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Moral Development and HIV
Prevention among Adolescents
Mark Hochhauser, PhD

Many have argued that HIV prevention
should be based on an understanding that
behaviors are either "right" or "wrong."
Unfortunately, such definitions of morali
ty are based more often on the beliefs of
educators than on those of target popula
tions, especially adolescents and young
adults.

Psychological research shows that con
ceptions of morality change throughout
life and that adolescence and young adult
hood are critical periods for this "moral
development." Effective HIV prevention
must consider how young people decide
about right and wrong behaviors and how
interfering with this process may lead to
future psychological dysfunction.

laws versus Values
Psychologists Lawrence Kohlberg and

Carol Gilligan have researched moral
development in childhood, adolescence,
and young adulthood. Much of what each
has found is directly applicable to HIV
prevention activities. Kohlberg identifies
three basic stages of moral development:
preconventional, conventional, and post
conventional. 1 Young children in the pre
conventional stage behave in ways that
allow them to avoid punishment or gain
rewards. This concrete decision making
includes virtually no abstract reasoning
about what is "right" or "wrong: Behavior
is wrong because it leads to punishment.

As they grow older, children progress
into the conventional morality stage,
during which moral decisions are shaped
by approval or disapproval, and the need
to avoid dishonor or guilt by obeying laws

and social pressures to conform. A behav
ior is perceived as wrong because a law
states that it is wrong or because the
behavior is socially unacceptable.

Although most people remain in this
stage throughout their lives, some evolve
to postconventional morality. In this
stage, decisions are based on more
abstract principles and the establishment
of a personal set of ethical values. Laws or
conventions may be disobeyed because a
person believes that they are inconsistent
with these values. A behavior is wrong
because it conflicts with these values.

Justice versus Caring
Virtually all of the participants in

Kohlberg's research were males. Carol
Gilligan, whose research has focused on
females from childhood through young
adulthood, has argued that Kohlberg's
conclusions are not relevant to women
and girls. According to Gilligan, male
morality is based primarily on concepts of
justice and fairness, while female morality
is based more on concepts of caring and
social responsibility.2 For women, the
maintenance of relationships-with spous
es and children, for example-is likely to
be more important than concepts of right
and wrong. In Kohlberg's research, males
scored higher than females, leading him
to conclude that males are capable of
higher levels of moral development.
Gilligan believes that a difference should
not be interpreted as a deficiency: she
concludes that by applying appropriate
standards to each, men and women may
reach the same levels of development.

Gilligan has identified three levels of
moral development in women: individual
survival, in which a woman concentrates
on what is best for her; personal value
based on self-sacrifice, in which a woman
sees herself as responsible for others and
subordinates her needs to theirs; and



Editorial:
Adolescent Health and Denial
Robert Marks, Editor

As the HIV epidemic infiltrates
the adolescent population, I am
struck by an unsettling sense of
deja vu: young people, believing
themselves invulnerable or
unimpressed by their vulnerabil
ity, respond to the epidemic in
the same way many adults react
ed 10 years ago. They deny their
risk and, thus, ensure the spread
of HIV. But, as Mark Hochhauser
suggests in this issue of FOCUS,
the similarity between adoles
cents and adults stops there. An
understanding of adolescent
psychology requires HIV educa
tors and counselors to look
beyond what appears to be adult
behavior to find the adolescent
rationale.

Hochhauser's most intriguing
assertion is that risk-taking is
not only an inevitable part of
life, it is for adolescents a cru
cial part of psychological devel
opment. For young people to
transform into well-adjusted

adults, they must challenge not
only their parents and teachers.
but also themselves.

The dilemma is as old as
families. Adults seek to protect
their young by limiting risk, but
learn ultimately that their chil
dren must forge their own solu
tions to life's challenges. As
Ralph DiClemente's literature
review shows, abstinence-only
programs-representing the best
intentions of concerned par
ents-may diminish risk in the
short-term but eventually are
frustrated by the demands of
adolescent development and the
irresistible attraction of risk.
Young people do have sex; many
do experiment with drugs.

Abstinence Equals Obsolescence
Planned obsolescence may be

a useful concept in marketing
computer technology because it
allows for the rapid growth of
knowledge in this field. But, in

marketing physical and emotion
al health, the certainty that
adolescent development will
render abstinence obsolete
makes this approach far less
effective than early sex and drug
education. Abstinence-only
education appears to shield
children from themselves, but
abstinence is a paper shield, one
that is far more fragile and per
meable than latex.

Counselors and educators can
become leaders in the move to
teach adults about the delicate
relationship between psycholog
ical development and behavior.
As we have learned again and
again, however, prevention
education is most effective, and
perhaps only effective, when it
comes from the target communi
ty. Teens and young adults must
be the ones to develop and
deliver risk reduction and sex
and drug education messages to
their peers.

Adult denial of the epidemic
nurtured HIV disease during its
infancy. Now adult denial of the
nature of youth and youthful
denial of the consequences of
risk combine to threaten preven
tion efforts.
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nonviolence, in which a woman's moral
judgments are based on not hurting any
one, including herself.

From a health promotion standpoint, it
makes sense for a woman to protect her
self from HIV infection by insisting that
her partner use a condom. From a devel
opmental perspective, however, enforced
condom use might threaten the stability
of the relationship. A man may refuse to
wear a condom and may threaten to end
the relationship unless his female partner
agrees to unprotected sex. Depending on
her stage of moral development, the
woman will base her decision on the
importance of maintaining her health
(individual survival) or maintaining the
relationship (self-sacrifice).

Both Kohlberg and Gilligan have studied
a relatively small number of subjects, and
it seems premature to conclude that dif
ferences between men and women are
consistent and enduring. Their findings
are also limited by their lack of focus on
people of color and on the effects of

chronic alcohol or drug use on moral
development. Despite these limitations,
the crucial lessons of these theories are
that moral development is individual and
that there is no lifetime standard for
moral decision making.

Development and Prevention
Roger Bibace and Mary Walsh have

studied developmental factors in the
context of prevention messages and have
identified several strategies that children
and adults use to deal with health issues. 3

They hypothesize three periods of psy
chological development-preoperational,
concrete operational, and formal opera
tional-that they relate to conceptions of
illness. As children progress through
these stages, their conceptions of illness
evolve from the belief that disease comes
from an external source-for instance,
God-to the belief that illness is the inter
nal manifestation of an external cause
such as a virus-and that physical health
may be affected by emotional state.



The goal of
prevention should

not be to eliminate
all risky behaviors:

it should be to
help adolescents

learn about
inappropriate and
appropriate risks.
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Bibace and Walsh describe the case of a
Boston police officer who refused to hand
cuff a prostitute because he believed that
he might contract HIV from touching her.
They state that he had not advanced
beyond the early developmental stage of

"contagion," and that he
understood, in this case,
only that disease was
located in people nearby
him but not that there was
a more complex physiolog
ical mechanism required
to contract HIV. Bibace and
Walsh concluded that
since the officer did not
understand how HIV was
and was not transmitted,
he could not have under
stood the notion of "pre
vention." Developmentally,
effective HIV prevention
requires that a person
understand that HIV infec
tion occurs because of
exposure to an external
cause-for example, a

virus-and not simply exposure to an
external source-for example, a person.

Recent research by Bibace, Walsh, and
Maureen Buckley elaborates on this theory
specifically in terms of AIDS.4 In their
studies of 60 children and 60 high school
students, the researchers looked not at
what people know, but wh~t they under
stand. They found that young children
explained AIDS in terms of an event, per
son, or object with which they associated
AIDS. Older children explained AIDS in
terms of its symptoms. Only the most
sophisticated understood AIDS indepen
dently of its effects on people and saw it
in terms of more complex interactions, for
example, between a virus and a host or
between behavior and infection.

The Importance of Risk-Taking

Moral development theories frame the
challenge for HIV risk reduction in terms
of the different approaches required for
adults and adolescents. But the challenge
goes deeper: successful moral and psy
chological growth may in fact require risk.

Risk-taking is a part of normal psycho
logical development. Although sexual and
drug-use abstinence may prOVide the
greatest safety from HIV infection, total
elimination of risk-taking behaviors dur
ing adolescence may compromise psycho
logical health. In a study of 101
16-year-olds, who had been followed since
preschool, Jonathan Shedler and Jack

Block reported that those adolescents who
had engaged in some drug experimenta
tion, primarily with marijuana, were the
best adjusted, while frequent drug users
were characterized by interpersonal alien
ation, poor impulse control, and emotion
al distress.' Surprisingly the study found
that adolescents who had never experi
mented with any drug were relatively
anxious, emotionally constricted, and
lacking in social skills. While chemically
healthy, they were not psychologically
healthy. The authors concluded that drug
experimentation, in and of itself, does not
seem to be psychologically destructive.
This conclusion may be extended to sexu
al experimentation, and it challenges the
wisdom of defining abstinence as the only
goal of prevention programs.

The goal of prevention should not be to
eliminate all risky behaviors from life;
instead it should be to help adolescents
and young adults learn about inappropri
ate and appropriate risks. There is a life
after adolescence, and individuals who
have grown up in a riskless environment
may not be able to cope with the chal
lenges of adulthood, for example, the
workplace or parenthood, without haVing
had some risk-taking experiences.

Role Testing

Psychoanalyst Erik Erikson observed
that adolescence is a time for resolving
the crisis between role identity and role
confusion.2 The basic question that the
adolescent tries to answer is "Who am I?"
A typical adolescent works at developing a
sense of self by testing a variety of roles
including sexual roles-and integrating
these different roles to form a single
identity. If prevention programs seek to
discourage role testing, will adolescents
be able to develop coherent identities?

Identity is not achieved by haVing peo
ple tell you who you are; it is attained by
finding out who you are. Even by age II,
the future abstainers in the Shedler and
Block study were described as fearful and
anxious, immobilized under stress, not
curious or open to new experiences, and
without cheer or humor. Other studies
have found that abstainers tend to be
conforming, to have narrow interests, and
to be psychologically overcontrolled.

While it is commonly assumed that
adolescents engage in sexual behavior
primarily for pleasure, Michael Cohen and
Stanford Friedman identified several other
reasons, including peer approval, expres
sion of hostility, rebellion, and escape.6 To
the extent that these needs could be met
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in other ways, some sexually-related risk
could be minimized. For example, some
teenagers engage in sex precisely because
it is a way to rebel against their parents'
attempts to control their lives. If their
parents tolerated or encouraged types of
acceptable rebellion-for example,
through clothing, music, or speaking out
their beliefs-adolescents might not feel a
need to rebel through sexual activity.

David Elkind adds that being self·cen
tered, and thus unique and invulnerable,
and finding fault with authority figures is
also typical of adolescent developmentJ
He states that this partially explains why
health messages may be more acceptable
when delivered by peers than by "experts"
using scare tactics.

Young Adulthood: Establishing Intimacy
While adolescents work to develop

identity, Erikson believes young adults
struggle with issues of intimacy versus
isolation. Young adults try to form close
relationships with members of the oppo
site sex as a way of establishing a frame
work for intimate love and a nurturing
setting for raising children. Young adults
who are unable to establish intimate rela
tionships, perhaps because of a lack of
trust, may become psychologically isolat
ed. Risk reduction programs based on
scare tactics-for example, those that
cause people to fear intimacy-may pro
duce young adults who are physically
healthy but psychologically isolated. In.
the long term, such isolation may produce
a variety of psychological problems.

Many prevention programs focus on
"peer pressure" as an influence upon alco
hol, drug, and sexual behaviors. However,
peers are also friends, and educators must

be careful not to eliminate friendship
when they try to reduce peer influences.
The most psychologically unhealthy per
son may be the one who has no friends:
while peer pressure can be negative, the
absence of peers can be dangerous.

Towards a Risk Reduction Model

Abstinence may prevent AIDS, but will it
also prevent the development of identity
and intimacy, and to what extent will the
absence of these crucial psychological
components lead to unsafe behaviors?
Exhortations by experts that risky behav
ior may lead to death may seem com
pelling, but how effective will they be if
adolescents reject the authority of an
expert and believe they are invulnerable?
The logic that avoiding risk is more
important than maintaining relationships
may seem inescapable, but for the woman
conforming to Gilligan's theory, whether
she values caring for herself above caring
for her relationship will be crucial to the
success of such logic.

While it may be difficult to answer
these questions and reconcile develop
mental theories, what is clear is that mes
sages that seek to stop unsafe behaviors
by caveat will probably fail. Those that
consider the range of possible develop
mental changes, in terms of sex and cul
tural differences, and seek to frame
messages in the context of adolescent
lives may succeed. To the AIDS adage
education alone does not lead to behavior
change-may be added the corollary
motivating behavior change requires an
understanding not only of what attitudes
encourage the behavior, but also of what
moral beliefs control a person's psycho
logical ability to change.

Clearinghouse: Adolescents
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School-Based Sex Education
Ralph J. DiClemente, PhD

The controversy surrounding sex edu
cation in public schools has recently ignit
ed into a conflagration with a spate of
publications in the lay press and the move
by cities like New York and San Francisco
to make condoms available to high school
students. The issue of condom availability
has galvanized proponents on each side
of the sex education debate into firmly
fixed positions.

One position argues that providing
condoms as a component of school-based
sex education is important to prevent
increases in unintended adolescent preg
nancy and sexually transmitted diseases
(STDs)-including HIV infection-now
spreading at epidemic rates among ado
lescents. Opposing this, others assert that
sex education has been largely ineffective
and may, in fact, be counterproductive by
hastening sexual debut, that is, the first
time an adolescent has sexual intercourse.
Adherents of this position argue that
school-based sex education programs, in
general, and condom availability, in par
ticular, should be abolished and replaced
with programs encouraging the adoption
of values that emphasize sexual absti
nence. Proponents of this sexual "zero
options approach" have suggested that
there is empirical evidence to support this
increasingly popular view. However, oppo
nents criticize the abstinence proposal as
being unrealistic and couched in moralis
tic rhetoric rather than science.

While it is unlikely that the "facts" will

resolve this dispute, findings from the
evaluation of sex education programs can
provide some insights. This article briefly
reviews the literature regarding the effica
cy of sex education, condom availability,
and abstinence-only programs.

The Success of Sex Education

A review of the literature suggests that
while sex education in public schools does
increase sexuality knowledge, it does not
increase the frequency with which contra
ception is used, nor does it lead to signifi
cant reductions in teen pregnancy. Of

Sexual activity can be
delayed, but it cannot

be denied: despite
abstinenceteaching~

adolescent sex increases.

particular note, however, there is little
evidence that sex education increases the
likelihood of adolescent sexual debut. l

While there is no data with respect to
condom availability as part of school
based sex education programs, there are
parallels that prOVide insights into the
effects of such programs. Data from
school- and community-based adolescent
health clinics suggest that providing con
traceptive services (not necessarily includ
ing condoms) does not result in an
increased likelihood that adolescents will
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initiate sexual activity.2 Availability of
contraceptives and counseling does, how
ever, result in an increase in contraceptive
use. 2,3 In a 1987 assessment of this issue,
the National Academy of Sciences con
cluded that there was no evidence to
indicate that availability and access to
contraceptive services influences adoles
cents' decisions to become sexually active,
while it does significantly affect their
capacity to avoid pregnancy if they are
engaging in intercourse.4 Since not all
contraceptives prevent infection, sexually
active adolescents must be counseled to
be consistent condom users.

These data suggest that sex education
alone, while increasing knowledge, needs
to be presented within a comprehensive
framework, In order to increase the likeli
hood that adolescents will adopt positive
sexual behavior change, didactic lectures
should be supplemented with access to
condoms and to skiIIs training-regarding,
for example, safer sex negotiation and
resistance to interpersonal pressure.

Abstinence
What of the claim that abstinence-based

programs are a viable alternative to sex
education?5 A study of inner-city adoles
cents found that only 4 percent of stu
dents who had taken part in an abstinence
program, compared to 20 percent of con
trol group members, reported sexual
debut by the end of the eighth grade. By
the end of the ninth grade, 24 percent of
the program participants reported being
sexually active compared with 39 percent
of the control students.6

While these findings indicate the pro
gram's ability to postpone sexual involve
ment, proponents of this approach lose
track of an important fact. Sexual actiVity
can be delayed, but not denied: by the end
of the ninth grade, the number of sexually
active students in the abstinence-based
program had increased from 4 percent to
24 percent.

The Aim of Sex Education Programs

From a public health perspective, it is
important not only to delay sexual debut,
but also to ensure that when adolescents
become sexually active, as they most
assuredly wiII. they use appropriate con
traceptive methods to reduce the risk of
infection. From this vantage point, the
issue is not when, but how, adolescents
initiate and engage in sexual intercourse.

Admittedly, school-based sex education
programs have not been effective in modi
fying adolescent contraceptive behaVior.

This failure, however, may be attributable,
in large part, to a number of limitations
inherent in the development, implementa
tion, and evaluation of these programs.
For example, most school-based sex edu
cation begins in high school, after a siz
able proportion of adolescents have
already had sexual intercourse. Changing
sexual behavior patterns, once estab
lished, is difficult and requires more
proactive educational strategies and
skills-training techniques.

Further, program development and
evaluation are severely hindered by
school policies that prohibit dispensing
condoms, collecting behavioral data, and
implementing longitudinal research, mak
ing any assessment of long-term effects
impossible. Finally, the use of conve
nience samples, as opposed to random
samples, limits the generalizability of the
findings. Given these limitations, it is not
surprising that sex education programs
are not more effective in modifying ado
lescent contraceptive behaVior.

Conclusion

We cannot rely on school-based pro
grams alone to solve the multi-faceted
problems related to adolescent sexuality.
Parents wiII have to communicate more
openly and honestly to their children
about sexuality. Community-based pro
grams are also necessary to access hard
to-reach adolescent populations and
reinforce the messages taught in school
programs.

If there was ever any doubt, the HIV and
STD epidemics make it clear that adoles
cents, through their sexual behavior, are a
generation in jeopardy. As a society we
need to acknowledge the reality of adoles
cent sexuality and confront our fears and
biases if we are to prevent an even greater
escalation of adolescent disease.
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responding to articles published in
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also encourage readers to submit arti
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article. Send correspondence to:
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San Francisco, CA 94143-0884



Recent Reports

Substance Use and HIV among Delinquents
Rolf L Nanda L Baldwin J. et al. Substance misuse
and HIV/AIDS risk among delinquents: A preven
tion challenge. The International Journal of the
Addictions. 1990-1991; 25(4A): 553-559. (Johns
Hopkins University.)

Adolescent Perceptions of HIV-Related Risk
Moore S, Rosenthal D. Adolescent invulnerability
and perceptions of AIDS risk. Journal ofAdolescent
Research. 1991; 6(2}: 164-179. (Monash University,
Australia and Melbourne University, Australia.)

A study of 1,008 Australian students,
ages 17 to 20, found that those who

Two groups of
adolescents ignored
HIV risk: those who

perceived themselves
as invulnerable, and

the Nrisk and be
damned group," who

understood the
severity of their risks
but engaged in high

risk activities anyway.

engage in at-risk sexual behavior underes
timate their vulnerability to HIY infection.
While 80 percent had engaged in vaginal
sex, less than 20 percent said they always
used condoms.

Twenty-nine percent of the sample
engaged in moderate- to high-risk behav
iors with casual or regular partners but
perceived themselves to be at low risk.
Only five percent of the participants saw
themselves as being at above-average risk
for infection. The study identified two
groups of people who ignored their risk:
those who perceived themselves as invul
nerable to infection and those, described .
as the "risk and be damned group," who
understood the severity of their risks but
engaged in high-risk activities anyway.

Runaways and Sexual Risk Behaviors
Rotheram-Borus MJ, Koopman C. Haignere C. et al.
Reducing HIV sexual risk behaviors among run
away adolescents. Journal of the American Medical
Association. 1991; 266(9): 1237-1241. (Columbia
University.)

Runaway adolescents who received
repeated HIY· education were significantly
more likely to reduce risk behaviors than
those who had received little or no educa
tion, according to a survey of adolescents
at two New York residential shelters.

Subjects at both sites-one which pro
vided prevention intervention and one
which did not-were studied for two
years. Subjects were between 11 and 19
years old, about two-thirds were female,
and most were either Black or Latino.

The intervention center, at which 78
adolescents were studied, offered general
HIY information, coping skills training for
high-risk situations, counseling regarding
personal reluctance to engage in safer sex,
and access to health care. Subjects partici
pated in between three and 30 interven
tion sessions depending on their length of
stay at the shelter. Sessions were held
several times a week in small groups, and
lasted up to two hours each. The noninter
vention center, where 67 adolescents were
studied, offered general counseling, con
doms, and referrals for health concerns.

Those who participated in 15 or more
intervention sessions were most likely to
report consistent condom use and behav
ior change. Consistent condom use for
this group rose from 33 percent at the
start of the study, to 57 percent three
months later, to 63 percent six months
later. For runaways participating in at
least 15 sessions, a pattern of unsafe sex
ual behavior reported by 20 percent of the
subjects at entry fell to zero at follow-up.
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A survey of 268 male adolescents in a
Maryland detention center found high
rates of unsafe sex and substance use,
which was frequently combined with
sexual activity.

Most subjects were Black and their
average age was 16. Prior to entering the
center, 36 percent used crack cocaine
several times a week and 32 percent used
alcohol several times a week.

Respondents had a
mean of 14 partners in
the previous year, and
96 percent reported
having engaged in
sexual intercourse.
Most remained sexually
active; the data sug
gests that many of
these youth were hav
ing sex while in con
finement or on
weekend leaves. Five
percent of all subjects
reported having shared
syringes with other
drug users, and 14
percent had engaged in
sex with injection drug
users. Only 16 percent
of respondents report
ed using condoms
during their last
instance of sexual inter
course.

Sex was associated with social events at
which alcohol was present. Twenty-five
percent reported they generally used
alcohol or other drugs before engaging in
sex. Seventy-four percent reported having
sex while under the influence of alcohol
or other drugs; 36 percent of these adoles
cents stated they had had sex against
their will while drunk or high.
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Adolescent Sexuality
Bidwell R). Deisher RW. Adolescent sexuality:
Current issues. Pediatric Annals. 1991; 20(6): 293
302. (University of Hawaii and University oi
Washington.)

Rejection, ridicule, and violence engen
der feelings of confusion and hopeless·
ness among many adolescents who fail to
fulfill society's expectations of "normal"
gay males and lesbians, transsexuals, and
participants in prostitution and pornogra
phy-and can lead to substance use,
unsafe sex, and other self-destructive
behaviors, including suicide. This review
article defines the social, psychological.
and medical implications of these issues,
as well as counseling and clinical
approaches for physicians treating mem
bers of these groups.

"Identity confusion" best describes
adolescence for most gay and lesbian
teenagers. It emerges not from questions
of whether or not they are homosexual
but from an attempt to reconcile feelings
that have negative connotations with
conceptions of themselves as good and
moral individuals. This is often accompa
nied by isolation, particularly among gay
and lesbian adolescents of color.

Medical concerns of gay and lesbian
youth are similar to those of other adoles
cents but are exacerbated by isolation.
Sexually active gay male youth are prone
to the follOWing conditions: urethritis,
anogenital dermatologic conditions, ulcer
ative lesions, hepatitis, and HIV infection.
Lesbian adolescents are less prone to
sexually transmitted diseases (STDs) but,
among those who are heterosexually
active, STDs and pregnancy may occur.

Transsexuals, who often describe them
selves as trapped in the body of the oppo
site gender, frequently move back and
forth between living as males or females
during adolescence. Clinicians should
inform transsexual teenagers that the
future does not need to be limited by
gender identity. Treatment. including
estrogen therapy, may be life-saVing and
should not be postponed if older adoles
cents clearly desire it.

About 60 percent of homeless adoles
cent males and up to 90 percent of home
less adolescent females become involved
in prostitution and depend on it for sur
vival. Adolescents are neither sexually nor
emotionally mature enough to adequately
live independently. As a result they are
prone to depression, low self-esteem,
STDs. drug use, and often intentional
pregnancy, which is seen as a way to have
someone to love them.

Sex Education Guidelines
Sex Iniormation and Education Council of the
United States (SIECUS). Guidelines lor
Comprehensive Sexuality Education. New York:
SIECUS, 1991. (To receive a copy, send $5.00 to
SIECUS, 130 West 42nd Street, Suite 2500, New
York, NY 10036;(212)819-9770.)

Representing the first national consen
sus for comprehensive sex education, the
Sex Information and Education Council of
the U.S. (SIECUS) released in October
detailed gUidelines of sex education for
grades kindergarten through 12.

The guidelines, created by a panel of
sex and health educators and school
administrators, build on six key
concepts-human development, relation
ships, personal skills, sexual behaviors,
sexual health, and society and culture
and cover topics such as H[V infection,
reproduction, abortion, abstinence, mas·
turbation, sexual identity, families, and
sex roles. The gUidelines for adolescents
12 to 15 years old state that condoms
greatly reduce the chance of becoming
infected with HlV, but abstinence from
sexual intercourse is the best way to
avoid infection.

Next Month
HIV-related research continues to

characterize women as vectors of
transmission to men and fetuses,
rather than as the fastest growing
group of HIV-infected people in the
United States. As a result, medical and
mental health clinicians are unaware
of the important role gynecologic
manifestations play in H[V disease and
are less able to respond to them. [n
the December issue of FOCUS, Carola
Marte, MD, Director of HIV Services
at the Beth Israel Hospital Methadone
Program. and Machelle Allen, MD,
Instructor in Obstetrics and
Gynecology at New York University
School of Medicine, detail the gyneco
logic conditions that affect women
with HIV disease and treatments for
these conditions.

Also in the December issue,
Christine Miller, science writer at
Substance Abuse Services of San
Francisco General Hospital, discusses
recent research on female partners of
male injection drug users. She focuses
on the barriers women face and the
strategies they use when attempting
to reduce risk in sexual relationships.


