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On December 1, 1997 the President 

of the United States issued a directive 
on youth and HIV, encouraging the nation
to focus attention on adolescents in the
battle against AIDS and citing the statistic
that one half of all new HIV infections
occur in people under 25 years of age.
This statistic—cited over and over in
reports, brochures, and news stories—
suggests that there is a monolithic youth
epidemic and an effective prevention
strategy to respond to it. But neither 
of these conclusions is true.

Who Is at Risk?
Everyone agrees that there are a large

number of seropositive youth, but beyond
this statement, the details become fuzzy.
Different cities use different methods—
seroprevalence studies or consensus
figures that are the result of estimates
from agencies serving youth—to deter-
mine the extent of the epidemic among 
a population, called “youth,” but defined
inconsistently from study to study and
agency to agency by different age ranges.
Nationally, the Centers for Disease Control
and Prevention (CDC) reports that more
that 22,000 cases of AIDS have been diag-
nosed in youth ages 13 years old to 24
years old.

The only way to develop a true sense of
the number of youth who are HIV-infected
is through HIV antibody testing. But youth
have not sought testing for several rea-
sons, including a failure to perceive their
vulnerability to HIV, inadequate access to
testing, concerns about confidentiality,
and a lack of understanding of the impor-

tance of counseling and testing. In addi-
tion, many youth report that test results
are irrelevant to them, indicating that they
do not know about early treatment
options or do not believe they will have
access to them if they test seropositive.

A standard part of HIV service planning
has always been to identify people
involved in high-risk behavior and to
eliminate the risky behavior. These behav-
ioral interventions have met with some
success, for instance, lowering new infec-
tion rates among gay men in many locali-
ties. As an intervention for adolescents,
however, this strategy is problematic. 

Adolescence is a period marked by
specific developmental tasks, including
defining self, establishing new relation-
ships, creating independence, and forging
new support systems. It is a time of exam-
ination, rebellion, and change. By defini-
tion, adolescence is about risk-taking and
experimentation,1 and it is important to
acknowledge this factor in order to incor-
porate it into HIV intervention design.

But simply defining risk-taking as harm-
ful has never worked to respond to the
dangers it poses. We have “just said no”
since the early 1980s, and adolescent
substance abuse continues to escalate. 
We have encouraged sexual abstinence for
more than a decade, and in most localities
the rates of sexually transmitted diseases
(STD) and HIV infection continue to grow.
Instead, we need to understand the moti-
vation for risk-taking behavior in order 
to make it easier to talk to young people
about the consequences of their choices
and about options that will meet develop-
mental needs for experimentation in ways
that reduce the likelihood of harm.

A Glossary of Subpopulations
The specific subpopulations of youth at

risk for HIV mirror adult populations: gay
and bisexual youth, drug-using youth, and
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youth of color. But, each of these subpop-
ulations faces different risks and levels 
of risk. Young gay and bisexual men are 
at the top of the list. In San Francisco, the
combined risk groups of young gay men
and young gay male injection drug users
account for more than 80 percent of the
adolescent HIV cases.

Young gay and bisexual men have tradi-
tionally not accessed health care, mental
health, or substance abuse services, and
they often distrust the health care system.
During adolescence, gay and bisexual
youth seek to come to terms with their
sexual orientation, grappling with whether
and how to disclose to parents and others.
For a young person who is coming out,
health care systems, with their data forms
and many questions, pose a major chal-
lenge, and studies indicate that issues of
confidentiality are significant barriers to
care for this population.2

It is particularly important to reach 
out to young gay men to introduce these
youth to systems of primary care in sup-
portive ways that respond to and nurture
this fundamental process of identity for-
mation. This approach has the added
potential to prepare these youth for com-
pliance with complex HIV prevention,
testing, and treatment interventions.3 But,

it is important to avoid sending the mes-
sage that youth are important enough to
get the attention of society only when
they are ill.

Substance abuse among gay and bisexu-
al youth is another major risk. Tradition-
ally, limited opportunities for socialization
have meant that gay youth congregate in
bars and clubs where alcohol and “design-
er” drugs are common. In San Francisco,
the use of methamphetamine (speed) is
widespread. The preliminary results of a
study of young injectors indicate that
more than half of those seen in city clinics
test positive for hepatitis C, possibly indi-
cating risky needle sharing behavior. In
addition, drugs such as ketamine (Special
K), gamma-hydroxy-butyrate (GHB), and
MDMA (Ecstasy), which gay youth in the
“club culture” believe to be non-addictive,
are widely used to enhance social and
sexual encounters. But, these drugs also
diminish the ability to make healthy deci-
sions about sex.4

Risk through heterosexual contact is
rapidly increasing among young women of
color. A variety of programs deliver absti-
nence-only messages and seek to delay
the onset of sexual activity. Teen pregnan-
cy rates have been decreasing, yet Black
teens still have babies at twice the rate of
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When I was young—I’ve just
turned 40 if you are reading this
in mid-May—life was an ocean
and I was barely a buoy, afloat
but flooded by wave after wave
of “life experience.” 

And, I did not have to think
about AIDS.

I find it useful to remember
my own adolescence when I
consider the challenges teens
face to day. During high school, 
I faced each of those archetypal
teen experiences—sex, drugs,
rock and roll, uncertainty, fear,
alienation, intergenerational
strife—less prepared than I think
most adolescents are today and
probably less successfully too. 

I can only imagine now what
the threat of AIDS would have
meant to my life as a not-yet-
out—but nonetheless gay—teen

with enough reasons already to
deny my sexual orientation to
myself. How much more com-
plex it would be to consider not
only sex, sexuality, and societal
judgment, but also life and
death. The image is not a pleas-
ant one.

Teens Have Sex
This issue of FOCUS is in 

some ways a tool to help us all
remember the variety of experi-
ences we may have faced as
youth. Steven Tierney reminds
us that the youth epidemic—a
frequent subject of lip service 
in a society that has yet to
acknowledge that teens have
sex—is not a monolithic one. It
seems self-evident, but I guess it
remains confusing: for different
groups of teens, risk manifests

itself in different ways, and our
responses must correspond. 

Teresa Betancourt and Jaime
Diego Chavez suggest one way 
to reach out to teens. Applying 
a peer model that acknowledges
personal connections, they are
able to reach out to a diverse
group of Latino and Latina youth. 

Adolescence is often
portrayed as a time of simple
pleasures: happy-go-lucky lives,
nurturing households, support-
ive schools, uncomplicated
endeavors. It’s a vision of an
idealized childhood where Mom
and Dad keep things together
and the kids are, well, the kids. 

My life was never simple. Was
yours? Or at least, it never felt
that way. 

As much as we’d like teens to
lead uncomplicated lives and to
settle down to the reality of risk,
their lives are not about settling
down to anything. They are
complex and confusing—and
that’s how it must be. 

Editorial: The Pressures of Youth
Robert Marks, Editor
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Whites (91.7 per 1000 versus 48.4 per
1000); Hispanic teens have the highest
rates (101 per 1000 ).5 What programs

overlook is that many young
women get pregnant to satisfy
the need for love, to leave a
legacy, or to respond to 
other emotional and religious
factors.6 Program planners
might design interventions 
that seek ways to help young
women fulfill these needs or 
at least understand that, in the
long run, pregnancy alone will
not fulfill these needs. Further,
it does not make sense to iden-
tify as a risk group young
women engaged in heterosexual
activity without also targeting
their male partners, who,
despite the notion that these
partners are being served by
other program options, are not
receiving HIV-related services. 

Adolescence, a time of experimentation,
movement towards independence, and
growth, has always been a time for learning
about alcohol and other drugs. The chal-
lenges of poverty, and domestic and com-
munity violence facing today’s youth lead
many to self-medicate with substances that
are readily accessible on the street in
urban, suburban, and rural settings.

Yet, a review of local service directories
reveals the glaring omission of adolescent
substance abuse services. For example, in
Boston there is currently no residential
substance abuse program for adolescents,
and in San Francisco there is only one.
Treatment options limited to hospital
detoxification, outpatient therapy, and
community based abstinence-only pro-
grams may not provide enough options 
to meet the specific needs of adolescents;
residential stabilization may be useful and
some type of supported housing is essen-
tial. The lack of treatment options is a
serious problem not only because it fails
to reduce adolescent substance use, but
also because sobriety is often a require-
ment for youth who want to participate 
in other educational, social service, and
health care programs. Youth who are clean
and sober gain increased access to such
programs and their benefits, and sobriety
enhances the likelihood that young people
will comply with commitments they make
as participants in these programs.

Despite their obvious differences in risk
and demographics, at-risk youth share
one crucial characteristic: their goals and
expectations often differ from those of the

adults who design and deliver programs
and care for them. Frequently these differ-
ences shade all aspects of program design
and implementation and can erect barriers
to care that diminish motivation and the
self-esteem necessary to remain healthy
and make healthy choices.

For example, gay youth, beginning to
think about and experiment with sex, get
messages that amount to aversion thera-
py, telling them all the things they should
not do or cannot do. For many of these
young people, being gay is about sex,
love, and intimacy. Portraying this emer-
gence only as a series of risky, potentially
harmful experiences is not only contra-
dicted by their experiences, it is irrelevant
to their lives and may be harmful to their
psychological development. Similarly,
teen mothers seeking love and stability 
in their young lives are told to wait, to
abstain, and to finish their education. Life
has already taught them plenty, and their
plans may be much more compelling than
the expectations prevention planners
might establish for them.

Creating Partnership
HIV education and prevention efforts,

generally designed by adults, are focused
on the future. “If you do——, you will live
longer.” “If you stop doing——, you will
stay healthy.” How real are these messages
for youth? In REALITY, a magazine by and
for seropositive youth, editor Bill Barnes
states that “For many HIV-positive youth
the future is kinda not the first thing on
our minds.” This statement is a powerful
bit of information for those of us deliver-
ing services.

We tell young people not to do drugs
and they will live longer, and we tell them
not to have sex and they will have healthi-
er futures. The fact is youth have always
engaged in sex and have always experi-
mented with alcohol and other drugs. As
uncomfortable as this makes most adults,
it is a reality. Youth do these things
because they feel good, they satisfy a
need, or they medicate a “problem.” Young
people do these things because in the
communities in which they live, they
perceive these behaviors as their only
options to respond to these goals.

If youth are doing drugs to battle hope-
lessness or having sex to bridge isolation
or to shield themselves from violence,
this information is crucial to HIV preven-
tion efforts. These problems take prece-
dence over the possible transmission of
HIV and the eventual health implications
of transmission. In order to reduce HIV
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risk, prevention programs must address
solutions to hopelessness, isolation, and
violence. Criminalizing or forbidding
behaviors that satisfy basic human needs
will not reduce risky behaviors or the
resulting HIV transmission.

In the sixties Bobby Kennedy used to
quote an old proverb, “If you give a man 
a fish, he eats today; if you teach a man 
to fish, he can eat forever.” The fact is that
a hungry man is probably not interested
in learning to fish, and theory tells us 
that optimal learning cannot occur if the
student is malnourished. We need to
understand that the man is hungry and
get him fed. Once we have indicated in
this way that we understand his basic
human need, he may engage with us in 
a conversation about future job training.

The programs that work best to educate
young people about HIV prevention and 
to bring young people into care are those
programs that are based on youth/adult
partnerships. In the context of effective
partnerships, adults listen respectfully 
to youth, and youth participate in goal-
setting and outcome measurement. Such
partnerships also require adults to speak
honestly and clearly. Adults who lived
through the 1960s have little credibility
delivering “Just say no” or abstinence-only
messages in the 1990s. However, adults
can share the powerful knowledge that
drugs and sex are, at best, temporary
solutions to isolation and hopelessness,
because this insight is based on experi-
ences they share with youth. 

Youth/adult partnerships also take
advantage of the particular strengths of
each partner. Young people have energy,
passion, determination, and a hunger for

knowledge. Adult providers have experi-
ence, technical knowledge, and concern.
Effective partnerships will honor the
struggles that are native to youth—to 
be individuals, to be independent, to 
do things in their own way—allowing 
for experimentation and growth, while
informing these experiences with informa-
tion and approaches that reduce harm.

A good place to begin the partnership, 
is with dialogue, as adults begin to share
their histories of risk and adolescent
struggle. Once the partners acknowledge
common ground, this can form the plat-
form on which to build programs, services,
treatment options, and research studies
that will interest youth and with which
they might comply and from which they
might benefit. The involvement of youth 
in program planning can also bring to
planning agencies an energy and insight
that may be unfamiliar and welcome.

Conclusion
Could it be that focusing on high-risk

youth is too narrow a target? All youth are
sexual, and bursting with new emotions
(and hormones). Many young people exper-
iment with drugs and alcohol. Many in our
cities face violence and poverty. Many in
rural and suburban areas face isolation and
alienation. All youth deserve to be listened
to and engaged. All youth deserve to have
options from which to make the healthiest
choices possible. In full partnership with
caring adults, adolescents can develop
programs that have the best chance of
responding to their real needs and risks. 
In this enterprise, youth deserve the wis-
dom of adult experience, and adults need
the passion and insight of youth.
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While Latinos and Latinas have always
been over-represented among people with
HIV disease, they comprise almost a majori-
ty of HIV infections among teenagers.1

According to the San Francisco Department
of Public Health AIDS Office, as of December
1997, 43 percent of AIDS cases among youth
ages 13 to 19 were among Latinos or Latin-
as: 44 percent of these cases were Latino,
and 33 percent were Latina.2 Facing lan-
guage barriers, cultural taboos, or religious
boundaries, Latino communities have lacked
appropriate HIV information, making indi-
viduals easy targets for this disease.

Program Goals and Design
It is fitting, then, that a program designed

to address this situation should come from
a Latino-identified agency rather than from
an HIV-identified organization. In the spring
of 1997, the Mission Neighborhood Health
Center (MNHC) in San Francisco developed
and implemented a program focused on HIV,
sexually transmitted disease (STD), and
pregnancy prevention among Latino youth
ages 13 to 18. The goals of the “Latinos en
Extasis”* program are to:

• Increase the perception of susceptibility
to HIV infection, STDs, and pregnancy; 

• Improve self-esteem; 

• Improve communication skills for negoti-
ating condom use and other birth control.

The youth-focused, peer intervention
program is based on Diffusion of Innovation
Theory (DIT).3 This type of intervention

builds on the social influence of community
leaders to change the socially acceptable
norm for a given behavior. The theory sug-
gests that information and learning flow
through natural social networks: Latino
youth are more likely to adopt new behav-
iors if these behaviors are introduced by
someone who is similar to them in age and
culture and is perceived to be a role model.
Since peer norms are well-known to exert a
particularly strong influence on adolescent
behavior, peer education can be particularly
effective in changing the sexual behavior
associated with HIV and STD risk. 

It is important to the program design
for the teens to feel ownership of Latinos
en Extasis. They named the program and
selected the logo and slogan: “Felices sin
riesgo” (Happy and risk free). Applying
DIT, peer leaders seek to diffuse concepts
related to the slogan to group members.
After completing the four-session course,
peer leaders assure further diffusion by
asking participants to discuss these con-
cepts with five other teens: friends, sib-
lings, neighbors, relatives, or strangers.
Participants are encouraged to integrate
“risk free” into every day life, making it a
“catch phrase” within their peer groups,
an acknowledgment of pride about the
decisions they and their peers are making.

When recruiting peer educators, pro-
gram staff select teens who are perceived
as leaders among youth. The peer educa-
tors who are chosen are outspoken, have
good communication skills, and have a
desire to give back to the community, to
work with other teens, and to be commu-
nity activists. Program staff go to high
schools, community agencies, health fairs,

*To the youth in the
program, “Latinos en
Extasis” means being
happy and living life
to its full potential. In
English, extasis means
ecstasy, overwhelming
delight, and ecstatic.
Its connotation in
Spanish is not related
to the drug Ecstasy,
but refers literally to
a state of mind:
rapture.
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and street fairs, and conduct further
street outreach. Currently, there are eight
peer educators and two alternates (five
men and five women), whose nationalities
are as diverse as the city in which they
live, including people born in: El Salvador,
Mexico, Nicaragua, Peru, Puerto Rico, and
the United States. Some of the peer educa-
tors are monolingual—speaking only
Spanish— and some are bilingual. 

Peer educator training includes educa-
tion on HIV, STDs, reproductive anatomy,
and health education. The training also
emphasizes communication styles, cre-
ativity in facilitation skills, team building,
how to address peer pressure around
issues of sex, and program development. 

Filling and Leading Groups
Peer educators recruit participants from

the target population who reflect the diver-
sity of the San Francisco Latino community.
This includes people from different socioe-
conomic classes, with different education
levels, and with different backgrounds:
youth involved in gangs, youth from the
gay, lesbian, bisexual, and transgender
community, homeless youth, teen parents,
and recent immigrants as well as second or
third generation citizens. Teens participate
in four weekly group discussions. The
program repeats with new participants
several times a year; during its first nine
months, Latinos en Extasis completed four
cycles of the course, a total of 16 groups. 

Group leaders conduct each round of
sessions at MNHC as part of the health
center’s Teen Clinic. (Recently, Latinos en
Extasis ran a group at a community youth
agency, and this experience has opened up
the possibilities of offering groups at other
community agencies and high school
health centers.) The groups provide a safe
and confidential environment to discuss
HIV, STDs, and pregnancy, and related
issues such as communication, negotiating
skills, boundary settings, safer choices,
sexuality, and prevention strategies.

While recruiting participants, and dur-
ing their presentations, peer leaders are
especially aware of the importance of
establishing personal connections with
group participants. Expressing friendli-
ness, sincerity, and interest, they invite
teens to attend the group at least once,
and then lead the group through a pre-set
agenda. Group leaders also share personal
experience to establish common bonds
with participants and to inspire trust. 

The group curriculum was inspired by
Reducing the Risk by Richard Barth, who
focuses on building skills to prevent HIV,

STDs and pregnancy.4 It includes material
on both abstinence and consistent and
effective use of protection. The peer lead-
ers utilize activities such as role-plays,
dyads, and icebreakers to enhance partici-
pation among their group members. They
adapt games to fit educational models: for
example, in Pictionary, the participant is
given a word or phrase related to health
education and is asked to draw or, in
some other creative way, communicate 
the concept. Peer leaders may also design
games of their own which, integrated into
each session, ease the flow and help lead-
ers when participants become unfocused. 

Conclusion
Latinos en Extasis has made great strides.

Many of the youth that have come to the
groups have stated in their evaluations that
they have enjoyed the groups because
teens ran them and the groups were fun.
They said they liked the interactive
approach and games peer educators used to
facilitate and educate the participants.

One of the peer educators shared her
personal experience as a member of
Latinos en Extasis: “I am a 16-year-old
sophomore. I was born in Puerto Rico and
moved to the United States when I was 8
years old. Latinos en Extasis has taught me
many things. I have been able to gain
information and pass it on to the teenagers
who come to the groups. I have learned to
communicate better with others and pro-
vide a safe environment by building a
certain communication and trust. Our
groups are unique and fun because we
communicate HIV prevention education
through games and activities. Latinos en
Extasis is a great way to help others, and
at the same time help yourself by learning
from different people’s experiences. This
way we can live Felices Sin Riesgo."
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Condom Use among Heterosexual Teens
Gillmore MR, Morrison DM, Richey CA, et al.
Effects of a skill-based intervention to encourage
condom use among high risk heterosexually active
adolescents. AIDS Education and Prevention. 1997;
9(Supplement A): 22-43. (University of Washington.)

Contradicting the research literature, a
recent study found that skill-based interven-
tions were not sufficient to induce high-risk
heterosexually active teenagers to use con-
doms consistently. However, the interven-
tions—including a comic book, videotape,
and group skill training—did achieve mod-
erate changes in attitudes toward condom
use, reported ability to talk about condoms
with partners, and beliefs about the efficacy
of condoms in protecting against sexually
transmitted diseases (STDs).

Participants included 228 youths (ages
ranging from 13 to 18) from a juvenile

detention facility and 168 youths
sampled (ages ranging from 14 to
19) in STD and other public health
clinics. There were equal numbers
of African American and European
American male and female youth.
Each participant completed a sur-
vey before testing, after the inter-
ventions, and after three- and
six-month follow-ups. The inter-
ventions focused on negotiating
skills: the 16-page comic book
provided basic information about
HIV and other STDs and presented
condom use negotiating skills; the
27-minute videotape demonstrated
these skills; and the eight-hour
group skill training focused on
rehearsing the skills. Researchers
divided subjects into three groups:
a comic book group; a comic book
plus video group; and a group that
received all three interventions.

After three and six months, there were
fewer significant differences between the
interventions than would be expected by
chance alone. However, there were some
notable differences between the two popu-
lations studied. Participants in the deten-
tion sample indicated significant gains in
self-efficacy at six months, while there was
no change for the clinic group. Results from
the clinical group show changes in beliefs
that condoms protect against STDs, but
show no change in beliefs that condoms
protect against pregnancy. Conversely,
results from the detention sample show
changes in beliefs that condoms protect

against pregnancy, but show no change in
beliefs that condoms protect against STDs.

The researchers conclude that while the
relatively brief skill-based interventions
may suffice for teens at lower risk than
those in the study, they are not effective
enough to motivate condom use among
adolescents at high risk. They suggest
researching interventions that personalize
becoming infected with HIV or another
STD, perhaps involving role playing or
writing down consequences of infection.

HIV Testing among Urban Youth
Rotheram-Borus MJ, Gillis JR, Reid HM, et al. HIV
testing, behaviors, and knowledge among adoles-
cents at high risk. Journal of Adolescent Health.
1997; 20(3): 216-225. (University of California, 
Los Angeles; University of California, Davis.)

A study of homeless and gay and bisex-
ual urban youth in Los Angeles, New York,
and San Francisco found not only that
most subjects had been tested at least
once for HIV, but also that, contrary to
expectations, more than 90 percent had
returned for results. Of the three cities,
Los Angeles had the highest rate of testing
(90 percent), San Francisco was second (65
percent), and New York third (39 percent).

Researchers recruited youth ages 14 to
22 from community-based agencies serving
gay, bisexual, homeless, and runaway
youth. Results were based on self-reports
regarding testing, sexual activity, and sub-
stance use. In San Francisco, 70 percent of
the sample were heterosexual; in New York,
50 percent were gay and 45 percent were
bisexual; and in Los Angeles, the sample
was divided among three orientations.

Youth at highest risk—injection drug-
using or gay—and those who were older
had the highest rates of testing. In addi-
tion, sexually active youth in San Francisco
were less likely to use condoms during
vaginal or anal intercourse (62 percent)
than those from either Los Angeles (76
percent) or New York (80 percent). San
Francisco subjects were more likely to
have used injection drugs (41 percent)
than those in Los Angeles (25 percent) or
New York (6 percent). “Anglo” youth had
the highest reported levels of vaginal
intercourse and injection drug use, while
African Americans had the highest report-
ed levels of anal intercourse. Latino youth
were least likely to report unprotected
intercourse or injection drug use.

Latino youth were also the least likely
to have been tested for HIV at each test
site. Subjects who were older, those who
identified as homosexual, those who
reported unprotected anal or vaginal
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intercourse, and those who reported injec-
tion drug use were significantly more
likely to have been tested.

Culture and Risk Behavior among Students
Hou S, Basen-Engquist K. Human immunodeficiency
virus risk behavior among white and Asian/Pacific
Islander high school students in the United States:
Does culture make a difference? Journal of Adolescent
Health. 1997; 20(1): 68-74. (University of Texas,
Houston.)

While Asian/Pacific Islander teens have
low overall HIV seroprevalence rates, once
sexually experienced, their behaviors may
be as risky as those of White adolescents,
according to a study of 5,793 students. 

Researchers analyzed data from the
Centers for Disease Control and Prevention
(CDC) Youth Risk Behavior Survey, a ques-
tionnaire administered in 1991 to 12,272
U.S. high school students. Of the national
sample, the 5,385 students who identified
as White and 408 students identified as
Asian/Pacific Islander were the focus of this
subanalysis. The median age of both groups
of students was 16, and Asian/Pacific
Islander students rated their academic per-
formance higher than did White students.

After controlling for academic perfor-
mance, White students were 2.4 times more
likely to communicate about HIV and AIDS,
2.7 times more likely to be sexually experi-
enced, and 2.5 times more likely to use
alcohol or other drugs before sex than
Asian/Pacific Islander subjects. These
findings might be explained by the values
of family obligation, obedience to rules and
roles, and face saving in many Asian and
Pacific Islander communities—values that
may have engendered personal reticence
and conservative attitudes toward sex. 

The study shows, however, that
Asian/Pacific Islander subjects who were
sexually experienced did not differ from
their White counterparts in terms of age of
first sexual experience, number of lifetime
sexual partners, and prevalence of condom
use. These students may be influenced
more by mainstream American values than
by Asian/Pacific Islander values.

Sexual Behaviors of Gay Youth
Van de Ven P, Noble J, Kippax S, et al. Gay youth 
and their precautionary sexual behaviors: The Sydney
men and sexual health study. AIDS Education and
Prevention. 1997; 9(5): 395-410. (Macquarie
University, Sydney; University of New South Wales.)

An Australian study of sexual health
found no significant differences in HIV-
related risk factors between young and
older men, contrary to North American and
European data, which have repeatedly

demonstrated a youth risk phenomenon.
The findings challenge the notion that men
under the age of 25 are immature, predis-
posed toward risk-taking, and less capable
of responding to safe sex messages.

Data was obtained between 1992 and
1994 from the sociobehavioral arm of the
Sydney Men and Sexual Health study, a
longitudinal investigation of the impact of
HIV on gay and bisexual men. Researchers
interviewed 1,038 subjects, 216 of whom
were under the age of 25 and 822 of whom
were more than 25 years old. There were no
significant differences between the younger
and older groups in relation to ethnicity,
sexual identity, or relationship status.

Despite the fact that the young men in
this sample were less likely than the older
men to know their HIV serostatus, they
were as knowledgeable about HIV trans-
mission, as connected to the Sydney gay
community, and as behaviorally cautious
as their older counterparts. For example,
there were no significant intergenerational
differences in anal intercourse with regu-
lar or casual male partners.

The discrepancy between these findings
and the North American and European
data may result from the existence of
organized gay communities in Australia
and the encouragment of HIV education,
safe pleasures, and gay self-expression.

Next Month
Psychologist Walt Odets has high-

lighted the failing of HIV prevention
strategies that indiscriminately target
both seropositive and seronegative
people. In response, his writing has
focused on defining the prevention
challenges for seronegative gay men.
In the June issue of FOCUS, Lydia R.
Temoshok, PhD, with the Institute of
Human Virology in Baltimore, and
Ralph R. Frerichs, DVM, DrPH,
Chair of the UCLA Department of
Epidemiology, take much the same
position, but examine instead sec-
ondary prevention—preventing trans-
mission from people with HIV to their
uninfected partners. They describe
the risks, risk relationships, and chal-
lenges of secondary prevention.

Also in the June issue, Walton
Senterfitt, RN, MPH, an epidemiolo-
gist at the Los Angeles Department of
Health Services, describes a telephone
hotline program for seropositives.

Executive Editor; Director,
AIDS Health Project
James W. Dilley, MD

Editor
Robert Marks

Staff Writers
Susan LaCroix
John Tighe

Founding Editor; Advisor
Michael Helquist

Medical Advisor
Stephen Follansbee, MD

Design
Saul Rosenfield

Production
Andrew Tavoni
Shauna O’Donnell

Circulation
Shauna O’Donnell

Interns
Gloria Chung
Jesse Ritvo

FOCUS is a monthly pub-
lication of the AIDS
Health Project, affiliated
with the University of
California San Francisco.

Twelve issues of FOCUS
are $36 for U.S. residents,
$24 for those with limited
incomes, $48 for individu-
als in other countries, $90
for U.S. institutions, and
$110 for institutions in
other countries. Make
checks payable to “UC
Regents.” Address sub-
scription requests and cor-
respondence to: FOCUS,
UCSF AIDS Health
Project, Box 0884, San
Francisco, CA 94143-
0884. Back issues are $3
each: for a list, write to the
above address or call
(415) 476-6430.

To ensure uninterrupted
delivery, send your new
address four weeks before
you move.

Printed on recycled paper.

©1998 UC Regents: All
rights reserved.

ISSN 1047-0719

FOCUS
A Guide toAIDSResearch and Counseling



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.

http://ucsf-ahp.org/HTML2/services_providers_publications.html
http://ucsf-ahp.org/HTML2/services_providers_publications.html
http://ucsf-ahp.org/HTML2/services_providers_publications.html
http://ucsf-ahp.org/HTML2/services_providers_publications.html
http://ucsf-ahp.org/HTML2/services_providers_publications.html

