically and legally), such interpenetration can further encourage the spread of the health apparatus into the most intimate of sexual spheres.

CONCLUSION


STI prevention is most effective at reducing risk, at affecting sex-related behaviors and identities, when it is closely linked to sex. Effective prevention is the difference between challenging unsafe sex from without—for example, by discouraging “promiscuity”—and fostering safe sex from within—for example, by encouraging sex with condoms, or, better yet, with ribbed, flavored, colored condoms. As the above examples suggest, sexual networking websites intensify this interfacing between health and sex like never before, not only making sex healthier, but health sexier.


Despite offering this capability, however, the venues through which health workers do outreach are ultimately limiting to the spread of the risk reduction perspective. This is because their design, which seeks to provide safety, seclusion, and cruisability in order to enable sex, tends to limit interaction to the individual level. With tens of thousands of men using Manhunt.net in New York City alone, one-on-one interactions, while certainly valuable in of themselves, are an inadequate means for addressing the overall risk of such a population. 
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� Talk about MSM, Gay, other labels. 


�  Many of these subjects, in the interest of protecting their jobs or avoiding negative press to their organizations, have requested to remain anonymous. Unless otherwise stated, however, real names of individuals and organizations are used throughout. 


� Tearooms are bathrooms, typically located in public places like parks, highway rest stops, libraries, and department stores, that have been established by word of mouth as places for men to find other men interested in sex. 


� These terms come from Armstrong (1995). While his work will be important to the elaboration of “hospital medicine,” and “surveillance medicine,” I use them as formal indicators of two stages in a more widely discussed shift in the functioning of healthcare. 


� In fact, both French and US researchers isolated what turned out to be the same virus, later called HIV, at roughly the same time, leading to a long, bitter patent dispute indicative of the role that money and status played in this biomedical endeavor (Brandt, 1987)


� Cite Birth of the Clinic. Also, there are many names for the general consensus in health management that has marked the past two centuries, including biomedicine, Western Medincet, etc. I choose Hospital Medicine because of its use in Armstrong, which will become important later in the chapter. 


� There are actually a number of different articulations of a theory of social presence, which goes back to 1960s, that space does not permit here. For a review of social presence, see Biocca, Harms, and Burgoon (2003). 


� Instant Messaging, or IMin, is a form of one-to-one communication where two users, each provided a screenname, exchange short segments of text, which appear in an IM window in real-time. Unlike e-mail, IM is a synchronous medium, making it much more akin to a “real life” conversation.


� A number of Jewish religious baths also emerged in the late 19th century following the sharp influx of Jewish immigrants to New York, but such baths, organized around religious rituals and tightly connected to Jewish communities, did not provide easy opportunities for sexual liaisons (Chauncey, 1994).  


� Many baths in the 1970s, as part of a more open sexual culture, built various fantasy rooms that recreated various common cruising locales—a room with mazes of shrubbery mimicked the parks, while a scattering of glory holes recalled the stalls of tearooms. These rooms are quite literal evidence of the ways that sex venues fostered and shaped homosexual desire.  


� Much of this unification did not come until later, with millions of users using computers for commercial or social networks outside of ARPANET.   INTERNET in its initial ARPANET form actually closed down in the early 1990s.


� In order to gain initial access to the Internet, one typically has to register with an Internet Service Provider, meaning that, unlike in a city, the information shared when navigating around can in fact be traced to more person information. However, a relatively strong legal precedent exists that makes accessing such information particularly difficult.  


� For a compelling argument about the importance of safety in gay male IRC channels, see Campbell (2004).


� This fact, which encouraged government to once again neglect AIDS to the extent that it had in the early 1980s, drew outrage from gay men, prompted formation of ACT-UP, and led to widespread political demonstrations in the late 80s and early 1990s. 


� Kenny Schults


� Firewalls are Internet Technology devices, either hardware or software, which filter data going into and out of a private network—typically for purposes of data security or content censorship 


� ???????


� Deb Levine


� As suggested by my interviews, Dear Colleague letters, which are meant to expose prevention directors around the country to what the CDC believes are important issues, are taken very seriously by the health community.  


� IBI Guide


� “Barebacking” is a commonly used term for unprotected anal sex. 


� Kornegay


� The surveillance data on oral sex behavior is particularly ambiguous, meaning that men often receive mixed messages from 








� Testing Referral and Hotline approaches are two of five approaches modeled by FITA in their training. 


� Jose colon


� Mark Kornegay


� While difficult to gauge the extent to which outreach workers engage in such deceptive practices, two sources have told me that at least one organization in New York City, while not publicly admitting it, uses “bait and switch” tactics. 





�You need to parenthetically provide an example or so of what this phrase means.


�Define.


�Define.


�I don’t know what this means.


�Citation?


�Where? Before this chapter?


�“Most websites”??
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