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The impact of AIDS on the Nation’s health and health care resources continues
unabated. Congress has responded to the AIDS crisis with large increases in Federal funds for
basic and applied research and education, and has begun to grapple with the difficult issues
involved in financing AIDS-related health care. AIDS is also appearing on the agenda of an
increasing number of congressional committees and raises numerous important issues that will
require further congressional attention and decisions. These developments led to a
recommendation by OTA’s Technology Assessment Board, with encouragement from the
Legislative Subcommittee of the House Appropriations Committee, that OTA provide assistance
on AIDS-related issues to the Congress on a sustained basis.

This third paper in OTA’s series of AIDS-related issues reviews what is known about
the effectiveness of AIDS education for the general population and for people with certain
behaviors that put them at high risk of becoming infected with the AIDS virus. AIDS
education consists of communicating how the virus is and is not spread, counseling people to
change behaviors that put them at high risk of becoming infected, and perhaps testing for HIV
infection and providing devices such as condoms or bleach to prevent infection. This paper
summarizes what is known about the effectiveness of AIDS education programs and programs  in 
other health-related areas. Also documented are AIDS education programs currently being
funded by selected Federal agencies. What is known and not known about the effectiveness of
past education can guide the design of future AIDS education and the research agendas of
Federal agencies.

The preceding Staff Papers in this series were: Do Insects Transmit AIDS?
(September 1987) and AIDS and Health Insurance - An OTA Survey (February 1988)(see inside
back cover for information on how to order these publications). A subsequent Staff Paper, The
Impact of AIDS on the Kaiser Permanente Medical Care Program (Northern California Region),
will analyze the cost impact of the AIDS epidemic on one of the largest prepaid health care
systems in the country. Previous OTA reports addressing AIDS-related issues include: 1) Blood
Policy and Technology (January 1985), 2) Review of the Public Health Service’s Response to
AIDS (Technical Memorandum, February 1985), and 3) The Costs of AIDS and Other HIV
Infections: Review of the Estimates (Staff Paper, May 1987).
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Director
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1. SUMMARY

INTRODUCTION

Blood, semen, and vaginal fluid are the
principal routes through which the human
immunodeficiency virus (HIV), which causes
acquired immunodeficiency syndrome (AIDS)
and other disease symptoms, is transmitted
from an infected to a previously uninfected
person. Since testing blood donations began
in 1985, a person in the United States be-
comes at risk of infection chiefly by engaging
in practices that transfer these substances
from an infected person, through sexual be-
havior or by sharing equipment associated
with intravenous (IV) drug use. Similarly,
infected women may transmit the virus to
their babies during pregnancy or shortly after
birth. HIV appears to be much more dif-
ficult to transmit per exposure than other
sexua l ly  t r ansmi t t ed  d i seases ,  such  as
gonorrhea, or than other blood-borne dis-
eases, such as hepatitis B. 1 HIV also appears
to be much more deadly than these other dis-
eases. In slightly over 7 years, as many as 36
percent of homosexual men with HIV infec-
tion have developed outright AIDS, and an
additional 40 percent have developed other
symptoms of disease (90). By May 1988, at
least 92 percent of the people with AIDS
diagnosed during 1981 had died (192).

Ever-increasing knowledge of HIV indi-
cates not only the gravity of this newly-
detected disease but also the means to check
its spread.
infectious
infections
individuall

Unlike the control of some other
diseases, prevention of new HIV
lies largely within the control of
s and their behaviors. As is the

1 Researchers have estimated that the chance of trans-
mitting HIV from an infected man to an uninfected woman
during each episode of sexual intercourse is 1 in 500 (88).
Following a needlestick involving an infected person, a
health care worker’s risk of becoming infected ranges from
6-30 percent for hepatitis B virus compared with less than
1 percent for HIV (180).

case for other sexually transmitted diseases
(STDs), governments and communities using
educational interventions can also play impor-
tant roles in HIV control by communicating
information, fostering social support, and
providing the means for people to change and
maintain certain behaviors. At present, con-
trol of HIV infection, however, depends
mainly on the personal behavior of individu-
als.

This situation has led public health offi-
cials in the United States, the World Health
Organization, and many foreign countries to
stress education as the means to prevent fur-
ther spread of HIV. Health education is a
component of health promotion and disease
prevention (1 17). Education regarding AIDS
clearly includes the communication of in-
formation about how HIV is and is not trans-
mitted and how to stay healthy or, if a person
is already infected, how to avoid transmitting
HIV to others. As used in this staff paper,
the term AIDS education may also entail
other activities to support behavioral changes
related to disease prevention, such as testing
to determine HIV antibody status and provi-
sion of devices, including condoms to reduce
viral transmission through sexual behavior or
bleach to reduce transmission through needle-
sharing. Excluded from consideration here
are aspects of prevention that do not relate to
people’s voluntary behavior, such as research
to develop vaccines and screening of the
blood SUPPlY. Education and individual be-
havior change are clearly important in the
absence of effective medical interventions to
prevent or cure HIV infection and AIDS. As
shown by the history of and recent rise in
syphilis rates, education and individual be-
havior will remain important even after ef-
fective preventive and therapeutic measures
have been developed.
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AIDS education has two purposes. First,
educational programs are intended to in-
fluence people to adopt or maintain behaviors
that prevent HIV transmission. This purpose
applies to AIDS education for all groups, in-
cluding efforts directed to people with risky
behaviors and to the general population,
which consists mostly of people at low risk.
By changing their risky behaviors, people
who are already infected can avoid transmit-
ting the virus to others, and people who are
not infected can protect themselves from the
virus. Communicating accurate information
on how HIV is spread and how to prevent
transmission, providing the skills to effect
desired behavior changes, and offering sup-
port for new behavior are methods to further
this goal.

The second purpose of educational pro-
grams is to maintain and promote social
cohesion, a goal that relates mainly to educa-
tion for the general population. Correcting
misconceptions about transmission and con-
veying information on how HIV is and is not
spread are intended to relieve anxiety among
people at little or no risk and to further the
second goal. Possible changes in response to
more accurate information include changes in
knowledge about AIDS and changes in atti-
tudes and behavior towards people who may
be infected.

This OTA staff paper reviews what is
known about the effectiveness of education
for the general population and for people
with certain behaviors that put them at high-
er risk of HIV infection: certain male
homosexual practices, IV drug use, certain
heterosexual practices among adults, and
certain practices among school-age youth.
The remainder of this chapter summarizes the
findings and discusses their implications for
further work. The body of the paper reviews
what is known about the effectiveness of ed-
ucation among the four groups with risky be-
haviors and among the general population.
Appendix A contains an overview of behav-
iors associated with HIV transmission and
principles of health behavior that may be ap-
plied to AIDS education. Append ix Bale-
scribes studies related to AIDS education that

are currently being funded by the Federal
Government. Appendix C acknowledges the
valuable assistance of many individuals in
preparing this staff paper.

SUMMARY OF FINDINGS

Changes in Knowledge and
Behavior

The General Population

Considerable changes in knowledge and
behavior have occurred in the United States
since 1981 when the first AIDS cases were
diagnosed here. By mid 1987, virtually
every adult was aware of AIDS, and all but a
few percent knew the major means of spread
(50). The growth in knowledge among the
general population testifies primarily to the
ability of the mass media, chiefly television,
to communicate information.

Despite these changes, however, the gen-
eral population continues to hold substantial
misconceptions about  HIV transmission
(18,50). Many of these misconceptions relate
to infection through routine activities, such as
believing that a person can become infected
by working near someone with AIDS. Other
misconceptions relate to preventive measures,
such as not knowing that using condoms and
spermicide can prevent infection. A persis-
tent misconception is that one can become in-
fected by donating blood.  Accurate im-
proved knowledge has not necessarily been
associated with effective changes in behavior.
It may be appropriate that only a small por-
tion of the general population has reported
changing behavior in order to prevent HIV
infection, since most people are at little or no
risk. Most of the changes that people have
reported, however, are ineffective, such as
avoiding public places. People who may con-
sider themselves at greater risk--blacks,
young adults, and single people--have ex-
pressed more concern about AIDS and
reported more behavior change, in both ef -
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fective and ineffective ways. People report-
ing any change in sexual behavior were in the
minority, but the percentage was sizable: 25
percent among blacks, 16 percent among
young adults, and 16 percent among single
people ( 18). Particularly noteworthy is the
finding that decreases in people’s misconcep-
tions about HIV transmission paralleled
declines in their support for governmental
restrictions on people with AIDS, such as
quarantine or mandatory testing (18).

People With Risky Behaviors

Dramatic behavioral change has occurred
among homosexual males in response to the
AIDS epidemic (37). In San Francisco, one
study recorded that from 1985 to 1987 the
proportion of homosexual men who engaged
in receptive anal intercourse fell from 34
percent to 8 percent, and the proportion who
engaged in insertive anal intercourse fell from
37 percent to 3 percent (68). 2 By 1988, less
than 2 percent of uninfected homosexual men
were becoming infected annually. Reports
from other areas where the prevalence of
HIV infection is lower (e.g., Los Angeles,
Chicago, Baltimore, Pittsburgh) showed that
as  o f  1986-1987 ,  55  pe rcen t  o f  ma le
homosexuals continued to engage in insertive
anal intercourse, and 48 percent in receptive
anal intercourse (78), sometimes despite
knowledge regarding safer sex (202). Al-
though more recent data on risk behaviors are
not available from these areas, annual rates of
new HIV infections among homosexual men
enrolled in epidemiological studies are about
1 percent (150), rates comparable to the low
rates recorded in San Francisco.

Many IV drug users had learned about
AIDS from the mass media and from the oral
communication networks within the drug-use

2 Information on these and other changes in risky be-
haviors is typically based on reports from the respondents
themselves. The validity of such self-reported behavior
change is unknown. People may respond to surveys with
the answers that they believe others want, or people may
not practice the new behavior consistently or maintain it
over time. Self-reports of high-risk sexual behavior and
drug use, however, have been correlated with HIV infection
(56,220).

subculture by as early as 1983, prior to the
implementation of official education pro-
grams, and by 1984, had begun to change
some AIDS-related behaviors (56,58). In
New York City, for example, more than half
of a group of methadone patients reported
that they had made some change in their in-
jection behavior. Few (14 percent), however,
reported having changed their sexual behavior
(82).

Where the prevalence of HIV infection
among IV drug users is high (e. g., the
prevalence of infection in the New York City
area may be as high as 60 percent (1 85),
reductions in risky drug-use behaviors may
have occurred too late or may be insufficient
to stem sharply the spread of the infection
within the IV drug use community. As most
IV drug users are male heterosexuals (56),
their lack of adherence to safer sexual prac-
tices may cause their female partners to be-
come infected. IV drug users report more
changes in sexual behavior with casual sexual
contacts (e.g. , u s e  o f  c o n d o m s  w i t h
prostitutes) than with partners with whom
they have a long-term relationship (56). This
may, in part, be explained by evidence sug-
gesting that when IV drug users who have
learned that they are HIV antibody positive
have attempted to adopt safer sex practices,
such as condom use, with their long-term
partners, the relationship has been disrupted
(29). This finding is of concern because it is
within the long-term relationship that chil-
dren are likely to be conceived, and poten-
tially infected with HIV, because contracep-
tion is often not practiced (56).

There is virtually no reliable information
on the prevalence of high-risk behaviors
among heterosexuals, and for heterosexuals at
risk, on their level of AIDS-related knowl-
edge and attitudes. One San Francisco survey
suggests that as many as 17 percent of adult
residents there are at risk for AIDS by virtue
of their multiple or high-risk sex partners.
Results from this survey show that those at
risk do not perceive themselves to be at risk;
although many respondents reported sex part-
ners in AIDS risk groups, less than one-third
reported feeling personally threatened by
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AIDS, and only one-fifth had sought in-
formation on how to reduce their risk of get-
ting AIDS (38). Many heterosexuals at risk
for AIDS may be served by public STD
clinics, Although these sites have been
targeted for AIDS educational and testing ac-
tivities, little is known regarding the AIDS-
related knowledge and behaviors of STD
clinic attendees ( 123). Similarly, although
reproductive-age women attending family
planning clinics have been targeted for AIDS-
related educational activities, there is very
little information available regarding this
group’s characteristics and specific risk fac-
tors that can be used to guide those designing
AIDS educational programs.

Studies of  HIV seroprevalence ( the
presence of HIV antibody in the blood) and
AIDS risk factors among female prostitutes
have shown that IV drug use is their major
risk factor for HIV infection. In fact, HIV
infection in non-drug using prostitutes tends
to be low or absent. Many prostitutes have
routinely used condoms with their customers
since the 1970s in response to concerns
regarding herpes infections and other sexually
transmitted disease. Barrier contraception,
however, is generally not used with steady
sexual partners who may be HIV-infected
(157).

Teenagers engage in both sex and drug
behaviors that can transmit the HIV virus.
For example, teenagers acquire more than
one-quarter of the annual 20 million cases of
STDS. Surveys have found adolescents very
knowledgeable about how HIV is transmitted,
but they are much less likely to know how
HIV is not transmitted (11 2). Few students
reporting sexual activity appear to be chang-
ing their sexual behavior because of the
threat of AIDS, and of those who are, few
have implemented effective changes. Of par-
ticular concern are youths at relatively high
risk by virtue of a history of sexually trans-
mitted disease and involvement in prostitution
or IV drug use. Little information is avail-
able on black and Hispanic youth, but one
survey found them less knowledgeable than
whites about HIV transmission (62).

Effectiveness of Educational
Interventions

For AIDS education and for education in
related areas of health behavior, efforts to
judge the effectiveness of interventions have
been handicapped by program designs that do
not lend themselves to evaluation. Many fac-
tors besides a particular educational program
are likely to influence a person’s knowledge,
attitudes, and behavior. To gauge the effec-
t iveness of a specific program requires
separating the effects of the program from
the effects of other factors. Research meth-
ods call for comparing changes within a
group that received an intervention (the ex-
perimental group) with changes within a
comparable group that did not (the control
group). Al te rna t ive ly , researchers may
evaluate different educational strategies by
compar ing  changes  among  g roups  tha t
received different interventions. Rarely have
such research designs been applied to evaluate
AIDS education for the general population or
for people with certain risky behaviors.

Perhaps it is not surprising that early
AIDS education programs lacked rigorous re-
search designs. Faced with a new and usually
fatal disease, the immediate concern of orga-
nizations funding programs and public health
workers implementing them was to curtail the
spread of HIV infection. As a result, how-
ever, knowledge about the effectiveness of
particular programs and of specific elements
of programs has been slow to accumulate.
The dearth of basic information on sexual
behaviors  in the United States has ex-
acerbated the situation. Some Federal agen-
cies, such as the National Institute on Drug
Abuse (NIDA) and the National Institute of
Mental Health , are requiring some of their
AIDS education programs to include evalua-
tions that conform to principles of research
methodology (see appendix B).

General Population

Although substantial gains in AIDS-
related knowledge and behavioral change
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occurred within both the general population
and among AIDS risk groups prior to the im-
plementation of AIDS educational interven-
tions, the experience of programs related to
HIV transmission and to other public health
concerns suggests that education has the
potential  to promote further  changes in
knowledge and behavior.

Although several public health campaigns
for the general population have not produced
the behavior change desired, others have
shown that education through the mass media
can change health-related beliefs and behav-
iors. Use of the mass media achieved success
in reducing smoking prevalence and in reduc-
ing people’s risk of cardiovascular disease
(69,75). Furthermore, the effectiveness of an
educational program has been greater when
the use of mass media has been supplemented
with interpersonal communication and devel-
opment of skills to implement new beliefs
and motivations.

As illustrated by dissemination of AIDS
information, the media can set a social
agenda, that is, their coverage can heighten
public awareness of an issue and stimulate
people to ponder and discuss it. Factual in-
formation provided by the media can reduce
misconceptions and fear about HIV transmis-
sion and can alert people with risky behaviors
to their susceptibility and direct them to more
detailed information. Media presentations
can also legitimize efforts to reduce the
stigma associated with HIV infection and to
prevent further spread of HIV.

A particular problem regarding AIDS ed-
ucation is the skepticism that people have
reported about messages from public health
experts (147). A survey to be conducted by
the National Center for Health Statistics in
June 1988 will collect information on the
public’s perception of the credibility of AIDS
information from Federal public health offi-
cials. Like other health education to promote
behavior change, AIDS education also faces
the problem of retaining people’s interest and
maintaining safer behaviors over time.

Certain Sexual Practices of Homosexual and
Bisexual Men

Community-based educational approaches
to controlling HIV transmission seek to pro-
vide people with information, skills, and so-
cial support conducive to adopting behaviors
that will reduce the spread of infection.
Some analysts have attributed the dramatic
changes in sexual norms within the San Fran-
cisco homosexual  community in part  to
community-based AIDS risk reduction pro-
grams. At least six elements characterize the
model: 1) strong leadership from within the
homosexual community; 2) market research
techniques to identify appropriate messages
and communication channels for reaching the
target audience; 3) implementation of pro-
g r a m s  t o  i n f o r m  a n d  m o t i v a t e  t a r g e t
audiences; 4) a focus on facilitating social and
cultural change; 5) reliance on multiple chan-
nels of communication, including both media,
such as print and broadcast, and face-to-face
interventions; and 6) broad-scale, grass-roots
participation in program design and imple-
mentation (37). At the same time, continual
research documented initial levels of high-
risk behaviors, changes over time, and factors
related to failure to change.

Unfortunately, there is limited evidence
to link any aspect of the program to the be-
havioral  change observed.  Furthermore,
given the unique composition of the San
Francisco homosexual community, even if the
model was found to be successful there, it
might not be applied successfully in areas
where homosexuals are not open about their
sexual orientation and do not identify with
the homosexual community. On the other
hand ,  the  success  o f  San  Franc i sco’s
community-based program is consistent with
the results of similar programs to reduce
pregnancy among teenagers and to reduce
cardiovascular risk among the general popula-
tion, as described below. The results of
evaluations of six CDC-funded AIDS Com-
munity Demonstration Projects and several
Innovative Projects  for  Risk Reduction
should provide some information on the
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effectiveness of community-based programs
implemented in other geographical areas (see
appendix B).

There is some evidence that homosexual
men who have learned that they are HIV
antibody positive through voluntary testing
programs have reduced risky behaviors more
than men who have learned that they are
seronegative or who have remained unaware
of their antibody status (35,1 33,216). Not all
studies, however, report a positive effect of
HIV antibody notification; some indicate that
those learning of positive HIV antibody status
increase risky sexual behaviors (104). More-
over, some mental health problems may be
associated with learning of one’s positive test
results (105). In low prevalence areas, tracing
the sexual contacts of those testing positive
and offering them counseling and testing may
help identify individuals unaware that they
are at risk. Behavioral followup could be in-
corporated into such programs to see if they
are, in fact, successful in reducing high-risk
behavior.

Special interventions are needed to assist
those having difficulty adopting or maintain-
ing safe sexual practices. Multi-session,
face-to-face programs show promise (108,37);
however, longitudinal studies will be needed
to assess their long-term impact on risk be-
haviors.

The Federal  Government is  funding
several studies that examine the effects of
HIV testing on behavior. For example, this
issue is being considered in the CDC’s AIDS
Community Demonstration Projects and AIDS
Prevention Projects (see appendix B).

IV Drug Use

The most effective method for IV drug
users to avoid HIV infection is to stop inject-
ing drugs, and for most, this requires formal
treatment. The longer a person spends in
treatment, the greater have been the reduc-
tions in IV drug use (56). A New Jersey
program that provided vouchers for treatment
was successful in getting many IV drug users
into long-term treatment (56). Furthermore,

the program brought young black males into
t r e a t m e n t , a  g r o u p  p r e v i o u s l y  u n  -
derrepresented in the State treatment system
because of financial barriers (99).

Although the threat of AIDS appears to
be motivating IV drug users to enter treat-
ment, further research on the long-term out-
comes of drug treatments is needed. NIDA is
currently funding programs targeted to IV
drug users in treatment as well as out of
treatment. Some programs will chart the nat-
ural history of drug use, others will evaluate
interventions to curtail the practice (see ap-
pendix B).

A shortage of treatment programs has
prevented some IV drug users from entering
treatment, and some have rejected treatment
as an option. For drug users who continue to
inject, alternative approaches to reducing
HIV transmission are to distribute bleach that
IV drug users can use to clean their equip-
ment and to exchange their used needles for
sterile ones. Almost half the IV drug users in
a San Francisco project reported using bleach
that was distributed (31 ). It is not clear from
the study design and the information avail-
able, however, whether using bleach slowed
HIV spread. Needle-exchange programs have
not been officially attempted in the United
States. The results from other countries sug-
gest that use of such programs has increased,
but do not indicate whether providing sterile
needles has slowed HIV transmission. Since
new infections have occurred in areas where
only bleach distribution has been tried, re-
searchers have suggested evaluating a com-
bined program of bleach distribution and
needle exchange (31 ).

Some uncertainty exists regarding the
impact of IV drug users’ learning of their
HIV antibody status. In some areas, IV drug
users who knew their positive antibody status
showed greater risk reduction than those test-
ing negative (29,42). In other areas, however,
after an educational program, IV drug users
in treatment reduced their risky behaviors,
and the behavior changes occurred irrespec-
tive of the drug user’s antibody status or
awareness of the results of the HIV antibody
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test ( 125). More long-term followup is re-
quired to understand fully the impact of HIV
testing in different areas. When testing is
available, programs to assist those IV drug
users identified as positive to seek ap -
propriate medical care and to minimize risk
to others are needed. Preliminary data from
one study showed significant changes in the
use of condoms with in long- term rela-
tionsips when one-on-one counseling was
provided to infected IV drug users and their
primary sexual partners ( 125).

NIDA is funding several projects to
study HIV testing and the IV drug user. This
well - designed research incorporates experi -
mental and control groups, which will permit
analysis of the effects of the interventions.
Some projects will be evaluated individually
as well as by
appendix B).

Certain Pract

No form

an independent organization (see

ices of Heterosexual Adults

al evaluations of AIDS educa-
tional programs implemented within clinics
serving high-risk heterosexuals are available.
Data are available, however, from evaluations
of STD-related educational programs imple-
mented within STD clinics. Although one
would expect patient motivation to change
behavior in the face of a treatable STD to be
less than the motivation to change in the face
of a fatal illness such as AIDS, some of the
findings from evaluations of STD educational
interventions may be relevant to AIDS inter-
vent ions.

The results of evaluations of educational
interventions in STD clinics suggest that spe-
cial educational interventions can improve
knowledge and can affect attitudes toward
preventive behavior. Person-to-person inter-
views appear to be more effective than other
methods, such as the use of videotapes and
special educational materials. Results have
not been encouraging from studies that have
attempted to measure actual changes in risk
behavior attributable to an educational pro-
gram. For example, neither distribution of
free condoms nor special counseling was ef-
fective in reducing STD reinfection (46,171).

Provider performance,  however,  has i n -
fluenced patient compliance with a recom-
mendation to return to clinic ( 11 8). Given
that the provider-client interview appears to
be a preferred medium of communicating
STD information and that the performance of
the counselor  affects  cl ient  compliance,
resources may be effectively used to ensure
the quality of providers of AIDS and STD
services (e. g., comprehensive training, con-
tinued education opportunities, interventions
a imed  a t  r educ ing  p rov ide r  s t r e s s  and
burnout). Developing and providing inter-
ventions that are sensitive to cultural dif-
ferences among minority groups merit partic-
ular attention.

Innovative approaches are required to fa-
cilitate behavioral change for certai n
heterosexuals considered at high risk of HIV
i n f ec t i o n. For example, interventions to
“empo we r“ women who may be involved in
dependent relationships (e. g., prostitutes and
partners of IV drug users) to encourage their
partners to use condoms without, at the same
time,  jeopardizing themselves are being
evaluated (see append ix B). Within family
planning clinics, the CDC is funding ac-
tivities related to AIDS education for women
who may be at high- risk of HIV infection
(21). The clinics assess women’s risk, counsel
them on ways to reduce their risk, and offer
to test them for HIV antibodies.

Certain Practices of Schol-Age Youth

AIDS educational programs implemented
within schools have been successful in im -
proving adolescent knowledge, but the impact
on changes in risk behaviors has not yet been
evaluated. The goals of sexuality education
are similar to those of AIDS educat ion: to
reduce or modify teen sexual activities to
curb pregnancy and STDS other than AIDS,
and to improve teens’ sexual self-awareness
and communication skills. It is therefore in-
structive to look at the evidence of success of
these programs.

Results from numerous evaluations indi-
cate that sexuality education programs in-
crease factual knowledge about sexuality and
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sexually transmitted disease but, in general,
have little measurable impact on attitudes or
behaviors (1 12). There are some important
except ions. One program using intensive
cognitive-behavioral training that taught
communication and problem-solving skills
through role playing and rehearsal seems to
have been effective in improving communi-
cation skills and attitudes compatible with
lowering the risk of pregnancy (160). Partic-
ularly noteworthy are the results  of  a
community-based program implemented in a
rural  South Carolina community.  Using
parents, churches, schools, the media, and
other community organizations, this program
seems to have been successful in lowering
teen pregnancy rates (205). Further research
to replicate these results is important because
the contribution of different elements of the
program is not clear, and the number of
teenagers involved was small.

A l t h o u g h  e d u c a t i o n  o n  A I D S  a n d
sexuality appears to increase adolescent
knowledge, there is little evidence that youth
translate such knowledge into changes in their
risk behaviors. That teens often do not apply
their knowledge of risks to their personal
situations is a recognized impediment to be-
havioral change. In the case of HIV, students
may not consider infection a personal threat
because most teens do not know someone
with AIDS. Some have suggested that in-
formation about AIDS be presented within
the context of other, more prevalent STDs,
such as gonorrhea and herpes simplex, with
which adolescents may have greater famil-
iarity (61 ). Programs most likely to succeed
in changing adolescents’ behavior are those
that relate the information to their personal
situations and that use techniques such as role
playing to teach communication skills and to
reinforce new peer group norms.

AIDS educational efforts could be in-
tegrated into community-wide programs that
reinforce the adoption of different behavior.
That many adolescents initiate sexual activity
before high school suggests that educational
programs be implemented in elementary and
middle schools. Because some high-risk
adolescents may not be reached through

school-based AIDS educational interventions,
programs could be targeted to adolescents in
settings, such as juvenile detention centers
and shelters for the homeless, that include
teenage runaways. The National Institute of
Mental Health is funding evaluations of AIDS
prevention activities for adolescents who seek
services at shelters for runaways or at agen-
cies serving homosexual youth (see appendix
B). The CDC is funding 15 State education
agencies, 12 local education agencies, and
community demonstration projects that are
focusing on youth in and out of school (see
appendix B).

Implications for Further Work

Studies Designed for Evaluation

Although experience indicates that public
health campaigns can achieve knowledge and
behavior change, it is not clear which com-
ponents account for successful vs. unsuccess-
ful results or which combinations of com-
ponents are more effective than others. This
gap in understanding pertains to educational
interventions for people at high risk and for
the general population.

The problem with AIDS education and
other programs of public health education is
that programs have rarely been designed to
evaluate the effectiveness of interventions or
to isolate the effects of different components.
Without such insights, those planning educa-
tional interventions cannot determine which
components are vital for success and which
can be eliminated. Such information is espe-
cially important because public health pro-
grams at  al l  levels  of  government face
restricted budgets; formulating AIDS educa-
tion programs and allocating resources among
AIDS education and other health activities re-
quire knowledge of the effectiveness of dif-
ferent interventions.

T h e  N a t i o n a l  A  I D S  I n f o r m a t i o n
Campaign being conducted by the CDC il-
lustrates this situation and how it is being ad-
dressed. During fall 1987, the CDC distrib-
uted public service announcements to broad-
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cast media throughout the country. NCHS
conducted surveys of AIDS knowledge before
and after the campaign, but it would be dif-
f i cu l t  t o  a t t r ibu te  any  changes  to  the
campaign as opposed to other information
sources. More information to evaluate the
program will be available from a survey
planned for summer 1988, after the CDC
sends an AIDS pamphlet to every household.
In that survey, NCHS will examine whether
people received and read the information.

Some measures of the process of the
campaign are available to the CDC. Although
total press stories on AIDS decreased during
the last quarter of 1987 (190), during this pe-
riod television and radio continuously in-
creased their broadcast of the CDC’S public
service announcements, and calls to the AIDS
hotline rose greatly (204). Correlations be-
tween the use of the announcements and hot-
line calls within local areas could provide a
measure of public response to the campaign.

To evaluate the effectiveness of different
components of the campaign, the CDC could
systematically vary the content or dissemina-
tion of messages within an area. With the
concurrence of the States, different ap-
proaches might be tried within a State or
across States. The insights gained could be
used to increase the effectiveness of sub-
sequent phases of the campaign.

Even when AIDS education programs
have been evaluated, most have not used
rigorous research methods. Rarely have those
undertaking educational programs compared
changes within a group that received an in-
tervention (the experimental group) with
changes within a group that did not (the con-
trol group). Nor have they systematically
varied the intervention among different
groups and compared the results. For the
most part, educators aware of the risks of
AIDS have understandably concentrated on
implementing programs intended to change
behavior. In the absence of appropriate re-
search designs, it is difficult to interpret the
results of evaluations that have been per-
formed. It is also difficult to interpret the
potential impact of a program if the charac-

teristics of program participants and how they
differ from the risk group at large are not
provided. An educational program may ap-
pear to be successful in changing risk behav-
iors if the experience of a group of self-
selected program volunteers is studied. Pro-
gram success, however, may be more a func-
tion of the characteristics of the participants
than of the program itself.

Some recently-funded research projects
will employ research designs to avoid such
potentially misleading results. For example,
one investigator funded by NIDA will ran-
domly assign IV drug users admitted to a
residential detoxification program to one of
three different interventions to evaluate their
relative effectiveness (see appendix B). Al-
though such an approach may not always be
feasible, careful design of the evaluation
component of an educational intervention,
before a program is implemented, is key to
gaining an understanding of what elements
are effective and ineffective.

To facilitate comparisons of the results
of evaluations conducted in different areas, it
would be helpful to standardize the measure-
ment of outcomes of interest (e.g., changes in
specific types of sexual behavior). For exam-
ple, simply standardizing the interval and
length of followup of subjects involved in re-
search studies would be helpful (37). The
type of data that is advisable to collect might
change over time. For example, since HIV
antibody testing is more widely available, it
would be helpful if those evaluating inter-
vent ions to change the b eh a v io r of
homosexual men, in addition to recording the
number of encounters of unprotected anal in-
tercourse, recorded whether their partners
were infected with the virus. Although un-
protected anal  intercourse between two
seropositive individuals is inadvisable, it does
not contribute to new cases of infection.

Targeting Information to Specific Groups

Developing effective educational inter-
ventions requires that planners know for each
target group what knowledge and behavior
they wish to change. Such insights are espe-
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cially important with AIDS education, since
the populace already has a high level of
knowledge (accurate and inaccurate) about
AIDS and HIV infection (18,52). Moreover,
such information is needed to develop cultur-
ally sensitive messages for different ethnic
groups.

For the general population, NCHS sur-
veys can provide continuing information to
identify which beliefs and attitudes to address
in future programs, and NCHS is exploring
appropriate methods to collect information
about behaviors that put people at risk of
HIV infection (21 7). These data, however,
are not likely to be adequate for program
planners at the local level. For example,
those planning to implement educational in-
terventions within family planning or STD
clinics will need to conduct baseline surveys
of client knowledge, attitudes, and behaviors
so that the programs can be tailored to meet
specif ic  community needs.  Furthermore,
some community-based surveys may be
needed to see if AIDS programs located
within the community are appropriate and
accessible to members of high-risk groups lo-
cated within the community.

An important aspect of having education
reach the intended audience is tailoring the
content and dissemination of messages to
reach people at high risk. AIDS has dis-
proportionately affected blacks and Hispanics.
It is important that educational messages as-
sociate HIV infection with certain risky be-
haviors rather than with membership in a

certain group. At the same time, communi-
cating information effectively requires that
messages take into account the language, lit-
eracy level, and cultural sensitivities of the
people to whom they are targeted.

Reaching people in various social and
cultural subgroups requires different ap-
proaches. Further research is required to un-
derstand the characteristics and risk behaviors
of people in different groups. Among IV
drug users, further research is required to
understand the impediments to changes in
sexual behavior, especially within long-term
relationships. Few educational programs have
been targeted to homosexual and bisexual
males who are black and Hispanic, who have
low educational levels and low incomes, or
who are adolescents, and little is known about
how to reach these groups.3 Such research
may suggest new counseling approaches.
Within the Department of Health and Human
Services, the Office of Minority Health and
the CDC National Information and Education
Program are planning special efforts targeted
to people in minority groups (see appendix
B). Given the importance of reaching people
who are disadvantaged and who are members
of minorities, it is essential to adequately
evaluate these projects and to incorporate
their findings into future educational pro-
grams.

3 Most homosexual men studied to date have had high
educational attainment and have been upper-middle class.



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),

11
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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).



26 ● How Effective Is AIDS Education?

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



How Effective Is AIDS Education? ● 27

0

0

0

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).



How Effective Is AIDS Education? ● 31

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
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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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3. EDUCATION FOR THE GENERAL POPULATION

THE GENERAL POPULATION
AND RISK BEHAVIORS

The general U.S. population consists of
people at varying risk of HIV infection.
Some take part in behaviors that put them at
high risk, such as sharing IV drug equipment
or engaging in certain sexual practices with
people who may be infected. The vast ma-
jority of the U.S. population, however, are
most likely at little or no risk, because they
do not practice risky behaviors or because
they live in areas that so far have had low
rates of HIV infection.

Since there is little validated information
about the sexual behavior of U.S. adults,
estimates of people at risk have relied on
Kinsey’s study from the 1940s and on ex-
trapolations from the size of groups that have
so far  accounted for most  AIDS cases.
Estimates of men who have homosexual con-
tact range from 5-10 million, of people with
any IV drug use about 1.1 million, and of
people with hemophilia about 15,000 (185)
for a total of about 6.5-11.5 million people in
1987. Of course, not all homosexual men or
even all IV drug users are at high risk; only
those who engage in certain behaviors risk
HIV infection (see chapter 2 and appendix
A). Adding heterosexuals at risk from in-
fected partners, infants at risk from infected
mothers, and people who received blood
transfusions before HIV screening began
would increase the total number at risk by an
unknown amount. But people in these latter
categories would have to equal the highest
estimates of the other groups for the total at
high risk to reach even 10 percent of the 240
million U.S. population.

Although no studies have tested a ran-
dom sample of the U.S. population for HIV
infection, the results of screening certain
groups suggest that less than 1 percent of the

general population, including high-risk and
low-risk people, is infected with HIV (see
table 3-1) (185). From 1985 to 1987, HIV
infection among first-time blood donors
averaged 0.043 percent and among applicants
for military service 0.15 percent. Since the
Red Cross and the military--and the ap-
pl icants  themselves--at tempt to exclude
people with high-risk behavior beforehand,
these results most likely underestimate the ac-
tual prevalence of HIV infection. Similarly,
the rate for residential Job Corps entrants and
selected hospital patients, 0.33 percent and
0.32 percent respectively, may underestimate
infection because the Job Corps does not ac-
cept active IV drug addicts and the hospital
study excluded infectious disease and cancer
patients.

HIV testing has shown consistent patterns
across geographical area, age, sex, race, and
ethnici ty (185). Like AIDS cases, HIV
antibody prevalence is much higher in urban
than in rural areas and in the East coast, Gulf
coast, and California than in other regions.
The age distribution of seroprevalence also
follows that of AIDS cases, with the highest
rates among people in their 20s and early 30s,
a pattern that follows sexual activity and IV
drug use. Although males have higher rates
of AIDS and HIV infection than females, the
male-to-female ratio is much lower for HIV
infection than the 13-to-l relationship for
AIDS cases (see table 3-l). Infected men
outnumber infected women by about 5 to 1
among military applicants and blood donors,
but figures approach 1 to 1 in major cities.
Without more systematic sampling and study,
it is not clear whether differences between
HIV infection rates and AIDS cases reflect
changes in the underlying pattern of infec-
tion, differences between males and females
in progression from infection to disease, or
self-exclusion by high-risk men from military
application and blood donation.

49
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More rigorous studies are also needed to
determine the evolution of viral transmission
by race. Although blacks and Hispanics have
about 3 times the rate of AIDS cases, the
black rate of HIV infection is almost 7 times
higher among military recruits and more than
11 times higher among blood donors.

The Department of Health and Human
Services through various agencies is un-
dertaking several surveys to obtain informa-
tion on the prevalence of HIV. The National
Center for Health Statistics (NCHS) is plan-
ning a national survey of seroprevalence that
would draw on a random sample of U.S.
households (21 7). The Centers for Disease
Control (CDC) is expanding its testing of
patients’ blood samples to 40 hospitals across
the country and is exploring similar surveil-
lance through diagnostic laboratories and
family physicians (185). In collaboration with
the National Institutes of Health and State
and local health departments, the CDC is also
supporting the use of blood tests that are now
routinely performed on newborns to gauge
the seroprevalence of childbearing women
throughout the United States (see chapter 2
on heterosexual adults).

PUBLIC KNOWLEDGE AND
ATTITUDES TOWARDS AIDS

Virtually every adult in the United States
is aware of AIDS. By August 1987, more
than 99 percent had heard of AIDS (50), a
significant increase from the 77-91 percent in
1983 ( 18). Also by 1987, only 2-5 percent
did not know that a person could contract the
AIDS virus by sharing needles for drug use
with a person with AIDS or by sexual inter-
course with an infected person (see table 3-
2).

Despite these accurate perceptions about
known routes of HIV transmission, however,
a substantial body of inaccurate knowledge
remains about exposures that do not pose a
threat (see table 3-2). In 1987, only 18-26

percent knew that a person can definitely not
become infected by donating blood, perhaps
because people did not realize that a new,
sterile needle is used for each donor. Mis -
concept ions also pertained to infection
through routine activities; for example, 21-38
percent thought infection is likely from
working near someone with AIDS, from using
public toilets, or from insects. Although
there were differences by age or sex, blacks
were significantly more likely than whites to
hold these misconceptions. Regarding pre-
vention, 93-94 percent knew that celibacy
and a monogamous relationship between two
uninfected people were effective, but only 82
percent thought using a condom and 15 per-
cent thought using a sperm icicle were at all
effective (50).

A synthesis of public opinion polls from
1983 through 19861 found little change in er-
roneous perceptions about AIDS transmission
through non-invasive means (18). An appar-
ent exception was that people were less likely
in 1986 to believe that a person could catch
AIDS by working in the same office.

During 1985 and 1986, only a small por-
tion of the general population (5-20 percent)
reported changing personal behavior to avoid
AIDS exposure, and most of the changes
noted were ineffective, such as avoiding
water fountains and other public places,
avoiding contact with homosexuals, and
avoiding restaurants ( 18). In 1986, half of
the 7 percent who reported changing sexual
behavior said they were using condoms more
frequently. Surveys in 1987 reported higher
percentages had made some personal change
(37-43 percent), and more of these mentioned
taking effective approaches to avoid AIDS.
No increase occurred in the percent claiming
to have altered their sexual behavior or in the
percent using condoms.

1 The 32 polls included were national in scope, surveyed
adult men and women, and surveyed between 611 and
2,405 people. Differences in factors such as design and
sampling procedure may render the results not strictly
comparable across polls.The validity of the results is im-
proved, however, if more than one poll found the same
pattern of results, a situation that occurred frequently.
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Figure 3-1. --U.S. Condom Sales,
1981-1987

Mill Ions of condoms
5 0 0 , I

I
4 0 0

3 0 0

200

100

0
1981

Source:

By
slightly

1982 1983 1984 1985 1986 1987
Y e a r

U. S. Department of Health and Human Services,
Public Health Service, Food and Drug
Administration, unpublished data, silver Spring,
MD, March 1988.

contrast, changes in condom sales rose
during 1986 and doubled during 1987

(see figure 3-l). The most likely influence
during this period was the publication of the
Surgeon General’s Report on Acquired Immune
Deficiency Syndrome in October 1986 and
Surgeon General Koop’s repeated advice dur-
ing 1987 to use condoms to prevent HIV in-
fection. Of course, the number of condoms
sold or otherwise distributed may differ
greatly from the number used.

Black respondents  have expressed a
greater sense of personal susceptibility than
whites (32 vs. 15 percent in 1987), perhaps
because a disproportionate number of people
with AIDS are black (18). Blacks were also
more likely than whites to report changing
their personal behavior, in both ineffective
ways, such as avoiding homosexuals, and ef-
fective ways, such as using a condom. A
greater sense of vulnerability and past behav-
ior change suggest that a substantial portion
of blacks are concerned and ready to act if
given correct information and the appropriate
means to effect change.

Adults under age 35 were more likely
than older ones to state changes in their per-
sonal behavior and, specifically, in their sex-
ual behavior because of AIDS (18). Higher
percentages of younger adults reported limit-

ing sex to one partner and using condoms, as
well as undertaking ineffective behavior, such
as avoiding casual contacts with certain
people. But even among those age 18 to 24,
only 16 percent said that they had altered
their sexual behavior because of AIDS. An-
other poll limited to single young adults
found the younger adults most likely to have
increased the number of sexual partners in
recent years, but it is not clear what role
sampling and study design played in the ap-
parently conflicting results.

In general, few differences were found
among respondents by gender or by marital
status (18). There were too few data on
Hispanics to permit separate analysis. Among
regions, Southerners were the least well in-
formed and expressed the greatest desire for
more AIDS information. How threatened
people felt by AIDS seemed to conform to
the prevalence of AIDS in the area, with the
greatest susceptibility felt in the northeast.

The analysts of the poll data concluded
that as people’s perceptions of AIDS trans-
mission became more accurate, fewer were
undertaking ineffective behavior to avoid in-
fection. Moreover, decreases in misconcep-
tions also paralleled declines in respondents’
support for government restrictions on people
with AIDS, such as quarantine or mandatory
testing. People presumably at greater risk--
blacks, young adults, and single people--
expressed more concern and reported more
behavior change. Consistent with theories of
health behavior, however, accurate or im-
proved knowledge was not necessarily associ-
ated with effective changes in behavior.

GOALS OF AIDS EDUCATION
FOR THE GENERAL
POPULATION

The goals of AIDS education for the
general population fall into two main categor-
ies: promoting social cohesion and checking
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transmission of the virus. Achieving both
goals entails correcting misapprehensions and
conveying accurate knowledge about HIV
transmission. By providing information on
viral transmission, educational activities can
make people aware of their risk status.
People at no risk can be encouraged to con-
tinue their current behavior and to support
those who are infected or sick. People at
high risk can be urged to seek additional in-
formation to determine whether they are in-
fected and to change their risky behavior.

A substantial portion of the population
mistakenly believe that HIV may be trans-
mitted by blood donation and by everyday
activities, without intimate contact. As indi-
cated by survey results and anecdotal ac-
counts, people with more accurate knowledge
are less anxious about interacting with people
who may be infected. By correcting in-
accurate perceptions, one may therefore
reduce fear among uninfected people and
reduce discrimination against those infected
or at high risk. With an estimated 1 to 1.5
mill ion people already infected and viral
transmission continuing, individuals and in-
stitutions throughout the country will have to
deal for a decade or more with HIV infection
among adults and children. If stigmatizing
and discriminating against people with HIV
infections declined, both high-risk and low-
risk people might be more willing to take
part in surveys to collect data needed to plan
public health activities. Moreover, improving
knowledge is likely to increase compassion
fo r  in fec ted  peop le  and  l ead  to  more
responsible responses to problems. In addi-
tion to generating unnecessary fear and dis-
crimination, misperceptions about HIV trans-
mission appear to be impeding certain socially
desirable activities, such as blood donation,
and recreational activities, such as visiting
crowded places and eating in restaurants (18).

To achieve the other goal of AIDS edu-
cation for the general population, reducing
HIV spread, requires stimulating people at
high-risk to alter their behavior. Based on
behavioral research, the lower perceived bar-
riers (social disapproval, physical discomfort,

financial cost, general inconvenience), the
more likely people are to use preventive
measures (see appendix A). People are also
more likely to undertake preventive measures
if they feel at risk of HIV infection, realize
that preventive means are available, consider
these means effective, believe in their own
ability to use them, have the skills (social and
mechanical) to use them, and feel that the
preventive measures have social approval.

EDUCATIONAL INTERVEN-
TIONS SPECIFIC TO AIDS

The results of public surveys indicate
that substantial AIDS education has taken
place and that learning is continuing to occur,
with people absorbing inaccurate as well as
accurate information. Much of this education
has apparently stemmed from the mass media.
Although these sources have successfully
raised public awareness of AIDS, their efforts
have lacked a specif ic  message and an
organized plan. Some information from the
media may also be inaccurate. Several State
governments have undertaken public educa-
tional programs (98), but the most notable
formal effort in the United States is the U.S.
National Information/Education Campaign,
which is being implemented through the
CDC.

The effectiveness of these
and informal, is not clear, in
cause the program designs
themselves to evaluat ion.
receive information from

efforts, formal
large part be-
have not lent
Since people

many diverse
sources and are constantly expanding their
AIDS knowledge, judging the effectiveness of
a particular program requires separating the
effects of the program from the effects of
other factors. Research methods call for
c o m p a r i n g  c h a n g e s  with in  a  g roup  tha t
received an intervention (the experimental
group) with changes within a comparable
group that  did not  ( the control  group).
Alternatively, researchers may evaluate dif-
ferent educational strategies by comparing
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changes among groups that received different
interventions. Neither of these research de-
signs has been applied to AIDS education for
the U.S. general population. This section
briefly describes the CDC campaign and
campaigns in other developed countries, some
of which have been evaluated.

The U.S. National Informa-
tion/Education Campaign

Operating within the CDC since mid
1987, the National AIDS Information and Ed-
ucation Program is intended to add a national
dimension to reduce the incidence of AIDS
by changing personal behavior and the social
norms that influence that behavior ( 184).
The

o

0

0

0

0

campaign has five objectives (204):

to disseminate detailed factual informa-
tion on AIDS transmission,
to clarify misconceptions and to reduce
fear,
to support ongoing State and local ef-
forts,
to provide a supportive environment for
AIDS education and for people with
AIDS, and
to help to develop a national consensus
on AIDS education.

The program consists of seven com -
ponents: public service campaign, national
mailing, minority outreach, national AIDS
hotline, national AIDS clearinghouse, corpo-
rate outreach, and research.

The first phase of the public information
campaign began in the fall of 1987 with a
national media campaign concentrated in Oc-
tober. On October 1, the CDC distributed
public service announcements to the media:
38 for television, 8 for radio, and 6 for print
(204). A brochure prepared by the CDC was
also available upon request. During the fall
campaign, staff met with national and local
o rgan iza t ions , community leaders,  and
volunteers; a total of 31 meetings with repre-
sentatives of community-based organizations
were held in 28 cities, and 12 forums with

leaders of interested constituencies (such as
black Americans, Hispanic Americans, and
religious media) were conducted (184a).

In developing public service announce-
ments for the fall 1987 campaign, the CDC
and Ogilvy & Mather, the public relations
firm that prepared the campaign, convened
several focus groups, but because of limited
time and funding, did not attempt to pilot
test the messages (204). Since the same mes-
sages were distributed throughout the coun-
try, comparisons could be made only about
people’s knowledge and behavior before and
after the fall campaign. Given the many
other sources from which people may gain
information on AIDS, this approach does not
permit one to isolate the effects of the CDC’S
efforts. Under contract to the CDC, Macro
Systems is in the process of studying how to
evaluate the CDC’S information/education ef-
forts (204).

In August 1987, NCHS, as part of its
National Health Interview Survey, imple-
mented a survey of AIDS knowledge that was
fielded monthly from August through De-
cember among a representative national
sample of the U.S. population
(50,51,52,53,217). These results identify
areas of accurate and inaccurate perceptions
and  cou ld  gu ide  fu tu re  phases  o f  the
campaign (see table 3-2). Although the sur-
vey has excluded questions on behavior re-
lated to HIV transmission, NCHS is exploring
the incorporation of behavioral questions into
a separate study (217).

Some measures of the campaign’s process
are available. Between September and Octo-
ber 1987, operator-assisted calls to the Na-
tional AIDS Hotline more than doubled, from
about 20,000 to over 49,000 ( 146). This
change cannot be attributed solely to the
CDC campaign; since the number of lines in-
creased from 11 to 44 on Oct. 1, 1987 (204),
the increased number of calls may have
reflected the improved capability of the sys-
tem to handle callers rather than increased
interest among the U.S. population.
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Operator-assisted calls to the hotline
continued to increase throughout the follow-
ing three months; however, they exceeded
70,000 in January 1988, an amount consider-
ed peak capacity during key calling hours
(see figure 3-2)(204). Although television
broadcasters began to use the CDC’s public
service announcements in October, their use
in number and dollar  value more than
doubled in November and continued to grow
in December. During the first four months
of the campaign, radio and television broad-
casters on major networks and in the top 75
local markets aired public service announce-
ments valued at about $6 million (figure 3-3)
(204). Radio and television networks donated
about 65 percent of this time, and about 55
percent of the announcements appeared dur-
ing prime-time viewing hours. Use of the
announcements varied greatly by markets:
from October through January, Philadelphia
aired 209 spots valued at $175,000;

Washington, D.C. aired 12 spots valued at
$2,000; and Los Angeles used only 1 valued
at $75. Using data already collected, the
CDC could gain some insight into people’s
response to the public service announcements
by examining the relationship between the
number and dollar value of spots run in a lo-
cal market and hotline calls from area codes
in that locality (204).

During the quarter including the October
campaign, AIDS information conveyed by the
media apparently fell (see figure 3-4).2

2 The Centera for Disease Control conducted a computer
search of NEXIS Library for stories pertaining to AIDS.
NEXIS contains approximately 150 journals, newspapers,
magazines, newsletters, wires, financial information, and
medical information within its library.

Figure 3-2.-Calls to the National AIDSa

Hotline, September 1987-January 1988

Total number of cal1s (thousands)
801

20

0

. . . . . . . . . . . . . . . . . . . . . . . . . . .

September October November December January
Month

aOperated assited cal1s

SOURCE: U.S. Department of Health and Human Services, Public Health Service, Centers for Disease Con-
trol, unpublished data, Atlanta, GA, May 11, 1988.
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Figure 3-3. --CDC PSAs Aired on
Television, October 1887-January 1888a

Number Dollar value (thousands)
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aTop 76 m a r k e t s

SOURCE: U.S. Department of Health and Human Services, Public Health Service, Centers for Disease
Control, unpublished data, Atlanta, GA, May 11, 1988.

Figure 3-4.--News Media Coverage of AIDS a
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aBased on computer search of NEXIS

SOURCE: U.S. Department of Health and Human Services, Public Health Service, Centers for Disease
Control, unpublished data, Atlanta, GA, April 1988.
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The decline was especially striking because
it ended continuous increases from spring
1985 and did not appear to reflect seasonal
trends. Since the content of these stories has
not been analyzed, it is not known whether
this change bore any relationship to the AIDS
campaign and whether any change occurred
during this period in the portion of stories
with accurate vs. inaccurate information.
During the period from October 1987 to
March 1988, the highest number of stories on
AIDS appeared during the middle two weeks
of October (16).

Unlike the situation in countries that
have government stations, U.S. agencies
depend on decisions of private managers
about whether and when to schedule public
service announcements. This problem ex-
emplifies the admonition that the effective-
ness of an educational program depends not
only on its content, but also on its implemen-
tation (74,207). At a minimum, the message
must reach the intended audience to have an
effect. If the media are not airing public
service announcements at appropriate times or
with adequate frequency, the Government
could pay for the messages to be given at
specific times. Although paying commercial
rates is clearly more costly per message used,
if payment increases the audience receiving
the message, the cost per person reached may
be much lower and the entire program more
effective.

The CDC and the Surgeon General have
prepared a brochure that will be mailed start-
ing the end of May 1988 to every U.S.
household. The brochure provides informa-
tion about how HIV is and is not transmitted
and urges support for people with AIDS
(193a). During 1988, the campaign’s mes-
sages will emphasize women at risk, sexually
active adults, teenagers, and parents (194).

During June 1988, NCHS will include in
its National Health Interview Survey ques-
tions relating to the brochure and public ser-
vice announcements. The survey will query
respondents about whether they are aware of
the public service announcements or the

brochure ;  whe the r  they  have  read  the
brochure; and how they used the information.
Questions also pertain to their knowledge of
AIDS and HIV, use of blood tests for HIV
antibody, risky behaviors, willingness to par-
ticipate in a national seroprevalence study,
and trust in information from Federal public
health officials. This information will permit
policy makers to determine the extent to
which messages from the campaign are reach-
ing the populace. In addition, people’s reac-
tions to blood testing and their trust in Fed-
eral public health officials can guide ap-
proaches to conducting seroprevalence surveys
and to future information dissemination.

Campaigns in the United
Kingdom and Australia

In 1986, the government of the United
K i n g d o m  b e g a n  a n  A I D S  a d v e r t i s i n g
campaign that is still continuing (25). The
aim of the campaign is to educate people
about the facts and myths of AIDS, to offer
advice and reassurance, and to influence the
climate of opinion so that ultimately people at
risk modify their behavior. The first year’s
campaign consisted of three phases: advertis-
ing in the national press; extensive television
and press editorial coverage plus low-level
press advertising; and a press, poster, and tel-
evision campaign combined with editorial tel-
evision and press coverage, a youth campaign,
and delivery of booklets to all households.

The government arranged for an evalua-
tion of the first year’s campaign. Since the
campaign used the same approach throughout
the country, it was possible only to track
changes that occurred over time, but not to
isolate the effects of the campaign. On the
basis of baseline and subsequent surveys, over
the year adults who were aware of any recent
AIDS information or who had discussed AIDS
more than doubled (25). About 80 percent of
the general population and of youth recalled
the campaign’s advertisements, the highest of
any such campaign in Britain. Substantial
improvement occurred in people’s knowledge
about specific routes of HIV transmission and
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the desirability of condom use, but only
slight declines in the misconception that
blood donation can transmit HIV. Surveys
found little attitudinal change toward people
with AIDS and little behavioral change in the
number of sexual partners or in condom use.
Consistent with previous trends, however,
homosexual  behavior  had continued to
change, with less unprotected anal intercourse
and fewer sex partners.

In 1987, the government of Australia
launched an educational program to provide
information to motivate the public to avoid
risky practices (170). The program consisted
of a television announcement, which
portrayed great danger; pamphlets distributed
to physicians, pharmacists, and health and so-
cial service agencies; advertisements on radio
and in print that were targeted to specific
groups; and a hotline for counseling.

The results of interviewing urban Aus-
tralians before and during the campaign are
consistent with the campaign’s correcting
misconceptions about how HIV is transmitted,
such as through public toilets, but there was
no change in the belief that blood donation
posed a risk. Knowledge that condom use
decreases the risk of HIV infection started at
a high level (92 percent) and increased (to 95
percent). Men reported more routine condom
use after the campaign began, and 44 percent
of the population reported that the campaign
had changed their attitudes or behavior, with
higher figures among young adults and single
people.

OTHER PUBLIC EDUCATION
PROGRAMS

Several programs that have used mass
media to try to promote health-related be-
havioral change may provide lessons for AIDS
education. This section reviews experience
with programs that have been associated with
behavioral changes in three areas: cardiovas-
cular risk reduction, smoking cessation, and

control of syphilis. Researchers attempting to
reduce cardiovascular risk have designed and
implemented well-designed studies that
permit analyzing the effectiveness of the pro-
grams undertaken. Programs to curtail smok-
ing have gained some prominence, for their
successes as well as their failures. U.S. ef-
forts to control syphilis may provide insights
into effective strategies for AIDS education,
since both are sexually transmitted diseases.

Some other programs have had less suc-
cess in fostering behavioral change in three
other health-related areas: use of seat belts,
use of family planning techniques, and use of
alcohol and other drugs. In general, programs
in these areas have resulted in changes in
knowledge and attitudes, but not in behavior.
Several programs to increase voluntary seat-
belt use in the United States and other coun-
tries have failed to achieve even modest suc-
cess ( 1 03). An information program in
Sweden during the 1970s, however, did lead
to increased seat-belt use.

Mass media programs to promote the use
of family planning techniques have had
limited success in changing people’s behavior
(173). It was notable that television messages
increased awareness most and that people
generally reacted favorably to the advertise-
ments. Advertisements in the print media,
however, had little effect.

During the early 1970s, several educa-
tional efforts were undertaken to discourage
drug abuse, particularly among adolescents
and young adults (103). In one program, the
Advertising Council, working with the Na-
tional Institute of Mental Health, developed
public service announcements to combat drug
use. The announcements were consistently
aired outside prime-time hours, did not ex-
pose target groups to specific messages, failed
to take account  of  social  networks and
sources of information credible to drug users,
and may have erred in containing strong fear
messages (103). There is a consensus that ef-
forts during the 1970s failed to influence
drug use, whether among youth or adult
women. Programs specifically focused on al-
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cohol use produced little or no change in be-
havior, although awareness of alcoholism in-
creased (103).

Instead of indicating that mass media ap-
proaches cannot change behavior in this area,
campaigns that did not achieve an effect may
exemplify only approaches that were poorly
designed or implemented (74,207). At least
one program to curtail alcohol use and driv-
ing produced attitudinal changes (103). AS

Wallack emphasizes, programs that address
the community as well as the individual are
more likely to succeed, and efforts to curtail
drunk driving are occurring in an environ-
ment where media advertising and television
programs promote unsafe practices (209,137).

Certain characteristics of HIV infection
described above that make behavior change
and its evaluation difficult apply to some of
these other public health programs. In all
cases, ongoing media attention and public in-
terest impede- isolating the
ular educational program.

Cardiovascular Risk

effect of a partic -

Reduction

Perhaps the best designed studies of in-
terventions that use mass media come from
programs to reduce the risk of cardiovascular
disease among entire communities. Compar-
ing changes in three similar communities,
Stanford researchers found that over a 3-year
period during the early 1970s, risk of car-
diovascular disease 3 fell and remained sig-
nificantly lower in the two communities that
had received educational interventions (69).
Mass media alone successfully promoted be-
havior, particularly nutritional behavior, to
lower cardiovascular risk about 25 percent.
Combining mass media with face-to-face in-
struction achieved even greater changes
(about a 30-percent reduction), largely be-
cause of a greater reduction in smoking. In
addition to providing information and at-

3 The researchers measured cardiovascular risk by means
of a composite score that incorporated factors such as
plasma cholesterol, systolic blood pressure, relative weight,
age, and sex.

tempting to affect attitudes and motivation,
mass media materials were developed to teach
specific skills and to reflect the characteristics
of the target audiences (121). With greater
use of health professionals and less use of
media, a project in Finland during the same
period achieved comparable
(69).

The Stanford researchers
sustained community-based
achieve behavior change for

risk reduction

concluded that
education can
risk reduction,

but the optimal mix of approaches to conduct
an education program has yet to be defined.
Research is continuing in five larger com-
munities, with the addition of youth educa-
tion, and interim results support the effec-
tiveness of the educational interventions
(121). Projects are also underway in other
States (Rhode Island, Minnesota, Pennsyl-
vania) and other European countries (Switzer-
land, Germany, Portugal, Italy, and Yugos-
lavia) (103).

Although this body of research supports
the effectiveness of community-based pro-
grams using mass media, cardiovascular risk
reduction differs from reducing HIV trans-
mission in certain ways that may well in-
fluence the success of educational programs
(103). Because cardiovascular disease is so
much more prevalent than AIDS, people are
more likely to know someone like themselves
who has had cardiovascular disease and hence
may be more likely to feel susceptible to the
disease. In addition, behaviors linked to car-
diovascular risk, such as diet, smoking, and
exercise, are easier to discuss and acknowl-
edge publicly than behaviors associated with
HIV infection, which relate to sexual behav-
ior, IV drug use, and reproduction. Finally,
for several years the social environment has
been support ing changes in behavior  to
reduce cardiovascular risk. Similar social
support may be building for changes in drug
use. There is no such consensus in the
United States about sexual behavior, however,
and messages in the media and in society
generally regarding sexual behavior often
conflict with behavior to reduce the risk of
HIV infection.
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Reduction of Smoking

Over the past generation, U.S. social
norms regarding smoking have changed
dramatically. Although the role of mass
media and anti-smoking campaigns in this
development is not clear, a review of 40 pro-
grams involving the mass media concluded
that large-scale campaigns not only improved
people’s awareness, knowledge, and motiva-
tion, but also reduced smoking prevalence
(75). Since few studies incorporated com-
parison groups that received no intervention,
the review compared the effects of different
programs, with the results from face-to-face
clinics as the ultimate (highest) standard for
success and the results from a self-help pro-
gram of the American Lung Association as a
lower, more reasonable standard by which to
judge mass media programs.

I n  t h e  l a t e  1 9 6 0 s ,  a n  a d v e r t i s i n g
campaign using the Fairness Doctrine was
undertaken to counter advertisements that
promoted smoking. The results suggest that
public service announcements can be effec-
tive. That successful campaign included
the fol lowing features:  widespread dis-
semination (reach); high frequency, including
some during prime-time broadcast hours (fre-
quency); endurance, in this case three years
(duration); and variations in the message.
The high frequency probably reduced the op-
portunity for the audience to avoid the mes-
sage, and presentation of opposing views (the
tobacco industry’s vs. health agencies’) proba-
bly increased discussion of the issue.

Intensive media campaigns in the United
States and other developed countries have
lowered the prevalence of smoking as much
as good self-help manuals, such as those of
the American Lung Association; both ap-
proaches have led people to quit smoking at
twice the rate of the smoking population
without such programs (75). Adding corn-
munity activities, in turn, appears to double
the effectiveness of media programs alone.
Self-help clinics that are broadcast on televi-
sion or radio are about as effective as self-
help manuals. Combining media self-help

clinics with printed material raised their ef-
fectiveness, and adding group discussion
raised it even more. None of the interven-
tions that used mass media reduced and
maintained smoking prevalence as well as
face-to-face clinics. Mass media interven-
tions, however, would be more cost effective
than face-to-face clinics if, as Flay sug-
gested, mass media approaches can reach and
change the behavior of more people for the
same or lower cost (75).

Control of Syphilis

During World War I, 13 percent of the
men drafted in the United States were in-
fected with either syphilis or gonorrhea (24).
Although a diagnostic test  could detect
syphilitic infection, the main treatment, a
drug containing arsenic, was toxic and neces-
sitated prolonged administration.

The campaign undertaken by the military
against venereal disease centered on promo-
tion of sexual abstinence and repression of
prostitution (24). Posters, films, and other
material warned soldiers about the health
risks of prostitutes, and more than 20,000
women were quarantined. Although the ef-
ficacy of condoms in preventing syphilis was
recognized, the military did not provide them
to the troops because it was feared that such
a step would encourage sexual relations. In-
stead, soldiers were required to undergo dis-
infectant treatment after sexual exposure.
Moreover, soldiers who contracted a sexually
transmitted disease lost their pay and were
subject to court-martial (23). Despite these
measures, rates of syphilis remained high
during the war.

During the late 1930s, State and Federal
governments developed programs to detect
and treat syphilis in its early stages (24).
Diagnostic facilities and clinics increased, and
States began to require applicants for mar-
riage licenses to be tested for syphilis, despite
the recognition that intercourse before mar-
riage was common. Although premarital test-
ing became compulsory in most States, 25



How Effective Is AIDS Education? ● 65

percent of the people who tested positive
were actually uninfected, but still underwent
treatment. By 1978, only about 1 percent of
all tests positive for syphilis were conducted
as part of premarital testing.

During World War II, the military not
only undertook an educational program, but
also provided condoms and sought to treat
soldiers rapidly without punishing them (24).
Rates of syphilis infection fell during the
early 1940s, a decline that accelerated with
the introduction of penicillin from late 1943
(23). Even with the availability of effective
treatment, however, the disease has persisted
and has begun to increase in prevalence dur-
ing the past decade.

Like syphilis during the early part of this
century, AIDS has raised issues of sexual be-
havior about which there are diverse and
conflicting views in U.S. society. Also
similar are the populace’ widespread fear of
contagion and its stigmatization of infected
and sick people (24), mainly people from
groups historically subjected to discrimina-
tion. The experience with syphilis indicates
that intensive education and provision of
condoms during World War II protected
soldiers from infection, but that attempts
during World War I to prevent infection
through abst inence, fear, and appeals to
morality were not successful (24).

CONCLUSIONS

What is known specifically about AIDS
education and generally about public health
campaigns indicates the considerable capabil-
ity of the mass media. In only a few years,
the general population has gained a great deal
of knowledge about AIDS, most of it through
television ( 103). Furthermore, studies of
other public health campaigns have shown
that education through the mass media can
change people’s health-related beliefs and be-
havior to a limited extent. It is also clear
that an educational program increases its ef -

festiveness by combining use of mass media
with interpersonal communication and by
helping people develop skills to implement
their new beliefs and motivations, through
mass media or supplementary approaches (74).
The media set an agenda for society; their
coverage can heighten public awareness of an
issue such as AIDS and stimulate people to
ponder and discuss it (208). The media can
provide factual information that reduces mis-
conceptions and fear about HIV transmission
and that alerts people with risky behaviors to
their susceptibility and directs them to more
detailed information. The media can also
legitimize efforts and attitudes to reduce the
stigma associated with HIV infection and to
prevent further spread of HIV.

Although past experience indicates that
public health campaigns directed to the gen-
eral population can achieve change, it is not
clear why some programs have been more ef-
fective than others (74). Which elements and
combinations of elements are responsible for
successful campaigns is the subject of con-
tinuing research, for example, in the area of
cardiovascular risk reduction. To identify
successful program elements requires that
programs be designed to isolate the effect of
different elements and that evaluations be
conducted. Such an approach could be ap-
plied to AIDS education programs. For ex-
ample ,  in  coopera t ion  wi th  S ta tes  and
localities, the CDC could systematically vary
the content or dissemination of messages
within a State or across States. Surveys be-
fore and after the interventions, perhaps as
part of NCHS’ current AIDS surveys, could
evaluate their relative effectiveness. These
insights could then be used to increase the
effectiveness of subsequent phases of the
campaign.

A necessary condition for effective edu-
cation is that the message reach the intended
audience, a precondition that depends on the
number of messages, when and how they are
presented, and the duration of the campaign.
Relying on public service announcements in-
creases uncertainty about this aspect of a
campaign, because media managers rather
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than campaign organizers control the fre-
quency, timing, and duration of the message.
Although the anti-smoking campaign il-
lustrates that public service announcements
can effectively disseminate information, legal
requirements related to the Fairness Doctrine
underlay media use of that advertising. Ex-
isting data on the CDC’s fall campaign and
data that NCHS plans to collect about the na-
tional mailing can be analyzed to gain insight
into the audience reached by these messages.
For some aspects of AIDS education, notably
condom use, commercial interests coincide
with public health concerns and can help
communicate certain messages to prevent HIV
infection (103).

One aspect of reaching the intended
audience for AIDS education entails tailoring
the content and dissemination of messages so
that they reach people at high risk. That
AIDS has disproportionately affected blacks
and Hispanics argues for special measures to
reach them. Television may offer particular
opportunities. Blacks, Hispanics, and people
from lower socioeconomic groups have
generally recalled better those messages
delivered through television (1 19,178).
Audiovisual media are especially important
means of reaching minorities, since minorities
have been more likely to obtain health in-
formation through these sources than through
print media (22). Reaching people from dif-
ferent ethnic backgrounds may also require
the development of messages that are sensi-
tive to the language and culture of specific
communities. In many of its activities, the
CDC’s national information and education

program has undertaken special efforts for
minori t ies . Few studies,  however,  have
evaluated programs of AIDS education for
minorities in the general population or with
risky behaviors (see chapter 2).

Finally, but very importantly, one must
consider the environmental context of AIDS
education (208). Like any public health
problem, HIV transmission and its prevention
depend not only on individual behavior but
also on community norms and social policies.
As noted earlier, the tone of mass media
coverage can improve individual and social
attitudes towards HIV infection and support
p r e v e n t i v e  b e h a v i o r  a n d  c o m p a s s i o n .
Relevant messages, however, pertain to more
than specific matters regarding AIDS. U.S.
society, advertising, and television program-
ming exploit sexual insecurity (208). To sup-
port behavior consistent with reducing HIV
transmission, the media and advertisers could
alter their depiction of sexual behavior, as
they did for smoking and are doing for al-
cohol use. Messages from mass media also
have the potential to generate greater demand
for certain services, such as drug treatment
and HIV testing.

Since there have been few public service
announcements about AIDS over the course
of the epidemic, people must have been ac-
quiring information from other aspects of the
media. Greater insights into the role that
news and entertainment media have played in
shaping public perceptions and behavior
about  AIDS might  help to guide future
policies regarding AIDS education.



Appendix A: RECOMMENDED BEHAVIOR CHANGES AND
PRINCIPLES OF HEALTH-RELATED BEHAVIOR

In response to the AIDS epidemic, the
Centers for Disease Control (CDC) and other
public health officials have developed recom-
mendations to reduce further HIV transmis-
sion. Researchers at the CDC and elsewhere
have revised these guidelines as knowledge of
HIV and its epidemiology have progressed.
As background to the discussion of AIDS ed-
ucational programs, this appendix briefly
presents the major recommendations that
have been made. Also relevant as back-
ground for AIDS education are general prin-
ciples of health-related behavior that have
been developed for other educational pro-
grams. The points that seem most relevant to
AIDS education are summarized in the second
section of this appendix.

RECOMMENDED BEHAVIOR
CHANGES

Knowledge of how HIV is transmitted
and studies of how people have become in-
fected have identified behavior that increases
and decreases the chance of infection. In
general ,  one prevents HIV infection by
avoiding contact with infected blood and
other bodily fluids, especially semen and
vaginal fluid. These actions prevent an
uninfected person from contracting the infec-
tion and prevent the virus from spreading
from an infected to an uninfected person. A
goal of AIDS education is to prevent HIV
transmission by promoting the adoption of
these preventive behaviors:
Sexual behavior:

o Reduce the number of sex partners that
may be at high risk of HIV infection
(48,88). Least risky is monogamy with
one fai thful  partner  or  abst inence.
Reducing the number of partners and
contacts and knowing their sexual his-

0

0

0

0

0

tory will lower but not eliminate the risk
of viral transmission.
Use condoms with a spermicide effective
against HIV throughout sexual relations,
unless both partners are known to be
uninfected (70). The use of condoms
appears to reduce but not eliminate viral
transmission (88).
Avoid anal intercourse, because sub-
sequent trauma and bleeding may facili-
tate transmission of the virus (48).
Avoid anal-oral and oral-genital contact
(48).
Seek testing to determine infection status
if one is at risk of infection because of
past behavior (181). This advice applies
particularly to women who may become
pregnant. Part of a testing program
entails counseling about positive and
negative results and preventive behavior.
Use only sterilized instruments for skin
piercing, such as ear-piercing, tattooing,
and acupuncture (18 1,221 ).

Intravenous drug use:

o Seek treatment for drug use so that IV
injection is reduced or eliminated.

o Do not share needles or other equipment
that may have residues of infected blood
(181).

o Clean any shared needles or other equip-
ment with bleach to kill the virus.

Blood transfusions:

o

0

Do not donate blood if one has clinical
or laboratory evidence of HIV infection,
Do not donate blood if one is at high
risk of HIV infection because of any of
the following: a man who has had sex
with another man since 1977; a person
who is or has been an intravenous drug
user; a person who emigrated since 1977
from a country where heterosexual ac-
tivity seems to play a major role in

67
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H I V  t r a n s m i s s i o n ;  a  p e r s o n  w i t h
hemophilia who has received clotting
factor concentrates; a person who has
engaged in prostitution since 1977; and a
person who has been the sexual partner
of an infected person or a person in any
of the above high- r isk categories
(179,181,198,199).

In addition to suggesting behavior to
prevent HIV transmission, studies of the
AIDS epidemic have identified behaviors that
have not been associated with infection. An-
other goal of AIDS education is to relieve
anxiety among people at low or no risk by
conveying information about behaviors that
have

o

0

0

not transmitted the virus:

Peop le  have  no t  become in fec ted
through casual contact, including routine
act ivi t ies  connected with sharing a
household or workplace with people
with HIV infection (180).
People cannot become infected by
donating blood, because new sterile
equipment is used for each donor (176).
There is no evidence that insects spread
HIV infection (174).

THEORETICAL BASES FOR
AIDS HEALTH EDUCATION

Social scientists seeking to explain and
modify individuals’ voluntary health behavior
have increasingly broadened their perspec-
tives from individuals to encompass the social
environment. Models run the gamut from
those linking behavior with individual atti-
tudes and beliefs to those explaining the dif-
fusion of innovations, those incorporating the
influence of social networks, and those based
on marketing principles. Although no unified
theory exists to guide a specific program of
health education, several behavioral models
contain elements relevant to the changes that
are needed to check HIV transmission and to
reduce anxiety and discrimination.

o

0

0

0

0

0

0

0

0

The more individuals perceive that they
are at risk of contracting a condition,
the more likely they are to engage in
behavior to prevent it (101).
An even stronger factor in explaining
preventive health behavior are the bar-
riers that  people perceive,  such as
physical, economic and psychological
costs (14, 101 ).
Also important are the perceived bene-
fits or effectiveness of the intervention
(101). Receptive attitudes towards an
intervention can be promoted by stress-
ing potential benefits, such as peace of
mind from using condoms (165).
Exposing people to cues about  the
availability of a health procedure and
encouragement to use it has been associ-
ated with greater subsequent use (14).
After individuals have decided to adopt
certain health behavior, they require the
skills, both social and mechanical, to
ca r ry  ou t  the  new behav io r  (85) .
Rehearsing or practicing the desired be-
havior can help to convey the required
skills (1 1,160).
Individuals’ perceptions of the social ap-
p rova l  o r  d i sapprova l  accorded  to
specific actions influence their behavior
(5). Support and approval from friends,
community, and society at large rein-
force people’s intention to change their
behavior (11 ,85).
The stronger individuals’ beliefs in their
abi l i ty to undertake or  maintain a
health-related behavior (self-efficacy),
the more likely they are to undertake
that behavior (1 1).
Using fear as punishment to weaken un-
healthy behavior is unlikely to produce
the desired effect. The use of fear is
most likely to be effective if the desired
behavior is reinforced by a reduction in
the level of fear (102). This approach
entails offsetting fear-arousing informa-
tion by presenting people actions or
skills that they can use to lower their
risk (165).
People are more likely to act on in-
formation if they perceive the source as
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credible, a belief that relates to the ex-
pertise and trustworthiness of the source
material (14a, 144, 165). To be credible,
messages must acknowledge the beliefs
and values of the target audience. Pre-
vention messages also gain credibility if
they clearly acknowledge the dis-
advantages of the intervention ( 165).
Health messages conveyed in the course
of a patient’s treatment acquire a medi-
cal imprimatur that may increase their
credibility y. By contrast, if people feel
castigated, they are likely to distrust the
bearers of the information and to ignore
the message.

o Evidence that behavior may change atti-
tudes supports examining the possibility
of altering behavior through structural
interventions (1 4). The inconsistency
between alterations in attitudes and be-
haviors undercuts using attitude change
to measure behavior change (207).

o People learn by modeling their behavior
on that  of  others  with whom they
identify. Opinion leaders and peer
counselors can serve as role models (11).

Several factors pose particular barriers to
persuading people to alter the behaviors that
transmit HIV. Although perhaps not unique
to AIDS or HIV infection, these factors do
make behavior change difficult to achieve.

First, the behaviors that are responsible
for HIV transmission and that people are
cal led upon to change relate  to sexual ,
reproductive, and addictive activities. Since
these act ivi t ies  in turn have profound
psychological, physical, and social implica-
tions, people may face great distress in
changing these behaviors. These are sensitive
areas, often considered more appropriate for
private decisionmaking than public policy
(1 5). Nor is there a consensus on social
values in these areas, especially regarding
s e x u a l  i t  y  a n d  r e p r o d u c t i o n . T h i s
heterogeneity hinders the coalescing of public
opinion behind certain educational strategies
and reduces social  support  to reinforce
desired behavior change in individuals.

In addition, AIDS and HIV infection are
highly stigmatized conditions (15). Perhaps
this situation stems from the fact that most
AIDS cases have been concentrated among
groups considered marginal and discriminated
against by society, namely homosexuals and
IV drug users and more recently, prostitutes
and prisoners . Even  rac ia l  and  e thn ic
prejudice may play a role in furthering the
stigmatization of people with AIDS. The fact
tha t  b l acks  and  Hispan ics  have  a  d i s -
proportionate share of AIDS cases may rein-
force existing racial and ethic prejudice.
People who are infected or even suspected or
being infected may face being ostracized by
their families and friends, losing their jobs,
having difficulty finding housing or selling
their houses, and even obtaining medical care.
Such discrimination poses a powerful barrier
discouraging people with high-risk behaviors
from determining whether they are infected
and sharing this information with others.

Also impeding behavior change are the
threat of what is known and the uncertainty
of what is not known about HIV infection
and AIDS (15). Since a high percentage of
infected people have developed serious
illnesses and died, those who acknowledge
being infected face the prospect of an in-
creasingly debilitating disease likely to end in
dependence and death. Unlike most other
sexually transmitted diseases, and certainly
fatal ones, medicine so far can offer no cure,
only palliation and perhaps postponement of
the worst symptoms. Scientists have made
phenomenal strides in only seven years in
identifying the cause of AIDS and the me-
chanisms for viral transmission. Knowledge
is constantly evolving, however, and much
uncertainty remains. Both infected and
uninfected people are being called on to make
behavioral changes for life. The immediate
benefits to be gained from changing behavior
may be limited, especially for people who are
already infected. Yet over time, eliminating
risky behavior offers infected people the op-
portunity to protect their loved ones and of-
fers uninfected people the enormous benefit
of remaining uninfected.
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Table B-1.--AIDS EducaLlon  Prosr- Euuded by ALcoIJoL, Drug Abuse, and PkmLal tlealt.h  A&inist.rat.  ion ( ADAMIA) (Continued), Hay 1986

Name of program/ Organ lzat~on/ I-’I(JJ ect,
cont,ract/grant contact. AmounL period Description Evaluative component

Center for
AIDS

PreventIon
St.udles/Edward

M o r a l e s

Center for
AIDS
Prevention
Studies/Jemes
Sorenson

Center for
AIDS
Prevention
St,udles/Jwnes
Sorensen

Center for
AIDS
PreventIon
Services/l)avld
Gibson

S2.4
million
for the
total
center
grant.

S2.4
million
for the
entire
center
grant.

S2.4
million
for the
tot.dl
center
grant.

S2.4
million
for Lhe
total
center
grdnL.

9/1/86
through
2/90

9/1/86
through
8/31/91

9/1/86
through
8/31/91

9/1/87
through
8/31/91

Title: AIDS Prevention Through Coaxnun ity
Action Networks for Blacks aud Hispanics.
Target groups: 60 black and 60 Hispanic
coamunity leaders from O~klmd and San
Francisco. interventions: workshops VS.
mon~hly  newsletters. Subjects randomly
assi~ned to either  of two groups.

Title: AIDS Prevention w~th Drug Abusers
Completing Residential Treatment. Tar8et
Uroups: 114 seronegative  IVDUS enrolled in
outpatient phases of residential treatment
in Walden House in San Francisco.
Interventions: SubJects  WILL  be involved in
a randomized clinical trial where 57 will
receive a 10-hour risk reduction training
workshop and 57 will receive a packet of
educational materials.

Title: Methadone Maintenance Impact on
Sharing of Body ?’luids  by SeroposiLlve  Drug
Abusers. Target groupa: Seropositive  IVDUa

enrolled in a treatment. program  at Substance

Abuse Services. Interventions: assigned
randomly to standardized treatment pro8ram
(abstinence-orietlt.ed  focus) compared to
public-health-oriented treatment (focus on
divertln.g  seropositives  from sharins
needles).

Title: Clinic-Based Outreach to IV Dru8
Users and Sexual Partners. Target groups:
180 stironegative IVDUS in heroin
detoxification at San Francisco General
Hospital,  180 “comnunity” drug users
recruiLed with vouchers, and 180 female
sexual partners of IVDUS who do nok inject
drugs. Interventions: Members wiAl be
randomly assigned to a counseling/probLem-
solving condition or an information only
control condition. Antibody  t.estlng  will

also be done.

N.A.

Subjects will be interviewed before the
workshop, after the workshop, and at 6
and 12 montha after the intervention to
asseaa knowledge about AIDS, riak
behaviors, and exposure to HIV.

Pre-meaaures  will be taken at admission
to program and post-measures will be
taken at 3- and 12-month followup.

Will look at knowledge about risk-
reductlon, acceptance of risk-reduction
guidelines, self-reported risk
behaviors, perceived AIDS threat, and
conxnunication skills. Antibody sLatus
wiLl serve as a behavioral  measure.

9
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Table B-2.--AIDS Education Program Funded by the Centers for Disease Control (CDC), 1988 (Continued)

Name of program/ Organization/ ProJect
contract/grant contact Amount period Description Evaluative component

Nassau County,N.A.
New
York/Robert
Levin

Houston, $226,000
Texas/Elaine for FY88
McParlain

Began
9/1/87
with 5
months
dura-
tion.
Continued
ation
grants
avail-
able
each
year
for a
possi-
ble
project
period
of 5
years.

9/1/87
throuuh
8/31/88

Up to SIX new $5 million 3 to 5
projects In years
FY38/Stuart.
Berman (CDC)

Target group:women at high risk for HIV Will evaluate how well women at risk
infection who attend medical clinics, are identified and whether are not they
planned parenthood clinics, and drug abuseare using effective contraception.
treatment. Interventions:identify women Will determine if women are using more
who are not affiliated with the health careeffectiv a contraception after the
system and ascertain their knowledge, intervention.
attitudes,intentions about HIV infection
and pregnancy through surveys,
questionnaires, and interviews.From this
information, develop effective methods of
contraceptive practices and determine
reasons why HIV + women still want to become
pregnant in order to target educational
efforts.

Target group;women at high risk for HIV
infection attending local health
departments, STD clinics, family planning
clinics,and perinatal clinics.
Interventions;identify women who are not
affiliated with the health care system and
ascertain their knowledge,  a t t i tudes,

intentions about HIV infection and pregnancy
through surveys, questionnaires, and
interviews.From this information, develop
effective methods of contraceptive practices
and determine reasons why HIV + women still
want to become pregnant in order to target
educational efforts.

Applications are due July 15, 1988 for new
projects. MILL tar~et women at high risk
for HIV infection

Will evaluate how well women at risk
are idenified and whether are not they
are using effective contraception.
Will determine if women are using more
effective contraception after the
intervention.

•
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Table B->. --AIDS Education Programs Funded by Health Resources and Services Administration (HRSA), MAY 1988a

Name of program/ Organization/ Project
contract/g r aII Lcontac t Amount p e r i o d  D e s c r i p t i o n E v a l u a t i v e  c o m p o n e n t

B u r e a u  of tl~t.emal and Child Health and Resources Development:

P e d i a t r i c  A I D S
D e m o n s t r a t i o n

G r a n t s b

R e g i o n a l i z e d
Family Stress
and Risk

R e d u c t i o n
T e a m sc d

D e m o n s t r a t
g r a n t , . d e

.

Private $ 4 . 4 3 5
e n t i t l e s ,  non-mllllon,
p r o f i t  a n d F Y 8 8
p r o f i t / J o h n

H u t c h i n g s
( H R S A )

N a t i o n a l $ 6 . 3
H e m o p h i l i a m i l l i o n
F o u n d a t i o n / f o r
S h a r o n  B a r r e t t  u p c o m i n g

( H R S A ) F Y

( S u p p l e-

ment to
o r i g i n a l

grants. )

N a t i o n a l $200,000
H e m o p h i l i a t o t a l
F o u n d a t i o n /
S h a r o n  B a r r e t t

( H R S A )

1 to 3
y e a r s

C o n -
t i n u o u s

f u n d i n g .
A I D S

s u p p l e -

m e n t s

b e g a n
In
1 9 8 5 .

7 / 1 / 8 8

t h r o u g h
6 / 3 0 / 8 9

10 to 20 grants will be awarded to privateWill be written in grant proposals. In

e n t i t l e s ,nonprofit. and for profit, whichapplications read, thus far, the type

develop strategies and models for the careof evaluation that will be done

of children with AIDS.47 applications h a v e  i n c l u d e s  c o u n t i n g  the number of

been received all education components areeducation programs and  the number of

i n c l u d e d . people in the audience receiving the

e d u c a t i o n .Some grantees comment that

they are not sure how to c o n d u c t

e v a l u a t i o n  for this new grant.

Target group:h e m o p h i l i a c  c o m m u n i t y C u r r e n t l y ,no formal evaluation, but

( h e m o p h i l i a ,  s p o u s e ,  a n d  f a m i l y ) .  E a c hwill develop an evaluation tool in the

hemophiliac diagnostic and treatment center future.Outcome data are being

o f f e r s  d i f f e r e n t  e d u c a t i o n a l  i n t e r v e n t i o n scollected (i.e., a c t i v i t i e s  a n d
to the target group (i.e. , one-on-onestrategies going on in the field).
counseling,g r o u p  s e s s i o n s ,  d i s s e m i n a t i o n  o f

pamphlets dealing with teenagers and sexual
i n t i m a c y ,  w o m e n ,questions most often a s k e d

about AIDS and hemophilia).The National

Hemophilia Foundation also operates as a
c l e a r i n g h o u s e  f o r  A I D S - r e l a t e d  m a t e r i a l s .

Demonstration funds will be made availableWill be written in grant proposals.

to 10 chapters within the National

Hemophilia Foundation to develop outreach
s t r a t e g i e s / m o d e l s  f o r  c u l t u r a l l y  d i v e r s e

p o p u l a t i o n s  w i t h  h e m o p h i l i a .

a Table includes only those program components targeted to the general population, homosexual/bisexual men, intravenous drug u
s e x u a l l y  t r a n s m i t t e d  d i s e a s e  c l i n i c  a t t e n d e e s  a n d  s c h o o l - a g e  y o u t h .

b A I D S  R e c o r d ,“Over $24 million Available from Health Resources services Administration for Three New Programs,” AIDS Record 2(8/9)
April 8, 1988

c 
HRSA IS offering LIIIS ~ra[it  111 conJunctlorl  with the CellLers for Disease col~trol,

d Barrett, S.,
Center for Infectious Diseases.

Director ot Hwnophllla  Program,ofi~ce of Materndl arid Cl]lld  tiedlL}l,Bureau of Maternal and Child Health and Resources

Developmetlt, Health Resources a[d Services Admlnlstr~t,lon,  Publlc  Health Service,U.S. Department of Health and Human Services,

Ruckv~lle, M D ,  p e r s o n a l  comrrur)lcdtlo[), M~y 12, 1!388.
e U S. Depart.menL of Heal~ll al~d Human Services, Publlc Health S e r v i c e ,H e a l t h  Re>ources atld S e r v i c e s  Admln~stration,  Bureau of Mdternal drld

Child Healt_.h and Resources Development.,Abstracts of Active Proqects FY 1988,(U.S. GPO: 1988-209-524),

SOURCE. Ofilc.e of TeLl)nulogy A s s e s s m e n t ,  1988.



Table B-6.--AIDS Education Program Funded by the National Institutes of Health, May 1988 a

—

Name of Program/ Organ ization/ projec t
con t r a c t/g rant con tact Amount period Description Evaluative component

National Cancer Institute (NCI): b

HIV in New NCI/Maryann $22,000, 1984 NCI IS collaborating with the New Jersey
Jersey Drug Roper, John FY88 (part through State Department of Health in Implementing
Abusers Hartinger attri- FY88 an AIDS intervention targeted to IVDUs.
(Intermural butable to Intervention:Information dissemination
project) education) about HIV transmission, risky behavior, and

other AIDS facts.

National Heart, Lung, and Blood Institute (NHLBI):cd

Blood Donor University of $94,000, 1984 Target group:high school students in 29
Recruitment Washington/ FY88 through blood centers.Interventions:(1)
Among High Irwin Sarason 1988 Informational approach (i.e., 3 l-hour

School S t u d e n t s sessions,audiovisual presentation), (2)
motivational approach (i.e., 3 l-hour
sessions,role playing,social skills,
questionnaires) ,and (3) combination of the
two.

Psychosocial New York Blood $436,000,1985 Target group:HIV positive blood donors.
Support for Center/Johanna FY88 through Interventions:S u b j e c t s  a r e  d i v i d e d  i n t o  a

A n t i - H I V Pindyck 1989 control group,a group receiving individual
Positive Donors counseling,and a group receiving individual

as well as peer counseling.

National Institute on Aging (NIA):e

AIDS Age Brief NIA/Virginia Approxi- In the Age briefs are disseminated regularly by
Morgan mately plan - NIA; typically 530,000 copies of each brief

$17,000 to ning are distributed.The AIDS Age Brief will be
print and stages.a 2 to 3 page fact sheet and will deal with
dissemin- Release transmission of HIV in the elderly.It will
ate a probab- be disseminated to the press, major
typical ly May organizations dealing with the elderly,
age brief. 1988. minority organizations, physicians, grocery

stores, etc.

Program impact will be determined, in
part, through seroepidem~ologic surveys
conducted yearly and incidence of
seroconversion.Preliminary results
suggest increased knowledge levels in
the exposed group.

Will evaluate knowledge gained under
the 3 approaches and determine who
donates and why.Will measure the
number students volunteering to donate
and their HIV blood status.T h u s  f a r ,

intervention 1 seems more effective
with students already Interested in
donating, 2 seems more effective with
students who have not thought about

donating,and 3 seems more effective
with all students.

Pre- and post-test data are being
collected. A Longitudinal analysis is
being conducted as well as clinical
followup to determine the progression
of the disease.

None. Age Briefs are reviewed every
few years.



Table B-6.--AIDS EducaLitn Program Funded by the National Institutes of Health, May 1 9 8 8a

—

con tact Evaluative component

$22,000, 1984 NCI IS collaborating with the New Jersey
Jersey Drug Roper, John FY88 (part through State Department of Health in Implementing
Abusers Hartinger attri- FY88 an AIDS intervention targeted to IVDUs.
(Intermural butable to Intervention:Information dissemination
project) education) about HIV transmission, risky behavior, and

other AIDS facts.

National Heart, Lung, and Blood Institute (NHLBI):cd

Blood Donor University of $94,000, 1984 Target group:high school students in 29
Recruitment Washington/ FY88 through blood centers.Interventions:(1)
Among High Irwin Sarason 1988 Informational approach (i.e., 3 l-hour

School S t u d e n t s sessions,audiovisual presentation), (2)
motivational approach (i.e., 3 l-hour
sessions, role playing, social skills,
questionnaires) , and (3) combination of the
two.

Psychosocial New York Blood $436,000, 1985 TargeL group: HIV positive blood donors.
Support for Center/Johanna FY88 through Interventions: S u b j e c t s  a r e  d i v i d e d  i n t o  a

A n t i - H I V Pindyck 1989 control group, a group receiving individual
Positive Donors counseling, and a group receiving individual

as well as peer counseling.

National Institute on Aging (NIA):e

AIDS Age Brief NIA/Virginia Approxi- In the Age briefs are disseminated regularly by
Morgan mately plan- NIA; typically 530,000 copies of each brief

$17,000 to ning are distributed. The AIDS Age Brief will be
print and stages. a 2 to 3 page fact sheet and will deal with
dissemin- Release transmission of HIV in the elderly. It will
ate a probab- be disseminated to the press, major
typical ly May organizations dealing with the elderly,
age brief. 1988. minority organizations, physicians, grocery

stores, etc.

Program impact will be determined, in
part, through seroepidemiologic surveys
conducted yearly and incidence of
seroconversion.Preliminary results
suggest increased knowledge levels in
the exposed group.

Will evaluate knowledge gained under
the 3 approaches and determine who
donates and why.Will measure the

number students volunteering to donate
and their HIV blood status.T h u s  f a r ,

intervention 1 seems more effective
with students already Interested in
donating, 2 seems more effective with
students who have not thought about

donating, and 3 seems more effective
with all students.

Pre- and post-test data are being
collected. A Longitudinal analysis is
being conducted as well as clinical
followup to determine the progression
of the disease.

None. Age Briefs are reviewed every
few years.



Table B-6.--AIDS Education Programs Funded by the National Institutes of Health, Hay 1988 (Continued)

a

b

c

d

e

Table includes only program components targeted Lo the general population,homosexual/bisexual men,IVDUs, s e x u a l l y  t r a n s m i t t e d  d i s e a s e

clinic attendees,and school-age youth.

Cushing, M.,Budget Analyst, National Cancer Institute,National Institutes of Health, Public Health Service, U.S. Department of Health
and Human Services, Bethesda,MD, personal communication, April 15, 1988.

McCurdy, P.,Spec~al Assistant for Clinlcal Hematology,Division of Blood Diseases and Resources, National Heart, Lung, and Blood
Institute, National Institutes of Health, Publlc Health Service,U.S. Department of Health and Human Services, Bethesda, MD, personal
communication, April 15, 1988.

Czarra, A.,Chief, Program Planning and Prevention Branch, National Heart, Lung, and Blood Institute,National Institutes of Health,

Public Health Service, U.S. Department of Health and Human Services,Bethesda, MD, personal conznunication, May 17, 1988.
Morgan, V.,Writer/Editor, Information Office, National Institute on Aging,National Institutes of Health, Public Health Service, U.S.

Department of Health and Human Services,Bethesda, MD, personal communication, April 15, 1988.

SOURCE: Office of Technology Assessment, 1988.



Table B-7.--AIDS Education Programs Funded by Lhe Office of the Assistant Secretary for Health, fldy 1988a

— — — .

Name of progrm/ Org~nlzat.loll/
cu[ltracL/grant, Contact m o u n t

Office of Minority Health (ml) :

Minority NOt yet Total of
Community Health determined/$400,000
Coalition Henry Montes
Demonstration (OMH)
P r o j e c t s b c

Minority AIDS Not yet

Education/ determined/
Prevention Grant Jacqueline

Program bc Bowles (OMH)

Model Program Office of
Assessment.c Minority

Health/
Jacquellne

Bowles

Training

package bc

Office of

Minority
Health/

Jacqueline

Bowles

Total of

$700,000

$100,000
to

$150,000

Project
period Description Evaluative component

—

ProJect Grant was announced In March.There will be
p e r i o d :  a tC)tdl  of 8 grant,s  awdrded to cornnutllty

2 years COdlltlOIIS  to develop programs to prOmOte

healthy behavior wlt.hln mlnorlty
conrnnunltles  . Two of these grants will be
~warded Lo corrMmKIllLy COdlltlOIIS p r o v i d i n g

AIDS education tdrget.ed  to bldcks  and to

Hlspanlcs. Both  gral]ts  w i l l  be u p  t o

$200,000 (glvell up flo[lt) for a 2 year
proJect period.

P r o j e c t  Sollcltation  for this grant w1ll be

period: announced In Holy. Fifteen to 20 grants will

3 be awarded by September 30 to minority

years. comnunity based organizations and national
Funds mlnorlty  organizations wh~ch conduct HIV

for 2nd lnfect~on education and risk-reduction
dnd 3rd programs; the dwiirds. w1ll range from $20,()()0
ytidr to $75,000.
colltlll-

~enL on

dvall-

abillty
of

funds.

In Will evaluate HIV r~sk-reduction and
plan- educatlon  programs throu~hout  the country
nlng that targeL minority comnun~t~es  and

to conduct stages ldentlfy essential components of successful

t h i s programs.
program

Not yet, In Will develop HIV l[lfecLlon  ~nformat.lon
determined plan- guldellnes  and mdteLlals  that mlllorlty

nlng organlzdtlons  cdn use to IIILt,late

stages lnfOrIK)dtlOn  dlld  r i s k - r e d u c t i o n  actlvltles

wlthln  t h e i r  conmmltles.

Grantees will write E V a l u t i o n

components in their grant proposals.

Grantees will also complete an outcome
evaluation at the end of the project

period.

Grantees will write evaluation

components in their grant proposals.
Grantees will also complete outcome and

process evaluations at the end of the
3rd project year.

This project is an

risk-reduction and

Not yet determined.

evaluation of HIV
education programs.



Table B-7.--AIDS Education Program Funded by the Office of the Assistant. Secretary for Health, May 1988 (Continued)

a Table Includes only those program components target,ed to the general population, homosexual/bisexual men, Intravenous drug users,
s e x u a l l y  t r a n s m i t t e d  d~sease cllnlc  aLt.endees,  and school-age yout,}i.

b Montes, H. ,Associate Director for External Pro~rams,OffIce of Mlnorlty Health,Office of the Assistant Secretary for He.alt.h, U.S.
Department of Health and Human Services, Washington, D.C., personal corrmunlcat.ion, March 18, 1988.

c Bowles,  J . ,Senior Science Advisor and AIDS Program Coordinator,Office of Mlnorlty Health,Office of the Assistant Secretary for Health,
U.S. Department of Health and Human Services, Washington,D.C., persondl  ccmnun~catlon, April 11, 1988, and May 7, 1988.

SOURCE: OffIce of Technology Assessment, 1988.
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Shirley A. Gross
Bayview Hunter’s Point Foundation
San Francisco, CA

Alice Horowitz
National Institute of Dental Research
Bethesda, MD

Joyce Jackson
New Jersey State Department of Health
Trenton, NJ

David Kanouse
The RAND Corporation
Santa Monica, CA

Jeffrey Kelly
University of Mississippi Medical Center
Jackson, Miss.

Lloyd Kolbe
Centers for Disease Control
Atlanta, GA

Bryan Keith Lindsey
Centers for Disease Control
Atlanta, GA

Nathan Maccoby
Stanford University School of

Medicine
Stanford, CA

Joanne Mantell
AIDS Behavioral Research Program
Gay Men’s Health Crisis

William McAuliffe
Cambridge Hospital
Cambridge, MA

Paul R. McCurdy
National Heart, Lung, and Blood

Institute
Bethesda, MD

Diane McMenamin
Health Resources and Services Administration
Rockville, MD

Florence Meltzer
Office of Population Affairs
Washington, D.C.

Heather Miller
National Academy of Sciences
Institute of Medicine
Washington, D.C.

Stephen N. Morin
University of California, San Francisco
San Francisco, CA

Lincoln Moses
Stanford University
Stanford, CA

Andrew Moss
University of California, San Francisco
San Francisco, CA

Matthew Murguia
U.S. Conference of Mayors
Washington, D.C.

Kevin O’Reilly
Centers for Disease Control
Atlanta, GA

David Ostrow
University of Michigan
Ann Arbor, Mich.

Guy Parcel
University of Texas,

Health Science Center at Houston
Houston, TX

Roy Pickens
National Institute on Drug Abuse
Rockville, MD

Penelope Pine
Health Care Financing Administration
Washington, D.C.

Steve Rabin
Ogilvy and Mather Public Affairs
Washington, D.C.

Stephen Schultz
New York City Department of Health
New York, NY

Beverly Schwartz
Centers for Disease Control
Atlanta, GA
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Peter Selwyn Lawrence Wallack
Albert Einstein College of Medicine University of California
Bronx, NY

Melissa Shepard
Centers for Disease
Atlanta, GA

Laurie Sherman
Centers for Disease
Atlanta, GA

Mildred Solomon
Solomon Associates
Sudbury, MA

Ron Stall
Rutgers University

School of Public Health
Berkeley, CA

Control John Walters
U.S. Department of Education
Washington, D.C.

Control Kenneth Warner
University of Michigan
School of Public Health
Ann Arbor, Mich.

John Watters
Urban Health Study
San Francisco, CA

New Brunswick, NJ Robin Weiss
Institute of Medicine

Michael Stoto National Academy of
National Academy of Sciences Washington, D.C.
Institute of Medicine
Washington, D.C. Gloria Weissman

Ellen Stover
National Institute of Mental Health
Rockville, MD

Charles Turner
National Academy of Sciences
Institute of Medicine
Washinton, D.C.

Paula Van Ness
Centers for Disease Control
Atlanta, GA

Sciences

National Institute on Drug Abuse
Rockville, MD

Ronald Wilson
National Center for Health Statistics
Hyattsville, MD

William Winkenwerder
Health Care Financing Administration
Washington, D.C.

William Yarber
Indiana University
Bloomington, IN

Thomas Vernon
Colorado Department of Health
Denver, CO
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Workshop Participants, January 7, 1988

Zili Amsel Lloyd Kolbe
National Institute on Drug Abuse Centers for Disease Control
Rockville, MD Atlanta, GA

Thomas J. Coates
University of California,

School of Medicine
San Francisco, CA

Don Des Jarlais
State of New York Division

of Substance Abuse Services
New York, NY

Jill G. Joseph
University of Michigan
Ann Arbor, MI

Franklyn Judson
Denver Department of Public Health
Denver, CO

Douglas Kirby
Center for Population Options
Washington, DC

Stephen Margolis
Margolis and Associates
Atlanta, GA

Kevin O’Reilly
Centers for Disease Control
Atlanta, GA

Lawrence Wallack
University of California
School of Public Health
Berkeley, CA

Milton Weinstein
Harvard School of Public Health
Boston, MA

William Yarber
Indiana University
Bloomington, IN
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