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In their pursuit of the key factors that
influence HIV risk behaviors, HIV prevention
researchers have focused increasing atten-
tion on the effects of childhood sexual
abuse. Many studies have shown a strong
relationship between childhood sexual
abuse and HIV sexual risk behavior in adult-
hood both for women1 and men.2,3 This arti-
cle briefly reviews this literature (omitting
specific reference to many seminal studies
due to space limitations). It goes on to pro-
vide front-line prevention workers—particu-
larly those in settings where in-depth, long-
term interventions are impractical—with po-
tential ways to respond to childhood abuse.

Childhood Sexual Abuse and Its Effects
While the link between abuse and risk is

clear, it has been harder for researchers to
describe this relationship in more detail:
to demonstrate the ways in which coercive
childhood sexual experiences may shape
adult sexual behavior. Among the research
challenges are: the diversity in types and
intensity of experiences classified as “child-
hood sexual abuse,” the confounding of the
effects of these experiences by other ad-
verse developmental factors, and the indi-
viduality of the ways each person cogni-
tively processes and comes to understand
his or her victimization experience.

Given these conditions, it is not surpris-
ing that no single set of symptoms or syn-
dromes is universal to all sexually abused
children; instead, there is a broad range of
reactions to childhood sexual abuse.4,5 Some
people show incredible resilience, surviving
these experiences relatively unscathed. Oth-
ers may express far more extensive symp-
tomatology. Although a 1993 review of 45
studies of abused children found no specific

pattern of symptoms in a majority of these
samples, the review did find higher rates of
post-traumatic stress disorder (PTSD) and
sexualized behavior among sexually abused
versus non-abused children.5

An examination of the reported effects
of childhood sexual abuse highlights
potential intervening variables that may
increase HIV risk. Studies have found
higher rates of depression and self-
destructive behaviors or attitudes in
adults,6 increased use of alcohol and other
drugs,3 dissociative symptoms (compart-
mentalizing aspects of one’s conscious
experience, going “outside of one’s
body”),7 difficulties with sexual function-
ing and intimacy,4 as well as greater num-
bers of sexual partners, more frequent
sexual activity, and less attention to risk.8

Several proposed models may explain
these effects. The most well known, the
“traumagenic model,” posits four key
dynamics that lead to negative outcomes:
powerlessness, betrayal, traumatic sexual-
ization, and stigmatization.6 “Powerless-
ness” refers to a child’s experience of being
in a threatening situation in which his or
her desires and self-efficacy are repeatedly
overruled and frustrated. With severe
abuse, this dynamic can produce PTSD-like
symptoms, including recurrent and intru-
sive re-experiencing of the trauma, dissocia-
tion/psychic numbing, anxiety/stress, and
hypervigilance. It is also associated with
various acting-out behaviors. Abuse-related
powerlessness may be generalized to other
situations as “learned helplessness.” 

The second dynamic, “betrayal” refers to
the violation of a child’s implicit expecta-
tion that his or her well-being is important
to adults. This can lead to persistent feel-
ings of mistrust, extreme dependency,
depression, anger, and hostility. “Trau-
matic sexualization” refers to a child’s
inappropriate sexual socialization, which
may lead to maladaptive patterns of sex-
ual behavior and distorted or inappropri-
ate beliefs about sexuality. Finally, the
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fourth dynamic, “stigmatization,” refers to
varied processes, both within and subse-
quent to the abuse experience, that com-
municate negative messages to the child
about the sexual contact, leading to a neg-
ative self-concept and impairing self-
assertion in adult relationships.

Gender differences undermine attempts
to posit a single model for both men and
women.9 Gender may influence character-
istics of the victimization experiences that
are associated with severity of impact;
among these characteristics are the occur-
rence of penetration, the closeness of the
relationship to the perpetrator, the dura-
tion and frequency of sexual victimiza-
tion, the degree of threat or force
involved, and the age of the victim. Gen-
der and gender socialization—for exam-
ple, learned compliance, passivity, and
internalized patterns of distress among
girls—may affect the meanings attached to
these relationships, long-term effects on
interpersonal and sexual functioning, and
patterns of coping, for instance, “external-
izing” versus “internalizing” behaviors.1,10

According to a social learning model—
appropriate because childhood sexual
abuse can directly shape future patterns of

sexual behavior and relationships—abuse
can impair the appraisal of potential risk
to self and the capacity to enact behaviors
necessary to reduce risk.3 The abuse expe-
rience can teach victims to use sexual
behavior as a means of obtaining attention
or relief, and to view sex as a “commodity”
to be exchanged to meet other needs. HIV
risk is clearly linked to the traumatic sexu-
alization dynamic, including “hypersexual-
ity” (involving more sexualized behavior, a
greater frequency of sexual encounters,
and greater number of sexual partners),
and to substance abuse. Most models link-
ing childhood sexual abuse and risk note
the importance of coping strategies
learned by traumatized individuals, espe-
cially consistent use of substances and
other escape/avoidance strategies.

Treatment of Childhood Sexual Abuse
In general, clinical interventions that

respond to traumatization involve some
means of confronting and reflecting upon
the traumatic experience. For example,
cognitive processing therapy emphasizes 
in-depth exploration to access and process
the emotions that have been distorted and
obscured by erroneous beliefs and interpre-
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It is not time to throw up 
your hands and shout, but I find
myself poised, perhaps without
justification, for a Eureka moment.
Recent research—notable for 
the uniformity of its findings—
increasingly supports hypothe-
ses posed a decade ago that
childhood sexual abuse may be a
fundamental factor determining
HIV risk among a wide variety of
people. These studies conclude
that survivors of abuse are sig-
nificantly more likely than those
without a history of abuse to
participate in unprotected sex. 

We have known for years that
conditions ranging from low 
self-esteem to substance use seem
to increase risk taking. Now—that
is, over the past few years—re-
searchers have identified at least
one factor that may underlie these
conditions. Further, it appears that
among population groups such as

people with HIV and gay men,
rates of childhood sexual abuse
are significantly higher than
within the “general population.”

These developments suggest
that there is the potential for
interventions to be much more
targeted—and therefore more
effective—than ever before.
These interventions are also
likely to be relevant to a large
number of people at risk. Finally,
as Mary Curry and James Bristol
report in this issue of FOCUS,
there is reason to suspect that
childhood sexual abuse may also
impair health-seeking behaviors,
which are necessary to sustain
adherence to medication regi-
mens and overall health care.

Agencies working on the front
lines of the epidemic and coun-
selors working with brief coun-
seling interventions rarely have
the resource of time to undertake

the psychotherapy necessary to
resolve childhood sexual abuse.
As Jay Paul outlines in his com-
prehensive article, however, there
are a number of interventions
that providers in these settings
can employ to identify clients
who have experienced childhood
sexual abuse, educate them about
the adult manifestations of abuse,
provide social support, and en-
sure that they receive appropri-
ate referrals. In doing so, he
offers a model for at least begin-
ning to respond to clients with
other complex psychological dis-
orders at agencies whose primary
focus is not mental health.

The societal challenge of stem-
ming childhood sexual abuse is
enormous, extending far beyond
HIV prevention, and more research
is necessary to understand the
relationship between HIV risk and
abuse. Nonetheless, the existing
research has moved HIV preven-
tion one step closer to finding ef-
fective—if complicated—strategies
for preventing HIV among  people
at highest risk for infection.

Editorial: Eureka?
Robert Marks, Editor
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tations about the victimization experience.
Other cognitive-behavioral therapeutic tech-
niques include stress inoculation training,

developed for rape victims to
help them control anxiety;
assertiveness training, which
can be useful as an adjunct to
other therapies; exposure ther-
apy, in which a person dis-
cusses the abuse experience,
while reliving traumatic stimuli
through mental imagery, and
progressively works to reduce
emotional distress associated
with certain scenarios; and
cognitive therapy, which aims to
alter negative appraisals of the
self and the world generated by
traumatic situations. More tradi-
tional psychodynamic therapies
rely on “working through” the
trauma and the defensive
processes that allow the client
to contain the intensity of
thoughts and feelings evoked
by the victimization experience. 

Many of these therapies can
be provided effectively either
within a group setting or in indi-
vidual sessions. These interven-
tions, however, require clinical
training and long-term commit-

ments, making them generally beyond the
scope of most HIV prevention programs.

Abuse Interventions for HIV Programs 
HIV prevention programs can implement

approaches that are more suitable to their
capacities. Among these are: routine client
screening at the time when clients request
services; client reassessment over the
course of services; basic psychoeducation
about childhood sexual abuse; staff support
and training; referral for substance abuse
treatment; and referral to other services.

Routine Client Screening. Special training
is not required to ask a series of simple
questions about childhood sexual experi-
ences that might have been coercive or abu-
sive. As with any highly sensitive topic,
these questions must be preceded by suffi-
cient rapport-building and are best intro-
duced by preparing the client for the sensi-
tivity of the material. As an example, this
introduction was used in a four-city tele-
phone survey of men who have sex with
men in the United States:3 “These questions
are about unwanted sexual experiences. If
you’ve had any such experiences, they may
be difficult to discuss and I would appreci-
ate your willingness to answer these ques-
tions. Thinking back from your childhood to

the present, have you ever been forced or
frightened by someone into doing some-
thing sexually that you did not want to do?” 

In this study, if participants said “No” to
the above question, they were asked again
about these matters. Interviewers noted that
“Sometimes people’s views about their expe-
riences change over time. Did you ever have
an experience when you felt at the time that
you were forced or frightened into doing
something sexually that you did not want to
do?” This practice recognizes that some peo-
ple may initially say “No” due to their hesi-
tancy to either label certain experiences as
coercive or to disclose this to someone else. 

Other approaches include raising the
topic by first asking about any of a variety
of childhood or adolescent sexual experi-
ences, and then establishing the age of the
interviewee and his or her sexual partner.
This manner of defining “sexual abuse”
assumes that a sufficient age difference pre-
supposes a power differential between the
parties involved, and therefore does not
require asking whether the sexual encounter
was coerced. This approach appears to be
less appropriate for gay and bisexual men.
In one study of gay and bisexual men who
reported sex between the ages of 13 and 15
with partners at least 10 years their senior,
44 percent reported that no coercion was
involved.2 While self-report bias may
account for some of this result, it is also
possible that these incidents were either not
experienced as threatening or had been
sought out by some youth as a means of
connecting—without risking peer stigma—
with a male who shared their sexuality.

It is important to note that deficits in self-
awareness and interpersonal regulation may
leave individuals unaware of their emotional
vulnerabilities in this area. Disclosure could
lead to unanticipated emotional distress
either during or subsequent to the interview
process. Interviewers should pay attention
to client behaviors that may indicate ten-
sion, including changes in speech such as
incomplete sentences, stuttering, omissions
of words, frequent gaps or pauses, and
shifts in vocal register to a higher pitch, and
non-verbal signals such as shallow or rapid
breathing, changes in eye contact, and body
tension. However, in research involving tele-
phone interviews with an extensive series of
abuse-related questions, an interview was
never broken off due to respondent distress.

Client Reassessment. Programs can also
train staff to be aware, throughout the
course of services, of the clinical signs of
childhood sexual abuse in order to target
clients who did not disclose such a history
in screening interviews. Staff can ask
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clients with such symptomatic patterns
about early life events that might have
been traumatic or especially stressful. 
They may describe these events as “periods
of no power, humiliating events or people,
or events of molestation, or abuse.” 

Basic Psychoeducation about Childhood
Sexual Abuse. While staff may not have the
expertise to provide in-depth clinical care
for abuse, they may be able to help clients
by explaining how childhood sexual abuse
can affect individuals and the options
clients have should they wish to seek fur-
ther help. The goal of a psychoeducation
program—which should be reviewed, if not
developed, by an experienced therapist—
is for clients to focus on here-and-now
issues, including how early abuse experi-
ences may intrude upon current relation-
ships. Revisiting or re-experiencing trau-
matic material is not part of this process.

Basic psychoeducation describes the
long-term effects of childhood sexual abuse
and explains abuse-associated symptoms,
including PTSD. Psychoeducation may nor-
malize client experiences, providing a con-
text whereby clients can understand their
actions or reactions in various situations,
reduce their shame and self-blame, and cor-
rect their misunderstandings about behavior
or relationship problems that may stem
from childhood events. It can be undertaken
either individually or in groups; group edu-
cation allows for additional social support. 

Staff Support and Training. Due to the
affect-laden nature of childhood sexual
abuse—and its relatively high prevalence in
certain populations—it is important for staff
addressing such issues to have access to
support. It is useful to have candid discus-
sions about the “hot-button” nature of this
topic and the degree to which staff serve as
“receptacles” for both their clients’ and their
own feelings. Such discussions can normal-
ize staff reactions and facilitate both peer

support and staff supervision around this
topic. Supervision and training of program
staff can also help ensure that no staff mem-
bers are overly intrusive in their interview-
ing style, a situation that has the potential
to recreate the abuse relationship.

Referral for Substance Abuse Treatment.
Due to higher rates of substance abuse
among those with abuse histories and the
persistent association of substance use with
sexual risk-taking, it is beneficial to treat
this symptom as soon as possible. While
substance abuse may have roots in psychic
numbing and the use of dissociative coping
strategies to manage emotional distress,
clients who abuse substances must address
this issue prior to further psychological
work. Substance abuse treatment agencies
must be sensitive to the ways in which sub-
stance use serves such coping functions,
and provide clients with basic training in
alternative strategies to handle distress. 

Other Referrals. Finally, HIV programs
should develop referral lists of therapists
who specialize in childhood sexual abuse.
Given the sensitive nature of this issue, pro-
grams should seek expert input in develop-
ing a process to screen the abuse-related
capacities of potential referral therapists. 

Conclusion
It is imperative that HIV prevention pro-

grams address the impact of childhood sex-
ual abuse. The evidence points to the power
of abuse to shape adult risk behavior, inter-
fering with abilities to appraise risk and
undermining efforts to avoid sexual risk
scenarios. Despite its clinical complexity,
childhood sexual abuse can be addressed,
on some level, in any program without
tremendous additional staff resources or
training. Future research may identify the
most effective interventions for particular
populations, but enough is known to guide
basic program development.
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A great deal of research has focused on
the effects of childhood sexual abuse on
HIV-related risk, and much of this data
support the hypothesis that there is a sig-
nificant impact. Much less attention has
been paid to the ways in which a history 
of abuse may diminish the health-seeking
behaviors—for example, self-care and med-
ication adherence—of HIV-positive people. 

Clinicians at the Southwest CARE Center—
a comprehensive HIV care program in Santa
Fe, New Mexico—believe that, ultimately,
successful HIV treatment adherence equates
with successful self-care. In this sense, ad-
herence is a broad, holistic concept, encom-
passing any aspect of a client’s self-care that
might interfere with or enhance his or her
ability to successfully partake in HIV drug
therapy. Center staff hypothesize that child-
hood sexual abuse is common among people
with HIV—particularly gay and bisexual
men—and staff estimate that as many as 
40 percent of the center’s HIV-positive, gay
male clients will self-identify as survivors 
of childhood sexual abuse. Staff also
hypothesize that childhood sexual abuse
undermines the capacity to adhere. 

The experience of one client illustrates
the complexity of this issue. “Nathan,” an
HIV-positive gay man, survived childhood
sexual abuse with the scars of depression,
substance abuse, and borderline personality
disorder. He had difficulty sustaining his
HIV medication regimen, eventually becom-
ing resistant to all possible drug combina-
tions. He died from complications of HIV.
This article hypothesizes about the dynam-
ics that might lead to such a scenario. 

Adverse Childhood Experiences
Studies have found that significant pro-

portions of gay men have experienced
childhood sexual abuse. One national sam-
ple estimated that 21 percent of gay men
are sexual abuse survivors, higher than
prevalence estimates for the general male
population, which were two to four times
lower than these rates.1 A Boston study
found that 35 percent of 327 gay and bisex-
ual men reported childhood sexual abuse.2

Further, research has identified a signifi-
cant impact of childhood sexual abuse on
high-risk sexual behavior. For example, the
Boston study also reported that men sexu-
ally abused as children may experience
depression, low self-esteem, sexual promis-
cuity, interpersonal difficulty, and sub-
stance abuse.2 Additional studies have cor-
related childhood sexual abuse directly to
specific risk behaviors such as unprotected
anal intercourse. (See “Coerced Childhood
Sexual Episodes and Adult HIV Prevention,”
page 1, in this issue of FOCUS.)

The evidence that childhood sexual
abuse increases the likelihood of decisions
that lead to HIV risk behavior suggests
there may be a similar relationship between
abuse and the decisions that lead to inade-
quate adherence with HIV medication regi-
mens. Further, recent research outside the
realm of HIV has focused on the ways in
which “adverse childhood experiences,”
including childhood sexual abuse, might
damage many aspects of a healthy adult-
hood.3 This research correlates adult
health risk with exposure to childhood
emotional, physical, or sexual abuse, and
household dysfunction. 

One investigation found a strong, cumu-
lative correlation between adverse child-
hood experiences and an increase in adult
health risk behavior and disease, including
ischemic heart disease, cancer, chronic
lung disease, skeletal fractures, and liver
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disease. Adverse childhood experiences
can also lead to behaviors that may be
used consciously or unconsciously as
coping devices. The study also found that
these behaviors—such as smoking, alcohol
or drug use, overeating, or sexual activ-
ity—are the linking mechanism between
adverse childhood experiences and health
risks. It is plausible that adverse childhood
experiences that lead to illness may also
induce harmful coping mechanisms that
can lead to denial of physical symptoms
and avoidance of health care.

Sexual Abuse and Health Seeking
The major challenge for many people

with HIV is seeking health care and sus-
taining it in the face of complex antiviral
regimens and severe side effects. Studies
of HIV treatment behavior have found that
psychological dysfunction—specifically
depression and substance abuse—may be
key factors in undermining the ability to
adhere to these regimens.4

The potential symptoms and effects of
childhood sexual abuse include one or more
of the following: anxiety, panic attacks, drug
and alcohol abuse, phobias, depression,
grief, anhedonia, emotional disconnected-
ness, secrecy, and anger. Any combination
of these would complicate a person’s ability
to practice good self-care. Many of these
symptoms and effects unfold, interact, and
wreak havoc with health-seeking behaviors. 

For example, in order to cope with child-
hood sexual abuse, excessive drug and alco-
hol use can lead to disregard for the self,
self-isolation, emotional disconnectedness,
and disconnection from others. This can
undermine the self-esteem and motivation
needed for health-seeking behaviors and 
the cognitive capacity needed to manage
appointments, medication regimens, and
healthy behaviors. Substance use and other
sexual abuse-related coping mechanisms
such as dissociation can further affect mem-
ory: forgetfulness is one of the central rea-
sons clients miss medications. This effect is
particularly problematic, since levels of ad-
herence need to be sustained at 95 percent,
which means no more than one missed dose
per week. If adherence falls to less than 80
percent, there is a 50 percent likelihood of
developing HIV medication resistance.5

Finally, it is possible that there are signifi-
cant differences in the way specific popula-
tions respond to childhood sexual abuse.
Researcher and therapist James Cassese
states that for gay men, the context of trau-
matic events, the increased frequency of
these events, and the dominant culture’s
willingness to overlook or, indeed, minimize

the significance of these events, complicates
the ways in which gay men deal with child-
hood sexual abuse.6 Cassese suggests that
becoming infected with HIV through sexual
contact is itself an experience of sexual
trauma. For gay male survivors of childhood
sexual abuse, this re-traumatization can
contribute to an ongoing cycle of abuse that
challenges self-care and quality of life.

Researching Sexual Abuse and Self-Care
Research is necessary to better under-

stand these hypotheses and to identify
interventions that respond to the effects of
childhood sexual abuse. What is the rela-
tionship between sexual abuse and HIV
antiviral adherence? What are the cultural
factors that relate to the assessment and
treatment of childhood sexual abuse among
HIV-positive gay and bisexual men? How can
providers at front-line health care agencies
adequately assess and address the needs of
clients who have survived sexual abuse? 

The Southwest CARE Center is research-
ing these questions to determine the preva-
lence of childhood sexual abuse among its
gay male client population, and to under-
stand the relationship between childhood
sexual abuse, other adverse childhood expe-
riences, and adherence. The research will
use previously validated instruments to as-
sess depression, anxiety, childhood trauma,
substance abuse, and questions specific to
the circumstances of a gay male population.
For example, since there is the potential for
many gay men to interpret childhood sexual
experiences not as abuse but as part of their
overall sexual development, questions will
explore childhood sexual experiences with-
out automatically defining them as abuse. 

The center’s researchers hypothesize
that the study will reveal a higher preva-
lence of childhood sexual abuse within its
gay male population, and a significant pos-
itive association between childhood sexual
abuse and non-adherence to HIV antiviral
drug therapies. Understanding these rela-
tionships is crucial to developing interven-
tions to support people with HIV, since the
best HIV medication regimen is only as
good as a person’s ability to adhere to it. 
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Risk among HIV-Positive Men with Past Abuse
O’Leary A, Purcell D, Remien RH, et al. Childhood
sexual abuse and sexual transmission risk behavior
among HIV-positive men who have sex with men.
AIDS Care. 2003; 15(1): 17-26. (U.S. Centers for
Disease Control and Prevention; Columbia Univer-
sity; and University of California San Francisco.)

A study of HIV-positive men living in San
Francisco and New York found that a history
of childhood sexual abuse greatly predicted
unprotected anal sex with partners of HIV-
negative or unknown serostatus. Feelings of
anxiety, hostility, and suicidality often
linked abuse history with sexual behavior.

Of the 456 men recruited for the study,
68 had a history of childhood sexual abuse.
Of these men, 24 percent were White, 28
percent African American, 24 percent
Latino, 7 percent Asian/Pacific Islander, and
18 percent of other ethnicities. The cohort
of participants with no childhood sexual
abuse had a similar composition. Thirty-
three percent of men with a
history of childhood sexual
abuse (compared to 20 per-
cent without) reported un-
protected insertive anal sex,
and 43 percent of men with
this history (compared to 27
percent without) reported
unprotected receptive anal
sex in the prior 90 days. 

Childhood sexual abuse
was associated with recent
feelings of anxiety, hostility,
and suicidality, which, in
turn, were correlated with
acts of unprotected anal
sex. While both unprotected
insertive and receptive 
anal sex were correlated
with anxiety and hostility,
only unprotected receptive
anal sex was associated
with suicidality. 

Sexual Abuse, HIV Risk, and Drinking
Bensley LS, Van Eenwyk J, Simmons KW. Self-reported
childhood sexual abuse and physical abuse and adult
HIV-risk behaviors and heavy drinking. American
Journal of Preventive Medicine. 2000; 18(2):
151–158. (Washington State Department of Health.)

Sexual abuse that begins early in life and
continues over time greatly increases the
likelihood of adult HIV-related risk behaviors
for both women and men, according to a
large survey. In addition, childhood physical
abuse for men and a combination of child-

hood physical and sexual abuse for women
correlates with adult heavy drinking. 

Researchers conducted telephone inter-
views with 3,473 adults, gathering informa-
tion about abuse history, risk behaviors,
and alcohol use. Risk behaviors included:
injection drug use, treatment for a sexually
transmitted disease, anal sex without a
condom, and having ever tested seroposi-
tive for HIV. Heavy drinking was defined as
having five or more drinks on one occasion
four or more times in a month. 

The sample was split evenly between
women and men, and ages ranged from 18
years to over 50 years. Eighty-six percent
of participants were White, 4.7 percent
Hispanic, 3.7 percent Asian, 2.0 percent
African American, and 1.5 percent Native
American. Researchers did not gather data
on the sexual orientation of respondents.
Eight percent of male and female partici-
pants reported HIV-related risk behaviors
in the past year, with those under 35 far
more likely to report risk. 

Among women, 13.8 percent reported
having experienced sexual abuse before

the age of 18; of
these, 2.4 percent
reported abuse that
was early (onset
before age 10) and
chronic (10 or more
times before age
18), and 11.4 per-
cent experienced
chronic abuse start-
ing after age 10.
Early and chronic
sexual abuse re-
sulted in a seven-
fold increase in HIV-
related risk behav-
iors. Sexual and
physical abuse com-
bined resulted in a
five-fold increase in
HIV-related risk and
a six-fold increase
in heavy drinking. 

Men who reported sexual abuse before
age 18 (4.6 percent) were eight times more
likely to engage in HIV-related risk behav-
iors than men who did not report sexual
abuse. Men who reported physical abuse
before age 18 (9.4 percent) were three
times more likely to engage in HIV-related
risk behavior and heavy drinking than
men who did not. 

Abuse and Violence among Women with HIV
Cohen M, Deamant C, Barkan S, et al. Domestic
violence and childhood sexual abuse in HIV-
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infected women and women at risk for HIV. Ameri-
can Journal of Public Health. 2000; 90(4): 560–565.
(Cook County Hospital, Chicago; and Seattle King
County Department of Public Health.)

Two-thirds of a sample of women with
HIV or at risk for HIV reported domestic
violence in their lifetimes, and nearly one-
third reported childhood sexual abuse.
Sexual abuse experienced in childhood
was strongly associated with a lifetime
history of domestic violence and high-risk
behaviors such as having multiple part-
ners and selling or exchanging sex. 

Of the 1,645 women interviewed, 1,288
were HIV-positive. The seropositive women
had a mean age of 34 years. The cohort
was 64 percent African American, 21 per-
cent Latina, and 15 percent White. The
sample of seronegative women was similar
in age and ethnic composition. There did
not appear to be an association between
HIV status and childhood sexual abuse: 31
percent of the seropositive group and 27
percent of seronegative group had experi-
enced childhood sexual abuse.

Women who had experienced childhood
sexual abuse, regardless of HIV status, were
two times more likely to have ever had a
male partner at risk for HIV infection and
2.3 times more likely to have had more than
10 male sex partners in their lifetimes than
women who had not experienced childhood
sexual abuse. Childhood sexual abuse was
also strongly correlated to a lifetime history
of domestic violence, and placed women at
greater risk for being abused in adult rela-
tionships. More than half of women who
reported being forced to have sex with an
HIV-positive partner in adulthood had been
sexually abused as children. 

Exchange of Sex and Sexual Abuse History
Dilorio C, Hartwell T, Hansen N. Childhood sexual
abuse and risk behaviors among men at high risk for
HIV infection. American Journal of Public Health.
2002; 92(2): 214–219. (The National Institute of
Mental Health Multisite Prevention Trial Group.)

One-quarter of a sample of mostly
African American and Hispanic men from
seven U.S. metropolitan areas reported
unwanted sexual activity before the age of
13. These men were nearly seven times
more likely to report unwanted sexual
activity since age 13, more likely to trade
sex for money, food, or drugs, and more
likely to inject drugs than those without a
history of childhood sexual abuse.

The men in the study were part of a
national HIV prevention trial for higher risk
men and women. Of the 2,676 men chosen
to participate, ages ranged from 18 to 70
years. Seventy-three percent were African

American, 17 percent were Hispanic, and
10 percent were of other ethnicities. 

Men with a history of unwanted sexual
activity in childhood had an average of 32
episodes of unprotected sex with an aver-
age of six partners in the prior 90 days;
men without this history had an average
of 27 episodes with five sexual partners,
and this difference was statistically signif-
icant. However, men who had bought,
sold, or traded sex in the prior 90 days
were, regardless of past sexual abuse,
likely to have more unprotected sex and
more sexual partners than other partici-
pants. Further, the experience of child-
hood sexual abuse increased the likeli-
hood of trading sex in adulthood. Of the
25 percent who reported unwanted sexual
activity during childhood, 35 percent had
bought sex, 14 percent had sold sex, and
6 percent had traded sex for food or a
place to stay, in the past 90 days. 

A large number of men with a history of
unwanted childhood activity reported
unwanted sexual activity in adulthood: 34
percent reported being pressured, threat-
ened, or physically pushed into having sex
since the age of 13. Finally, men with a his-
tory of sexual abuse were more likely to
report injection drug use than those without
this history: 47 percent versus 38 percent. 

Next Month
It is surprising, but nonetheless com-

mon, that we expect that just because a
person provides HIV services, he or she
is well prepared to talk about sex. In the
May issue of FOCUS, Carol McCord, MSW
and Stephanie A. Sanders, PhD, both
at the Kinsey Institute for Research in
Sex, Gender, and Reproduction at Indi-
ana University, Bloomington, outline three
strategies for raising and responding to
sexual issues in HIV-related settings: cre-
ating a conducive atmosphere; recog-
nizing the complexity of human sexual-
ity; and assessing and enhancing provider
comfort in dealing with sex-related issues.

Also in the May issue of FOCUS, Ed
Wolf, a trainer at the UCSF AIDS Health
Project, discusses the ways risk-reduc-
tion goals may, themselves, lead some
counselors to focus only on the harm
of sexual activity, thereby shutting down
clients at a time when it is most impor-
tant for them to talk about sex. He pre-
sents training activities that help pre-
vention providers avoid this danger.
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DID YOU KNOW?
FREE searchable archive

You can access a FREE searchable archive of  
back issues of this publication online! Visit  
http://www.ucsf-ahp.org/HTML2/archivesearch.html.

You can also receive this and other AHP journals  
FREE, at the moment of publication, by becoming  
an e-subscriber. Visit http://ucsf-ahp.org/epubs_
registration.php for more information and to register!

ABOUT UCSF AIDS HeAlTH PrOjeCT PUBlICATIOnS

The AIDS Health Project produces periodicals and books 
that blend research and practice to help front-line mental 

health and health care providers deliver the highest quality 
HIV-related counseling and mental health care. For more 

information about this program, visit http://ucsf-ahp.org/
HTML2/services_providers_publications.html.
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