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November 6, 1986

nourished by those same Scriptures and by the
spirit of truth whose word they are. It is
likewise essential to recognize that the Scrip-
tures are not properly understood when they
are interpreted in a way which contradicts the
Church’s living tradition. To be correct, the
interpretation of Scripture must be in substan-
tial accord with that tradition.

THE VATICAN COUNCIL II in Dei Verbum, No.
10, put it this way: “It is clear, therefore, that in
the supremely wise arrangement of God, sacred
tradition, sacred Scripture and the magisterium
of the Church are so connected and associated
that one of them cannot stand without the
others. Working together, each in its own way
under the action of the one Holy Spirit, they all
contribute effectively to the salvation of souls.”
In that spirit we wish to outline briefly the
biblical teaching here.

6.) Providing a basic plan for understanding
this entire discussion of homosexuality is the
theology of creation we find in Genesis. God, by
His infinite wisdom and love, brings into exis-
tence all of reality as a reflection of His
goodness. He fashions mankind, male and

“The Church, obedient to the

Lord who founded her and
gave to her the sacramental
life, celebrates the divine plan
of the loving and life-giving
union of men and women in
the sacrament of marriage.”

female, in His own image and likeness. Human
beings, therefore, are nothing less than the

work of God Himself, and in the complementari-
ty of the sexes, they are called to reflect the
inner unity of the Creator. They do this in a
striking way in their cooperation with Him in
the transmission of life by a mutual donation of
the self to the other.

In Genesis 3, we find that this truth about
persons being an image of God has been
obscured by original sin. There inevitably fol-
lows a loss of awareness of the covenantal
character of the union these persons had with
God and with each other. The human body
retains its “spousal significance” but this is now
clouded by sin. Thus, in Genesis 19:1-11, the
deterioration due to sin continues in the story
of the men of Sodom. There can be no doubt of
the moral judgment made there against
homosexual relations. In Leviticus 18:22 and
20:13, in the course of describing the conditions
necessary for belonging to the chosen people,
the author excludes from the people of God
those who behave in a homosexual fashion.

AGAINST THE BACKGROUND of this exposi-

tion of theocratic law, an eschatological per-
spective is developed by St. Paul when, in I

Corinthians 6:9, he proposes the same doctrine _

and lists those who behave in a homosexual
fashion among those who shall not enter the
kingdom of God.

In Romans 1:18-32, still building on the moral
traditions of his forebears, but in the new
context of the confrontation between Christiani-
ty and the pagan society of his day, Paul uses
homosexual behavior as an example of the
blindness which has overcome humankind.
Instead of the original harmony between Crea-
tor and creatures, the acute distortion of idola-
try has led to all kinds of moral excess. Paul is
at a loss to find a clearer example of this
disharmony than homosexual relations. Finally,
I Timothy 1, In full continuity with the biblical
position, singles out those who spread wrong
doctrine and in verse 10 explicitly names as
sinners those who engage in homosexual acts.

7.) THE CHURCH, obedient to the Lord who
founded her and gave to her the sacramental

life, celebrates the divine plan of the loving and
life-giving union of men and women in the
sacrament of marriage. It is only in the marital
relationship that the use of the sexual faculty
can be morally good. A person engaging in
homosexual behavior therefore acts immorally.

To choose someone of the same sex for one’s
sexual activity is to annul the rich symbolism
and meaning, not to mention the goals, of the
Creator’s sexual design. Homosexual activity is
not a complementary union, able to transmit
life, and so it thwarts the call to a life of that
form of self-giving which the Gospel says is the
essence of Christian living. This does not mean
that homosexual persons are not often generous
and giving of themselves, but when they engage
in homosexual activity they confirm within
themselves a disordered sexual inclination
which is essentially self-indulgent.

As in every moral disorder, homosexual activ-
ity prevents one’s own fulfillment and happi-
ness by acting contrary to the creative wisdom
of God. The Church, in rejecting erroneous
opinions regarding homosexuality, does not
limit but rather defends personal freedom and
dignity realistically and authentically under-
stood.

8.) THUS, THE CHURCH’S teaching today is in
organic continuity with the scriptural perspec-
tive and with her own constant tradition.
Though today’s world is in many ways quite

new, the Christian community senses the pro-
found and lasting bonds which join us to those
generations who have gone before us, “marked
with the sign of faith.”

Nevertheless, increasing numbers o‘f pgeople
today, even within the Church, are bringing
enormous pressure to bear on the Church to
accept the homosexual condition as though it
were not disordered and to condone homosexu-
al activity. Those within the Church who argue
in this fashion often have close ties with those
with similar views outside it. These latter
groups are guided by a vision opposed to the
truth about the human person, which is fully
disclosed in the mystery of Christ. They reflect,
even if not entirely consciously, a materialistic
ideology which denies the transcendent nature
of the human person as well as the supernatur-
al vocation of every individual.

The Church’s ministers must ensure that
homosexual persons in their care will not be
misled by this point of view, so profoundly
opposed to the teaching of the Church. But the
risk is great and there are many who seek to
create confusion regarding the Church’s posi-
tion, and then to use that confusion to their own
advantage.

9.) THE MOVEMENT within the Church,
which takes the form of pressure groups of
various names and sizes, attempts to give the
impression that it represents all homosexual

“She is also aware that the
view that homosexual activity
is equivalent to, or as accept-
able as, the sexual expression
of conjugal love has a direct

impact on society’s under-

standing of the nature and
rights of the family and puts
them in jeopardy.”

persons who are Catholics. As a matter of fact,
its membership is by and large restricted to
those who either ignore the teaching of the
Church or seek somehow to undermine it. It
brings together under the aegis of Catholicism
homosexual persons who have no intention of
abandoning their homosexual behavior. One
tactic used is to protest that any and all
criticism of or reservations about homosexual
people, their activity and lifestyle, are simply
diverse forms of unjust discrimination.

There is an effort in some countries to
manipulate the Church by gaining the often
well-intentioned support of her pastors with a
view to changing civil statutes and laws. This is
done in order to conform to these pressure
groups' concept that homosexuality is at least a
completely harmless, if not an entirely good,
thing. Even when the practice of homosexuality
may seriously threaten the lives and well-being
of a large number of people, its advocates
remain undeterred and refuse to consider the
magnitude of the risks involved.

The Church can never be so callous. It is true
that her clear position cannot be revised by
pressure from civil legislation or the trend of
the moment. But she is really concerned about
the many who are not represented by the pro-
homosexual movement and about those who
may have been tempted to believe its deceitful
propaganda. She is also aware that the view
that homosexual activity is equivalent to, or as
acceptable as, the sexual expression of conjug
love has a direct impact on society’s under-
standing of the nature and rights of the family
and puts them in jeopardy.

10.) IT IS DEPLORABLE that homosexuz}l
persons have been and are the object of violer

“What is-essential-is that the
fundamental liberty which
characterizes the human per-
son and gives him his dignity
be recognized as belonging to
the homosexual person as
well.”

malice in speech or in action. Such treatment
deserves condemnation from the Church’s pas-
tors wherever it occurs. It reveals a kind of
disregard for others which endangers the most
fundamental principles of a healthy society.
The intrinsic dignity of each person must
always be respected in word, in action and in
law.

But the proper reaction to crimes committed
against homosexual persons'should not be to
claim that the homosexual condition is not
disordered. When such a claim is made and
when homosexual activity is consequently con-
doned, or when civil legislation is introduced to
protect behavior to which no one has any
conceivable right, neither the Church nor socie-
ty at large should be surprised when other
distorted notions and practices gain ground,
and irrational and violent reactions increase.

11.) It has been argued that the homosexual
orientation in certain cases is not the result of
deliberate choice, and so the homosexual per-
son would then have no choice but to behave in
a homosexual fashion. Lacking freedom, such a
person, even if engaged in homosexual activity,
would not be culpable.

Here, the Church’s wise moral tradition is
necessary since it warns against generalization:
in judging individual cases. In fact, circum-
stances may exist, or may have existed in the
past, which would reduce or remove the culpa-
bility of the individual in a given instance, or
other circumstances may increase it. What is at
all costs to be avoided is the unfounded and
demeaning assumption that the sexual behavios:
of homosexual persons is always and totally
compulsive and therefore inculpable. What is
essential is that the fundamental liberty which
characterizes the human person and gives him
his dignity be recognized as belonging to the
homosexual person as well. As in every conver-
sion from evil, the abandonment of homosexua’
activity will require a profound collaboration ¢
the individual with God's liberating grace.

12.) WHAT, THEN, are homosexual persons tc
do who seek to follow the Lord? Fundamentall
they are called to enact the will of God in their
life by joining whatever sufferings and difficul-
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ties they experience in virtue of their condition
to the sacrifice of the Lord's cross. That cross,
for the believer, is a fruitful sacrifice since
from that death come life and redemption.
While any call to carry the cross or to under-
stand a Christian’s suffering in this way will
predictably be met with bitter ridicule by some,
it should be remembered that this is the way to
eternal life for all who follow Christ.

It is, in effect, none other than the teaching of
Paul the Apostle to the Galatians when he says
that the Spirit produces in the lives of the
faithful “love, joy, peace, patience, kindness,
goodness, trustfulness, gentleness and self con-
trol” (5:22) and further (verse 24), “You cannot
belong to Christ unless you crucify all self-
indulgent passions and desires.”

It is easily misunderstood, however, if it is
merely seen as a pointless effort at self-denial.
The cross is a denial of self, but in service to
the will of God Himself who makes life come
from death and empowers those who trust in
Him to practice virtue in place of vice.

TO CELEBRATE the paschal mystery, it is
necessary to let that mystery become imprinted
in the fabric of daily life. To refuse to sacrifice
one’s own will in obedience to the will of the
Lord is effectively to prevent salvation. Just as
the cross was central to the expression of God’s
redemptive love for us in Jesus, so the confor-
mity of the self-denial of homosexual men and
women with the sacrifice of the Lord will
constitute for them a source of self-giving which
will save them from a way of life which
constantly threatens to destroy them.

Christians who are homosexual are called, as
all of us are, to a chaste life. As they dedicate
their lives to understanding the nature of God’s
personal call to them, they will be able to
celebrate the sacrament of penance more faith-
fully and receive the Lord’s grace so freely
offered there in order to convert their lives
more fully to His way.

13.) We recognize, of course, that in great
measure the clear and successful communica-
tion of the Church's teaching to all the faithful,
and to society at large, depends on the correct
instruction and fidelity of her pastoral minis-
ters. The bishops have the particularly grave
responsibility to see to it that their assistants in
the ministry, abov 1} ¢t~ ~riests, are rightly
informed and personall sposed to bring the
teaching of the Church ... .5 integrity to
everyone.

The characteristic concern and good will
exhibited by many clergy and religious in their
pastoral care for homosexual persons is admira-
ble, and, we hope, will not diminish. Such
devoted ministers should have the confidence
that they are faithfully following the will of the
Lord by encouraging the homosexual person to

“The characteristic concern
and good will exhibited by
many clergy and religious in
their pastoral care for
homosexual persons is admira-
ble, and, we hope, will not
diminish.”

lead a chaste life and by affirming that person’s
God-given dignity and worth.

14.) WITH THIS IN MIND, this congregation
wishes to ask the bishops to be especially
cautious of any programs which may seek to
pressure the Church to change her teaching,
even while claiming not to do so. A careful
examination of their public statements and the
acti¥ities they promote reveals a studied ambi-
guity by which they attempt to mislead the
pastors and the faithful. For example, they may
present the teaching of the magisterium, but

only as if it were an optional source for the
formation of one's conscience. Its specific
authority is not recognized. Some of these
groups will use the word “Catholic” to describe
either the organization or its intended mem-
bers, yet they do not defend and promote the
teaching of the magisterium, indeed, they even
openly attack it. While their members may
claim a desire to conform their lives to the
teaching of Jesus, in fact they abandon the
teaching of His Church. This contradictory
action should not have the support of the
bishops in any way.

15.) We encourage the bishops, then, to pro-
vide pastoral care in full accord with the
teaching of the Church for homosexual persons
of their dioceses. No authentic pastoral pro-
gram will include organizations in which
homosexual persons associate with each other
without clearly stating that homosexual activity
is immoral. A truly pastoral approach will

“In bringing this entire mat-
ter to the bishops’ attention,
this congregation wishes to

support their efforts to assure
that the teaching of the Lord
and His Church on this impor-
tant question be communicated
fully to the faithful.”

appreciate the need for homosexual persons to
avoid the near occasions of sin.

We would heartily encourage programs where
these dangers are avoided. But we wish to make
it clear that departure from the Church’s teach-
ing, or silence about it, in an effort to provide
pastoral care is neither caring nor pastoral.
Only what is true can ultimately be pastoral.
The neglect of the Church’s position prevents
homosexual men and women from receiving the
care they need and deserve.

An authentic pastoral program will assist
homosexual persons at all lev * fthe spiritual
life: through the sacraments, &.... .n particular
through the frequent and sincere use of the
sacrament of reconciliation, through prayer,
witness, counsel and individual care. In such a
way, the entire Christian community can come
to recognize its own call to assist its brothers
and sisters, without deluding them or isolating
them.

16.) FROM THIS multifaceted approach there
are numerous advantages to be gained, not the
least of which is the realization that a
homosexual person, as every human being,
deeply needs to be nourished at many different
levels simultaneously.

The human person, made in the image and
likeness of God, can hardly be adequately
described by a reductionist reference to his or
her sexual orientation. Everyone living on the
face of the earth has personal problems and
difficulties, but challenges to growth, strengths,
talents and gifts as well. Today, the Church
provides a badly needed context for the care of
the human person when she refuses to consider
the person as a “heterosexual” or a “homosexu-
al” and insists that every person has a funda-
mental identity: the creature of God, and by
grace, his child and heir to eternal life.

17.) In bringing this entire matter to the
bishops’ attention, this congregation wishes to
support their efforts to assure that the teaching
of the Lord.and his Church on this important
question be communicated fully to the faithful.

IN LIGHT of the points made above, they
should decide for their own dioceses the extent
to which an intervention on their part is
indicated. In addition, should they consider it
helpful, further coordinated action at the level

of their national bishops’ conference may be
envisioned.

In a particular way, we would ask the bishops
to support, with the means at their disposal, the
development of appropriate forms of pastoral
care for homosexual persons. These would
include the assistance of the psychological,
sociological and medical sciences, in full
accord with the teaching of the Church.

They are encouraged to call on the assistance
of all Catholic theologians who, by teaching
what the Church teaches, and by deepening
their reflections on the true meaning of human
sexuality and Christian marriage with the vir-
tues it engenders, will make an important
contribution in this particular area of pastoral
care.

THE BISHOPS ARE ASKED to exercise spe-
cial care in the selection of pastoral ministers
so that by their own high degree of spiritual
and personal maturity and by their fidelity to
the magisterium they may be of real service to
homosexual persons, promoting their health
and well-being in the fullest sense. Such minis-
ters will reject theological opinions which
dissent from the teaching of the Church and
which, therefore, cannot be used as guidelines
for pastoral care.

We encourage the bishops to promote appro-
priate catechetical programs based on the truth
about human sexuality in its relationship to the
family as taught by the Church. Such programs
should provide a good context within which to
deal with the question of homosexuality.

This catechesis would also assist those fami-
lies of homosexual persons to deal with this
problem which affects them so deeply.

ALL SUPPORT should be withdrawn from any
organizations which seek to undermine the
teaching of the Church, which are ambiguous
about it, or which neglect it entirely. Such
support, or even the semblance of such support,
can be gravely misinterpreted. Special attention

“This catechesis would also
assist those families of
homosexual persons to deal
with this problem wh cts

them so deep

should be given to the practice of scheduling
religious services and to the use of church
buildings by these groups, including the facili-
ties of Catholic schools and colleges. To some,
such permission to use church property may
seem only just and charitable, but in reality it
is contradictory to the purpose for which these
institutions were founded, it is misleading and
often scandalous.

In assessing proposed legislation, the bishops
should keep as their uppermost concern the
responsibility to defend and promote family
life.

18.) The Lord Jesus promised, “You shall
know the truth and the truth shall set you free”
(Jn 8:32). Scripture bids us speak the truth in
love (cf. Eph 4:15). The God who is at once truth
and love calls the Church to minister to every
man, woman and child with the pastoral solici-
‘tude of our compassionate Lord. It is in this
spirit that we have addressed this letter to the
bishops of the Church, with the hope that it will
be of some help as they care for those whose
suffering can only be intensified by error and
lightened by truth.

During an audience granted to the under-
signed prefect, his holiness, Pope John Paul II,
approved this letter, adopted in an ordinary
session of the Congregation for the Doctrine of
the Faith, and ordered it to be published.

Given at Rome, Oct. 1, 1986.

Cardinal Joseph Ratzinger, prefect.
Archbishop Alberto Bovone, secretar




‘Planned Parenthood ®

of Central South Carolina, Inc.

PRESIDENT EMERITUS
Manly E. Hutchinson, Sr., M.D.

BOARD OF DIRECTORS

PRESIDENT
Roger G. Sargent, Ph. D.

VICE PRESIDENT
Stacey V. Brennan, M.D.

TREASURER
Diane Aull

* SECRETARY
Sam Waldrep

DIRECTORS

Janice Bacon, M.D.
Carlette Black
Glenda Bunce, J.D.
Ann S. Cargill
Patricia Cokley

Jan Steensen Crangle, C.P.A.
Bonnie B. Crawford
Beryl Dakers Burton
Marilynn Knight
Todd A. Kolb, M.D.
Philip Lacy, LL.B.
Kay C. Martin

Ruth Martin

Richard C. Massey
Hillary McDonald
Barbara W. Moxon
Susan Nickles
Carolyn Randoiph, Ph.D.
Kate Swanson
Janet N. Wedlock

MEDICAL COMMITTEE
Janice Bacon, M.D., CHAIR
James Blair, M.D.

Stacey V. Brennan, M.D.
Stanley Greenberg, M.D.
James Johnson, Jr., M.D.
Todd A. Kolb, M.D.

George Lavin, M.D.

Brenda Nauful, Ph.D.

John W. Owen, P.D.

MEDICAL DIRECTOR
John H. Hanna, M.D.

EXECUTIVE DIRECTOR

Nancy A Baley

2712 Middleburg Drive, Suite 106

December, 1986

"We warn our children early about the dangerous conse-—
quences of playing with matches or crossing the street

before checking for traffic. We have no less a respon~

sibility to guide them in avoiding behavicrs that may

expose them to AIDS ...

Surgeon General C. Everett Koop in statements
made upon the release of his report on AIDS.
He went oa to add that we should begin teach-
ing children about the disease "at the lowest
grade possible."”

Newsweek, November 3, 1986

Dear Friend:

AT LAST! Even the Surgeon General has conceded that sex education
is needed !

Planned Parenthood has always thought it incredible that schools
have too often seen knowledge as an essential thing in every area
but sexuality. As you may know, the cornerstone of our work has
always been in education and counseling. We have always talked
openly about sexually transmitted diseases. We have led the way
in open communication about sexuality between parents and child-
ren, while always believing that parents and children must talk
with trust in order for children to develop responsible and moral
attitudes. Our mother-daughter seminars have been particularly
effective.

The irony is that funding for educational programs is rot readily
availablic - in spite of
spite of the fact that preventive programs such as education help
forestall more substantial spending of our tax dollars on social

welfare programs.

public suppovt for sex educaltion and in

At Planned Parenthood we don't charge for our educational pro-—
grams (except occasionally for the cost of materials.} While
our medical services generally pay for themselves, we don't ask
schools, colleges, churches, pre-release priseners and others in
the community to pay for our presentations.

That is why we are turning to intelligent citizens like you.

We know that you want us to continue te lead the way in sex educa-
tion and counseling in this frightening time when we're faced

with an alarming teenage pregnancy rate, the spread of more strains
of sexually transmitted diseases and the crisis of ALDS.

Columbia, South Carolina 29204 {80331 256-4908



Your contribution will mean a ditfference in the number of people we can reach and
serve in our educational and counseling programs in 1987. And, of course, there

are some important financial reasons for you to give generously before the new
tax law goes into effect:

... your tax-deductible gift to Planned Parenthood may be more beneficial
to you now in reducing your taxable income than in 1987 when tax rates

will be lower.

... 1986 is the last year you may file a non-itemized tax return and still
deduct your gift to Planned Parenthood from your total income.

... A gift of property that has increased in wvalue since you acgulred it
(such as stocks) may entitle you to a much greater tax deduction now

than after January 1.

Won't you join thousands of others who believe that the educatiomal work and
leadership of Planned Parenthood is essential to our lives in the Midlands of
South Carolina?

So please care. And please help. We hope you'll give as much as you can.

Gratefully,

Roger Sargent
President

P.S. We receive no government or United Way funding so your gift is especially
needed and appreciated.
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FOR A
PRO-LIFE
SOLUTION 7O THE
ABORTION PROBLEM

Christian Action Council
701 W. Broad St., Suite 405 « Falls Church, VA 22046
{703) 237-2100

January 15, 1987

James O. Mason, M.D., Dr.P.H.
Assistant Surgeon General
Director

Centers for Disease Control

Atlanta, GA 30333

Dear Dr. Mason,

Thank you for your prompt response to my recent letter re-
garding the need for a timely, objective study on abortion morbidity.

| appreciate very much your statement that your decision to
pursue a mortality study "was not to the exclusion of abortion-re-
lated morbidity."

I also am grateful for your subsequent decision to conduct a
case-control study examining potential causes of ectopic pregnancy,
including abortion and PID. As you point out, ectopic pregnancy is
one example of abortion morbidity.

An unbiased, prospective, longitudinal study on abortion mor-
bidity, broadly speaking, would undoubtedly also be of great value.
However, there are two concerns that | must raise as you study the
feasibility of such research.

Chief among these is the issue of timing. A valid prospective
study would probably take at least five to seven years to complete.
This is particularly the case if abortion morbidity is understood to
include adverse psychological consequences attended by physical
effects {e.g. increased use of alcohol and drugs, suicide ideation,
sexual dysfunction, anc psychosomatic probiermns, such as anorexig,
bulimia, cervical pain in intercourse).

This multi-year period must be added to whatever time
elapses to complete the present feasibility study and, if all proceeds
satisfactorily, the organization of the research project and the con-
siderable funds necessary to complete it.

Given the "pro-choice" bias within the Government's health
bureaucracy and the changing of administrations {and priorities) in
two years, the chances of a prospective study surviving uncorrupted
seven or more years, let alone being completed, is unlikely.

The second issue | must raise is the need for a more timely
assessment of abortion morbidity. Dr. David Reardon, Dr. Anne



Speckhard, and Dr. Terry Selby are three therapists who report that among
their patients experiencing Post Abortion Stress Syndrome, they find a high
incidence of abortion morbidity. If you have read the testimonies and
stories of women involved in organizations such as Women Exploited by
Abortion, Open Arms, and Victims of Choice, you must be appalled as | am
at the injurious physical consequences among many post abortive women.

Please correct me if | am wrong, but is it not true that public health
threats generally appear initially through clinical observation and anecdote,
meriting formal investigation? An inexplicable gap now exists between
most studies of abortion morbidity and reports from women who have
undergone abortion. From my reading of the studies, | can argue forcefully
that personal biases on abortion have colored perceptions at both ends of
this gap.

A cross sectional, retrospective study could determine within fifteer
months the incidence of abortfion-retated morbidity and whether a far more
expensive and time consuming prospective, longitudinal study is in order.
Such support for a longitudinal study may become necessary in any event.

What troubles me most about your letter is that it does not engage
the possibility of doing a retrospective study. While a prospecitive study
would eventually be more thorough, a retrospective study not only is more
tfimely but, for reasons | have outlined, more feasible as a practical matter.

I would appreciate very much if you could provide me with your
perspective on a retrospective study of abortion morbidity and whether it
seems to you a prudent course of action.

Sincerely,

Curiis J. Young
Executive Director



THE WHITE HOUSE

WASHINGTON

January 8, 1987

MEMORANDUM FOR
FROM:

SUBJECT: AIDS

Issue: What further steps should be taken to prevent the spread
of AIDS in America?

Background: The first known report of the AIDS virus was
reported in May 1982 by the Center for Disease Control. The
disease was identified in homosexual males and cases were
reported by physicians in several major metropolitan areas in the
United States.

The Center for Disease Control estimates that there are 1.5
million Americans who now carry the virus but display no
symptoms. Other estimates range as high as 4 million carriers of
the virus. No one knows for sure.

Official projection for the next five years are that 179,000 will
die of the AIDS epidemic. These figures are based on the
assumption that only those Americans presently infected will get
AIDS by 1991.

More than 90 percent of victims of AIDS are from two main risk
groups, male homosexuals and intravenous drug users.

Heterosexual cases come primarily through prostitutes and their
clients. However, by 1991, there will also be more than 3000
newborn infants with AIDS who will lead short, painful lives.
Some individuals will contract AIDS through contaminated blood
and a growing percentage of victims are getting AIDS from unknown
sources.

Dr. William A. Haseltine, a leading AIDS researcher at the
Harvard Medical School in Boston warns that, "the AIDS epidemic
will produce an enormous and frightening effect on world health
that public health officials may be relatively powerless to
contain. We must be prepared to anticipate that the vast
majority of those now infected will ultimately, over a period of
five to ten years, develop life-threatening illness."
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Up to ten million people worldwide now carry the AIDS virus and
are potential victims. About 80 nations have reported cases. 1In
Great Britain, the incidence of AIDS is doubling every year. In
Africa, 50,000 people have died since the first appearance of
AIDS in the late 70's, although the World Health Organization
estimates that several hundred thousand have died and that as
many as 5 million Africans now carry the virus.

As far as we know now, AIDS is always fatal. If a cure cannot be
found soon -- and chances appear to be slim that one is imminent
-~ the death toll could be enormous.

Discussion: Since the AIDS virus has been identified, millions
of dollars have been poured into research worldwide in order to
try and find a cure for the disease. The 1987 Federal budget
includes $534 million for AIDS research and education. The
medical concensus is that a means for arresting AIDS will come no
sooner than five to ten years from now. Finding a cure is
difficult because there are already three similar viruses that
cause AIDS and the virus mutates frequently.

The Health Policy Working Group has reported three times to the
Domestic Policy Council, including once to the President, and the
Council approved the following policy statements:

o) deal with AIDS as a major public health threat;

o mount a major effort that would focus on prevention and
dissemination of information on AIDS;

o} encourage Federal agencies and State and local authorities
to take all necessary steps to lessen the risk of the spread
of the AIDS infection.

In his 1986 State of the Union Message, the President asked the
Surgeon General to prepare a report to the American people on
AIDS. That report was developed and submitted to the Council in
October 1986. It has been widely distributed by HHS and other
Federal agencies as well as private groups.

Dr. Windom, Assistant Secretary for Health, established an AIDS
coordinating Council headed by Dr. Gary Noble that has met
several times since October 1986 and is developing an
information/education plan to prevent and control AIDS in the
United States. As a result of the national debate that has been
stirred by the Surgeon General's Report on AIDS and the
discussion in the Federal Coordinating Council on AIDS, several
policy issues have surfaced. Some of these issues are listed
below.



Policy Issues

1.

2.

Is AIDS covered by the Control of Communicable Disease Act?
(Sec. 264)

Should contact tracing of individuals with AIDS and carriers
of the AIDS virus be conducted as is currently the case with
other veneral diseases?

Should all carriers of AIDS be reported to public health
officials and confidential records kept as is currently the
case with other veneral diseases?

Should the blood supply be better protected by making it
illegal for "at risk" persons to donate blood?

Should blood testing for AIDS and the AIDS antibody be
required before a marriage license is issued?

Should a Federal order be issued closing down all known
homosexual bath houses?

Should policy statements issued by HHS or other Federal
agencies on sex education include the following concepts:

o instruction in sound healthful principles of sexual
conduct;
o encouraging individuals to refrain from sexual

intercourse outside of marriage;

o information on the grevious medical, personal, and
social consequences of sexual promiscuity;

o a statement that homosexuality is an unhealthy, unsafe,
and lethal sexual alternative;

o that condom use, while decreasing the risk of
contracting AIDS, is not 100% safe, since there is at
least a 10% failure rate in preventing conception.

o encourage chastity before and fidelity after marriage
as the only 100% safe way of avoiding AIDS.

How will the health care system deal with the increased cost
of caring for AIDS victims over the next decade and beyond?
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Surgeon General Everett Koop

Recent remarks encouraging sex education in schools could be
the first major step in arresting the progression of AIDS.
Prevention through education 1s the key. It regquires no
miracles, no research. The massive public education campaign he
now suggests is now overdue.

However, if the wrong information is given, the effort will
fail. It will cause death rather than prevent it. The
responsibility is a grave one.

Surgeon General Koop has recomended teaching "Safe Sex"
practices centering around the use of condoms for protection.
But condoms are not as safe as the public has been led to
believe. While in most laboratory experiments, they do not pass
sperm, herpes or the AIDS virus, in practice, they have a 10%
failure rate for pregnancy. A woman is able to get pregnant only
three to five days a month. She is susceptible to AIDS 365 days a
year. Fact: Sperms are 500 times larger than a virus. Often
overlooked is the fact that sexual arousal 1is much like alcohol
intoxication. The first thing to go is your judgement. Good
intentions to use condoms may disappear in the heat of passion.
Teenagers are notorious for carrying condoms in their wallets and
leaving them there. Condoms are no protection in your pockets.
Taking these factors into consideration, common sense suggests
that the failure rate for the AIDS virus will be much higher than

10%.

DEDICATED TO THERAPY, EDUCATION AND RESEARCH



When you have sex with someone, you are having sex with
everyone that they have had sex with during the past five to
seven years. AIDS, like taxes, is retroactive. You may be able
tto judge an individuals character, but you cannot evaluate all
the others. It is impossible to be selective., The only safe sex
is celibacy, or masturbation. Next best, is monogomy with a

trustworthy partner who is not already infected. Unless these

recommendations are the ones taught iIn school and to soclety at
large, the education campaign will simply perpetuate myth and
misinformation - postponing but not preventing.

Saying that use of condoms 1is "safe sex" 1is in fact playing
Russian Roulette,. A lot of people will die in this dangerous
game. Cases have already been reported of women who developed
AIDS while depending on condoms for protection. Two women out of
12 who continued to have sex with their partners who had AIDS,
while depending on condoms for protection, have become infected
with the AIDS virus . Given the presumed safety of condoms, this
is a "very disturbing finding" according to Dr. Margaret Fischl,
the study director.

A 10% or greater risk of being exposed to a deadly incurable
digease 18 not gafe in my opinion. I don't like the odds.

The spread of the AIDS virus within our population
demonstrates that our efforts to date are not sufficient. AIDS
is not killing us, behavior is. Survival or extinction is our
choice. The AIDS virus will win the game of Russian Roulette if
we don't act more responsibly now. Do we have the discipline and
courage to make the right choices or will we continue to mislead

ourselves and others until it is too late?



This epidemic can be beaten, but only by eliminating the
risk. Reducing the risk is important but not enough. Gambling
with our lives, hiding from the truth, is not the solution. The
AIDS virus will not get you without your cooperation.

There is a solution, but it can no longer be half measures.
For the sake of health, casual sex and so called "safe sex"
practices must be abandoned. Celibacy, masturbation or monogamy
in a trustworthy relationship will stop the spread of this
disease. If today, everyone were magically frozen with their
present sexual partner, we would not have very many cases of AIDS
tomorrow. This is not realistic, but we can aim for quality
relationships instead of gquantity. Most people erroneously
believe that you can't significantly change someones sexual
behavior. These opinions come from individuals not expert in the
field of human sexuality. Sexual behavior can change, but not
unless we expect it and recommend it.

The AIDS epidemic is forcing us to develop qualities that
are not undesirable: trustworthiness, intimacy, commitment,
compassion. The quality of monogamy will improve. Patients are
already coming to my clinic for marriage and sexual counseling
who would have simply gotten a divorce a few years ago. They say
"It's a terrible time to be single. I don't like him/her much
either. Please help us improve our relationship so that we will
want to stay together." Married men and women who used to
supplement their relationships sexually on the outside are coming
to therapy in an effort to improve their relationship enough so

that they won't want to stray. Singles are coming to me because



they are afraid of getting AIDS and too embarrassed to bring the
subject up on a date. They need to learn an entirely new set of
social skills which can be accomplished relatively easily with
the right guidance.

Within a committed relationship, the quality and quantity of
sex can be unrestricted. Sex need not be limited, dull, boring
or handicapped in any respect whatsoever. Life can still be fun
and full of romance. However, outside that relationship, sex of
any kXxind can be fatal. The choice is ours, will it be Russian
Roulette or survivwval. Condom sense is not a substitute for

common sense.
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thrive and grow emotionally during these difficult times,

making their relationships stronger, while developing the

ability to meet their responsibilities toward those who are

already infected and in need of help and support.

CONSIDERATIONS

A.

Definitions 2£ AIDS Virus Infections: Counselors,

educators and therapists should be familiar with the
various manifestations of the HIV (Human Immune
Deficiency Virus) also known as the "AIDS Virus"™, Human
T=-lymphotropic virus type I1II (HTLV-III), and
lymphadenopathy=-associated virus (LAV), and to counsel
their clients on the following:

1. Positive HIV test:

A positive HIV antibody test (see "AIDS
Testing” below) indicates that a person has been
exposed to the virus, has developed antibodies to
the virus, and is presumed to be infected with the
AIDS virus. There may be no symptoms. It is
unknown exactly what percentage of antibody positive
people will develop AIDS or AIDS Related Complex
(ARC). Estimates vary: The most recent demonstrate
that 60% (Lancet, May 24, 1986) of those infected
will go on to manifest symptoms within three years.
There are 10,000,000 peréons estimated to be HTLV-
III positive worldwide, according to Dr. Hafdan
Mahler, leader of the World Health Organization. He

predicts 100,000,000 in five years. HIV virus has



been cultured from the majority of asymptomatic HIV
positive individuals. Because of this, someone who
is a confirmed antibody positive is considered
infectious for an indefinite pexriod of time,
presumably for 1life, and should be counseled about
their behavior so they do not spread the disease to
others.

AIDS-Related Complex:

AIDS-Related Complex (ARC) is characterized by
chronic swollen lymph nodes, fever, fatigue, and
general flu-like symptoms which persist more than a
few weeks. ARC patients are sick, and the disease
is in some cases fatal. ARC 1is not reportable, and
so it is not known how many people have ARC, or what
pefcent progress to develop AIDS. It is estimated
that there are 1,000,000 cases of ARC worldwide.
Many experts now believe that ARC is an earlier
stage of AIDS and that there is essentially no other
distinction between them. ARC patients are
infectious and should be counseled about their
behavior to prevent spreading the disease to others.

AIDS - Acquired Immune Deficiency Syndrome:

AIDS is the result of an infectious viral
disease which attacks and destroys the body's immune
system. In this weakened state, the body cannot
protect itself from other infections. For AIDS to

be diagnosed, a patient must have (an) associated



opportunistic condition(s) such as; Kaposi's
sarcoma, pneumocystis carinii, hepatitis B, candida
or cytomegalovirus, to name a few of the principal
infections listed by the Centers for Disease Control
(CDC) as a criteria for the diagnosis of AIDS. AIDS
patients frequently have other diseases such as
tuberculosis, herpes or other types of viral
hepatitis. AIDS has an extremely high mortality
rate and is apparently fatal in all cases. No one
has been cured of AIDS. AIDS patients are
infectious for multiple pathogenic agents and should
be counseled about their behavior to prevent
spreading the disease.

Modes of transmission:

Sex educators, counselors, and therapists must keep
current on established modes of transmission to be able
to counsel and instruct clients and students who are
infectious on how to avoid spreading AIDS to others, and
to counsel those who are not infected on how to avoid

contracting the disease. Areas on which to concentrate

are:
1. Homosexual and Heterosexual transmission
Infection with the AIDS virus 1is not
exclusively a homosexual problenm. Heterosexual

transmission of the HIV virus through wvaginal
intercourse (from male to female and female to male)
is documented and recognized by the Centers for

Disease Control. Multiple exposures are not



necessary for disease transmission.

Contaminated needles

The HIV virus is readily transmitted via shared
contaminated needles. I.Vv. drug abusers are at high
risk due to their practice of sharing needles
without adequate sterilization. This danger must be

stressed to I.V. drug users.

Blood or bloodproducts

Since the HIV virus is present in the blood of
infected persons, it can be transmitted through
transfusion or use of other contaminated blood
products. Since 1984, blood banks have been
screening for the antibody to the HIV virus. There
have been very few cases of infection from
contaminated blood or blood products since this
screening began. There is a delay (approximately 2
weeks to 6 months or longer) for an antibody
response to be developed by an infected person.
Blood donated during this "window" of time will pass
the screening tests but be unsafe, because the AIDS
virus 1is present but no antibodies have yet
developed. Caution: the newly discovered French
and Swedish variations of the AIDS wvirus slip by the
AIDS biood screening test in about 1/3 of cases.

You cannot contract AIDS from donating blood.

"Casual" transmission and/or "environmental"

transmission.




There has been much controversy over whether or
not AIDS can be transmitted via casual contact. It
is generally accepted that the HIV virus 1is not
transmitted through casual contact, however, it may
be another 5 to 10 years before all the facts are
available. If casual transmission occurs, it would
be a very inefficient means of transmission. The
virus is not airborne. It is helpful to think of the
risk of being infected as a continuum with direct
blood contact with infected bodily fluid as the
highest risk (as via shared needles or contaminated
blood transfusions) moving down the scale to
enclosing oneself in a plexiglass bubble posing the
least risk. Patients with AIDS or ARC or who are HIV
positive must be counseled to understand that their
body fluids are infectious, and that they must learn
to behave in ways that prevent others from coming
into contact with their bodily fluids. Laws exist
in many states that prevent anyone infected with
AIDS from being ostracized or in anyway physically
segregated from others. Infected persons must use
good judgement and they must exercise meticulous
personal hygiene and extreme self-responsibility to
minimize the risk of spreading infecticn to
others... and to insure their own safety and health
as well.

AIDS "Dementia"

The HTLV III virus infects the central nervous



system - sometimes before any other symptoms of
disease are present, but commonly after other
manifestations of disease have occurred. Therefore,
symptoms of brain involvement or "dementia™ may
appear. These patients may have impaired judgement
as a result. Psychological manifestations in
patients may, in some cases be due to infection of
the central nervous system - a condition often
difficult to diagnose. Those therapists dealing
with depressed or mentally impaired patients must
consider HIV infection as a part of the differential
diagnosis when appropriate. Depression 1is usually
associated with known HIV infection. There is some
thought that in addition to the obvious and
understandable psychological reasons, the depression
may sometimes be associated with CNS involvement
from AIDS. Therapists counseling AIDS patients
should be aware of these issues.

Risk Groups.

It is essential that sex educators, counsellors and
therapists understand the concept of risk groups and the
limitation of the concept's usefulness. Risk groups are
too often viewed as a means of denying one's own
susceptibility to the disease. If a person has sex with
someone who is infected, regardless of their label, he
or she have been exposed to the virus and risk becoming

infected. Once heterosexuals with multiple partners



became a high risk group, the concept became 1less
relevant, because if you add all the various identified
risk groups together, they comprise the majority of our
society.

HIV testing.

1. Uses and limitations

The use and limitations of HIV testing is an
extremely controversial, political issue. The
counseling relationsﬁip is, by nature, confidential.
Unless legislative changeé are made, licensed
psychologists, psychiatrists, physicians, marriage
conselors, and social workers are prohibited from
disclosing information revealed in consultation with
a client. Confidentiality of test results are
protected by law.

Before a counselor suggests HIV testing, he/she
should have some familiarity with the tests and what
they do and don't do. Knowledge of the laws
affecting testing, confidentiality and reportability
particular to that state is essential. The test for
AIDS is a screening test for the AIDS antibody. The
two most frequently used antibody tests are the
ELISA and The Western Blot. The ELISA, used by most
laboratories is extremely sensitive in detecting the
presence of the antibody. If there is an error 1in
the assay, it is most likely to be a false positive
- indicating the presence of antibody when none is

there. Because of this, one positive test should



not be taken to mean there is antibody present. The
person with one positive test should be tested
again. But one negative test by the ELISA method is
very reliable. The Western Blot is often used to
confirm a positive result on an ELISA assay. The
Western Blot, by contrast to the ELISA, has very few
false positives. A positive test by Western Blot
test is considered reliable.

After being exposed to the AIDS virus, it can
take from two weeks to six months or longexr to
develop antibodies, although the majority of people
who become infected become antibody positive within
six weeks of exposure. Some rare individuals who
are infected never develop antibodies. Screening
tests done before antibodies develop would show
negative results, so performing the tests after a
six week period of refraining from sexual activity
would be the most accurate way to establish
seronegativity for the HIV virus in the majority of
individuals.

Clinical indications for testing

Clinical indications for HIV testing must be
evaluated by the counselor on an individual basis.
If a client is concerned that he/she may have been
exposed to the virus and may be infectious, two
questions should be considered:

a. Would knowing whether or not the individual is



positive for HIV be beneficial to the client?
b. Would knowing whether or not the individual is

positive for HIV be beneficial to the loved

ones and sexual partners of the client?

In both cases, the answer would be "yes®™. If
the client is seronegative, the benefit is obvious:
relief from undue worry and concern. Xnowing one is
seronegative allows for an opportunity to change the
behavior that raised doubts in the first place. If
the client is seropositive, there is still benefit.
The client can change behavior to prevent spread of
the disease to loved ones. The client can inform

his/her sexual partners so they can establish their

status, get tested and make behavioral changes as

necessary to stop the spread of infection. The

client can also take measures to improve al
health and bolster the immune system which may
prevent or postpone the progression of the disease.
A confirmed seropositive person may live many years
without manifesting any symptoms of AIDS, but
because he/she probably carries live virus and is
infectious, he/she has a moral responsibility to
protect the health of those persons he/she contacts.
Ignorance is no @efense againgct AIDS.

The qﬁestion of HIV testing on an individual
and clinical basis should be answered through
sensitive counseling, data-gathering, and self-

responsible behavior. The counselor must be prepared
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to assist the client in making a decision for or

against testing, and to help them cope should the

results indicate exposure and possible infection.
Some indicators for testing are:

a. Sexual contact with someone known to have AIDS,
ARC, or HIV positive test.

b. Sexual contact with someone in a known risk

group (homosexual or bisexual men, prostitutes,
heterosexuals with multiple partners, I.V. drug
users, hemophiliacs, or someone who received a
blood transfusion prior to 1984).

c. Receiving blood products prior to 1984.

d. A history of multiple sexual partners over the
past five years.

e. Someone who expresses concerxrn - "the worried
well" who needs reassurance.

Treatment technigues and vaccination.

Developments in vaccine research and medical
management of the disease should be monitored by
educators, counselors, and therapists. There is no
current treatment which has been demonstrated to cure
AIDS, nor is there a vaccination that is effective
against the wvirus. Treatment curréntly focuses on
slowing the progression of the virus and curing the
opportunistic infections that accompany the disease.
Azidothymide (AZT) is a treatment, not a cure. It is

still under 1investigation but early results are
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promising. It interrupts the progression of the disease
but does not kill the wvirus. side effects can be severe

and it is in short supply.

SOCIAL CONCERNS AND ETHICAL ISSUES

AIDS is a disease with far reaching social, political,

legal and ethical considerations. Each counselor, educator

and therapist should take time to consider the various points

of view on AIDS issues and develop a responsible position on

these issues. Some areas to consider are:

A.

Homophobic concerns and ethical issues: One of the most

disturbing social consequences of AIDS is the damage
done to the homosexual male community. As AIDS was
initially labeled a male homosexual disease, most people
felt the best way to avoid the disease was to avoid
homosexuals. As the disease spread and gained notoriety,
anti-gay sentiment has increased.

As sex educators, counselors, and therapists, we
can advocate against the prejudicial treatment of male
homosexuals by providing our communities with facts
about AIDS contained in these guidelines.

Social Mores and Sexual Behavior: The advent of AIDS

has necessitated rethinking and re-evaluating positions
taken in socvial mores relating to sexual behavior such
as adolescent sexual activity, sexual experimentaion,
extramarital affairs, swinging, dgroup sex, and casual
dating sex. How does AIDS and other sexually transmitted

diseases alter the advice therapists, counselors and
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educators give to people, especially teenagers and
singles, as well as married couples? Sexually
transmitted diseases have been of concern to sexually
active non-monogamous individuals, but STD's were, ' in
the past, inconvenient and uncomfortable but not
ordinarily life threatening. Will there someday be a law
suit against a therapist who knew of high risk behavior
but did not caution a patient about AIDS - i.e. one
night stands, casual sex, multiple partners.

Sex educators, counselors, and therapists have a
responsibility to inform their clients about sexually
transmitted diseases in general, and AIDS in particular.
Working with a client to develop a life style which
permits both a healthy and satisfying sex life and a
disease free body presents a tremendous challenge to the
sex educator, counselor and therapist of today.

Transmission of AIDS through prostitution and IV drug

use: With prostitutes and IV drug users being included

in AIDS high risk groups and studies indicating that up
to 70% of prostitutes in some areas are positive for HIV
antibody, it is important for A.,A.S.E.C.T. members to
evaluate their position on prostitution and drug abuse
from a public health viewpoint. What alternatives are
available ¢vo prevent the spread of AIDS via
prostitution? Some suggest a law enforcement crack-down
on prostitution and drug abuse, while others support
legalizing both as the only way to control the spread of

disease by prostitutes through required health testing.
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Should sterile syringes and needles be more readily
available as suggested by some, or should efforts to
prevent and/or prosecute these behaviors be escalated?
As professionals in the field of sexology, it is our
responsibility to assist in developing policies on this
issue and generating the necessary data base to support
the policies we develop.

Use of sexual surrogates in sex therapy: AIDS adds to

the controversy surrounding the use of sexual surrogates

in sex therapy. The sex counselor or therapist who uses

surrogates in his or her practice must evaluate the

potential for AIDS transmission via a surrogate, and

should consider the following:

1. HIV testing for both client and surrogate (see IIC
"HIV Testing™ above).

2. Surrogates gqualify as a high risk groﬁp - i.e.
"heterosexuals or homosexuals with multiple

partners".

3. What are the civil/criminal 1liabilities to the

therapist should a client become infected with HIV
from a surrogate the therapist prescribed?

4., What are the c¢ivil/criminal liabilities to the
therapist should a surrogate become infected by a
client the therapist referred?

AIDS legislation: Unlike any other STD, AIDS is not

only a health problem, it is a political and legal

problem. Laws regarding confidentiality, informing the
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sexual partners of infected persons, antibody testing,
and discrimination are quite explicit in several states.
Counselors, educators and therapists must be familiar
with the laws in their states and communities and must
understand the liability implicit and explicit in those
laws.

BAnother consideration under AIDS legislation is how
legislation effects the medical management of the
epidemic. The balance between the preservation of
individual rights and the preservation of public health
is a precarious one, and a "hot" political issue. Sex
educators, counselors and therapists should actively
participate via their political representatives in
developing laws that are sensitive both to individual
rights and public health, and that do not cripple
efforts to halt the spread of the disease.

Informing sexual contacts of HIV infected persons: What

ethical responsibility does the therapist, counselor or
educator have to inform the sexual contacts of an HIV
infected person that he/she may have been exposed to the
disease, and so may be infected and infectious? In most
states, the sexual contacts are not informed by the
public health department, and some states have laws
prohibiting informing anyone except the patient of the
results of‘an HIV test. The therapist faceé an ethical
dilemma, as well as a legal issue, in this case. How is
the confidentiality issue handled when a therapist knows

that an infected patient is behaving in such a way as to
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jeopardize the life of another?

In California, it is against the law to inform even
a spouse without the written consent of the patient who
has AIDS or is AIDS antibody positive. Some therapists
are relying on the Tarasoff decision (see enclosure)
that requires a therapist to inform a potential victim
if their life is threatened to break confidentially and
inform sexual partner(s) who are being unknowingly
exposed,

Safe Sex Guidelines: Therapists, counselors and

educators must be very careful regarding how they define

and describe "safe sex" practices for three important

reasons.

1. The wrong information can result in your patient or
student contracting a fatal disease.

2. lMisinformation can result in the spread of disease
to others.

3. Eventually there will be law suits filed against
those whose advice has resulted in disease. The
potential liability is great.

For example, the issue of condoms and spermicides
as safe sex measusres 1s controversial. Many
authourities are recommending them for protection because
laboratory experiments have shown they do not pass AIDS
virus, herpes virus or sperm. However, in practice,
(see enclosure) condoms have a 10% failure rate for

pregnancy - spermicides a 16% failure rate. TWwo women
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whose infected partners used condoms to protect them
became antibody positive (see enclosure). Will the
physicians who advised these couples to use condoms
experience legal repercussions? Or did they protect
themselves and their patients by informing them that
there was still some risk.

For many reasons, one must be very conscientious in
making "safe sex" recommendations. Barrier methods and
spermicides are helpful, additional protection, but
shouldn't be considered any safer in the prevention of
AIDS than in the prevention of pregnancy.

What guidelines can you give to your clients, patients

and students? How can you break through their denial
systems, and even your own? How can you protect their
interests and those of society as well? These are the

challenges.

In the spectrum of safety from living in a bubble to
having multiple partners without concern, where does wisdom
lie?

Celibacy and masturbation are risk free. Monogammy with
a monogamous partner who is not already infected is safe,
except that many partners are not trustworthy and the
trusting one is often the last to know. Sex using condoms
and nonoxynol-9 spermicide uffers some protection but not
complete safety. Sex without condoms that is not monogamous
is not safe.

What you can do:

1. Advise clients, patients and students that sex with

17



an uninfected partner is safe. Absence of infection
cannot be guaranteed or proven over time. A blood
test can be obsolete the next day if partner has sex
with someone who is infected. Share these facts.
Encourage exclusivity and trustworthiness.

If your patient chooses to continue to have sex on a
casual basis or with more than one partner,
recommend the use of condoms and spermicide, but
inform them of the risk.

Learn social skills and dating skills that include

when and how to address the issue of STD's, AIDS and

best methods of protection.

Also please feel free to write the AIDS Task Force, c/o

The Crenshaw Clinic, 550 Washington St., Suite 723, San

Diego, ca 92103 with any comments, guestions or problems you

are facing so that we can address them in future editions of

these guidelines.
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Enclosures:

1)
2)
3)
4)

5)

WHO article

Condom failure rate
2 Cases condom leaks
Condom not reliable

Tarasoff issue
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Does Tarasoff Obligate Therapists To Warn Sexual Partners
Of Their Clients Who Test Positive For AIDS?

Sexuality Today recently reported on the dilemma of a therapist in a Veterans Ad-
ministration hospital whose client had tested positive for the AIDS virus. That client was now
interested in engaging in heterosexual relationships, including sexual intercourse with his new
partner(s).

Telling the client not to engage in sexual intercourse without informing his partners that
he has tested positive for the AIDS virus may not be enough. In a recent follow-up call, the
therapist informed S7 that the VA hospital lawyer has told him that the ‘“Tarasoff decision”’
applies in the latter case. According to the lawyer, a therapist has an obligation to warn any
known sexual partners of his client that he has tested positive for the AIDS virus. *‘I must
now inform my client that if he identifies any sexual partner, I will be obliged to tell that per-
son about his testing positive for the AIDS virus,”” the VA therapist told S7.

ST discussed this issue with marriage and family therapist, Dr. Harvey Hester, Southeast
District Leader, AASECT (American Association for Sex Educatiors, Counselors and
Therapists) who reporicd on a recent case in which a married male client decided to take the
test for HTEV-III. In this particular case, the wife was unaware of her husband’s homosexual
activities. When Hester asked him whether or not he would tell his wife should he test
positive, the client said that he would not do so. Hester then told him, ‘“If you test positive, I
will tell your wife.

“I believe that I have an ethical and moral responsibility to inform sexual partners of
those who have tested positive for the AIDS virus that this is the case.”” Hester admits that in
so doing, he could lose that client, but feels that ethically one must do so anyway. ‘“There are
a number of issues involved, not just that of confidentiality and trust. There is also the issue
of autonomy. Certainly, someone who finds out that he has tested positive for the virus will
feel a great deal of anger. And, it is possible that he may decide that, under the circumstances,
he doesn’t care how many partners he may infect. Telling him that you will be obliged to warn
those sexual partners he mentions in therapy, may very well cause you to lose that client, but I
don’t think that you have any alternative but to do so.””

Let us know how you are handling this dilemma.

Contact: Dr. Harvey Hester, 145 Aurora Rd., Melbourne, FL 32935, 1-305-259-6239.

Centers For Disease Control Still Ignorant About Extent of HTLV-III Infection
In Children

In the period June I, 1981 to September 2, 1986, physicians and health departments in
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Condoms may mf brevent

AIDS transfer,

UNITED PRESS INTERNATIONAL

LOS ANGELES — The use of
condoms does not eliminate the
possibility of getting AIDS through
sexual activity, a medical research-
er says.

In an article that appeared in the
British Medical Journal last week,
Dr. Bruce Voeller of Los Angeles
said the condom has no proven val-
ue in preventing the transmission

of sexually transmitted viral diseas-
es — including acquired immune

deficiency syndrome.
“This is the first time anyone in
scientific literature has spoken out

on the limitations of condom usage-

in preventing the AIDS virus,” said
Voeller, who is a co-author of the
article.

“The Consumers Union reported
laboratory testing of American
brands of rubber and skin condoms
and found significant leakage in
some brands,” the report said. “The
Consumers Union also reported
variable degrees of deterioration in
a third of the 21 rubber brands
tested.” "

“Health institutions have been
telling people, ‘for safe sex, use a
condom.’ Qur point is that while the
condom gives a measure of protec-
tion there is no research to show

expert says

the exact protection,” Voeller said !

in a recent interview.

Voeller, president of the Maripo- 1

.sa Foundation in Los Angeles, a |

“Medical research institution, said |

erm are manv times larger than '
f;Ev known virus, including the .

DS virus. He said if the accepted
failure rate for condoms when used
for the prevention of pregnancy 1s

10 percent, the Tailure rate for the
prevention of AIDS would be con-
Siderably higher.

Voeller said adequate brand test-

Jing studies of condoms should be -

- conducted. .
“If your life depends on how safe -

a particular brand of condom Iis,
wouldn't you want to know its ef-
fectiveness?” heé said.

Voeller also said instruction in
correct usage of condonis is impor-
tant.

“Even though we believe that
condoms afford a substantial de-
gree of protection and their use
should be encouraged, that encour-
agement should be tempered with
cautionary warnings discouraging
increased sexual activity,” the re-
port said. _

‘The co-author of the study was:
Dr. Malcolm Potts, director of Fami-
ly Health International in Research™
‘Triangie Park, N.C. -
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S.F. has 60 new AIDS cases, 43 deaths |

UNITED PRESS INTERNATIONAL

Sixty new cases of AIDS were

-diagnosed in San Francisco in Octo-

ber and there were 43 AIDS-related

.deaths, the city Department of

Health reported,

A spokesman said yesterday the
number of deaths from acquired
immune deficiency syndrome re-

ported during the month was 10
more than in September, although
the number of new cases reported
declined slightly from September’s
figure of 62.

Since July 1, 1981, San Francisco -
has recorded 1,499 cases of AIDS
and 784 AIDS-related deaths, rough-
ly 1 percent of The City’s popula-
tion. The totals for 1985 are 629 new
cases and 382 deaths.




What Wil tigpper] to American [ULD Users?

ng_lg 2. Perfientgge distribution of women
w ‘iscontinued IUD use between January
1 nd theNWS”/G interview date, by expo-~
sure to the risk of unintended pregnancy and

contraceptive use at time of survey

Status All Women
women at risk
Not at risk 37 na
Pregnant, postpartum,
seeking pregnancy 21 na
Noncontraceptively sterile 10 na
Not sexually active 5 na
Atrisk 63 104
Using a method 54 85
Sterilization 28 45
Pill 14 22
Condom 3 4
Diaphragm/spermicides 9 14
Periodic abstinence 0 0
Other ° °
Using no method 9 15
Total 100 100

"Less than 0.5 percent,
Note: na = not applicable.

In the following section, we attempt to
quantify the effects that changes in method
.use might have on the risk of pregnancy
among current [UD users. The analysis takes
as. s starting points the patterns of method
u ind among women who have already
sto,. ved using the [UD, the fact that only 44
percent of current [UD users are candidates
for oral contraceptives and the fact that 55
percent of IUD users say that they want no
more children.

Table 2 shows the distribution of women
who discontinued IUD use between January
1980 and the NSFG interview date (late 1982
or early 1983), according to their method use

Table 3. Percentage of married women who
experience a pregnancy within the first year
of contraceptive use, by method used

Method , %

Sterilization 0.4
Pill 2.1
IUD 4.2
Condom 9.8
Diaphragm/spermicides 16.3
Penodic abstinence 21.2
Other 10.6
None 65.0

Note: Except for sterilization, rates are based on women
;%;g%o%s-zg who had family incomes of $10,000-

Sources: Failure rate for steriitzation—HM, W, Ory,
J. D. Forrest and R. Lincoln, Making Choices—Evaluat-
ing the Heaith Risks and Benelits of Birth Controf Meth-

s, Tha Alan Guttmacher institute, New York, 1983,
FF:’ . Rates for other methods—see raference
ao-\ mrzoh;ro sr:a averages of the rates for

avent pregna

those —veking to delay prag‘rpmen%y. ey and ine rates for

54

at the time of survey. At that time, 37 percent
were no longer at risk of unintended preg-
nancy because they were pregnant, postpar-
tum or seeking pregnancy; because they had
become noncontraceptively sterile; or be-
cause they were not sexually active. The oth-
er 63 percent probably offer the best indica-
tion of what current IUD users forced to
discontinue their method might do, since
it is fecund women at risk of pregnancy—not
women who are pregnant, seeking pregnan-
cy or postpartum—who would normally be
using this method.

Among the women still at risk, 45 percent
had chosen sterilization of themselves or
their partners—an unsurprising finding, giv-
en the large proportion of IUD users who say
that they want no more children. The next
largest contingent of former IUD users, 22
percent, had switched to the pill, the most
effective reversible contraceptive. Fourteen
percent had adopted the diaphragm or sper-
micides, and four percent had adopted the
condom; but 15 percent were using no meth-

od.

The Risks of Changing Method

To the extent that women switch from the
1UD to an even more effective method, they
will face a lowered risk of unintended preg-
nancy, whereas they will face an increased
risk if they choose a less-effective method or
no method at all. We use the pregnancy rates
shown in Table 3 to estimate the effect of
movement from the IUD to other methods.
For all methods except sterilization, these
rates are based on women aged 26-29 who
have annual family incomes of $10,000-
315,000, and represent the averages of the
rates among women seeking to delay and
those among women seeking to prevent a
future birth.2! Use of these criteria, we be-
lieve, reflects somewhat more closely the ac-
tual characteristics of current [UD users (the
largest proportion of whom are in the 25-29
age-group) than either the failure rates of all
current users,?? or the rates standardized to
the age, income and pregnancy-intention
distribution of all women using a method;®
we have based the rates for the other meth-
ods on the same criteria, in order to use
failure rates of women cnmpr-able to those
using the IUD.

The pregnancy rates shown in the table are
first-year failure rates per 100 woman-years
of use. However, failure rates for the ITUD
decline with increasing duration of use 24 and
four-fifths of IUD users have used the meth-
od for more than one year.? In changing
methods, moreover, 1UD users would be
starting the first year of use of a new con-
traceptive. Thus, the pregnancy rate used
here for the IUD is probably somewhat high

b
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relative to the other rates. As for the one-year
pregnancy - rate associated with use of no
method, the 63 percent shown in the table
represents an educated guess; the figure
commonly used for sexually active nonusers
—86 percent®—seems to us too high, be-
cause of the relatively older age (though
proven fecundity) of most IUD users.

To assess the effects of ITUD discontinua-
tion on the level of unintended pregnancy
risk, we compare three possible scenarios of
subsequent contraceptive practice by I[UD
users with a baseline estimate of the 4.2 per-
cent annual pregnancy rate that could be
expected if [UD availability were to stay the
same. The results are shown in Table 4.

Scenario 1 assumes that current users
move to the most effective methods possi-
ble—that is, all those who want no more
children become steriized (33 percent),
those who want more children and can use
the pill do so (30 percent—unot shown), and
the remaining 15 percent rely on their part-
ners’ use of condoms, the next most effective
method. The resulting overall failure rate
would be 2.4 percent per year, or about 60
percent of the level to be expected if all cur-
rent [UD users staved with their method.

Scenario 2 recognizes that although steril-
ization may be a sensible option, many IUD
users are not yet ready to choose it. Instead,
the scenario assumes that all those who can
use the pill adopt it (44 percent); that three-
quarters of those who cannot use the pill
select the diaphragm or spermicides (the
next mos: effective methods whose use is
controlled by the woman); and that one-
quarter are protected by condoms. Such
changes would be associated with a com-
bined annual failure rate of 9.2 percent, or
more than twice the pregnancy rate of [IUD
users if they made no change.

Scenario 3 represents what is probably the
most likely course of events. This option as-
sumes that the post-IUD pattern of contra-
ceptive use will be similar to the pattern
observed among women who discontinued
IUD use in 1980-1982 and remained ex-
posed to the risk of unintended pregnancy
(see Table 2). The pregnancy rate under this
scenario is very high—13.0 percent, or three
times the rate otherwise expected. Three-
quarters of the resulting unintended preg-
nancies would be contributed by the 15 per-
cent of women not using any contraceptive.

The implications of the three scenarios
make it clear that women who no longer have
access to the IUD must make some difficult
choices. Sterilization entails the lowest risk of
pregnancy; but 43 percent of current IUD
users say they want another child, and at
least some of the remaining 55 percent may
not be ready for this final step. Already, 10
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