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Much research emphasizes that for gay

men, knowledge of one’s own and one’s
partners HIV status is important in deter-
mining whether or not a condom is used
for anal intercourse. That is, men are
more likely to engage in unprotected anal
intercourse with partners whom they
know or believe to be the same HIV
serostatus as themselves.1,2,3

However, recent research on the sexual
behavior of gay men diagnosed with HIV
shows that this group engages in signifi-
cantly more unprotected anal intercourse
with both regular, casual, and anonymous
sexual partners than do men who believe
or know themselves to be uninfected.4

Thus, it is important to understand the
roles that both knowledge of a partner’s
HIV status and disclosure of one’s own
play in influencing the sexual decision
making of people with HIV.

Historically, however, most social scien-
tific discourses on gay men with HIV
attempted to explain sexual risk behavior
in terms of factors within the individual
rather than the interrelational contexts
within which gay men live. Thus research
has concentrated on psychological well-
being, sexual dysfunction or psychosexual
morbidity, or the effects of treatments on
sex.5

More recently social science research
has begun to investigate the relational,
social, and cultural factors in sexual deci-
sion making.1,6,7 This article is based on
British research in this area, highlighting
the role of disclosure in determining the
nature of sexual encounters.

Using the voices of the men who took

part in the research to illustrate points, this
article demonstrates how concerns about
disclosure of a seropositive HIV status to
sexual partners generates considerable
anxiety among those who disclose, especial-
ly among those who have been recently
diagnosed. It also shows how such difficul-
ties lead to the creation of more fluid
notions of disclosure. Most importantly,
this article raises questions regarding what
constitutes disclosure and knowledge and
emphasizes that disclosure is a relational as
opposed to individual activity.8

Researchers observed 90 men partici-
pating in 10 groups. The mean age of the
sample was 31 years (with a range of 21
years old to 54 years old). Seventy-eight
men were White European, eight were
White non-European. Two men were
African Caribbean and one each was
African and Asian. The mean number of
years since an HIV diagnosis was two-and-
a-half (with a range from three months 
to nine years). Eight men had an AIDS
diagnosis.8

The Anxiety of Telling
Many men reported a new anxiety

towards sex in the period following diag-
nosis. Along with concerns about respon-
sibility for the safety of a sexual
encounter—that is, concerns about infect-
ing sexual partners—disclosure was at the
center of this anxiety. Difficulties in dis-
closing HIV status to potential partners
arose because men experienced their
partners’ reactions as problematic. First,
they feared sexual rejection. Many men
had experienced this rejection—although
the anticipation of it was perceived as
more damaging than actual rejection.

Then, after all that chatting up and
effort, having to anticipate the worst auto-
matically, that this one might just be the
one who will throw a real wobbly . . .  to
prepare yourself for that every time you
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have sex. I used to really enjoy cruising,
you know, the chase, but this just wears
you down.

Even when potential partners respond-
ed positively to a disclosure, this
response was not always welcome: for
example, disclosure might lead to an
inordinate interest from sexual partners in
the study participant’s HIV disease.
Respondents reported having to field
inquiries about their general state of
health and whether their friends had died.
This was experienced as an invasion of
privacy or as simply distressing, particu-
larly during an encounter that was sup-
posed to be enjoyable and sexual. One
man said: “You spend the whole evening
talking about being sick and people dying.
They don’t seem to want to know anything
about you, just your HIV. It’s really rather
depressing, like you’re a freak or some-
thing.”

However, if a man did not disclose his
HIV status to sexual partners, he felt that
he had to take complete responsibility for
the safety of the sexual encounter. The
greatest fear in this context was acciden-
tally infecting a partner, either through a
faulty or broken condom or through oral
sex (men were particularly worried about
ejaculating in the mouth of their partners
or the infectivity of their pre-ejaculate).
For example, one man asked: “What if the

condom breaks and you don’t notice?
What do you tell him after if you haven’t
told him you’re HIV [seropositive] already?
There’s no way to tell him then.”

Respondents also worried about the
effects of alcohol or drugs on their own or
their partners’ ability to make judgments.
In addition, they feared recriminations
from sexual partners who might subse-
quently find out that they were HIV posi-
tive—even if the encounter had been safe.
In limited social networks of gay men, this
possibility is very real.

My history is that a lot of people I sleep
with are friends of friends. They’re people I
know. I mean a lot of my gay friends have
become friends of mine usually after we've
had sex and so that if I don’t tell them and
they discover from somebody else, then,
you know, that becomes a barrier, so I need
to tell people, but I’m scared. 

Finally, respondents were worried that
if a casual sexual encounter resulted in a
friendship or relationship, which many
desired, it would be jeopardized when
they subsequently disclosed their HIV
status. This feeling of responsibility and
secrecy was experienced by many as a
barrier to intimacy and made sexual
encounters stressful.

I’d like to think that I’ll fall in love again,
and you think, now, where does that happen?
It happens between the sheets or over break-
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So here’s a confession: I have
trouble talking about sex. I’m
fine talking about condom use
and anal receptive sex and vagi-
nal intercourse and can even
comfortably apply the vernacu-
lar. I guess what I mean is that
I’m fine talking about other peo-
ple’s sex. But talking to a partner
of mine about sex is another
matter, and I am more than a
little bit surprised that I am
willing to admit in this editorial.

I know that other people—
people I know—have similar
inhibitions. This fact helps me
muster the courage to continue
writing, but I don’t think it helps
much else. 

I must admit that there were
times earlier in the epidemic
when, wondering in the moment

of sex about the serostatus of a
partner, my restraint stopped
me from asking this most perti-
nent question. If I was being
safe, it should not have mat-
tered, right? Right. But some-
how, I think it strange that I
could be so tight-lipped about
such a fundamental topic. 

I haven’t forgotten all the
political and civil rights argu-
ments to maintain the secrecy of
serostatus: everything from
discrimination to viral apartheid
loomed and continue to loom.
Still, it must say something
about the nature of our relation-
ships and ourselves—irrespec-
tive of these real dangers—that
some of us have trouble telling
it like it is and others of us have
trouble hearing these truths.

Only Half the Battle
At a time when prevention

efforts are more and more
focused on seropositives, the
issue of disclosure of serostatus
has taken on new importance. In
this issue of FOCUS, Peter Keogh
talks about the complex reac-
tions to and concerns about
disclosure among people living
with HIV. The author of the
second article, who has asked us
to withhold his name, adds to
this exploration by disclosing
his own tangle with communi-
cating about serostatus. Yet his
article is most compelling in its
description of honest communi-
cation that has not led, up to
now, to clarity or agreement
between the author and his
partner. 

It seems that disclosure only
takes you so far. You are still left
with a complex negotiation
about sex.

Editorial: True Confessions
Robert Marks, Editor
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fast when you realize, “I really like him.” I
won’t let myself feel that because I know that
as soon as I tell him, he’ll run a mile.

Sexual Negotiation
Respondents therefore reported being

in a “double bind.” If they disclosed HIV
status, they risked negative or inappropri-
ate reactions, which made sexual encoun-
ters problematic. If they did not disclose,
they risked being “found out” or having to
disclose after they had perhaps risked
infecting a partner.

The key to these problems was a con-
cern with sexual negotiation as opposed
to sex itself. As a response to these diffi-
culties, men reported developing more
successful negotiation strategies for
which disclosure was central. These
strategies applied to all contexts ranging

from long-term
relationships to
anonymous sex.
Although all the
strategies were
based either on
disclosure or
knowledge of one’s
own or one’s part-
ner’s HIV status,
they were founded
on very fluid
notions about the
nature of disclo-
sure and knowl-
edge in relation to
sexual decision
making.

Within long-term relationships, full
disclosure was generally the norm. This
may have been because both partners had
tested seropositive or may it may have
happened at the outset or shortly after the
start of a relationship. However, as noted
above, difficulties with disclosure were
often an inhibiting factor in starting a
relationship.

In casual encounters disclosure and
knowledge of HIV status was sometimes
established through conversation before
the sexual encounter, but, more often, was
established on the second or third
encounter. In this case, both partners were
diagnosed with HIV and arranged to engage
in unprotected anal intercourse.* As one
respondent put it: “One of us usually sug-
gests it after we’ve had sex the first time
that the next time we should do it unsafely.
It’s never a long discussion, it’s a quick
thing really. But the first time, it’s always
safe, because you have to agree first.”

While the importance of disclosure is

clear, the definition is often not. For exam-
ple, some men would disclose or assess
their partner’s likely HIV status in more
subtle ways, often dropping clues regard-
ing their HIV status and basing their
action on available evidence. Thus, they
might use common understandings to
indicate HIV status, rather than overtly
disclose. Two examples demonstrate this
approach: 

I like to sit and listen to how they are
talking, sometimes they give themselves
away by general chit-chat, you know, you
can tell.

I didn’t have to tell him, I knew by the
person he was and the things we were
talking about [acquaintances in common,
being unemployed and on state benefits]
that he was positive and I assumed he knew
it about me.

Respondents also used inferential rea-
soning in anonymous sexual encounters.
In some cases, assumptions of a partner’s
likely HIV status was based on how he
looked or on his behavior. For example,
sometimes assumptions were based mere-
ly upon the fact that a partner was willing
to engage in unprotected anal intercourse.
One respondent talks of encounters in a
backroom: “Everyone knows I’ve got it
[HIV]. . . . How I look at it is if someone
wants me to screw them in the back room,
they must be HIV [positive] otherwise they
are bloody stupid.”

Informing Sexual Practice
Although the necessity to disclose can

generate anxiety and conflict, it is also
used to inform sexual practice, mainly
with regard to unprotected anal inter-
course. Most interesting in this respect is
the question of what can reasonably be
considered disclosure of one’s own, or
knowledge of one’s partner’s HIV status
for gay men diagnosed with HIV.

The bald statement of fact “I’m HIV
positive” not only gives a partner the
chance to reject outright, but in many
ways, is simply inappropriate. Within
casual sexual encounters, it involves the
exchange of what might be considered
private information with relative
strangers. In more romantic situations,
disclosure may break the mood, and in
anonymous situations, verbal interaction
may contravene strong social and sexual
rules.

The problem of disclosure is dealt with
through the development of more subtle
methods of communication based on
conversation or behavior (for example,
discussion or knowledge of HIV treat-

Perceptions of a
partner’s attitudes and

HIV status will be
important in

determining how a
person discloses his or

her HIV status. 
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ments, membership in certain groups or
friendship networks, or willingness to
engage in unprotected receptive anal
intercourse in anonymous environments).
What is important is that the manner in
which gay men diagnosed with HIV will
choose to disclose is generally contextual.
That is, there are no formulaic rules to
disclosure. Each one will do so in a man-
ner appropriate to the situation and his
own social and interpersonal skills.
Moreover, perceptions of a partner’s atti-
tudes and HIV status will be important in
determining the way in which HIV status
is disclosed.

This type of disclosure requires com-
mon understandings of the world and
common social understandings attached
to being HIV-positive. Moreover, it
assumes that one’s partner is both sexual-
ly and socially experienced. Such under-
standings and assumptions are clearly
epidemiologically imperfect. However, to
encourage gay men diagnosed with HIV to
abandon such assumptions by making full
and frank disclosures to all partners is to
fundamentally misunderstand the nature
of disclosure.

Disclosure is interactive and relational,
that is, it involves the participation of two
social agents: one imparting information
and the other receiving it. By his atti-
tudes, conversation and behavior, the
receiving partner is likely to influence
fundamentally the manner in which infor-
mation will be imparted. If he asks a
direct question, he is likely to receive a
direct answer. If he shows himself to be
frightened or HIV-phobic, his partner may
be considerably less likely to disclose. If
he demonstrates that he is knowledgeable
and worldly regarding sex and HIV, his
partner may assume either that he too is
HIV-positive, or if not, will be sensible

enough to take the precautions necessary
to ensure that HIV is not transmitted
during the encounter. In anonymous
situations, if he is willing to engage in
unprotected anal intercourse, his partner
is likely to treat this as evidence that he
is already infected with HIV and act
accordingly. This range of assumptions, if
not these assumptions themselves, are
likely to operate in heterosexual relation-
ships as well as gay ones. 

Conclusion
Although condoms must remain a cen-

tral component of HIV prevention for gay
men, to promote their use to all men for
all instances of anal intercourse is unreal-
istic. Gay men are making increasingly
complex choices about when and with
whom they will use condoms. It is the role
of health educators to help to improve the
quality of those choices, and knowledge
of HIV status, and therefore disclosure,
are crucial to this process. 

What this article has shown, however, is
that knowledge and disclosure are con-
cepts heavily mediated by social and
interpersonal practices: there are many
ways to say something and many ways to
know something. If health educators are
to promote communication as a way of
preventing transmission, they must first
understand the nature of that communica-
tion. Whether and how HIV status is dis-
closed is dependent on the individual, his
partner, and the larger social or sexual
context within which they find
themselves. There are no simple or formu-
laic rules to disclosure. HIV prevention
interventions in this area are more likely
to be based around the enhancement of
interpersonal skills and self reflection
rather than chanting slogans. There is no
simple way to “tell it like it is.”
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It’s Saturday morning. I’m flipping
through my local gay and lesbian weekly
newsletter, half awake, and I run into a
two-page ad jumping out of the text. It
talks about recent findings from the AIDS

conference in Geneva: an
HIV-negative man has
been infected with a drug
resistant strain of HIV.
People who are HIV-posi-
tive are at risk for being
reinfected with new, drug
resistant strains, and on
and on.

My heart is beating
faster. See, my boyfriend
David is HIV-positive, and
I’m not. He’s just told me
a couple weeks ago that
he’s been fucking and
getting fucked with anoth-
er guy with HIV, and
they’re not using con-
doms. He knows it’s risky
but he says he’s “been
good all these years” and
feels he “deserves it.”

In addition, David’s
been having sex with

another guy, Matt, who is HIV-negative,
and he’s been letting Matt fuck him with-
out a condom. He says it’s Matt’s decision,
and that Matt is not too worried. He says
also that Matt has been fucking his HIV-
positive ex-lover for many years without a
condom and has remained negative.

It’s His Decision
I was a bit dazed. I said, “How could you

do this when you know Matt’s putting
himself at risk?” “It’s Matt’s decision,”
David responded. “Yeah, but you’re there,
too. You are part of the decision.” 

I asked David if he would want me to
fuck him without a condom; he said, no,
he didn’t think he could do that. “Then
how could you feel okay about letting
Matt do that, someone who is a good
friend of yours? How would you feel if he
got infected?” 

This part gets touchy. I don’t want to
portray David as a “vector of infection.”
There’s too much of that out there already
and I don’t want to add to it—and he’s
been honest and clear about disclosing his
status to his sexual partners. But I do want
to question the decision he’s making. I just
don’t think he’s thinking very clearly.

David has been positive for more than
10 years, and he’s always been healthy.
He’s on combination therapy, and doing
well. His CD4+ count is rising, his viral
load undetectable. He is a protease
inhibitor success story.

We have a good relationship and good
sex, and we always use condoms. It is only
recently that he decided to have sex with
other people. He’s never had much sex in
his life, and he wants to explore a bit.
Frankly it pushes all sorts of buttons for
me, but I’ve been able to be supportive.
And I’ve been having sex with others
occasionally, too. But I just assumed we
would both be having safe sex.

I’m HIV-negative and I realize I cannot
share David’s perspective. I don’t know
what it’s like to have HIV, and I don’t want
to tell him how to live his life. But we are
partners and I feel scared for his health,
angry that he would put himself at risk
like that, and hurt and pissed off that he
made this decision without taking me or
our relationship into account.
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It’s important to
know that all of this
is taking place in
the context of our
attempts to resolve
other issues in our
relationship. We are
taking six weeks off
from each other,
except for letters, to
figure out where we
want to go. I had
been composing
lots of different
(and long) letters
examining all the
aspects of our rela-
tionship and what I
want and where I
think we should be
heading. But then I
woke up in the
middle of the night
terrified about him
having sex without
a condom with
someone with HIV.
Everything else
going on with us sort of paled.

Just Stop It!
So I wrote him a short, strong letter

telling him to stop it. I told him if he
didn’t stop, I was going to call every
friend he has and tell them to call him and
make him stop. This isn’t about us as a
couple, it’s about me caring for him and
wanting him to stay healthy. 

Well, predictably, the letter didn’t go
over too well. He said he was touched by
my concern and angry at being told what
to do. He acknowledged the risk but said
he didn’t regret his actions. He said he
will have to decide what to do on his own.

He’s not someone who likes to be
backed into a corner—which is just what
my letter did. After reading his response, 
I felt bad; I had handled it poorly. I know
how I could have phrased that letter so he
would have felt like he had space, felt my
concern, and been more likely to say,
“You’re right, I need to think more about
what I am doing here.” 

But I just couldn’t imagine writing a
balanced, dispassionate letter when my
lover is putting himself at risk like that.
What I really wanted to say was, “Are you
crazy!? Stop it now!”

I say this is just about me caring about
him, but it is about us as a couple too. I
want to know my partner cares about his
health. And I want a partner who consid-

ers the relationship when
making what could be life-
and-death decisions. 

There is, of course, anoth-
er issue to all of this. David
is having what seems to be
the most intimate kind of sex
you can have, and he’s doing
it with someone other than
me. He says “he really wants
that” with me, but knows he
can’t have it; we both agree
on that. It makes me sad. I
guess I’d like that with him
too. Frankly, I have been so
immersed in safer sex educa-
tion for so many years I have
refused to even let that part
of my desire surface. 

Saturday Morning 
So, the question for me

this Saturday morning is, 
do I mail him this AIDS
Foundation ad? It may have
new information he doesn’t
know (I hadn’t heard about
the case they referred to). It

may piss him off and make him even more
resistant to my concerns. But I decide not
to send it. He gets POZ and BETA and all
those other publications about living with
HIV. I hope this information will get to
him soon. I don’t think I am the best mes-
senger right now. 

What I want him to know is that I love
him and that I want us to be together for a
long, long time. I know he feels the same
about me. I want him to keep all of that in
mind when he’s making decisions about
what kind of sex he’s going to have. I can’t
force him to do anything, but I can keep
reminding him that we have a really sweet
future to live together—maybe that’s a
message that really will sink in.

FOCUS6 September1998

Authors
The author, who
asked that his name
be withheld, produces
health education
media, teaches peer
counseling, and was
active in the activist
organization ACT UP
for many years.

Comments and Submissions 
We invite readers to send letters

responding to articles published in
FOCUS or dealing with current AIDS
research and counseling issues. We
also encourage readers to submit arti-
cle proposals, including a summary of
the idea and a detailed outline of the
article. Send correspondence to:

Editor, FOCUS
UCSF AIDS Health Project, Box 0884
San Francisco, CA 94143-0884

David is having
the most intimate

kind of sex you
can have, and he’s

doing it with
someone other

than me. He says
“he really wants

that” with me, 
but knows he can’t

have it; we both
agree on that. 

It makes me sad. 



FOCUS7 September 1998

Determinants of Disclosure
Stein MD, Freedberg KA, Sullivan LM, et al.
Disclosure of HIV-positive status to partners. Archives
of Internal Medicine. 1998; 158: 253-257. (Brown
University; Boston University School of Medicine and
Public Health; and Boston Medical Center.)

Recently infected people with one sexu-
al partner are 3.2 times more likely to
disclose their HIV status than people with
multiple partners, according to a study of
determinants of disclosure among 203
urban hospital patients. 

Researchers recruited patients who had
received primary care for HIV for the first
time from the HIV clinics at Boston City
Hospital and Rhode Island Hospital. Sixty-
nine percent of the patients were male, 46
percent were Black, 27 percent were
White, and 23 percent were Latino. Forty-
one percent reported that their primary
risk activity was injection drug use, 39
percent became infected through hetero-
sexual sex, and 20 percent were homosex-
ual or bisexual men; 64 percent reported

having sexual partners
during the prior six
months. The mean age of
the sample was 36.

Sixty percent of the
study’s participants had
disclosed their HIV infec-
tion to all of their sexual
partners. Of the 99 subjects
who were married or in
primary relationships, only
12 percent had not dis-
closed their serostatus to
that person. The most
commonly cited reasons
for failing to inform prima-
ry partners were beliefs
among subjects that doing
so would be too stressful,
that it would cause part-
ners to leave them, that
they needed to deal with
their own emotions regard-
ing HIV first, or that their
partner could not handle
the emotional impact of the

disclosure. 
Notably, participants with high levels of

spousal support were 2.8 times more
likely to disclose their serostatus than
those without spousal support. Yet, partic-
ipants reporting low levels of support
from friends were 2.7 times more likely to
disclose than others.

White and Latino participants were 3.1
times more likely to disclose their serosta-
tus than Black participants. Women were
2.4 times more likely to disclose than men.
Twenty-one percent of participants with
one sex partner had not disclosed their
serostatus to that person, and 58 percent
of those with two or more partners had
not disclosed their status to all of them.

HIV-Infected Women and Fears of Disclosure
Gielen AC, O’Campo P, Faden RR, et al. Women’s
disclosure of HIV status: Experiences of mistreatment
and violence in an urban setting. Women and Health.
1997; 25(3): 19-31. (Johns Hopkins University.)

A preliminary study of 50 seropositive
women found that 76 percent experienced
acceptance, support, and understanding
upon disclosure of their HIV status to
partners, family members, or friends.
While 62 percent of the women feared
rejection, discrimination, and violence
prior to disclosure, only 22 percent expe-
rienced negative outcomes such as these.

At an urban clinic in Baltimore,
researchers interviewed women between
the ages of 16 and 45 about disclosure
experiences. Eighty-six percent of the
subjects were African American, 66 per-
cent were unemployed, and 88 percent
were unmarried. Fifty percent of the
women said they had been infected
through heterosexual transmission, and
56 percent reported previous or current
injection drug use.

The researchers recorded and tran-
scribed responses to six open-ended ques-
tions, and then developed categories for
classifying statements. At the time of the
interview, 98 percent of the participants
had disclosed their HIV status to at least
one person; 82 percent had disclosed to
more than one person. Twenty-two per-
cent of the women experienced rejection,
abandonment, or shame upon disclosing
their HIV status. Two women reported
violence as a result of disclosure.

Disclosure as a Coping Mechanism
Holt R, Court P, Vedhara K, et al. The role of disclo-
sure in coping with HIV infection. AIDS Care.
1998; 10(1): 49-60. (The University, Newcastle
upon Tyne; Bristol Royal Infirmary; North Yorkshire
Health Authority; and Newcastle General Hospital.)

Disclosure of HIV infection can be both a
source of stress and a primary coping
mechanism, according to a British study of
disclosure to friends, family, and sexual
partners. Subjects who had recently been
diagnosed with HIV tended to delay disclo-
sure in order to come to terms with the
news of their infection. However, disclo-

The most
commonly cited
reasons for not
disclosing HIV

infection to
primary partners
included beliefs

that doing so
would be too

stressful and that 
it would cause

partners to leave.
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sure eventually became a way of increasing
emotional and practical support, sharing
the responsibility of sex, and facilitating
self-acceptance.

Researchers recruited gay or bisexual
men from HIV treatment centers, hospital
clinics, and commercial establishments
frequented by gay men. Ninety-eight per-
cent of participants were White, and 73
percent reported being in a primary sexu-
al relationship. Seventy-three percent
reported regular alcohol consumption; 
60 percent used recreational drugs weekly
and 79 percent of these used marijuana.
Fifty percent were asymptomatic, 33 per-
cent were symptomatic, and 18 percent
had an AIDS diagnosis. Ages ranged from
20 years old to 53 years old.

During private interviews, all 40 partici-
pants reported that disclosure of HIV
infection had been a major source of
stress. Although some men sought sup-
port from other HIV-infected people
immediately after receiving their antibody
test results, the majority delayed disclo-
sure to partners, family, and friends. In a
few cases, men disclosed simultaneously
both their sexuality and their HIV status
to their families. Others anticipated nega-
tive responses from families and decided
not to disclose. Most men with symp-
tomatic HIV disease or AIDS disclosed
only to their families and close friends.
Some felt that poor health and subsequent
changes in their physical appearances left
them no choice but to disclose. 

The Responsibility to Disclose
Bayer R. Responsibility and intimacy in the AIDS
epidemic. The Responsive Community. 1997; 7(4):
45-55. (Columbia University.)

A comprehensive review of the dis-
course on sexual responsibility found
that public opinion has shifted from
widespread support of the belief that
people are responsible to protect them-
selves through their own condom use to
the currently popular belief that HIV-
infected people should protect their sexu-
al partners by disclosing their HIV status.

Early in the epidemic, there were three
objections to the idea that HIV-infected
people have a duty to disclose their
serostatus. First, because people may
misrepresent their serostatus, many peo-
ple would fail to protect themselves with
partners they believe to be uninfected.
According to this argument, if everyone
protected themselves by using condoms,
there would be no false sense of security
and no need to disclose HIV status. 

Second, because people who consent to

unprotected sex knowingly place them-
selves at risk, an HIV-infected person
should have no obligation to disclose his
or her serostatus; becoming infected in
this way was analogous to a self-inflicted
injury. Proponents of the “self-protection”
model also feared that a moral duty to
protect partners would lead to criminal-
ization of unsafe sex.

Finally, the responsibility to disclose
was seen as a violation of the right to
privacy, and further, commentators
feared that forced disclosure would
cause division, single out infected peo-
ple, and create an atmosphere of “viral
apartheid.”

By the early 1990s, the self-protection
model was seen as inadequate, particularly
for women, many of whom could not
impose condom use on their male partners,
and for young gay men. The self-protection
model also did not address psychological
issues that may inhibit safer sex practices,
such as denial about a partner’s risks and
relapse into unsafe sex. In addition, the
possibility of condom misuse and breakage
increased the perceived importance of
disclosure. In response to these concerns,
safer sex in conjunction with self-disclo-
sure became widely accepted.

Next Month
The theme of the 12th World AIDS

Conference was “Bridging the Gap,”
but as Lorraine Sherr, PhD, Senior
Lecturer at the Royal Free and
University College Hospital in London,
notes in the October issue of FOCUS,
most of the presentations highlighted
how progress has enhanced the gap.
At a conference where the internation-
al presence was as strong if not
stronger than it has ever been, the dif-
ferences among nations was stark and
complicated. In her report, Sherr dis-
cusses some of the new data on medi-
cal treatment and the psychosocial
issues they raise.

At this most international of confer-
ences, there were some particularly
compelling presentations on the nature
of the international epidemic. William
McFarland, MD, PhD of the San
Francisco Department of Public Health
and Pamela DeCarlo of the University
of California San Francisco report on
the global epidemiology and a new way
of conceptualizing the pandemic.
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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!
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