
2. EFFECTIVENESS OF EDUCATIONAL INTERVENTIONS
TO CHANGE RISKY BEHAVIORS

CERTAIN PRACTICES
OF HOMOSEXUAL AND
BISEXUAL MEN

Introduction

A I D S  w a s  f i r s t  i d e n t i f i e d  a m o n g
homosexual and bisexual men and continues
to be a disease primarily affecting this group;
a total of 63 percent of the reported adult
cases  in  the  Uni ted  S ta tes  a re  among
homosexual and bisexual men without other
known risk factors. An additional 7 percent
of cases have occurred among men who are
both homosexual and IV drug users (192).
Epidemiologic studies have demonstrated that
for homosexual men, anal intercourse prac-
ticed without the use of condoms is the major
risk factor for HIV infection. In one study,
unprotected receptive anal intercourse could
account for nearly all of the 95 new infec-
tions detected among 2,507 initially seronega-
tive men after six months of followup. The
gradient of risk of seroconversion accelerated
in proportion to the number of receptive anal
partners, from about three-fold for one part-
ner to 18-fold for those with five or more
partners (1 10). The risks associated with
oral -genital, manual -anal (“fasting”), and
other sexual activities other than unprotected
anal intercourse are unknown. Epidemiologic
studies have not been large enough to include
sufficient numbers of men engaging in these
practices to detect a small relative risk associ-
ated with such practices (37).

Safer-sex guidelines generally list the use
of condoms during anal intercourse as “pos-
sibly safe” rather than “unsafe. ” Although
several laboratory studies have demonstrated
that latex condoms are effective physical bar-
riers to HIV, the effectiveness of condoms in

preventing HIV transmission is not estab-
lished. Data from epidemiologic investiga-
tions, however, do show consistent previous
c o n d o m  u s e  t o  b e  a s s o c i a t e d  w i t h
seronegativity (189) .1 The spermicidal agent,
nonoxynol - 9, has bee n shown in the
laboratory to inactivate HIV and when used
with condoms, may enhance their effective-
ness (37).2

The prevalence of infection among
homosexual/bisexual men varies greatly by
geographic region. In San Francisco, about
half of the homosexual men are infected.
(New York City may have a similar sero-
prevalence rate (37).) This level of infection
was recognized by the latter half of 1984 and
has remained relatively stable (i.e., there have
been relatively few new infections) (220),
Evidence from epidemiologic studies in San
Francisco suggest that by 1988, less than 2
percent of seronegative homosexual men were
being infected annually (21 8). The current
rate of new infections among homosexual
men in some areas of intermediate prevalence
also appears to be very low (150). Areas of
intermediate prevalence ( 10 to 30 percent
homosexual men infected) include Miami/
Fort Lauderdale, Los Angeles, Houston, and
Washington, D.C. (37). Seroconversion rates
may be higher than these epidemiologic in-
vestigations suggest. Participation in studies
in which detailed questions about sexual be-
havior are asked may, in itself, modify risky
behavior (37).

The exact size of the population of men
at risk for HIV infection because of their

1 The effect of condom use among the heterosexual
spouses of patients with AIDS was evaluated (189).
2 Studies designed to estimate the effectiveness of con-
doms in preventing HIV transmission are underway (37),
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homosexual practices is unknown. Although
recognized as unreliable, data from the late
1940s (11 1 ) are usually used to estimate the
size of the U.S. homosexual male population.
Using these data, the Public Health Service
estimated that 4 percent of all males were ex-
clusively homosexual (representing 2.5 million
men between the ages of 16 and 55) and a
total of 5 to 10 million men had at least some
homosexual experience (185).

Changes in AIDS-Related
Behaviors

Dramatic AIDS-related behavior changes
have been documented within the male
homosexual/bisexual community. In fact, the
degree and kinds of behavioral changes that
have occurred exceed anything documented to
date in the public health field (35). The ex-
tent of behavioral change, however, varies
substantially by geographic area. At one ex-
treme is San Francisco, where a 92-percent
reduction in unprotected insertive anal inter-
course and a 76-percent reduction in un-
protected receptive anal intercourse was re-
corded from 1985 to 1987 (68). Lesser de-
grees of behavioral change, however, have
been recorded in areas of  intermediate
prevalence. For example, there was only a
28-percent decline in unprotected receptive
anal intercourse among participants of a mul-
t i c e n t e r  s t u d y  ( B a l t i m o r e ,  C h i c a g o ,
Pittsburgh, and Los Angeles) from 1984 to
1986-1987, with 48 percent of the men still
engaged in this practice at last assessment (in
April 1986 to March 1987)(78). In January
of 1986 and 1987, only 19 percent and 8 per-
cent respectively, of men participating in the
San Francisco Men’s Study reported un-
protected receptive anal intercourse (68). A
particularly disturbing finding from a study
of men in Pittsburgh is that although 91 per-
cent identified receptive anal intercourse as

3 The proportion of men engaged in unprotected anal in-
sertive intercourse fell from 37.4 percent in January 1985
to 3.0 percent in January 1987.
f? The proportion of men engaged in unprotected anal
receptive intercourse fell from 33.9 percent in January 1985
to 8.3 percent in January 1987.

the highest risk sexual activity for AIDS
transmission and 90 percent endorsed the
belief that condoms can reduce the spread of
AIDS, 65 percent  reported at  least  one
episode of anal intercourse during a six-
month period in 1986, and 62 percent of
these men reported that they “never” or
“hardly ever” used condoms during anal inter-
course. Reasons for not using condoms in-
cluded: condoms are used only by straights
(26 percent); condoms are not readily avail-
able (22 percent); condoms spoil sex (22 per-
cent); purchasing condoms is embarrassing (18
percent); and using condoms turns partners
off (16 percent) (202).

The combination of alcohol or other
drugs with sexual activity has been associated
with high -risk sex (166). In a telephone sur-
vey of homosexual men in San Francisco,
those who continued to practice unsafe sex
were more likely to combine drugs and/or al-
cohol with sexual activity. Furthermore, men
who combined drugs and/or alcohol with sex
were the least likely to have changed the fre-
quency of engaging in unsafe anal intercourse
since 1984 (39). In another study, the com -
bination of drugs and sexual activity was
found to be the most significant contributor
to unsafe sex among a group of New York
City homosexual men (more important than
perceptions of emotional support and of dif-
ficulty in modifying sexual behavior) (164).
The National Institute on Alcohol Abuse and
Alcoholism (NIAAA) is funding research on
alcohol’s effect on high risk-behavior among
groups at high risk for AIDS (see appendix
B).

Homosexual men reporting increases in
unsafe sexual practices (i.e., anonymous sexu-
al encounters) appear to hold different beliefs
about AIDS than those adopting safer sex. In
one longitudinal study in which changes in
beliefs and sexual practices were monitored,
men reporting increases in unsafe sex were
more likely to say that they perceived them-
selves to be at high AIDS risk than men not
engaging in unsafe sex. Men that reported
risk reduction were more likely to hold the
perception that one’s peers were reducing
risk, and the belief that one is capable of
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making necessary behavioral changes to
reduce risk and/or improve health. Those
reporting that their perception of risk for
AIDS increased with time did not reduce
risky behaviors but did demonstrate a wide
variety of psychological impairments. This
seems to indicate that using techniques to in-
crease the perception of risk for AIDS may
not necessarily have the desired effect on
sexual behavior ( 104, 105). However, it is
difficult to establish the temporal association
between reported beliefs and behaviors
(which came first, the belief or the behav-
ior?) and whether the relationship is causal
(i.e., did the change in belief lead to the
change in behavior?). Furthermore, these re-
lationships between certain beliefs and risk
behavior should not be regarded as static. As
the AIDS epidemic progresses, different
beliefs can be anticipated to emerge as corre-
lates of risky behavior (37).

Effectiveness of Specific
Interventions

Evidence suggests that during the initial
period of the epidemic, dissemination of
AIDS health information was relatively im-
portant, but that later, the acceptance of new
behaviors in one’s peer network became more
important ( 105). A number of techniques
have been employed to change individual risk
behavior and community norms. In this sec-
tion, these programs and their effectiveness
are examined.

Community-Based AIDS Risk Reduction
Programs

Community-based approaches are aimed
at simultaneously providing individuals with
information and skills for behavior change
and creating a social environment that sup-
ports behaviors that prevent the spread of
AIDS. Behavioral theory suggests that when
specific health-related behaviors become less
socially acceptable in a community (and
others are sanctioned to take their place), and
when perceived social sanctions regarding un-
healthy behaviors are persistent and in-

escapable, individuals are much more likely
to both initiate and maintain healthful behav-
iors (37).

The dramatic behavioral change docu-
mented in San Francisco has in part been at-
tr ibuted to a shif t  in community norms
resulting from the adoption of a multifaceted,
communi ty -based  approach  ( somet imes
referred to as the San Francisco model). At
least six elements characterize this model: 1)
strong leadership from within the homosexual
community; 2) market research techniques to
identify appropriate messages and communi-
cation channels for reaching the target
audience; 3) programs to inform and motivate
target audiences; 4) a focus on facilitating so-
cial and cultural change; 5) reliance on multi-
ple channels of communication including
print, broadcast, and face-to-face channels of
communication; and 6) broad-scale, grass-
roots participation. In addition, research was
conducted documenting baseline levels of
high-risk behavior, changes over time, and
the factors related to failure to change (37).

Although many programs have been im-
plemented in San Francisco, few of them
have been formally evaluated. Consequently,
it is not clear what the relative contribution
of the various elements of the San Francisco
model have been in changing risk behaviors.
Moreover, although community surveys have
been undertaken and have documented im-
provements in AIDS-related knowledge and
changes in behaviors, these changes cannot be
directly linked to any particular component
of the San Francisco model.

The Centers for Disease Control (CDC) is
funding AIDS Community Demonstration
Projects in six locations across the country
(Denver, Seattle-King County, Dallas County,
Denver City and County, New York State and
City, Long Beach, Chicago) (see project des-
criptions in appendix B). Although the range
of activities employed differs from site to
site, the interventions include public health
communications to provide factual informa-
tion about HIV infection and to create the
impression that prevailing social norms sup-
port changes to lower risk behaviors. The in-
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terventions also include antibody testing to
provide a cue to change behavior. Finally,
the interventions include a variety of methods
targeted to individuals resistant to change, in-
dividuals requiring additional help or skills to
make changes,  or  individuals  who have
trouble maintaining the changed behaviors
they have adopted. Evaluations of these pro-
grams are underway (see appendix B).

Members of risk groups targeted by
community-based educational campaigns have
reported that they are effective. A campaign
to promote safer sexual practices among
Montreal’s homosexual population included
AIDS education activities and condom dis-
tribution. In a survey completed one month
following the campaign, three-quarters of
respondents indicated that the campaign had
influenced their behavior; however, 36 per-
cent and 18 percent reported still engaging in
active and passive anal intercourse without a
condom, respectively(l). There may have
been a tendency for some survey respondents
to provide socially acceptable responses to the
survey.

HIV Antibody Testing

Proponents of antibody testing claim that
testing will motivate reductions in high-risk
behavior. Opponents have claimed that the
risks of discrimination or psychological dis-
tress outweigh the benefits of testing and that
high-risk persons are motivated to reduce risk
of infection without testing.

Several studies have shown that testing
appears to considerably reduce levels of high-
risk behavior. For example, in a study of
over 1,000 homosexual men from the Balti-
more/Washington D.C. area,  67 percent
elected to learn their HIV antibody status.
Those aware of their HIV seropositive status5

decreased unprotected insertive intercourse to
42 percent of baseline levels (compared to 59

percent for seronegatives and 52 percent for
the uninformed group). 6 A study of the ef-
fects of HIV antibody testing on subsequent
sexual behavior among 270 homosexual men
in Boston showed that levels of all sexual ac-
tivities (except the number of steady part-
ners) declined over a one-year period for all
men irrespective of awareness of antibody
status. Elimination of unprotected active anal
intercourse was reported somewhat more
often among seropositive men who became
aware of their test result and discontinuation
of unprotected receptive anal intercourse was
reported slightly more often by men who be-
came aware of a negative test result (133).
Other studies have also shown significant dif-
ferences in behavioral change between those
informed and not informed of their HIV
antibody status (216). In these observational
studies, however, subjects chose to be tested
and chose whether or not to be informed of
their HIV antibody test results. There is
some evidence to suggest that men already
predisposed to risk-reducing behavior are
more likely to choose to know their test result
(133).

Not all studies, however, report a posi-
tive effect of HIV antibody notification on
behavior. In a study of 74 homosexual men
in Chicago that had learned of their antibody
status, those who were positive and received
their results increased receptive anal contact
as compared to those who were positive and
did not receive their results. In addition,
some informed HIV-posit ive individuals
manifested increased mental health problems
(104,133). Some researchers have suggested
that HIV antibody negative men increase
risky activity due to the belief that they are
somehow invulnerable to the effects of HIV
(128).

5 The term HIV seropositive status refera to the inter-
pretation of enzyme immunoassay and confirmatory tests
(e.g., Western blot or immunofluorescence assay) aa posi-
tivefor HIV antibodies. Seronegative status refera to the
interpretation of enzyme immunoassay tests as negative
(186a).

6 Because those finding out that they are seropositive  are
more likely to have been more sexually active and to have
engaged in high-risk sex at baaeline than those finding out
that they are seronegative, the results of these analyses are
presented in terms of percent change at follow-up from
baseline in the number of persons with whom an individual
engaged in unprotected anal intercourse.
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Partner Notification

Notifying the sexual partners or needle
sharing contacts of those found to be HIV
positive may inform a group of individuals
that are unaware of their risk of HIV infec-
tion. The intention of partner notification is
to provide education and counseling to the
infected and susceptible contacts and thereby
prevent further transmission. Sexual partner
notification has been implemented successful-
ly for STDs other than AIDS. Although part-
ner notification would be very difficult when
individuals have had large numbers of sexual
partners (whose names or addresses might not
even be known), it may be especially useful
for high-risk seropositive individuals with
few contacts in areas of low prevalence of
infection.

Different models of partner notification
have been adopted. In some States the names
of those with HIV positive test results are
reported to the State health officials who in
turn identify, trace, notify, and counsel
named contacts (e. g., Colorado). In other
States, health officials selectively follow up
contacts who fall into certain groups (e. g.,
women of child-bearing age, bisexual con-
tacts) (97). Sometimes, the HIV-infected in-
dividual has the responsibility of notifying
contacts himself and health officials only
contact partners if they are asked for as-
sistance. For partner notification programs to
be successful, confidentiality of information
must be assured. Without assurances of con-
fidentiality, high-risk individuals may avoid
testing or fail to report or refer at-risk con-
tacts (106).

A partner notification program instituted
by the Colorado Department of  Health
identified 42 HIV positive individuals from a
total of 453 partners reported by 265 HIV-
positive individuals. These 42 identified
cases had not previously been tested or had
been previously tested and found to be nega-
tive (37). No behavioral followup was con-
ducted on these or the negative contacts
identified through this program.

Face-to-Face Programs

The results of evaluations of two inter-
ventions suggest that face-to-face programs
with multiple sessions can reduce high-risk
behavior. Men with a history of frequent
high-risk behavior reported fewer episodes of
unprotected anal intercourse following partic-
ipation in 12 weekly, group sessions covering
AIDS risk education, cognitive behavioral
self-management training to refuse coercions,
and discussions regarding the development of
steady and self-affirming social supports than
men in a control group (men randomly as-
signed to a program waiting list)’ ( 108).
Other researchers employed an 8-week stress
management program and a retreat emphasiz-
ing meditation, relaxation, positive health
habits, and coping with stress for a group of
seropositive men. Again, following the inter-
vention, participants reported fewer partners
in the previous month than men in the con-
trol group8 (36).

The STOP AIDS Project, a face-to-face
program implemented in San Francisco, al-
though not formally evaluated, was successful
in reaching large numbers of homosexual
men. The project uses a focus group model
to bring people together to engender a per-
sonal commitment to safer sex and personal
pa r t i c ipa t ion  toward  end ing  the  AIDS
epidemic. In a survey of San Francisco
homosexual men, over half of the men had
heard of the project and 20 percent had at-
tended a meeting. Records show that over
7,000 men have attended a meeting (37).
There are no data available, however, regard-
ing the specific impact of the program on be-
havior.

Conclusions

There have been few formal evaluations
of the effectiveness of educational interven-
tions to reduce the risk of HIV transmission

7 Program participants reported an average of 0.2 vs. 1.2
episodes of unprotected anal intercourse reported by con-
trols in the previous month.
8 Participants reported an average of O.S vs. 1.09 partners
reported by controls in the previous month.
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among  homosexua l  and  b i sexua l  men .
Evaluations are needed to determine which
approaches are effective for homosexual men
in general and for men who are resistant to
change. Considerable behavioral change has
occurred in areas of highest HIV prevalence
(e.g., San Francisco); however, a small minor-
i tyg of men continue to engage in high-risk
behaviors there, despite the conduct of a va-
riety of educational interventions.

Analyses of the distinctions between
those homosexual  men who continue to
maintain adopted behavioral changes over
time and those who do not will be central to
the design of new preventive interventions.
Based upon what is currently known regard-
ing the correlates of risky behavior, more
work is merited on understanding how high-
risk sex is associated with concurrent alcohol
and other drug use, beliefs regarding AIDS
risk, sexual impulse, and perceptions of per-
sonal efficacy and social norms. In addition,
research on the social and environmental con-
texts under which homosexual men do not
comply with safer sex can be expected to
identify heretofore unsuspected correlates of
high-risk behavior.

Specific approaches that could be imple-
mented and formally evaluated include com-
munity intervention approaches and face-to-
face, multisession programs targeted to those
having difficulty adopting or maintaining
s a f e r - s e x u a l  p r a c t i c e s . Al though  the
community-based intervention model imple-
mented in San Francisco may have shifted
community norms and contributed to behav-
ioral change, the model needs to be replicated
and evaluated in middle and high prevalence
cities. The extent of behavioral change in the
San Francisco area, in part, may be at-
tributable to the unique characteristics of the
population there. Homosexual males in San
Francisco, many of them migrants from other
areas, tend to be well-educated, professionals,
who identify with the homosexual com-
munity. In other areas, community leadership

and community networks may be less well
defined and the community-based approach
more difficult to implement. Beyond provid-
ing education and social support, programs
could provide the means with which behav-
ioral change can be implemented. For exam-
ple, methods of making condoms more avail-
able to risk groups and evaluations of the ef-
f icacy of  these programs could be un-
dertaken.

Data Collection and Evaluation

In order to gauge the effectiveness of
educational interventions, information on
baseline and current behavior of high-risk
groups is  necessary.  Data on prevalent
homosexual practices are available from only

10 Many c i t ies  in  t h e  m i d d l e - t o -a few cities.
high ranges of AIDS prevalence could benefit
enormously from better estimates of sexual
behavior among homosexual and bisexual
men. Such data were collected in San Fran-
c i sco  and  used  to  des ign  educa t iona l
campaigns, to determine the effectiveness of
the programs, and to identify pockets of in-
dividuals who were not responding to them
(37).

Uniform reporting of data would facili-
tate comparison of outcomes from different
areas. At present, longitudinal studies of
AIDS-related behaviors may use different pe-
riods of followup (i.e., periods of 1, 3, 4, 6,
and 12 months). Furthermore, researchers
vary in the detail with which they gather and
report behavior. At a minimum, it would be
useful for each study to record the frequency
of specific sexual activities that are known to
be high risk, and to report both mean fre-
quencies (along with standard deviations) and
percentages of individuals engaging in these
activities at baseline and at followup (37). As
a subject’s risk of HIV infection varies by
many characteristics of the contact (i.e., the
HIV serologic status of the subject and part-
ner, the type of sexual contact, whether the
subject assumed an active or passive role, and

9 An estimated 3 percent of men in the San Francisco
Men’s Health Study continued to practice unprotected ac-
tive intercourse and 8 percent practiced unprotected
receptive intercourse as of January 1987 (68).

10 Cities for which data on prevalent homosexual prac-
tices are available include San Francisco, Los Angeles,
Chicago, Baltimore, Pittsburgh, and New York (37).
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condom use), contact-specific, rather than
summary reports of risk behavior may be
necessary. For example, when high-risk sex-
ual practices are reported, it is important to
document the extent to which HIV negative
individuals might be selecting only other HIV
negative individuals for sexual relations and
likewise, HIV positive individuals may be
limiting their partners to those that are HIV
positive.

11,12 T.  unders tand  why  condoms

are not used during high-risk sexual en-
counters, it is important to document whether
the study subject is himself non-compliant or
whether the subject’s sexual partner is non-
compliant. The types of interventions needed
to encourage condom use would differ in the
two situations (i.e., motivating the subject to
use condoms versus motivating the subject to
insist that his partner use condoms). The
CDC is developing a uniform data collection
format that is to be used by State-funded
programs by the end of 1988 (21).

Specific Groups Needing Special
Research Attention

Black and Hispanic Homosexual and
Bisexual Men --- About half (48 percent) of
black or Hispanic adults and adolescents with
AIDS are homosexual males (7 percent of
these homosexual males are also IV drug
users). Of all those at risk for AIDS, black
and Hispanic homosexual males may be the
least studied. The limited data that are avail-
able suggest that race and ethnicity are not
significantly related to participation in high-
risk sex (37,39,63). Blacks however, appear
to be at greater risk for seroconversion than
whites (158, 159). More research is needed to
explain the higher rates of seropositivity
among blacks.

Black homosexual males may be less in-
formed about the AIDS epidemic than their
white counterparts. In one community survey
in Detroit, only 13 percent of 62 black

11 Although it is inadvisable for HIV positive individuals
to have unprotected anal intercourse, those limiting their
sexual partners to individuals who are also HIV positive
will not infect previously uninfected individuals.
12 The MACS study investigatora began to record this
information, when available, in 1987 (150).

homosexual respondents correctly identified
that the AIDS virus was transmitted through
blood and semen, and only 19 percent were
very worried that they might get AIDS (37
percent reported they were not worried about
possible infection) (215). Given a relative
lack of data regarding minority group mem-
bers’ AIDS-related knowledge, attitudes, and
sexual practices, there are few clues about
how targeted prevention strategies aimed at
alerting minority men to the dangers of
certain behaviors might be developed. Fur-
thermore, minority group members’ response
to available educational interventions has not
been adequately monitored.

Individuals with Low Incomes and Low
Educa t iona l  At ta in  mer i t . -  -S tud ies  o f
homosexual and bisexual men have generally
included those individuals most likely to
respond to educational programs: individuals
with moderate to high incomes with college
e d u c a t i o n . N u m e r o u s  s t u d i e s  h a v e
determined that response to knowledge of
health risk are correlated with these two vari-
ables. Data are needed on the prevalence of
high-risk behaviors among members of other
socioeconomic strata, so that the appropriate-
ness of current programs for these individuals
can be assessed.

Homosexual Adolescents. --Little atten-
t ion is  being given to the problems of
homosexua l  ado lescen t s .  There  a re  no
specific data on the prevalence of HIV infec-
tion among homosexual youth. A study of
homosexual/bisexual male teens found that
they had an average of 7 sex partners annual-
ly, with 45 percent reporting a past history of
sexually transmitted diseases. Adolescents
who are not yet infected with HIV and who
are newly exploring their homosexual life-
styles are among those most likely to benefit
from preventive efforts (154).

Bisexuals. --Specific data regarding the
prevalence of male bisexuality in the popula-
tion, the prevalence of HIV infection among
male bisexuals, the degree to which this
group has been influenced by AIDS risk
reduction education, and the potential for
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spread of  infect ion to heterosexuals  by
bisexuals do not yet exist.

IV DRUG USE

Introduction

Intravenous drug users are the second
largest group of persons who have developed
AIDS in the United States. As of May 2,
1988, the CDC reported 11,045 cases at-
tributed to IV drug use, representing 18 per-
cent of all adult/adolescent AIDS cases. Of
these, 80 percent are black or Hispanic (192).
An additional 7 percent of adult/adolescent
AIDS cases occur among homosexual/bisexual
males who also report IV drug use. The
prevalence of HIV infection among IV drug
users varies by geographic area; rates range
from 50 to 60 percent in the New York City
area to below 5 percent in most areas of the
country other than the East Coast (185).13

The potential for further spread of HIVtoIV
drug users, their sexual partners, and off-
spring is great. There are an estimated 1.1
million IV drug users in the United States
(185), many of them concentrated in large,
economically depressed urban areas. The
g r e a t  m a j o r i t y - - a p p r o x i m a t e l y  t h r e e -
quarters --of IV drug users are male. Most
have their primary sexual relationships with
women who do not inject drugs. The number
of females who do not inject drugs but who
are regular sexual partners of male IV drug
users is at least half as large as the number of
IV drug users (59) or about 550,000.

Most IV drug users use heroin, but a
substantial number also inject other drugs,
such as cocaine. Stopping drug use or adopt-
ing safer drug injection practices will reduce
the risk of HIV infection for IV drug users.
If IV drug users adopt safer sex practices,

13 These estimates are based on blood tests performed at
IV drug treatment programs. At any one time only about
15 percent of IV drug users are undergoing drug treatment.
Habitual user are not in treatment may be at even higher
risk. In contrast, the estimated 200,000 intermittent users
may bc a; lower risk (185).

transmission of the virus from IV drug users
to others will be reduced.

Shar ing  HIV-con tamina ted  need les ,
syringes, and other drug injection equipment
is the source of infection for most HIV-
infected IV drug users. Prior to AIDS,
needle-sharing occurred as part of initiation
into IV drug use and as a symbol of positive
social relationships among some IV drug
users. Furthermore, in many areas drug in-
jection equipment is difficult to obtain 14 and
illegal to possess. As a result, drug users are
disinclined to carry injection equipment with
them; they tend to obtain drugs first and then
worry about obtaining the injection equip-
ment (56).

In cities with large numbers of IV drug
users, there are “shooting galleries,” where a
semi-private space and injection equipment
may be available for a fee. A single needle
and syringe can often be used by many drug
users before the needle becomes too worn for
further use. In one survey of IV drug users
in treatment (conducted over a 19-month pe-
r iod  be tween  1983-1985  ) ,  68  pe rcen t
(131/ 193) reported engaging in needle-
sharing, and they did so during 40 percent of
their drug-use episodes ( 17). The use of
shooting galleries has been linked to HIV ex-
posure in several studies of IV drug users
(126,161).

Complex interactions exist among drug
use, functional status, and sexual activity.
Heavily addicted drug users, often physically
debilitated, may experience a loss of libido
and tend not to be sexually active. For the
majority of IV drug users not so heavily ad-
dicted, drug use may enhance sexual pleasure
and contribute to considerable sexual activity
outside of committed relationships (56). Drug
use may also lead to a disinhibition effect
against safer sex practices. Most IV drug
users develop relatively stable relationships
with a single partner. In one New York City
study, over 90 percent of IV drug users en-
tering treatment reported that they had a

1A Most States with large numbers of IV drug users re-
quire prescriptions for needle and syringe purchase (56).
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stable sexual relationship, and the average
duration of their relationship was over 5
years (59). The two partners often do not
live together, and mutual monogamy is rare.
In many cases there is no use of contracep-
tion, and the relationships frequently involve
children. In one study, IV drug users in
treatment reported an average of 2 children
(54).

Goals of AIDS Education

Reaching IV drug users with information
about AIDS is, in itself, a challenge. Most
educational programs have utilized ex-addict
outreach workers to provide information
relevant to IV drug users in their own com-
munities. Program success appears to depend
on imparting new information, providing the
means for behavior change, and reinforcing
changes in AIDS-risk behavior (56). The es-
tablishment of new norms within the drug
use community is a desired outcome of AIDS
educational efforts. These norms include ces-
sation or reduction of drug injection and if
injection continues, using sterile injection
equipment and eliminating or reducing the
number of persons with whom equipment is
shared. To reduce transmission of the HIV
virus from the IV drug user to his or her
sexual partner, adherence to safer sex prac-
tices is required.

AIDS education efforts will not neces-
sarily lead all IV drug users to seek treat-
ment, not all of those who seek treatment will
be admitted, and treatment will not immedi-
ately be effective for all of those who do en-
ter it. Therefore, AIDS education efforts for
IV drug users promote means for “safer” drug
inject ion. Promotional methods include
teaching social skills and strategies for refus-
ing to share equipment when inject ing,
providing information on how to sterilize
previously used injection equipment, provid-
ing bleach or alcohol for de-contaminating
used equipment, and actually providing sterile
equipment for injecting drugs. The ready
accessibility of means for safer injection, es-
pecially when an IV drug user is entering
withdrawal, may be the critical factor in the

effectiveness of an educational program.
Similarly, condoms provide a means to prac-
tice safer sex and can be made easily avail-
able through AIDS outreach workers and drug
abuse treatment programs.

Effectiveness of Specific
Educational Interventions

Substantial knowledge gains and behav-
ioral change occurred within the IV drug use
community prior to the implementation of
official AIDS education programs. In New
York City, for example, many IV drug users
not in treatment knew that AIDS was associa-
ted with injection of drugs as early as the fall
of 1983 (58). They had learned about AIDS
from the mass media and from the oral com-
munication networks within the drug use
subculture. By 1984, more than half of a
group of 59 methadone patients in New York
City reported that  they had made some
change in their injection behavior; they
usually reported increasing their use of sterile
needles, cleaning their needles more fre-
quently, and reducing the number of persons
with whom they would share drug injection
equ ipment . Only 14 percent ,  however,
reported having changed their sexual behavior
(82). A later study of IV drug users not in
treatment in New York found 41 percent
reporting changes in injection behavior com-
pared to 31 percent reporting sexual behavior
changes (1 15).

Knowledge about AIDS, by itself, does
not appear to motivate IV drug users to
change AIDS-risk behaviors. In one study,
the majority of IV drug users were sharing
equipment even though over 90 percent of
them knew that HIV transmission could occur
through sharing equipment (76). Similarly, in
a very well-designed study of the effective-
ness of an educational program using out-
reach workers, changes in knowledge were
not accompanied by behavioral change (131).
This has been attributed to the lack of atten-
tion to providing the means of behavioral
change; the outreach workers did not distrib-
ute bleach or clean equipment and did not
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provide access to drug treatment programs
(56). The lesson is clear--to facilitate behav-
ioral change, knowledge does not appear to
be sufficient. It is likely that the means for
implementing changes must also be addressed
within the context of the AIDS educational
effort. (See table 2-1 for a description of
selected interventions and results of program
evaluations.)

That is not to say that providing the
means for change is sufficient. Providing in-
formation relevant  to the concerns and
misapprehensions of IV drug users must be
emphasized. For example, many IV drug
users mistakenly believe that as long as they
are not sharing drug injection equipment with
people who “look sick,” they are protecting
themselves against AIDS. Consequently,
communicating information concerning the
long-term asymptomatic carrier status is
needed. The likelihood of developing AIDS
after exposure to HIV needs to be empha-
sized. If an IV drug user believes that there
is a very low likelihood of developing AIDS
after  HIV exposure,  then motivation to
change behavior is not likely to be very
strong. Conversely, the belief that all persons
exposed to HIV will develop AIDS or the
belief that exposure to HIV is the same as
having AIDS may create such anxiety that
risk reduction efforts will be undermined.
Given the exigencies of daily life for an IV
drug user, it is unlikely that new risk reduc-
tion behavior can always be maintained.
Thus, IV drug users must also realize that the
occasional slip in risk reduction behavior does
not negate the need for continuing risk
reduction (56).

Drug Treatment

The IV drug users’ most effective meth-
od of avoiding AIDS is to stop injecting
drugs. For most, this will require formal
treatment. Entry into treatment is often as-
sociated with immediate reductions in IV
drug use, but a single episode of treatment is
not likely, by itself, to lead to permanent
cessation of drug use. Length of time in
treatment is associated with significant reduc-
tions in drug use that are maintained over a

long period of time. The lack of availability
of suitable drug abuse treatment is a recog-
nized problem. In New York City, approxi-
mately 3,000 new permanent treatment posi-
tions have been added to the drug abuse
treatment system. All of these have been
filled, and there continues to be a waiting list
of approximately 1,000 persons. Current
plans call for an additional 5,000 treatment
positions to be opened by mid-1989 (56).
The Presidential Commission on the Human
Immunodef ic iency  Vi rus  Ep idemic  has
recommended expanding the capacity and im-
proving the quality of IV drug treatment pro-
grams (21 1).

Increasing the availability and acces-
sibility of drug treatment for IV drug users
through AIDS outreach programs appears to
be effective. A treatment voucher program
developed by the New Jersey State drug
abuse agency has proven to be effective in
extending treatment services to those con-
cerned about the risk of AIDS and in bring-
ing into treatment young black males, a group
previously underrepresented in the State
treatment system.

15 Over 80 percent of ‘he

first 1,000 vouchers distributed by AIDS out-
reach workers were redeemed for a free
episode of detoxification treatment. Over a
quarter of those entering treatment through
the voucher program went on to longer-term
treatment (99). As length of time in treat-
ment is associated with greater reductions in
drug injection, this program has probably had
a long-term effect on drug injection behavior
(56). Surveys of those entering treatment in-
dicate that about half are largely motivated
by the threat of AIDS (81).

Bleach Distribution

In some areas, outreach workers, in addi-
tion to providing education, are distributing
small bottles of bleach that can be used to
sterilize drug injection equipment .16 From
1986 to 1987, outreach workers in San Fran-
cisco distributed 15,000 vials of bleach, most

15 Imposition of patient fees in 1981 resulted in a loss of
black males in treatment (99).
16 Household bleach rapidly inactivates HIV outside of
the body (155).
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of them to addicts not in treatment. Al-
though the proportion of addicts (in treat-
ment) reporting needle-sharing remained the
same (71 percent), needle-sharers reporting
“usually” or “always” using bleach went from
6 percent before (in 1985) to 47 percent after
(in 1987) the bleach distribution program be-
gan. During this period, the proportion never
using bleach fell from 76 percent to 36 per-
cent. Despite the apparent success of this
community-based outreach program, serologi-
cal studies showed that the prevalence of HIV
positivity among respondents rose from 10 to
15 percent. Consequently, although steriliza-
tion is recognized as an important component
of AIDS prevention, the researchers recom-
mend other risk-modification measures be
eva lua ted ,  inc lud ing  more  widespread
availability of sterile hypodermic needles (31).
During the same period, others have found
somewhat higher levels of bleach use among
San Francisco IV drug users not in treatment
(212). Bleach use may be higher among those
not in treatment because the bleach distribu-
tion program was targeted to those not in
treatment. Evaluations of the effectiveness of
street outreach efforts in New York City that
include the distribution of sterilization agents
are in progress (56).

Needle-Exchange Programs

Official needle-exchange programs for
IV drug users have not yet been established
in the United States. Prior to the onset of
the AIDS epidemic, IV drug users in Amster-
dam worked with public health officials to
set up a needle-exchange system in which
drug users could return used injection equip-
ment and exchange it for new equipment
without cost. This effort was initiated to
reduce the spread of hepatitis B within the
IV drug  use  communi ty .  The  need le -
exchange system operated on a small scale
and did not substantially reduce the spread of
hepatitis B among IV drug users (26). Con-
cern about AIDS, however, has led to a
greater demand for sterile equipment and an
expansion of the needle-exchange system.
The proportion of IV drug users using the
exchange system has increased from less than
10 percent to almost 50 percent (203). The

needle-exchange system did not lead to an
increase in drug injection. In fact, evidence
suggests that since the implementation of the
needle-exchange program, IV drug users in
Amsterdam have decreased their frequency of
injection; the proportion injecting more than
once per day dropped from almost 90 percent
to less than 50 percent. This decline in drug
injection is attributed to attempts by IV drug
users to prevent HIV infection. There are no
data to show that the needle-exchange pro-
gram has reduced the transmission of HIV.

HIV Antibody Counseling and Testing

Some uncertainty exists regarding the
impact of IV drug users’ learning their HIV
antibody status. In some areas, IV drug users
who learned their positive antibody status
have shown greater risk reduction than those
testing negative (29,42). Risk reduction in-
cluded reducing or eliminating drug injection
or, among those continuing to inject, reduc-
ing or eliminating equipment sharing. Ad-
herence to safer sexual practices also in-
creased. In some cases, however, attempts at
changing sexual practices after learning of
positive HIV antibody test results led to the
break-up of some long-term relationships
(29). Seropositive individuals suffered dis-
tress, social isolation, and stigmatization upon
learning of their HIV test results, but distress
declined over a period of several weeks.

It is unclear whether learning individual
test results, per se, led to the observed be-
havior change. A comparison group of un-
tested individuals from the same drug abuse
treatment program showed comparable risk
reduction to those who were tested (29).
Thus, it may be that increased awareness and
personal concern about AIDS among IV drug
users in the local area stems from knowing
that personal risk information is available and
knowing persons who test positive rather than
from individuals’ learning their own antibody
status (56).

Some have advocated antibody testing for
IV drug users for  ci t ies in which HIV
seroprevalence among IV drug users is low
(31  ) .  In  San  Franc i sco ,  fo r  example ,
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voluntary antibody testing has been made
widely available. A concerted effort is made
to provide medical care to seropositive indi-
viduals, to place them in treatment, and to
counsel them intensively regarding equipment
sharing and safer sexual practices. This
strategy is based on the traditional public
health approach of locating infectious persons
and then intervening to prevent transmission
from those persons to others. In San Francis-
co, where this strategy has been implemented,
an estimated one-third of IV heroin users
have been tested in the first two years of the
program. There are no available data on how
HIV antibody testing in San Francisco has af-
fected IV drug users’ risk behaviors.

Preliminary data from one area17 where
this strategy was implemented suggest that
education contributes more to changing drug
use behavior than knowledge of ones’ HIV
antibody testing results. An investigator
compared  the  r i sk  behav io r s  o f  th ree
m a t c h e d 1 8 groups of 25 IV drug users in
treatment and provided with AIDS education;
those who had been tested and learned that
they were HIV antibody positive, those had
been tested and learned they were HIV nega-
tive, and those who had elected not to be
tested. After three months of followup, 18
of aware seropositive IV drug users returned
to drug use despite the opportunity to receive
methadone maintenance, long-term counsel-
ing, and medical followup. Ten of these HIV
seropositive IV drug users, however, returned
to treatment by nine to 12 months of fol-
10WUP and by this time, positive changes in
drug use behaviors had been adopted by all
three groups. Evaluations of innovative
models aimed at changing the risk behaviors
of those identified as seropositive are needed
(124,125). The National Institute on Drug
Abuse is funding AIDS Comprehensive Com-
munity Outreach Demonstration Projects that
include evaluations of HIV antibody testing
programs (see appendix B).

Changes in Sexual Behavior

There have not been substantial changes
in sexual behavior among IV drug users, es-
pecially with sexual partners with whom the
IV drug user has a long-term relationship. In
studies where both drug and sex behaviors
were monitored, changes in sexual behavior
lag behind changes in drug-use behaviors.
For example, in San Francisco, while reported
use of bleach to sterilize drug injection
equipment rose from 3 to 67 percent before
and after a community-based outreach pro-
gram was implemented, reported “safer sex”
practices increased only slightly, from 5 per-
cent to 15 percent (212).

Drug users have reported reductions in
their number of casual sexual partners and
increased use of condoms with casual part-
ners. Male IV drug users have also reported
changes in their use of prostitutes. They are
more likely to use condoms when with a
prostitute, more likely to select a “regular”
prostitute rather than seeing many different
prostitutes, and more likely to insist that the
prostitute they use “look clean” and in appar-
ent good health (56). The least amount of
AIDS-related behavioral change has occurred
within long-term, committed relationships.
This may be explained by the threat to the
relationship that behavioral change may pose.
In a study of antibody testing, in which HIV
seropos i t ive  ind iv idua l s  were  s t rong ly
counseled to use condoms, about half of the
long-term relationships dissolved after the IV
drug users introduced condom use into the
relationship (29). New counseling approaches
appear to be needed to assist IV drug users in
initiating and maintaining safer sexual prac-
tices within their long-term relationships. It
is within the long-term relationship that
transmission of HIV is most likely to occur,
to both the sexual partner and to children
likely to be conceived because of a lack of
contraception.

17 The experience of a small-sized city in a non-
metropolitan area in New England is reported (124).
18 IV drug users were matched by age, sex, and drug use
(124).
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Preliminary data from one investigator
suggest that providing one-on-one counseling
to seropositive IV drug users and their pri-
mary sexual partner is effective. Marlink
reports that seropositive IV drug users in
treatment significantly increased their reports
of “always” using condoms after participating
in one-on-one counseling with their sexual
partner. A comparison group of IV drug
users in treatment who were either HIV
antibody negative, or who had elected not to
be tested, did not increase reports of “always”
using condoms. Because IV drug users in the
comparison groups did not have partner
counseling, it is not clear what the relative
contributions were of the counseling inter-
vention and knowledge of HIV antibody
status (125).

Conclusions

Evidence suggests that IV drug users
have changed their behavior to reduce their
chances of developing AIDS. Behavioral
change depends upon learning that they are at
risk for AIDS and the ways the disease is
transmit ted. Risk reduction also depends
upon the availability of means for behavior
change. Means may include drug abuse
treatment and equipment sterilization methods
or clean injection equipment. Behavioral
theory suggests that sustaining behavioral
change requires reinforcement through a
belief system that the new behavior is effec-
tive in preventing AIDS and through social
approval from peers (56).

No single intervention appears to have
maximal effectiveness, even within a single
geographic area. Instead, most programs have
relied on multiple approaches. Reinforce-
ment of risk reduction is needed for a suc-
cessful AIDS education program. Here, peer
approval of behavioral change may play an
important role. The decision to engage in
AIDS risk reduction is sometimes made
within a group context rather than by IV
drug users  individual ly.  In one s tudy,
whether or not friends were practicing AIDS
risk reduction was the strongest predictor of
behavioral change (82). This finding is not

surprising in light of the importance of peer
approval in IV drug use initiation, injection
equipment sharing, and drug abuse treatment
programs.

To evaluate the effectiveness of inter-
ventions in terms of reduced HIV infection,
cohort and ongoing seroprevalence surveys
will be needed. To supplement these studies,
continued ethnographic research is required
to monitor behavioral responses to interven-
tions. Ethnographic research (observations of
a group’s beliefs and practices by trained ob-
servers) has yielded invaluable insight into
drug use behaviors and patterns of social and
sexual relationships that suggest new ap-
proaches to educational intervention. For ex-
ample, the evident importance of peer group
approval suggests that interventions aimed at
a group of IV drug users rather than at indi-
viduals might be effective. Similarly, the
lack of significant change in sexual practices
among IV drug users and their long- term
partners suggests a need for involving sexual
partners in counseling. Once promising in-
terventions have been identified for imple-
mentation, rigorous methods (e.g., experimen-
tal or quasi-experimental designs) need to be
employed to evaluate their success.

The threat of AIDS appears to have
motivated many IV drug users to seek treat-
ment. Research is needed to determine the
long-term effectiveness of treatment pro-
grams for the increasing number of IV drug
users entering them. In addition, as some IV
drug users are at risk of AIDS because they
inject drugs other than heroin, types of treat-
ment that may eliminate or reduce their
habits are needed.19

When drug abuse treatment is not effec-
tively utilized, methods of safer injection
need to be adopted to reduce AIDS risk.
Both distribution of sterilization agents and
needle-exchange programs have been imple-
mented in different areas. It appears that
both approaches have been accepted by more

19 Most IV drug users in treatment programs are heroin
users for whom methadone is effective in curbing the in-
centive to use heroin.
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than half of IV drug users in the affected
areas. HIV transmission continues to occur,
however, in areas where outreach workers
have effectively distributed bleach. Although
needle-exchange programs remain con-
troversial in the United States, their compara-
tive worth or the effectiveness of using both
in t e rven t ions  s imul t aneous ly  cou ld  be
evaluated.

For areas where there are few infected
IV drug users, the strategy of  making
voluntary HIV antibody testing easily acces-
sible and providing intensive followup for
those identified as positive needs to be
evaluated further. Preliminary data from one
study of this approach suggest that providing
education to IV drug users in treatment alters
risky drug taking practices irrespective of
HIV antibody status. More information on
the social consequences of being identified as
seropositive and its effects on behavioral
recidivism is needed, especially in light of
evidence that IV drug users in treatment may
return to drug use soon after learning of their
HIV infection (124). Furthermore, evalua-
tions are needed of innovative approaches to
providing educat ion and counsel ing to
participants of voluntary HIV antibody test-
ing in areas of both low and high HIV
prevalence.

Particular attention needs to be paid to
educational interventions aimed at changing
the sexual behaviors of IV drug users. Al-
though some changes have occurred, they are
modest in comparison to changes in IV drug-
related behaviors. Of special concern is the
observation that changes in sexual behavior
have been less frequent within committed re-
lationships than within casual sexual rela-
tionships. Without changes in condom use
and use of other forms of contraception,
heterosexual partners will be infected and
perinatal transmission may occur, since child-
bearing is more likely within longer-term re-
lationships. Preliminary data from a study of
one-on-one counseling of HIV seropositive
IV drug users in treatment with their sexual
partners suggest that this technique is very
effective in promoting condom use (125).
Further research in this area is needed.

IV drug use is associated with much of
the AIDS transmission among blacks and
Hispanics in the United States. Consequently,
culturally sensitive educational approaches are
needed for these groups. What is known
regarding the geographic distribution of AIDS
cases should help to target these efforts. For
example, almost two-thirds of black (58 per-
cent) and Hispanic (61 percent) adults who
have AIDS live in three States--New York,
New Jersey, and Florida. Among Hispanics
affected by AIDS in the northeastern United
States, 80 to 90 percent were born in Puerto
Rico (94). There are few data regarding dif-
ferential impact of interventions on specific
racial /ethnic groups (83) or  on specif ic
age/drug use groups (e. g., young IV drug
users with relatively new drug habits vs. older
IV drug users with longer-term drug habits)
(55).

CERTAIN PRACTICES OF
HETEROSEXUAL ADULTS

Introduction

Heterosexually Transmitted AIDS Cases

There is controversy surrounding the de-
gree of risk that the AIDS epidemic poses to
the heterosexual community. There are few
recent data regarding either the prevalence of
high-risk, AIDS-related behaviors, or the ex-
tent of infection among heterosexuals. Ac-
cording to the CDC AIDS case surveillance
data, 4 percent of AIDS cases reported to
date (2,463 of 59,897 adult/adolescent cases
as of May 2, 1988) represent those trans-
mitted via heterosexual contact (192).20 Al-
though a small  proport ion of  al l  cases,
heterosexually transmitted cases represent the
fastest growing segment of AIDS cases.

20 These include 1,003 persons without other identified
risks who were born in countries in which heterosexual
transmission is believed to play a major role.
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The cumulative incidence21 of  AIDS
cases in heterosexual adults and adolescents is
highest (above 1 case per 10,000 population)
in four States/areas: New York, New Jersey,
the District of Columbia, and Florida (185).
Most of the heterosexually transmitted cases
in these areas arose as a consequence of sexu-
al contact with infected IV drug users (56).
There are a disproportionate number of mi-
nority group members represented among
heterosexually transmitted AIDS cases--69
percent of cases occur among blacks and 14
percent among Hispanics.

The characteristics of AIDS cases do not
necessarily give an accurate depiction of who
is now at risk of developing AIDS. Because
the period between infection and onset of
symptoms of disease may be seven years or
longer, the characteristics of AIDS cases are
those of a group who engaged in high-risk
behaviors several years ago. To understand
t h e  f u t u r e  s p r e a d  o f  A I D S  a m o n g
heterosexuals, it is important to have in-
formation regarding HIV infection and on the
occurrence of high-risk behaviors among a
group of heterosexuals representative of the
general population.

The Prevalence of HIV Infection

There are no data on the prevalence of
infection among a group of heterosexuals that
are similar to the general population of
U n i t e d  S t a t e s  h e t e r o s e x u a l s .  I n s t e a d ,
seroprevalence data from testing programs
within the military and blood donor programs
are used to estimate infection rates within the
low-risk heterosexual community (individuals
at known risk of AIDS are asked not to
donate blood), and data from voluntary HIV
antibody testing programs and STD clinics
have been used to estimate infection rates
within high-risk heterosexual populations. In
addition, newborn surveillance programs have
served as indicators of infection among
reproductive-age women. According to blood
donor testing data, the prevalence of HIV in-

21 The cumulative incidence of AIDS cases is the total
number of reported AIDS cases in an area divided by the
number of individuals in the area at the onset of the
epidemic.

fect ion for  f i rs t- t ime donors is  4.3 per
1 0 , 0 0 022 ( 185). In fec t ion  ra te s  among
heterosexuals attending STD clinics and not
admitting to AIDS risk behaviors 23 are as
high as one percent (185). In Massachusetts,
where blood from newborns was tested for
HIV antibodies in 1986 and 1987, 2.1 per
1,000 mothers of neonates were determined to
have been infected.

24 In inner-city hospitals,

8 per 1,000 women were infected (92).

To improve estimates of HIV infection
within the general community, the CDC is
conducting seroprevalence surveys in hospi-
tals, family planning and STD clinics, drug
treatment centers, and other sites located in
both high- and low-risk areas (129).

The Prevalence of High-Risk Behaviors

There are very poor data available on the
sexual behavior of the American population.
The data on sexual behaviors collected by
Kinsey in the 1940s are recognized as flawed
because investigators did not use probability
sampling, and because respondents were dis-
proportionately drawn from the Midwest and
college campuses (143). A national survey of
American adult sexual behavior is being con-
ducted25 and information from a representa-
tive group of 20,000 adults should be avail-
able by mid- 1989. Preliminary data on a
sample of 2,000 adults should be available by
fall 1988 (28). The results of a survey of
sexual attitudes and behaviors of over 3,000
American men and women conducted for the
Kinsey Institute in 1970 were never published
and the survey data has only recently been
made available to researchers (19).

22 Data are baaed on HIV antibody tests performed on
blood donations from 1985 to 1987,
23 Risk behaviors included homosexual contact, IV drug
use, and known sexual contact with a person from these
groups. When self-reported risk behaviora of HIV
seropositive individuals attending STD clinics were con-
firmed with a reinterview after testing, HIV infection rates
among those not admitting to risk behaviors ranged from O
to 1.2 percent.
24 Antibodies in maternal blood are contained in neonatal
blood specimens routinely collected for other purposes,
such as screening for phenylketonuria (92).
25 The survey is being conducted by the National Opinion
Research Center with support from the National Institute
of Child Health and Development (NICHD), and the CDC,
National Center for Health Statistics (28).
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Some regional data have been collected
regarding high-risk heterosexual behavior.
For example, a survey was conducted in 1986
using a probability sample 26 to estimate the
size, demographic composition, and sexual
behavior of the multiple/high-risk partner
heterosexual population 27 in San Francisco
(38) . Results indicated that approximately
17 percent of San Francisco adult residents
are heterosexuals with multiple or high-risk
sex partners (58 percent of them men and 42
percent of them women).

Sexual practices, attitudes about risk of
HIV infection, and sources of AIDS informa-
tion reported by this group of “high-risk”
heterosexuals, while limited to the unique
population of San Francisco, offer some in-
sight into what kind of educational programs
targeted to this risk group might be effective.
The survey revealed that although risk group
members were very sexually active, with
many reporting partners in AIDS risk groups,
less than one-third reported feeling personally
threatened by AIDS. Nevertheless, sizable
numbers of heterosexuals at risk for AIDS
reported that they had reduced their number
of sex partners and decreased anal sex since
the  onse t  o f  the  ep idemic .  High- r i sk
heterosexuals are also at risk for AIDS be-
cause of IV drug use. At least eight percent
of risk group members reported having used
IV drugs, with two percent having done so in
the six months immediately prior to the in-
terview. In addition, alcohol and drug use
prior to sexual encounters was associated with
engaging in higher-risk sexual practices (38).

Overall, the importance of reducing the
chances of contracting or spreading AIDS was
rated highly, 8.4 on a 10-point scale. Few
believed that “using a condom is a turn-off,”

26 Probability sampling is a technique that yields a study

Y7
oup that is representative of the area.

Thin population consisted of adults (aged 18 or older)
reporting two or more sex partners of the opposite sex for
the last year, or opposite sex partnera whom they believed
to be IV drug usem. In addition, men were included if they
had sexual contact with a female prostitute in the previous
year and women were included if they had sexual contact
with a male prostitute or bisexual male partner in the
previous year.

and condom-resistant attitudes were held by
one-quarter of respondents. Approximately
three-quarters of respondents indicated they
were familiar with the concept of safer sex.
There was less awareness of safer sex among
blacks and Hispanics, however. The level of
enjoyment of unsafe practices was correlated
with respondents’ sexual behavior, which sug-
gests that a communication strategy of em-
phasizing the pleasurability of safer sex may
be an effective way to bring about behavioral
change. Beliefs about social norms regarding
specific sex practices were not strongly linked
with sexual behavior (38).

Only 20 percent of risk group members
reported seeking specific information on how
to reduce their risk of getting AIDS. Most
have relied on their physicians or friends as
sources of information. There was consider-
able interest expressed in workplace-focused
educational programs, particularly among less
well-educated risk group members. Thirty-
one percent said they would attend a risk-
reduction presentation during lunchtime or
after working hours at their place of employ-
ment. Twenty-six percent indicated they
were likely to call a toll-free AIDS informa-
tion hotline. Health professionals and the
media were identified as preferred sources of
information. Eighty-eight percent approved
of the use of sexually explicit risk-reduction
messages.

Although over two-thirds of respondents
were aware that antibody screening was
available, only 5 percent indicated that they
had been tested. Only 22 percent stated that
they were likely to use the test in the future.
Relatively low levels of test use are explained
by the perception that heterosexuals are not
at risk for AIDS.

Although the findings of this survey
conducted in 1986 may be dated, there are
some important lessons to be learned regard-
ing educational interventions targeted to
high-risk heterosexuals.

o Educational interventions that increase
the high-risk individual’s perception of
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risk may increase their solicitation of
HIV information and use of the HIV
antibody test.
There is considerable overlap in risk
behaviors. Therefore, educational ef-
forts may be effective if simultaneously
directed at changing sex and drug use
practices. Controlling alcohol and drug
use may increase compliance with safer
sex recommendations.
There is interest in AIDS educational
efforts located at the worksite and at
family planning and STD clinics. Hot-
lines were named as useful sources of
AIDS information.
Educational approaches that emphasize
pleasure associated with safer sex might
be effective. Explicit risk reduction
messages may be useful.

Because the high-risk heterosexuals sur-
veyed were identified through a probability
sample, investigators can generalize findings
to the high-risk heterosexuals of San Francis-
co who are estimated to comprise 17 percent
of the population. Given the unique charac-
teristics of San Francisco, however, the find-
ings may not be generalizable to other areas
in the country. The results of a followup
survey of high-risk heterosexuals conducted
by the same group of investigators should be
available in mid 1988 ( 145). With this sur-
vey, any temporal changes in sexual attitudes
and behaviors will be documented, but only
for San Francisco.

Effectiveness of Specific
Educational Interventions

Persons  a t t end ing  STD c l in ics  and
sexually active women of childbearing age
(i.e., those with multiple or at-risk partners,
or with a history of drug use) are two groups
of high-risk heterosexuals that have been
identified for AIDS prevention activities
(183). In this section, what is known about
the effectiveness of education and counseling
interventions relevant to adult members of
these groups is reviewed. In the next section,

the effectiveness of interventions targeted to
adolescents is discussed.

Persons Who May Have Sexually
Transmitted Diseases

Individuals infected with sexually trans-
mitted diseases (STDS) other than AIDS are at
increased risk of HIV infection by virtue of
their sexual practices (e.g., multiple partners)
and because open genital lesions present in
some STDS facilitate HIV transmission (123).
In light of the similarities in risk-reduction
services related to STDS and HIV infection
and the high-risk nature of the population
served by public STD clinics, 28 CDC has
targeted these sites for AIDS educational and
testing activities. In fact, an estimated 42
percent of all HIV antibody testing and
counseling centers are located in STD clinics
(123).

Education provided at STD clinics can
reach a large number of high-risk individu-
als;  approximately half  of  al l  annually
reported cases of STD are treated within the
nearly 3,500 public STD clinics (1 23).29 O f
considerable concern are recent STD surveil-
lance data indicating that the number of new
STD cases is  increasing.  For example,
through the first 46 weeks of 1987, there was
a 32-percent increase in the number of cases
of infectious syphilis reported as compared to
the same period in 1986. A marked increase
of syphilis was noted among inner-city,
heterosexual, minority group members sug-
gesting that high-risk sexual activity is in-
creasing in these groups despite the risk of
HIV infection (187).

To date, no specific AIDS education pro-
grams offered within STD clinics have been
formally evaluated (123). The CDC’s Divi-
sion of STDs is providing funding to Innova-
tive Projects for Risk Reduction, AIDS Pre-
vention Projects to the States, and AIDS

28 Sociodemographic characteristics of public STD at-
tendees are similar to those of heterosexually transmitted
AIDS caaes, both tend to be young, urban, heterosexual
individuals from lower socio-economic groups (123).
29 These clinics manage approximately 5 million patient
visits a year (123).
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Community Demonstration Projects. Grant
recipients are conducting program evaluations
that should be completed in late 1988 or in
1989 (see appendix B).

Given the similarity in risk reduction
messages imparted to prevent HIV infection
and other STDS, it is instructive to look at
evaluations of innovative educational ap-
proaches aimed at preventing STD infection.
Pertinent to the conduct of AIDS education
are those interventions that attempt to im-
prove knowledge of STDs and their pre-
vention, to change attitudes regarding pre-
vention, to alter high-risk sexual practices, to
improve return-to-clinic rates, and to im-
prove client referral of potentially infected
partners. Examples of educational approaches
that have been evaluated include the use of
printed educational materials, videotapes,
programmed learning guides, in-depth face-
to-face discussions, self-administered behav-
io ra l  check l i s t s ,  condom d i s t r ibu t ion ,
clinician-patient contracts, and patient refer-
ral cards (see table 2-2 for a description of,
and results from, evaluations of STD clinic
educational interventions). Several of the
evaluation studies employed designs (e.g.,
randomized clinical trials) and included suffi-
cient numbers of clinic patients to derive
statistically meaningful results. Most studies,
however, were conducted in the mid-to-late
1970s in unique localities, a factor limiting
the generalizability of results.

To improve knowledge related to STDs,
one group of investigators (7) evaluated the
relative effectiveness of a programmed learn-
ing guide, an audiovisual technique, and a
person-to-person interview. The three inter-
ventions accounted for a 20-percent increase
on post-test knowledge scores, and the inter-
view technique was the most effective.

Interventions aimed at changing attitudes
have also been effective. In one study, men
and women were urged to use condoms or to
encourage their partners to do so through the
use of videotapes, in-depth discussions, in-
formational checklists, and free condom dis-
tribution (66). There were marked differ-

ences in attitudes compatible with prevention
between those exposed to the interventions
and the control group (71 percent of individ-
uals in experimental groups demonstrated at-
titudes compatible with prevention compared
with 33 percent of those in the control
group). Unfortunately, there are no data in
either this study or the former study regard-
ing actual changes in behavior.

The results of two studies in which the
effectiveness of an educational intervention
was measured in terms of evidence of behav-
ioral change are not encouraging. In one
descriptive study (the behavior of a group of
clinic attendees were described before and
after the implementation of the educational
intervention without the use of a comparison
group), the acceptance of free condoms at the
STD clinic did not reduce the number of
returns to clinic with another STD as com-
pared with those that did not accept the con-
doms (47). In another study, a group of men
experiencing a gonnorhea reinfection (i. e.,
they did not comply with behavioral recom-
mendations) were randomly assigned to a spe-
cial counseling intervention or to a control
group (171). The rate of gonorrhea reinfec-
tion among men in the special intervention
group was the same as that observed in the
control group.

In terms of motivating patients to return
to the clinic for followup, one study showed
that provider performance was very influen-
tial (11 8). In the study, the effect of new
educational materials and the use of patient-
cl inician contracts  out l ining preventive
patient behaviors were evaluated. Although
rates of return improved for women (pre -
intervention, 35 percent vs. post-intervention,
73 percent), the return rate for men was
similar before and after (33 percent and 37
percent) the interventions were initiated.
During a two week period, patient/clinician
interactions were directly observed to see if
the new educational materials were being
used. During this two week observation peri-
od, patient return rates were very high; 67
percent for men and 97 percent for women,
suggest ing that  improved provider  per-
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formance 30 was responsible for the improve-
ment (123).

These studies suggest that special educa-
tional interventions can improve STD-related
knowledge and can affect attitudes toward
preventive behavior. Here, the person-to-
person interview appears to be relatively
more effective than other methods. Results
have not been encouraging from studies that
have attempted to measure actual changes in
risk behavior. Neither distribution of free
condoms nor special counseling was effective
in reducing STD reinfection. Provider per-
formance, however, may influence com-
pliance with a recommendation to return to
clinic. Interventions aimed at maintaining
high levels of provider performance may be
effective in improving patient knowledge, at-
titudes, and compliance with behavioral
recommendations.

Sexually Active Women of Childbearing Age

Although most adults with AIDS are men
(92 percent), women represent the fastest
growing segment of the population with
AIDS. Seventy-one percent of women with
AIDS are black and Hispanic (86). One-half
(51 percent) of women with AIDS are IV
drug users and nearly one-third (29 percent)
contracted the disease through sexual contact
with an infected male (most of whom con-
tracted AIDS through IV drug use) (192).
Clearly, curbing IV drug use among women
and changing the sexual practices of IV drug
users would reduce HIV transmission among
women.

Researchers and practitioners attending a
recent workshop31 concluded that “while edu-
cational campaigns featuring brief, clear in-
formation are a first step, increased knowl-
edge by itself does not lead to needed behav-
ior change (177). Changing women’s sexual
behaviors may require interventions that

30 Provider performance is thought to have improved as a
result of having an observer present during the

31
patient/clinician encounter.

The workshop, “Women and AIDS: Promoting Healthy
Behaviors,” was cosponsored by The National Institute of
Mental Health and The National Institute on Drug Abuse.

“em pow e r“ women to have more control
within their sexual relationships. For exam-
ple, interventions that help women assert
themselves with their sex partners or develop
communication skills effective in getting their
partners to consistently and properly use con-
doms and engage in other safer sex practices
may be effective. Although studies of such
approaches are currently underway, there are
no published data regarding the effectiveness

3 2 , 3 3  I n  a d d i t i o n  t o  a pof these approaches.
preaches to help women initiate change, other
interventions, such as support groups, may be
needed to sustain behavioral change.

R e c o g n i z i n g  t h a t  h i g h - r i s k ,
reproductive-age women may be reached
through federally-funded family planning
C l i n i c s ,34 Title X funds have recent l y  been

made available to support AIDS-related edu-
cational activities (27). CDC also funds risk-
assessment, and risk-reduction counseling,
and HIV testing for women in family plan-
ning clinics (21 ). One educational needs as-
sessment conducted within a San Francisco
family planning clinic in 1987 revealed that
such clinics serve a population at high risk
for AIDS; of 545 women aged 13-49 sur-
veyed, 7 percent reported using IV drugs, 10
percent reported sex with a bisexual male, 9
percent reported sex with an IV drug user, 34
percent reported multiple sexual partners, and
30 percent reported sexual intercourse with a
partner whose sexual history was unknown.
Despite the high prevalence of risk behaviors,
more than half (55 percent) reported that
their sexual partners “never” use condoms
(148). A 1987 statewide survey of women at-
t end ing  P lanned  Pa ren thood  c l in i c s  in
Pennsylvania revealed that 1.5 percent were

32 For example, J. Mondanaro is using empowerment
techniques in interventions targeted to partners of IV drug
users and prostitutes (see description of her NIDA-funded

reject in appendix B).
53 The potential untoward consequences of increasing the
assertiveness of women in dependent relationships must
also be monitored (e.g., physical abuse of prostitutes by

54
imps).

Title X provides family planning services to 4.3 million
sexually active women annually. Most of these women are
young, many are members of minority groups, and 85
percent are members of low-income families. These women
are thought to be at high risk of HIV infection (27).
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IV drug users and 4.3 percent were sex part-
ners of IV drug users (21).

Within family planning clinics, evaluation
research in the following areas would assist in
developing effective educational programs:
evaluation of protocols for risk assessment
that may be used as a part of client educa-
t ion;  evaluation of acceptance of  AIDS
counseling and testing offered on site vs.
upon referral; evaluation of various counsel-
ing  approaches  ( ind iv idua l  and  g roup
counseling, support programs for infected and
non-infected high-risk women); evaluation of
client contraceptive choices following AIDS
counseling and testing; and evaluation of the
provision of contraceptive services on an out-
reach basis to IV drug use clinics/programs
(135).

In an effort to prevent perinatal trans-
mission of AIDS, the CDC has recommended
that all women of childbearing age with
identif iable r isks for  HIV infect ion be
routinely counseled and tested35 for HIV
antibodies ( 183). As part of this effort,
AIDS-r i sk  assessment ,  educa t ion ,  and
counseling could be conducted at a number of
clinical facilities serving women including
physicians’ offices, family planning clinics,
STD clinics, drug treatment clinics, Women,
Infants, and Children Program (WIC) clinics,
and prenatal clinics (32). The CDC is fund-
ing several Perinatal AIDS Prevention Com-
munity Demonstration Projects that include
evaluations of how well women at risk of
HIV infection are identified and how con-
traceptive practices are affected by AIDS ed-
ucational interventions (see appendix B).

Women who exchange sex for money or
drugs are at risk of HIV infection through IV
drug use and through their multiple and
potentially high-risk sex partners. If in-
fected, these women may transmit HIV infec-
tion to their babies and to male clients. CDC
is collaborating with others in an ongoing,

cross-sectional study of women who have
engaged in prostitution in several geographic
areas (182). 36 prostitutes have been  rec ru i t ed

fo r  pa r t i c ipa t ion  in  the  s tudy  o f  HIV
seroprevalence and AIDS risk factors through
STD clinics, prisons, or outreach efforts, such
as newspaper advertising and street contacts.
Results of the study show that the major risk
factor for HIV infection in prostitutes is IV-
drug use, and not exposure to infected part-
ners. Only 13 percent of women tested have
returned to learn their  test  results .  The
return rate is better in San Francisco where
outreach workers visit neighborhoods where
the women are working than in other sites
where study participants must travel to medi-
cal facilities to receive their test results (182).
This suggests that education efforts targeted
to prostitutes may be more effective when
delivered by community role models and
peers. Most prostitutes report some use of
condoms by their customers, but efforts at
maintaining safer  sex pract ices may be
hampered by customers’ offering higher fees
for unsafe sex practices. Customer education
may therefore be key to improving com-
pliance with safer sex recommendations (6).
Barrier contraception, however, is generally
not used with steady sexual partners who may
be HIV infected (157).

Conclusions

No formal evaluations of AIDS educa-
tional programs implemented within clinics
serving high-risk heterosexuals are available.
Results of evaluations of STD clinic educa-
tional interventions, however, suggest that
special educational interventions can improve
knowledge and can affect attitudes toward
preventive behavior. Here, the person-to-
person interview appears to be relatively
more effective than other methods, such as
use of videotapes and special educational
materials.

35 “Routine counseling and testing” is defined as a policy
to provide these services. to all clients after informing them
that testing will be done. Except where testing is required
by law, individuals have the right to decline to be tested
without being denied health care or other services.

36 The areas are Atlanta, Colorado Springs, Las Vegas,
Los Angeles, San Francisco, Miami, and the tri-city area
including Newark, Jersey City, and Patterson (182).
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Results have not been encouraging from
studies that have attempted to measure actual
changes in risk behavior attributable to an
educational program. For example, neither
distribution of free condoms nor special
counseling were effective in reducing STD
reinfection (46, 171 ). Provider performance,
however, may have influenced patient com-
pliance with a recommendation to return to
the clinic (118). Given that the provider-
client interview appears to be a preferred
medium of communicating STD information
and that the performance of the counselor af-
fects client compliance, resources may be ef-
fectively used to ensure the quality of pro-
viders of AIDS and STD services (e.g., com-
prehensive training, continued education op-
portunities, interventions aimed at reducing
provider stress, and burnout).

There are limited data on the size and
characteristics of the high-risk heterosexual
population. Certain groups, however, are
recognized as being at high risk, and within
these groups, innovative approaches are re-
quired to facilitate behavioral change. For
example, interventions to “empower” women
that may be involved in dependent rela-
tionships (e. g., partners of IV drug users;
prostitutes) to encourage their partners to use
condoms without, at the same time, jeopar-
dizing themselves are being evaluated (see
appendix B).

entering AIDS risk groups may be the most
effective method of AIDS primary prevention
because much of what teenagers learn and do
as adolescents will affect their sexual and
other risk-taking behaviors in later years.
Evidence suggests that this will be a major
challenge as many teenagers are now engaging
in behaviors involving both sex and drugs
that can transmit HIV.

School-Age Youth AIDS-Related
Risk Behaviors

Risky sexual behavior is widespread
among teens. According to national survey
data, 78 percent of males and 63 percent of
females have sex while teenagers (93). Al-
though most teenagers do not have sex until
they are age 16 or 17, in some communities
the average age of first intercourse is 12 (33).
For a substantial number of teens, sexual ac-
tivity is not infrequent; among teens 15 years
of age and older, at least one-third report
having sex once a week or more (93). Of
those that are sexually active, over 50 percent
report having two or more partners (223) and
less than half say they used any method of
birth control at first intercourse (1 52). These
behaviors have resulted in alarming rates of
sexually transmitted diseases (STDs) among
teens; teenagers acquire more than one-fourth
of the estimated annual 20 million STD cases
(222).

CERTAIN PRACTICES OF
SCHOOL-AGE YOUTH

Introduction

Very few teenagers have AIDS.37 A s
about one-fifth of all people with AIDS are
in their twenties, however, many are likely to
have contracted HIV while teenagers. Pre-
venting the 29 million U.S. teenagers from

Teens at  very high r isk include the
estimated 125,000 to 200,000 who become
involved in prostitution each year ( 120) and
those using intravenous drugs. One national
survey indicates that 1 percent of United
States high school seniors have used heroin
(9). Of special concern are those living in
communities where HIV is already prevalent,
where there is more IV drug use, and where
sexual intercourse is initiated earlier, is more
frequent, is not protected by condoms, and is
experienced with more partners.

37 As of May 2, 1988, 257 out of a total of 60,852 AIDS
cases reported to CDC occurred among those age 13 to 19
(192).
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The Effectiveness of Specific
Educational Interventions

In response to the threat AIDS poses to
young people, by March 1988, 18 states had
passed legislation requiring AIDS education in
schools. Information about AIDS is being
disseminated in schools; 51 percent of parents
report that their 10-17 year-old children have
already had some AIDS instruction (53). Be-
cause AIDS education is relatively new and
curricula are still being developed, however,
little specific information is available regard-
ing what is actually being taught, at what
grade level, within what classes, and to how
many students. Furthermore, there is vir-
tually no information regarding how effective
school-based AIDS educational programs are
in changing student risk behaviors. The
CDC’s Center for Health Promotion and Edu-
cation, Office of School Health and Special
Projects has funded 15 national organizations,
15 State education agencies, and 12 local edu-
cation agencies to examine AIDS education
within the public schools. Changes in knowl-
edge and at t i tudes,  and in some cases,
reported behavioral intentions and behaviors,
will be monitored through the use of pre -
and post-intervention surveys (see appendix
B).

Until data from AIDS education evalua-
tions are available, it is worthwhile to exam-
ine the effectiveness of sexuality education
programs that often include many of the same
goals as AIDS education programs; to delay
sexual intercourse, to reduce the number of
sexual partners, and to increase the use of
methods of birth control, such as condoms.
Moreover, many of the decisionmaking and
communication skills that sexuality educators
teach are the same skills that some AIDS
educators believe should be taught to reduce
the transmission of the HIV virus.

This section reviews what is known
regarding: 1 ) current levels of adolescent
AIDS-related knowledge,  at t i tudes,  and
beliefs; 2) the effectiveness of AIDS inter-
ventions aimed at improving knowledge and
changing attitudes; and 3) the success of

sexuality education in changing sexual behav-
iors.

AIDS Knowledge, Attitudes, and Beliefs

Several studies have demonstrated that
adolescents are quite knowledgeable about
AIDS, particularly about the fact that vaginal
and anal intercourse with an infected partner
can transmit HIV. For example, a 1986 ran-
dom telephone survey of 963 adolescents 16
to 19 years old in Massachusetts revealed that
98 percent knew that anal intercourse could
transmit  HIV and 92 percent knew that
vaginal intercourse could transmit the virus
(168). Some school-based surveys, however,
suggest that there are important knowledge
deficits. For example, in a 1986 survey of
Connecticut secondary school students only
half  knew that  people who shoot drugs
(325/638) represented a high-risk group (89).
A survey conducted one year earlier in San
Francisco showed that while 92 percent
(1213/1313) of the students correctly indi-
cated that “sexual intercourse was one mode
of contracting A ID S,” only 60 percent
(782/1303) were aware that “use of a condom
during sexual intercourse may lower the risk
of get t ing the disease” (62).  Black and
Hispanic adolescents were less knowledgeable
about AIDS and were more likely to have
misconceptions about transmission than white
students (60). Most students reported want-
ing to learn more about AIDS, and many in-
dicated that information about AIDS should
be presented in public schools. Although
more recent survey data are not available, re-
searchers report that AIDS knowledge is like-
ly to have improved (1 12).

Available data suggest that teenagers
have initiated little behavioral change in
response to AIDS. For example, the survey
of Massachusetts adolescents conducted in
1986 revealed that of the 70 percent reporting
sexual activity, only 15 percent had changed
their sexual behavior because of concern
about contracting AIDS, and of these, only 20
percent had implemented effective changes.
Many adolescents, including those in the
highest-risk subgroups of sexually active or
psychoactive drug users, did not know what
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sexual and drug precautions are needed to
prevent transmission of the virus (168). TO

ascertain changes in knowledge, attitudes, and
use of condoms in response to the threat of
AIDS, a survey was conducted among sexual-
ly active adolescents attending a university or
a health maintenance organization in San
Francisco in 1984/85 and again in 1985/86.
Although the perception that condoms pre-
vent STDs and the value and importance
placed on avoiding STDs remained high,
adolescents did not report increased use, or
intentions to use condoms over the study pe-
riod (107).

Effectiveness of AIDS Education in
Changing Knowledge and Attitudes

Thus far, evaluations of AIDS education
programs in schools have focused upon
changes in knowledge and attitudes (see table
2-3 for a description of evaluations of AIDS
educational interventions). Significant in-
creases in knowledge have occurred as
measured before and immediately following
AIDS education programs. For example, in
one study, the percentage of students know-
ing that using condoms during intercourse is
one way to help prevent the spread of AIDS
increased from 70 to 87 percent (61). In an-
other study, AIDS- related knowledge in-
creased markedly, and students’ perceptions
regarding personal risk of AIDS declined
slightly following the AIDS program (136).
In neither study was the impact of the educa-
tional intervention on changes in risk behav-
iors evaluated.

Whether educational programs will affect
teens’ AIDS risk behaviors is uncertain. Some
evidence suggests that young people who have
not been exposed to an educational program
overestimate both the number of cases of
AIDS and the chances of getting AIDS from a
single unprotected act of heterosexual inter-
course (80). A 1985 survey of black and
Hispanic adolescents  showed that  more
knowledge about AIDS was associated with a
lower perceived risk of contracting AIDS
(60). AIDS-educated youth are probably
more aware that they will not contract AIDS
from casual contact with others.

Effectiveness of Sexuality Education

Lessons relevant to AIDS education can
be learned from the literature regarding the
effectiveness of sexuality education programs
designed to reduce teen pregnancy and STDs
other than AIDS, and to improve teens’ sexu-
al self-awareness and communication skills.
Evidence from numerous studies indicate that
sexuality education increases factual knowl-
edge about sexuality and sexually transmitted
disease but has little measurable impact upon
attitudes (112). Few studies have adequately
measured communication and other skills
thought to be necessary to implement behav-
ioral change, and the results of these are
mixed.

One intervention, a 1 4-part, intensive
cognitive-behavioral training course, used
role playing and rehearsal to improve com-
munication skills and attitudes compatible
with lowering risk of pregnancy. At six-
month followup, the 18 participants reported
practicing more effective contraceptive meth-
ods and exhibited better communication skills
than the control group. The evaluation of the
intervention relied upon excellent measure-
ment techniques, but its findings are limited
because few students were involved in the
program (160). Another study of several
comprehensive sexuality courses found no
impact on skills even though considerable
time was devoted to teaching and practicing
those skills in the courses. This study in-
cluded a larger number of students but
employed less valid methods of measurement
than the smaller study reported above (1 13).
The results of an intervention aimed at post-
poning sexual involvement among adolescents
should be available in the near future (112).
Investigators are evaluating an educational
series designed to help adolescents resist so-
cial and peer pressures that can lead to early
sexual involvement. A companion program
for parents helps adults better understand the
pressures experienced by adolescents and as-
sists parents in reinforcing the information
given to their children in school (96).

Sexuality education programs do not ap-
pear to have had an impact upon sexual in-
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tercourse, either initiation or subsequent fre-
quency. Although one major national study
did find that among 15 and 16 year old fe-
males, those who had previously taken a
sexuality education course were somewhat
more likely than those who had not to initiate
sexual activity at ages 15 and 16 (127), other
national surveys have not found such a rela-
tionship (224). Preliminary findings from an
evaluation of at least one community-based
program specifically designed to reduce teen
pregnancy suggest that the program may have
succeeded in that effort (205). Here, an edu-
cational campaign intended to curb high teen
pregnancy rates included the involvement of
parents, churches, schools, the media, and
other community organizations. Pregnancy
rates dropped by more than half in the rural
South Carolina county where the intervention
was implemented. Whether the drop can be
attributed to the program is, however, un-
certain. Pregnancy rates in small populations
may fluctuate from year to year. Further-
more, the unique program setting limits the
generalizability of results.

In general, studies suggest that sexuality
education may have a modest impact upon
use of birth control during the first episode
of sexual intercourse, and upon ever using it,
but not upon current use. In one study of
high school students, students who were more
knowledgeable about the probability of bec-
oming pregnant did not report unprotected
intercourse less frequently than those students
who were less knowledgeable. Similarly, stu-
dents who were more knowledgeable about
birth control were not more likely to use it
(142). None of three major studies that
evaluated the effect of educational interven-
tions upon the incidence of pregnancy found
a measurable impact (127,224,49).

The results of evaluations of sexuality
education are consistent with studies of other
kinds of educational programs designed to
improve healthy adolescent behaviors. For
example, driver education increases knowl-
edge ,  bu t  does  no t  measurab ly  r educe
automobile accidents among teenagers. Other
programs targeted to adolescents, however,
have been successful. For example, some

anti-smoking programs for young adolescents
have helped them delay or refrain from
smoking, and a few drug education programs,
particularly those that focused upon skills,
have had some success (20,73).

There are a number of reasons why in-
creases in knowledge from sexuality educa-
tional programs have limited impact upon be-
havior. First and foremost, there are many
important factors other than knowledge that
affect teenage sexual and contraceptive be-
havior.  Over many years,  teenagers are
socialized by parents and peers and exposed
to television and other media of popular cul-
ture. Their behavior is affected by a myriad
of internal factors, such as physical develop-
ment and sexual desires, emotional needs for
affection and physical contact, ego strength,
plans for the future, perceived ability to con-
trol one’s own future, and attitudes toward
parents and society. Other factors such as the
availability of birth control may affect be-
havior. It is not surprising therefore, that a
small amount of school-supplied information
about sexuality has limited impact, especially
since many programs produce only modest
increases in knowledge and that knowledge
may diminish with time.

Although most students know even be-
fore they take a sexuality education class that
sexual intercourse can lead to pregnancy and
that pregnancy can be avoided by using birth
control methods, many young people do not
apply their knowledge to their own behavior.
As evidence that teenagers do not apply in-
formation to their personal situations, one in-
vestigator found that sexually active adoles-
cents who could correctly answer questions
about the timing of ovulation and pregnancy
were not more likely to assess accurately their
own probability of becoming pregnant. In
fact, those that did not know whether or not
they would get pregnant were more likely to
use birth control ( 142). These findings sug-
gest that those that are unaware of their ac-
tual risk may overestimate their risk and
therefore be motivated to use birth control.

Another factor contributing to failure to
use effective contraception is that sex among
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sexually active young people may occur in-
frequently and is often unplanned. Teenagers
who have sex infrequently may not have yet
fully accepted the fact that they are sexually
active and therefore may be inhibited about
seeking information on contraception (112).

Conclusions

Whether the findings from research on
sexuality education can be used to guide
AIDS educational interventions depends in
part upon teenagers’ perceptions of the bur-
den and risk posed by AIDS. Teens may be
more highly motivated to adopt preventive
behaviors to prevent a life-threatening disease
than to prevent pregnancy or a treatable
sexually transmitted disease. If teenagers do
not believe that they are personally at risk of
getting AIDS, however, then they may not
respond to educational efforts.

In reality, for most teenagers, the prob-
ability of having sex with someone infected
with HIV is quite small, and the probability
of actually contracting HIV from that person
is still smaller. Because teenagers, like adults,
have difficulty making decisions when prob-
abilities are small, they may be unlikely to
change their behavior when provided accurate
information. Educational programs may be
more effective in high- risk communities
where a higher percentage of people have
AIDS. In such communities, the actual risk
of contracting AIDS is higher and thus
represents a more serious threat to teenagers.
Moreover, the teenagers are more likely to
know personally someone who is  HIV-
infected or has AIDS and thus apply the risk
and costs of contracting AIDS to their own
situations. To help make the risk of AIDS
more personal, information about AIDS can
be presented within the context of other,
more prevalent STDs, such as gonorrhea and
herpes simplex, with which adolescents may
have greater familiarity (61 ).

To be effective at reducing risk-taking
behavior, AIDS education programs must do
much more than simply increase knowledge.
Programs that use role playing extensively to

improve decision making and communication
skills and possibly reinforce particular norms
may be effective (160). In the case of AIDS,
role playing may involve students’ practicing
how to say “no” to sex, how to refrain from
having sex when condoms are not available,
how to discuss the threat of AIDS without
offending their sex partners, and how to in-
sist upon the use of condoms when having
sex.

AIDS educational efforts could be in-
tegrated into much more comprehensive
community-wide programs that reinforce it.
In addition to involving schools, such pro-
grams can include parents, radio and televi-
sion stations, newspapers, churches, youth-
serving agencies, family planning agencies,
and other community groups or organizations.
School programs are much more likely to be
effective if the norms expressed in those pro-
grams are supported and reinforced by the
larger social environment. At least one study
indicates that such programs do affect behav-
ior (205). When AIDS educational programs
are implemented in the schools, teachers need
to be trained to communicate sensitive in-
formation. Teachers who are uncomfortable
discussing sexuality and specific sexual and
drug-related behaviors are not likely to be
effective in facilitating frank, open discus-
sions (62).

There is evidence from other health
areas, such as smoking, indicating that when
programs are implemented earlier, they may
be more effective. AIDS educational pro-
grams could be implemented in elementary
and middle schools, as well as in high school.
As gains in knowledge and attitudes acquired
through educational  programs appear to
decline with time, there is a need to reinforce
AIDS prevention messages. As adolescents
advance through the school system, new, age-
appropriate messages could be introduced.

Programs may be more effective if
adolescents, themselves, play a major role in
the educational program and accept some re-
sponsibility for the effectiveness of the pro-
grams (41 ). When many student leaders
openly and consistently express norms against
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risk-taking behavior, school-wide norms may
change. Another reason to implement AIDS
education programs early is that those stu-
dents who are most likely to live in high-risk
areas and to engage in risk-taking behaviors
are also more likely to drop out of school.
Nationally, about 25 percent of young people
drop out of school before high school gradu-
ation ( 112), and the percentages are much
higher in communities where AIDS is likely
to be more prevalent.

In addition to school drop-outs, other
high-risk adolescents may not be reached
through school-based AIDS educational inter-
ventions. Teen runaways, teens engaged in
prostitution, and youths in juvenile detentions
programs will need to be reached through
community-wide strategies. One suggested
approach is to train and utilize indigenous
community members and groups to serve as
AIDS educational resources and as community
outreach workers (62). The CDC is funding
several projects to reach out-of-school youth
through the National Programs for School
Health Education to Prevent the Spread of
AIDS (SHEPSA). For example, the National
Coalition of Hispanic Health and Human

Services Organizations will provide agencies
serving out-of-school Hispanic youth with
educational materials (see appendix B).

Shelters for the homeless may be an im-
portant site for AIDS educational activities as
many of them serve the estimated 1 to 1.25
million minors that annually run away from
home. Characteristics of runaway and home-
less youth vary in different locals but many
appear to be at high risk for AIDS. One New
York City-based study found 85 percent to
be sexually active, 10 percent engaged in
prostitution, and 5 percent using IV drugs.
Anecdotal data from Los Angeles suggest that
as many as 35 percent of runaway youth
there have been thrown out of their homes
because of homosexuality (200). AIDS in-
formation for street youth and incarcerated
juveniles must be simple, explicit, and direct.
As many of these youth are learning disabled
or have other problems with reading, verbal
educational approaches are preferable (153).
The National Institute of Mental Health is
funding evaluations of AIDS prevention ac-
tivities implemented for adolescents who seek
services at runaway shelters or at agencies
serving homosexual youth (see appendix B).
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Table  2 -2 . - -Ef fect iveness of  Educat ional  In tervent ions Targeted to  At tendees of  Sexual ly  Transmit ted  Disease Cl in ics  l- - P a g e  4

Study popula t ion /

Author Educat ional I n t e r v e n t i o n ( s ) / Sample Size/ R e s u l t s /

goal Outcome measure(s) Study design Y e a r ( s )  d a t a  c o l l e c t e d c Comnents

Tucker, Reduce gonorrheal
1977 re infect ion among

STD clinic
a t t e n d e e s .

US DHHS, 1. Encourage
CDC, Div. gonorrhea pat ients
STD, 1978 t o  n o t i f y  t h e

sexual  contact
the need for
examinat ion.

2.  Improve cl
r e t u r n  r a t e s .

r
o f

n i c

I n t e r v e n t i o n s :
Counsel ing pat ients  to  avoid
sex with untreated sex
partners, and to use condoms
t o  a v o i d  r e i n f e c t i o n .

Outcome measures:
S e x u a l  a c t i v i t y  a s  r e p o r t e d  i n
a n  i n t e r v i e w .

I n t e r v e n t i o n s :
Three intervent ions were
s t u d i e d :
1 .  Pamphlet ,  counsel ing,
d i s p e n s i n g  o f  p a r t n e r  r e f e r r a l
cards ;

2 .  Counsel ing p lus  request  for
names of  sexual  contacts  for
c l i n i c  f o l l o w u p ;

3 .  M i n i m a l  c o n t r o l  i n t e r v i e w
plus d ispensing of  par tner
r e f e r r a l  c a r d s .

Outcome measures:
Number  of  gonorrhea posi t ive
cases per  index case.

RCT. Study populat ion:
S T D  c l i n i c  p a t i e n t s  w i t h  f i r s t

infection who were at least a g e
16. Those return ing to  the
c l i n i c  w i t h  a r e i n f e c t i o n
within 4 months were
interv iewed and randomly
assigned to  an in tervent ion or
contro l  group. Those not
return ing wi th in  4  months were
contacted for  fo l lowup.  78% of
p a r t i c i p a n t s  w e r e  b l a c k .

Of  500 male  part ic ipants,  73
( 1 4 . 6  p e r c e n t )  r e t u r n e d  t o
c l i n i c  r e i n f e c t e d  w i t h i n  4
months. Among those not
re turn ing but  fo l lowed up,  30%
w e r e  r e i n f e c t e d . 18X of study
p a r t i c i p a n t s  w e r e  l o s t  t o
fo l lowup.

Years data col lected:
1975-77

RCT. Study Populat ion:
Male and female gonorrhea
patients seen in a STD cl in ic
in  Miami ,  F lor ida .

Sample size:

c

1,898 gonorrhea pat ients .  94X
male.

Years data col lected:
Unknown

R e s u l t s :
Men in  the  exper imenta l  group
exper ienced the  S a M e rate of
re infect ion as  those in  the
contro l  group (21X) .

commment:
Sociodemographic
c h a r a c t e r i s t i c s  a s s o c i a t e d
wi th  rec id iv ism inc lude age
and race.

R e s u l t s :
Groups 1 and 3 (use of partner
r e f e r r a l  c a r d s )  e a c h  y i e l d e d
0.36 gonorrhea posi t ive  sexual
contacts  per  index c a s e .
Group 2  y ie lded 0 .6  per  index
case.

comment:
Al though c l in ic  fo l lowup
yie lded more d iagnosed
partners per  index case,  the
costs were 3-4  t imes the cost
of  pat ient - in i t ia ted  fo l lowup

up.

Abbreviat ions:  RCT = randomized contro l led  t r ia l ;  STD = sexual ly  t ransmit ted disease

IEducat iona l  in tervent ions  per ta in  to  S T D S  other  than AIDS-

SoURCE: Office of Technology Assessment, 1988, based on a contractor document by Stephen MargoLis , lThe  Ef fect iveness of  Educat ional  and Related Ef for ts

among At tendees of  PubLic  CLin ics  for  Sexual iy  Transmit ted Diseases, U prepared for the Office of Technology Assessment, Washington, DC, March 1988



Tale 2-3. --E ffeco f  A I D S  o f  S e x u a l i t y  Eckatimal  Interventires Targeted to Adolescents

Study p o p u l a t i o n /
Author Educat ional Interventions )/ Sample Size / R e s u l t s /

goal Outcome measure(s) Study* design Y e a r ( s )  d a t a  c o l l e c t e d Comnents

Dawson, 1986

DiClement et
a l . , 1987

Study assessed the
impact of
s e x / c o n t r a c e p t i v e
educat ion on
i n i t i a t i o n  o f

s e x u a l  a c t i v i t y ,
u s e  o f  b i r t h
c o n t r o l ,  a n d

pregnancy.

I n c r e a s e  s t u d e n t ’ s
knowledge of
AIDS/STD
transmission and
p r e v e n t i o n .

I n t e r v e n t i o n :
NA

Outcome measure:
R e p o r t e d  i n i t i a t i o n  o f

s e x u a l  a c t i v i t y ,  u s e  o f
b i r t h  c o n t r o l  a n d  p r e g n a n c y
a t  i n t e r v i e w .

I n t e r v e n t i o n :

3-hour  AIDS program.

Outcome measure:
Performance on knowledge
t e s t .

C r o s s - s e c t i o n a l
survey .
M u l t i v a r i a t e

l o g i t  a n a l y s i s
used to  study the
r e l a t i o n s h i p
b e t w e e n  s e x u a l i t y

educat ion and
Outcomes of

i n t e r e s t  w h i l e
c o n t r o l l i n g  f o r
sociodemographic
c h a r a c t e r i s t i c s .

P r e t e s t - p o s t t e s t

d e s i g n .
C o m p a r i s o n o f
changes in
knowledge of

● xposed vs.
c o n t r o l  g r o u p .

Study  p o p u l a t i o n :
Women aged 15 to 19.

Sample size:
1,888 women were surveyed.

Y e a r  d a t a  c o l l e c t e d :
Study is based  the 1982
N a t i o n a l  S u r v e y  o f  F a m i l y

Growth.

S t u d y  p o p u l a t i o n :

Students  a t tending San
Francisco middle  and h igh

s c h o o l s .

Sample size:
3 6 6  s t u d e n t s  i n  i n t e r v e n t i o n

group;
273 in  control

Year data COI
1986

group.

e c t d :

R e s u l t s :

Sexual i ty  educat ion may be
r e l a t e d  t o  i n i t i a t i o n  o f  s e x

f o r  1 4  y e a r  o l d s ,  b u t  n o t
f o r  o l d e r  t e e n s . Sexuality
e d u c a t i o n  w a s  p o s i t i v e l y
r e l a t e d  t o  u s e  o f  b i r t h

c o n t r o l  d u r i n g  f i r s t  c o i t u s
and wi th  ever  having used

b i r t h  c o n t r o l  b u t  w a s  n o t
r e l a t e d  t o  c u r r e n t  u s e .

Sexual i ty  educat ion was not
s i g n i f i c a n t l y  r e l a t e d  t o
pregnancy.

Comment:
For  cases in  which sexual i ty

e d u c a t i o n  a n d  i n i t i a t i o n  o f
sex occurred in  the same
y e a r ,  t h e  teqxmai  mber  o f
events  could not  be
d e t e r m i n e d . The analysis

c o n t r o l l e d  f o r  r e g i o n ,  r a c e ,
i n c o m e ,  p a r e n t s ’  tiation,
number  of  parents  l ived wi th

a t  a g e  1 4 ,  r e l i g i o u s
p r a c t i c e s ,  a n d  u r b a n i c i t y .

R e s u l t s :

I n t e r v e n t i o n  g r o u p  s h o u l d
s t a t i s t i c a l l y  s i g n i f i c a n t
improvement  in  knowledge

scores (scores increased
f rom 31 .4  to  36 .0  out  o f  a
t o t a l  o f  4 6 )  a s  ccqxmd t o
no s ign i f icant  c h a n g e  f o r
t h e  c o n t r o l  g r o u p .

The propor t ion  of  s tudents
knowing that using condoms

helps prevent  AIDS increased
from 70% to 87%.

Comment:
The posttest  was
a d m i n i s t e r e d  i m m e d i a t e l y

a f t e r  t h e  i n t e r v e n t i o n .
P r o g r a m  was successful  in

d i s p e l l i n g  m i s c o n c e p t i o n s
a b o u t  c a s u a l  c o n t a c t .
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