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Introducing the Concept
“Community Prevention”

Zili Amsel, Sc. D.

The impact of the acquired immunodeficiency syndrome (AIDS) on
intravenous (IV) drug abusers is only beginning to be assessed.
According to the surveillance system of the Centers for Disease
Control (CDC), over 25 percent of all reported adult and adolescent
cases of AIDS in the United States are attributed to IV drug abuse,
and the percentage is growing (Centers for Disease Control 1988).
However, the effect of AIDS on IV drug abusers has been even
greater than indicated by AIDS case data. Many IV drug abusers
have died of AIDS-related conditions. AIDS among heterosexual IV
drug abusers has been reported in all 50 States, the District of
Columbia, and Puerto Rico, and is heavily concentrated along the East
Coast. For women with AIDS, IV drug abuse is the primary risk
factor, accounting for 52 percent of adult and adolescent female
cases. Finally, 11 percent of gay AIDS cases also have IV drug abuse
as a risk factor.

Ethnic groups, overrepresented among IV drug abusers, are also
overrepresented among heterosexual IV drug abusers with AIDS.
Whereas blacks account for 12 percent of the U.S. population, blacks
make up 51 percent of heterosexual IV drug abusers with AIDS.
Similarly, while 6 percent of the general population are Hispanic,
over 30 percent of the heterosexual IV drug abusers with AIDS are
Hispanic.

According to reports from the National Institute on Drug Abuse
(NIDA), there are an estimated 1.1 to 1.3 million IV drug abusers in

the United States (Centers for Disease Control 1987). Various studies
(Lange et al. 1988; Des Jarlais et al. 1988a) report that between

70 percent and nearly 100 percent of IV drug abusers share the use
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of injection equipment, with resulting high risk for contracting and
transmitting AIDS.

The effects of AIDS are not limited to IV drug abusers, but extend
also to their sexual partners and children. About 70 percent of those
born in the United States and reported to the CDC as having AIDS
attribute their infection to heterosexual contact with an IV drug
abuser. About 75 percent of perinatal transmission (from mother to
child during pregnancy or childbirth) has been attributed to children
of IV-drug-using women or to women who were the sexual partners
of IV drug abusers (Chamberland et al. 1987; Oxtoby, personal
communication, 1987).

Preventing the AIDS epidemic associated with IV drug abuse requires
a broad program that includes multiple strategies. This effort must
include interventions designed to alter high-risk behaviors among IV
drug abusers and their sexual partners and to educate the public
about the infection so that when a vaccine or therapeutic inter-
vention becomes available, mechanisms are in place to reach those
with the greatest need.

Risk-reduction programming needs to extend beyond medical and drug
abuse treatment facilities to also reach IV drug abusers who are not

in treatment and their sexual partners. These efforts need to include

all sexual partners of IV drug abusers, not only spouses. It seems

that AIDS prevention programs should separate components that
disseminate information from those that are designed to change
behaviors. Each of these approaches addresses different objectives,
but they are interdependent, one approach reinforcing the other.

For the first approach, factual information about infection with the
human immunodeficiency virus (HIV) and AIDS is provided through
one or more channels, such as electronic media, written materials, or
information sessions. For some people, information dissemination is
sufficient to alter attitudes and behaviors. Usually, these are
individuals who hold values and beliefs that are compatible with the
messages being transmitted. The social networks of these individuals
also support these messages and the associated behavior change. In
most cases, those most readily affected by media messages are highly
educated and mainstream members of the population. For any large-
scale health promotion effort, however, messages channeled through
media provide the structural support for more intensive behavior-
change programs. Continued messages reinforce the norms of the
community for the desired behaviors.
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For harder-to-reach populations, particularly those not in the
mainstream of society, such as addicted, needle-using persons,
additional strategies are necessary. These strategies need to be
tailored to address the special parameters of the target population.
These parameters include perceptions of AIDS, its transmission, and
its relative importance in the lives of the population, as well as
existing levels of involvement in high-risk behaviors. Barriers and
enhancers to the initiation and maintenance of desired behaviors also
should be identified and addressed.

However, most educational programs directed towards AIDS prevention
among IV drug abusers are concerned with information dissemination.
Community outreach workers or professional workers intervene in
one-on-one relationships and through informal contact and counseling
to address the individual drug user’s attitudes and behaviors. Many

of these program activities are not standardized or well documented,
making their assessment difficult to conduct.

Early studies conducted in New York and San Francisco have
indicated that high levels of knowledge about AIDS exist among IV
drug abusers (Des Jarlais et al. 1988b). Yet, knowledge alone does
not appear to be sufficient incentive for individual behavior change.
In interviews with 59 methadone patients in Manhattan regarding
their knowledge of AIDS and their use of protective behaviors,
Friedman and associates found that more than 90 percent were
knowledgeable about AIDS (Friedman et al. 1986). However, only 54
percent reported any change in their drug injection practices.

In conjunction with a seroprevalence study conducted in 1984 and
1985 in New Jersey, an assessment was made of knowledge of AIDS
and self-reported protective behaviors among IV drug abusers in
treatment. Facts about AIDS, how HIV is transmitted, and its
symptoms were well known to these IV drug abusers. However,
knowledge was not related to behavior change, and only about one-
third of those interviewed knew how to sterilize injection equipment.
Furthermore, about a third incorrectly believed that those infected
with HIV necessarily show signs and symptoms of infection. Finally,
slightly more than half were aware that HIV could be transmitted
sexually or perinatally (Ginzburg et al. 1986).

Educational programs have had some success in changing drug
injection behavior and in enrolling abusers in drug treatment
programs. For example, in San Francisco, local health outreach
workers are distributing small bottles of bleach and instructions for
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cleaning injection equipment. During the period prior to the
program, 3 percent of IV drug abusers interviewed as part of an
evaluation study reported that they used bleach for this purpose.
One year later, 67 percent reported that they did so (Watters et al.
1987). In New Jersey, outreach workers developed a voucher system
for treatment programs for those IV drug abusers who could not pay
for such services. The vouchers served three purposes: (1) to
measure contacts on the street, (2) to describe the characteristics of
those reached, and (3) to facilitate entry into treatment. It was

found that 80 percent of the first 1,000 vouchers were redeemed at
detoxification programs. Of those redeeming vouchers, 40 percent
had not previously been enrolled in treatment. After detoxification,
over 200 individuals went on to longer treatment programs (Jackson
et al., in press).

These reports indicate that providing information about AIDS risk
factors alone has not been effective in altering high-risk behaviors.
Thus, intervention programs must go beyond just providing facts and
include behavior-change strategies that not only encourage the
initiation of risk reduction, but also the maintenance of these
behaviors. However, AIDS prevention strategies for IV drug abusers
will not be directly comparable to those used for other AIDS risk
groups, such as gay men and hemophilia and transfusion patients.
Components from these programs, as well as from other types of
programs such as those directed to smoking cessation, seat belt use,
family planning, and cardiovascular disease and cancer prevention, can
be incorporated into a comprehensive intervention model.

IV drug use is not a problem of one group but includes people from
all social classes, educational levels, ethnic groups, religions, and
geographic areas. The possession of drugs for nonmedical purposes is
illegal throughout the United States, and possession of injection
equipment is also illegal in most States. IV drug abuse has been
found to be associated with other illegal or deviant behaviors (Des
Jarlais et al. 1986; Des Jarlais et al. 1988a; Agar 1973). It should be
recognized that for some persons and groups, drug abuse is inter-
twined with their economic and social lives. Furthermore, sexual
behavior, independent of IV drug use, is defined by group norms and
individual sexual identity. Therefore, many personal, social, and
cultural barriers must be addressed in order to alter high-risk drug
use and sexual behaviors.

Because of the special needs of IV drug abusers and their sexual
partners, an AIDS intervention program designed for this population

X



should address multiple objectives and requires multilevel, highly
integrated interventions. It is suggested here that the intervention
should be community based to be effective in reaching the greatest
numbers of the target population, particularly any hidden population
such as the IV drug abuser not in drug abuse treatment programs.
Such interventions should be designed to: (a) prepare various
members of the community for forthcoming AIDS preventive efforts,
(b) overcome barriers to high-risk-behavior change, and (c) bring
about high-risk-behavior change among those in the community.
Community support for AIDS-prevention programming suggests
strategies that use multiple community channels, such as broadcast
and print media. The media could be used to increase knowledge
levels about HIV transmission and perceptions of susceptibility among
residents. Messages for the general population should be clear,
simple, to the point, and repeated. Human-interest stories about HIV
infection could be presented to demonstrate that the problem is not
limited to stereotypical drug abusers, but affects various people, their
sexual partners, and their children, with whom drug abusers can
identify. Eliminating the barrier between “them” and “us” will
increase perceptions of individual susceptibility and familiarity, and
redefine the AIDS problem as “our problem.” A media program could
be developed not just to reach drug abusers but also those around
them to create an environment that encourages and reinforces
behavior change. To assure support from the community,
participation by leaders with broad constituencies is recommended,
including religious groups, labor organizations, and political figures,
as well as the involvement of local community leaders on active task
forces and work groups.

Results of the Stanford and North Karelia cardiovascular disease
prevention programs (Fortmann et al. 1988; Puska et al. 1983) suggest
that behavior-change interventions should not only build on media
support but also should focus on small group and individual
interventions based on a theoretical framework. Printed or
audiovisual materials along with personal discussions provide
instructions for skills needed for behavior change as well as answer
questions that arise in response to the educational messages.
Furthermore, group sessions provide the social and psychological
support needed for initiating and reinforcing such changes. It is
suggested that groups identified with broad health, social, and
community issues be used to help increase effectiveness. Finally, to
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reach those who are more self-directed or who have no social
supports, interventions should include “one-on-one” strategies such as
hotlines and counseling services.

A key resource that can fit within the context of a community-based
prevention and intervention program is drug treatment, with aftercare
components to reinforce the decision to give up drug use. Facilities
for HIV testing and counseling, with followup and medical care, also
must be available.

To identify and describe innovative ways for preventing and reducing
the spread of HIV among drug abusers, their sexual partners, and

their children, NIDA convened a technical review meeting in February
1988. The aim of the meeting was to propose recommendations for
future directions for community-based prevention research within the
context presented here. “Community,” for the technical review, was
defined as “any set of formal or informal group relationships that has
some established criteria for membership.” The chapters in this
volume examine communities from two perspectives: (1) having one
or more demographic characteristics, and (2) formal institutional
membership. Each author was asked to describe current knowledge
about HIV infection in a selected community; community factors or
characteristics that support or hinder performance of protective and
preventive behaviors (e.g., cultural, social, economic, psychological, or
functional); any available documented community experiences specific
to the target group with other related preventive behaviors; anecdotal
experiences specific to the target group with behaviors associated
with HIV transmission as well as other related preventive behaviors;
suggestions for intervention models for the target groups; and
suggestions for associated research initiatives.

Communities represented here include IV drug abusers who are black,
Puerto Rican, and members of other Hispanic groups; white males;
gays; users of nonopiate drugs; and prostitutes. Also incorporated are
institutional settings, including schools, drug abuse treatment
facilities, the criminal justice system, shelters for the homeless, the
social service system, and the health care system.

Based on the papers presented, participants at the technical review
meeting considered future directions in community AIDS prevention in
two concurrent discussion groups focused on intervention models and
research methodology. The recommendations of these groups are
presented as the final chapter in this book.
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Communication and Health
Education Research:

Potential Sources for Education
for Prevention of Drug Use

Nathan Maccoby

INTRODUCTION

In this paper, research conducted during the last 20 years is briefly
described that has been applied to reduction of disease risk in com-
munities. Most of the work reported is based on the Stanford Center
for Research In Disease Prevention’s work in communities. Included
are experiences from the Three Community Study (TCS), the still on-
going Five City Project (FCP), and the work done in schools. The
hope is that some of this experience may suggest methods and ideas
that might be successful in preventing or reducing behavior that may
contribute to high risk of acquired immunodeficiency syndrome (AIDS)
infection.

BACKGROUND

Chronic disease, especially cardiovascular disease (CVD) and, to a les-
ser extent, cancer, became the largest contributors to death and dis-
ability in this and other highly developed countries by the middle of
this century. Risk factors for heart disease had been identified

through the long-term Framingham study and other epidemiological
investigations (Dawber 1980). The three major risk factors are smok-
ing, high blood pressure, and blood cholesterol. As blood pressure
and blood cholesterol could be controlled through diet, exercise, and
drugs, it was seen that behavior changes needed to take place to
reduce the risk of heart disease.

To address the prevention of CVD, John W. Farquhar and Stanford
Medical School co-researchers Peter D. Wood, Byron W. Brown, Jr.,
William Haskell, and Michael Stern joined in a decision in early 1970
to develop a research plan to explore efficient means of risk
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reduction in the population at large and to participate in clinical

trials. In Farquhar’s view, such a plan would require a broad inter-
disciplinary team of biomedical and social scientists to address the
wide range of questions raised by the research problem. This led him
to reach beyond medical science and to consult with Nathan Maccoby,
the Department of Communication, and other behavioral scientists.
This group began to assess how best to design a public education
program in CVD risk reduction.

Since the primary risk factors of smoking, diet, and high blood pres-
sure were distributed across large segments of the total adult popula-
tion, techniques that would reach large numbers of people were called
for. At this point, the idea of intervening in total communities

through mass media was introduced. After reviewing the projected
limitations in resources and manpower, the decision was reached to
limit the target population to all adults aged 35 to 59.

As a result of interaction between the communication researchers,
psychologists, communication specialists, and others, Farquhar and the
biomedical scientists made a basic change in the research plan. They
turned from a medical model, concerned with high-risk populations
and key health-professional opinion leaders, to a more complex but
potentially more effective community model, relying principally on
communication as the basic intervention tool.

The role of mass media in achieving behavior change is complex.
Steve Chaffee, in a 1982 review of the evidence arguing that inter-
personal sources of information are by nature more persuasive than
media, points out that the evidence varies greatly (Chaffee 1982).
Furthermore, mass media interact in complex ways with other sources
of communication. Media information may lead one to seek inter-
personal confirmation; the reverse is also true. For example, when
people heard of the J.F. Kennedy assassination from others, they
checked the truth of the rumor by consulting radio, TV, and
newspapers.

Diffusion of information and practices takes place partly through

mass media (“everybody is doing it”), and partly through institutions
and organized groups. Communities can take on major tasks like pre-
vention, using a myriad of facilities to organize activities. Schools,
worksites, churches, clubs, and families can all serve as agents of a
communitywide effort to achieve changes in behavior that puts people
at risk or to prevent such behavior from being learned and

performed.



The environment can be altered in ways that are likely to reduce the
incidence of risky activities. Cigarette machines kept away from mi-
nors or abolished; smoking banned in worksites and public places; cig-
arette advertising banned or heavily restricted; more healthful foods
supplanting disease-promoting ones in schools, restaurants, fast-food
places, and food-dispensing machines all help to reduce the incidence
of smoking and high-cholesterol diets. In addition, exercise oppor-
tunities can be made readily available to the public.

Since the media campaign was to be directed at entire communities,
random assignment of individuals to the treatment or control condi-
tion was not feasible. An equally rigorous experimental method,
treating a large number of entire, geographically defined populations
as single units and randomly assigning some of these communities to
treatment and some to control conditions, was not administratively
possible (Farquhar 1978). We concluded that the most realistic com-
promise between feasibility and rigor was a quasi-experimental re-
search approach using a small number of communities as experimental
units.

After considering the powerful cultural forces that reinforce and
maintain the health habits we wished to change, and in view of past
failure of health education campaigns, we designed a heretofore un-
tested combination of extensive mass media with a considerable
amount of face-to-face instruction. We chose the latter method not

so much because it was potentially widely applicable, but because it
was judged most likely to succeed (Maccoby and Alexander 1979). It
was then possible to compare mass media, a more generally applicable
though less promising treatment with a sound approach. Therefore,
another community was selected in which treatments were adminis-
tered via mass media alone. Three strategies not usually incorporated
in health campaigns were used in our approach:

(1)  the mass media materials were devised to teach specific behav-
ioral skills, as well as to perform the more usual tasks of
offering information and affecting attitudes and motivation;

(2)  both the mass media and, in particular, the face-to-face instruc-
tion were designed to embody many previously validated methods
of achieving changes in behavior and self-control training
principles; and



(3) the campaign was designed on the basis of careful analysis of
the specific needs and the media consumption patterns of the
intended audiences. Our goal was to devise and evaluate
methods for effecting changes in smoking, exercise, and diet
that would be both cost effective and applicable to large popu-
lation groups.

THE STANFORD THREE COMMUNITY STUDY (TCS)

Three roughly comparable communities in northern California were
selected for the study. Tracy was chosen as a reference town be-
cause it was relatively distant and isolated from media in the other
two communities. Gilroy and Watsonville, the other two communities,
share some media channels (television and radio), but each town has
its own newspaper. Watsonville and Gilroy received different strate-
gies of health education over a period of 2 years. Both received
health education through the mass media, but in Watsonville face-to-
face was added using a randomized design with a sample of persons
at high levels of risk for cardiovascular disease. Two-thirds of this
group received the face-to-face instruction, while the remaining
people in this group were exposed only to media health education.

The intensive instruction program was composed of education and
persuasion in the context of social learning and self-control training
procedures designed to achieve the same changes in cholesterol and
fat consumption, body weight, cigarette smoking (Meyer et al. 1977),
and physical exercises that were advocated in the media campaign.
The instruction was conducted by a team of graduate students in
communication, medical students, and health educators trained in be-
havior modification techniques. The protocols were pretested in a
controlled setting before being applied in the field. The basic se-
quential strategy was to present information about the behavior that
influences risk of coronary heart disease, stimulate personal analysis
of existing behavior, and demonstrate desired skills (e.g., food selec-
tion and preparation), using such channels as TV spots and bus cards.

The mass media component consisted of a broad range of materials,
including about 50 different television spots, 3 hours of television
programming, over 100 different radio spots, several hours of radio
programming, weekly newspaper columns, newspaper advertisements
and stories, billboards, printed material sent via direct mail to parti-
cipants, posters, and other assorted materials. Because of the sizable
Spanish-speaking population in the communities, the campaign was



presented in both Spanish and English. The Spanish media programs
were designed to be culturally relevant.

The dominant characteristic of the mass media campaign was organi-
zational. The campaign was an integrated information system with
primary functions that included the creative transformation of the
medical risk-reduction messages into media events, the formative
evaluation of those events, their distribution in coordinated packages
over time, and their cumulative effectiveness in promoting change.
The management of this system was put into operation by a process
of continuous monitoring of the target audience’s existing knowledge,
beliefs, attitudes, risk-related behavior, and media use. The media
campaign began 2 months after an initial survey and continued for

9 months in 1973; stopped during a second survey; continued for

9 more months in 1974; then continued on a very reduced basis in
1975 (Farquhar et al. 1977, Maccoby et al. 1977).

At the onset of the campaign, decisions were based primarily on data
gathered at the initial survey, from the pretesting on local audiences
of various media productions, and on the practical considerations
arising from the likely availability of privately owned mass media.
While the campaign was under way, further guidance was obtained
from the second annual survey and from a series of systematic but
informal small-scale information-gathering efforts designed to provide
media planners with immediate feedback on the public’s awareness and
acceptance of specified sets of media events, as well as to gauge the
progress to date. Thus, the total campaign could be seen as a set of
phased media events where the information obtained from monitoring
was used to refocus priorities, reset directions, and modulate the
course of the campaign in the desired direction.

The intensive instruction program content was designed to guide the
individual through tentative practice of the skills mentioned above,

and gradually withdraw instructor participation. The expectation was
that the behavior would be maintained in the group setting without

the instructor. During the initial stage, intensive instruction was
conducted in group classes and home counseling sessions. During the
second year, the frequency and amount of contact was successively
reduced. A less intensive educational campaign was conducted in the
summer months of the third year.

The results of the education program, over a 2-year period, demon-
strated a surprisingly large decrease in a composite risk score



for CVD. This risk score is an adaptation of one used in the
Framingham longitudinal study (Farquhar et al. 1977). This decrease
was about 25 percent for those exposed to only the mass-media
campaign and about 30 percent for those who also received intensive
instruction. The risk reduction in the community provided with mass
media education was comprised almost equally of contributions from
blood pressure reduction, blood cholesterol reduction, and decreased
cigarette use. Among the individuals who received additional inten-
sive instruction, a larger proportion of change was due to decreased
cigarette use. Changes were reasonably well maintained during a
third year of decreased education, especially for the intensively
instructed group (Meyer et al. 1980; Williams et al. 1981).

Therefore, it appears that the amount of education provided, as de-
scribed, was sufficient to produce impressively large decreases in pre-
dicted future risk of CVD in an adult population. The change when
relying only on media education was especially surprising, given the
generally poor results of prior media-based health campaigns
(Robertson et al. 1974). Although no fixed standard of comparison is
available, due to a combination of the difficulty in quantifying the
amount of education and a general lack of well-evaluated health
education studies, it does appear that, in areas of generally high

public interest, a reasonably small amount of well-designed printed,
television-based, and radio-based health education combined with a
small amount of community organization and personal influence can
produce substantial changes in knowledge, behavior, and physiological
states that confer risk (Farquhar et al. 1977; Maccoby et al. 1977).

The experimental design involved development and application of a
mass media and face-to-face instruction campaign. These communica-
tion efforts were designed to overcome deficiencies of previous
unsuccessful campaigns to change behavior. Each campaign was in-
tended to produce awareness of the probable causes of coronary
disease and of the specific behaviors that may reduce risk. The cam-
paigns also aimed at providing the knowledge and skills necessary to
accomplish recommended behavior changes. Last, the campaigns were
designed to help the individual become self-sufficient in maintaining
new health habits and skills. Dietary habits recommended for all
participants were those that, if followed, would lead to a reduced in-
take of saturated fat, cholesterol, salt, sugar, and alcohol. We also
urged reduction in body weight through caloric reduction and in-
creased physical activity. Cigarette smokers were educated on the
need and methods for ceasing or at least reducing their daily rate of
cigarette consumption.



For the mass media campaign, a coordinated set of messages was
prepared for the audiences in Gilroy and Watsonville. Over time,
these basic messages were transformed for a variety of media. The
TCS demonstrated that mass media, when appropriately used, can in-
crease knowledge and help people improve their health habits. The
results led us to believe, however, that the power of this method

could be enhanced considerably if we employed the media to stimulate
and coordinate face-to-face instructional programs in natural commu-
nity settings (e.g., schools, workplaces, community organizations).
Thus, the TCS led to further investigation designed to test these
ideas.

THE STANFORD FIVE CITY PROJECT (FCP)

The FCP began in 1978 and will continue until 1991 (Farquhar et al.
1985). The FCP differs from the TCS in that the two communities
selected for education are much larger, the health education campaign
is aimed at benefiting the entire population, the communities are

more complex socially, the education program is more extensive, there
are three reference cities rather than one, the education program will
run for 6 years rather than 3, the effects of the intervention are

being monitored for a wider age range (12 to 74), changes in CVD
event rates (i.e., morbidity and mortality) are being measured, and a
community organization program is being devised to create a cost-
effective and lasting program of community health promotion.

There are two major hypotheses being tested in the FCP. The first
hypothesis is that communitywide education can achieve a lasting
reduction in the prevalence of CVD risk factors within a general
population, leading to substantial decline in the Framingham multiple
logistic measure of risk in a representative sample of persons age 12
to 74. The second hypothesis is that this risk decline will lead to a
decline in CVD morbidity and mortality in persons age 30 to 74, and
that this decline will be greater in the education cities than in the
reference cities.

The education program of the FCP was introduced after completion of
a baseline population survey. The effects of education on reducing
risk factors are being assessed by comparing the results of the four
independent sample surveys (cross-sectional) and cohort sample sur-
veys (longitudinal) in the two treatment communities, with the results
of the same survey types in two of the three reference communities.
Epidemiologic surveillance of CVD morbidity and mortality is done in



all five cities and will continue beyond the education program
(Fortmann et al. 1986).

The education program has three goals. The first is to generate an
increase in the knowledge and skills of individuals and in the educa-
tional practices of organizations, such as providing for exercise facil-
ities and/or heart-healthy food choices and a smoke-free environment,
to bring about risk factor reduction and decreased morbidity and
mortality. A second goal is to carry out the education program so

that a self-sustaining health promotion structure, embedded within the
organizational fabric of the communities will continue to function

after the project ends. The third goal is to derive a model for cost-
effective community health promotion from the experiences and data
accumulated in the TCS and this study that will have general applica-
bility to other American communities.

The intervention itself consists of three components: broadcast
media, print media, and community interpersonal programs.

Broadcast Media Components

The primary goal of using broadcast media in the FCP is to encour-
age lasting behavior change that will result in risk factor modifica-

tion and, ultimately, reduction in morbidity and mortality. Under-
lining this major goal are two subgoals: encouraging direct behavior
change and encouraging indirect change through support of community
events. Some broadcast media products are hybrids: for example, a
smoking cessation television show could encourage cessation as well
as recruiting individuals to the smoking cessation programs available
in the community. A wide variety of broadcast media programs are
used, including public service announcements, TV news series, radio
series and talk shows, and TV shows.

Print Media Programs

Print materials (e.g., newspapers, books, pamphlets, etc.) can usually
provide more information than television and radio and therefore bet-
ter skills training. Print media can provide messages of higher infor-
mation density than can broadcast media, and they can be read and
reread at the user’'s own pace, providing a large amount of informa-
tion in user-oriented format. Reading print media can be greatly
stimulated through the use of electronic media.



Print media products are distributed through direct mail and through
existing organizations such as worksites and medical care providers.
A variety of print media programs are used in the FCP. Big print is
intended to carry a major message over a relatively long period of
time. Media promotion print is any print piece whose primary objec-
tive is to motivate individuals to attend to the FCP’s media events.
Educational support print includes any pieces whose purpose is to
support classes or workshops and includes reinforcing the knowledge
and skills being taught in an educational program. The purpose of
local print is to satisfy the projects’ objectives of developing indige-
nous (i.e., community-owned) print materials.

Because of the large Spanish-speaking population in the intervention
communities, mass media have included Spanish language. Radio pro-
duction, for example, concentrates on Spanish language programs,
since this is a major information source for this target group. In
addition, weekly newspaper columns in both English and Spanish are a
major part of the print media program.

Community Interpersonal Programs

The FCP community interpersonal programs are delivered through a
variety of organizations, including health departments, community col-
leges, schools, voluntary organizations, health professionals, worksites,
hospitals, and other nonprofit health service agencies. These pro-
grams include traditional strategies such as classes and lectures.

They also include more innovative efforts such as incentive-based
contests and use of lay leaders/role models.

Formative and Process Evaluation Methods

The program is being assessed by formative, process, and summative
evaluation methods. There are at least seven specific topics in which
formative evaluation assists in the design, development, production,
and distribution of the educational program. These include:

(1) audience needs analysis—understanding audience attitudes,
beliefs, self-efficacy, and knowledge;

(2) audience segmentation—identifying subsections of the community
with factors in common such as needs, risk, demographic char-
acteristics, and media use;



(3) program design—addressing questions such as the proper name,
location, and time for program and use of appropriate educa-
tional methods and materials;

(4)  program testing—testing an early version of an intervention with
relevant audiences;

(5) ~message design pretesting—to improve the effectiveness of
specific mass media messages;

(6) community event analysis—investigation of the factors that
motivate participants to attend an event, how they learn about
an event, what they thought about an event, and how this ex-
perience will influence their future participation and behavior
change attempts; and

(7) media event analysis—analysis of community media events.

A variety of process evaluation strategies are employed. It is essen-
tial to identify a number of steps in the process of community

change and to measure each step. For example, while the ultimate
outcome variable in these studies may be a change in morbidity and
mortality due to heart disease and stroke, it is also important to
measure intermediate stages such as success in community organiza-
tion, knowledge, attitude change, skills learning, and performance and
maintenance of these skills. One needs to know who changed in re-
sponse to interventions. It is also important to evaluate the success

of achieving stable and meaningful change in community practices and
institutions as a measure of success in leaving behind a program that
runs partly or totally on its own energies. While one cannot guaran-
tee a totally clear explanation of success or failure, the use of proc-
ess evaluation strategies will provide some important clues for future
research and intervention.

Summative Evaluation Methods

The population surveys of health behavior on CVD risk factors are
conducted by full-time FCP staff at permanent survey centers in four
of the five cities. City directories of households, published by R.L.
Polk, provide a relatively complete listing of households in each com-
munity (approximately 97 percent complete) and are revised every 2
years. All individuals 12 to 74 years of age who reside in randomly
selected households at least 6 months of the year are eligible for the
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surveys, are invited to participate, and are included in the denomi-
nator for calculation of participation rates (Farquhar et al. 1985).

There are two main types of samples included in the surveys: a co-
hort or longitudinal sample and an independent or cross-sectional
sample. In the initial year of the survey, 625 people in each commu-
nity visited the survey centers, comprising the first independent
sample. These individuals were invited to participate in subsequent
surveys every 2 years, to study the process of change in CVD risk
and related behaviors over time. Second, third, and fourth independ-
ent samples will be selected over the last 6 years of the project to
study cross-sections of the community without the potential con-
founding effects of repeated measurements.

The chief sources of data on health-related behaviors are question-
naires and dietary measures. The core questionnaire consists of the
following components: demographic measures, attitude and opinion
measures, health knowledge assessment related to prevention of heart
disease and stroke, stress behavior, diet/nutrition and weight behav-
ior, smoking behavior, physical activity behavior, communication media
use and interpersonal communication network analysis, and medical
history including medication use. Finally, a random 50 percent of the
participants are given a 24-hour dietary recall, aided by food models

to illustrate size, weight, or volume of foods.

A variety of physiologic measures are obtained, including weight,
nonfasting venous samples (for lipid, lipoprotein, and plasma thio-
cyanate analysis), expired air carbon monoxide as a measure of
cigarette use, blood pressure, urine samples (for urinary sodium, po-
tassium, and creatinine measures), a low-level exercise test, and pulse
rates.

Community Organization

It was always assumed that community organization would play a sig-
nificant role in both the initial success and the durability of our pro-
gram. In accord with this assumption, our educational program is
conducted in a manner that encourages involvement from the outset
by local community groups and is designed to lead to local ownership
and control. Several assumptions underlie this approach.

(1)  Mass media education alone is powerful, but its effects may be
augmented by community organization.
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(2) Interpersonal influence can be enhanced inexpensively through
community organization, and this can allow a multiplier effect to
occur that will increase behavior change.

(3)  Organizations can expand our educational program’s delivery sys-
tem in ways that are Important for achieving communitywide
health education.

(4)  Organizations can help the process of community adoption of
risk reduction programs as their own, thus increasing the likeli-
hood of continuing health education programs and maintained
behavior change.

(5)  Formation of new organizations can be catalyzed by our external
efforts to increase the array of groups concerned with health
education and health promotion.

FCP Results

The results of the FCP are not yet complete. There will be a fifth
independent sample and an additional cohort sample taken at the end
of 1989. The surveillance of morbidity and mortality, which is ex-
pected to lag behind changes in risk, will be carried on for several
more years.

Main interim results from the cohort sample indicate significant im-
provements in knowledge of CVD risk factors, reductions in blood
pressure (both systolic and diastolic), and a reduction in pulse rate.
Total risk, i.e., the multiple logistic function of CVD risk incorporat-
ing age, sex, plasma cholesterol, systolic blood pressure, relative
weight, and smoking used as a predictor of a cardiovascular event
within 12 years, was significantly lower in the cohort comparison.

Currently, the extension to self-help communities of programs of
disease prevention and health promotion is being carried by the
Kaiser Family Foundation with our staff serving as a resource center.

Summary of Community Studies

Findings indicate that the use of an interdisciplinary staff of cardi-
ologists, epidemiologists, behavioral scientists, biostatisticians, and
communication specialists makes it possible to mount community-
based studies aimed at reducing the incidence and prevalence of
chronic disease, especially cardiovascular disease. Methodologically,
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quasi-experimental designs involving the collection of a variety of
demographic, physiological, and behavioral data can serve as baselines
for prospective intervention studies and can assist in the design and
creation of such interventions.

The TCS provided substantial indications that risk factors in CVD
could be reduced through community education. The FCP is the at-
tempt to replicate and extend these findings by additional means of
intervention. Through these interventions, it is hoped that changes
can be initiated and institutionalized with sufficient magnitude and
duration to provide a means for reducing risk of, as well as morbidity
and mortality due to, CVD.

THE STANFORD ADOLESCENT HEART HEALTH PROJECT

The Stanford Adolescent Heart Health Project is a 4-year, school-
based research program conducted by investigators from the Stanford
Center for Research in Disease Prevention. The project is designed
to develop and test a multifactor cardiovascular risk reduction/pre-
vention intervention for 15-year-old adolescents.

CVD begins early in life but might be prevented or delayed by pri-
mary prevention programs designed for children and adolescents
(Berenson 1980). Interventions that only delay onset may still reduce
the severity of the disease and the costs of medical care. Studies
providing data on the effectiveness of multifactor programs designed
to promote adolescent health behavior change in nonclinic settings
are limited. Research is needed that develops procedures to help
young people acquire and practice positive health behaviors and that
measures the effects of treatment over time and with multiple indices
of behavior change.

The Need for Early Intervention

Most researchers would agree that our modern lifestyle (cigarette
smoking, diets rich in animal fat, sedentary habits) contributes to the
development of CVD (Stamler 1980). Available evidence suggests that
behaviors associated with cardiovascular risk are acquired early in

life and may contribute to early onset of the disease (Berenson 1980;
Stamler 1980; Coates et al. 1981; Lauer and Shekelle 1980). Autopsy
studies on young soldiers (average age, 22) killed in the Korean war
revealed gross coronary atherosclerosis in 77 percent of these men
who had no known clinical evidence of coronary disease (Farquhar
1987). Elevated blood pressure, cigarette smoking, and sedentary
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lifestyle in college students have been shown to predict both fatal
and nonfatal coronary heart disease (Paffenbarger et al. 1966; Thorne
et al. 1968). Between 10 percent and 25 percent of adolescents are
at least moderately overweight (Lauer et al. 1975). Sizeable numbers
of children and adolescents show evidence of elevations in blood
cholesterol (Lauer et al. 1975; Frerichs et al. 1976). Analyses of
children’s diets suggest that over 40 percent of the calories eaten are
from fat in concordance with adult eating patterns. Saturated fat
accounts for 15 percent to 18 percent of calories eaten, and dietary
cholesterol is well in excess of 300 mg per day. It is well known

that smoking rates among teenagers escalate sharply beginning in
middle school and continue to rise into early adulthood (U.S. Office
on Smoking and Health 1988). As Berenson (1980) has stated, “If
today’s children grow up like their parents, 20 to 30 percent of them
will have hypertension as adults. Ninety percent will develop signifi-
cant atherosclerotic lesions, and over 50 percent will die from hyper-
tension and atherosclerosis.” Thus, there is a clear need for preven-
tive efforts beginning prior to the appearance of manifest clinical
symptoms (Stamler 1980).

Advantage of a Multifactor Perspective

The Stanford Adolescent Heart Health Project is a natural outgrowth
of earlier work conducted by Stanford Center researchers on the ef-
ficacy of school-based smoking prevention programs (Killen 1985). In
this earlier work, senior high school students (aged 16 to 17) are
trained to conduct smoking prevention programs in middle school
(ages 12 to 13) settings. The high school students help to equip

their younger peers with coping skills enabling them to resist social
and cultural influences that promote cigarette smoking. This research
has shown that prevention programs based on empirically tested social
learning principles can help junior high school adolescents develop
new health behaviors and maintain them, once training is complete.

The intervention was administered through physical education depart-
ments as part of the regular physical education curriculum. All 10th
graders in each treatment school attended the experimental course
sessions 3 days each week.

Health Behavior Change Programs for High-School-Aged
Adolescents

Comparatively little health behavior change research has been con-
ducted with adolescents 15 to 17 years of age. Successful smoking
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prevention programs and weight loss treatments developed for
implementation in schools have been conducted in elementary and
middle schools. While it is often assumed that interventions with
younger children may prove more successful in achieving intervention
goals, prevention programs may need to be delayed in order to
coincide with developmental periods that favor skills acquisition and
performance (Johnson 1982) or periods in which strong social influ-
ences to engage in unhealthful behavior occur. Thus, older adoles-
cents may benefit more from treatment because they possess cognitive
and behavioral competencies necessary to understand and act upon
new health and behavior change information (Johnson 1982). One aim
of this study (Killen et al. 1988) is to develop health behavior change
strategies that take into account the influence processes specific to
older adolescents.

Objectives

The Stanford Adolescent Heart Health Project includes the following
objectives:

(1)  to collect data on the prevalence of cardiovascular risk factors
in an adolescent population;

(2) to develop procedures for building adolescents’ self-regulatory
skills and thus strengthen perceived competence in practicing
healthy lifestyle behaviors;

(3) to test methods for increasing adolescents’ knowledge concerning
the role of lifestyle behaviors in the development of cardio-
vascular disease;

(4) to decrease the cardiovascular risk factor behaviors of cigarette
smoking and excessive consumption of calories, saturated fats,
cholesterol, and salt;

(5) to increase the cardiovascular risk-reduction behaviors of
aerobic exercise and complex carbohydrate consumption: and

(6) to lower the risk factor variables of blood pressure and obesity.
Recruitment and Training of Teaching Staff

A 10-member teaching staff was recruited and trained to deliver the
educational program. The basic classroom instruction was provided by
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eight full-time teachers. One additional staff person served as a
coordinator and backup teacher in each of the treatment schools.
The coordinator attended classroom sessions and had primary
responsibility for monitoring the intervention to ensure that
educational protocols were implemented correctly.

The core teaching staff was composed of young women and men in
their early twenties, on staff with the Center for Research in Disease
Prevention. All teachers had previous training in health studies
and/or previous experience in health care/health research settings. A
performance-based teacher training model was used to provide staff
with the skills necessary for successful administration of the educa-
tional protocols. The educational program was divided into four basic
modules. The teaching staff spent 3 days each week in the high
school classrooms delivering the intervention. Teachers spent 1 day a
week at Stanford preparing for the subsequent week’s activities.
During training sessions, teachers were first guided through the in-
structional protocols to acquaint them with the teaching objectives
and strategies for particular modules. The staff then broke into
smaller groups for rehearsal with feedback from group members. As
a third step, teachers enacted protocols for the larger group.

Theoretical Perspectives Guiding the Intervention

If students are to adopt healthy lifestyles, treatment programs must
build students’ perceived value of acquiring heart-healthy behaviors;
help them make immediate changes in current practices; help them
generalize new practices to family, work, and recreational settings;
and help them maintain new behaviors in the face of numerous per-
sonal and social inducements to return to old habits or to adopt less
healthful habits.

The goals of the Stanford Project, based principally on Bandura’s
social learning principles (Bandura 1986), are to train adolescents
with guided practice in which instructors first model appropriate
counters to inducements to smoke and then help students to invent
and use appropriate counters. The Stanford Project aims to provide
strengthened environmental context for our intervention, because in a
school-based program we are able to marshal environmental support
necessary to sustain behavioral change. The environment may play a
critical role in fostering maintenance by providing support and in-
ducements for desired behaviors.
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Education Components

The education program consists of 20 classroom sessions, each lasting
50 minutes. The 20 sessions are divided among five modules. Stu-
dents in the education program receive an introductory module
acquainting them with the concept of a healthy lifestyle and sur-
veying the major risk factor variables: smoking, high blood pressure,
and high blood cholesterol. This module discusses the benefits of
weight control, physical activity, stress management, nonsmoking, and
heart-healthy diet. A major goal of this module is to persuade stu-
dents that various lifestyles may have important immediate effects on
life quality as well as potential long-term health consequences, and
thus to raise the incentive value of making lifestyle changes.

The emphasis on immediate consequences may be particularly critical
or behavior change in this age group. Our surveys suggest that ado-
lescent interest in health issues stems, primarily, from concerns for
personal appearance and, to a lesser extent, physical conditioning.
Therefore, dietary and physical activity changes may be accomplished
most effectively by emphasizing relationships between health and per-
sonal appearance and condition. For example, dietary change may be
most effective for some students when embedded in weight manage-
ment programs.

A second goal of this module is to introduce students to the concept

of self-regulation. This module demonstrates how self-regulatory

skills may be used to achieve control over behavior. Specifically,
students are shown how heart-healthy behavior change may be ac-
complished through the application of various self-regulatory tech-
niques. Specific techniques include setting specific, proximal change
goals, monitoring progress toward proximal goals, problem solving, use
of self-instructional strategies, and applying self-managed incentive
systems.

Following the introductory module, students are guided through a
series of modules designed to provide them with detailed information
on risk factor behaviors and opportunities to assess their lifestyle
patterns. Thus, each module features information/demonstration and
self-assessment.

As part of the final sessions devoted to problem-solving training,
each student is required to carry out one self-change project
designed to improve heart health. Special features of the treatment
program include videodrama and role-play simulations.
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Videodrama is designed to increase students’ receptivity to altering
risk factor behavior. Our previous work suggests that efforts to

build appreciation for a heart-healthy lifestyle must precede behav-
ioral skills training. As a first step in achieving this objective, a
39-minute videodrama presenting the contemporary, dramatic story of
teenagers facing real-life situations and crises was developed. The
dramatization was designed to increase adolescents’ intentions to
adopt and practice heart-healthy behaviors by producing a shift in
their valuation of a heart-healthy lifestyle. Specific aims of the
videodrama are to:

(1)  strengthen students’ beliefs in the positive benefits accompany-
ing practice of heart-healthy behaviors (e.g., regular aerobic
exercise);

(2)  strengthen students’ beliefs in the negative consequences asso-
ciated with the practice of risky behaviors (e.g., cigarette
smoking);

(3) reduce students’ beliefs in the negative consequences associated
with the practice of heart-healthy behaviors;

(4)  reduce students’ beliefs in the positive consequences associated
with the practice of risky behaviors; and

(5) increase students’ beliefs in their ability to assume personal
control over their behavior.

Role-play simulations are designed to help students invent coping
strategies for managing high-risk situations. Skill acquisition and
performance are enhanced by rehearsal (Bandura 1986). Role-play
simulations enable students to prepare themselves to manage difficult
“real-life” situations and to devise and practice new behaviors under
nonthreatening conditions. Behavioral practice serves an important
role in the transfer of skills from school to home and recreational
environments by boosting perceived competence in performance
capability.

Evaluation
Measurements are obtained in school gymnasiums and cafeterias.

Males and females are separated. Approximately 100 to 120 students
are assessed during each 50-minute class period. Assessments
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consist of self-report questionnaires and physiologic measurements.
Questionnaire and physiological data are collected for each classroom.
Two days are required to collect data from all 10th graders in one
school.

Two persons serve as monitors in each room. Monitors are trained
to administer the questionnaire and to keep order in the classroom.
Twenty measurement specialists are trained to collect the various
physiologic data. The measurement staff are divided into specialist
teams. Each team collects only one physiologic measure.

Preliminary findings suggest that the intervention has achieved a
relatively strong effect (Killen et al. 1988). Knowledge gains in the
treatment group are impressive. Changes in physical variables, parti-
cularly among females in the treatment group, may be indicative of
the effectiveness of the intervention in promoting behavior change as
well as increasing students’ knowledge of CVD risk factor concepts.

Along with the analyses of CVD risk factor data, the research project
has enabled us to make contributions in adolescent health areas out-
side our primary focus.

SUMMARY

Studies conducted by the Stanford Center for Research in Disease
Prevention have been carried out over the last 15 years. These
studies indicate that, with systematic planning by interdisciplinary
research teams, field research projects, based on appropriate theory,
can be mounted successfully both at the community level and in
schools for the study of adolescents and for adolescent children.

Both final and interim results are for the most part encouraging.
While all of the research reported here applies to health problems
completely different from AIDS, some useful suggestions may emerge.
For one thing, in both AIDS prevention and chronic disease preven-
tion, the most effective measures to be taken appear to be behavior-
al. The research reported here is almost exclusively concerned with
developing and testing methods for assisting people to change their
behavior in ways that are likely to promote health and reduce risk of
disease. They involve education at a community level and in schools.
Perhaps education for AIDS prevention can follow similar lines with
some success.
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Recently, several studies have been directed toward the prevention of
drug abuse habits being formed by schoolchildren. A 1994 Rand Cor-
poration report summarizes a number of relevant studies and describes
models that have been applied (Polich et al. 1994). These programs
are aimed at nonuser adolescents who otherwise might become users.
It depicts four stages of experimental use of drugs: (1) nonuse—never
tried drugs, (2) experimental or episodic use, (3) regular or frequent
use, and finally (4) heavy use. Primary prevention is aimed at the

early stages of use. The methods used are essentially those described
above. Students need to be able to identify pressures to begin usage,
especially from peers. They then need to know the dangers and
problems arising from drug use. Next, and crucially, they need to
develop skills to resist such pressures and practice using the skills in
the presence of such pressure. Role-play situations can help in this
process. Project Star at the University of Southern California (not

yet published) has recently completed a large-scale seventh grade
study in Los Angeles junior high schools. They found the following
social approaches worked best in the prevention of drug abuse behav-
ior. These approaches promoted group identification, explained the
nature of peer pressure, clarified the misinformation on the preva-
lence of drug use among peers, made clear the consequences of drug
use, and used role-playing techniques to teach resistance skills.
Results were assessed over a 3-year period and indicated success in
delaying the onset of tobacco, marijuana, and alcohol use. They did
not apply these methods to the prevention of hard drug use. Clearly
such research is badly needed.

In research concerned with reduction of risk of CVD, the Stanford
group elected to intervene at the level of the community for a
number of reasons. Since risk of CVD is so widespread and since
primary prevention was our goal, we sought to educate entire
communities on the behavior needed for risk minimization.

It is also the case that communities offer a number of opportunities
for such intervention. Organizations such as schools, media outlets,
worksites, local health departments, churches, local health organi-
zations such as chapters of the American Heart Association, American
Lung Association, American Cancer Society, and many others offer
means of diffusion that can multiply the education program’s reach.

In this paper, such community studies have been described with a
special emphasis on youth via schools. It is our hope that this model
may have some applicability to problems of primary prevention of
drug abuse.
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The Puerto Rican Intravenous
Drug User

Yolanda Serrano

INTRODUCTION

Acquired immunodeficiency syndrome (AIDS) has come to represent
one of the major afflictions of modern times, with tremendous indi-
vidual and social costs. The groups suffering the most profound
consequences of, and at greatest risk for, AIDS are ethnic minorities
with the lowest national incomes, limited health care knowledge, and
the poorest access to health care (Centers for Disease Control 1986;
Bakeman et al. 1987). Historically, minorities have had limited access
to quality care, primarily due to economic factors. Sociocultural
barriers such as language, social class, education, and nonmainstream
health-care beliefs have affected minority communities. A Puerto
Rican who develops AIDS might suffer from already existing impaired
health and might delay treatment until later in the progression of the
disease. Based upon the experience of this writer, the result is that
the number of persons with AIDS in the minority community is
underestimated, and many more people of color are dying.

DRUG USE

Any examination of AIDS and the ethnic community must take drug
use into consideration. The role of the addict is very important in
the AIDS epidemic in three ways: the addict’'s contact with hetero-
sexuals; the addict’'s use of needles, syringes, and other drug
paraphernalia; and the risk of vertical transmission to the unborn
child (Drucker 1987). AIDS is spreading at a faster rate in minority
communities due to the progressive disease of addiction.
Compounding the disease of addiction is human immunodeficiency
virus (HIV) infection. Current estimates suggest that 1- to 17%-
million people in the United States have been exposed to the AIDS
virus (Department of Health and Human Services 1987). When citing
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the extent to which intravenous drug users (IVDUs) contribute in the
racial distribution of AIDS, the Centers for Disease Control (CDC)
report that although Hispanics are 8 percent of the national
population, they account for 14 percent of the U.S. AIDS cases
(Centers for Disease Control 1986). In addition, Hispanic women
account for 21 percent and children account for 22 percent of
reported cases (Bakeman et al. 1987). The statistics concerning
Hispanics and AIDS are grim. The Puerto Rican community in New
York is unknowingly being devastated. According to the 1980 census,
Hispanics comprise 19.9 percent of New York City’s population, yet
they represent 21 percent of the city’s adult cases of AIDS. The

New York City Department of Health indicates that 24 percent of all
cases of AIDS were among Hispanics. Of the 2,785 Hispanic men
with AIDS, 49 percent were IVDUs, 41 percent had sex with other
men, and 6 percent engaged in both behaviors. For 4 percent, the
risk category was unknown. Hispanics comprised 32 percent of adult
female AIDS cases. Of the 474 adult Hispanic women with AIDS,

59 percent used IV drugs, and 30 percent had sex with a man at risk.
Of the children with AIDS, 32 percent had Hispanic mothers (New
York City Department of Health 1988a).

In Brooklyn, New York, which has a large Puerto Rican community,

as of November 13, 1987, 274 (60 percent) of the total of 453

Hispanic males with AIDS were IV substance abusers; 133 (30 percent)
were gay, and 21 (5 percent) were both gay and IVDUs. Of the 102
total Hispanic females with AIDS in Brooklyn, more than half (66
percent) were IVDUs (New York City Department of Health 1987).

The number of cases, particularly heterosexual and pediatric AIDS
cases, is staggering. The infected IVDU transmits the virus to a sex
partner, who then passes it on to the unborn child, changing the
epidemic into a family disease in the Puerto Rican community. In the
United States, the New York City area has the highest seroprevalence
rate. The area also has the greatest number of AIDS cases among
IVDUs. Over 75 percent of IV drug use AIDS cases in the United
States have been from the States of New York and New Jersey.
Blacks and Hispanics constitute 39 percent of U.S. AIDS cases, but
52 percent of New York City’s AIDS cases (Des Jarlais 1987). In
addition, New York has reported half of all the female AIDS cases in
the United States. In New York City, which has reported over half

of all the pediatric AIDS cases, approximately 80 percent of AIDS
cases have been found in children of IVDUs. There are
approximately 100,000 to 120,000 women in New York City of child-
bearing age, and therefore contribute to more than 5,000 births per
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year. The majority of these women are Hispanic and black, who do
not realize they are at risk or that their sexual partners currently
use or have ever used IV drugs.

PUERTO RICAN DRUG ABUSER

In explaining the plight of the Puerto Rican addict, a better under-
standing of the economic conditions that have existed and are major
factors in the incidence of drug use in the Puerto Rican community
must be examined. The problem of IV drug abuse has dispropor-
tionately affected Puerto Ricans in New York. Therefore, IV drug
abuse became a Puerto Rican problem. In a classic study of heroin
addiction, Chein et al. (1964) reported a high correlation among high
levels of drug abuse, low levels of education, and high levels of
family breakdown in poor Hispanic areas. The same study found a
relationship between those areas with fewer social and economic
problems and low rates of drug abuse. The pressures of growing
population, unemployment, poverty, overcrowding, massive
displacement of Puerto Ricans from their neighborhoods, and
continued dispersals in the city, combined with cultural and linguistic
differences, have contributed to the disintegration of the Puerto
Rican community. These factors place an enormous burden on the
survival of the Puerto Rican family. The family is the heart of the
Puerto Rican culture and the base of strength and support. The
Puerto Rican addict’s family is involved in most of his life, from
growing up to courtship, when a man must speak to the woman’s
parents to declare his intentions.

Between 1980 and 1987, the Puerto Rican population in the United
States grew by 35 percent, from 2 million to an estimated 2.7 million.
According to the 1980 U.S. census 1,107,129; or 55 percent, were born
in Puerto Rico and migrated to the mainland; 906,825, or 45 percent,
were born in the mainland to Puerto Rican parents. In addition,

about 43 percent of all Puerto Ricans in the United States (860,552)
were living in New York City in 1980 (U.S. Department of Commerce
1980).

While the number of Puerto Ricans increases sharply, economic
conditions worsen, relative to the rest of the Nation. Median family
income for Puerto Ricans, as a percentage of total U.S. income,
continues to decline. Whereas in 1959 the median family income for
Puerto Ricans was 65 percent of white median family income, in 1980
it was 54 percent of total U.S. family income. In 1987, median family
income was estimated at only 46 percent of all U.S. families.
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Unemployment levels for all Puerto Ricans remained essentially
unchanged throughout the decade as the highest among Hispanics-14
percent in 1988, compared to rates last year of 10.6 percent for all
Hispanics, 5.5 percent for whites, and 12.8 percent for blacks.
Approximately 42 percent of all Puerto Rican families in the United
States are living below the poverty level. The urban tragedy that

has occurred in New York City, the destruction of housing by

burning, has contributed further to disorganization of families, along
with the myriad of other problems.

The family is a traditional way of coping with difficult situations. If
families are being torn apart by drugs, and there are no alternative
ways to deal with the problem, then the future does not look good

for Puerto Ricans. Puerto Rican addicts often speak of their families
and their desire to go back to the way they once were. This is most
apparent when entering a shooting gallery (places addicts go to inject
drugs). When entering a shooting gallery, there is always a reminder
of family life, with pictures, religious items, or other familiar objects.
Poverty and joblessness place an enormous burden on the family’s
survival, family health, and family relations and contribute to the

high incidence of drug abuse.

One way of attempting to reach the IVDU is by building bridges to
their subculture (Des Jarlais et al. 1985; Des Jarlais et al. 1988).

This contact can be achieved by culture brokers or outreach workers.
Such persons have experience and training in both worlds. Through
these informal networks, information can be transmitted to the IV
drug abuser in a culturally familiar and nonthreatening environment.
The culture brokers penetrate the addicts’ social circles and promote
behavior modification through frank and open discussion of HIV
infection. These outreach workers also provide information regarding
access to drug abuse treatment, medical services, and other social
services. In dealing with addicts, experience has shown that they
want treatment for their addiction, they are desperate to get off the
drugs, and they always state they are tired of life on the streets.

WOMEN

AIDS is killing women. In New York City, HIV infection among
IVDUs and their sexual partners continues to increase (New York
City Department of Health 1988a). Many of these women are Puerto
Rican. Addicted women are a special group. What has worked for
other groups is not necessarily going to be effective for women.
AIDS continues to affect women with the fewest resources, the
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women who are not ready to deal with AIDS. This population is at
high risk for adolescent pregnancies. In New York City there are
approximately 60,000 IV-drug-using women of childbearing age,
according to the New York State Division of Substance Abuse
Services. Women who are IVDUs have been victimized, traumatized,
looked down upon, rejected by society and their own communities,
and even rejected by their families. In addition, most people assume
these women are prostitutes. These women are street addicts as well
as women who use drugs secretly at home (housewives and students).
There are also women in drug treatment programs who continue to
inject cocaine. Many women engage in prostitution to support their
drug habii.

An outreach program aimed at women and men in the sex industry
must be implemented to provide AIDS education and referrals to
health services and other agencies as needed. The program should be
aware of and sensitive to issues affecting those working in the
industry. Services should include referrals for general medical
checkups, pap smears, breast examinations, sexually transmitted
disease (STD) screening, full contraceptive services, pregnancy tests,
drug and alcohol counseling, health and welfare information, free
condoms, and other services. Literature for IV-drug-using women in
the sex industry must be developed, with close attention paid to the
Puerto Rican women. In view of the potential spread of AIDS, it
would seem prudent to increase the level of understanding at street
level as soon as possible. However, both prostitutes and their
clients, predominantly heterosexual males who control the nature of
the sexual contact and can transmit the virus to their families, must
be educated. Present services are not geared to meet the needs of
these groups. The greatest risks for contracting AIDS are multiple
sexual contacts and sharing needles, syringes, and other drug para-
phernalia. Therefore, prostitutes and IVDUs are major risk groups.

In addition, clients of the prostitutes provide a pathway for the virus
to enter the general community. Both groups are criminal and
stigmatized and cannot be reached through regular channels. There
is a substantial crossover between the two groups because a signifi-
cant number of people belong to both groups. They share the same
geographic locations and they are both exploited.

The problem’s scope is easily demonstrated. If 1,000 prostitutes work
in New York City (in the streets, brothels, parlors, escort services,

or privately), and each has six clients per day, this adds up to 6,000
men per day. If each prostitute works 4 days per week (many work
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7 days per week), then 24,000 men would have contact with a prosti-
tute each week in New York City alone. These numbers are conser-
vative. Through innovative and unique ways, IV-drug-using Puerto
Rican women are being reached in New York City. Effective

education on AIDS prevention and effective strategies for risk
reduction must penetrate informal networks. Entry is made into
shooting galleries, where women of all ages and all colors, pregnant
women, women who have recently delivered, HIV-positive women, and
women with AlIDS-related complex (ARC) and AIDS are found. There
are women living in abandoned buildings and shooting galleries, after
becoming homeless when their sexual partners were incarcerated. The
women who are living in the streets of Williamsburg, Brooklyn, the
Lower East Side, Harlem, and the South Bronx are living a nightmare.
Many are sick with abscesses, open lesions, syphilis, gonorrhea, and
other STDs. Many are also pregnant and are not receiving prenatal
care, since they do not have insurance.

Addicted women who become pregnant can transmit HIV to their
unborn child. Most Hispanic children with AIDS are children of
addicted Puerto Rican women or of Puerto Rican women are the
sexual partners of IVDUs. IV-drug-using women and women in drug
treatment programs rarely seek counseling about AIDS. They do not
plan their pregnancies and do not participate in birth control. Many
IV-drug-using women do not menstruate regularly. Their options are
restricted when, at 4 months, they discover the pregnancy. Thus,
early prenatal care is unlikely. Many Puerto Rican women have been
turned away from drug treatment programs. In addition, many women
become upset with the stringent protocol for admission to