


INTERNAL MEMORANDUM

DATE: October 4, 1993

TO:

FROM: Jack E. Phelps

RE: Rep. Boyer's health education bill (17th Leg.)

This proposal is a seven-part bill, including the first section which sets forth the purpose of the
act and has no force of law. Section 5 defines terms, section 6 sets forth a timetable for
implementation, and section 7 requires an annual report to the legislature on the progress of
the program and its costs.

Sections 2 & 3 are enabling sections which allow REAAs and borough school districts to
establish health education curriculum advisory committees. This is added to existing language
which allows those same entities to set up advisory school boards and define their powers.

The real heart of the bill is found in section 4. This section redefines the health education
curriculum for statewide K-12 programs. It is not, strictly speaking, a mandate, but "encourages"
districts to implement a "comprehensive health education™ program. It should be noted,
however, that if the district elects to implement such a program, the bill's specifications
concerning curriculum would become mandatory since the existing language of the statute
("should™) is replaced by the term "must." The effect is that districts will fall all over themselves
to implement such programs because they allow the districts to justify hiring new staff and the
concomitant pleas for ever-larger budgets. In fact, page 3 lines 16 through 22 specifically require
the addition of one staff person at the Department of Education, and require the state to
provide "adequate funds" for staff and curriculum development for these new services.

Section 4 gTeady expands the current definition of a health curriculum set forth in state law.
Presently, the curriculum includes: alcohol and drug abuse education; CPR; early cancer
prevention and detection; dental health; family health; environmental health; the identification
and prevention of child abuse, child abduction, neglect, sexual abuse and domestic violence; and
appropriate use of health services.

This bill would add "age appropriate” instruction in:
tobacco use and abuse, and fetal alcohol syndrome education;
outdoor survival skills and water and boating safety;
human growth and develoj. nent, including human sexuality, reproductive health,
pregnancy prevention, prevention and control of diseases, including AIDS and other STDs;
mental and emotional health, including suicide prevention; and
nutrition.

In its definition section (section 5), the bill gives a definition of "family health” which includes
three elements: personal relationships in light of human development theories; "responsible
personal values and behavior" as the basis for family life; and laws regarding sexual conduct.
Will human development be taught from the perspective of Darwinian and Freudian
presuppositions? We can only expect this will be the case since these are the suppositions that
underlie all the doctrines of modem sociology. What "responsible personal values” will be



taught? How can such a subject possibly be taught out of the context of religious beliefs, or
without interfering with somebody's religious belief?

Under the definition of "pregnancy prevention,"” methods of contraception are included. What
is "age appropriate instruction” in pregnancy prevention for children in kindergarten, or even
third grade? And who decides what is appropriate? Also, who decides how much and what
kind of emphasis is placed on abstinence versus condoms or abortion or other forms of "birth
control?" What moral rational will be offered for choosing between the different options? If
none, what value will the program have? Knowledge of such topics without moral and ethical
underpinnings quickly degenerates into mere titillation-especially among the immature.2

Furthermore, the bill would require "training, support groups, and pertinent literature" to
involve parents and "other members of the community"” in the program. No doubt, significant
costs would be incurred if this provision were vigorously pursued. But who would decide which
"other members of the community" are to be sought out for involvement? And how would
their interests be balanced vis-a-vis those of parents? In this respect, that the bill would require
the state Board of Education to consult the Council on Domestic Violence and Sexual Assault
in drawing up guidelines for personal safety is a telling fact.

It is true that there are provisions in the bill for allowing parents to "opt out” and have their
children exempted from these classes. The bill requires this to be done in a way that prevents
embarrassment to the child who is exempted. In reality, we know this won't happen in most
cases. For one thing, there is no way for the children who are exempted to be protected against
peer pressure and ridicule. Schools are simply incapable of shielding children from the opinions
and ridicule of their acquaintances. When this bill was debated on the floor of the House, then-
Representative Leman offered an amendment which would have made the program optional
for all children. Under Leman's amendment, only those children whose parents signed a form
specifically requesting this instruction would get it. This amendment was roundly defeated,
showing that the proponents of this instruction are unwilling to have it be anything but
virtually universal.

In short, the bill is a virtual blueprint for opening the door to every item on the left-wing
agenda of the NEA. It can come as no surprise that the list of the bill's cosponsors reads like
a who's who of liberal legislators in the 17th Legislature. It is also not a surprise that Governor
Hickel vetoed the bill when it reached his desk. While focusing on family responsibility, his veto
message was appropriately restrained, but reading between the lines is rather easy once you
have actually read the bill. The law currently on the books is more than sufficient to encourage
districts to conduct programs of health education in our schools.2

1 Precisely why so-called sex education may be a contributing factor rather than a mitigator
in the rise of youthful promiscuity. See my comments on this issue on page 3.

2 It, in fact, probably goes too far. What, for instance, is "environmental health?" What is
"family health,"” and how do we know we want any particular teacher teaching our children
their views of such a topic? See my comments above about the new definition of "family
health."



The details of sex education and "AIDS education” do not need to be mandated by state law.
To uo so would, in my opinion, legitimize and exacerbate too much that is already amiss in the
classrooms of our public schools. These subjects simply cannot be taught in a moral vacuum.
When sex education is taught apart from Christian morality, the function is reduced to an
animal act, and a sense of moral restraint is difficult to justify. If we teach abstinence purely
as a discipline apart from a moral purpose, we have only substituted asceticism for ethics. This
really is the dilemma of public education once it insists that it must divorce itself from the
prevailing national religion-it becomes incapable of sustaining the traditional morality. Nowhere
is this more evident than in the subjects covered by this bill.

Sex education, as it has been taught in public schools since the 1960s, has been an abysmal
failure, at least in its stated purpose. Teenage sexual activity, teenage pregnancy, the incidence
of teenage venereal disease, and teenage abortions have all risen to astronomical proportions
under its tenure. While it is tempting to claim that sex education is actually one of the causes
of this epidemic, we can at least say with certainty that it has not stemmed the tide. Heck, it
hasn't even slowed it down! So why, in heaven's name, would we want to promote more of
the same? | suggest that you refrain from introducing this bill, and that if someone else does
introduce it, you oppose it with every effort you can muster.

| attach three items for your information: a copy of the bill in its final form; a copy of the
statute that would be modified by sections 4 & 5 of the bill; and a copy of the governor's veto
message.
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SENATE CS FOR CS FOR HOUSE BILL NO. 7 (FINANCE) am S
IN THE LEGISLATURE OF THE STATE OF .ALASKA

SEVENTEENTH LEGISLATURE -FIRST SESSION

BY THE SENATE FINANCE COMMITTEE

Amended: 5/20/91
Offered: 5/15/91
Referred: Rules

Sponsor?): REPRESENTATIVES BOYER, Brown, Ulmer, Ellis, B.Davis, Bruckman

SENATORS Pearce. Sturgulewski

A BILL
FOR AN ACT ENTITLED

"An Act relating to public school health and personal safety education.”

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. PURPOSE. The purpose of this Act is to

(1) foster the development and dissemination of educational activities and materials that
will assist students, teachers, administrators, and parents in the perception, appreciation, and
understanding of health principles and problems, and responsible personal behavior:

(2) bring the appropriate agencies of government into the process of developing and
implementing health and personal safety education;

(3) encourage the University of Alaska to add a three-credit course in health education
and a three-credit course in personal safety education to the core requirements for a degree in elementary
or secondary education.

" Sec. 2. AS 14.08.115 is amended to read:
Sec. 14.08.115. ADVISORY SCHOOL BOARDS AND COMMITTEES IN REGIONAL

EDUCATIONAL ATTENDANCE AREAS, (a) A regional school board shall establish advisory
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school boards and flWfr establish health education curricumm advisory committees in each

community in the regional educational attendance area that has more than 50 permanent residents,

and by regulation shall prescribe their manner of selection and organization, and, in a manner
consistent with (b) at this section, their powers and duties.

(b) .An advisory board snail advise the regional school board on all matters concerning
schools in the community in which the advisor/ board is established. A health education
curriculum advisory committee shall advise the regional school board on the health
education curriculum at schools in the community in which the committee is established.

* Sec. 3. AS 1-112.035 is amended to read:

Sec. 14.12.035. ADVISORY SCHOOL BOARDS AND COMMITTEES IN BOROUGH
SCHOOL DISTRICTS. A borough school district board mav establish a health education
curriculum advisor committee and may establish other advisory school boards or
committees, and by regulation shall prescribe their manner of selection, organization, powers.
and duties.

* Sec. 4. AS 14.30.360 is repealed and reenacted to read:

Sec. 14.50.360. CURRICULUM, (a) Each district in the state public school system
shall be encouraged to initiate and conduct a program in comprehensive health education for
kindergarten through grade 12. The program must include

(1) age appropriate instruction in physical health and personal safety including

(A) alcohol, tobacco and substance use and abuse and fetal alcohol
syndrome education;

(B) first aid, including cardiopulmonary resuscitation (CPR), outdoor
survival skills and water and boating safety;

(©) human growth and development, including human sexuality,
reproductive health, pregnancy prevention, prevention and controlof diseases, including
acquired immune deficiency syndrome and other sexually transmitted diseases:

(D) mental and emotional health, including suicide prevention;

S (E) early cancer prevention and detection, nutrition, dental health, family
health, environmental health;

(F) the identification and jrevention of child abuse, child abduction,
neglect, and sexual abuse, and domestic violence; and

SCS CSHB 7(FIN) am S -2- HBO0007g

Hew Texc Undue 1ltied [DELETED TEXT aRACXZTEO]j



BRE B ow o vwvwo 000 @ N =

S

RBRRB B B

R 8BRBBNB B

(G) appropriate use of health servic”

(2) training, support groups, and pertinent literature designed to assist parents and
other members of the community to participate in health and personal safety education;

(3) adistrict curriculum and curriculum materials developed in conjunction with
the district health educadon curriculum advisory committee; and

(4) a method of notifying parents of students of the content of instructional
materials used in the human gromth and development program and of the parents’ opdon to
exempt them child from human growth and development instruction; a district shall use
procedures to provide met students exempted from the program are not embarrassed bv the
exemption.

(5) a method of notifying parents of students of the content of instructional
materials used in the physical health program and of the parents’ opdon to exempt their chiid
from physical health instruction: adistrict shall use procedures to provide that students exempted
from the program are not embarrassed by the exemption.

(b) Tne board shall establish guidelines for a comprehensive health and personal safety
education program. Upon request, agencies of state government shall provide technical assistance
to school districts in the development and delivery of health and personal safety curricula. A
school health and personal safety position shall ke established and funded in the department to
coordinate the program statewide. Adequate funds to enable curriculum and resource
development, adequate consultation to school districts, and a program of training and periodic
staff development for administrators and teachers in health and personal safety education shall
be provided. The board snail develop

(1) personal safety guidelines in consultation with the Council on Domestic
Violence and Sexual Assault, the Department of Public Safety, the Department of Transportation
and Public Facilities, and other appropriate state agencies;

(2 health education guidelines in consultation with the Department of Education.
the Department of Health and Social Services, the University of Alaska, and other appropriate

state agencies.

*Sec. 5. AS 14.30.360 is amended by adding a new sulbsection to read:

(© In this section,
(1) "family health™ includes
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(A) an understanding of the physical, mental, emotional, social, economic,

2 and psychological aspects of close personal reladonships and an understanding of the

3 physiological, psychological, and cultural foundations of human development;

4 (B)the development of responsible personal values and behavior and the

5 establishing of a strong family life for students in the future, with emphasis onthe

6 responsibilities of parenting;

7 (© knowedge cf the law relating to the sexual conduct of minors and

3 sexual abuse of minors, including criminal sexual conduct;

9 (2 "health and personal safety education'™ includes health education in a school
])] setting that is planned and canned out with the purpose of maintaining, reinforcing, or enhancing
1 (he health, healthrelated skills, and health attitudes and practices of children and youth that are
12 conducive to their good health and that promote wellness, health maintenance, and disease
13 prevention; it includes age-appropriate, sequential instruction in health either as pan of an
1 existing course or as a special course;

15 (BL"pregnancy prevention™ includes

16 (A) abstaining from sexual activity until marriage;

17 (B) skills to enable students to resist peer pressure and alstain from sexual
18 activity;

19 (© methods of contraception, and the risks and benefits of each method,;
2 (@) "reproductive health™ inciudes human physiology, conception, prenatal care
21 and development, fetal alcohol syndrome, childbirth, and postnatal care.

2 *Sec. 6. TRANSITION. The Department of Education shall encourage each school district to begin
23 development of a comprehensive health education curriculum by July 1, 1992, and to have in place a

N

program of comprehensive health education by August 1, 1994.

2 *Sec. 7. REPORT; SURVEY. The Department of Education shall report back to the legislature by
26 March 1, 1993, on the progress each district has made in implementing this Act. The Legislative
27 Research Agency shall conduct asurvey of arepresentative sample of school districts to determine the
28 cost of implementing health ana personal safety education curricula in aschool district. The survey shail
29 be conducted in the fall of 1992 and be submined to the legislature by February 15. 1993.2
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A rmNong|h dated June 19, 1991, wne recejved etatlng tho
Governor has ejgnoj  the following bill aul e tvsnsultting
the mpylLoruod™ and enrolled Qlil,plee, to the Lieutenant
Governor's offioa (or peroenent (ilingi

BHATK BILL >10. 301 . ) )
"An Act requiring tiiet eigne warning of possible
danger fron dr,mkmg alcohol durl,n,% 'oregnancy elao
uern of possible det>gar (rest nitiokiny ~cigarettes
daring pregnancy."

Chapter Mo. 67, CLA 1991
Effective Datol September 17, 1991

acn-janmui-iui-fl
(he (olloving letter, dated June 21, 1991, vn rooelvod:

nol AHAM CS 7ARCS 1011 HOUIE
BILL HO 7 (HNANCE) an a

"An Aot relating to public school
health and ‘poreonal uafnty
education.

"Dear Speaker Gruseendorft

Under tlie autliority of artiole I, eOlgIo IS of the Aleslle
State . Constitution, 1 li&vo, vetoe k'snate. Coim|ttoe
Substitute (or Coaaitteo Substitute for llousu Bill 7 (rill)
on 8t), a bill xolating to public school hoalth and pursonal
safety oJucatlon, with sn omphaale on personal valuos,
sexual oohduob of minora and pregnancy prevention.

7hla bill deals with uhat hee becotoe a liCa end death laeuc
to young Montana. Unfortunately, it does not solve the
problotis’ It addrsskek, In (act, It nay sake than voree.

July 0, 1991 HOUSE JOURNAL 1910

no alroady have In statute the  autlwrlty for scligol
districts to address these ireuaa if they See (it. The
danger of this bill i» that it gives tho inpreucion that
families ere abuolved of tlin control rosponuibl’1ty of
educating their Children on oenaitlva iseuee of this nature.

Ho will never deal with teon pregnancy, venereal disueas and
ADS, unless all aepsots of our Cuaitunlty -- school, ahurch,
govsrnnont _ and, most of _all, tho fanlly -- take
responsibility. To give the ixpreseian, through a piece of
legislation such an this, that tha achoola ere” noy going to
“uolvu” all, those Igsues in unreal and unfair “to ~our
tnachure and ectvool administrators.

Tills lwus ties In olosely with ay conosrns about uliat la
h%ppon,lng to eduoetion as” a whole. Mg oannot expeat our
educational _staff to play the rola of psrsnt, pastor, en
teacher. Together, va rust vurk to rauolvs thouo problems
etsrtlug In tho fatally, through candid, frank explanations
to our” children about the dangare and rinks Isvolvsd in
early sexual aotlvlty.

Sincerely,

/m

Halter J. lllokol
Oovornor"

A ueuoge dated Juna 21, 1991, vau received utatiirg the
Governor has signed  the following hill and iu trenuolttin
tho engrossed™ and enrolled Copies bo the Lieutenan
Governor's offlco for paruanant filing)

OUBE hll.L no. 45

|

"An Aot raleting _to insurance covnraqu for
namrga?%rauo) requ[gérr}% the . nsdical ssletan?]o
program to ~ cover 0graooi reordering tho
priorities granted to uérvicoa covered tinder the
nodical asaiatanca ptogran.”

Chapter Ho. 69, bLA 1991

Effective date: September 19, 1991



INTERNAL MEMORANDUM

DATE: October 12, 1993

TO:

FROM:

RE: Rep. Toohey’s Health Education bill

Rep. Toohey’s proposal differs slightly from the final form of Boyer’s bill (HB 7) which
I analyzed for you in my memo of October 4. According to Marveen of Rep. Toohey’s
staff, this bill is Boyer’s original bill. Frankly, it is worse.

Whereas, in the final form of HB 7, the program was “encouraged,” in this version
health education, including sex ed, would be mandated in all schools in the state.

The content of section 4 of the bill is virtually the same as HB 7 although it differs
slightly in form. Toohey’s bill does not include the reporting requirements which were

section 7 of HB 7.

It should go without saying that my recommendations remain unchanged from my
previous memo.

Attachments include 1) a memo from Rep. Toohey requesting your support for her
proposal; 2) a work draft of her proposed bill; 3) a “fact sheet” from DHHS; and 4) a
draft copy of “Healthy Alaskans 2000” released by Commissioner Mala's office.



A I~ ka State Legislature
HOUSE OF REPRESENTATIVES

Official Uubiness REPRESENTATIVE CYNTHIA TOOHEY State Capitol
Juneau, AK 99801-1182
DISTRICT 13
Interim
Sulto 330
MEMORANDUM 716 W. 4th Ave.
Anchorage, AK 99601
Phone: 907-258-8195
TO: Representative Pete Kott
FROM: Representative Cynthia Toohey &
DATE: October 12. 1993
RE: Healthy Students Bill (school health education)

Attached herewith is a draft of the bill I discussed with you. Iplan to
prefile it this upcoming session. If Imake any changes prior to prefiling
the bill, 1 will send you an updated copy. Ihave also attached a copy of
some factual information forwarded to me by the municipality. 1 look
forward to meeting with you in the near future to discuss this issue with
you. Your help would be appreciated. Currently there is no school health
education mandate in statute: only a recommendation for providing any
health and safety education.

I will be out of town until next Thursday, but look forward to a meeting
thereafter.
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FACT SHEET
THE HIGH "COST" OF 1993
INADEQUATE HEALTH EDUCATION
ADOLESCENT HEALTH S
t* .
« 219 Alaskans, ages 10-19 years old wc _einfected with gonorrhea in 1991 I\
* ); -
« 1,133 teens gave birth in Alaska during;IJK?QO, including 426 in Anchorage \ j
e In 1989, 6.3% of all births to teens in Alaska produced low-birthweight babi(jes, 13.7% in Anchorage
E *
COST TO ALASKA 4
/ r «
e Teen mothers in Alaska cost the taxpayeis 54 million in 1989 . |i

i J . I
« Alaska families, begun when the mother was & teenager cost Alaska-taxpayers S51.4; million In 1988 alone
* \ i

« U.S. taxpayers paid 519.33 hillion in 1988',to support families started by teenparents:

TEENAGE SEXUAL BEHAVIOR: A CHALLENGE TO'<\BRE\AK THtiICYCLE

12 MILLION U.S. TEENAGERS ARE SEXUALLY AC-TIVE " \

In the United States, 53To of tccn girls'aged 15-17 bave had intercourse arlcast ones.

60% of sexually active teen women' aged 15-19 in the U.S. have had two dr more sexual partners,

- 1,281 teens requested birth contrgl from thse Municipality of Anchiorage (MOA) Family Planning C(Iinic in
1991. This does not include those receivingibirth control elsewhere or those not using any protection.

- Nationally, 44% of all adolcsccnrgirls ton elxperiendp one pregnancy before the age of 20.

84% of teenage pregnancigsjntke U.S. are unintended. \

430 teens had pregnancy tcsts’in 1991 auhe MOA Fanpjly Planning Clinic. This accounted for 35% of all

pregnancy tests penqrrhdd'thcrc yearV\Homej)fcgnancy tests or tests at other facilities arc not included.

- An estimated 14%.0"?ail naQonahS”n-pregjiancies end iff miscarriage and 40% end in abortion.

CHILDREN ARE HAVING CHUDRENT 3AUAY-IN'ALASICA.

Iw 1990, &,333 teenagers, or 3'adayy gave)ﬁnh %@’Alaskia.zrozcthese; 1'% \feore under 16 years ald.

3f those 1,I1X3 teenagers who gave birth. 426 were homrAnchojcage. Sixof these were under 15 years old.
The birthrate for U.S. teens 15-J7;wdsrhigher in 1989"Lhaivin any year ante 1974; 19% higher than in 1986.
Nationdlly, approximately 50%\/f teén births-arc out ofwcdlock. In-Alaska, 65% of tccnbirths—arc out of
wedlock. In clip U.S. only 4% of unmarncdj:e<fhagefrwho,give birth place their babies up for adoption.

Seven in ten births to teens result from unplanned pregnanclSsr- -. o
HEALTH RISKS TO TEENEAND THErR BABIES \
: » 1, wi

- The number of babies who,die auriDg their first’LC”p.onths is much higher among babies bom to teen mother:
- Primary reasons for poor health among children of adolescents are inadequate prenatal care and nutrition.
- In 1989, only 59% of Alaska teens reported adequate prenatal care, 67% in Anchorage.
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TEENAGERS AND RISKS OI"SSEASE
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2.5 million teenagers contract sexually transmitted diseases (STD’s) annually in the United States.

Sexual activity prior to age 20 increases therisk of cervical cancer.

Teens are more susceptible to STD's due to inareased prabakiility of multiple partners and immaturity of
caical cells.

Chlamydia represents the most prevalent STD in the U.S., infecting abbout 4 million people per year. Adoles-
cents have the highest rate of chlamydial infection and assodiated complications such as pelvic inflammatory
disease, ectopic pregnancy and infertility.

In 1991, the MOA Family Planning Clinic screened 947 teers of which 203 hed albonormal pap smears.
Nearly one million Cases o f genital werts are believed to occur each year. One study found that 38% of
sexually active teers examined were infected with genital warts.

In 1991, 20 cases of gonarrhea occurred among 10-14 year olds in Alaska.

Teens aged 15-19 accounted for 23% (or 199) of the tata Alaska gonorrhea cases in 1991

24% of Alaska's AIDS cases occur in 20 - 20 year olds. Given the average time of 10years from HIV infec
tion to AIDS, many of these peopic were probably infected as teers.

PREGNANT AND PARENTING TEENS SUFFER ACADEMIC FAILURE AND POVERTY

Teen mothers frequently find it difficult toreturn to school due to unavailability of child care.
Nationally, 60% of teen mothers drop out of schoal.

Teens who drop out of school aremore likely to have successive pregnancies.

In 1987,18% of births to teers in .Alaska were second or subsequent births; 28.2% inAnchorage.
Public funds pay for the delivery costs of at least 1/2 of births to teenagers.

HOW CAN WE DECREASE THE RISKS OF TEEN PREGNANCY?

1

2
3.

4.

5.

Provide health education at home and through schools, religious groups, youth agencies and the media.
Education should indude:
Facts about the biology of fertility andreproduction
Information about the emotional and physical aspects of sexual activity including the increased risk of
cavical cancer with early intercourse
Support for the decision nat to have sexual intercourse
Discussion about responsible decision making
Support to foster the development of sclf-conndence and healthy self-esteem
Factual information alboout birth control and where it is available
Facts about the current epidemic of sexually transmitted diseases to include HIV infection (AIDS)
Parenting courses for parents of teenagers and teenage parents
Expand the availability of conridential birth control services for sexually active teenagers.
Provide quality medical care with emphasis on early prenatal care and proper nutrition for young mothers and
their babies.
Offer unbiased information and appropriate referrals for those pregnant teers who choaose not to become
parents.
.Assure continuing education, social services, andjob training for teen parents.

DATASOURCE:

Alaska vital statistics * (1988-91); Children's Defense Fund; National Center ;'or Health Statistics; U.S. Facts in Brief- The Alan Gutttnacacr
Institute - 1993; MOA. DHKS, Family Planning Program « Statistics 1990-91; State of AK « epidemiology; MOA. DHHS. Adolescent Outreach
Information Sheet.1987; Center for Population Options 1990

Prepared by: Family Plannir]g.Adviso?/ Committee

Municipality of Anchorage. Department of ricailh and Human Service
Famﬂl Planning Pmgram

325 "[" Street

Anchorage, Alaska 99801

Telephone; (907) 343-4623 uanMim*
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Adolescents aged 15-19 years comprised 7% of Alaska's 1990 population.B
Pre-teens and young teens aged 10-14 years comprised 8% o f the state's 1990
population.b The following information was compiled from available national,
state, and private resources:

ToSsxM Sooa!

Onset of Sexual Intercourse*.

» Alaska teens report having
experienced sexual intercourse at

ages much younger chan teens 1
nationally.®* I Alaskal , U5.1 Alaska." . U.S*2
m Grade .Female Female i Male jj .rxiale
« For the 1988-89 school year, a  8th 2% 000 - r30% —
survey of 5,458 students indicated 10th 52% 43% 52% 53%
that 52% of those surveyed in the 12th 73% 66% 67% 76%
10th grade haye had intercourse.1
+ Bythe 12thgrade 73%cfthe [W. Average Agei of Initial intercourse =
females and 66 of the males have |V, ¢ Among Sexually;Active Adolescents
had intercourse.1 | ¢
. Alaska.l 14.0 years old 132 years old
2% of surveyed Alaska 8ih us" 169 years old 161 years old

graders (junior high students)
report having had sexual inter-

course.
Contraceptive Use*.
Most Common Contraception Reported by _
Sexually Active Alaskan Teens'1 " S8%cf sexually active ceens
report often or always using
contraception.D
Nobirth control 19% « Condoms are the most fre-
guently reported (51%) form of
ream &condoms 3% birth control used by sexually
Condorms onlv 519 active Alaska adolescents; 58% cf
ndoms only 51% o
Withdranal 12% meles and 4 L6of females use

ccndems exclusively. 81
* Nearly 42% of sexually active

Birth control pills 16% students report rarely, never or
somecimes using contraception.D

w
Ttii liemjfonmtiKiw re UNvmoanwrHENC a u w i v 0 e njjjo : sUwsercjuwx'?. o uea



Adolescent Pregnancy & Birth Information

* Alaska has che second highest
estimated teen pregnancy race in
the US4

= For Alaska, approximately one
in eigc teenage girls between the
ages of 15- 19will become preg
rere KI77

« For Alaska Natives, approxi-
metely one in four teenage girls
between deagess of I5- O will
become pregnant. It27

11

Estimated rate of pregnancies per
1000 females age 1S-19in  1985.

a Three teenagers aday give
birth in Alaska; one amonth is 4
years or younger, nearly one in
five of these young women is
having her second, third or fourth

child.5

= Teens acoount for one in every
10 bebies bom in Alaska.M

I More then 1,200 babies were
bom to teenage mothers in Alaska
in 1991.14

Births to Teen Mothers in Alaski7' *

#ofBirths .
CoVotfters.”
193 »
1999 IS
1990 7
101 19

Teen Pregnancy
Outcomes?

stillborn or

miscarriage -12% Sve birtts -43%

terminations-33%

M (@indaoieY/af anankd %nmm IS®
placed thetr dn'kl toredcptteo.

o-v

1,044 1056
1,180 11%
116 1,178
1256 1,286

Annual Public Cost ofTeen Parenting.

= $61.4 million is spent to assist
Alaska families that were started

when de morher was ateenager.1

* $4 million is spent to assist
mothers who are currently teers.5

* More then $12,000 is spent to
support each family headed by a

teenager.S

Sexually Transmitted Diseases.

= In 1901 adolescents aged 15-
19 years comprised 23% (199 out
of 830) of destate’s total re-
ported gonorrhea cases/

= In 192 adolescents aged 15-
19 years comprised 28%of the
state's total reported gonorrhea
Cases - the highest race of any age
group.’

» In 1992 adolescents age 15- 19
years comprised S0%00f the state’s
total dhlamydia positive tests.”
(lamydia is not reportable, this
cHta represents four public health
sites thet are testing) Ac this rate,
Alaska teers (15- 1) are six rimes
more iikely to have chlamydia then
gonarrhea.

= InAlaska. 20-29 year olds
account for 24%of dl AIDS cases.
Given the average time cfrime
years from HIV infection to AIDS,
many cf these people were prob-
ady infected &s teens.’
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------------------------------- Key Definitions
Teen Pregnancy Rate; Num-

ber of conceptions (births +

abortions + miscarriages) per

1,000 women in a specified age

group.

1990 Adolescent Health
Survey: This study surveyed
students in grades 7 - 12 through-
out Alaska with the exception of
the Anchorage and Fairbanks
school districts.

Public Costs: state and federal
Aid to Families with Dependent
Children (AFDC), Food Starmps
and Medicaid only. Other signifi-
cant costs omitted from this cost'
estimate inlude: educarion/job
training, child care, foster care,
child protective services for teen
mother and/or child, housing and
psychological counseling, in addi-
tion to the pardal loss of mother
and child as contributing members
of society.

Citations forTeenage Sexual Behavior in Alaska

1 Aaska Department of Healthand 5. Weeks, Maureen, Three A Day:.
Social Senicas, The State of Adoles-  Children Having Children in Alaska,
cent Health in Alaska. 1990 page 33- Senate Advisory Coundl, Alaska State

A Legislature, August 1989,

2 US. Departrrent of Health and 8 Henshaw, Kenney, Scberg and
Human Senvices. 'Sexual Behavior Van Vot Teenage Pregnancy in the
Among Hoh Schod Students - United United States. The Alan Guittmacher
States 1990." Chronic Diseaseand | Institute. 1989 pages 27-29.

Health Promotion Reprints from the
MVWWR, 1990 Youth Risk Behavior
Sunvey. 1992 pages 29-33.

7. Tony Zenk, Memorandum Bureau
*Of Vital Statistics. Departrrent of Health

and Sodal Services. April 28,1993.
3 National Centerfor Health Statistics,
Advance Repart Final Natality Statis-
tics, 1990 Monthly Vital Statistics
Report, Volume -H NumDer 9, Supple-
ment February 25,1993 page 0.

4. US. Departrment of Health and
Human Senvices. 'Selected Behaviors
that Increase Riskfor HV Infection
Among Hgh Schod Students - United
Sates 1990. Chronic Disease and
Health Pronotion Reprints from the
MWAR, 1990 Yauth Risk Behavior
Survey. 192 page 45.

3 National Center for Health Statis-
tics. Advance Repart Hnal Natality
Statistics, 1989, Monthly Vital Statistics
Repart. Vaume 40 Nunber 8 Decem-
ber 12.1991 pege 18

9. Mchele Hansen. Menorandum,
Division of Pubic Hedlth, Section of
Epidemology. CecarberOO 1992

10, Trish Beldhring, personal com iu-
nication with Becky Judd. Alaska
Departrment of Health & Social Ser-
vices, Division of Public Hedlth,

Section oi Maternal Child and Family
Health. March 5,1993.  Unpublished
data from Adolescent Health Survey
1990.

11 Alaska Department of Health and
Sodia Services The State of Adoles-
cent Health in Alaska. 1990 prelimi-
nary data, unpublished, page 37.

12, National Research Council,
National Acadermy Press. Chenyi
Hayes, ediior. Risking the Future;
Adolsecent Sexudlity, Pregnancy and
Childbearing. 1937 [HE74.

13 Ihd page 6L

14. Tony Zenk, personal communica-
tion with Karen Pearscn. Alaska
Dwision of Public Health, Bureau of
\ita] Statistics, January 291993.

15 US. Department ar Conmerce,
Bureau of the Census. 1990
U.S.Census.
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Statewide
indicator o Baseline
[Reduce pregnancies |mo_n([; uls igre 7
and youngen per 1000 girt: Ago 15-17) - 31(1933) csnmaxo,

IReduce number ofbinbs ro giris age

13-1” (per 1000 girisagc 13-19) 637 (1990)"
agWhl_ts idolcccena 547 1990;
b) Native sdolesewu 107) (1990

Reduce Tia proportion orunintended

pregnancies No data available

Reduce die proportion oi'idolcscenc

who have engaged in icxual intcrcouisc 5234 girlsdchoyn by i%alsI Ig%g
y

73%¢qiris/67% hoys

Increase eomncepcicn use by vexuaily _
seuvc urunimcd idoleccenls T2%< grides T-UXIO00r
Increase ge proportion of leens(sge 10
through S3) wtia have discussed buman
sexuality, including values surrounding

scowilcdy u/illi dictr parmn and/or have  43%of Jih - 12th graders received

some form ofsex edueuion in
which luimaa sexuality w u
discussed (IWO?1

received mifcrmanon ihrcugn snother
parentally endorsed ror.ee, men as
school youib or religious progrsras

Increase the proportion of primary care
providers who provide age-appropruln
preconception care and counseling

Increase the number of im ily planning 25fa,minMJIannin clinics
clinics statewide provide

Dm aocavailablo

STATUS AND CURRENT
TRENDS

Pregnancy Rates

Alaska docs not keep record of*induced or spontaneous

abornons. The Guttmachcr Institute esriraatcd the Alaska
pregnancy rate based on the proportion of abortions ob-

aincd by women of (he same age in ncighboring or simi-
lar states. Tne U.S. teea pregnancy rate in 1985 was 71.1
pregnancies per 1.000 girls age 15-17. Ourmg this same
time period the Alaska teen pregnancy rate was estimated
at 81 pregnancies per 1.000 girls age 15-17. This was an
increase from an estimated 65 pregnancies per 1.000 fe-

males age 15-17 in 1982. Alaska had the nation's second
highest pregnancy rate for 15-19 females in 1985. Preg-

37
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p S e
o ' ® oo
National Alaska Objccave
Baseline Year 2000
711(1913) ¢ 30
581(1919) <3
5S%(1983) Reduce by 20%
&ul 2774 quis/ 33%hoys by age 13 337 by ago 13
)'T S0%|Irit66 7%, hoys by »gc 17 40% hy age 17
73%(t9SS) > 07
16% > 70%
Dan aotavailaale > 607
[CHaact available increase by 25% i

nancy estimates were not projected for 3lack. Hispanic or
Alaska Native adolescent girls.<4)

Similarly, there is no current information on unintended
pregnancies in .Alaska. Nanonaily, it is estimated 56% of
all pregnancies in the U.S. are unintended. The Preg-
nane/ Risk .Assessment Monitoring System (PRAMS) sur-
vey wtil provide future information an unintended
pregnancies in .Alaska.

Birth Rates

The 1989 U.S. birth rate for teennged mothers 15-19 was
58.1 per 1000. The 1989 birth rate for this age group in
Alaska was 55.9 per 1.000. G 1990. the birth rare for
tccnaged mothers in this age group increased to 65.7 per
1.000. The birth rate for White adolescent, aged 15-19,
mothers was (4.2 per 1.000 in 1990 while the rate for
Alaska Native mothers in this age g.ouo was almost twice
that rate, 107.3 per 1.000. The United Nations lists only

(Rev. 3/31/93)
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tea countries with rates higher aain the Alaska Native
teen birth rate. The Alaska teen birth rate has decreased
from 93.9 births/T.ODU teens age 15-19 in 1970 to
55.9/1.000 in 1988. Tne white adolescent birth rate has
followed this same trend (from ahigh of 89.4/1000 in
1970 to 42.8/1.000 in 1988) wnilc the Nauve adolescent
birth rate ha3 experienced aslow but steady increase from
98.7/1000 in 1970 through 1987 when the rate was
110.5/1.000 in 1987. The Naavc adolescent birth rates
during 1988. 1989 and 1990 were 104.2. 107.5 and 107,3
per 1.000. respectively. The age specific binh rates for
other minority groups are less meaningful in .Alaska since
these groups comprise asmall percentage of the state's
population.ls)

Infertility

Nanonaily. infertility affects an estimated 2.4 million mar-
ried couples. In recent years there has been a great deal
of public discussion on infertility as it relates :0 insurance
coverage for procedures for these couples to conceive. Di-
agnosis and treatment of infertility is costly: in 1987
.Americans spent about S| billion on infertility related
health care expenditures. Tnere is no information avail-
able on the health status of .Alaskans as tt relates to infer-
diity,

Sexual Activity

According to a statewide junior and senior high school
survey, 52% of males and females bavc engaged in sexual
intercourse by [Oth grade (age 15-16). Sexual activity in-
creased svith age. 67% of the males and T3% of the fe-
males reported having had scxuai intercourse by 12rh
grade (age 17-13). .Alaska teens report sexual activity
rarcs high above nanonal norms, .Among sexually active
adolescents, the mean age of first intercourse for males is
12.2 and for females is 14.0. Tread and projection data is
not available for Alaska/3L

G Ly T

Contraception is used "always" cr "quite often" by 72% of
the 7-12 grade sexually active adolescents according to a
statewide junior and senior high school sur/ev. Condoms
are used by 51% of the sexually acavc teenagers as a
method of contraception and bamcr protection against dis-
ease. No trends or projection data is currently avail-
able/3

Huren Sexudity Osoussos ad
Counsdling

During the 1989-1990 school year. -0% of 5th-12th grad—
ers in the Alaska Public School system received some

3

form of family life education in which human sexuality is
discussed.

No data is collected regarding che extent to which parents
or religious programs discuss human sexuality and the vai*
ucs surrounding sexuality. Further, informanort on the
practice of preconception carc and counseling, in Alaska,
is not available,

Famly Faming Ainics

There are twenty-six family planning clinics tn Alaska.
These include state, municipal. Native and local clinics
that provide "Medical Family Planning" services. Cur-

rently. the information on the number of women utilizing
services at these clinics is not available.

HEALTH IMPLICATIONS
Reduang Addesoant Pregnancy/Birth

The tmoacrof adolescent pregnancy is two fold, affecting
both die adolescent motner and the child that is bom to
this adolescent mother. The adolescent mother is less
likciv to seek prenatal care and less likely to finish high
school. They are more likely to be stngie. poor isolated
and depressed. For the child the main risk is being bom
too small and with diis comes an increase incidence of
mental retardation, cercbrai palsy, eptiepsy and other inju-
ries. These children arc also at risk a higher risk for death
and injury in infancy and childhood. The children of ado-
lescents are also more like :0 have problems in school and
often become teen parents themselves.

Unntentiondl Pregnanaes:

An uninter.ttonai pregnancv can alTec: a women by im-
pacting on her health, her family, and their sociai and eco-
nomic situation. A women's health is atfcared by an
unintentional pregnancy when the pregnancies occur
ciosc together. This docs not allow for her body to recov-
ery from pregnancy, childbirth and/or breast feeding,
Children that are closely spaced often don't have the time
andattenuon that a child whose family has planned and
spaced their pregnancies. Unintentional pregnancies will
impact a family's monetary resources, for not only the
cost of prcnaral care, labor and deliver/ cost, newborn
health carc, but fcr the basics of food, shelter and cloth-
ing. .Adolescents or women that arc currently in college
orjuststamng acareer can be negatively impacted by an
unintentional pregnancy. Fcr those that choose to termi-
nate the pregnancy, the monetary and emotional cast of
the unintentional pregnancy can also be a hardship.

(Rev. 8/31/93)
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infertility:

Infcmlicy can be seen in anv aye group. Often older cou-
ples are thought as being die most C'ICC’Cd, but there is an
increased rate ox‘infertility in younger women due to the
increase ox sexually transmitted diseases. Infertility is an
emotional life crisis. The couple ox'tcn experience feel-
ings of helplessness and being out ofcontrol of one's life
and plans. The couple suffer from a loss ox"self-esteem,
seif-comidence. pregnane/ experience, gencac continu-
ity, and spontaneous sexual intimacy. Not only do these
couples sutler emotional responses but the cost of medi-
cal treatment for infertility can be enormously expensive.

Adolescent Sexual Activity:

Adolescent sexual activity impacts our teens in many
ways. A sexual relationship can expose che adolescent to
STD's (sexually transmitted diseases), to AIDS, to in-
crease risk of abnormal Pap tests, to unintentional preg-
nane/, to abortion, and to emotional distress over
relationships, Each of these factors can have devastating
consequences or. a persons life.

Adolescent Use of Contraception:

The use of contraception in those adolescents that are
sexually active would impact die high rate of adolescent
pregnancy and the high rate of STD's in the adolescent
age group. The consequences of increasing contracepnon
would be a decrease in abortion rate, decrease in the high
school drop out rate, a decrease in funding required for
public assistance programs, a decrease in infant morality
rates and a decrease in infertility. A substantial savings in
all areas that axTcct an adolescent life (social, emotional,
economical, spiritual and physical) couid be realized.

Adolescent Discussion of Human
Sexuality:

Discussion of human sexuality with adolescents by a par-
ent or adult allows for the opportunity to cultivate a health
based interaction. When human sexuality is presented in
anonjudgraenul format, it can be considered as a part of
a holistic human development, as is our physical and emo-
tional health. This allows for open commumcauon be-
rwecn parcnt/adult and adolescent. Open cammumcancn
between parent and child has been correlated to delayed
initiation of sexual activity.

Preconception Care and Counseling:

Health care before conception may optimize the outcome
of a given pregnancy, whereas options may already be
limited by the time a women conceives. Preconception
carc and counseling can be particularly important in iden-
tifying conditions that could dramatically effect a prcg-

39
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nancy, such as diabetes mellicus. hypertension and meta-
bolic and indented disorders. Discussion and idcntuica-
non of behaviors that would impact on a pregnancy can
also be identified and addressed, such as drug, alcohol
and tobacco use. Preconception counseling can also start
regimes, such as die use of prenatal v'-amins with folic
acid to prevent neurocuoe defects. Preconception counsel-
ing allows for optimum health prior to the pregnane/ in
order for the pregnant women and infants to experience a
higher lcycl of wellness.

Family Planning Clinic Services:

The impact of increasing family planning clinics is that all
of the above concerns can be addressed in family plan-
ning clinics. Family planning clinics are an opportune
place for preconception care and counseling to occur, pro-
viding the benefits dasenbed. Discussion ofhuman sexu-
ality Is another area that can be done at a family planning
clinic, especially when there are questions that ocher
adults are uncomfortable in discussing, this would allow
for the beginning for dialogue for adolescents to use when
approaching their parents. Family planning clinics can
provide information and contraception to adolescents,
thus decrease the adolescent pregnancy rare and the rate
of STD's in this group.

RECOMMENDATIONS

* Increase funding to expand family planning services
statewide with emphasis on adolescent population

m Implement culturally sensitive, devciopmcntally appro-
priate K-12 school health curriculum statewide

DATANEEDS

‘Number of unintended pregnancies.
mPrevalence of infertility

Number of primary care providers who provide age ap-
propriate preconception care and counseling.

Numbcrof pregnancy terminations for Alaska residents.
«Number of teens who arc sexually active and the number

using contracepnon.
KEY QRC-ANTZATTON~*

Alaska Area Native Health Service

Alaska Department of Education

Alaska Department of Health and Social Services
Division of Fsmtlv and Touih Services
Division of Public Health
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Alaska Health Education Consortium
Alaska Nurse: Association o
Alaska Nurse Practitioner: Association
Alaska Public Hdaith Association

Alaska Regional Native Health Corporations
Alaska State Medical Association
Municipality of Anchorage

Department of Health and Human Services
Planned Parenthood of Alaska

Private non-profitagencies

U.S. Public Health Service, Region X
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February 23, 1994

Representative Cynthia Toohey
Alaska State Legislature

P. 0. Box V (MS 3130)

Juneau, AK 99C11

Dear Representative Toohey:

On behalf of the Alaska State Medical Association 1 would like to offer
our highest support for your committee's substitute for House Bill #320.
Under our current health system, public health has, unfortunately, not

been given the emphasis that it deserves. Preventative medicine is good

medicine. Your bill will help educate the youth of the state which will
hopefully allow them to make healthier decisions when they '"each
adulthocd.

I am strongly supportive of mandated instruction on the human
immunodeficiency virus. | recently attended a conference in San
Francisco and was made aware that the incidence of HIV infections is
increasing most rapidly amongst the teenage population.

Thank you for this bill. If I can be of any assistance to you in
passage of the "Healthy Students Act” do not hesitate tc contact me.

yours,

_ - ~1
Donald R. Lehmann, M.D., A.B.F.P.
President, Alaska State Medical AssocirMon

Chairman, Legislative Affairs Committee

DRLsbJ



ALASKA HEMOPHILIA ASSOCIATION
2810 Aspen Drive, Anchorage, Alaska >9517
FAX or PHONE (907)243-4045

3/1/94

Cynthia Toohey
Room 104 Capitol
Juneau, AK 99807

Dear Cynthia,

| wanted to express appreciation for your support for HIV education and the
"Healthy Student Bill" you are co-sponsoring. As you are probably aware, HIV has
had a tremendous impact on the entire hemophilia community, both through the infection
of the majority of hemophiliacs who usea blood products before 1985 and through the
ten-fold increase in the cost of the newer HIV-safe blood products since 1985. Our
collective experiences have made us strong supporters of HIV education and health
education in general.

Our organisation recently received funding from Maternal and Child Health for
a part-time salary that includes HIV risk reduction and instituting a program for
comprehensive hemophilia care in Alaska. Let me know if there is anything | can
do to lend support to your efforts.

Sin

Louise™ Cobb, Director



March 17. 1994

Jimmy and Beverly Hart
PO Box 1826
Soldotna AK 99669

Dear Jimmy and Beverly.

Thank you for your public opinion message regarding HB 320, mandating
sex education in Alaska's government schools.

lagree with you. Children should be educated regarding the consequences
of sexual activity outside of marriage. However, the decision about content,
as well as where and when they receive this information must remain in the
control of parents. Above all, children should not be unreasonably subjected

to embarrassment and humiliation of learning sexual information in mixed
company.

The book. "Asking About. Sex and Growing Up” by Joanna Cole was recently
retained by the Anchorage School Board in elementary school libraries. Our
children do not need this book. It contains many "how to's" that are
objectionable. In addition, it assures children that sexual attraction to
teachers and relatives is okay. | encourage you to contact your school
librarian and school board members to register your objection to the
placement of this book.

HB 320 is currently in the House Finance Committee and has not yet been
scheduled for a hearing.

Lbren Leman
Senator

LL/cl



Alaska State Legislature

HOUSE OF REPRESENTATIVES

Official Business REPRESENTATIVE CYNTHIA TOOHEY state Capitol
Juneau, AK 99801-1182

DISTRICT 13

MEMORANDUM
DATE: April 13, 1994
TO: Senator Loren, Chair

Senate State Affairs Committee
FROM: Representative Cynthia Toohey

RE: House Bill 320, "An Act relating to public school health
personal safely education”

| respectfully request that the above-referenced bill be scheduled for a
hearing in your committee at your earliest convenience.

Attached is:
A sectional analysis of the most current version, CSHB320 (HES)
Current fiscal note
Current departmental position paper
Pertinent backmound material

Please give Marveen or me a call at 6820 if you have any questions. Thank
you.

INTERIM ADDRESS: 716 West 4th Avenue, Suite 330, Anchorage, 99501-2133
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April 25, 1994 *** Alaska Health”

Education Consortium
Senator Loren Leman

Chair, State Affairs P.O. Box 100563, Anchorage, Alaska 99510
State Capital, Room 113
Juneau, AK 99801-1182

Dear Senator Leman:

On behalf of the Alaska Health Education Consortium (AHEC) we would like to provide some
comments on CS HB 320 "An Act relating to public school health personal safety education' as
it is written. AHEC is a statewide agency made up of health educators who work for private
nonprofits, native health corporations, school districts, state and municipal health and education
departments. Most of our efforts focus on prevention, including encouraging comprehensive
school health education.

Our three main concerns with the HIV mandate are that the fiscal note is inadequate, there are
no criteria to monitor if the bill is being implemented, and it doesn’t define any outcome or
amount of education that needs to occur. The money is minimal to provide adequate training
to all school districts. Training is important to provide sufficient information and comfort levels
in order for teachers to provide effective HIV education. The fiscal note does not reflect costs
that will be incurred by local school districts at a time when their budgets are being reduced.

Second, an outcome of this mandate should state what educational requirements need to be met.
We would suggest page 2, lines 14-17 be rewritten to as follows. ™A school district shall
conduct a program in health education that includes instruction and assessment in HIV/AIDS to
assure that students have acquired the necessary information to avoid infection. Instruction
under this subsection must be appropriate to the child’s age and emphasize appropriate
behavior.”

Third, there is no mechanism in the bill to monitor if districts are in compliance with this
mandate. AHEC’s suggestion is to require schools to report implementation back to their
communities and the Department of Education through AS 14.03.120 Education Planning,
(School Report Card Legislation).

We prefer that HIV education be taught within a planned and sequential K-12 comprehensive
school health program. However, we support this bill with the suggested amendments. Thank
you for this opportunity to share our concerns on this important piece of legislation.
Sincerely,

Kris Larson

President

KNOWLEDGEABLE CHOICES FOR OPTIMUM HEALTH
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? SOCIETY ALASKA DIVISION, INC.

Hay 5, 1994

Senator Loren Leman

Senate - Alaska State Capitol
Room 113

Juneau, AK 99801-1182

Interdepartmental Mail Stop: 3100

Dear Senator Leman;

As Chair of the State Affairs Committee, you have the opportunity
to schedule a Senate hearing for KB320 (The "Healthy Students®

3ill. - e - s s s
The A%erican Cancer Society, Alaska Division, has recomi.icnoe®. u.ie

inclusion of Tobacco Prevention Education into this bill and we
would®"hope to see State level action on Comprehensive School Health
Education.

It is with confidence in the hearing process, that we hope to see
the eventual passage of a bill that will address the healtn issues
curriculum in Alaskan schools. Without discussion, everyone loses.
With the hearings, the awareness of Prevention Education as a vilol
component will 1increase.

Than), you fcr vcur attention to chis concern.

Sincerely,

Jill Gates
Prevention Programs Director

406 WEST FIREWEED LANE SUITE *204 ANCHORAGE ALASKA 99603 « 907/277-66%6 « 800/4769356 « FAX907/177-8697



Position Paper: Department of Education

Division Educational Program Support Bill Number C.S.H.B.32D

Bill Title An Act relating to public school health personal safety education

Sponsor Representative Toohev

Position Statement: Explain briefly what the bill does, its impacts and Department's
position.

What -tho hill does:

This bill would amend existing law regarding health and safety education in public schools in
three ways. First, it would require the school boards of each school district and regional
educational attendance area to establish a health education curriculum advisory committee.
Secondly, it would repeal the existing AS 14.30.360 and reenact this section to a) require
instruction in human immunodeficiency virus and acquired immune deficiency syndrome, and b)
encourage a district in the public school system to conduct a K-12 comprehensive health
education oroeram. In addition. it would increase the number and scope of the topics that would
be encouraged as a part of this program. Finally, it would add a definitions secr.cn that includes
definitions for the 'erms "family health.” "health and oersonal safety education.” "pregnancy
prevention."and reproductive nealth.

Impacts and Department's position:

The Department recognizes the importance of a structured health education curriculum that will
provide students with the information and skills they need to make health promoting choices
throughout their lifetime. The Department agrees that it is important for students to be instructed
in HTV prevention and other important health risks of this era. However, the decisions about
what the content of curriculum should be. and the age at which that content is appropriately
taught, and its level cf emphasis are best decided by the local school boards in consultation with
oarcnts. local health oroviocrs ano community memoers. Fc. ...esc .eas™.«s. *«e Department of
Education continues to oppose imposition cf any kind cf state level curriculum mandates.

The Department does support the requirement for establishment cf a health education curriculum
advisory committee for the district. This practice will assure the district receives the best advice
from local health experts, parents, and other community members. Ihe langut ge describing the
role and operation of this committee should impose minimal additional expense to the school
districts.

APPROVED:
Director Vince Barry DIVISION Educational ProgramSupport
Signature R »— —n i“ate A

Commissioner/Deputy Jerry Coy#v/Mike Maher

Signature iy MSb fprliyIY su* A Data
o:commii | "MB320c



Alaska State Legislature

(MTiciiil Business Stute Capitol
SPONSOR STATEMENT Juneau, AK 99801-1182

HOUSE BILL 320
"An Act relating to public school health personal safety education”

The overall health of our youth should be a matter cf concern for every Alaskan.
Teen alcoholism, pregnancy, drug abuse, suicide, injuries, and the alarming rise
in the incidence of HIV/AIDS in children are being addressed in a number of
ways, but prevention is the most effective, least expensive approach to most of
these concerns. We all need to work together on this issue.

A vtal part of any health care reform plan in Alaska or in this nation is
prevention. If we do not promote healthier lifestyles among our youth, health
care costs will continue to escalate.

Ilouse Bill 320 recommends comprehensive health education in the public schools
and mandates MIV/AIDS education. There is an opt-out section for parents who
prefer to teach their children themselves. Thirty-nine states either mandate, in
statute or policy, MIV/AIDS education. After 13 years of research at a cost of
$10 billion, there is still no cure for HIV/AIDS. The Institute of National Health
has said there may be no cure. They say the only answer mav be prevention.

The HIV/AIDS vigus is not a remot sease. present in mopst areas,of,our
e . 25% of Deople with ATDS T “Alaska’ Contracted it In- their

{eens. confirm F cases of AIDS have been reported r e following census
areas: NOTEN §o e, Nome Waae Hampton Beﬁw Fa|rban s Mat-Su,
aldcz- Cordova PRena Penlnsg od|ah onra e,
S{t Jungau, W |-Petersburg, Ketchikan G teway, and Prince

ales-Outer an This does not include those who are HIV positive
since 111V is not a reportable disease in Alaska. Teens and women are the fastest
growing group of individuals who have AaB Due to its deadliness, it is
imperative that we arm our most precious resource, the children of Alaska, with
enough information so that they can enjoy long healthy lives.

Among those who support HB320 are the Alaska State Medical Association, the
Alaska Hemophilia Association, the Alaska Native Health Board, the Alaska
Nurses Association, NBA Alaska, and Alaskans Living with |11V It has a $39.4K
fiscal note. It costs an average of $]_'L9(ID for ONE persons lifetime medical

expenses to treat AIDS. 1 urge your support and co-sponsorship of this
legislation.



SENATORIAL ALERT ON HIV/AIDS IN ALASKA

YOUNG PEOPLE ARE BECOMING INFECTED, YOUNG PEOPLE ARE
DYING.

THE AIDS EPIDEMIC HAS NOW CLAIMED MORE AMERICAN LIVES THAN
THE KOREAN, VIETNAM AND PERSIAN GULFWARS COMBINED. THE
CENTERS FOR DISEASE CON TROL (CDC) ESTIMATES THAT BY THE END
OF NEXT YEAR, 285,000 TO 340,000 AMERICANS WILL HAVE DIED OF
AIDS -RELATED COMPLICATIONS. ANOTHER 1-2 MILLION AMERICANS
ARE INFECTED WITH 111V, AND 40.000 TO 50,000 MORE WILL BECOME
INFECTED THIS YEAR.

LIVES HAVE BEEN NEEDLESSLY LOST BECAUSE OUR COUNTRY
ALLOWED SOCIETAL UNEASE WITH SEXUAL ISSUES TO PREVENT IT
FROM TAKING TO THE AIRWAVES WITH AIDS INFORMATION.

FACT: OF ALL ALASKANS CONFHIMED WITH FULL BLOWN AIDS, 25%
CONTRACTED IV IN THEIR TEENS.

FACT: HALF OF ALL NEW HIV INFECTIONS OCCUR IN PEOPLE UNDER
THE AGE OF 25 YEARS.

FACT: BY AGE 19, 75% OF WOMEN AND 86% OF MEN HAVE HAD
INTERCOURSE.

FACT: OVERWHELMING NUMBERS OF TEENS CONTINUE TO ENGAGE
IN UNPROTECTED SEXUAL ACTIVITIES, DESPITE THE WARNINGS.

FACT. THE CENTER FOR DISEASE CONTROL NOW TELL US THAT
TEENS AND WOMEN ARE IHE FASTEST GROWING GROUPS IN THIS
EPIDEMIC.

FACT: THE WORLD HEALTH ORGANIZATION, INA COMPREHENSIVE
INQUIRY THAT INVOLVED 19 STUDIES IN SIX COUNTRIES, INCLUDING
THE UNITED STATES, FOUND ON THE QUESTION OF SEX EDUCATION
THAT ADDRESSED CONDOM USE THAT IN NO STUDY WAS THERE
EVIDENCE OF SEX EDUCATION LEADING TO EARLIER OR INCREASED
SEXUAL ACTIVITY INTHE YOUNG PEOPLE WHO WERE EXPOSED TO IT.
IF FACT, THERE WAS A DECREASE IN SEXUALACTIVITY.

FACT: THE CENTER FOR DISEASE CONTROL NOV'TELLS US THAT AIDS
ISTHE HI KILLER FOR MEN BETWEEN THE AGES OF 25 AND 44. AIDS IS



NOW ALSO THE 4TH LEADING CAUSE OF DEATH INWOMEN IN THE
SAME AGE GROUP.

FACT: IT COSTS S102,000 TO TREAT ONE AIDS PATIENT ON AVERAGE.
FOR APPROXIMATELY $250,000 WE CAN INITIATE PREVENTION
EDUCATION COURSES THROUGHOUT ALASKA FOR OUR YOUNG
PEOPLE TO TEACH THEM HOW TO PROTECT THEMSELVES IN THE
MIDDLE OF THIS RAGING, OUT-OF-CONTROL EPIDEMIC.

ALASKA IS SO PROUD OF HER RESOURCES. LET US NOT FORGET OUR
MOST IMPORTANT RESOURCE: OUR YOUNG PEOPLE. WHO 1S GOING
'10 COME FORWARD WITH THE LEADERSHIP NEEDED TO IMPLEMENT
THE "HEALTHY STUDENT"™ BILL TO ENSURE THAT ALL ALASKA’S
CHILDREN HAVE THE RIGHT TO KNOW HOW TO PROTECT
THEMSELVES?

PRESENTLY HIV/AIDS EDUCATION IS MANDATORY IN 33 STATES IN
AMERICA AND 15 STATES HIGHLY RECOMMEND IT.

THIS DISEASE COULD HAVE BEEN STOPPED. THIS DISEASE IS TOTALLY
PREVENTABLE. IT IS OUR MORAL RESPONSIBILITY TO ENSURE THAT
EVERY YOUNG PERSON IN ALASKA ISPROPERLY EDUCATED ON THIS
ISSUE. IF WE DO NOT, THEN WE MUST SHOULDER THE
RESPONSIBILITY FOR FURTHER INFECTION AND DEATH OF YOUNG
PEOPLE.

IT HAS BEEN SAID THAT HISTORY WILL JUDGE HARSHLY THOSE
ENTRUSTED WITH DECIDING WHAT COULD HAVE BEEN DONE... BUT
WAS NOT DONE... TO SLOW THE SPREAD OF AIDS. THE AIDS EPIDEMIC
ISNOT SOMEONE ELSE'S PROBLEM. IT IS ABOUT OUR FAMILIES AND
OUR CHILDREN.

WHO CARES ABOUT YOUR CHILD CONTRACTING IIIV/AIDS?
WE DO...

ALASKANS LIVING WITH HIV (ALHIV)
174 SOUTH FRANKLIN ST. #208
TEL.# 463-5688 FAX# 463-3180



STATE OF ALASKA
DEPARTMENT OF HEALTH & SOCIAL SERVICES
DIVISION OF PUBLIC HEALTH
SECTION OF EPIDEMIOLOGY

"-PUBLIC SUPPORT FOR AIDS EDUCATION*ZL

1992
Should education about AIDS be taught in schools within
comprehensive health education? Percent responding yes.

96%.
Should comprehensive health education include instruction on
condoms as a preventative measure? Percent responding yes.

83%

ALASKA DEPARTMENT OF HEALTH & SOCIAL SERVICES
THE STATE OF ADOLESCENT HEALTH IN ALASICA, MAY 1990

In the 1988-89 school year, a survey pf 5,458 students indicated that 52% of 10th
graders surveyed have had intercourse. By 12th grade, 73% of the females and 67%
of the males reported (hey have had intercourse.



SI1Ji/C € SEC . S IS REPEELED AMbD REEA/ECT e eb]j
tu /s copy M fls ezE rf P fIAJb-(/AJ/bE xc/Aleb to

/[ald Ic p te U auj te x t; S o Mem bers ceal
Mo pe e a s /i yd /s tlaldu isl// R etw eeal M ba t

C uPPEaJTayY EX/STS /N STATUTE AAI/b kJP /T

/j P roposed. cs for house bill no 320ihes)

IN THE LEGISLATURE OF THE STATE OF ALASKA
EIGHTEENTH LEGISLATURE - SECOND SESSION

BY THE HOUSE HEALTH, EDUCATION AND SOCIAL SERVICES COMMITTEE

Offered: 3/2/94
Referred: Finance

Sponsor(s): REPRESENTATIVES TOOHEY, Hudson, Brice, Bunde, Finkelstcin. Nordlund. Olbcrt»,
Porter, Sitton, B.Davis

A BILL
FOR AN ACT ENTITLED

1 "An Act relating to public school health personal safety education.”

2 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

3 * Section L SHORT TITLE. This Act may be known as the "Healthy Students Act."

4 * Sec. 22 PURPOSE. The purpose of this Act is to foster the development and
5 dissemination of educational activities and materials that will assist students, teachers.
6 administrators, and parents in the perception, appreciation, and understanding of health

7 principles and problems, and adoption of responsible behavior.

8 * Sec. 3. AS 14.08.115 is amended by adding a new subsection to read:

9 (c) A regional school board shall establish a health education curriculum
10 advisory committee in the regional educational attendance area, and by regulation shall
11 prescribe its manner of selection and organization. Members of the advisory
12 committee required under this subsection may include residents of the district with
13 expertise in public safety, mental health, alcohol and drug abuse, and public health.
14 A meeting of a health education curriculum advisory committee may be

111103200 -1- CSHB 320(HES)
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teleconferenced. A health education curriculum advisory committee shall advise the

regional school board on the health education curriculum at schools in the reglonal
. iw— — ir iimm | 1— — — Nlmmlinn— — e — — —

educational attendance area.

* Sec. 4. AS 14.12.035 is amended to read:

Sec. 14.12.035. ADVISORY SCHOOL BOARDS AND COMMITTEES IN
BOROUGH SCHOOL DISTRICTS. A borough school district board shall establish
a health education curriculum advisory committee and may ezt_a_blish ortl-r"1Melrm
advisory school boards or committees, and by regulation shall prescribe their manner
of selection, organization, powers™ and duties. Members of the health education
curriculum advisory committee may include residents of the district with expertise
, oubiic satety. mental health, alcohol and drug abuse, and public health, A

health education curriculum advisory committee meeting mav he teleconferenced.

* Sec. 5. AS 14.30.360 is repealed and reenacted to read:

Sec. 14.30.360. CURRICULUM, (a) A school district shall conduct a
program in health education that includes instruction in human immunodeficiency virus
and acquired immune deficiency syndrome. Instruction under this subsection must be
appropriate to the child’s age and emphasize appropriate behavior.

(b) A district in the state public school system shall be encouraged to initiate
and conduct a program in comprehensive health education for kindergarten through
grade 12. The program should be appropriate to the child’s age, emphasize appropriate
behavior, and contain instruction in physical health and personal safety including

(1) alcohol, tobacco, and substance abuse and fetal alcohol syndrome
education;

(2) first aid, including cardiopulmonary resuscitation (CPR);

(3) human growth and development, including reproductive healthy
pregnancy prevention, prevention and control of diseases, including sexually
transmitted diseases;

(4) mental and emotional health, including suicide prevention;

(5) cancer prevention and early detection, nutrition, dental health,
family health, and environmental health;

(6)the identification and prevention of child abuse, child abduction,

CSHB 320(HES) 2 111103200
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neglect, and sexual abuse, and domestic violence; and
(7) appropriate use of health services.
(c) A program under (a) or (b) of this section
(1) may include training, support groups, and pertinent literature
designed to assist parents and other members of the community in the use of available
community resources, and in participating in health and personal safety education; and
(2) must include a method of notifying parents of students of the con-
tent of instructional materials used in a program described under (a) or (b)(3) of this
section and of the parents’ option to exempt their child from the instruction; a district
shall use procedures to provide that students exempted from the program are not
embarrassed by the exemption.

(d) The state board shall establish guidelines for a comprehensive health and
personal safety education program. Personal safety guidelines shall be developed in
consultation with the Council on Domestic Violence and Sexual Assault. Upon
request, the Department of Education, the Department of Public Safety, the Department
of Health and Social Services, and the Council on Domestic Violence and Sexual
Assault shall provide technical assistance to school districts in the development of
personal safety curricula. A school health and personal safety education specialist
position shall be established and funded in the department to coordinate the program
statewide. Adequate funds to enable curriculum and resource development, adequate
consultation to school districts, and a program of teacher training in health and
personal safety education shall be provided.

* Sec. 6. AS 14.30.360 is amended by adding a new subsection to read:
(c) In this section,
(1) "family health™ includes
(A) an understanding of the physical, mental, emotional, social,
- n— 11 m 1 -*
economic, and psychological aspects of close personal relationships anu ai.

*understanding of the physiological, ps'y(;hological, and cultural foundations of>

human develop:nent; -

(B) the development of responsible personal values and

behavior and the establishing of a strong family life for students in the future,

11B0O320b -3 CSHB 320(IIES)
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with emphasis on the responsibilities of parenting;
(C) knowledge of the law relating to the sexual conduct of
minors and sexual abuse of minors, including criminal sexual conduct;
(2)"health and personal safety educationincludes health education in
a school setting that is planned and carried out with the purpose of maintaining,
Ieinforcing, or enhancing the health, health-related skills, and health attitudes and
practi:es of (;ildren and youth that -are conducive to their good healtr-l and that
promote wellness, health maintenance, and disease prevention; it includes age-
appropriate, sequential instruction in health either as part of an existing course or as
NWa— mmammM bMi— m xm m — — um— —
a special course;
(3) "pregnancy prevention™ includes
(A) abstaining from sexual activity until marriage;
(B) skills to enable students to resist peer pressure and abstain
from sexual activity;
(C) methods of contraception, and the risks and benefits of each
method;
| n |

(4) "reproductive health” includeshumanphysiology, conception,

~prenatal care and development, fetal alcohol syndrome, childbirth, and postnatal care.

* . o . .
Sec. l A city or borough school district orTTegional educational
attendance area should begin development of a health education curriculum described in this

Act b)/ July 1, 1994, and shall have in %Iace a program of health education regarding human
Sm—a— ‘E— — nmmmmmmmwmnm—a = hu - —H Ting

immunodeficiency virus and acquired immune deficiency syndrome that is appropriate to a

child’s age and that emphasizes appropriate behavior as required by this Act by August 1,

CSHB 320(I11ES) -4- [1BO320I)
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DIVISION OF LEGAL SERVICES

LEGISLATIVE AFFAIRS AGENCY

STATE OF ALASKA
007" -0_ "' - 7jr -0i-. ;50

"WV 1m) -olJ-jV29 '-20 Seward Scree;. Suite *09
Unit S..jo 3101 Juneau. Alaska 09801-2105
MEMQRANDPPTF M February 23. 1994
SUBJECT: Sectional Summar/ of HB 320 (fast
TO: Representative Cynthia looney
. Y
FROM: Michael F. Ford AN gl

Legislative Counsel

You have requested a sectionai summar/ of the above described bill.

As a preliminary matter, note that a sectional summary of a biil shouia not be
considered an authoritative interpretation of the biil and the bill itself is the best
statement of its contents. If you would like an interpretation of the biil as it may
apply to a particular set of circumstances, piease advise.

Section 1 Short title.

Section 2. Purpose section.

Section 3. Requires a school board in a regional educational attendance area to
establish a heaith education curriculum advisory committee. .Allows a meeting to be
teleconferenced. Provides that the committee may include certain residents of the
district and that the committee will advise the school board on the health education
curriculum at schools in the community in which the committee is established.

Section 4. Requires school boards in borough school districts to establish a health
education advisory committee. Provides that tne committee may include certain
residents of the district.

Section 5. Establishes specific mandatory and optional elements in a health
education program in the public school system. Requires the state Board of
Education to establish health education personal safety guidelines. Requires that a
school health and personal safety education specialist position be established in the
Department of Education.



Representative Cynthia Toohey
February 23, 199"
Page 2

Section 6. Adds definitions of the terms "family health.” "health and personal saiety
education. 1 "preanancv prevention." and "reproductive health’.

Section 7. Transition section.
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Year 1:

Personal
Services

Travel

Contractual

Supplies

Equipment

Grants,
Claims

Total
Operating

Changes:
Year 2
Year 3
Year 4
Year5

o:com»s41B3Ac

Narrative Outline —Proposed Fiscal Note for C.S.H.B.320

Attwiwt
0

U

38.400.0

o

39.400.0

Description

Assumes that no monitoring of state mandates would occur,and that
any technical assistance could be provided through the assistance of
the currently funded cooperative agreement with Divison of
Adolescent and School Health. Centers For Disease Control and
Prevention (CDC.)
Assumes that current levelof training and technical assistance to local
districts womd be maintained through use of CDC funds.
Contracts

7.000. Academy Training of Trainers staff costs - Fbks, Anc. & Jnu.
17.000. Training videos - purchase rights for use by districts

8.400. Presenter/district packets for ACSA or AASB meeting

5.000. Small pamphlet developed for district advisory committee use
Supplies

None

This assumes that districts wouid pick upall training costs for their
staff. These costs arc not known to theDepartment. A limited survey
among seven of the largest districts yielded an estimated total of
S262.400 for a K-12 requirement to pay for substitute time, curriculum
development, materials purchase and limited travel costs. The amount
for the bill as written is not known.

In addition, it wouid cost disiricis an estimated S54.60G. to send their
local trainerfs) to the Academy Training of Trainers listed above.
=Yearl

3% inflation included

39\ inflation
39c inflation
3w inflation



® AP ©

Americans for a Sound AIDS/HIV Policy

P.O. Box 17433 + Washington. D.C. 20041 « 703/471-7350

FAX TRANSMISSION

To: Debarah)
Sengi-or  Leman's oPTir ¢

fax # . H-U5 38/b
DATE: 3

# OF PAGES (including thia aheet): A O
FROM: 5 hocphoer |

e Please, call 'Shepherd +0
ovtr  caryiments.

7f you do not receive a complete transmission please
call us at 703/471-7350. )

Our telecopy number is: 703/471-84009



P 02

SENATOR LOREN LEMAN'S OFFICE

TELECOPIER COVER SHEET

-Z%t- pitol, Juneau, Alaska 99801
- (office) 907-465-3810 (fax)

ATTN - FAX:
OFFICE: PHONE:
FROM jQ "L k2y~"rb= PATH/TIME: S/gQ ,I"acW s
COMMENTS: e
: . L-o—" 1
r> vUj>Cu*£> u . _
NUMBER OF PAGES (Including cover sheet). C?

'Etﬁ's:ﬁ'c_:‘@oo\lmmhw

"An Act relating to public scliool health personal sarety education.”

HEIT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

*Section L SHORT TITLE. This Act may beknown as the ""Healthy Students Act."

=SeC. PURPOSE.  The purpose of thisAct is to foster the development and
dissemination of educational activities and materials that will assist students, teachers,
adminisirators, and parents in the perception, agppreciation, and understanding of health
principles and problems, and adoption of responsible behavior.

*Sec. 3. AS 14,08.115is amended by adding a new subsection to reed:

(© A regional school board shall establish a health education curriculum
advisory committee In the regional educational attendance area, and by regulation shall
prescribe its manner of selection and organization Meipbe(s of the advisory
committee required under this subsectlon may mclude~ ?etSKY(\a/nts of t?\e4cf strict with
expertise |n public safety, mental health, alcohol and drug abuse, and public health.

mey ht
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teleconferenced. A health education curriculum advisory committee shall advise the

regional school board on the health education curriculum at schools In the regional

educa'.ional attendance area.

* Sec. 4. AS 14.12.035 is amended to read:

Sec. 14.12.035. ADVISORY SCHOOL BOARDS AND COMMITTEES IN
BOROUGH SCHOOL DISTRICTS. A borough school district board shall establish
a education curriculum advisory committee and may establish other
advisory school boards or committees, and by regulation shall prescribe their manner
of selection, organization, powers* and duties. Members of the health education
curriculum advisory CQmmittee”iuviDCluderesidea.ts of the
in public.safety, mental health, alcohol nnd dmg ah uset _and nufcllc A

hea)th.educHtlc>n curriculum advisory comniiltce inciting may heMC-COnfercnced.

* See. 5. AS 14.30.360 is repealed and reenacted to read;

Sec. 14.30.360. CURRICULUM, (a) A school district shall conduct a

program In health education that includes instruction in human immunodeficiency virus

and vaUIl'ed immune dEfICIency Syndron'e Instruction under this subsection must be

appropriate to the child's age and cmphusize appropriate behavior.

ib) A district in the state public school system shall be encouraged to initiate
ond conduct a program in comprehensive health education for kindergarten through
grade 12. The program should be appropriate to the child’s age, emphasize appropriate
bchavio’; and contolr  itruction in physical health and personal safety it

(1) alcohol, tobacco, and substance abuse and fetal alcohol syndrome
education;

(2) first aid, including cardiopulmonary resuscitation (CPU.);

(3) human growth and development, including reproductive health,
pregnancy picvcntion”~rcvention and control of diseases, including sexually
transmitted diseases;

(4) mental and emotional health, including suicide prevention;

(5) cancer prevention and early detection, nutrition, dental health,
family health, and environmental health;

(6) the Identification and prevention of child abuse, child abduction,

CSHB 320(I'ES) >2. HHO0320b

Hou rjtr ynflgrd rngfl (DELETED TEXT URACxsTED)

bj

coumwlU*

*leci,Ucw™,
(Y
A X }



10
11
12

14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

30
31

neglect, and sexual abuse, and domestic violence; and
(7) appropriate use of health services.
(c) A program under (a) or (b) ofthis section
(1) may Include training, support groups, and pertinent literature
designed to assist parents and other members of the community in the use of available
community resources, and in participating In health and personal safety education; and
(2) must include a method of notifying parentsof students of thecon*
lent of instructional materials used in a program described under (@) or (b)(3) of this
itection and of the parents' option to exempt their child from the Instruction; a district
shall use procedures to provide that students exempted from the program are not
embarrassed by the exemption.

(d) The state board shall establish guidelines for acomprehensive health and
personal safety education program. Personal safety guidelines shall be developed In
consultation with the Council on Domestic Violence and Sexual Assault. Upon
request, the Department of Education, the Department of Public Safety, the Department
of Health and Social Services, and the Council or Domestic Violence and Sexual
Assault shall provide technical assistance to school districts in the development of
personal safety curricula. A school health and personal safety education specialist
position shall be establ >hed and funded in the department to coordinate the program
statewide. Adequate funds to enable curriculum and resource development, adequate
consultation to school dirtricts, and a program of teacher training in health and

)>ersona! safety education shall be provided.

* See. 6. AS 14.30.360 is amended by adding a new subsection to read:

(c) In this section,
(1) "family health" includes
(A) an understanding of the physical, mental, emotional, social,
economic, and psychological aspects of close personalrelationships and an
understanding of the physiological, psychological, and cultural foundations of
human development;
(B) the development of responsible personal values and

behavior and the establishing of a strong familylife for students in thefuture,
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with emphasis on the responsibilities of parenting;
A "~rC)rk™w lc”Me Caf tVeMaw relatmg'fo thelexual conduct of
minors and sexual abuse of minors, including criminal sexual conduct;
(2) "health and personal safety education” includes health education in
a school setting that is planned and carried out with the purpose of maintaining,
reinforcing, or enhancing the health, health-related skills, and health attitudes and
practices of children and youth that are conducive to their good health and that
promote wellness, he», o maintenance, and disease prevention; It includes age-
app’opriate, sequential instruction in health either as pan at an existing course or as
a sfecial course;
(3) "pregnancy prevention" includes
(A)" abstainingTrom sexual activity until marriage;
(B) skills to enable students to resist peet pressure and abstain
from sexual activity;
(C) methods of contraception, and the risky and benefits of each
meihod;
(4) repirnluciive health" includes human physiology, conception,
prcratal caic and development, fetal alcohol syndrome, childbirth, and poistnata! carc.
“ Sec. 7. TRANSITIOW. A city or borough school district or « regional educational
attendance irea should begin development of a health education cumculum described in this
Act by July 1, 1994, and shall have in place a program of health education regtirjing human
immunodeficiency virus and acquired immune deficiency syndrome that is appropriate to a

child's age and that emphusizes appropriate behavior an required by this Act by August I,

1996.
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_CSHB 7 (FIN)_
Amendment No. 1 by Barnes:
Page 2, line 17:

Delete "shall"
Insert "may"

Page 3, line3 10 - 12:
Delete "A school health and personal safety
education specialist position 3hall be established

and funded in the department to coordinate the
program statewide.”

Representative Barnes moved and asked unanimous consent that
Amendment No. 1 be adopted.

Objection was heard.

Representative Barnes moved and asked unanimous consent that
Amendment No. 1 be withdrawn. There being no objection, it
was so ordered.

Revised Amendment No. 1 by Barnes:

Page 2, line 17:

Delete "shall"
Insert "may"

Page 3, lines 10 - 12:
Delete "A school health and personal safety
education specialist position shall be established
and funded in the department to coordinate the
program statewide.”

Page 4, line 15 after ™"district™:

Delete "shall"”
Insert "may"

Page 4, line 16 after ™"and':

Delete "shall"
Insert "may

Representative Barnes moved and a3ked unanimous consent that



Revised Amendment No. f t , ke adopted.

04/24/91 HOUSE JOURNAL PAGE 0934
934 HOUSE JOURNAL April 24, 1991
_CSHB 7 (FIN)_

Representative Boyer objected.

Representative Eoyer moved and asked unanimous consent that
Revised Amendment No. 1 be divided.

The Speaker ruled the question was divisible.

Representative Barnes objected.

The question being: "Shall Revised Amendment No. 1 be
divided?™ The roll was taken with the following result:

CSHB 7 (FIN)

Second Reading

Revised Amendment No. 1
Divide Amendment

Yeas: 25 Boyer, Choquette, Davidson,
B.Davis, C.Davis, Donley, Ellis,
Finkelstein, Foster, Gruenberg,
Grussendorf, Hudson, lvan, Jacko,
Koponen, Kubina, Larson, Lincoln,
Mackie, MaclLean, Moyer, Navarre,
Parnell, G .Phillips, Ulmer

Nays: 13 Baker, Barnes, Brown, Bruckman,
Gonzales, Hanley, Leman, Martin,
M.A.Miller, R.Phillips, Sharp,
Taylor, Zawacki

Excused: 1 M. W .Miller

Absent: 1 Carney

Koponen changed from "Nay" to "Yea".

And so, Revised Amendment No. 1 was divided.
Part 1 of Revised Amendment No. 1:
Page 2, line 17:

Delete "shall"™
Insert "may"
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Page 4, line 15 after ™"district™:

Delete "shall™
Insert "may"

Page 4, line 16 after ™and™:

Delete "shall”
Insert ‘may"

The question being: "Shall Part 1 of Revised Amendment No. 1
be adopted?™ The roll was taken with the following result:

CSHB 7 (FIN)
Second Reading
Revised Amendment No. 1

Part 1

Yeas: 15 Baker, Barnes, Choquette,
Gonzales, Hanley, Larson, Leman,
Mackie, Martin, M.A.Miller,
Parnell, R.Phillips, Sharp, Taylor,
Zawacki

Nays: 22 Boyer, Brown, Bruckman
Davidson, B.Davis, C.Davis,
Donley, Ellis, Finkelstein, Foster,
Gruenberg, Grussendorf, Hudson,
Ilvan, Koponen, Kubina, Lincoln,
MacLean, Moyer, Navarre,
G .Phillips, Ulmer

Excused: 1 M.W .Miller

Absent: 2 Carney, Jacko

Ivan changed from "Yea" to "Nay".

And so, Part 1 of Revised Amendment No. 1 was not adopted.

Part 2 of Revised Amendment No. 1:

Page 3, lines 10 - 12:

Delete "A school health and personal safety
education specialise position 3hall be established



and funded &" the department to coordina
program statewide.”
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The question being: "Shall Part 2 of Revised Amendment No. 1
be adopted?” The roll was taken with the following result:

CSHB 7 (FIN)
Second Reading
Revised Amendment No. 1

Part 2

Yeas: 31 Baker, Barnes, Boyer, Brown,
Choquette, Davidson, B.Davis,
C.Davis, Donley, Ellis,
Finkelstein, Foster, Gonzales,
Gruenberg, Grussendorf, Hanley
Hudson, Koponen, Larson, Leman
Mackie, MaclLean, Martin,
M .A .Miller, Moyer, Navarre,
G .Phillips, R.Phillips, Sharp,
Taylor, Zawacki

Nays: 7 Bruckman, Carney, lvan, Kubina,
Lincoln, Parnell, Ulmer

Excused: 1 M.W .Miller

Absent: 1 Jacko

And so, Part 2 of Revised Amendment No. 1 was adopted.

_CSHB 7 (FIN) am_
Representative Barnes moved and asked unanimous consent that
she be allowed to change her recommendation on the Finance

Committee report (page 721) from "do pass"™ to "do not pass".
There being no objection, it was so ordered.

Amendment No. 2 by Leman was not offered.

Amendment No. 3 by Leman:
Page 2, line 20, following ™"alcohol™:

Insert ', tobacco"

Page 2, line 20, following "substance":



Insert "use «Sa"

Representative Leman moved and asked unanimous consent tnat
Amendment No. 3 be adopted. There being no objection, it
was so ordered.
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Amendment No. 4 was not offered.

Amendment No. 5 by Leman:
Page 3, lines 5-7, following "program and"

Delete remainder of the sentence
Insert "a method of securing parental permission
before presenting students with the materials used
in human growth and development instruction; a
district shall wuse procedures to provide that
students allowed to participate and not allowed to
participate in the program are not embarrassed by
the process.”

Representative Leman moved and asked unanimous consent that
Amendment No. 5 be adopted.

Representative Boyer objected.

Representative Navarre placed a call of the House.

The call was satisfied.

The question being: "Shall Amendment No. 5 be adopted?"™ The

roll was taken with the following result:

CSHB 7 (FIN) am

Second Reading

Amendment No. 5

Yeas: 15 Bake-, Barnes, Choquette,

Gonzales, Hanley, Hudson, Leman,
Martir., M.A.Miller, Parnell,
G .Phillips, R.Phillips, Sharp,

Taylor, Zawacki

Nays: 24 Boyer, Brown, Bruckman, Carney,



IJaPidson, B.Davi3, C.Da>/is,
Donley, Ellis, Finkelstein, Foster,
Gruenberg, Grussendorf, lvan, Jacko,
Koponen, Kubina, Larson, Lincoln,
Mackie, MacLean, Moyer, Navarre,
Ulmer

Excused: 1 M.W .Miller

Absent: 0

And so. Amendment No. 5 was not adopted.
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Amendment No. 6 by Ivan and Leman:

Page 2, .line 21, following " (CPR)"™:

Insert ', outdoor survival skills and water and
boating safety™

Representative lvan moved and asked unanimous consent that
Amendment No. 6 be adopted, There being no objection, it
was so ordered.

Amendment No. 7 by Leman:

Page 3, line 9, following "education program®:

Insert "Human growth and development guidelines
shall be developed in consultation with the U.S.

Surgeon General, following the programs that are
demonstrating to be most successful in maintaining
health and preventing pregnancy and the

transmission of diseases."

Representative Leman moved and asked unanimous consent that
Amendment No. 7 be adopted.

Representative Boyer objected.

The question being. "Shall Amendment No. 7 be adopted?"™ The
roll was taken with the following result:

CSHB 7 (FIN) am

Second Reading

Amendment No. 7

Yeas: 15 Baker, Barnes, Choquette,
Gonzales, Hanley, Hudson, Leman,



rtin, M.A.Miller, Parnell,
G .Phillips, R.Phillips, Sharp,
Taylor, Zawacki

Nays: 24 Boyer, Brown, Bruckman, Carney,
Davidson, B.Davis, C.Davis,
Donley, E llis, Finkelstein, Foster,
Gruenberg, Grussendorf, Ivan, Jacko,
Koponen, Kubina, Larson, Lincoln,
Mackie, MaclLean, Moyer, Navarre,
Ulmer

Excused: 1 M.W .Miller
Absent: 0

And so, Amendment No. 7 was not adopted.
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Representative Gruenberg moved and asked unanimous consent
that CSHB 7 (FIN) am be considered engrossed and advanced to
third reading. There being no objection, it was so ordered.

CSHB 7 (FIN) am was read the third time.

The question being: "Shall CSHB 7 (FIN) am pass the House?"
The roll was taken with the following result:

CSHB 7 (FIN) am
Third Reading
Final Passage

Yeas: 27 Boyer, Brown, Bruckman, Carney,
Davidson, B.Davis, C.Davis,
Donley, E llis, Finkelstein, Foster,
Gruenberg, Grussendorf, Hudson,
lvan, Jacko, Koponen, Kubina,
Lincoln, Mackie, MacLean, Moyer,
Navarre, Parnell, G.Phillips,
R .Phillips, Ulmer

Nays: 12 Baker, Barnes, Choquette,
Gonzales, Hanley, Larson, Leman,
Martin, M.A.Miller, Sharp, Taylor,
Zawacki

Excused: 1 M. W .Miller

Absent: 0

And so, CSHB 7 (FIN) am passed the House.



m

Representative Boyer moved and asked unanimous consent that
the House adopt the following amended House Health,
Education & Social Services Committee Letter of Intent:

Amended House
Health, Education & Social Services Committee
Letter of Intent
for
CSHB 7 (FIN) am

"It is the intent of the Legislature to allow communities to
decide whether to establish separate health curriculum
advisory committees or to work within the confines of
existing advisory school boards for the purpose of advising
on matters related to health education. It is not the
intent of the Legislature to discourage smaller communities
with populations wunder 50 from developing a health
curriculum, but rather those communities may work within the
school system already in place.
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It is further the intent of the Legislature to encourage the
university system to add a course in health education and a
course in public safety to the core requirements for a
degree in education, at both the elementary and secondary
level. Additionally, teachers applying for recertification
should be encouraged to take healtu and personal safety
courses. Teacher aides and student teachers, as part of
their teaching practicum should have to develop and
participate in health and personal safety lesson plans while
in the classroom.

It i3 further the intent of the VLegislature that all
appropriate departments and divisions within the State work
with school districts to develop and deliver an appropriate
health and personal safety curriculum for each community.
The Department of Education and the Department of Health &
Social Services should be consulted regularly to determine
the best approach and the most current methods for teaching
health and personal safety.

It i3 further the intent of the VLegislature that the
transitional period included in HB 7 provide for time to
develop this curriculum.

Finally, it is the intent of the Legislature to conduct a
review of the costs associated with providing comprehensive
health and personal safety education and to make
recommendations to the appropriate committees regarding the
impact of the curriculum on the educational instructional
unit."”



There being no objection, it was so ordered.

Representative Zawacki gave notice of reconsideration of his
vote on CSHB 7 (FIN) am.
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Sypplemental references to youth and related
e(lillhjganon neeo[ N weoin, y 2000 N Sries

draft:

Pg. 33: "In all studies, over 70% of Alaskan students in grades 10-12
reported having used alcohol at some time during their lives. This far
exceeds the 46% reported nationally.”

"Frequent use increases among Alaskan youth as they advance
in grade peaking at about 25% in grade 11."

"However, the level of use (marijuana) among Alaskan youth
remains far above the 10% level of lifetime use by the same age group
nationwide. Frequent use of the drug also exceeds nationally reported
levels.

"Alaskan youth are about one-third more likely than youth in
the rest of the nation to try cigarettes (62% compared to 38%
nationally."..."Importantly Alaskan youth are far more likely to use
cigarettes and smokeless tobacco on a frequent basis than youth in the rest
of the nation.

"Experimentation with inhalants among Alaskan youth though
at a lower level than use of alcohol and marijuana, is more than three times
the level reported by youth nationally (26% compared to 7%)."

"Anecdotal evidence indicates inhalant use is becoming
pr ocularly prevalent in some small rural communities and has already had
devastating effects.”

Pg. 34; ""up to 25% of all deaths in Alaska arc alcohol or drug related

Pg. 105: "More than 100 people die of AIDS every day in the U.S.-one
every 15 minutes-and the pace is accelerating.”

Pg. 106-7 "Alaska adolescents between the ages of 15 and 19 years
comprised 22.6%? of total 1991 cases (gonorrhea) but only 6.5% of the
state population.™

"Cocaine use has increased 500% in Alaska since 1984
(Division of Alcoholism and Drug Abuse). The exchange of sex for crack



cocaine has been linked in other areas of the country to outbreaks of
syphilis and sexual transmission of HIV infection.”

Pg. 37: "Alaska had the nation's second highest pregnancy rate for 15-
19 females in 1985."

Pg. 38: "Alaska teens report sexual activity rates high above national
norms. Among sexually active adolescents, the mean age of first
intercourse for males is 13.2 and for females is 14.0."

Pg. 42: "15.1% of Alaska Native suicides were committed by those 18
and under: 10.5% of White Alaska suicides were committed by those 18
and under

Pg. 43: "Most projects (suicide prevention) emphasize primary
prcvention-activities which focus on children and youth in the pre-high
suicide risk years."

Pg. 49: All victims of violent and abusive behavior are at increased
risk for alcohol and drug abuse and suicide. Programs aimed at
prevention, intervention, and counseling the victims of abuse are critical in
breaking this partem of violence.

Pg. 54: "Support activities aimed at increasing high level collaboration
between Head Start and state administered programs that serve low income
families with voting children (Alaska Head Start Collaboration Project and
the Alaska Interdepartmental Committee on Young Children)."

Pg. SS: "(Fetal Alcohol Syndrome') Now considered the leading
preventable cause of mental retardation in the nation.”

Pg. 89: "Alaska has an estimated rate of teen pregnancy higher than all
but one state, and a teen birth rate higher than that of some developing
countries....With no consistent reporting of abortions or feral deaths in the
state, an accurate pregnancy rate cannot be determined, but estimates
placed the 1985 rate at 81 pregnancies per 1.000 Alaskan yours women
aged 15 through 17."

Pg. 90: Children whose families have abused, neg'ected, or abandoned
them, or who have witnessed their mothers being beaten, are deprived of
the most effective buffer against the stresses of adolescence and beyond: a
healthy family system. Alcohol and drug abuse, teen pregnancy, school
dropout, intentional and unintentional injuries due to high risk behaviors,
suicide, eating disorders, other mental and emotional illness, and multi-



generational child abuse are among the long-term effects of abuse ancl
neglect. These effects of the deterioration of family trust, communication,
and pride may occur if a family is not assisted promptly in learning the
skills to overcome abusive patterns.

"The health of children, the socio-economic welfare and self
esteem of teens, and the economic cost to government (for AFDC and other
public assistance programs) are all strong arguments in favor of a
reduction in teen pregnancies. Births to school-age teens often result in
lost education opportunities and lower income lor future years as well as
difficulties in parent/child bonding.

"Babies bom to Alaska teens are more likely to die before
their first birthday."



Sec. 14.08.115. Advisory school boards in regional educa-
tional attendance areas, (a) A regional school board shall establish
advisory school boards in each community in the regional educational
attendance area that has more than 50 permanent residents, and by
regulation shall prescribe their manner of selection and organization,
and, in a manner consistent with (b) of this section, their powers and

duties.
(b) An advisory board shall advise the regional school board on aJl
m atters concerning school he community in which the advisory

board is established. (§ 2 tm _4 SLA 1979; am 88 6, 7 ch 173 SLA
1990)

Sec. 14.30.360. Curriculum, (a) Each district in the state public
school system shall be encouraged to initiate and conduct a program
in health education for kindergarten through grade 12. The program
should include instruction in physical health and personal safety in-
cluding alcohol and drug abuse education, cardiopulmonary resuscita-
tion (CPR), early cancer prevention and detection, dental heaith, fam-
ily health, environmental health, the identification and prevention of
child abuse, child abduction, n« it, sexual abuse and domestic vio-
lence, and appropriate use of t ith services.

(b) The state board shall establish guidelines for a health and per-
sonal safety education program. Personal safety guidelines shall be
developed in consultation with the Council on Domestic Violence and
Sexual Assault. Upon request, the Department of Education, the De-
partment of Health and Social Services, and the Council on Domestic
Violence and Sexual Assault shall provide technical assistance to
school districts in che development of personal safety curricula. A
school health education specialist position shall be established and
funded in the department to coordinate the program statewide. Ade-

guate funds to enable curriculum and resource deveioomenc, adequate
consultation to school districts, and a program oi teacher training in
health and oersonal safety education shall be provided, (i? 1 ch 1S8
SLA 1976; am § 1ch 106 SLA 1978; am 8 1ch 87 SLA 1984; am § 1

ch 24 SLA 19S6)



References 1o heal(gh reducation N boeaiiny alasians
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2000 |n 8431/93

Pg 16: "A physical fitness curriculum should ho mandatory
for all schools, and physical education mandatory in all elementary
schools.™

"The Department of Education should develop physical fitness
testing standards for use in all schools, and heaith/P.E. graduation
requirements should he increased and should not include waivers for

athletics."

Pg. 20: "Alaska does not have a standardized school health
education curriculum. Nutrition education is routinely taught in certain
grade levels, but it is not a sequential, integrated component of health
education in all Alaska schools.”

Pg. 21: "Nutrition education and establishing good dietary habits in
children is especially important. Eating habits established in children, good
or bad. are likely to be maintained in adulthood.”

Pg. 22: "Provide public information and edncational nrograms
that promote healthy eating behaviors through culturally sensitive literacy
and age-appropriate materials in a manner that empower people to
take charge and assume responsibility for their own health and that of their

families.

"Ensure quality school-based nutrition education
programs for children and adolescents.”

Pg. 29: "Support statewide efforts to develop a comprehensive
school health education curriculum and advisory services for high
risk groups to combat use of tobacco products.”

Pg. 35: "Increase efforts to educate vouth about the harmful
effects of drugs, with continued special emphasis on: drinking and driving;
inhalants, especially targeted to rural youth: issues unique to Alaska Native
youth."

"Increase the availability of comprehensive
prevention urograms teaching personal and social skills which
will enable youth to resist social influences leading to substance abuse.”



Pg. 37: "Increase the proportion of teens who have discussed
human sexuality, including values surrounding sexuality with
their parents and/or have received information through another parentally
endorsed source, such as school vouth or religious programs.”

"During the 1989-1990 school year, 43% of 5th-12th
graders in the Alaska Public School svsfem received some form
of family life education in which human sexuality is discussed.'l

Pg. 39: "Implement culturally sensitive, developmentally appropriate
K-12 school health curriculum statewide."

"The Peer Helper Program identifies, trains, and provides
on-going support and supervision for high school students most often
sought out by their peers as good listeners and helpers. The program
requires the cooperation of the high sehool(s) and the local
community mental health center. Thirteen CMHC-school district
"pairs" participate in FY93.

"Head Start, a federally sponsored program to provide
services for low-income children and their families, has also recently
developed a mental health component.1

Pg. 50: Support mandatory school health education that
includes life skills and human relations curriculum with a focus on non-
violent conflict resolution to problems.

Pg. 52-53: "Increase proportion of Alaskan K-12 schools with
planned and sequential quality health education.ll

"Health education in a school setting is especially
important for helping children and youth develop the increasingly
complex knowledge and skills they will need to avoid health risks and
maintain good health throughout life, Quality school health education
that is planned and .sequential for students in kindergarten
through 12th grade and taught hv educators trained to teach the
subject has been shown to he effective in preventing risk
behaviors. Quality school health education addresses and integrates
education, skills development, and motivation on a range of health
problems and issues tie: nutrition., physical activity, injury control, use of
alcohol, tobacco and other drugs, sexual behaviors that result in HIV



inlection, other sexually transmitted diseases and unintended pregnancies)
at developmentally appropriate ages.

"As part of the new vision for public education in
Alaska, the Alaska Department of Education recommends the
development of high performance standards for students and
assessment methods in the subject area of "Skills for a Healthv
life" as part of the Alaska 2000 Education Initiative."

"Fifiv-threo of fiftv-four school districts in Alaska
have formally "adopted" a health curriculum for elementary and
secondary schools. However, it is difficult to determine the
decree to which these curricula are being implemented.”

"Studies have shown that Droncrlv designed and
implemented'school health education programs can he effective
in preventing risk behaviors. Children and adolescents are an
especially important target group, not only because they are at risk for
many preventable diseases, injuries and risky health behavior, but also
because they carry many of the habits, including health habits, formed
during these years into their adult lives. Attainment of the manv objectives
expressed in Healthy Alaskans 2000 will depend substantially on
educational and community-based programs to promote health and prevent
disease and premature death."”

"mSupport implementation of K-12 uunlitv health
education in the schools.”

"Provide comprehensive earlv childhood programs,
pre-school through third grade, that includes integrated health

currictilu m."

"Expand continuing education for school teachers in
health education and promotion and continuing education for
Certified Health Education Specialists in the state.”

"Conduct Health Education School Survevs to monitor
the extent to which schools provide and students receive school

health education."”

Pg. ~1 m "Provide comprehensive educational information
through the schools and media regarding necessary precautions for
w>0d preparation storage and handling in the home."



Pg. 82: "Increase dental education el'fort.s in the schools and
incorporate it into all types of other client health education programs,
especially in rural areas of the state where less dental professionals are
available.

Pg. 83: "Incorporate education on prevention of hahv bottle
tooth decay as part of all pregnancy and parenting classes.
especially in rural areas of the state where the problem is more evident."

Pg. 99: "Implement a statewide comprehensive school health
education curriculum.”

Pg. 104: ""Proportion of schools that have age-appropriate
counseling on prevention of HIV & other sexually transmitted
diseases: Statewide baseline: 28% secondary (1989-1990), (17%
junior/high school and Alaska Objective Year 2000: 95%."

"Proportion of schools that have age-appropriate
counseling on prevention of HIV and other sexually transmitted
diseases: Statewide baseline: 28% secondary (1989-1990) and
67% junior/high school. National Baseline: 66% of districts
(1989). Alaska Objective Year 2000: 90%."

"Providing specific information and opportunities for
skill budding, and supporting changes in peer norms among
persons at risk, will encourage and help sustain positive
behavior changes.”

"Services targeted to include risk reduction education
include those reaching HIV positive individuals, sexually active people
(sexually transmitted disease, family planning, and prenatal clinics),
substance abusers, especially injection drug users, crack users, and their sex
and needle-sharing partners (treatment programs, correctional facilities,
street outreach programs), vouth at risk (schools, shelters, and youth
corrections facilities), and those at increased risk due to social or economic
disadvantage (the poor, racial/ethnic minorities, homeless, and mentally
ill).

"The State Department of Education receives federal funds for
AIDS prevention targeting youth in school. Both DOE and PHSS
recommend incorporation of HIV nrevention education into
comprehensive health education for grades k through 12. DOE
and DHSS staff collaborate closely to support this effort. A 1990 survey



found that 67% of junior and senior high .schools were
providing .some HIV-related education (Department of
Education). Surveys of* the general public have consistently
shown strong support lor teaching AIDS education in schools
within comprehensive health education (96.2% in 1992) as well
as for including instruction on condoms (83.2% in 1992) (State
Section of Epidemiology). DOE and DHSS offer a number of age-
appropriate curricula, as well as teacher training to implement these
curricula, to interested school districts at no cost. The Indian Health
Service, DOE, and DHSS have also jointly supported several rural school
districts to pilot the nationally recognized curriculum, "Growing Healthy."
Pg. 109: "Provide age-appropriate education on STD/HIV for
all Alaska children in grades K through 12 and provide risk
reduction education for students in all colleges, universities, vocational
schools, and other post-high school training settings."

Pg. 111 "Proportion of middle and secondary schools that
include instruction in STD transmission prevention in the
curricula preferably as part of quality school health education:
Statewide Baseline: 67% ir/sr high students (19S9). National
Baseline: 95% (1988). Alaska Objective Year 2000: 95%.

Pg. 113: "Implement a culturally sensitive, developmentallv
appropriate, sequential K-12 comprehensive school health
curriculum in Alaska's 54 school districts that clearly addresses
STD health issues.”

Pg. 120: "Support activities that encourage curriculnms in the
state public elementary and secondary school systems that
develop an interest in health careers and ensure appropriate
pretraining for pursuing these careers.1
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AIDS - ALASKA

Through December 31, 1993. 204 Alaskans have been confirmed to have AfDS. Of diese, 122 are known to have died.
Of the 204 AIDS cases, 182 are in males and 22 in females. Data below employ the 1993 Expanded Case Definition for
AIDS. All cases are shown as diagnosed in the year the person first met the revised case definition. Residence at time of
diagnosis will now he shown by census area.
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FACT SHEET
THE HIGH "COST" OF 1993

INADEQUATE HEALTH EDUCATION
ADOLESCENT HEAL TH L

/ X L-
» 219 Alaskans, ages 10-19 years old were'infected with gonorrhea in 1991
i \%
« 1,133 teens gave bhirth in Alaska during. 1990, includirg 426 in Anchorage \
*yl>

« In 1989, 6.3% of all births to teens in Alaska produced low-birthweight babies. 13.7% in Anchorage

COST TOALASKA J

).' m

® Teen mothers in Alaska cost the taxpayers S4 million in 1989

» Alaska families, begun when the mother was a teenager cost Alaska taxpayers S51.4 million in 1988 alone

f , ,
» U.S. taxpayers paid $19.83 billion in 1988 to support families started by teen parents
q

/ v r
TEENAGE SEXUAL BEHAVIOR: A CHALLENGE TO'BREAK THE CYCLE
4.-* r. *
12 MILLION U.S. TEENAGERS ARE SEXUALLY ACTIVE ' V.
i
W - t

- In the United Suites, 53% of teen girk'aged 15-17 have had intercourse at least once.
60% of sexually acuve teen women aged 15-19 in the U.S. have had two or more sexual partners.
1,281 teens requested birth control from the Municipality of Anchorage (MOA) Family Planning Clinic in
1991. This does not include those receiving:birth control elsewhere or those not using any protection.
Nationally. 44% of al adolescenugirls will experience one pregnancy before the age of 20.

- 84% of teenage pregnanciesin.the U.S. are unintended.

- 430 teens had pretmancyv tests in 1991 at the MOA Faniilv Planning Clinic. This accounted for 35% of all
pregnancy tests performed'there that year’ *Home pregnancy tests or tests at other facilities are not included.
An estimated 14%))(.of all nati%na[]bsnp~r\9gpancies end in' miscarria%er and 40% end in abortion.

CHILDREN ARE HAVING CHILDREN; 3 A'DAY ESTALASKAb'
» -
* 1In 1990. 1,133 teena%rs, or”3‘aday. gave b<irth itn Alaska. Of:ttthese, 17 were under 15 yrﬁars old.
Of those 1,133 teenagers who gave birth, 426 were mom-Anchorage. Six.of these were under 15 years old.
The birthrate for U.S. teens 15- J17 we}tsrhlgher in 1989 than‘in any vear smcle 1974; 19% hieher than in 19S6.
- Nationally, apprOX|mater 50%-of teen births are out of wedlock. In Alaska. 65% of teen births are out of
wedlock. In the U.S. only 4% of unmarried teenagers who.give birth place their babies up for adoption.

r .

- A okt T
Seven in ten birtlis to teens result from unplanned presmahciesr
i ) o

» \ 1

HEALTH RISKS TO TEENS AND THEIR BABIES
I

- The number of bables who. die during their first 1C.mouths’is much hlgher among babies bom to teen mothers.

Primary reasons for poor health among children of adolescents are inadequate prenatal care and nutrition.
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TEENAGERS AND RISKS OF DISEASE

2.5 million teenagers contract sexually transmitted diseases (STD's) annually in the United Slates.

Sexual activity prior to age 20 increases the risk of cervical cancer.

Teens arc more susceptible to STD’s due to increased probability of multiple partners and immaturity of
cervical cells.

Chlamydia represents the most prevalent STD in the U.S., imecting about 4 million people per year. Adoles-
cents have the highest rate of chlamydial infection and associated complications such as pelvic inflammatory
disease, ectopic pregnancy and infertility.

In 1991, the MOA Family Planning Clinic screened 947 teens of which 203 had abnormal pap smears.
Nearly one million cases of genital warts are believed to occur each year. One study found that 38% of
sexually active teens examined were infected with genital warts.

In 1991.20 cases of gonorrhea occurred among 10-14 year olds in Alaska.
Teens aged 15-19 accounted for 23% (or 199) of the total Alaska gonorrhea cases in 1991.

24% of Alaska's AIDS cases occur in 20 - 29 year olds. Given the average time of 10 years from HIV infec-

tion to AIDS, many of these people were probably infected as teens.

PREGNANT AND PARENTING TEENS SUFFER ACADEMIC FAILURE AND POVERTY

Teen mothers frequently find it difficult to return to school due to unavailability of child care.
Nationally, 60% of teen mothers drop out of school.

Teens who drop out of school are more likeiy to have successive pregnancies.

In 1987, 18% of births to teens in Alaska were second or subsequent births: 28.2% in Anchorage.
Public funds pay for the delivery costs of at least 1/2 of births to teenagers.

HOW CAN WE DECREASE THE RISKS OF TEEN PREGNANCY?

1 Provide health education at home and through schools, religious groups, youth agencies and the media.

Education should include:
Facts about the biology of fertility and reproduction
Information about the emotional and physical aspects of sexual activity including the increased risk of
cervical cancer with early intercourse
Support for the decision not to have sexual intercourse
Discussion about responsible decision making
Support to foster the development of self-confidence and healthy self-esteem
Factual information about birth control and where it is available
Facts about the current epidemic of sexually transmitted diseases to include HTV infection ((AIDS)

Parenting courses for parents of teenagers and teenage parents

2. Expand the availability of confidential birth control services for sexually active teenagers.

3. Provide quality medical carc with emphasis on early prenatal care and proper nutrition for young mothers and
their babies.

4. Offer unbiased information and appropriate referrals for those pregnant teens who choose not to become
parents.

5. Assure continuing education, social sendees, and job training for teen p rents.

DATA SOURCE:

Prepared by: Family Planning Advisory Committee
Ve u...

Alaska vital statistics. - (1985-9L); Children’.- Defense Fund; National Center lor Health Statistics; U.S. Facts in Brief- The Alan Gunmaciicr
Institute - 1993 MOA, pHRs, Family Planning Program -Statistics 1990-01: State of AK -Epidemiology: MOA. DHHS. Adolescent Outreach
Information Shcct.1987; Center for Population Options 1990

— Apartment of Health and Human Service



AWARENESS. UNDERTANDING AND PREVENTION -.
NORTON SOUND REGIONAL HIV CONFERENCE

BERING STRAIT HIV/IAEDS TASK FORCE
December 22, 1993

A resolution calling for all of the Bering Strait Region residents to be educated and made
aware of HIV and AIDS.

Whereas; due to the high rates of Alaska's teen pregnancy, sexuality, alcohol and
substance abuse - which leads to high risk and self destructive behavior, child
molestation, sexual assault, and sexually transmitted diseases, and

Whereas; 489 Alaskans have been diagnosed as HIV positive and it is estimated that this
number is only 10% of Alaskans who are HIV positive. This means that 90%
of the people who are HIV positive in Alaska are not aware of their HIV
status and

Whereas; 1,000,000 tourists and seasonal workers come to Alaska each year, many of
them engaging in high risk behavior and certainly bringing die AIDS virus
into our communities.

Therefore be it resolved; whereas the residents of our Bering Strait Region are severely
vulnerable to the AIDS epidemic and diat HIV/AIDS education, understanding and
awareness concerning transmission and prevention is vital and critical to our
communities and whereas there is presently nor in the forseeable future no cure, the
spread of this virus can lead to death and the destruction of our communities.

Therefore be it further resolved; that we strongly urge all people of die region to lake a
stand, be responsible and suppport preventive activities and be equally supportive of
persons living with HIV/AIDS and diat the governing bodies of the Bering Straits region
will explore and support strategies and interventions to meet the needs that are arising
and diat will have an impact on die people of the region by this epidemic.

Directed to: NSHC Board of Directors
Kawerak Board of Directors
BSSD Board of Directors
Nome-Beltz School District Board of Directors
Bering Straits City Governments
Bering Straits IRA Governments
Bering Strait Corporation Governments
Alaska Slate Legislature
Governor Hickel
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TIPS AND

JOHN KREHLIK, M.D.
JUNEAU MEDICAL CLINIC

As it has since the beginning of
the epidemic, AIDS in the U.S.
remains a scourge mainly
associated with males who use
intravenous drugs or have
homosexual sex. Nevertheless,
women represent a growing
proportion of Americans with
this incurable disease. Recently
leleased figures show that in
1992, cases of AIDS In women
jumped 9.8%, while cases in
men rose just 2.5%. In addition,
data indicate that today a
woman is more lllccly to develop
AIDS as.a result of heterosexual
intercourse, than from intrave-.
nous drug use.. .... ¢

INFORMATION FROM YOUR

JOHN ALLEN M.D.
9309 Glacier HijJhwavJimmu

NEW PATTERNS
EMERGING FOR FEMALES

The growing numbers of wom-
en with AIDS should concern us
all. Because women Infected with
HIV, the virus that causes AIDS,
can pass the virus on to their
unborn children, the healthoftwo
generations is under attack. And
the fact that more women contract

INTERNIST, A SPECLAIJST IN ADULT MEDICAL CARE

ANGELA HIND, M.D.
aw Qoom

-txijja citcwratnwaerrnjearmdeath.

community is at risk.

To protect their health and
the health of their children,
women should take serious
precautionaiy steps. Women of
all ages in our practice need to
learn about the sex and drug
histories of their sexual partners.
Aside from abstinence, your best
defense against sexually trans-
mitted diseases such as AIDS is
the regular use of condoms,
either the tradidonal male type
or the new female condom.

For confidential information

AIDS today,from, male-female, sex., f..-.,on how’to'keep,your
than' frdiniraveraous. biragdisdD S ifeglfree;

"indicates'tliel'en”jclie*"~"rAN % ']

—
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Heterosexuals in the lead

By A.J. HOSTETLER
The Associated Press

ATLANTA — The number oi new AIDS
cases unexpectedly more than doubled last
year under a broader definition of the
disease and boosted by a sharp increase in
the number of infections among heterosexu-
als.

The federal Centers for Disease Control
had projected 1993 AIDS cases wouid jump
75 percent in the first year of the new
definition. It actually increased by 111 per-
cent, from 49,016 in 1992 to 103,500 in 1993,
the agency reported Thursday.

Last year, the CDC expanded its defini-
tion to include those infected with HIV who
also have a severely suppressed immune
system, tuberculosis, recurrent pneumonia
or invasive cervical cancer.

Most of the AIDS cases under the new
definition were reported in the first three
months of the year. The surge had dropped
off by the end of 1993, and the CDC expects
the number in 1994 cases to .drop below last
year's figure.

The groups most affected by the expande *
definition were women, blacks, heterosexual
intravenous drag users and hemophiliacs.

The increase was greater among women-
(151 percent) than among men (105 percent),
and greater among blacks and Hispanics
than whites.

& The largest increases reported were
among teens ana young adults, mostly from
heterosexual transmission.

AIDS cases resulting from heterosexual
contact jumped 130 percent last year over
'1992, from 4.045 to 9,288.
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Overall health of nation’s youth gets low grade
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Sec. 14.08.115. Advisory school boards in regional educa-
tional attendance areas, (@) A regional school board shall establish
advisory school boards in each community in the regional educational
attendance area that has more than 50 permanent residento. and bv
regulation shall prescribe their manner oi selection and organization,
and, in a manner consistent with Ib) oi this section, their powers and
duties.

hi Ail advisory board shall advise the regional school boara on ail
matters concerning schools in the community in which the adv:sory
board is established. (8 2 ch 24 SLA 1979; am 88 6, 7 ch 1/3 SLA

1990)

Sec. 14.30.360. Curriculum, (a) Each district in the state public
school system snail be encouraged to initiate and conduct a program
in health education for kindergarten through grade 12. The program
should include instruction in physical health and personal safety in-
cluding alcohol and drug abuse education, cardiopulmonary resuscita-
tion (CPE), early cancer prevention and detection, dental heaich, fam-
ily health, environmental health, the identification and prevention of
child abuse, child abduction, neglect, sexual abuse and domestic vio-
lence, ana appropriate use of health services.

(b) The state board shall establish guidelines for a health and per-
sonal safety education program. Personal safety guidelines snail be
developed in consultation with the Council on Domestic Violence and
Sexual Assault. Upon request, the Department of Education, the De-
partment of Health and Social Services, and the Council on Domestic
Violence and Sexual Assault shall provide technical assistance to
school districts in the development of personal safety curricula. A
schooi heaith education specialist position shall be established and
funded in the department to coordinate the program statewide. Ade-

guate funds to enable curriculum and resource development, adequate
consultation to school districts, and a program of teacher training in
health and personal safety education shall be provided. (8 1 ch 188
SLA 1976; am 4 1ch 106 SLA 197S; am $ | ch 87 SLA 1984; am § L

ch 24 SLA 1986)
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By: Rockoy Plotnik, Health Educator, Department of Education

“Schindler's List" is a powerful film about a man who risked his life
to save 1,000 Jews from Nazi gas chambers. He was an unusual
person because he broke through the denial about the death camps
and he took action which resulted in the saving of human lives.

As a parent | am writing this article to create a sense of urgency
among parents that HIV prevention is
necessary in our nomes and schools in
order to save our children's lives. Like
Oskar Schindler, we must be willing to
break through our denial about HIV (the
virus that causes AIDS) and take action
which will result in our children leading
long, healthy, productive lives. | cannot
imagine anything worse than watching
one of my children die a needless death
and | believe that other parents, once
they see the evidence, will agree we
must act to prevent the nightmare from
becoming a reality.

Our actions can be two fold. First, we

can bring up the topic with our kids. It

might be embarrassing, but no one has

died of embarrassment. To prepare

ourselves for the “discussion” we can learn the facts. The PTA will
be sending materials to assist with this. Second, we can support
age-appropriate HIV prevention in our schools. An abstinence-
based program with an emphasis on posponement of sexual
involvement is a sound approach, with condoms being mentioned
as being safer than nothing, for those who have chosen to be
sexually active.

Oskar Schindler was one person who was able to save 1,000 lives.
Think of the lives we can save when we accept the challenge to take
action by talking with our kids and supporting HIV prevention in the
schools. The holocaust is considered to be one of history's darkest
hours. Let's prevent the HIV epidemic from becoming another
holocaust.
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Ugandans are learning a new way to fight AIDS. Christians are

J ohn Nsamba waits outside his mud
hut deep in the Ugandan hill
country, knowing he soon will be
among those buried in the banana

?roves that blanket the landscape with

ush greenery. o
"Slim," the euphemistic term that

Ugandans have given to the disease of

aids, has aged him so s%mhcantly that

Nsamba easily looks 20 years older

than his 42-ycar-old body.

With their motherand eldest brother
already dead, the three remaining

Nsamba children will be without im-

mediate family, land, or household, be-

cause their father has been a tenant
farmer. Vincent, who at 18is the eldest
child in the household, covers his face
and sobs into his red T-shirt at the
ﬁrospect ofassum mq the role of head of

ousehold when his Tather dies. Mis sis-
ter, meanwhile, cares for their younger

M?}Im? and attends a nearby primary

school.

0

In this equatorial African country of
I8million, nearly every Ugandan fam-
ily, whether rural or"urban, rich or
poor, Christian or Muslim, has been
visited by the aids epidemic. AIDS has
been no respecter of persons, infecting
the dirt-poor families in rural villages
as well as those residing in the plush
compounds on Kololo, one of 'die Seven
hills within Kampala, the capital city
of 800,000.

One in six .
In 1988, five years after H\Vwas discov-
ered in Uganda, scientists sampled the
blood of 11,000 people and found that |
in 16 was Htv positive, Today, it Ts
estimated that 1in 6is HIV positive, The
worldwide rate is | in 250, with 90
ﬁercent of new infections commE via
eterosexual transmission. In Rakai, a
southwestern district of 350,000, sero-
Fosmv.e rates of 50 percent can be
ound in village and trading areas.

The AIDS Weekly, published by the
Centers for Disease Control in Atlanta,
reports that nearly 2million Ugandans
carry HIV, and there are an estimated
300,000 with aids symptoms. ,
Speaking on state-run Ugandan radio,
Elizabeth Madra, a physician active in
die aids Control Program, warned last
year, "The nation_is in danger of losing
most of its peopii " Athough Uganda
hasone ofAfrica’s highest birth rates (34
Percent annually)Tresearchers project
hat the country’s population-growth
rate could reach zero by 2002 and de-
cline thereafter, due Bnm anlvto aids.
A 1993 study By the Uganda Virus Re-
search Institute and the Medical Re-
search Council found that half of all
adult deaths in a region of 15 rural
villages were in" seropositive
individuals. S
Other studies show transmission js
%)readm W|dclyamong teenage qirls.
2000 Kampala teens nospitalizcd in

CHRISTIANITY TODAY



showing them how.

1992 for AIDS, 300were male and 1,700
were female. Health officials are watch-
ing transmission rates in teens closely,
because 57 percent of the population 1
under age 16 There are an estimated
15 million children who have lost at
least one Parent, puttm? extraordinary
stress on the traditional extended fam-
|IY. The hardest-hit rural areas are pop-
ulated mostly by the very young and
very old. A generation of breadwinners
has already succumbed to the epidemic.

Ugandans, unlike other African E)eo-
ples, and in many ways like no other
Populace in the world, have engaged
their common enemy and are respond-
ing to the HIV crisis with a warlike
mobilization. The Uganda government,
still laboring to overcome the 17years
ofinternal war that ended in 1986, has
actively encouraged Christians and
other religious leaders to he on the
frontlines in the war against HIV.

The result has been an unprecedented

April -t, 199-1
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level ofcooperation among government
bureaucrats, religious leaders, interna-
tional relief agencies, and medical re-
searchers. Although Hiarp. sometimes
angry, debates occur with regu]arlty
overcondom use, the role oi traditional
medicine, and other issues, many
Ugandans realize they are waging a
battle for their country's viability.
Even the army_is involved
and has issued T-shirts that
say. "National Resistance
Army. AIDS kills. Avoid ca-
sual sex." o

Whether working in or-
phan care, medical re-
search, public-health
education, or hospital treat-
ment, Ugandans are using
what they call a "multisec-
toral” aﬁproach against the
virus. The two-year-old na-
tional aids Commission,
composed of (T{oyernment
community, religious, and
medical leaders, 15 being replicated in 39
districts around the country so that lead-
ership from each distinctive sector of
society is actively engaged in combating
the spread of HIV.

On the edge o
As the country's survival instinct has
kicked in, Uganda has unexpectedly
found itself on the cutting edge in pro-
ﬂram development for changing the be-

avior of its people.TttVLpJceyention is
belng11 incorporated into schools,
churches and mosques, workplaces, and
the news media as the number one policy
objective. Because literacy
levels are low in many ar-
eas, there has been a dra-
matic turn toward the
arts—song, drama, poetry,
storytelling, painting—as a
means of coping with :he
emotional dynamic of death
and dying, reinforcing be-
havior change, and in-pa-
tient carc.

_Recently Michael Cas-
sidy, a Ieadmg evangelical
from South Africa, noted
why Africans are becoming
more resourceful. "It is be-
coming evident that Africa
is being marginalized in
terms of aid and compas-
sion priorities from the rest
of the world," he said. "Af-
ricans are seeing that we
are bas ally on our own,
This means a new sense of
responsibility for our own
destiny.”

At the surface level, Kam-
pala appears to be a capital

Duggan

city qumklP/. recovering from years of
armed conflict that began in 1971 with
ldi Amin's I’EIRH of terror. In 1990, a
new Sheraton hotel opened and already
isswollen with Western tourists. Retail
stores are filled with eager consumers.
Among other factors, one of the coun-
try's present economic worries is the
falling value of the U.S. dollar, which
has the unwelcome side ef-
fect of decreasing the value
of foreign assistance.

Below the surface, how-
ever, Kampala's private

ain can be seen. Not far
rom the .ty center, Hus-
sein Seemuvatnba, 22 and
his crew of five workers,
ages 9to 18 make wooden
coffins seven dags a wtek.
Seemuyamba has made
coffins since 1988 and be-
came shop manager when
the owner died in” 1992 At
~one time, they would make
only coffins to order. Today, they work
continuously, and every coffin” sells,
costing between $30and $150.

As in most other parts of the world,
condom use had engendered the sharp-
est debate in Uganda. Hardly a day
passes when the leading, state-run
newspaper, New Vision, does not pub-
lish an article pitting condom-use ad-
vocates against the "anti-condomites,”
as they are labeled here.

The debate over condom use and the
place of sexual abstinence has created
unexpected alliances within the U?an-
dan people. Born-again Christians find

Artffir 93,354 sq. mil, slightly sh
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Rural condom sales: W ith average Incomes of $5 a month, most people go without.

themselves, in harmony with African
traditionalists and Roman Catholics.
Some Anglicans, academics, and med-
ical_ proféssionals end up allied with
business and gavernment leaders and
the press, favoring "quiet promotion”
of condorn use in addition to stressing
sexual abstinence. "Human beings arc
human belngs,“ explains David™ Sen-
tamu, Masaka district administrator,
defending the government's policy.

Patient cure |
Ugandan studies have shown that the
greatest risk factor in hiv transmission
is location. And in the war against Hiv.
there is no battle line .nore evident than
in the Masaka and Rakai regions.
Kay Lawlor, an American doctor
working at Kitovu mission hospital in
Masaka, a city of 100,000, ch_an%ed her
whole approach to dealing with the epi-
demic ore dar)]/ when a ‘mother _burst
into tears on hearing that she did not
have hiv. "She said,”'Now we will get
no heIF,* " Lawlor recalls. "That went
right through me. HeIP should not de-
pénd on the'diagnosis. 1t should depend
on, the need of the person. It says some-
thm? not so nice about society when it
would be better to have AIDSs0 that you
can get help." o
Many relief workers, in_their intense
focus an those suffering with aids, have
unwittingly put AIDS into an exclusive
category. Meanwhile, other individuals
are just as sick from malaria, tuberculo-
sis, and a rogue’s gallery of other com-
municable diseases. _
Tocombat this, most hospitals do not
segregate aids patients. T_heY_ focus
treatment on aggresswell_)( fighting the
infections that come as HIV weakens a
person's immune system.

/2

In Kampala, Miriam Dug?an the out-
oing medical director at Nsambva
ospital, which, with 360 beds is the

second-largest in the country, has pu.

together a Wel|-trained force of counsel-
orS who_visit. AIDS patients in their
homes. One counselor, Christine Na-
mutcei, says, "When we go with food
and drugs, there Is a great sigh of re-
lief." Most hospitals htve taken the ad-
ditional step of assisting aids patients
in setting up “income-generating proj-
ects." A er_recewmgf a $mall amount of
capital, patients will buy and sell char-
coal, chickens, or mats. _

At Mengo Hospital, run by the Angli-
can church and the oldest "hospital in
East Africa. HIV-positive women %at_her
for a weekly support group on "Tiving
positively with Hiv.""Since the virus
can remain dormant_for many years,
most people whoare iirv positive do not
realize it. When they eventually find
they are, severe depréssion is comman.
Counselors are trained to help individ-
uals cope emotionally and to teach
them how Hiv is transmitted. _

In most cases, hospitals are not usmgi
azt or other costly and experimenta
aids drugs. The mons(y to pay for such
dru%s docs not exist. Yet, Uganda isone
of the few places in the world actively
using traditional or herbal treatments
against diseases brought on by the vi-
rus. Mengo Hospital, with government
encouragement, recently opened a clin-
ic for "traditional healers" to offer its
services in a conventional setting.
. Therearc quacks among both"tradi-
tional healers and medical doctors,”
says John Rwornushana, who is special
assistant to the National AIDS Commis-
sion. "But there is no cure for AIDS
today. The majority of Ugandans know
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that there is no cure."

In the fipcounirv of north Uganda,
where rebels and refugees are still a
major_concern, Edith Wakumtre and
other Christian women formed Uganda
Women Concerned Ministry, an nter-
denominational [qroup, to educate peo-
ple in rural villages and to care for
orphans, A large grant from the AIDS
Care Education and Training program,
based in London, has helped set p the
Program: Wakumire says a family is
hrown into turmoil when a husband
dies of aids. In one case, she says, a man
died leaving five wives, one of whom
committed Suicide. A total of 22 chil-
dren had to be absorbed by the clan.

A generation of orphans _
In Unison, the cries ofgoung black chil-
dren fill the room: "Oh aids, why did
you come? You destroyed the power of
Africa. Where shall we go? You kill
teachers. You kil doctors. You_kill sol-
diers. You kill businessmen. Oh aids,
where shall we %o?'_'
So continues the litany that students
ages 7 to 16, at Masaka Baptist Schoof
have memorized. School officials keep
a Iogbook showing that 50 percent of
the 560 students have lost at least one
parent, mostly duo to the virus.
Masaka Baptist headmaster Vincent
Lubega-Zaake says the rising number

Lawlor Openu

of orphans has overtaxed families and
clans. "When the number keeps grow-
ing, we wonder what arc we going to
do. Very few families are able to acCept
unrelated orphans into their homes."

With no free primary education in
Uganda, education of ofphans and oth-
eryoung children has proven to be a
monumental task and been a major fo-
cus of international relief and child-
development organizations.

In a region south of Masaka hit even
harder by the aids epidemic, one school
was closed because too many parents
on committees had died. Jacques Ma-
siko. Compassion International () di-
rector for U%anda, says, "TheP/ were
very desperate, and we had fo help
these people.” Working with local
leaders, ct and the African Rural Out-
reach and Development otganization

CHRISTIANITY TODAY



helped to launch Mirembe Academy,

Living conditions lor rural students
can be Vvery primitive. One household
not far from Mirembe Academy Is head-
ed by Proscovia Naasiuun. her'widowed
aunt, and her widowed sister-in-law,
whose hushand is buried under banana
trees next to their home. Proscovia has
gained the admiration of Miremba head-
master Michael Katakbira. "I am very
pleased that_ [she] encourages all of-
?hans and widows who are in this clan
0 put some force behind going to
school. N _

Uganda's cities are not friendly to-
ward orphans and young children. At a
church in the Nakulabve slum of Kam-
pala, only four teachers in a child-de-
velopment center care for415 children.
Administrator Carol Mastaba says 70
percent of the children live in ong-room
dwellmq_s._She says the city hardens the
Persona ities of orphans, Causing them
0 have severe behavioral probléms on
top of frequent malnutrition and dis-
ease. The government has been over-
whelmed Dy the magnitude of the
problem and has yet to document the
number and identity of orPhans. _

At the development center during a
February Saturday morning, hundreds
of young childrenwere beifg prepared
with Bic pens, notebook paper, and
school uniforms for the next school
term between sessions of singing Amer-
ican summer-carnp songs: "Whose side
are you, dancing on? _ancm% on the
Lord"s side!” accompanied by the boys'
drum band.

Lessons for others?
Edward Delgado, ¢i-s Africa director,
says other countries, especially the
United States, have a lot to leamfrom
the Ugandan war against ttrv.

"| feel extremely encoura%ed_by what
Uganda has done. They are taking own-
e_rs_hap of the Broblem. They havé iden-
tified the problem and are working at
all levels,” Delgado says. "Uganda, in
fact, should be @ model to_the est of the
world. Even in surroynding countries,
there is nothing that is as organized,'

The methods that are successful in-
clude establishing parish-level health
committees. Narnircinbe Anglican dio-
cese in Kampala set up 9rassroots com-
mittees to engage an enfire community
in Hiv educafion and prevention,
Agatha Seuxllvmba, diocesan health of-

ficer, says, “Wc may not all be infected,
but we are all affected, We say, take
care of your neighbor."

~John Ekudu, pastor of Kampala Bap-
tist Church, says the church's youth
roup has formed the Cross and_the
irus, an interchurch teens Froup. They
send out drama teams to local secori-
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dary schools to show how lifestyle
choices have long-term consequences.

Another group” of youths organized
an Hwogrogram fundraising event. One
day 200 téens from different areas of
Kampala took hospital beds through
the city streets, %om from business to
business asking Tor donations. Enough
money was raised to donate funds to a
dozen'programs. "It's a case of trying to
get them todo things and be creative as
opposed to saying, "You're bad. You
can't change," * says Nsambya Hospi-
tal’s Duggan. "TheY have & national
theme song of what they want to be.
The words” include the. rphrase. 'Arise,
Arise. Live a healthy life. We build a
new nation." It's yodth ministering to
%outh. Young, people want to change,
ut they don’t know how to start. We
don't just look at sexual behavior—we

on't
Iook_a{ honesty, truthfulness, inte mY’

Richard Otfo, a Conservative Bapfist
missionary for 14 years in Uganda, has
watched the church grow dramatically
in spite of Hiv and the war years.
"There is tremendous influx info the
church, In 1983, we had 100congreqa-
tions. Now there are over 500 Bapfist
groups.”

We bless you because through this suf-
fering you have redeemed the world."
Using a ﬂersonallze_d wording of the
Wav “of the Cross liturgy, each week
aids counselors make their rounds in
the wllagies of Masaka and Rakai.

A local batik artist has painted on
large white cloth a person hoIdm? an
ADS patient dylnﬁ] in her I%). along
with the words of the ancient Christian
liturgy, Each station of the cross has a
sufferer's name at a different stage of
disease. Station ten: "Jesus is stripped
ofall his garments— They put her out of
the house; kept her clothes sa¥|ng they
wouldn't fit her wasted body. They told
her to go to her grandmother’ to die.
Once there she was again rejected—
stripped of all, even, her Tight tg belong.
Juliet was returned to the'hospital, like
an unwanted commodity."

What the artist illustrated in rural
Masaka is daily life in yrban Kampala
for Peruth Openu, who learned she had
H\V after her hushand "took another
Iaqy," as she delicately describes it.

oday "the home” is in chaos,”
Openu "says. Her teenage children,
Andrew and Nathalie, face the pros-
pect of losing both parents, and Per-

No family untouched: pastor Asiall M Ihanda has lost fivedaughters to AIPS.

He has been moved by the people's
ability to care for one ariother. "If you
are gon&g to besick, Uganda is the place
to be," Otto says. "They know how to be
with people. [t's called ‘the presence,’
and it's very much a part of this culture.
They know what to do,"

Way of the Cross |

The words have ancient roots, but the
context is 1994 Africa: "We adore you,
0 Christ, as you carry your cross a f{/r\l/g
the dusty roads of Masaka, Uganda. We
make the way of the cross in the homes
and at the bedside of those with AIDS.

uth's sick husband, Nathan, requires
constant care. _

"When I think | am sufferm? and |
don't deserve it, I think of the su fermﬁs
Jesus Christ underwent. He carried the
cross. Each time |'tn lifting tny hus-
hand, it makes me love Jesus more than
ever hefore,” Openu says. "Andrew
does look to God. Nathali€, she's angry.
| tell her there is a greater Papd In
heaven. The only hopé | know is that
God cares. He does when you cling to
him. His promises are true."

By Timothy C. Morgan in Kampala.
73
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WHAT OTHERS SAY...

Mandatory AIDS education

[t's;t simple, tour-page bill with :irolntively liny
$:1M.eKin price tag. Yet the "llenlthy Students Aft."
which orders AIDS education in Alaska, isoneof the
most critical hills facing the Legislature this year.

Here's why: AIDS is ntotally preventable dis-
ease that continues to spread and continues to Kill.

ihtrslate, ourcommunitiesand our families are
not immune. Hy tlie end of last year. 204 people in
Alaska had been dia?nosed witit AIDS. Of those. 122
had died. At least fillO more have [V, the human
immunodeficiency virus that causes AIDS.

The key provision of the measure. House Hill
L20.wouldorderschool districtsthroughout the state
Inset up health ciirriculums that include instruction
on AIDS anil I11V.

A state law would guarantee Hint all Alaska
students, except those whose parents object, would
learn about AIDS inscluiol and. more important, its
preventinn

The hill finally, idler much hesitation, awaits a
hearing in House Finance. From there, it must win
approval on the House floor, then make it through
[lie Senate and he signed into law hy the governor.
It'snlong path, butonly short sightedness stands in
Ihe way.

Anyone who needs furtherconvincing can simp-
ly look at some of the statistics:

The state Department of Health and Social Ser-
vices reported in ItifMI that, of 5459 Alaska students
surveyed. 7.1 percent of females and r>7ﬁercent of
maldes said they'd had sexualintercourse hy the 121li
grade.

eIf (hose Alaskans with full blown AIDS,2ftper-
cent likely enntrneled the disease as teen-agers.

Df the *BUIIIV cases reported in Alaska at the
end of ItIi.l. 41percent were amon% people age 20-29.
That means many contracted Ihe virus in their
teens.

The World Health Organization, citing 1)sepa-
rate studies In six countries, concludes that educa-
tion about condom use does not lead to earlier or
increased sexual activity. In many cases, there whs
a decrease of sexual activity.

In surveys taken hy the state in tuim. 1990 and
1512 90 percent of respondents said AIDS education
should he (might In sellouts as part of a comprehen-
sive health program. Yet In 1992 only 71percent of
parents said they'd discussed AIDS with their
school-age children. .lust 52 percent reported that
their kids had received AIDS education m school.

The National Conference of State Legislatures
reports that. In [ti)2. the pcrcc.it of AIDS cases grew
most rapidly among American ludinns and Native
Alaskans.

Sn far, AIDSdIIV education Is mandated In .19
other stairs

Wim, ".hen, would vote r,gainst House Hill 32(1?
Worse, which Inwmnkcrs would kill the measure
through procedural delays, requests for morn study
or other political moves designed to prohibit nil up-
or'down vole on the Issue?

Alaskans should Wntcri closely.

—Imiriiu Umpire, March it
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AIDS - ALASKA

Through December 31, 1993, 204 Alaskans have been confirmed to have AIDS. Of these, 122 are known 1o have died.
Of the 204 AIDS Gsss, 182 are inmales and 22 in farales.  Data below employ the 1993 Expanded Case Definition for

AIDS. Al casss are shown as diagnosed in the year die person firstmet the revised case definftian.  Residence at lime of
agosis willl now he shown hy census area.
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PERMANENT LAW

IN THE

REPORTS. UNTIL RELEASED, IT ISSUBJECT TO REVISION OR WITHDRAWAL.

> In the Matter of ipnacia ALFONSO, et al., appellants,
V.
> Joseph A. FERNANDEZ, ct al., Respondents.
No. 92-06950.

Supreme Court, Appellate Division,
Second Department.
Dec. 30, 1993.

Before BALLETTA, MILLER, EIBER, COPERTINO and PIZZUTO, JJ.
OPINION & ORDER

P1ZZUTO.
Today, we hold that the respondents are prohibited from dispensing condoms to
unemancipated minor students without the prior consent of their parents or
guardians, or without an opt-out provision. Condom distribution in the public
schools is a health service rather than health education and thus, in the
absence of a provision requiring the prior consent of unemancipated minor
students’ parents or guardians, or in the absence of an opt-out provision,
lacks common-law or statutory authority. In addition, the respondents’ plan to
dispense condoms to unemancipated minor children without the consent of their
parents or guardians, or an opt-out provision, violates the civil rights of the
parent petitioners and similarly-situated parents or guardians under the
substantive due process clauses of the Fourteenth Amendment of the United
States Constitution and New York Constitution, article I, s 6.

THE FACTS
In September 1987 the New York State Commissioner of Education directed all
elementary and secondary schools to include, as part of health education

programs, instruction concerning the Human Immunodeficiency Virus (HIV) which

causes Acquired Immune Deficiency Syndrome (AIDS) (see, 8 NYCRR 135.3(b)
(2); (c)(2) ). In late 1990, Joseph Fernandez, then Chancellor of the New
York City Board of Education, suggested enlarging the existing HIV/AIDS
curriculum to impart additional education about the transmission and prevention



of HIV/AIDS. The former Chancellor also suggested that condoms be made
available to high school students upon request. On February 27, 1991, the New
York City Board of Education voted to establish an expanded HIV/AIDS Education
Program in New York City’s public high schools, consisting of two components.
The first component calls for classroom instructions on various aspects of
HIV/AIDS. Each public high school is required to adopt a curriculum which
incorporates lessons on the various means by which one could be infected with
HIV, and the methods of prevention. Abstinence from sexual activity is to be
stressed. This component of the program is mandatory, but includes a parental
opt-out provision whereby a parent may opt his or her minor unemancipated child
out of the classroom instruction upon the assurance that the child will receive
such instruction at home.

The second component of the program calls for the high schools to make condoms
available to students who request them. Public high schools are to establish
health resource rooms where trained professionals are to dispense condoms to
students who request them. A student to whom condoms are dispensed must be
given personal health guidance counselling involving the proper use of condoms,
and the consequences of their use or misuse. Students are not required to
participate in this component of the program and no sanction is imposed on a
student who does not do so. Most importantly, this component of the
respondents’ program does not include a provision for parental consent or opt-
out.

The petitioners, who are parents of New York City public school students, then
commenced this hybrid proceeding and action, inter alia, to prohibit the
implementation of the condom availability component of the expanded HIV/AIDS
education program in New York City’s public high schools.

The petitioners contend that implementation of the condom availability
component of the program: (a) violates Public Health Law s 2504, because ii
constitutes "health service" to unemancipated, minor children without the

consent of their parents or guardians, and therefore is not authorized by law,

(b) violates their due process rights to direct the upbringing of their

children, and (e) violates their rights to the free exercise of their religion

as guaranteed by the First Amendment of the U.S. Constitution and N.Y.
Constitution, Article 1, s 3.

Intense controversy has surrounded the expanded HIV/AIDS education program.
The impetus for the program is a deadly public health threat of epidemic
proportions. New York City teenagers allegedly account for 20% of the reported
cases of adolescent AIDS in the United States, although they make up only 3% of
the nation’s teenagers. The supporters of the condom availability component of
the plan view it as a legitimate anc necessary part of public school health
education directed at control of a public health crisis. On the other hand,

many persons are concerned that the condom availability component of the plan
is tantamount to condoning promiscuity and sexual permisiveness, and that the
exposure to condoms and their ready availability may encourage sexual relations



among adolescents at an earlier age and/or with more frequency, thereby
weakening their moral and religious values. They doubt the wisdom or the
desirability of a public school system engaging in what they view as a
controversial social program peripheral to the immediate task of educating
children.

In this controversy, the court’s role is a limited one. Its function is to
determine whether or not the condom availability component of the program
impermissibly trespasses on any of the petitioners’ constitutional, common-lavv,
or statutory rights. That role begins with its review of the record and ends
with its determination of the legal issues. It is without power to legislate.

THE RIGHT OF PARENTS TO CONSENT OR WITHHOLD CONSENT TO THE
RENDITION OF HEALTH
SERVICES TO THEIR CHILDREN

At common law it was for parents to consent or withhold their consent to the
rendition of health services to their children. The general incapacity of

minors to consent to health services derives from this common-law rule that
treated a minor's "normal condition (as) that of incompetencv" (66 N.Y. Jur 2d,
Infants, s 3; see also, Bonner v. Moran, 126 F.2d 121 (applying common-law
rule requiring consent of parent to surgery performed on minor and reviewing
relevant State cases) ). As legal incompetents, minors could no more consent
to medical treatment than they could enter into binding contracts and they
continued to be incompetent in many circumstances to give effective consent to
health care. The courts identified exceptions to the common-law rule regarding
the incapacity of minors. For example, children were regarded as emancipated
and competent to consent when they were married (see, Cochran v. Cochran,
196 N.Y. 86); or supported themselves (see, Cohen v Delaware, Lackawanna &
Western R.R. Co., 150 Misc. 450); or were inducted into military service

(see, Matter of Fauser v. Fauscr, 50 Misc.2d 601); or when their parents
abandoned them or failed to support them (see. Murphy v. Murphy, 206 Misc.
228). In addition, a physician could render health services to a minor in an
emergency without first consulting his or her parents.

Public Health Law s 2504, which was enacted in 1972, codified some but not all
of the common-law exceptions to the general incapacity of minors. That section
dispenses with a parental consent requirement for "medical, dental, health and
hospital service " (emphasis supplied) in five enumerated instances, none of
which are applicable here. It reads as follows:

"1. Any person who is eighteen years of age or older, or is the parent of a
child or has married, may give effective consent for medical, dental, health

and hospital services for himself or herself, and the consent of no other

person shall he necessary.

"2. Any person who has been married or who has borne a child may give
effective consent for medical, dental, health and hospital services for his or

her child.

"3. Any person who is pregnant may give effective consent for medical.



dental, health and hospital services relating to prenatal care.

"4. Medical, dental, health and hospital services may be rendered to persons
of any age without the consent of a parent or legal guardian when, in the
physician’s judgment an emergency exists and the person is in immediate need of
medical attention and an attempt to secure consent would result in delay of
treatment which would increase the risk to the person®s life or health.

"5. Anyone who acts in good faith based on the representation by a person
that he is eligible to consent pursuant to the terms of this section shall be
deemed to have received effective consent” (emphasis supplied).

The petitioners argue that the distribution of condoms to high school students
is a health service, that such distribution does not fall within any of the
exemptions set forth in Public Health Law s 2504 to the common-law requirement
of parental consent, and therefore, that parental consent is required. The
respondents argue that the distribution program is not a "health service" but
merely an "adjunct to an education program™ or an "aspect of instruction in
disease prevention”. Thus, the first issue which we must decide is whether or
not the condom availability component of the respondents” plan is a health
service. We conclude that it is.

The condom availability component of the respondents” program is not merely
education, but is a health service to prevent disease by protecting against HIV
infection. In the words of Dr. Robert A. Meyers, a former president of New
York State Medical Society: "The purpose of (condom distribution) could only
be prophylaxis, and there is no way that it could be considered a form of
education™.

Education relating to the use of a condom encompasses instruction concerning
the benefits and risks of condom use and the proper method of condom
application. The distribution of condoms is not, as contended by the
respondents, an aspect of education in disease prevention, but rather is a
means of disease prevention. Supplying condoms to students upon request has
absolutely nothing to do with education, but rather is a health service
occurring after the educational phase has ceased. Although the program is not
intended to promote promiscuity, it is intended to encourage and enable
students to use condoms ifand when they engage in sexual activity. This is
clearly a health service for the prevention of disease which requires parental
consent.

Our conclusion that condom distribution is a health sendee is supported by a
regulation of the Commissioner of the New York State Department of Education
which defines the term health service to include "the several procedures * * *
designed to * * * guide parents, children and teachers in procedures for
preventing and correcting defects and diseases” (8 NYCRR 136.1(d) ).

Similarly, the Acting Commissioner of the New York City Department of Health
has said that the condom availability component of the respondents” plan "is a
strong and medically sound program that is responsive to critical health

needs"™, and the resolution presented by the Chancellor of the New York City



public schools with respect to the program includes the following clause:
"condoms have been cited by the former Surgeon General of the United States to
be the best protection against the sexual transmission of the HIV virus"
(emphasis supplied).

The next question is whether other regulations of the Commissioner of the New
York State Department of Education, which authorize school boards to distribute
condoms in the public schools as part of an "AIDS instruction program" (8
NYCRR 135.3(2)(ii) ), or as part of a "program of sch«.  health service" (8
NYCRR 135.3(c) ), are determinative of the issue of whether such distribution
constitutes a health service. We conclude that whether the condoms arc
distributed as an adjunct of a plan of instruction on HIV/AIDS or through
school health offices is of no import. The supplying of condoms is conduct
which constitutes a service separate and apart from education. The Legislature
has not acted to authorize the provision of such a service without parental
consent. Thus, the cited regulations which authorize condom distribution
without prior parental consent or opt-out are contrary to the common law and of
no effect.

It cannot be disputed that "the State has a compelling interest in controlling
AIDS, which presents a public health concern of the highest order. Nor can
there be any doubt as to the blanket proposition that the State has a
compelling interest in educating its youths about AIDS. Education regarding the
means by which AIDS is communicated is a powerful weapon against the spread of
the disease and clearly an essential component of our nationwide struggle to
combat it" (Ware v Valley Stream High School Dist., 75 N.Y.2d 114, 128).
However, while the purpose of the condom availability component of the program
may be commendable, the Legislature has not acted to abrogate the common-law
rule and to authorize the New York State Commissioner of Education or the
respondents to direct or permit the delivery of such a health service to minor,
unemancipated high school students in public school buildings without some
parental role through opt-out or consent.

Requiring parental consent or opt-out for the condom availability component of
the respondents’ program would not violate State and Federal statutory ana
constitutional law as urged by the amici, nor would it stymie every health care
provider, compelling parental consent whenever an unemancipated minor seeks
contraceptive services.

Under the sections of the Social Security Act governing Aid to Families with
Dependent Children and Medicaid, family planning services and supplies must be
provided to all eligible recipients, including sexually active minors (sec.

42 USC ss 602(a)(15); 1396d(a)(4)(C) ). The State laws governing these
programs also require that contraception be made available to "eligible persons
of childbearing age, including children who can be considered sexually active"

(Social Services Law s 350(1)(c); see, Social Services Law s 365-a(3)(c); see
also, 18 NYCRR 431.7. 463.2(b)(1); (b)(2); 463.6 (requiring provision of
family planning services to minors eligible for public assistance. Medicaid, or



supplemental security income, and to foster children) ). These laws entitle
eligible minors to confidential services from any provider who treats them
under the auspices of one of the public assistance programs previously
mentioned.

In addition, title X of the Public Health Service Act, the largest source of
Federal funding for family planning programs throughout the nation, mandates
that minors receive confidential services (see, 42 USC s 300(a); 42 CFR
59.5(a)(4), 59.15). Interpreting these statutes as requiring that adolescents

be treated confidentially, on the basis of their own consent, the Federal

courts have invalidated both state laws and Federal and state regulations that
imposed parental consent or notification requirements on teenagers entitled to
family planning services under these programs (see, Jones v. T.H., 425 U.S.
986 (invalidating state regulations that mandated parental consent for family
planning services to otherwise eligible minors); see also, Planned

Parenthood Assn. of Utah v Dandoy, 810 F.2d 984; Jane Does 1 through 4 v
State of Utah Dept, of Health, 776 F.2d 253; State of New York v. Heckler.
719 F.2d 1191).

These statutes are merely legislatively-enacted exceptions to requirements of
parental consent (see also, Public Health Law s 2781(1) (providing that HIV-
related tests may be administered upon the written, informed consent of anyone,
including a minor if the person has an ability to understand and the capacity
to consent); Public Health Law s 2305(2) (which dispenses with consent or
knowledge of a parent in the diagnosis or treatment of a sexually transmissible
disease) ). It is for the Congress or the Legislature, not the courts-and
certainly not the State Commissioner of Education or a Board of Education-to
provide the exceptions to parental consent requirements. Neither Congress nor
the New York State Legislature has enacted an exception for the health service
at issue here. The distribution of condoms in our public high schools, where
attendance is compulsory, even though condoms are nonmedicinal and require no
prescription, is quite different from making them available at clinics, where
attendance is wholly voluntary, or as part of public assistance programs.

There is no specific authority for the condom availability component of the
respondents’ program, no matter how commendable its purpose may be.

Nor does Carey v. Population Servs. Intl. (431 U.S. 678), require a

different determination. In that case, the United States Supreme Court struck
down New Yoik Education Law s 6811(8) which made it a crime to sell or
distribute any contraceptive to a minor under the age of 16 years or for anyone
other than a licensed pharmacist to distribute contraceptives to persons 16
years of age or over. The court held that the constitutional right of privacy

in connection with decisions affecting procreation extends to minors as well as
to adults. In declaring the statute unconstitutional, the court reasoned that

a prohibition against all sales would have a devastating effect upon the
freedom to choose contraception and that limiting distribution to licensed
pharmacists imposed a significant impermissible burden upon such freedom.



Holding that the condom availability component of the program is unauthorized
in no way affects or restricts the access to condoms which existed prior to the
adoption of the plan. In an advisory opinion to the respondents. New York City
Corporation Counsel conceded after reviewing Carey and related cases:
"(S)ince the Board has no obligation to make condoms available and minors still
have the opportunity to obtain condoms (freely or at minimal cost) from other
sources without parental consent, it would be permissible for the Board to make
parental consent a prerequisite to condom ava.lability or to give the parents
the opportunity to exclude their children from the program". (FN¥*)
The amici argue that "the (condom availability component of the) Program
is * * * consistent with the practice of health providers in this state, who
routinely prescribe and distribute contraceptives and offer other HIV/AIDS and
reproductive health services to minors on the basis of their own consent”. The
amici miss the point. The primary purpose of the Board of Education is not to
serve as a health provider. Its reason for being is education. No judicial or
legislative authority directs or permits teachers and other public school
educators to dispense condoms to minor, unemancipated students without the
knowledge or consent of their parents. Nor do we believe that they have any
inherent authority to do so.

PARENTAL RIGHTS TO REAR THEIR CHILDREN AS THEY SEE FIT
The petitioner parents are being compelled by State authority to send their
children into an environment where they will be permitted, even encouraged, to
obtain a contraceptive device, which the parents disfavor as a matter of
private belief. Because the Constitution gives parents the right to regulate
their children’s sexual behavior as best they can, not only must a compelling
State interest be found supporting the need for the policy at issue, but that
policy must be essential to serving that interest as well. We do not Find that
the policy is essential. No matter how laudable its purpose, by excluding
parental involvement, the condom availability component of the program
impermissibly trespasses on the petitioners' parental rights by substituting
the respondents in loco parentis, without a compelling necessity therefore.
The petitioners enjoy a well-recognized liberty interest in rearing and
educating their children in accord with their own views (U.S. Const, 14th
Amend; NY Const, art I. s 6; see also. Roc v. Wade, 410 U.S. 113, 153;
Pierce v. Society of Sisters, 268 U.S. 510. 535; Meyer v. State of
Nebraska, 262 U.S. 390, 399). Intrusion into the relationship between parent
and child requires a showing of an overriding necessity (see, Wisconsin v.
Yoder, 406 U.S. 205, 214; Matter of Marie B., 62 N.Y.2d 352, 358). The
minority points to the fact that student participation in the condom
availability component of the expanded HIV/AIDS program is wholly voluntary,
devoid of any penalty for nonparticipation, and that parents are still free to
provide guidance on this and related (or unrelated) issues. Ilowcvcr, these
factors do not constitute proof that the petitioners arc not being forced to
surrender a parenting right—specifically, to influence and guide the sexual



activity of their children without State interference.

Parents must send their children to school (see. Education Law s 3205, s
3212, s 3233), and unless they pay for private education (something the
petitioners assert they are financially unable to do) that school must be one
controlled by the respondents. This is the key distinction between the
situation these petitioners face and that faced by the parents who sued in

Doe v. Irwin (615 F.2d 1162). In Doe the plaintiffs were attempting to
enjoin the distribution of contraceptive devices to their children at a public
clinic. The clinic, however, was not inside a school or other building where
the parents were obliged by law to send their children. Consequently, in

Doe there was no State compulsion on parents to send their children into an
environment where they had unrestricted access to free contraceptives, which is
precisely what the petitioners in the instant matter must do.

This is not a case in which parents are complaining solely about having their
children exposed to ideas or a point of view with which they disagree or find
offensive. We would agree that, standing alone, such opposition would falter
in the face of the public school’s role in preparing students for participation
in a world replete with complex and controversial issues (see, Mozert v
Hawkins County Board of Educ., 827 F.2d 1058, cert denied 484 U.S. 1066).
However, the condom availability component of the respondents’ distribution
program creates an entirely different situation. Students are not just exposed
to talk or literature on the subject of sexual behavior; the school offers the
means for students to engage in sexual activity at a lower risk of pregnancy
and contracting sexually transmitted diseases. The extent to which individual
minors would be affected by the availability of contraceptives in the public
school system if the distribution of condoms on the scale envisioned by the
respondents were to become commonplace, cannot presently be ascertained.
Undoubtedly, the respondents, too, do not wish to encourage sexual activity
among minors but only to slow the spread of AIDS. Nevertheless, in determining
whether this program intrudes on parental rights in the first instance the

issue is not one of purpose but one of effect. We must take great carc not to
be blinded by the concept that the end justifies the means. In accord with the
foregoing, we conclude that the policy intrudes on the petitioners' rights by
interfering with parental decision making in a particularly sensitive area.
Through its public schools the City of New York has made a judgment that minors
should have unrestricted access to contraceptives, a decision which is clearly
within the purview of the petitioners' constitutionally protected right to rear
their children, and then has forced that judgment on them.

Because we believe that the petitioner parents have demonstrated an intrusion
on their constitutionally-protected right to rear their children as they see

fit, we turn next to the issue: whether a compelling State interest is

involved and whether this program is necessary to meet it. There is no
question, as the Court of Appeals has stated, that "the State has a compelling
interest in controlling AIDS, which presents a public health concern of the



highest order" (Ware v Valley Stream High School Dist.,, 75 N.Y.2d 114, 128,
supra ). However, the court also noted that "(a)s with other grave risks we
have faced during the past two centuries, the threat of AIDS cannot summarily
obliterate this Nation’s fundamental values" (Ware v Valley Stream High
School Dist., supra, at 129). Accordingly, we must ask whether an interference
in the petitioners’ rights is necessary to meet this public health threat.
Specifically, can it be said that absent the program challenged by the
petitioners, sexually active students, educated by the schools to the danger of
sexually transmitted diseases, will be unable to acquire condoms without
difficulty? The answer must clearly be no. We no longer live in an age where
minor* find it difficult or socially unacceptable to obtain contraceptives at a
local drug or convenience store. It is hardly a secret that condoms are now
displayed next to vitamins and cold remedies. Moreover, minors may purchase
condoms legally (see, Carey v. Population Services Intl., 431 U.S. 678), and
the cost is hardly exorbitant (as the petitioners note, a condom may be
purchased for about the same price as a slice of pizza). Further, in their
brief in support of the respondents, the amici point out that there are
publically funded nonschool programs where condoms are available to minors as
part of confidential family planning, as provided under the Social Security Act
and Public Health Service Act.
Finally, the distribution can go forward without interfering with the
petitioners’ rights simply by allowing parents who are interested in providing
appropriate guidance and discipline to their children to "opt out" by
instructing the school not to distribute to their children without their
consent. We are not blind to the possibility that children of parents who
elect to "opt out” will become or remain sexually active, but in view of the
access to condoms discussed previously this possibility cannot serve as a
reason to interfere with the parents’ right to discourage that behavior.
We conclude that the condom availability component of the respondents’ program
violates the petitioners' constitutional due process rights to direct the
upbringing of their children.

FREE EXERCISE OF RELIGION
The condom availability program does not violate the petitioning parents’
rights to the free exercise of their religion.
As stated in Mozert v Hawkins County Board of Educ. (827 F.2d 1058, 1063,
supra ). the "question to be decided is whether a governmental requirement that
a person be exposed to ideas he or she finds objectionable on religious grounds
constitutes a burden on the free exercise of that person’s religion as
forbidden by the First Amendment" of the United States Constitution or New York
Constitution, article 1. s 3. The answer is that it does not.
The gist of the petitioners’ claim is that they find the condom availability
component of the program to be objectionable on religious grounds because it
may tempt their children to stray from their religious beliefs. Such a
contention does not state a viable claim based on the Free Exercise clause.



"The central question in identifying an unconstitutional burden is whether the
claimant has been denied the ability to practice his religion or coerced in the
nature of those practices" (St. Bartholomew’s Church v. City of New York,
914 F.2d 348, 355). At bar, any student who fails or refuses to participate is
not visited with a sanction. Nor is this a case in which anyone who refuses to
participate is held criminally liable (see. 'Wisconsin v. Yoder, 406 U.S.

205, supra ) or denied a benefit (see. Thomas v Review Bd of Indiana
Employment Sec. Div., 450 U.S. 707; Shebert v. Verner, 374 U.S. 398).

The petitioners’ contentions that the students are "bombarded" with
information respecting the program, and that they may be tempted to succumb to
peer pressure, do not rise to the level of a constitutional violation. "It is

true that * * * indirect coercion or penalties on the free exercise of

religion, not just outright prohibitions, are subject to scrutiny under the

First Amendment * * * This does not and cannot imply that incidental effects of
government programs, which may make it more difficult to practice certain
religions but which have no tendency to coerce individuals into acting contrary
to their religious beliefs, require government to bring forward a compelling
justification for its otherwise lawful actions. The crucial word in the
constitutional test is ’prohibit’ " (St. Bartholomew's Church v. City of New
York, supra, at 355, quoting Lyng v Northwest Indian Cemetery Protective
Assn., 485 U.S. 439, 450-451).

The condom availability component of the respondents’ program does not
prohibit the petitioning parents and/or their children from practicing their
religion. Nor does it directly or indirectly coerce them to engage in conduct
or practices which are contrary to their religious beliefs. "Moreover, parents
have no constiiutional right to tailor public school programs to individual
preferences, including religious preferences"” (Ware v Valley Stream High
School Dist.,, 75 N.Y.2d 114, 125, supra; see, Epperson v. Arkansas, 393

U.S. 97, 106). Merely because the petitioners find the program objectionable
does not render it violative of their right to the free exercise of their

religion (see, Mozert v. Hawkins County Bd of Educ., 827 F.2d 1058, supra;
Smith v Board of Education, North Babylon Union Free School Dist., 844 F.2d
90).

CONCLUSION

In light of our determination that the condom availability component lacks
common-law or statutory authority, and violates the petitioners’ civil rights

to rear their children as they see fit, the order and judgment must be reversed
insofar as appealed from. Accordingly, the respondents are prohibited from
dispensing condoms to unemancipated, minor students without the prior consent
of their parents or guardians, or without an opt-out provision, and the

petition is granted to the extent that (1) it is declared that the condom
availability component of the respondents’ plan constitutes a health service
rather than health education and thus, in the absence of a provision requiring
the prior consent of unemancipated, minor students' parents or guardians, or in
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the absence of an opt-out provision. lacks common-law or statutory authority,
and (2) it is declared that the respondents’ plan to dispense condoms to
unemancipated, minor children without the consent of their parents or
guardians, or an opt-out provision, violates the civil rights of the parent
petitioners and similarly-situated parents or guardians under the substantive
due process clauses of the Fourteenth Amendment of the United States
Constitution and New York Constitution article 1, s 6. In all other respects,
the petition is denied.

BALLETTA, J.P., and COPERTINO, J., concur.

EIBER, Judge (dissenting).

As is by now well known. Acquired Immune Deficiency Syndrome (AIDS) results
from infection with the Human Immunodeficiency Virus (HIV). The virus, which
damages an infected person’s immune system by destroying white blood cells, is
transmitted chiefly through the exchange of blood and blood products, and
through sexual relations. Although sexual abstinence and refraining from

certain high risk behavior will prevent the transmission of the AIDS virus, Dr.
Margaret Hamburg, the Acting Commissioner of the New York City Department of
Health, has noted that "the reality is that adolescents are engaging in sexual
intercourse in large numbers". Dr. Hamburg has further noted that while New
York City adolescents comprise only 3% of the nation’s teenagers, they account
for 20% of all reported cases of adolescent AIDS in the United States.

Moreover, 29% of all AIDS cases in the United States are diagnosed in young
adults between the ages of 20 to 29. Since the disease has an 8 to 10-year
latency period, according to Dr. Hamburg, "this statistic suggests that the
majority of those persons must have been infected as adolescents".

In an effort to prevent the spread of the HIV virus and to protect this city’s
youngsters, in September 1987, the Regulations of the New York State
Commissioner of Education were amended to direct all e'ementary and secondary
schools to provide appropriate AIDS instruction as part of the health education
curriculum (see, 8 NYCRR 135.3(b)(2). (c)(2) ). Following his appointment

in late 1990, former Board of Education Chancellor Joseph Fernandez proposed
expanding the existing HIV/AIDS curriculum to provide comprehensive education
in the transmission and prevention of the disease. In addition, former

Chancellor Fernandez proposed supplementing classroom instruction by making
condoms available, on a voluntary basis, to high school students who requested
them. Thereafter, on February 27, 1991, the New York City Board of Education
voted to adopt a resolution authorizing the former Chancellor to make condoms
available to those students who request them in New York City High Schools as
part of an overall HIV/AIDS education program. Although the Board considered
the possibility of allowing parents who disapprove of the distribution of

condoms to opt out of the voluntary program, the Board concluded that an opt-
out provision would be unwise because students whose parents disapprove of



premarital sexual relations may especially "be in need of a place where they
can obtain condoms without having to account for any expenditures of funds or
having to identify themselves in order to get the condoms™. Moreover, the
respondents were concerned that a parental opt-out provision, which would
require students to identify themselves before they could be given a condom,
"would so seriously limit participation in the program as to make it

ineffective in reaching many of those students who most need it".

By verified petition dated November 25, 1991, the petitioner parents commenced
this proceeding seeking, inter alia, a declaration that the condom distribution
program implemented by the former Chancellor violated their civil rights under
the substantive due process clause of the Fourteenth Amendment of the United
States Constitution, and a declaration that Public Health Law s 2504 required
the respondents to obtain the prior consent of the parents or guardians of
unemancipated minor students before the respondents may dispense condoms and
provide personal health guidance to and counseling regarding condoms to such
students. Although the Supreme Court dismissed the petition, concluding that
the condom distribution program did not violate the parents’ constitutional
rights or the New York State Public Health law, the majority would reverse and
grant the petition. For the reasons which follow, | respectfully dissent.

The majority concludes, in essence, that the condom distribution component of
the expanded HIV/AIDS curriculum is a "health service" within the meaning of
Public Health Law s 2504, and that since the statute does not expressly
dispense with the need for parental consent to distribute condoms to students
under the age of 18, the program violates the common-law prohibition against
providing health care to minors absent such consent. (FN*) However, | cannot
agree with the majority’s conclusion that the condom distribution program
constitutes a "health service” of the same nature as the invasive medical,

dental, health and hospital treatment contemplated by the statute or the common
law.

Public Health Law s 2504 authorizes individuals over the age cr 18 to consent
to medical, dental, health, and hospital services. The statute. 1 nich was
enacted in 1972, when the age of majority in this State was .i, represents a
modification of the common-law rule that a minor is not legally competent to
give binding consent to any medical services rendered to lim or herself

(see, Hughson v St. Francis llosp. of Port Jervis, 92 A.D.2d 131. 135; see
also, Skeels, In Re E. G.: The Right of Mature Minors in Illinois to Refuse
Lifesaving Medical Treatment, 21 Loy U Chi LJ, 1199-1200, 1209).

Prior to the enactment of Public Health Law s 2504, there were no statutory
guidelines for physicians to follow in treating persons under 21 years of age,
and legislative history indicates that this provision was enacted in order to
"expedite the delivery of health carc to those under 21" (see. Letter of Tarky
Lomardi, Jr., Chairman of Senate Comm, on Health. May 8, 1972, Bill Jacket, L
1972, ch 769). The creation of a statutory right enabling a minor over the age
of 18 to consent to medical treatment was further noted to be consistent with



"the recent movement towards enlargement of the political and legal
responsibilities of persons in the 18 to 21 year bracket" (Mem of New York
State Dept, of Social Servs., May 26, 1972, Bill Jacket, L 1972, ch 769). In
keeping with the goal of expediting the provision of health care to minors, the
statute additionally permits emergency medical treatment to be rendered to
children under the age of 18 without parental consent where an attempt to
secure such consent would delay treatment and thus increase the risk to the
child’s life or health. Although the statute does not expressly codify the
common-law rule that an infant is unabie to consent to medical, dental, health
or hospital services, "an implicit corollary” of the provision is that a person
under 18 years of age may not give effective consent for such services (see.
Matter of Thomas B., 152 Misc.2d 96).

Despite the fact that neither the statute nor the common law defines the
phrase "health services", the majority would construe the phrase so broadly
that it encompasses the distribution of condoms, which are noninvasive devices
which protect the body without affecting it. The majority cites no authority
of any kind for its sweeping construction of the term "health service", and
instead points to various portions of the record in which the respondents
acknowledge that the cundom distribution program is intended to prevent the
spread of HIV. However, the fact that the program may have the salutary effect
of reducing a sexually active adolescent’s risk of being infected with HIV and
AIDS does not render the condom distribution program a health service which can
be provided to a child under the age of 18 only with parental consent.

While the condom distribution program is, as the Supreme Court recognized,
clearly "health related", neither Public Health Law s 2504, which was enacted
to expand the ability of certain minors to consent to medical treatment, nor
the common-law rule, contemplated preventing high school students from
participating in such a program. AIDS is a new threat which the common-law
rule was not designed to meet, and nothing in the common law or legislative
history of the statute suggests that it was intended to restrict an

unemancipated minor’s access to nonprescriptive devices to prevent the spread
of disease. Thus, it is anomalous to construe the phrase "health services" as
a means of restricting the rights of minors of high school age to voluntarily
request condoms, which minors in this State arc permitted to purchase or obtain
from a variety of other sources.

Moreover, contrary to the majority’s contention, to engraft a parental consent
requirement onto the condom distribution program would run counter to the
United S'ates Supreme Court's holding in Carey v. Population Services

Intl.,, (431 U.S. 678). At issue in Carey was the constitutionality of a New
York statute which made it a crime for any person to sell or distribute a
contraceptive device to a minor under the age of 16. In concluding that the
statute was invalid, the plurality opinion noted that minors, as well as

adults, are protected by the Constitution and possess constitutional rights,
including the right to privacy in connection with decisions affecting



procreation (Carey v. Population Services Intl., at 692-693). The plurality
opinion further reasoned that:

"Since the State may not impose a blanket prohibition, or even a blanket
requirement of parental consent, on the choice of a minor to terminate her
pregnancy, the constitutionality of a blanket prohibition of the distribution
of contraceptives is a fortiori foreclosed. The State’s interests in
protection of the mental and physical health of the pregnant minor, and in
protection of potential life are clearly more implicated by the abortion
decision than by the decision to use a nonhazardous contraceptive" (Carey v
Population Services Intl., supra, at 694).

Furthermore, the majority’s conclusion that the distribution of condoms is
encompassed by the common-law prohibition against providing medical treatment
without consent, is at odds with the fact that minors in this State are
permitted to obtain abortions and treatment for sexually transmitted diseases
without parental consent or notification (see. Public Health Law s 2305).
Surely, if minors are permitted to obtain treatment for the consequences of
unprotected sexual intercourse without parental consent or notification, it is
inconsistent to restrict their access to the means by which they can prevent an
unwanted pregnancy or protect themselves from sexually transmitted diseases,
including the deadly HIV virus.

In addition, while the majority turns a blind eye to the potential
ramifications of its interpretation of the common-law rule, the fact remains
that if the distribution of condoms is a "health service" which cannot be
undertaken without parental consent, then the many family planning clinics
throughout this State which distribute condoms and other contraceptive devices
to minors must also be deemed in violation of the common law and statute.
Similarly, if condoms cannot be provided to minors in the absence of parental
consent, then it logically follows that the commercial sale of condoms to
minors violates the Public Health Law and is illegal. Thus, a broad
interpretation of the the term "health services" to preclude distribution of
condoms to minors without parental consent would have a significant impact upon
the ability of minors to obtain condoms, and thus violate their
constitutionally-recognized right to make such decisions privately.
| further disagree with the majority’s conclusion that the condom distribution
program unreasonably interferes with the petitioner parents’ liberty interest
in directing the upbringing and education of their children. This right was
first recognized by the United States Supreme Court in Meyer v. State of
Nebraska (262 U.S. 390), where the court considered the validity of a statute
which prohibited the teaching of foreign languages to children who had not yet
completed the eighth grade. The avowed purpose of the statute was that "the
English language should be and become the mother tongue of all children reared
in this state” (Meyer v. State of Nebraska, supra, at 398). The Supreme
Court concluded that the Nebraska statute unreasonably infringed upon ’he
liberty guaranteed to the plaintiff under the Fourteenth Amendment, which
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provides that "(n)o state shall * * * deprive any person of life, liberty, or
property, without due process of law". In reaching this conclusion, the court
observed that while it had not "attempted to define with exactness the liberty"
guaranteed by the Fourteenth Amendment, "without doubt, it denotes not merely
freedom from bodily restraint but also the right of the individual to contract,
to engage in any ol'the common occupations of life, to acquire useful
knowledge, to marry, establish a home and bring up children, to worship God
according to the dictates of his own conscience, and generally to enjoy those
privileges long recognized at common law as essential to the orderly pursuit of
happiness by free men" (Meyer v. State of Nebraska, supra, at 399). The
court further noted that this liberty interest "may not be interfered with,

under the guise of protecting the public interest, by legislative action which

is arbitrary or without reasonable relation to some purpose within the
competency of the State to effect" (Meyer v. State of Nebraska, supra, at
399-400). The court then found that although the Nebraska Legislature's
desire "to foster a homogeneous people with American ideals" was easy to
appreciate, "the means adopted * * * exceed the limitations upon the power of
the State and conflict with the rights assured to plaintiff * * * the

interference is plain enough and no adequate reason therefor in time of peace
and domestic tranquility has been shown" (Meye. v. State of Nebraska, supra,
at 402).

Following Meyer v. Nebraska (262 U.S. 390, supra ). the Supreme Court again
concluded, in Pierce v. Society of Sisters (268 U.S. 510), that an Oregon
statute which required all children between the ages of 8 and 16 to attend
public school unreasonably interfered with the liberty of parents and guardians
to direct the upbringing and education of children under their control. In
sustaining a parent's authority to provide religious schooling to his or her
children, the court declared that "the fundamental theory of liberty upon which
all governments in this Union repose excludes any general power of the State to
standardize its children by forcing them to accept instruction from public
teachers only. The child is not the mere creature of the State; those who
nurture him and direct his destiny have the right, coupled with the high duty,
to recognize and prepare him for additional obligations" (Pierce v. Society

of Sisters, supra, at 535).

In contrast, in Prince v. Massachusetts (321 U.S. 158), the Supreme Court
upheld the conviction of a Jehovah's Witness who permitted her niece to sell
copies of the Watchtower in violation of Massachusetts’ child labor laws. In
reaching its conclusion that the Massachusetts statute which banned children
from selling newspapers and magazines was not unconstitutional, the court
reasoned that although "it is cardinal with us that the cusiody, care, and
nurture of the child reside first in the parents", the "family itself is not

beyond regulation in the public interest, as against a claim of religious

liberty * * * And neither rights of religion nor rights of parenthood are

beyond limitation" (sec. Prince v. Massachusetts, supra, at 166). In this



regard, the court added that:

"Acting to guard the general interest in youth’s well being, the state as
parens patriae may restrict the parent’s control by requiring school
attendance, regulating or prohibiting the child’s labor and in many other
ways. Its authority is not nullified merely because the parent grounds his
claim to control the child’s course of conduct on religion oi conscience.

Thus, he cannot claim freedom from compulsory vaccination lor the child more
than for himself on religious grounds. The right to practice religion freely
does not include liberty to expose the community or the child to communicable
disease or the latter to ill health or death” (Prince v. Massachusetts,

supra, at 166-167).

Here, the majority attempts to bring this case within the ambit of Meyer v.
Nebraska (262 U.S. 390, supra ) and its progeny by reasoning that, despite the
voluntary nature of the program, the petitioner parents are being forced to
surrender their right to influence and guide the sexual activity of their
children without state interference. However, the mere fact that parents are
required to send their children to school does not vest the condom distribution
program with the aura of "compulsion” necessary to make out a viable claim of
deprivation of a fundamental constitutional right. Unlike Meyer v.

Nebraska (262 U.S. 390, supra ) where a state attempted to totally prohibit
parents from permitting their children to study a foreign language until after
completion of the eighth grade, or Pierce v. Society of Sisters (268 U.S.
510, supra ) where a state attempted to prohibit parents front sending their
children to private parochial schools, the element of compulsion is totally
absent here. The petitioners are free to impart their religious and moral
values to their children in the privacy of their own homes, and to instruct
their children not to participate in the condom distribution program.

Similarly, in Doe v. Irwin (615 F.2d 1162), the Sixth Circuit Court of
Appeals rejected a claim that parental rights were violated by a publicly-
operated family planning clinic which provided teenagers with contraceptives
without notice to their parents. Although the plaintiff parents in Doe v.

Irwin (supra), as in the case at bar, argued that the clinic’s practices

violated their liberty interest in raising their children, the Sixth Circuit
rejected this argument, noting that there was a fundamental difference between
a birth control clinic which dispensed contraceptive devices and family
planning information only at the request of an interested individual, and the
fact patterns of cases such as Meyer v. Nebraska (262 U.S. 390, supra ) and
Pierce v. Society of Sisters (268 U.S. 510. supra ), where a state was

cither requiring or prohibiting some activity. In support of its holding, the
court reasoned:

"The State of Michigan, acting through the Center and defendants, has imposed
no compulsory requirements or prohibitions which affect the rights of the
plaintiffs. It has merely established a voluntary birth control clinic. There
is no requirement that the children of the plaintiff avail themselves of the



services offered by the Center and no prohibition against the plaintiffs’
participating in decisions of their minor children on issues of sexual activity
and birth control. The plaintiffs remain free to exercise their traditional

care, custody and control over their unemancipated children * * * Since wve find
no unconstitutional interference with the plaintiffs’ rights as parents, there

is no need to consider whether a ’compelling’ state interest was involved. For
the same reason, it is not necessary to determine whether parental rights
’outweigh’ those of minor children" (Doe v. Irwin, supra, 615 F2d, at 1168-
1169).

The majority’s assertion that Doe v. Irwin (supra) is distinguishable

because the petitioners at bar are compelled to send their children into an
environment (i.e., the public high schools) where condoms are available is
without legal merit. Although placing a health resource room in each high
school where condoms and educational information about their use may make
condoms more readily available to teenagers, the fact that students are in
closer proximity to a potential source of contraceptive devices does not change
the fundamentally voluntary nature of the program. While condom distribution
programs are in place in the high schools that the petitioner’s children

attend, nothing compels the petitioners’ children to participate in the

program. Moreover, while the petitioners argue that to expose their children
to an environment where condoms are available undermines their efforts to
impart their religious and moral values to their children, it should be noted
that the instructional component of the HIV/AIDS curriculum takes pains to
stress, in accordance with State regulations, that abstinence is the most
appropriate and effective premarital protection against AIDS (see, 8 NYCRR
135.3(b)(2); 135.3(e)(2)(i) ), and that among the reasons for abstinence is
adherence to the values of one’s parents and one’s religion.

The constitutionality of condom distribution to minors without parental
consent has clearly been established by our highest courts (see, Carey v.
Population Services Intl.. 431 U.S. 678, supra; Doe v. Irwin, 615 F.2d

1162, supra ). State and Federally funded programs providing for condom
distribution to minors without parental consent have been in effect for years.
Tht significant issue in this case is whether voluntary condom distribution to
minors in public schools so differs from accepted similar Federal and State-
funded programs as to be violative of constitutionally protected parental

rights. Stated differently, do parents have constitutionally protected rights

in regard to school condom programs which do not exist in regard to State and
Federally funded clinics and in spite of a minor’s ability to purchase such
devices readily at public vending machines? Since | do not view the
distribution of condoms as a health service, but rather as a practical

accessory to effectuate a health education program, | find no rational basis

for discerning either statutory violations or a violation of constitutionally-
protected parental rights resulting from the distribution of these non-

intrusive devices, merely because preventive health concerns affecting children



are being addressed in public schools.

Although the majority correctly points out that children are compelled to
attend school (as contrasted to health clinics), it fails to consider that they

are not compelled either to seek or accept the distribution of condoms, as it
remains a purely voluntary program. Moreover, the distribution of condoms in
the public schools is entirely consistent with the accepted role schools have
traditionally assumed in regard to health education, i.e., preventive health

care. Clearly, it is not the proper role of the educational system to ignore
reality. Despite the fact that teenagers are instructed that abstinence is the
most effective method of preventing the transmission of the HIV virus, many
teenagers are nevertheless sexually active, and must be advised that condom use
is imperative. Public schools, with their unique ability to reach large

numbers of teenagers, can play a significant role in urging the benefit of
abstinence, in increasing AIDS awareness, and in alerting those students who
are sexually active of the importance of using condoms in order to reduce the
risk of disease. Moreover, the condom distribution component of the
educational program makes condoms more readily accessible to those students who
are already sexually active and might otherwise engage in unprotected
intercourse. In view of the public policy interest in slowing the spread of

the HIV virus, the condom distribution program is not inconsistent with the
educational mission of the public schools.

It must also be recognized that at the heart of the petitioners’ argument that
the condom distribution program violates their right to raise their children as
they see fit is their belief that the program constitutes an endorsement of
teenage sexual activity because it tells their children, "in actions far louder
than words that they are free to disobey their parents’ express instructions".
However, this is but a variation upon an argument which was rejected by the
Supreme Court in Carey v. Population Services Intl. (431 U.S. 678, supra ).
As previously noted, Carey involved the constitutionality of a New York
statute which prohibited the sale or distribution of contraceptives to minors
under the age of 16. The State of New York argued that significant State
interests were served by restricting minors’ access to contraceptives because
free availability to minors of contraceptives would lead to increased sexual
activity among the young, in violation of the policy of New York to discourage
such behavior. In rejecting this argument, the plurality opinion noted that

the State’s argument was in essence that "minors’ sexual activity may be
deterred by increasing the hazards attendant on it", but that such an argument
could not be taken seriously because "it would be plainly unreasonable to
assume that (the State) has prescribed pregnancy and the birth of an unwanted
child (or the physical and psychological dangers of an abortion) as punishment
for fornication" (see, Carey v. Population Services Intl., 431 U.S. 678,

supra, at 694-695, relying upon Eisenstadt v. Baird, 405 U.S. 438).

Moreover, Justice Stevens, separately concurring, in part, in the plurality
opinion in Carey, aptly observed:
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"Common sense indicates that many young people will engage in sexual activity
regardless of what the New York Legislature does; and further, that the
incidence of venereal disease and premarital pregnancy is affected by the
availability or unavailability of contraceptives. Although young persons
theoretically may avoid those harms by practicing total abstention, inevitably
many will not. The statutory prohibition denies them and their parents a
choice which, if available, would reduce their exposure to disease or unwanted
pregnancy.

"The State’s asserted justification is a desire to inhibit sexual conduct by
minors under 16. Appellants do not seriously contend that if contraceptives
are available, significant numbers of minors who now abstain from sex will
cease abstaining because they will no longer fear pregnancy or disease. Rather
appellants’ central argument is that the statute has the important symbolic
effect of communicating disapproval of sexual activity by minors. In essence,
therefore, the statute is defended as a form of propaganda, rather than the
regulation of behavior.

"Although the State may properly perform a teaching function, it seems to me
that an attempt to persuade by inflicting harm on the listener is an
unacceptable means of conveying a message that is otherwise legitimate. The
propaganda technique used in this case significantly increases the risk of
unwanted pregnancy and venereal disease"” (Carey v Population Services Intl.,
supra, 431 US, at 714-715).

Similarly, at bar the petitioners seek to force the Board of Education to, at
minimum, allow parents to "opt-out" their children from participation in the
program. |If an opt-out feature is adopted, however, students will no longer be
able to request condoms anonymously. The respondents have reasonably concluded
that this loss of confidentiality would deter student participation in the
condom distribution program, thus reducing its effectiveness. In the years
following the Supreme Court's decision in Carey v. Population Services
Intl. (431 U.S. 678, supra ). the spread of AIDS has reached alarming
proportions giving rise to a compelling state interest to halt the growth of
the epidemic. Clearly, many parents, such as the petitioners, arc seeking to
provide guidance to their children and to protect their health and morality.
The majority overlooks the unfortunate reality that many children lack such
interested parents. Many children have no parents to provide guidance and
discipline or who are even available to consent to the child’s participation in
the program should an "opt-out" be mandated. Since the consequence of
contracting AIDS is death, providing practical protection against the spread of
the virus which causes it. to a high risk population, in my view, outweighs the
minimal intrusion into the parent/child relationship of the more protected,
more fortunate portion of the adolescent population of New York City.
Consequently, | would affirm the order and judgment appealed from.

MILLER, Judge (dissenting).



I wholeheartedly concur with Justice Eiber's dissent but do so separately
merely to emphasize one additional point. The intrusion into the relationship
between parent and child represented by the fact that the respondents’ condom
distribution plan contains no parental consent or opt-out provision is indeed
supported by overriding necessity. That the New York City adolescent
population is significantly over-represented in reported HIV cases nationwide

is persuasive evidence of an unusually high-risk population and therefore of a
particularly strong and compelling state interest, justifying this program.

Justice Eiber has noted the unfortunate reality that a significant number of

New York City high school students do not have parents interested in providing
them with appropriate guidance and discipline, or who are available to consent
to their child’s participation in the program. Moreover, some students who
have interested parents are beyond their practical control in matters of
sexuality. The undeniable fact is that many children are at risk. Because
AIDS is deadly, minimal intrusion into the parent/child relationship is
justified in this case by an overriding necessity to protect all adolescents

from infection with HIV by the most effective means possible.

Consequently, | too, vote to affirm the order and judgment appealed from.
ORDERED that the order and judgment (one paper) is reversed insofar as
appealed from, without costs or disbursements, and the respondents are
prohibited from dispensing condoms to unemancipatcd minor students without the
prior consent of their parents or guardians, or without an opt-out provision,

and it is further,

ORDERED that the petition is granted to the extent that (1) it is declared

that the condom availability component of the respondents’ plan is a health
service rather than health education and thus, in the absence of a provision
requiring the prior consent of unemancipated minor students’ parents or
guardians, or in the absence of an opt-out provision, lacks common-law or
statutory authority; and (2) it is declared that the respondents’ plan to

dispense condoms to unemancipatcd minor children without the consent of their
parents or guardians, or an opt-out provision, violates the civil rights of the
parent petitioners and similarly-situated parents or guardians under the
substantive due process clauses of the Fourteenth Amendment of the United
States Constitution and New York Constitution, article I, s 6; and it is

further,

ORDERED that the petition is denied in all other respects; and it is further.
ORDERED that the matter is remitted to the Supreme Court. Richmond County, for
the entry of an amended order and judgment accordingly.

FN* Parents United for Better Schools v School Dist. of Philadelphia Board
of Educ. (25 Phila. 27) is the only reported case in the United States
(that we have found) which deals with the availability of condoms in public
high schools. In that case, the Philadelphia School Board authorized
"teachers and the like" to give condoms to public high school students on a



request and pilot basis, but provided for a parental opt-out. The court
held that because of the opt-out provision, the plaintiffs did not have
standing under Pennsylvania law to bring the proceeding and therefore
dismissed the complaint.

FN* While the majority seems to suggest that the dictates of the common-
law rule could be satisfied by allowing parents to opt their children out

of the voluntary program, this position is inconsistent. If the condom
distribution program is indeed a health service as contemplated by Public
Health Law s 2504 and the common law, students under the age of 18 may
participate in the program only with parental consent. A parent or
guardian’s failure to "opt-out" is not the equivalent of consent.

N.Y.A.D. 2 Dept., 1993.

>In the Matter of Ignacia ALFONSO, et al., appellants, v. Joseph A. FERNANDEZ,
et al., Respondents.

END OF DOCUMENT
COPR. (C) WEST 1994 NO CLAIM TO ORIG. U.S. GOVT. WORKS pi



A /ou can let the children impacted by this

I devastating epidemic know that they are

A important, that someone understands the

difficulties they face every day. Here are just a
few ways you can be involved:

Make a cash donation that will be spent on
gifts for children. ASAP spends $25-$30 on
each child enrolled. We try to purchase one
item of clothing and one educational toy.

Purchase a gift yourself for a child enrolled.
The day we receive your'call, fax, or reply
form we will send you the information re-
quested about a child you can purchase a
gift for. (Gifts need to be shipped back to
the ASAP office to arrive not later than
December 10.)

Talk to others in your community about par-
ticipating in the ASAP Holiday Gift Program.
Civic, religious, youth, professional or educa-
tional organizations might be interested in
donating or becoming involved.

Ask your employer about making a corporate
donation to the 1193 Holiday Gift Program.

Suggest that a school class “adopt” a family
or child to provide gifts for this holiday
season.

Take time now to complete the reply form

and let us know what you plan to do to help
the many children impacted by AIDS/I1IV.

On behalf of the thousands of children

across the nation served through this program,
Thank you!

A SAP

1993 Holiday G ift Program

P.O. Box 17433
W ashington, D.C. 20041

Tel: 703/471-7350
FAX: 703/471-8409

You Can Help
Children

UUDSﬂﬂey

Through
ASAPS



14 ' arlier litis year experts released an
| estimate that 2 million children
worldwide are now orphaned because of
AIDS. They expect that number to rise to 10
million by the end of this decade. They place
the number of children to be orphaned in the
United States because of HIV disease at
80,000 by the year 2000. Although these are
estimates, all experts agree that unless the
epidemic’s pace is slowed the number of
children impacted will steadily increase over
time.

Since 1988, ASAP’s Children’s Assistance
Fund has provided direct service to families in
which one or both parents have suffered from
AIDS/HIV. The fund’s programs cover three
areas: emergency financial assistance for
necessities such as rent, utilities, medical or
funeral expenses, etc.; resource materials,
counseling and referrals to service providers;
and the Holiday Gift Program.

The Holiday Gift Program is a vital help to
families dealing with the daily financial,
physical and emotional stress of 11V disease.

In four years, ASAP’s Holiday Gift Program
has grown from serving 2 children in 2 states
to more than 2,500 in 38 states. This year we
expect to serve approximately 4,000 children
in 40 states. All these children have parents
diagnosed with AIDS/IIIV. Many of them are
infected themselves, and even more of them
are uninfected but will lose brothers and
sisters to the disease as well.

The Holiday Gift Program works through
hospitals, clinics, local organizations, and also
serves families directly. Here are a few com-
ments from the 1992 Holiday Gift Program:

*v\lany images last in our minds: little children
clutching packages almost as big as they arc, alder
children who arc too ‘cool' to get excited grinning

nonstop despite their best efforts, and parents enjoying
their children's delight. Thank you! ) )

Albert EWeln C(Uen%? of Medicine

C lldre alu ﬁ| n'&
qhatglllsltat\(on |n|c

** Qur sincere thanks and gratitude for your gifts
and expressions of love anil concem to our HIV-
infected children and their families. Treasures, no
matter how big or small, bring pleasure and relief to
our families as seen by smiles, laughter, and gorgeous
glowing faces of those affected by this dreadful disease.
May God continue to bless your endeavors. J J

R SR

| want to send my most gracious blessing to you
for the Christmas you medefor my children.
Before Santa came to the door we only had a few
presents under the tree for the kids. As | write
this to you | have tears in my eyes. | thank God for
people like you who have hearts to help people like us.
1\e have been through a lot and yet have a lot to go
through, but through it ad God shows us the way.
Thank you for the presentsyou sent and the smiles
that they have brought. ) ?

~ CThank you for the Christmas gifts you sent to my
daughter. They provided a welcome bright spotfor a
little girl who has been through more than any child
should ever have to suffer. Thank you for your
kindness and generosity. ) ?
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S ince AIDS was first diagnosed in 1981,
clinicians and researchers have
learned that the Human Immunode-
ficiency Virus causes AIDS, and have
developed accurate tests to diagnose

the virus. They also have discovered treat-

ments for diseases that prey upon those
with depleted immune systems.

Education and prevention programs are
underway nationwide; community-based
organizations have mounted a massive
effort to serve, counsel and assist all those
infected with HIV. Although much more
needs to he done, progress in the last few
years has been enormous.

But today Americans must face yet
another facet of HIV infection and AIDS;
the indirect results of the disease . . . the
legacy of AIDS.

The Magnitude of the Problem

IDS and IV infection will impact
our nation's economy, social struc-
ture. and cultural institutions, But
the children living with the legacy
of AIDS don't have to wait to under-
stand this. Thev face all these issues now.

They nut only lose their families, they
most often lose any economic stability
they have, and in many cases they must
relocate, consequently losing their friends
and support structures.

Chris Norwood of the National Wom-
en’s Health Network AIDS Committee,
released a report that found, based on
average numbers of births and reported
infection rates, if just 80 percent of the
women already infected in New York City
die of AIDS-related diseases, they will
leave behind between 52,000 and 72,000
living, orphaned children.

And that is if no new infections occur.
“The family and social disintegration is
almost unimaginable,” she said. These
children do not have the virus because
they were either born before their parents
were infected or did not contract the virus
from their infected mothers.

Most Americans equate HIV infection
and AIDS to gay men, IV-drug users, and
those who received infected blood trans-
fusions before 1985. In truth, AIDS and
HIV infection is increasingly being seen in
men and women equally in their teens and
early 2()s. And these are the peak child-
bearing, parenting years.

ASAP Children’s Assistance Fund

I nresponse to this critical need, Ameri-
cans for a Sound AIDS/I liV Policy (ASAP)
established the ASAP Children's Assist-
ance Fund in early 1988.

The Fund's purpose isto be asupport
anil resource to families afflicted with
AIDS and HIV infection by providing
direct funding for specific needs; network-
ing between social service organizations,
the medical community, and infected

parents; and producing basic materials for
families and service organizations.

Researchers are actively working on
pediatric AIDS issues, and organizations
exist to assist children with AIDS and IV
infection. The ASAP Children’s Assistance
fund supports and complements these
essential efforts.

Some specific ways the ASAP Children's
Assistance Fund offers support include:

» Providing practical information
to HIV-infected parents for planning
the family’s future, including legal,
financial, and therapeutic support
opportunities.

» Providing housing opportunities
for families undergoing treatment at
medical facilities,

 ldentifying and developing a
national directory of all service
organizations that could provide sup-
port to families with HIV infection.

* ldentifying families interested in
providing foster care or adopting
children orphaned because of AIDS
and HIV infection.

* Impacting public policy related
to foster care and adoption, to
facilitate placement of children
orphaned because of AIDS and HIV

infection.

» Assisting community organiza-
tions and institutions, including the
religious community, in developing
support systems and enrichment pro-
grams for children orphaned by this
disease.

How You Can Help

y pulling together resources and

expertise in the public and private

sectors, involving concerned indi-

viduals, corporations, medical experts,

social service agencies, and policy-
makers, the ASAP Children's Assistance
Fund provides support for families who
face these devastating issues today.

The fund has already begun identifying
medical and social services for families,
networks of organizations that can offer
assistance, and individuals interested in
providing foster or adoptive care. As the
fund grows, more families and children
will begin to receive greater practical
assistance.

Today you can be part of the solution
to the devastation that AIDS and IV
infection will have on our nation. You can
help children like Nicole look forward to
more than the legacy of AIDS. You can
help give them hope, encouragement, and
love. You can do this by giving to the
ASAP Children’s Assistance Fund.
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Impacting the Legacy of AIDS

n Pennsylvania, 8-year-old Nicole
lives with her mother who isHIV
positive. Nicole’ father and baby
brother have already died of AIDS.
In Manhattan, a 10-year-old boy is
watching his world fall apart. His
mother and father are both infected
with HIV. The baby issick. His family
will all die, leaving him alone.
In Queens, five children orphaned
when both their mother and father
died of AIDS, were sent to different

locations, wherever social services
could place them.

In Boston, a former Marine officer
struggles with his illness. His wife and
infant son have died. Six-year-old
Maureene is the only family member
who isuninfected. The father’s primary
concern 1is to provide for her future.

These children are only a few of
literally thousands today who are living
with the legacy of AIDS and HIV
infection.
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THE CHURCH’S RESPONSE

TO THE CHALLENGE OF AIDS/HIV
A Guideline for Education
and Policy Development

Jonathan is eight. He has bright, dark eyes and a brilliant smile. Jonathan PREFACE
also has AIDS.

Infected when 18 hours old through a blood transfusion, Jonathan has learned
to live with his mortality and is looking forward to “seeing Jesus and being
made all better.”

Jonathan’s mother, Sheila, sought support and acceptance from the churches
in their Rocky Mountain community, knowing she couldn't continue to handle
the stress alone. Three churches responded in the same way, "You mav come to
church, if you leave your son at home.”

Hurt by rejection and unable to deal with the daily demands of AIDS, Sheila
and Jonathan found compassion and mercy from others - outside the church. As
the epidemic expands, ministries to families dealing with AIDS are being
formed so these critical needs can be met.

AIDS is achallenge unlike most others the 20th century American church has
faced. Although the problem is enormous and multifaceted, it grieves us to think
that even one brave boy who loves Jesus has been turned away by the church.
The tragedy is that there arc thousands of Jonathans across the nation whom the
church has feared and rejected.

Understanding that AIDS is overwhelming, we held a consultation on Church
AIDS/IV' Policy in April 1989 to examine all aspects of the issue and ways the
church can approach it. The group represented more than 12 denominations and
a variety of professions, including local pastors, physicians, health care workers,
ministry representatives, counselors, and educators. Participants reflected many
levels of involvement with AIDS.

We know that in contemporary society the demands on the local church are
great and that AIDS is often seen as just one more demand. But experts tell us
by 1993 every person will know at least one individual infected by 111V. That
means every church in the United Stales will ultimately have to address the issue.

This document, compiled from discussions at the consultation, is not designed
to be an exhaustive discussion of the issue, but rather a framework for the local
church’s approach to AIDS/I 1IV. It touches on the fears and the facts related to
AIDS and HIV infection, its well its ways to educate and involve a local congre-
gation. Each local church will need to address AIDS/HIV in its own specific com-
munity.

We pray that this guideline will assist local church staff and lay leaders in the
attempt to walk and act as Christ would in our nation today, offering compassion
and redemption to all.

MAP International
Americans fora Sound AIDS/HIV Policy
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THE CHALLENGE OF HIV AIDS was first described in June of 1981 as an unusual disease that was caus-
ing primarily young homosexual men to lose their ability to fight off otherwise
common and non-harmful diseases. GRID (Gay Related Immune Deficiency), as
it was first called, soon took on the name of Acquired Immune Deficiency
Syndrome, or AIDS, as it was shown to affect anyone who either sexually or
through intravenous means became infected by some agent which caused the
immune system to be destroyed over time.

The causative agent was a virus first discovered by Dr. Robert Gallo and Dr.
Luc Montagnier, an American and a Frenchman, who called their discoveries
HTLV land LAV. respectively. Ultimately, the virus became known and is re-
cognized today as the Human Immunodeficiency Virus, or HIV.

IIlugtrated are the various rotews
tereverse an cr ic
constitute the bu VIFUS
structure.

After the discovery ol the virus, a test for detecting its presence was soon de-
veloped. By understanding the properties of the antibodies the body produces to
defend itself against HIV. scientists were able to establish its presence by detect-
ing these specific antibodies.

The discoveries of the virus and the tests for its antibodies have allowed us to
understand a great deal about the modes of transmission, the progressive nature
of infection, and the devastating effects it has on the body over time.

AIDS/HIV: Once the discovery of this disease was made in the early 1980s, scientists soon

AWORLDWIDE EPIDEMIC sought evidence to find out where it had originated so we might better understand
its transmission characteristics, as well as gain insight into how to treat it and end
its spread. As information came in increasing amounts to the Centers for Disease
Control in Atlanta. Georgia, it became apparent that the United States was not the
only country struggling with this newly discovered disease. Cases in Europe were
soon identified and traced mostly to Central Africa. It is now believed that in all
likelihood the HIV virus originated in Africa and has existed there for at least a
number of decades.

Because of urbanization and international travel, as well as expanded land and
air communication links within developing countries, people infected with the
virus had great mobility and were able to spread it not only within their own
borders, but from nation to nation, and from continent to continent. The actual
location of the virus origin may never be known, and it is an . sue that does not
deserve a great deal of speculation. At this point, energies must be expended in
dealing with what is an ever-increasing epidemic of dramatic proportions and not
on speculation of its exact origin.



Countries of the world soon began reporting the number of cases they had,
with developed countries being able to more accurately diagnose and report cases
to a central health center, the World Health Organization (WHOQO). While it is be-
lieved many developing countries in Africa have higher incidences of HIV
infection and AIDS, the United States leads all nations in both the total number
of cases reported as well as the highest percentage of cases per unit of popu-
lation.

Since the first cases of AIDS were recorded in mid-1981, the numbers have
continually increased. In the United States alone, the cumulative figure of people
symptomatic or who have died from this disease surpassed 150,000 in Septem-
ber of 1990 (1), and it is estimated that the doubling time will occur approxi-
mately every 30 months. The number of deaths compared to the cumulative
number of reported cases is approximately 60 percent (2). The focus on AIDS
is misleading, however, since it really represents only the tip of the iceberg, or
the very top of the pyramid in relationship to the extent of the total problem
created by HIV infection.
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The final report of the Presidential Commission on the Human Immunodefi-
ciency Virus Epidemic (often referred to as the President’s AIDS Commission)
states in the first point of its Executive Summary that "the term *‘AIDS’ is obsolete
HIV infection more correctly defines the problem. The medical, public health,
political and community leadership must focus on the full course of HIV infec-
tion rather than concentrating on later stages of the disease. Continual focus on
AIDS rather than the entire spectrum of HIV disease has left our nation unable
to deal adequately with the epidemic” (3).

The reason this point is made so dramatically is that once infection occurs
when an individual lirst contracts the 111V virus, he or she remains infected for
life. Anyone thus infected will eventually develop symptomatic HIV disease
(AIDS) and die. HIV is a slow-acting virus. Those infected may not show
symptoms for up to 10 years from the time of infection. Consequently, the 111V
epidemic today is mostly unseen because individuals who are infected with Ihe
virus do not yet have symptoms. Today’s HIV infections will ultimately become
the AIDS epidemic of the future.
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Symptomatic AIDS is really ihe end-slage of a disease proeess which begins
long before wc see people who are physically ill. We now have glimpses of what
ihe 111V epidemic looked like prior lo our first recognizing symptomatic carriers
in 1981 because of blood samples saved for other reasons. The most noteworthy

study is what is known as the Hepatitis B Cohort of Sail Francisco.

In 1978. the public health community enrolled 6,800 homosexual men in San
Francisco in a study of the spread of hepatitis B. They saved the blood serum
samples and were later able to go back and examine each of them alter an
antibody lest for the AIDS virus (HIV) had been developed. What they found
was ijuite remarkable. In 1978, 3 percent of that cohort was already infected
with HIV. Itgrew to 12 percent in 1979. and by 1981 when the first AIDS cases
had been discovered, 36 percent of that group were already infected. Today,
nearly 80 percent of the men in that study are HIV positive. While most still
show no symptoms, the numbers of people developing AIDS continues to

increase (4).

COUNTY-SPECIFIC PREVALENCES
OCTOBER 1985-SEPTEMBER 1988
USING LOWER CONFIDENCE BOUND
HIV and Military Recruits
Geographic Prevalence



Estimates of 11V infection in the general population vary widely. The Centers
for Disease Control in Atlanta has maintained an estimate of one to one and one-
half million Americans since mid-1986. The military routinely screens civilians
applying for the Armed Services for IIIV and continues to find a consistent level
of people who are Il11V positive. While the numbers they find underestimate the
general population’s infection because they largely exclude people who do not
have high school degrees or are IV drug users or homosexuals, they have been
able to show that this epidemic is spreading geographically as well as socio-
economically, and increasingly into the young people of America, both male and

female, of all races.

A great deal of study has been done on how the virus is transmitted. There

are now three primary defined modes of transmission:
*« Intimate sexual contact where body fluids are exchanged;
« Parentcrally, through IV drug abuse, blood transfusions, or rarely
by nccdlesticks (5); and.
¢ Perinatally. from an infected mother to her infant.

Scientists have done extensive studies to determine whether the virus can be

transmitted in normal social settings. Definitive information shows that this

cannot readily occur. Handshakes, toilet seats, doorknobs, etc. will not transmit

IV or AIDS. The only documented cases of transmission outside of the three
primary modes have been of health care workers exposed to infected blood or
body fluids. In these health care workers. HIV-positive body fluids were either
ingested or spilled on skin with cuts or abrasions. Although this risk is very low.
it should alert health care workers to the dangers of transmission in the work
place, either in the hospital or other health care settings. It should also inform
others, who do not have similar exposure, that the risk of exposure to this virus is

minimal outside the three major modes of transmission described.

Intimate sexual contact is an efficient mode of virus transmission and will
become lhe dominant route of epidemic spread in the future, particularly among
heterosexuals. The virus only need come in contact with the white blood cells
which act as both target cells and subsequently host cells of the virus. These are
primarily T4 lymphocytes, monocytes, or macrophages. The theory that cuts or
abrasions inside body openings are required for transmission to occur is obsolete.
We now understand the role while blood cells in mucous membrane linings play
in transmission. These cells absorb the 111V when present in fluid, and become

the primary host (and target) cells for the virus.

The concept of risk groups is also obsolete, since anyone who is uninfected
and comes into intimate sexual contact or shares IV drug paraphernalia with an
individual who is infected is subject to acquiring the virus. It is incorrect to
believe that the virus can differentiate between sex, race, age. economic status
or even between specific sexual acts. The virus only needs to be absorbed by a

white blood cell for infection to occur.

Once an individual is infected, a slow process begins in the body which
allows the virus to destroy an individual's immune system over lime. This
progression of events is now well-defined; the most significant co-factor to it
occurring is simply time. Given time, the virus will eventually prevent an in-
fected person from mounting an immune response to a number of different

diseases, which will eventually result in death.

MODES OF TRANSMISSION

(’FINICAL COURSE OF IV
INFFCLION



h|s s critical tq understandin
(ftd \} q%e immune : 900 ACLTE CHRNC Woomea e allivo  sedfBuc
stem ronh%onr]]to Irr]] eCH al £ 000 INFECTION ~ LYMPHADENOPATHY DYSFUNCTION M“él\%%y\ﬁE DElM'\({lIlIJEN%Y
Wward a wn | IVI u
momtoreéP er 84l month ﬁ)eno, 0f DEFECTS
The kussowy estroys T4lympho- <
wesu IVIr non remaf £ 1600
Bentua tflmposm forﬁeSo
dy to defe n teI ainst even the z m 500
common aiseases. 8 ° N0
ZS
0 « 300
200
100
0

0 6 12 18 24 30 H6 42 48 S 60 6 72 718 &
TIME IN MONTHS

Once the virus infects a white blood cell, it literally turns the cell into a virus-
producing factory. The virus becomes a part of the cell’s genetic composition,
ensuring it literally will remain part of the infected person for life. The virus
affects various white blood cells differently. It destroys T4 cells over time, while
macrophages and monocytes are used as virus-producing factories without
being directly destroyed themselves. The destruction of the T >lymphocytes, the
first line of the body’s immune defense system, ultimately renders the individual
susceptible to otherwise non-life-threatening diseases such as pneumocystis
carinii pneumonia. Kaposi's sarcoma, or even herpes.

Clinicians have also speculated that the longer an individual is infected, the
more infectious they become. This theory of “dynamic infcctr ity" arises
because increasing quantities of virus are present as decreasing numbers of T4
lymphocytes are found in the blood. Consequently, learning not only one’s 111V
status, but also one’s particular stage of infection can be helpful to both offering
effective treatments and controlling the epidemic.
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Because this is a progressive disease, it is important to be able to intervene | T % SSlVK
clinically, offering treatments to individuals who are infected. A system to |
measure the progressive nature of lhe virus has been developed by the clinicians

at Walter Reed Army Institute of Research. This is now widely accepted as the
primary staging system of the virus. The stages of this classification run from 0.
or exposure, to 6. or what would be known as symptomatic AIDS. The interven-
ing stages are marked primarily by some clinical manifestations combined with
the progressive destruction and declining numbers of T4 cells. Other markers
which i .dicate disease progress by stages include: acute infection, chronic
lymphadenopathy, subclinical immune defects, mucocutaneous immune defi-
ciency. and systemic immune deficiency, often resulting in various opportunistic
infections. An understanding of these progressive stages is important to physi-
cians and clinicians who treat infected individuals.

In order to. monitor the course of infec-
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'ROLKOI TKSTING
A great deal of controversy Ints existed about the role of testing in relationship Tl”

to I11V. Most questions regarding testing and its value have centered on civil
rights concerns ratlvr than medical issues. The right to privacy and concerns
about confidentialilN of results, as well as discrimination fears of people found lo
be infected, have to date limited the amount of testing that has occurred in

the IV epidemic.

However, the medical value of an early diagnosis of all diseases has gained
greater ptominciice in relationship to HIV infection. While the disease is still
not curable, it is treatable through medical interventions. In addition to delaying
disease progression and anticipating opportunistic infections, a positive serologi-
cal diagnosis also allows an individual to plan priorities (as is true with any
terminal illness) and-very importantly - it allows that person not to infect the
partner they love.
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When the modes ol*transmission were first understood to lie largely sexual in
nature, many fell the promotion of condoms would eliminate virus transmission
from one individual to another. Various studies indicate, however, that condoms
oiler a similar level of protection lor 111V disease as they do in preventing preg-
nancy. In other words, while they reduce risk, they do not eliminate it. A promi-
nent study done hy Dr. Margaret Fischl showed that over a 12- to 18-month pe-
riod, couples that were discordant (one HIV-positive and one HIV-negative) who
exclusively used condoms seroconverted (infected) their partners 17 percent ol’
the time. Similar couples that abstained from intimate sexual contact had zero
seroconversions, and those that useil no protection had 81 percent seroconvcr-
sions (6).

This study occurred in individuals who knew their HIV status. Fully 80 per-
cent of people today who are inlceted do not know they are infected and subse-
quently are unknowingly and unintentionally infecting others. Ultimately, the
most effective way of breaking the chain of transmission of this virus will not he
condoms hut a modification of sexual behavior in which having more than one
sexual partner is strongly discouraged. Only direct knowledge of infection status
allows uninfected partners to consider a sexual relationship, and then only in
marriage.

Dramatic increases in rates of HIV infection are occurring in many cities
throughout America, particularly inner cities on the East Coast. Once the virus
becomes established within a community where multiple sexual or IV drug con-
tacts occur, it is only a matter of time before it spreads progressively. Its rate of
spread is partially dependent on the number of sexual or 1V drug partners an indi-
vidual has.

Because fidelity in marriage is often broken, and many single adults continue
to have more than one sexual partnct, this epidemic will be very difficult to stop
and will exact a significant price on the United Stales. Church leaders can help
limit the spread of the virus by the advice they give people in their congregations
as well as through the way they conduct their own lives. By being an example to
others, and by basing decisions on knowledge, everyone can play a significant
role in their church and community in helping reduce the suffering and sorrow
that are before us.

Medical science may ultimately develop a cure or vaccine for HIV infection.
That in itself does not end the epidemic. We have had a cure for syphilis since
1*MS yet syphilis increased in the United Slates 32 percent in 1787 Behavior
will affect the course of this epidemic. The sexual revolution of the ’(ids and
“70s has yielded an unfavorable result which we may some day view as even
more threatening than nearly any other enemy we have ever laced. The solution
lies in the way God has shown us how we should conduct our lives, individually,
in marriage, and in relationship to those who suffer.

This epidemic is treatable, preventable, and predictable. It will cause consid-
erable crises in many churches, but more important, it is an opportunity to show
Christ's love.
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Jesus Christ challenges llis followers to stand out in hold relief against the
world around them. |le calls the church to he a beacon of His truth, to season
society with His grace, to permeate the world with Ilis love and redemption.
Therefore, the church has no choice hut to interact with the surrounding culture
by addressing physical, emotional and spiritual needs, always pointing to Christ

as the One who. through His church, provides hope and help for all of society.

The challenges of a new decade - the homeless, teen suicide, abortion, the
elderly, drug abuse, HIV infection - require Christians to evaluate the church's
role in relationship to people in need in new and daring ways, and to recognize
the significant opportunities for evangelism.

In the face of a changing political and socio-economic scene worldwide, the
church can step back, re-evaluate and set an agenda for the '90s which will
reflect Christ's mandate of love in specific terms, and develop strategies that will
balance the call to show Christ through both word and deed, never losing sight of

the foundation: redemption through Jesus Christ.

Hi*"**/

THE CHURCH'S ROLE
INSOCIETY AND THE
HIV EPIDEMIC
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PROBLEMS AND CONCERNS

POLICY GUIDELINES

DECISION #1

Guidelines
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Given Scriplurc’s inundates, lhe church has the enormous and seemingly
impossible task of proclaiming the Gospel through teaching and preaching, as
well as through direct assistance to all in society who are hurting and needy. Cer—
tainly. without Christ the task would be impossible.

The threshold of a new decade offers the local church an excellent opportunity
1o: critique attitudes and past performance in light of Scripture; evaluate personal
and corporate priorities; and discover creative ways to meet the ministry needs
and challenges with limited financial and human resources.

The following decisions and guidelines provide a suggested structure for an
evaluation of ministry needs and priorities; the moral and spiritual leadership
needed to perform ministry; and ways the church can consolidate resources for
more effective ministry.

Determine the role that the local church and its leaders are scripturally
mandated to play in society and the community.

As part of a regular evaluation process, church leaders can incorporate some
of the following ideas designed to foster self-examination of church programs
and leaders in an effort to remain true to biblical standards and local church
goals.

1 Involve church staffand lay leaders in a Bible study related to the role of
the church in society that can serve as a basis for evaluating church pro—
grams, This could be done in a series of special sessions, a retreat setting,
or individually with study guides provided. Such a study could include
examination of;

a) The role of the church in society (Matt. 5:13-16; Matt. 22:34-40; Matt.
24:44-51; Matt. 28:16-20; Luke 13:6-9,18.19: John 8:1-11: Rev. 2.3).

b) The call to ministry (Matt. 25:31-46: Luke 10:25-37: 1John 3:16-20).

c) The role of church leaders (Jer. 23:14; Ezck. 33:6; Ezck. 34:1-10;
Matt. V 1. ni. 20:25-26; ICor. 5; Eph. 5:1-21; Titus 1:5-9; ITim. 3;
James olm 1:6-7; 1John 2:4-6).

d) Characteristics of Christlike leadership:

D Servanthood (Isa. 43:8-10; 44:1-2. 21-26; 45:4; 48:20; 49:1-6; 50:4-
19; Matt. 7:7-12; 20:25-28; 24:45-51; Mark 9:33-37; Luke 17:7-10;
19:11-28; 1Pet. 2:18-25).

2) Forgiveness (I Kings 11; Matt. 18:10-14; Luke 5:12-32; 6:37-38;
7:35-50; 1John 1:9).

3) Suffering (the Book of Job; John 9:1-3; Rom. 5:3-5; Phil. 1:20-29; 1
Pet. 1:3-9; 2:15; 2:18-25; 3:10-18; 4:1-2; 4:12-19; 5:6,7; 5:10-11).

4) Judging others (Matt. 7:1-5: John 8; Rom. 2:1-16; James 4:11-12).

2. Gather church staffand lay leaders at a session or series of sessions to

discuss highlights of the study suggested in I11 or to issue a challenge to
leaders related to the role of the church and its leadership in the 1990s.

3. Ask congregational leaders to read the church constitution and any other
denominational or congregational documents which outline the church®s
purpose and goals, particularly related to its role in society.



4. Examine the local congregation's participation with the national denomina-
tion or cooperative body; regional or stale denominational or church
association; local community activities and religious groups. Are the roles
that the local church and its leaders take in each of these settings in keep-
ing with biblical guidelines?

5. Request that leaders active in various church programs prepare reports
outlining how existing ministries (including any materials used or pro-
duced for the program) fit into the overall local church program and how,
in turn, they fit into the role of the church in society. (Use reports as input
for some of the following suggestions.)

Evaluate existing church programs in light of the biblical example of the DECISION #2
church’s role in society.

1 Review the local church budget to determine if money spent reflects stated Guidelines
priorities for ministry and outreach.

2. Review church programs for content focus, i.e., evangelism, discipleship,
service, fellowship. Evaluate whether existing programs are balanced and
consistent with the role of the church in society.

3. Evaluate existing programs in terms of intended audience, i.e.. college stu-
dents. teenagers, junior high students, shut-ins, babies, hearing impaired,
families on welfare, engaged couples, etc. Determine whether existing
ministries reflect church goals and scriptural mandates.

4. Examine curricula used in Sunday school, youth programs and other teach-
ing and outreach ministries as a reflection of priorities and scriptural goals.
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Determine needs of the congregation and community and design a DECISION #3
church-wide program using existing resources that will meet those needs
It is sometimes difficult for church leaders to respond to ever increasing
demands on the local congregation. The following points offer ideas for
ensuring that existing ministries are meeting needs and using available
resources in the most effective ways. 13



Guidelines

DECISION #4

Guidelines

. Survey the congregation and community to discover ministry needs. Poll

church lay leaders to ascertain needs they anticipate in the congregation
and community in the coming year, in live years, in the decade.

. Use data collected on existing church programs to determine whether

projected and current needs are being met.

. Determine areas of unnecessary overlap and how to use existing financial

resources and manpower more effectively. For example, rather than
starting a new program solely to minister to persons with AIDS, some
aspects of this ministry might fit into existing programs, such as: prayer
chain, shut-in visitation, or providing meals for those in need.

. Research national, regional or local ministries active in your area to under-

stand how they might augment and complement existing local church
resources. For example, given the community and church needs and
resources, a church might decide to actively support a national ministry to
drug abusers rather than attempting to begin a similar local ministry.

Find creative ways to present church ministries to the congregation so
members understand the scope of programs, how they interrelate, and the
assistance needed to make them effective. These might include:

a) A series of Sunday evening services featuring church ministry programs
and their resource needs.

b) A program in which lay leaders participate in church ministries on a
rotating basis to help them fully understand the challenges and needs
involved.

¢) Regular sharing of ministry experiences from a variety of programs
with the congregation.

d) A study of spiritual gilts, including an active attempt to match members
with church ministries.

Decide v/here HIV infection and AIDS fit into your church’s ministry
priorities, and determine how to address epidemic-related needs through
programs.

1 Consult literature and experts to ascertain the future picture of HIV

infection and AIDS in the nation and in your geographic area.

. Evaluate existing programs to determine where HIV-related activities and

ministries would best fit.

. Use this document to structure a program for the local church which will:

a) Educate the local church to facts about the epidemic.
b) Lav groundwork for epidemic-related ministry.
c) Help the congregation formulate appropriate prevention messages.

d) Channel discussion preceding drafting of an HIV-related policy docu-
ment. should the congregation decide to adopt a formal policy statement.
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Golden Gate Church of the Nazatene, a small congregation of about
forty members, felt a tug on our hearts to start a prayer group to pray
specifically for the AIDS epidemic in San Francisco. Each Saturday
morning for a year, ten to twelve people met together to discuss needs
and pray for people with AIDS.

We prayed that the Lord would send us someone to mini;,ter to. After
a year, a new family in the church discovered that their 6-year-old son
had been infected by a blood transfusion at birth. We met at the hospital
to pray for Joey and his family and began to recognize the Lord’s hand
guiding us into a ministry to families with AIDS.

As we learned more about the vast needs of families living with AIDS,
we decided a fact-finding committee was needed. The committee com-
posed a survey they felt wouid ask the questions needed to prioritize
needs of those we wished to serve. Through the survey we: 1) identified
a focus, 2) assessed the need, and 3) were led to respond with a head of
compassion as well as training efforts.

Child care was one of the top three needs listed by 62 percent of the
agencies dealing with families that had HIV infection. We then estab-
lished ourselves at an agency and hired a program coordinator to initiate
a volunteer system which would provide child care for these families.

We organized this effort as a small, growing congregation. Many
other churches have become involved. This cooperation means that
none of the volunteers or congregations are taxed too heavily by the
responsibility of the ministry. Today, nearly three years later, the
prayer group still meets each Saturday morning. The ministry works
and meets great needs, but the base is prayer and compassion. We
couldn't continue without it.

Tere Brown

The Bridge

Many people still feel distant from the HIV epidemic. They believe the viss EDUCATING THE
issomething that only tffects people who live in the inner cities. It isdifficult to
educate a congregation when people feel distant from the problem. The church, CO N G REGAT'O N
however, isthe one institution that can offer hope for the spiritual battles that
people face indealing with the vttis. The church also offers a message of moral —
ity and self-worth in educating people regarding the prevention of HIV. Thus, as
congregations learn about HIV. they can be instruments of God in ministering to
people in need.

The purpose of educating a congregation isso members will show compassion
for persons with 11IV. know how to protect themselves and their loved ones, and
be challenged to minister to persons inneed. The church represents a trusted,
proven source of information, leadership, and opinion. Italso can offer a forum
for discussion inwhich members may feel comfortable, accepted, anil able to
share their questions and fears.
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POLICY GUIDELINES
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Guidelines
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People give many reasons for not being concerned about individuals with HIV
and AIDS, thereby missing a true opportunity for ministry, such as:

1 “AIDS is not really a big problem. It only affects homosexuals and drug
addicts. We do not have the problem where we live.”

2. "I'ne AIDS problem is blown out of proportion in the news media and by
the government. The reason why it grabs so much attention s that it makes
a sensational news story."

3. “It will create a wrong image of our church if we become involved with a
disease that affects homosexuals and drug addicts. There are other worth-
while things that our church can do more in keeping with the type of
people in our congregation.”

4. “It is their fault. God is punishing people for their lifestyles.”

These attitudes are not in keeping with Christ’s teaching or example, and effec-
tively limit the church’s ability to respond to the issue.

Following are some of the key decisions that church leaders will have to make
when developing policies and plans for educating a congrc ition. Along with
the list of decisions are some guidelines that can help everyone think through the

issues.

Begin by assessing the beliefs and attitudes of congregation members
about HIV and AIDS.

1 Find out what people in the congregation believe and feel about HIV and
AIDS. TI'he best way to do this is through small group discussions in
Sunday school or midweek services.

Identify people’s fears and misconceptions regarding HIV and AIDS.
Having this understanding can help church leaders anticipate problems and
concerns that can affect the church. Sometimes correcting misinformation
can reduce people’s fears. Good sources of information are local health
educators and public health nurses.



Decide how to orient the congregation to the facts and to the needs. DECISION #2

1 Define what people need to know about HIV and AIDS based on the Guidelines

(.

assessment of beliefs and feelings. Address fears and misunderstandings
and present biblically based information about how Christians should
respond.

List messages that should lie communicated. The exercise of simply listing
the key “messages” will help refine what needs to be said. Following arc
some examples of messages that one might want to communicate.

a) Jesus’ altitude toward the physically, spiritually and emotionally needy
was one of charily. We should all have the same attitude.

b) Jesus’ actions toward the needy were those of servanthood. He was
willing to reach out and heal the lepers when society had rejected and
isolated them. He calls us to be servants just as Ile was.

¢) Jesus' command was to love our neighbor as ourself. His example of a
neighbor was someone who was socially ostracized. He also demon-

strated love to those who had disobeyed God’s moral instruction.
Define the most important facts regarding AIDS/I 1IV. Include this
information with the messages developed in Guideline #1 above. Ameri-
can Red Cross literature has concise information about the facts. Examples
tif key facts are:

a) Early diagnosis is important for treating and preventing the spread of
Ihe disease.

b) HIV is transmitted predominantly through sexual contact. IV drug use,
and from mother to child. It is not transmitted through casual contact.

Anticipate congregational members’ reactions based on what you have
learned about their altitudes and beliefs. Recognize that people will go
through predictable stages in their reactions to something that is threaten-
ing. These normal stages include:

a) Denial, in which people refuse to acknowledge the reality of the prob-
lem..

h) Anger, in which people realize what has happened and then strike out at
others, often with irrational ideas and illogical actions.

¢) Panic, in which people are suddenly afraid regardless of the true risk.

d) Acceptance, in which people admit to the problem and make rational
commitments.

Train youth and adults in life skills which enable healthy behaviors and
healthy relationships.

Think through the educational setting needed for effectively educating the
congregation. Decide what is best communicated from the pulpit and what
is best communicated through church committees, Sunday school, youth
groups, church bulletins, etc.

Select educational materials and settings appropriate to the message that
church leadership wants to communicate. See the resources listed in
Appendix H.
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AIDS was foreign to my understanding until Bill arrived at our church.
The idea was not new, but its relevance to my church and ministry had
never entered my mind. Like most pastors, | thought of it as a problem
for ‘those" people.

Bill became involved in our church and we invested our lives in him.
In that process, we learned of his addiction to heroin, his broken mar-
riages, and the erratic condition of most areas of his life. During a period
of absence, Bill married and then returned with his wife, Jane, and her
child, Tammy. With the help of many in our congregation, this young
family grew in their relationship with each other and with God. We were
progressing.

But the virus brought our progress to a forceful halt. Upon learning of
his former wife's infection, Bill and Jane were tested. The results were
positive for HIV. And so was the test of their son, Michael, upon his birth
several months later. This family's *" gedy led our church into one of its
most trying hours. Our burden to serve was attacked by fear; our desire
to protect the uninfected was contested by the demand to guard the
infected; and our call to compassion was forced to compete with our
over-commitment to calendars. We Struggled to do our best.

Bill is gone now, and the rest of his family has moved to another city.
We know that we’ll be called upon to serve others witn this illness, and
we pray to serve with wisdom.

Peter Pendell

Millington Baptist Church

Persons infected and those close to them suffer many crises. They face the
prospect of a painful, premature death and loss of loved ones. They may lose
support of people close to them. They may experience economic hardship.

Because of the spectrum of needs caused by 111V infection, the church's min-
istry entails responding to the spiritual, material, emotional, and social dimen-
sions of the infected, their families and carc-givcrs.

Working as a team, the congregation can meet the ongoing, evolving crises of
HIV infection. Above all, it can offer understanding and support so individuals
already in the church will remain, and so those not in the church will come for
help and hope.

As ministry focuses on the needs of infected people, it dare not neglect strong
prevention messages to avoid further infection. The educated and sensitized
congregation will offer a balanced perspective and compassionate understanding
of the concerns of the uninfected as well as the infected.

Traditionally, ministry both within the congregation and the community has
been the role of pastors, church counselors, and laity. As the number of cases o*
HIV infection and AIDS rises, churches will experience new challenges because
of the social complexities and impact of this fatal infection.

It is likely that congregations in virtually every community will be confronted
with the pastoral needs of family units directly affected by an HIV-positive indi-
vidual. Additionally, churches should address the needs of the HIV-positive indi-
viduals within the community. Church leaders need to raise the consciousness of
members to provide services and emotional and spiritual support in a context of
confidentiality and trust.



Churches can choose a variety of ministries to persons with [IIV. Some will
focus on needs of individuals and families within their own congregations.
Others will extend their services outside the church, to those in prison, to fr 'ter
carc for children with AIDS, or to IV-drug users infected with HIV.

Churc# Ieaderssho ra erfully con-
sider how to guid r%relg ions
In responding to t enee S

related ministry;

Decisions which need to be made related to ministry concerns follow, along POLICY (iJIDKLINKS
with guidelines to suggest important issues for consideration.

Consider what steps a congregation needs to take as it prepares to be- DECISION # 1
come involved in HIV ministry.

Church leaders play a key role in guiding the congregation in its ministry to Guidelines
those infected with HIV. The size of a church’s membership and available funds
often dictate the extent of the program that can be launched, but the following
points will serve as guidelines regardless of congregation size. Church leaders
can:

1. Become conversant with the many facets of the |11V epidemic and the
needs of adults and children who test IIIV positive. They vary quite
broadly. For example, two thirds of infants who carry HIV virus antibod-
ies al birth will not develop AIDS, but rather will become free of all traces
of HIV infection, most often within 18 months.

2. Raise the congregation’s consciousness on the scope of the crisis through
regular presentations of information.
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DECISION #2
Guidelines

DECISION #3

Guidelines

2U

Form a fact-finding committee to assess the needs in the local community.

Establish an HIV advocacy group within the congregation that is made up
of members with a broad base of community contacts and resources as well
as those capable of guiding direct services.

Match the needs in the local congregation and community with the assets

of the congregation.

Generate a list of possible services a congregation might provide.
Equip congregation members to serve by:

a) Providing educational resources on IV ministry.

b) Conducting discussion groups to help potential volume- «work through
their fears and feelings about HIV. sexuality, addiction, suffering, death,

and other relevant issues.

Consider how to network with other groups involved in HIV ministry.

Other HIV programs and experiences provide a foundation for local church
programs, as well as opportunities for involvement. Church elders might con-
sider participation and cooperation with different local or regional groups. While
some may have differing theological viewpoints, the church will have the oppor-
tunity to share its own perspective and values as it is involved. Church leaders

can begin networking by taking steps to:

1

Identify the approaches of other religious, social and governmental agen-

cies involved in IIIV programs.

Evaluate the needs met through local community programs.

Identify ways that ihe congregation can supplement or support other I11V
programs.

Contact congressional representatives and media to express convictions on
allocation of government funding for 111V programs.

Develop services that can be carried out without government funding,
which is limited.

Support larger HIV ministries with funding and/or manpower in addition

to, or ir. place of, local church programs.

Consider which specific services your congregation should become

involved in.

1 Demonstrate personal commitment by becoming involved with people in-

fected with [IIV. Include church members on home or hospital visits to

those ill with 111V infection.

Motivate, enlist, and train volunteers for AIDS/HIV ministry. Important
characteristics of volunteers vital and suited for this ministry are:

a) Being sympathetic and loving.
b) llaving stability, humility, and a genuine concern,
e) Willingness to learn and take risks in relationships.

d) Having an understanding of the stages of IV and the accompanying

needs.

e) Willingness to make a commitment to help throughout a person's

illness.
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3. Consider providing emotional support through a visitation or “buddy” pro-
gram.

4. Establish a lay counseling service for HIV-positive individuals and their
Families.

3. Develop a group of trained volunteers who can support families and the ill
with contributions of babysitting, day care, hot meals, assistance with trans-
portation to medical appointments, and oilier activities of daily life.

6. Encourage members to provide foster care for HIV-positive infants or for

children orphaned because their parents have died of AIDS-related diseases.

7. Provide financial assistance for such needs as health care costs, funeral costs

and expenses of daily living.

K. Have qualified church members assist with financial matters such as insur-
ance forms, medical expenses, and the planning of a will,

H IV develops into a devastating disease. Everyone it affects needs support
and assistance in dealing with the emotional, physical, and spiritual ramifications
of chronic disease and terminal illness. Just as those personally suffering from
HIV need tangible assistance, so do those giving continual emotional and physi-
cal support: care-givers, families, and friends

One challenge to the local church is to find ways of offering counseling
support to all involved with [IIV. Some might be done through existing pro-
grams, while other aspects related to HIV might dictate new training and ap-
proaches.

Whatever the approach, churches can provide biblically sound counseling for
HIV-positive individuals, and symptomatic AIDS patients and their families in a
supportive, caring environment focusing on: biblical principles: encouragement
and prayer: sensitivity; and skillful listening and perception. The counseling can
take place both one-on-one and in support groups, and needs to be available
through all stages of HIV infection, from diagnosis to death.

The purpose of counseling HIV-infected individuals is twofold: first, to help
those affected by |11V cope with the disease and its probable outcome; second,
counseling needs to help individuals understand their responsibility to act in such
a way as to not expose others to HIV infection, especially the person’s spouse.

Churches seeking to help through a counseling ministry must grapple with
several basic concerns. The church needs to decide what type of counseling
ministry is appropriate, seeking out professional services in the community and
tying in with those or developing a lay/volunteer ministry.

Support of those involved in HIV ministry needs to be considered. The
content of counseling sessions needs to be considered, both for HIV-positive
individuals and for the family and friends supporting them. A variety of ob-
stacles that arise in counseling ministries must be addressed.

hollowing are some of the key decisions to be made regarding the counseling
ministry of your church along with guidelines to help in consideration of the
issues.

COUNSELING

P'KOKLKMS AND CONCERNS

POLICY (HIDKLINES



DECISION #1 Decide whether the resources of the church can best be directed to a
professional or a lay counseling ministry, or whether to cooperate with
other churches or counseling ministries that already exist.

Guidelines 1. A professional counseling ministry is dependent on staff with appropriate
credentials in counseling, but other issues need to be discussed as well.
These include budgeting, allocating sufficient time for new clients, and
serving referrals as well as church members who need counseling.

2. If the church embarks on a lay counseling ministry, the key issues to con-
sider are:

a) Who will provide the necessary training for volunteers?
b) How will volunteers be recruited, trained, and supported?

c) Who will the counseling ministry focus on? Potential individuals include
congregation members as well as HIV-positive persons and those at risk
in the community, such as sexually active youth, homosexual and
bisexual men, intravenous drug users, hemophiliacs, sexual partners of
HIV-positive individuals, and children of HIV-positive mothers.

DECISION #2 Consider what content needs to be included in counseling.

Guidelines 1. All AIDS/HIV counse ing needs to include al least the following elements:

a) The facts about HIV infection and AIDS - what it is. how it is transmit-
ted. how it is not transmitted, the signs and symptoms <l AIDS, risk be-
haviors that expose an individual to HIV, and current treatments
available.

b) The resources available - centers for testing, health care providers.
AIDS hotlines, support groups, educational materials, and supportive
services for persons with HIV and AIDS.

c) Material appropriate for the various stages of counseling. These stages
include al least:

1) People who are worried that they may be 111V positive or are at risk
of contracting AIDS. These individuals need to be referred for
testing and pre-test counseling.

2) Those who have been tested and are negative need counseling to
adopt behaviors which will not put them at risk for contracting HIV.

3) Those who hav- been tested and are seropositive but not yet sympto-
matic. They need counseling as they progress through the normal
grief stages of denial, anger, bargaining, depression and acceptance.

4) Those with HIV anu their lamil es and loved ones need a counselor
who is non-judgmenlal, who a m.peels their confidentiality, and who
encourages them in their right to make responsible decisions regard-
ing their future.

2. Counseling for HIV-positive persons will cover a range of issues which
will evolve as the disease runs its course.

a) A crisis of faith. Where is God in this? Why did this happen to me?

b) Fear of physical pain and suffering. Those with HIV often know of
others who have died painful deaths and fear enduring the same.

c) Fear of rejection. This may come from family, co-workers, acquain-
tances, and fellow believers.



(I) Setting personal priorities for life with 111V illness. WIial relationships
need mending? What finaneial and personal affairs must be set in
order? How does a person’s lifestyle need to be modified to live life as
fully as possible with 111V illness?

e) Guilt over behavior which may have resulted in HIV infection. All
individuals through repentance and faith in Christ can be free of the
burden of guilt for actions committed and can experience peace and
God's love in their lives.

0 Fear of death. People need the opportunity to share their fears in an
understanding atmosphere. Christian counselors can share God’s gilt
of eternal life through faith in Christ.

Consider what support is needed for individuals e: -nned in helping
those with HIV infection.

The HIV-infected person has family and friends that need emotional support
to cope with the illness of their loved one. Counseling geared to them may offer
assistance in:

1 Coping with and supporting a terminally ill loved one. Not only will the
HIV-positive individual go through Ihe stages of grief, but those giving
care will experience the same stages as well.

2. Coping and problem-solving skills for the evolving crises of IlIV. A
variety of problems mat emerge with the stages of illness will affect those
caring for the person with HIV.

1 Coping with society’s response to HIV infection. Care-givers will find
themselves frequently needing to be advocates in the community on behalf
of the person with HIV.

ounsel or fami re
those jn g Eted |th’wqcank
partofa church smmmﬂy
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4. Supporting married couples who are discordant, where one partner is

infected and the other is not infected.

. Dealing with the behavior that exposed the loved one to HIV. Often in

cases where HIV has been contracted through promiscuous sexual behavior
or intravenous drug use, there are resulting interpersonal tensions that need
to be brought into the open and resolved in a loving atmosphere.

| think the reason some people draw back from getting involved with
people with HIV infection or AIDS is their concern over how emotionally
draining it may be. Their fears of infection and dealing with death do
have an influence - particularly at first. But as those fears are faced and
you get to know the person with AIDS as a friend there is much to be
gained from the experience. Brad, one man that | worked with, told me,
“The sky is more blue ... grass is greener, when you realize that you
have limited time." | find that attitude contagious.

I am more conscious of things around me ... the seasons, beautiful
music, a good laugh, lunch with a friend or the grandeur of the moun-
tains ... because | too have a limited time. Therefore, | am more aware
of the many blessings God has given me that in my busyness are easily
bypassed.

My life is richer and more meaningful as a result of these relationships
with my friends who have AIDS.

Mike Malloy

Christian Counseling Services

Generate ideas on ways the church can provide support for volunteers

involved in a counseling ministry.

1. Devise a strategy to provide one-on-one or support-group counseling for
care-givcrs.

2. Consider training !.y counselors to augment professional ones in working
with HIV-positive persons and their families.

3. Locale educational resources to equip professional and lay counselors for
ministering spiritually and physically to Il1V-positive persons and their
families.

Develop strategies to overcome obstacles to an HIV-counseling ministry

in a church.

Obstacles may arise that affect counseling HIV-inlected persons. By anticipat-

ing what the obstacles might be, church leaders can be better prepared to deal
with them.

1. Recognize the element of hopelessness related to HIV as a terminal illness
and offer consistent but not unrealistic encouragement to those who are ill
and their families.

2. Be aware of the possibility of burn-out, often related to grief or physical
fatigue, experienced by care-givcrs. This can be reduced by making the
meeting of needs more manageable through team ministry.

3. Be sensitive to the Il V-iiilccled person's perception of rejection and lack
of understanding within the church, which may lead him or her to go else-
where for help,



The church faces a serious challenge in sexuality education. The problems arc
all around the church, both in society and in its membership. Teen pregnancy is
at epidemic proportions: the incidence of sexually transmitted disease is on the
rise: and today HIV infection is spreading more rapidly through heterosexual
contact and 1V drug use than through homosexual contact.

A study done bv Josh McDowell found that by age 16, more than half of
youth in evangelical churches will have engaged in fondling and/or sexual inter-
course. One youth worker stated that parents in his church had no idea that
almost all the teens in the youth group were sexually active.

Sexuality in the context of the church refers tc. the biblical view of the integra-
tion of body, mind and spirit (I Thessalonians 5:23). What happens in one di-
mension of people’s lives affects the other dimensions, and affects interpersonal
relationships.

In creation, sexuality was one of God’s marvelous gifts to human beings.
Somehow femaleness and maleness reflect aspects of the character of God and
are intrinsically good. The Bible reveals that the purposes of sexuality arc
procreation and the joyful expression of oneness and interdependence.

God has revealed in His Word patterns for the expression and experience of
human sexuality. Violation of these patterns accounts largely for the epidemic of
111V infection. The challenge for the church is to apply His Word in today’s
society. Yet the message for moral standards that people receive is often am-
biguous and morally confusing.

The church’s mandate is to proclaim clear moral standards on sexuality.
As in all important areas of life, God has revealed model patterns for
the expression and experience of our sexual natures. These patterns promote
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PROBLEMS AND CONCERNS
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health, maturity, family integrity, and community. When persons depart from
the model pattern and violate clear biblical parameters, they risk unhealthy
physical, emotional, spiritual and interpersonal consequences.

The church should courageously and responsibly exemplify and proclaim the
biblical standards of sexuality and human love. It is the church leaders’ responsi-
bility to make the appropriate moral stances clear, to humbly admit areas where
clear answers are elusive, to promote maturity in relationships, and to balance the
presentation of inoral absolutes with tite availability of forgiveness and healing
in Christ.

Much of the education the church historically has given consisted of a list of
"dos” and "don’ts”. Sexuality education programs need to address the common
problems that people face in their daily lives.

1 Singles face:

a) Pressure from the media anil peers to have sex outside of marriage. This
pressure relentlessly erodes personal standards. Under current condi-
tions it is easy to rationalize by saying. “... it's not so wrong, everyone
is doing it."

b) Internal pressures from their sex drive, loneliness or lack of self-esteem
to fill their needs through sexual intimacy, often believing this will
bring them love. They sometimes lack practical skills or motivation for
coping with these pressures.

e) The lack of an alternative social system in which to interact where
norms of chastity are promoted and honored.

2. Marriage does not necessarily eliminate the need for sexuality education.
Some marital situations that cause concern tire:

a) Hurting or broken relationships that tempt a spouse to find solace and
intimacy outside of marriage. This is now a heightened concern since
promiscuity is a risk behavior for 111V transmission. Indeed, an I11V-
posilive spouse often does not know he or she has been infected.



b) A growing number of married couples are discovering that a spouse is
HIV-positive and yet has not practiced sexually responsible behavior.
Furthermore, some spouses, even after knowing they are infected, do
not inform their partners of that infection.

c) Succumbing to the temptation of pornography is widespread among
persons who are married, but is not openly recognized and confronted.
In some instances it can lead to sexual activity outside of marriage.
Incidents involving prominent Christian leaders are only a small indi-
cation of a larger problem. Sexual encounters under these circum-
; ances present a high risk for HIV infection.

d) Disruptive changes in career or other crises often lead to disoriented be-
havior, including sexual experimentation outside of marriage.

e) Divorce has become prominent even among church members. Persons
who are in one of the stages of divorce face strong temptations for
extramarital sexual intimacy.

3. Given these problems and concerns, why have churches not had a greater
impact on problems related to sexuality? Leaders need to evaluate the ef-
fectiveness of sexuality education programs. Following arc reasons why
some churches have not been effective in sexuality education.

a) Occasional negative repercussions from parents when church leaders
attempt to deal seriously with sexuality education become insurmount-
able roadblocks to otherwise valuable programs.

b) No sexuality education is given at all, for teens or adults, except for an
occasional cursory statement.

c¢) The tendency is to present education on sexuality only from a negative
standpoint, thus attempting to change behavior out of fear of conse-
quences.

d) An educational program that only addresses the physical aspects of sex,
while ignoring its emotional, mental and spiritual aspects, falls short of
providing needed answers.

e) Educational programs are presented from a married adult’s point of
view and do not stimulate genuine interaction from single teens and
adults.

0 Educational messages are given in harsh, legalistic terms.

g) There is often a lack of any teaching on the biblical basis for sexuality,
either out of the belief that someone else will do it, or out of simple ne-
glect.

h) Churches have not developed a statement about the biblical view of
sexuality that staff and lay leaders can use as a foundation for educa-
tional programs. For example, many churches have never given youth
leaders a statement on biblical sexuality that they can use in teaching
the youth group.

By creational intent, sexuality is an intrinsic and important aspect of hu-
manness that includes physical, emotional, mental, social and spiritual di-
mensions of persons. These dimensions are intimately and necessarily inter-
related. In the biblical view, sexuality serves several purposes, and the person
preparing a sexuality education program must grapple with these purposes.
Some churches may be silent on the topic, but Scripture is not.
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The church lias a mandate to proclaim clear moral standards in all areas ol'
life, including sexuality. In light of the often ambiguous and morally confusing
message from public schools and the mass media, and the lack of sexuality
education in the home, churches can make a significant contribution to the moral
development and health of society.

Here are some of the key decisions that have to be made in developing church
policies and plans. Along with the list of decisions are some guidelines that can
help all involved think through the issues.

DECISION #1 Decide on a definition of the purpose of sexuality.

Guidelines 1 Begin with Genesis I, and God’s statement that what He created was good.
View sexuality from its purpose at creation, not just within the context of
the Fall.

2. Regard sexuality as multidimensional, including the physical, emotional,
mental, spiritual and interpersonal aspects.

1. Balance the positive and negative messages about sexuality. Recognize
that sex is intrinsically moral.

4. Include clea. statements about the moral standard for sexual activity. Back
up the standards with Scripture.

5. include the dimension of grace, that God forgives all sins, including sexual
sins.

6. Some of the purposes that could be listed include: procreation (Genesis 1):
pleasure and physical gratification (Song of Solomon, | Corinthians 7): a
witness to human finiteness and our need for interdependence (Ephesians
5, Song of Solomon); a symbol of the self-sacrificing commitment to a
relationship that exists between Christ and His Church (Ephesians 5).

DECISION #2 Define problems, questions and concerns that the congregation has re-
garding sexuality. Knowledge of what people in the congregation are
thinking and feeling is necessary before proceeding with a specific educa-
tional program.

Guidelines 1. Refer to the problems, questions and concerns listed earlier in this chapter
as a starting point for discussions.

2. Use a brainstorming format forgetting information from church commit-
tees, youth groups, elders, deacons, etc. This format will give much more
dynamic information than a survey.

DECISION # 3 Define the core beliefs that are to be communicated about sexuality.

Guidelines In other words, make a list of the key things to know and act on, and incorpo-
rate it into the educational program. Refer to the purpose statements and to the
list of problems, questions and concerns written in Decisions tfland ft2. In par-
ticular. the purpose statements will establish the rationale for some of the beliefs
that are communicated about sexuality.

I. Brainstorm to generate a list of key thoughts about sexuality. From this
mastet list select the points that are most important to communicate -
fundamental principles that everyone should know. Some statements may
seem obvious, but include them anyway. Do not assume that everyone in
ihe church knows and accepts what leaders believe to be important.



By age 16, nore than half of teenage youth in evangelical churches
have engaged in fondling and/or sexual intercourse.

That's just one of the alaming facts discovered in research commis-
sioned by the Josh McDowell Ministry. Eght U.S. evangelical denomina-
tions conducted the research between June and August 1987.

Of the teenagers sunveyed, 82 percent stated they attend church
weekly; 79 percent said they are actively involved in the churchl's youth
program; and 82 percent stated thet the' ,,r  / Jesus Qhrist as their
personal Savior. The research discovert t

36 percent were nat able to state that sexual intercourse was un-
acceptable before marriage.

55 percent could nat state that they believed fondling breasts wes
norally unacceptable behavior before marriage.

68 percent said they attended at least one Rrated filmand 10

percent attended at least one X-rated filmwithin the last Six
months.

Churched youth spend an average of 4.9 hours per day or 34
hours per week watching TV and listening to the radio and/or
albums/tapes.

The median amount of time devoted to talking about things that
really metter to the teen is less than two minutes per day with the
father and less than four minutes per day with the nother.

The study revealed the teens' primary source of informetion alboout
sex. Out of ten, the church tanked last and the Bible ranked seventh. A
the other extreme, novies and television, sr\iemented by friends and
parents, were in the top categories.

The research painted to the inportance a Christian commitent in
protecting teens from premarital sexual activity. It found thet borm-again
Christians and those who stated thet the Bible waes inportant to them
were less than half as likely as other teens to have intercourse. In
addition, it found that sexual contact wes nmuch less likely among teens
who had dose relationships with their fathers.

Josh McDowell Ministries
"Why WaIt?" Suney

2. Make the belief statements positive and earing, and ones which communi-
cate forgiveness. The church has tended to communicate that sexual sins
are inherently worse than other sms.

3. The most difficult beliefs to write will be those related to chastity. Chastity
in this document refers to faithfulness to the biblical standard for sex in re-
lationships, to purltg of thought and intent, and to avoidance of anything
that cheapens or debases the sell and others. It is more than abstinence
from sexual activity outside of marriage. It is a matter of living in the full-
ness of life as (lod intended. People will need to think through the biblical
standards and match those with the conditions and standards that exist in
lodav's society. In the context of this document, remember that with each
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additional sexual partner a person lias, that person increases the possibility
ofcontra_ctm% 1V infection. There is a need to define a clear position on
chastity in reference to the following areas:

a) Singles. Define the standard of conduct ?/our_church believes in for un-
married teens, for unmarried adults and for divorcees, include the
biblical basis for this standard.

h' Married couples. Define the standard of conduct your church believes
{H_regtarddmgdsexuallty and monogamy and include the biblical basis for
is standard.

DECISION # 4 Determine what audiences to address in the sexuality education program
and the extent to which the emotional, mental, physical and spiritual
aspects of sexuality will be included.

In planning the educational program, it is helpful to first identify the audi-
ences, for example: pre-teens, teens, young adults, single adults, married
couples, divorcees, etc. Then refer to the work already done in Decisions til and
til and match the problems, questions and concerns, and the core heliefs to the
appropriate audience. This will help define the objectives of an education
program.

Another aspect of the planning process is the it between the sexuality educa-
tion program with ongoing educational programs in the church. The most
effective way to create a good lit will be to integrate sexuality education with
existing programs. One-time educational events on HIV and sexuality will have
little impact. Look for ways to regularly include sexuality education in the
existing education curriculum.

Guidelines for Singles . Education about 111V is important even in areas where 111V infection and
AIDS do not appear to be prevalent. With the large numbers of North
Americans, including church members, who have multiple sexual partners,
the conditions are set for the epidemic to spread.

2. Education about 111V is done most effectively in the context of education
about sexuality. The only sure way to prevent the spread of HIV is to
abstain from sex or maintain a mutually faithful monogamous relationship.
Thus, the broader issues related to sexuality need to be addressed.

3. Rccognile that singles lace great pressures to be sexually active. Educa-
tional programs must be designed to respond to the deep and genuine
pressures that singles face,

o Train sinPIe_s in the development of skills which will help them live in
chaste relationships. Skills are needed in areas of personal discipline, rela-
thnhshlps with the opposite sex. and developing intimate relationships
without sex.

5. Ilelp singles develop social support systems that encourage and honor
chastity and promote healtbv lifestyles.

(). Work toward opening communication between churches. Build and
eépanﬁl the network of social relationships among singles from a variety of
churches.

7, In premarital counseling prepare couples to develop qgomFIete relation-
ship. emotionally, physically, psychologically and spiritually.

S _ _ Review in individual premarital counseling s
q factors in each Eerson. If risk factors are present, encourage the person
involved to seek professional help in determining their 111V status.



Couples should know hefore marriage if ill V transmission is possible.
The presence of 111V should not necessarily prevent a couple from getting
married. That is the couple's decision based on knowledge. Knowing
their 111V status, however, does enable them to plan how to prevent
infecting the partner and prevent rearing an HIV-infected child.

9. Set up a referral network to deal with FProblem-based areas that may arise
in the course of sexuality education. Problems that may arise, in addition
(tjq HIV infection, are sexual abuse, incest and other sexually transmitted
iseases.

1. Provide education for married couples o:: personal intimacy and faithful-
ness in marriage. All married couples should know about the danger of
HIV infection from sex outside of marriage.

2. Regarding the use of condoms as a preventive measure, scientific studies
now make it clear that condoms cannot guarantee safety. The failure rates
of condoms in protecting against unwanted pregnancies, syphilis, gonor-
rhea. and genital herpes as well as 11V mfectlon_varY from 5 to 30 per-
cent. The church should offer the moral and spiritual guidance for setting
the standard of faithfulness in marriage relationships.

3. The ahove information should be made clear to everyone who has a
leadership position in church education programs.

4. Provide education to HIV-positive married couples (where one or both
pﬁ_rtners are infected) - how Ihe infection may affect their sexual relation-
ship.

5. Set up su?port groups for couples who face HIV infeclon. They need
emotional, spiritual and physical support.

6. Where one spouse is Hlv-ﬁositive, promote full disclosure of the infeclon
tqtthe other spouse, and where appropiate to an expanded, caring commu-
nity.

L Ensure that church-sponsored educators are of the highest integri(tjy, .
thoroughly trained, comfortable with the subject matter in all its diversity,
and handle their own sexuality with maturity and wisdom.

2. Hostile that church-sponsored educators understand teenagers' and single
adults' diverse altitudes towards sex and that the educators he able 1o talk
about sex in their language.

3. Use educational materials that are culturally relevant, which speak the
audience's language and are realistic about current sexual behavior. Addi-
tionally. use identifiable role models appropriate to the audience’s age
group (refer to Appendix Il for recommended resources).

Karly in the 111V epidemic, risk of contracting the virus was described in
terms of "risk groups” such as homosexuals. IV drug users, and hemophiliacs,
Today, risk for acquiiing HIV infection is defined in terms of risk behaviors,
While a certain percentage of 11V infection will occur through blood products
and from infected mother to bahy (lion-behavioral modes of transmission), the
overgvlr]]elmmg majority of cases will occur through specific sexual or IV drug
use behaviors.

"Risk behaviors" is a more appropriate definition of the problem in that many
people participate in risk behaviors who would not envision themselves as part of
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ihe originally designated risk groups. Risk behaviors for contracting 11V in-
clude: Intimate sexual contact with multiple partners (heterosexual or homosex-
ual) or with a single 111 V-positive partner, and sharing of IV drug needles and
paraphernalia.

Dealing with risk behaviors is a complex task. Accurate risk assessment is
often blurred hy one's participation in multiple risk behaviors, the preconception
that one's behavior must be addictive or promiscuous to be risky, or the percep-
tiolr] that one type of sexual orientation is exclusively risk-prone, i.e., homosex-
uality.

In reality, anyone - of any a%e. race, or sexual orientation - who has had one
or more sexual partners whose 111V stati is unknown, has participated in risk
behavior. Anyone who has shared IV drug paraphernalia - not just needles -
‘AV“h one other person whose |11V status is unknown has participated in risk be-

avior.

The perception that those at risk must be drug addicts or excessively promis-
cuous is false. Risk behavior includes occasional recreational IV drug use and
the occasional " one-nlﬁht stand.” The more potential exposures to HIV one has
through risk behavior, however, the greater the risk of contracting the virus.

_ DealinF with these behaviors from a ministry standpoint involves: understand-

ing the role addiction plays in risk behaviors; evaluating behaviors in terms of

origin and treatment; overcoming prejudices related to specific behaviors: equip-

ping peaple with the tools and support to break the cycle of risk behavior; and

ﬁmploying prevention methods to discourage the initial participation in risk be-
aviors,

A fundamental principle in dealing with risk behaviors related to HIV and
AIDS s that the behaviors that put someone at risk for contracting the virus must
be dealt with as a separate issue from 111V and AIDS. Risk behaviors and AIDS/
HIV are two distinct issues. Church leaders need to demonstrate Christlike
leadership in this area, distinguishing between the value of lhe person created in
God's image and his oi her risk behavior, understanding that such behavior can
today have fatal consequence's.

.he following decisions and guidelines for dealing with risk behavior in the
local church cover four s%ecmc areas. addictive behavior, multiple sexual part-
ners. IV drug abuse, and homosexuality.

ADDKTIVE BEHAVIOR

DECISION #1

Guidelines

Addictive behavior is evident in many areas ol American culture today. IV
drug use and sexual promiscuity are two such behaviors that pul people at risk
for contracting 111V Infection. The following decisions and guidelines provide a
structure for dealing with most types of addictive behavior, which can be ex-
panded upon and specified to address individual addictions.

Gain a full understanding of lhe underlying causes and effects of
addictive behaviors.

|. Research root causes of addiction, including: peer Fress_ure, media
messages, low self-esteem, fear, ([;unt, depression, loneliness, anger, hope-
lessness. boredom, and biological predisposition. Invite a counselor or rep
rescnlutive from local or regional groups dealing with addiction to present
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2. Learn abom long-term effects of addictive behavior ou: ihe individual, o
one's family, friends and co-workers.

3. Evaluate church altitudes and programs in terms of their sensitivity to
needs or concerns of those dealing with addictive behavior.

4. Study the relationship of addictive behavior to 11V infection.

Helping youth understand the causes
ofaddictive behavioris one step in

safeguarding them from drug abuse

Learn to recognize symptoms of addictive behavior and act promgptly. DECISION #2

1 Acknowledge that members of the congregation, both teens and adults, are  Guidelines
struggling with various forms of ¢ddiction.

2. Consult literature and local experts re?arding telltale signs of addictive
behavior, such as: secrecy, withdrawal, lack of concentration, changes in
personalin. change of friends, loss of interest in most activities, etc. Symp-
toms change as the stages of addiction progress.

3. Develop a plan of action to deal with addictive behavior. Time is a key
factor in helping someone break the cycle of addiction. The earlier someone
gets assistance, the belter. Train specific staff members and/or lay leaders
who can immediately become involved and supportive as soon as action is
appropriate,

4. |dentify local counselors or organizations to use as referrals or as consultants,

Understand the factors that inhibit people from seeking assistance, and  DECISION #3
evaluate church programs for attitudes or actions which discourage open-

ness about addictive behaviors.

1 Understand factors which keep peaple from seeking l.olp for behavior, Guidelines
such as: denial, fear of rejection, and lack of access to help.

2. Examine attitudes conveyed in sermons or other programs, or that are evi-
denced by church leaders or congregation members that inhibit oPe_nness
among members: prejudice, judgmental altitudes, intolerance of failure, a
view of weakness or failure as lack of spiritual commitment, etc.



DECISION #4

Guidelines

DECISION #5

Guidelines

Develop a program for treatment and care that addresses medical
intervention, emotional support and spiritual care issues.

L

/3
3.

Reco?nize that addictions can be a medical problem when related to drugs
and alcohol, and are not always behavioral choices.

Recognize that treatment for most addictions will be a lifelong process of
progress and regression,

Study the effectiveness of different treatment programs available for repli-
cation and referral. Understand the different settings in which specific ap-
proaches are appropriate.

Foster an atmosphere in which those involved in addictive behavior will be
loved, accepted, and can seek help without retribution.

Organize and train support grouPs or “buddies” to provide spiritual and
tfemo_tlgonal support for individuals with addictions, as well as for their
amilies.

Encourag\e involvement in local groups specializing in addictive behaviors,
such as Alcoholics Anonymous, Narcotics Anonymous. Teen Challenge,
Youth Guidance, etc.

Learn to recognize signs of relapse and be ﬁ_repared to deal with the
situation quickly. Understand situations which present extra pressure and
can undermine recovery, such as undue stress, lack of support, holidays,
feelings of failure, etc.

Understand that this behavior is not an isolated part of the person's make-
up. Treatment and support must deal with the whole person, not just the
symptoms that are seen through specific behavior.

Develop attitudes and programs within the church aimed at preventing
addictive behavior.

L

Discuss the issue in sermons. Sunday school, youth groups, singles
meetings and in any other appropriate setting, helping peaple und island
causes and effects of addictive behavior.

Encourage all who are dealing with personal or family problems to seek
counsel In an effort to keep them from compounding.

Develop ministries which offer practical assistance, not just spiritual plati-
tudes, for those seeking help in troubling times.

Discuss the “ weaknesses” and * failures" of biblical characters and other
Christians who have experienced and overcome addictions, to offer en-
couragement to those who are struggling.

Focus programs on helping people be honest with themselves, understand-
ing their weaknesses so they can recognize when they should seek help
from the church rather than from behaviors which can become addictive.

Educate parents and lay leaders about their role in prevention:

a) Teatlzh standards of right and wrong and demonstrate them through ex-
ample.

h) Help others resist peer pressure by knowing their friends, talking to
them about interests and problems, and supervising activities when ap-
propriate.
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c) Be knowledé;eable about drugs and signs of drug use. When symptoms
are observed, act quickly.

d) Offer unconditional love.
e) Maintain strong family relationships.

f) Discuss ways to resist peer pressure through role pi* mg and develop-
ing refusal skills.

Mare than two-thirds of all persons with AIDS to date contracted HIV MULTIPLE
through multiple sexual contacts. Increasm_glz, the virus is being seen among SEXUAL PARTNERS
heterosexual youth, putting them at great risk. Some researchers say that in the
1990s, teenagers are positioned like %ag/ men at the beg_lnmn% of the AIDS epi-
demic. The number of full-blown AIDS cases was relatively low. but there
were increasing signs that HIV was rapidly spreading (7).

Establish support systems for those attempting to modify risky sexual DECISION #1
behavior.

L Encourage parents and friends to attempt to motivate the individual to Guidelines
change and provide him or her with practical, tangible support.

2. Discuss with the famiIK various ways they can be supportive and encour-
age them to focus on their own emotional and spiritual health.

3. Suggest individual and family counseling.

4, Identig achurch lay leader or counselor to provide support for the individ-
ual ana keep him or her accountable for sexual behavior.

Educate the persistently sexually active individual about the risks in- DECISION #2
volved.

L Discuss the emotional and spiritual results of continued sexual Guidelines
promiscuity: guilt, emotional detachment, loss of self-respect, loneliness,
undermining of future relationships, alienation from God and friends.

2. Discuss physicial consequences of sexual promiscuity, including:
a) Pregnancy.
b) Increased risk of cervical cancer, particularly among teenage girls.
¢) Sexually transmitted diseases.
d) HIV infection and AIDS.

3. Educate individuals to the facts about condom use for protection against
11V infection and other sexually transmitted diseases. Scientific studies
show the following facts about condoms: (8) (9)

a) Failure rates in protecting against unwanted pregnancy, syphilis, gonor-
rhea, genital herpes and HIVinfection vary from 5 to 30 percent, most
studies placm? failure rate consistently around 17 percent. Condoms
fail for the following reasons:

1) Variable quality in manufacturing process.
2) Disintegration during use caused by petroleum-based lubricants.

3) Improper, late application and/or early removal caused by lack of
gnowledge, over-excitement, or impaired judgment due to alcohol oi
tug use.
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4) Air bubbles (rapped inside during application.
5) Tears caused during application.

6) Disintegration over time when exposed to temperatures in excess of
90 degrees.

7) Natural membrane condoms, as opposed to latex condoms, can be
permeated by the HIV.

b) Condoms cannot be viewed as fail-safe protection against AIDS and
other sexually transmitted diseases, or for preventing pregnancy.

DRUG ABUSE Drug abuse has been called America’s number one problem. It affects nearly
every community in America. Every age, race, economic level and religious
faith are represented among those who abuse drugs.

DECISION #1 Gain an understanding of the process of drug addiction, the underlying
causes and the extent of the problem in your community.
Guidelines 1. Learn about various drugs available, what they are called, how they are

used, and their effect on users.

2. Talk with school officials and police authorities to ascertain the extent of
the drug problem in your area, the ages of those involved, and the kinds of
drugs most readily available.

3. Discuss underlying causes of addiction with counselors and experts (see
Section A),

The church can benefitfrom education
ooutdrug abuse: how does itstart,
whatare its effects, and whatcan be

done forprevention and treatm ent?



Educate the local church to facts about drug abuse, its effects, treat- DECISION #2
ments, and prevention.
1. Focus on drug abuse in youth programs and parents’ Sunday school Guidelines
classes to educate them on the issue and how to deal with it

2. If the church is not already involved with a ministry to drug abusers on
some level, consider inviting a representative to speak on the issue.

3. Sponsor a seminar on drug abuse for churches in your community that are
anxious to have tools and training to address the problem.

4. Learn about drug awareness and prevention programs in local schools or
other organizations. Offer to cooperate and make educational opportuni-
ties known to the congregation.

3. Educate the congregation about the atmosphere which supports prevention
efforts. Encourage responsible, loving. Christlike behavior which will
foster communication and acceptance of every individual, including their
weaknesses (see Section A).

In the United States, the HIV epidemic was first visible in the homosexual H
community. Quickly AIDS was pegged a “ gay disease.” making it easy for many HI
to disregard the issue.

Today, however. HIV has moved well beyond the IV drug and homosexual
communities. The AIDS epidemic of the 1990s will not only continue to be of
epidemic proportions among homosexuals, but also among blacks. Hispanics, and
sexually active teens and young adults.

The church cannot ignore its responsibility to minister to the homosexual com-
munity, both relat  1to AIDS and apart from it. It is important to remember that
AIDS and homosexuality are separate issues which must be dealt with individually
in light of Scripture.

The following statements and guidelines are offered to assi.t with that process.

Make a commitment to understand the causes of homosexuality. DECISION #1

L Consult literature and experts to understand the prevalent theories on the  Guidelines
causes of homosexuality, Most commonly stated theories include:

a) Genetic/medical: genetic factors or pre- or post-natal hormonal influ-
ences may provide a ﬁredlsposmqn for homosexuality, but no research
eX|sts|that asserts such hormonal imbalances are present for all homo-
sexuals.

h) Family dYnam_ic: some researchers indicate that homosexuality results
from dysfunctional parent-child relationships. A disturbed lalher-son
relationship may result in the son's homosexual attraction to males;
with his longing for closeness, he may turn to other males. Evidence in-
dicates that this dynamic in mother-daughter relationships muv influ-
ence lesbianism.

¢) Chosen behavior/acquired lifestyle: this theory suggests that early
experiences and social conditioning shape one’s sexual orientation,
Children who are homosexually seduced or experience puberty while
still primarily influenced by strong same-sex peer relationships may
continue to define themselves as homosexual.
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d) Personal responsibility: while external factors' operate to shape one's
homosexual orientation, none of these factors are strictly determinative.
At some point in development, the individual's own choice plays a role
in embracing homosexuality.

2. Invite counselors of those involved in the homosexual community to
address church staffand lay leaders on the issues involved. One excellent
resource is the Exodus International network of ministries,

DECISION #2 Recognize and address attitudes in the congregation that are obstacles
o to ministry. o _ .
Guidelines 1. Acknowledge concerns, fears, and prejudices concerning homosexuality/

bisexuality that exist in the con?regatiqn, such as homosexual influence and
recruitment; fear of catching HIV; prejudice against homosexuals and
former homosexuals, etc.

2. Address attitudes toward homosexuality in a seminar or adult Sunday
school class series including:

a) Biblical teaching on homosexuality.
b) Biblical teaching on forgiveness and redemption,
¢) Biblical teaching on the church as a redemptive community.

3. Invite a representative from a ministry to the homosexual community to
address congregational concerns and offer ideas for overcoming prejudices.

4. Church leaders can help change attitudes and prejudices through modeling
Christlikc behavior, demonstrating a love for all regardless of their age,
race, sexual orientation, economic or social status.

DECISION #3 Provide counseling and ministry for homosexuals in the local church
and community.
Guidelines 1. Educate lay leaders and counselors to the issues involved with counseling

the homosexual/bisexual.

2. Learn about local and regional ministries that the local church can support
and refer people to for assistance.

3. Work with families of homosexuals/hisexuals - parents, wives and children-
to foster a loving, supportive atmosphere, and offer constructive ideas to

VI strengthen the family unit.
ISSUES RELATING TO After extensive studies of HIV infection, no evidence exists that the HIV virus
AIDS/HIV IN THE C

HURCH sPreag* cas%a*contact. asu%co tact is defined as evergday coptact from
oor handles, tollet scats, shaking hands, sitting next to someone, and touching

objects after another person.

HEALTH CONCERNS Nor is there evidence of spread with routine household contacts, such as the
contacts hetween parents and children.

Finally, there is no evidence which indicates that 111V can be transmitted
during the preparation or serving of food and heverages.



HIV-positivc persons have at times been limited from participating in
activities associated with the exercise of their faith, e.g., communion,
because of health concerns of others in the congregation. Laboratory and
epidemiologic evidence indicate that sexually transmitted and blood-borne
infections are not transmitted during food preparation and service. No
instances of HIV transmission have occurred in such settings.

Despite the lack of evidence for transmission of 11V through the above
means, many persons have concems about contracting 1V through non-intimate
activities.

“The right to know" - knowing a particular individual's II1V status - is a
recurrent concern as well, the fundamental point being that not knowing about a
person’s HIV status exposes others to the risk of HIV infection.

Key areas to consider as you develop your health policy guidelines arc sug-
gested here.

Church leaders can best handle fears that arise within a congregation

related to health concerns about HIV infection by addressing those fears.

To deal with fears within a congregation about contracting HIV infection
from casual con act, pastors and church leaders need to:

L Facilitate discussion of fears so that they can be recognized, voiced, and
resolved in an open, caring atmosphere.

2. Recognize and resist the implementation of precautions for which there is
no medical need. They will reinforce irrational fears and inhibit ministry.

3. He aware that irrational fears can be one way of cloaking prejudice, yet
understand that a fear of the unknown is common to all of us.

4. Assess the level of distrust of medical or public health authorities and the
basis of that distrust within their congregations.

5. Provide education regarding transmission of AIDS/HIV.

Consider what, if any, special precautions need to be taken for HIV-
positive individuals in the church.

L Pastors and church leaders should allow HIV-positive persons to fully
Parﬂupate in all normal activities associated with the exercise of their
altn.

2. Sanitary precautions are useful in preventing the spread of infectious
dlselases In general. In the following areas, these general guidelines can
apply.

a) Nursery - Gloves should be used while changing diapers or when
exposed to any body fluids of children with HIV infection. Hands
should always be washed alter gloves are removed, even if the gloves
aﬁpear to be intact (10). Some churches may choose to use them for all
children, a precaution not only related to 111V but to other communi-

cable diseases as well.

PROBLEMS AN!) CONCERNS

POLICY GUIDELINES

DECISION# 1

Guidelines

DECISION #2

Guidelines



CONFIDENTIALITY
VERSUS OPENNESS

PROBLEMS AND CONCERNS

POLICY (iUII)ELINES

DECISION #1

Guidelines
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h) Fooil service:
1) Persons with [11V need noi be restricted from working in a food
service area unless they have evidence of other infection for which
any food service worker should he restricted (e.g.. tuberculosis).

2) I'ollow recommended standards of good personal hygiene and food
sanitation,

3) Avoid injury to hands when loreparing food. For both aesthetic and
sanitary considerations, any food contaminated with blood should be
destroyed.

) Cleaning;

1, Dishwashing cycles commonly used are adequate to clean dishes and

glassware.

2) Surfaces exposed to blood and body fluid, should be cleaned with a
detergent ora 1:10 solution of a household bleach with water.

A church wrestling with AIDS/111V issues must deal will, the controversial
issue of confidentiality versus openness. On one hand there is the right to
privacy on the part of die individual concermed. This privacy protects the indi-
vidual from discrimination and irrational fears. The o[)posmg perspective is that
society has the right to protect its people as well as help those in need. The
guidelines suggest the advantages of each position which must be considered in
making a decision on she level of openness chosen.

The issue is complex, with each side having valid points. Church leaders need
to encourage 111V positive individuals within the congregation to select the level
of openness most appropriate for that stage of their illness. Further, church
leaders need to stay Informed of state and federal laws ﬁertalnlng to confidential-
ity so they can correctly advise individuals coming to them for counsel and avoid
potential legal liability for violating rights of confidentiality.

Churches need to seek a degree of confidentiality that respects hoth the right
to privacy of the individual and the obligation of the church to protect the con-
gregation from [V infection, and respond appropriately to a member in need.

Decide on the advantages of openness with regard to HIV in the congre-
gation.

~ Openness with regard to 11V status hits a number of advantages, Some of
lliost advantages which should be considered when m: king a decision on the
level of openness that is desirable include:

L The individual may receive greater support from others.
2. There is a reduction in stress and fear of the unknown.

3. The quality of life can be improved through the spiritual, emotional, and
material support of others,

4. The ill person is better able to prepare for the limitations of his or her
ilness and death.

5. Openness helps to remove Hie stigma surrounding [11V infection.
h. Openness provides an opportunity for others to learn about 111V illness.



7. Openness provides greater opportunities or ministry and to assist in the
emotional well-being of the individual with MIV/AIDS.

S. When openness does not exist, information circulated by rumor often
causes a response of panic.

Determine aspects of confidentiality a church should consider with DECISION #2
regard to HIV in the congregation.

| Clor_lfitt]jentiality with regard to HIV status has advantages as well asheinga  Guidelines
egal right.

L The dignity of the infected individual can be protected.

2. By maintaining confidentiality, the individual is less likely to suffer from
irrational discrimination in an uneducated congregation or be subjected to
unjustified fear and rejection.

3. Confidentiality is a legal right.

a) Docs the church leader have the written consent of the individual to
inform others?

b) Mow can church leaders help the infected person inform family, friends,
sexual partners, and members of the congregation?

C

Inagpropriate attitudes and behaviors distort a Christian's understanding of the DEALING WITH
facts about 111V, the desire to learn the facts, anil a comﬁassionate response to NEGATIVE ATTITUDES
those who lest HIV-positive or have AIDS. Sensitive church leaders need to AND BEHAVIORS
assess and deal with counterproductive elements within their congregations in a
timely way. Prepared with correct information, church leaders can open discus-
sion so that key Issues are recognized, voiced, and resolved within a caring
environment.

Negative attitudes and behaviors most often arise from the lack of valid PROBLEMS ANI) CONCERNS

knowledge and take a variety of forms. Frequently there are irrational fears of
contracting HIV through casual contact or fears of those with 111V These fears
lead to loss of objectivity, stereotyping, and false assumptions.

Additionally, there are prejudices, particularly against those individuals who
have engaged In behaviors that put them at risk, such as promiscuous heterosex-
ual activity, homosexuality, and intravenous drug abuse.” Aversion to homosex-
uality. Promls_cmty., and drug abuse often hampers education and ministry related
to the I11V epidemic,

Church leaders can help their congregations to discuss the scriptural position
on these issues. They can also help the congregation learn to separate 111V
infection from behaviors, and to separate the needs of suffering people from the
political agendas of some AIDS groups with which they likely do not agree.

~ When not addressed, these negative attitudes and behaviors diminish the
vitality of the church as the body of Christ, alienate Fersons with AIDS/ITIV in
K]FDCS(}W\e/ga“on' and immobilize the church in its etforts to serve those with
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Deal with negative attitudes and behaviors In a congregation.

1. Address and deal with fears, understanding some are rational and some are
irrational. Utilize kr]o_vvled?eab!e.professmnal resources in the community.
It is useful in the training of individuals to have exposure to those who arc
personally dealing with AIDS.

2. To counter prejudice and aversion to risk behaviors, leaders can focus on:

a) God's instruction to distinguish between the value of persons created in
His image and their sinful behavior.

b) God's command to reach out to all individuals in need, including those
involved in nonbiblical sexual activity and drug abuse.

¢) God's call to the church to be a nurturing community where all sinners
can find love and support in dealing with temptation.

d) The scriptural command to speak the truth in love and minister to all
who are impacted by this pandemic.



asm

1. October 1990 Centers for Disease Control 11iv/aips surveillance APPENDIX A

Report. FOOTNOTES
2. 1989 Centers for Disease Control morbidity and Mortality Weekly

Reports.

3. Report of the Presidential Commission on the Human Immunodefi-
ciency Virus Epidemic, June 1988. P. XVII.

4. The washington Post, FEbruary [, 1987, "Map of AIDS’ Deadly March
Evolves from Hepatitis Study." by Cristine Russell, p. 1.

3. Because a llx u | and blood products have been screened for HIV since
1985. HIV transmission related to transfusions is extremely rare today,
about 1in 400(10 Washington Times, AUgUSt 26. 1989, “44% Fear
AIDS Lurks in Blood Supply," by Joyce Price.

5. Margaret A. Fischl. el al. “Heterosexual Transmission of Human Immu-
nodeficiency Virus (HIV): Relationship of Sexual Practices to Seroconver-
SION." HI International Conference on AIDS, June 1*5, 1987, Abstracts

Volume, . 178.

1. New York Times, OCtober s. 1989, “AIDS Spreading in Teen-Agers, a
New Trend Alarming Experts." by Tina Kolata. p. I.

s. Centers for Disease Control Morbidity and Mortality Weekly Report,
Vol. 39. No. 9. March 11,1988,

9. cs medicine, "IV Warning Issued on Condom Reliance." March 1989,
10. Centers for Disease Control cuidelines for Prevention of Human 1nmu-

nodcficiency Virus and Hepatitis H Virus to Hee_llth Care and Public_
safety Workers, February 1989. The Health Omnibus Program Extension
Act. 1988. Section 3.

American Red Cross, National Headguarters. AIDS Education Program. 17 APPENDIX B
and D Sts. N.W., Washmgton, D.C. 20006; 202/639-3246. Produces pamphlets
and videos, conducts workshops on general AIDS/IIIV education, youth preven-
tion and workplace education.

RESOI IU'ES

GENERAL AIDS/IIN

Morbidity & Mortality Weekly Report, UbliShed by CDC. Sugerintendent INFORMATION
of Documents, Government Printing Office, Washington. DC 20402-9371:
202/783-3238. Annual domestic rate (Lst class) $70, (3rd class) $55.

National AIDS Information Clearinghouse. PO Box 6003. .ROCkVi”e. MD
20850: 800/458-5231. Maintains databases of educational materials and services;
sends government pamplels and AIDS/IIIV conference calendar out free.

AGENCIES/SERVICES

Advice for Life: A Woman's Guide to AIDS Risk and Prevention IN BOOKS/PAM I'IIEI. IS

Chris Norwood (1987% Pamheon Books, 201 E. 50ih St.. New York. NY 10022,
Paper. 192 pages. S5.95.

Aips: A War We can win by David Pence. M.D.. Ihe Committee to Stop
AIDS. P.0. Box 10517. Minneapolis. MN 55458, Paper. 12 pages. S2.00.

AIDS: The Ultimate Challenge by Elisabeth Kublci Ross. M.D. 11987)
MacMillan Publishing Co.. sss Third Avc.. Ncu York. NY. Hardcover. 329
pages. S17.95.



bR A

HOOKSPAVPHLETS

44

—Arm-

Aips/HIvV News, Americans for a Sound AIDS/HIV Policy, P.O. Box
17433.,.Wash|n%ton, DC 20041: 703/471-7350. Published six times per year
containing AIDS/HIV news and research, and ASAP organization news.

Answers About A1Ds, American Council on Science and Health. 1095 Broad-
way, 16th FI.. New York, NY 10023-5860: 212/362-7044. 51 pages.

Coping With AIDS: Psychological a.nd Social C_onsider_ations in.HeIping
People With HTLV-111 Infection. National AIDS information Clearinghouse,
P.0. Box 6003, Rockville, MD 20850; 800/458-5231. Booklet. Free.

Crisis: Heterosexual Behavior in the Age of AIDS ble”lam H. Masters,

M.D., Virginia E. Johnson, and Robert C. Kolndu,, .ED. 21988gGrove Press, Inc.,
920 Broaaway, New York, NY. Hardcover. 243 pages. $15.95.

Go Toward the Eight Dy Chris Oyler (198s) Harper and Row Publishers. inc..
10 53rd St., New York, NY 10022. Hardcover. 246 pages. $15.95.

Preventing AIDS: A Practical Guide for Everyone by Joseph F. Benza and

Ralph D. Zunnvalde (1987) JALSCO, P.0. Box 30226, Cincinnati, OH 45230.
85 pages. $9.95.

Report of the Presidential Commission on the HIV Epidemic _(1988),.0rder
#040-000-00529-3, Superintendent of Documents. Government Printing Office,
Washington, D.C. 20402. $11.00.

scientific American, OCtober 1988 issue. 415 Madison Ave.. New York. NY
10017; 212/754-0550. $2.95.

~ Surgeon General's Report on AIDS 51987) National AIDS Information Clear-
inghouse. P.O Box 6003. Rockville. MD 20850: 800/458-5231. Booklet, Free.

_ Understanding the Immune System bll Lydla WOQdS SChindl_er. NIH Publica-
tion No. 88-529. U.S. Dept, of Health and Human Services. Washington. D.C.
20201. 35 pages.

What You should know About AIDS, National AIDS Information Clearing-
house. P.0. Box 6003. Rockville, MD 20850: 800/458-5231. Brochure. Free.

AIDS: A Christian Response (Study Guide for Adults) by Howard E.

Mueller{1987g Concordia Publishing House. 3558 S. Jefferson Ave., St Louis.
MO 63118-3968: 314/664-7000. Paper. & lessons, 39 pages. $2.95.

The AIDS Epidemic: Balancing Compassion (&Justice by Glenn G. Wood.
M.D. and John E. Dietrich, M.D. (1990) Multnomah Press. Portland. OR
97220; 800/547-5890. Paper. 417 pages. $9.95.

AIDS and the Positive Alternatives by Margaret Whlte M.D. 11988) Zon-
dervan Publishing House. 1415 Lake Dr., S.E.. Grand Rapids. Ml 49506; 616/
459-6900. Paper. 11S pages. $7.95.

AiDs Resource Kit, MAP International. P.0. Box 50. Brunswick, GA
31521-0050; 800/225-8550. Contains: “AIDS and the International Organiza-
tion: Policy Development Guidelines," $4.75: * AIDS Resource Guide,” $2.75:
"Dr. C. Evereit Koop Transcript of AIDS Address to MAP Board of Directors."
$5.75: “Dr. C\ Everett Koop Video Interview." Complete Kit. $35.00.

AIDS Task Force resource pack forcongrePations containing lists of
resources and bibliographies. National Council of Churches, «C5 Riverside Dr..
Room 572. New York. NY 10115:212/870-2421. $5.00.



Christians in the Age of AlDS How We Can Be Gooq Samaritans.
Responding to the AIDS crisis by Shepherd and Anita Smith (1990) Victor
Books, 1825 College Ave., Wheaton, IL 60187: 708/668-6000. Paper. 197
pages. $9.95.

Critical Issues: AIDS/Acquired Immune Deficiency Syndrome, The

Christian Life Commission of the Southern Baptist Church. P.0. Box 25266,
Nashville. TN 37202-5266. Pamphlet. 14 pages. Single copy free.

low Will 1 Tell My Mother2 Dy Jerry Arterbum (1988) Thomas Nelson
Publishers. P.0. Box 14100, Nashville. TN 37214-1000; 615/889-9000. Paper.
178 pages. $7.95.

In Sickness and in Health: A Story of Love in the Shadow of AIDS by
Shirlecn Perry with Gregg Lewis (1989) InterVarsity Press, P.0. Box 1400,
Downers Grove, IL 60515; 312/964-5700. Hardcover. 201 pages. $14.95.

Nothing Can Separate Us frorp the Love of God: Help .from lhe §crip-.
tures for Coping with A1Ds (available in English and Spanish). American Bible
Society, 1865 Broadway. New York. NY 10023; 212/581-7400. Pamphlet.

27 pages. $.75.

Responding to the Challenge of AIDS: A Resource Guide for Congrega-

tions, Mcnnonite Mutual Aid. P.O. Box 483. Goshen. IN 46526: 800/348-
7468. Pamphlet. 15 pages. $2,00.

The AIDS Crisis: The Facts and Myths about a Modern Plague by

Andres Tapia 51988) |nterVarsit¥ Press, P.O. Box 1400. Downers Grove, IL
60515:312/964-5700. Paper. 31 pages. $1.95.

when AIDS comes to church Dy William E. Amos, Jr. (1988) Westminster
Press. 925 Chestnut St.. Philadelphia.*PA 19107: 215/928-2733. Paper.
132 pages. $9.95.

You Can Protect Yourselfand Your Family from AIDS byC“f Cartland

g1987) Fleming II. Revell Company. 184 Central Ave.. Old Tappan, NJ 07675;
01/768-8060. Paper. 191 pages.

A Realistic Look at AIDS: Interview with Robert R. Kcdileld, Jr., M.D. ALJDOTADES

by James Dobson <1988) Focus on the Family. 801 Corporate Center Dr., Po-
mona. CA 91768: 714/620-8500. Tape CS 420. $5.00.

NAF AIDS Conference Tape Series: (|)A|DS Understanding the Ep|'
demic; (2) The Government's Response to the EBIdem.IC.; (3) AIDS Ministry and
Community-Based Ol\r/lgamzatlon Models; ](-l) AIDS Ministry and Community-
Based Organization Models—tape 2; (5) The AIDS Epidemic: A Challenge to
the Church, National Association of Evangelicals. P.O. Box 28. Wheaton, IL
60189; 312/665-0500. 5 tapes for $22.50; $5.01) apiece.

National Conference on HIV "89: Focus on HIV and |he Religious Com-
munity: (1) Care Models and Ministering to Those in Need; (2) Developing
Church Policy: ﬁ) "Joining Hands to Eight a Common Enemy," Frank Young,
M.D., Ph.D.; "The AIDS Epidemic and Your Local Church," Rev. Lon Solomon;
(4) "The Challenges the Epidemic Poses to Minarity and Inner City Communi-
ties," Eunice Diaz, () "Update on the Medical Status ol the HIV Epidemic and
Symptomatic AIDS," LI. Col. Robert R. Redlicld, Jr.. M.D. ASAP. P.0. Box
17433. Washington, D.C. 20041; 703/471-7350. Suggested contribution: 5 tapes
lor $25.00: $s.00 each.



VIDEOTAPES

SEXUALITY AND
AIDS EDUCATION

BOOKS/PAMPHLETS

A Christian Response to the AIDS Crisis (1989) The Church of the Nazarcne,
6401 The Pasco, Kansas City, MO 64131. $24.99,

AIDS: Anatomy ofa CIiSiS by Dr. D. James Kennedy, Coral Rid%e Ministries,
P.0. Box 40, Ft. Lauderdale. FL 33308; 305/772-0404. 58 minutes. $30.00.

In Sickness and in Health 81989) InterVarsity Press, P.O. Box 1400, Downers
Grove, IL 60515; 312/964-5700. 35 minutes. $19.95.

The AIDs CliSiS and the church, ECUFIlM, 810 12th Ave., S., Nashville, TN
37203; 800/251-4091. Two-part series. 30 minutes each, produced by the United
Methodist Church. Contains interviews with Surgeon General Koop. Ryan White
and Methodist theologians on the AIDS crisis. Discussion guide included. Two
30-minute sessions. 839.95.

A ilt for All Ages DY C. Pennerand J. Penncr (1986) Word Books, P.O.
Box 1790, Waco, TX 76703; 817/772-7650. 224 pages. $9.95.

AIDS and the Education of OQur C_hildren: A Guide for _Parents and
Teachers, U.S. Degartment of Education. Consumer Information Center. Dept
ED, Pueblo. CO 81009. Booklet. 28 pages. Free.

AIDS and Young People by Robert R@dfl@ld, M.D. and Wanda Kay F_ranZ,
Ph.D. %1988) Reg;nery Gateway. Inc., 1130 17th St., N.W ., Sle. 601. Washm%ton,
D.C. 20036, 800/448-8311. (Also available through Sex ResFec_t, P.0. Box 97.
Golf, IL 60029-0097.) Easy-to-understand presentation of HIV infection facts,
including emphasis on skills to avoid risk behavior. Recommended for seventh
grade and up. Booklet. 32 pages. $3.50 (quantity discounts available).

AIDS prevention Guide, National AIDS information Clearinghouse; 800/
458-5231. For parents and other adults concerned about youth. Free.

Before | Was Born DY Carolyn Nystrom (1984%Crossway Books. 9825
gg%%evelt Rd, Westchester. IL 60153: 312/345-7474. Grades 1-3. Hardcover.

Concordia Sex Education Series, 6 -hook series presents a Christian PErspec-
tive on human sexuality for children of all ages. each one speciarly, ages 3-5;
I Wonder Why, dJ€S6-8, How You Got to Be You, pre-teens; The New You,
ad0|escent3; Lord of Life, Lord of ME, older teens; sexuality: God's Precious
(iift to Parents and Children, feference book for parents and children. Film-
strips and audio-cassettes supplement the books. Concordia Publishing House,
3558 S. Jefferson Ave.. St. Louis. MO 63118-3968: 800/325-3040.

“David Has A1Ds Dy Doris Sanford 51989g Multnomah Press. 10209 S.E.
Division St., Portland, OR 97266: 503/257-0526. Hardcover. 32 pages. $6.95.

Eros Defiled by John White g1977é InterVarsity Press. P.O. Box 1400.
Downers Grove, I[. 60515; 312/964-5700. Paper. 169 pages. $6.95.

Guidelines for Effective School Health Edgcation to Prevent the Spr_ead
of aips, U.S. Dept, of Health and Human Services, January 29, 1988. National
AIDS Information Clearinghouse, 800/466-7590. Booklet. 14 pages. Free.

How to Teach Your Child about Sex bva. Kitterman (719812) Fleming .
Revell Co.. 184 Central Ave.. Old Tappnn. NJ. 07675; 201/768-8060.

Plague in Our Midst: Sexuality, AIDS and the Christian Family by Gregg

R. Albers. M.D. 81988) Huntington House. Inc.. P.0. Box 53788, Lafayette. LA
70505; 800/572-8213. Paper. 174 pages. $7.95.



Purity Makes the Heart Stronger by Julia Duin. Servant Hooks. P.O. Box
7455, Ann Arbor. M1 48107. $6.95.

Raising a Child Conservatively in a Sexually Permissive World, by S

ggBdSOn and Ci. Gordon (1986) Simon & Schuster, New York. NY. 224 pages.

_Reducing the_Risk: School Leader’s G.ui<_1e to AIDS education, A|DS EdU'
cation Degt., National School Boards Association. P.0. Box 17316. Baltimore,
MD 21203: 703/838-6722. Paper. 44 pages. $2.25.

Resources related to homosexuality, EX0QUS |nternati0na|, P.0.Box 2121,
San Ralael. CA 94912,

sexual sanity Dy Earl D. Wilson (1984) InterVarsity Press. P.0. Box 1400,
Downers Grove, IL 60515: 312/964-5700. Paper. 141 pages. $5.95.

The Sexual Christian by Tim Stafford (1989) Victor Books. 1825 COllege
Ave., Wheaton, IL 60187: 312/668-6000. Hardcover. 197 pages. $12.95. "

The snare DV LOIS Mowdag (1988) NavPress. P.0. Box 6000. Colorado
Springs. CO 80934: 800/366-7788. Hardcover. 236 pages. $12.95.

what about A1Ds2 Dy Rodney L. Ralhmann (19883 Concordia Publishing
House. 3558 S. Jefferson Ave.. St. Louis, MO 63118-3968: 314/664-7000. De-
signed for junior and senior high teens. Workbook. 15 pages. $1.95.

Where Does a Mother Go to Resign? by Barbara Johnson (1979) Bethany
llouse. 6820 Auto Club Rd.. Minneapolis. MN 55438: 612/829-2500. Paper.
154 pages.

Who Made Me? b}/ Malcolm and Meryl Done% (1987%Zondervan Publishing
House. 1415 Lake Dr.!'S.E.. Grand Rapids. MI 49506: 616/459-6900, Hardcover.
38 pages. $9.95.

How to Help Your Child say “No.” Josh McDowell Ministries. "Why AUDIOTAPES
Wait?" Box 1000. Dallas. TX 75221. $5.00.

Maximum Dating, JOSh McDowell Ministries. “Why Wait?," Box 1o00.
Dallas. TX 75221, $s 0.

“NO"-The positive answer, JoSh McDowell Ministries. "Why Wait."." Box
1000. Dallas. TX 75221, $5.00.

The Need to Educate Y.outh With d Clear Message of F_’revention by
Peggé Mnrkeli. R.N., Americans for a Sound AIDS/IIV Policy. P.O. Box
17433. Washington. D.C. 20041: 703/471-7350. Suggested contribution. $6.00.

Where Youth Are Today Dy Josh McDowell explains the pressures facing
gggtzhltog% (rJeIated to pro-marital sex. "Why Wait?." Box 1000. Dallas, TX

AIDS: Learn and Live, 1€€N-Aid. Inc.. N. 1330 Calispel, Spokane. WA VIDEO TAPES
99201; 509/328-20X0. Presents HIV infection lasts, interviews man with AIDS
and widow of AIDS patient. Discussion on condoms focuses on unreliability for
safety. Encourages waiting for sexual intimacy until marriage. Designed for
teenage audience. 25 minutes. $50.00. free 2-week preview policy.

AIDS: What You Should Know, Merrill Publishin CO 1300 Alum_Creek
Dr.. Columbus. Oil 43216: 800/848-1507. Presents II1V infection lasts, inter-
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\iews AIDS paiicnl being treated with AZT. Discusses pressures on teens to
engage in sex. Promotes abstinence. No discussion of condoms. Designed for
seventh grade and up. 20 minutes. $57.00, free preview policy.

Ask Me About ains, Odyssey in Learning Corp., 3 Bankers Dr., Washing-
ton Crossing, PA 1X977; 215/493-1675. Animated program hegins with story of
Pandora. Pandora appears to three children and wants to know about AIDS.
_They tell her what they learned in class. Only body fluid mentioned specifically
is blood. Includes curriculum guide for eight sessions and student blackline
masters. Designed for second and third grades. 15 minutes. $150.00 to
purchase; $10.00 0 preview.

The Chastity Challenge, ResE)ect Inc., P.O. Box 349, Bradleg, IL 60915.
Two-part video with Colleen Kelly Mast is recorded live before 2500 teens and
adults. Teaches chastity from Christian perspective. Teens perform skits demon-
strating communications/interaction skills. Includes discussion guide and Bible
references. 60 minutes.

Everyone Is Not Doing It, PTOjeCt ReSpeCt, Box 97,60” ”. 60029,312/
729-3298. Four-part video can be used for teacher training or directly with
students. Contains four classroom presentations on chastity. Discussion guide
included. 4-tape set, $128.50. Introductory tape only. $28.50.

God's Wav or Man's Way, Christian Schools International, P.0. Box 8709,
Grand Rapids, M| 49508; 616/957-1070. Explains the basic medical facts about
HIV infection, stresses "holy sexuality" for prevention, not condoms. Encourages
Christians to be compassionate toward those infected. 16 minutes.

How to Help Your Child Say "No” to Sexual Pressure, Josh McDowell
Ministries. "Why Wait?." P.0. Box 1000, Dallas. TX 75221; 214/234-0645.
Eight 30-minute video segments with Josh McDowell for Christian parents.
Includes discussion giuide and hand-outs. 30 minutes per tape. $159.00 for s-
tapc set. Preview policy.

sust wait, Womanily, 1700 Oak Park Blvd.. Room C-4. Pleasant Hill, CA
94523; 415/943-6424, Fast-Paced video showing highlights of interviews with
teens on their views of sexuality. $35 for rental or purchase.

"No” the Positive Answer, JOSh McDowell Ministries, "Why Wait?," P.O.
Box 1000, Dallas. TX 75221: 214/234-0645. Four-part program for teens with
Josh McDowell on chastity. Features skits, music, discussion and activities.
Includes leader's manual and youth magazine. $75.00.

The sexual puzzle, JOSh McDowell Ministries, “Why Wait?." P.O. Box
1000. Dallas, TX 75221; 214/234-0645. Presents the choices teens face and
portrays how sexual intimacy gels its best start in carlng values, responsible
actions, and a healthy self-acceptance. 31 minutes. $29.95.

The Springtime of Your Life: Helping Today’s Teens Say No, Foundation
for the Family, P.O. Box 11555. Cincinnati, OH 45211; 513/661-2709. Stresses
chastity by describing 17 reasons why it is unwise to get involved sexually before
marrla%e. Includes |scu53|on7qmq|e, script booklet, pro-chastity brochures lor
teens, brochures for parents. 27 minutes. Purchase or rental, $95.00.

Who Do You Listen To2 Dy Josh McDowell Ministries, Gospel Films, P.O.
Box 455. Muskegon, MI 49443; 800/253-0413, in M1 800/632-0319. 35 min-
utes. $39.95. Rental available.



AIDS Prevention Program For Youth, American Red Cross. Available CURRICULA
through local chapters or National Headquarters, Washington, D.C. 20006. De-

signed for junior and senior high youth to reduce their risk of contractmg HIV by

saying no to sex and no to drugs. Package includes: 29-minutc video “A Letter

from Brian," a student workhook, a teacher's/leader's guide, a parent's brochure,

a 16-minutc video widi former Surgeon General Koop, and a discussion guide. Free.

Don’t Let AIDS Catch You!: Teacher’s Guide to AIDS Education,
American Institute for Tccn AIDS Prevention, Inc., P.0. Box 10852, Ft.
Worth, TX 76114; 817/237-0230. Goal is to protect teens from HIV infection
by convincing them to postpone sex until marriage and to abstain from using
drugs. Videotape, $30. Teacher's Guide, $5. Student brochures, $.12 (quantity
discounts available).

Love and Life: A Christian Sexual Morality Guide for Teens by Colleen
Kelly Mast, Ignatious Press, 15 Oakland Ave., Harrison, NY 10528. Christian
version of Sex Respect, teaching chastity. Includes AIDS sup(PIement. Parent and
student workbooks available. Teacher's Guide, $10.95 (includes student pages).

Me, My World, My Future, Sexuality Commitment and Family and Parent

workshop, Teen-Aid, Inc., N. 1330 Calispel, Spokane. WA 99201; 509/328-2080.
Curricula for junior and senior high, coordinated with a parent program. Strong
emphasis in junior high on skill development for healthier relationships. Teacher's
Manual, $54.95. Junior High student book, $3.95. Parent workshop, $65.00.

Sex Respect: The Option for True Sexual Freedom, PrOject ReSpeCt, P.0O.
Box 97. Golf, IL 60029-0097; 312/729-3298. Curriculum for public schools
teaching chastity from a public health perspective. Includes AIDS s_upFIement.
Parent and student workbooks available. Teacher's Guide, $12.95 (includes
student pages). Student workbook, $7.95. Parent's Guide, $8.95.

compcarc Publishers, 2415 Annapolis Ln, Minneapolis, MN 55441; 800/ AbbicTion AND AlIDS
328-3330. Publish materials on all aspects of addiction and recovery. VGENCIFS/SFRVICFS

Hal.elden Educational Materials, P.0. Box 176. Center.Cij[y, MN 55012-
0176; 80()/328-900(). Publish materials on all aspects of addiction and recovery.

National Clearinghouse for Alcohol and Drug Information, PO BOX 2345,

Rockville, MD 20852. Catalog available. Up to 10 publications free per order.

The Addictive Personality: Understanding Compulsion in Our Lives by UOOKS/PAMPHLETS

Craig Nakken. Harper anil Row, New York. Paper. $7.95.

Changing Your Thought Patterns b George SanChez, NavPress, P.0. Box
6000. Colorado Springs. CO 80934; 800/366-7788. Booklet.

Drug-Proof Your K_ids: A Prevention Guide and Inte_rventio_n E’Ian by
Stephen Arterburn and Jim Burns (19893 Focus on the Family Publishing. Porno
na. CA 91799. Paper. 187 pages. $7.9

Drugs, Sex and A1Ds, American Red Cross, 1730 D St.. N.W. Washington,
D.C. 20006; 202/737-8300. Pamphlet Free.

Facts about AIDS and Drug Abuse, National aios Information Clearing-
house. P.0. Box 6003, Rockville, MD 20850; 800/458-5231. Pamphlet. Free.

A Family Like Yours: Breaking the Patterns of Drug Abuse by James L.
Sorensen and Guillermo Bernal, Harper and Row. New York. $15.95.

Help Your Children Say No to Drugs by John Q Baucom_, Ph.D. (1987)
Zondcrvan Publishing House, 1415 Lake Dr., S.E., Grand Rapids, MI 49506;
616/459-6900. Paper. 204 pages. $7.95.
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Ilooked on Life: How lo Recover from Addictions and Codependency by
Stephen Arterhuri and Tim Timmons (1985) Thomas Nelson Publishers, P.O.
Box 14100. Nashville. TN 37214-1000. Paper. 2|9pages. $8.95.

How lo Say No to a Stubborn Habit by Erwin W. Lut/.er (1979) Victor
Books. $1%32955 ollege Ave., Wheaton, IL 60187; 312/668-6000. Paper. 143
pages. $5.95.

What Works: Schools Without Drugs, U.S. Dept,IOf Education, Pueblo, CO
81009:800/624-0100. Paper. 77 pages. Up to 10 copies free.

Raising Drug-Free Kids in a Drug-Filled World ble”lam Mack Perkins
and Nancy McMurtie-Perkins, Harper and Row, New York. Hardcover. $9.95

Smoke Screen b Betsy Tice White 51989%Ab|n%d0n Press. P.0. Box 801,
gllaosg\éllle, TN 37202; 615/749-64510r 800/251-3320 Paper. 288 pages.

Stage Il Recovery: Life Beyond Addiction by Earnie Larsen. Harper and
Row. New York. Paper. $7.95.

Stage Il Relationships: Love Beyond Addiction by Eamie Larsen, Harper
and Row, New York. Paper. $7.95.

When Society Becomes an Addict by Anne Wilson SChaEf, Harper and Row,
New York. Hardcover, $15.95. Paper $8.95.

Your Child and Drugs: Help for Concerned Parents by Ross Campbell.

M.D. (1988) Victor B ioks. 1825 College Ave., Wheaton, IL 60187; 312/668-
6000. Hardcover. 151 pages. $10.95.

Treating IV Drug-Abusing, HIV-Positive Persons by Beny Primm. M.D..

ASAP. P.0. Box 17433. Washington. D.C. 20041; 703/471-7350. Suggested
contribution, $s 0.

American Council on Drug Education (ACDE), 5820 Hubbard Dr.. .
Rockville. MD 20852; 301/984-5700. Organizes conferences: develops media
campaigns; publishes books, newsletters, and education kits for physicians,
schools, libraries; produces films.

Families in Action, 3845 N. Druid Hills Rd, Ste. 300, Decatur, GA 30033:
404/325-5799. Publishes Drug Abuse Update newsletter.

The Just Say No Foundation, 1777 N. _Calif(_)mia_BWd., Ste. 210. Walnut
Creek. CA 94596-4112: 800/258-2766 (California residents call 4 15/939-6666).
Provides materials needed to start "Just Say No”" clubs.

Narcotics Education, Inc., 6830 Laurel St. NW. WaShln ton. D.C. 20012
800/548-8700 (Washington. D.C. area call 722-6740), Publishes books, pam-
phlets. teaching aids, posters, audiovisuals.

National Federation of Parents for Drug-Free Youth (NFP), 8730 Georgia
Ave.. Ste. 200. Silver Spring. MD 20910; 800/554-KIDS (Washmgiton D.C. area
call 585-KIDS). Helps organize local parent groups, conducts conferences,
offers resources.



Parents' Resource Institute for Drug Education, Inc. (PRIDE), Woodruff
Bldg., Ste. 1002, 100 Edgcwood Ave., Atlanta, GA 30303; 800/241-0746.
Consults with parent groups, school personnel and youth grouEs; provides drug
use survey; conducts conferences; publishes newsletter and other resources;
produces audio-visuals.

Toughlove, P.0. Box 1069, Doylestown, PA 1X901; 215/348-7(190. National
self-help group for parents, children, and communities. Publishes a newsletter
and hooks; conducts workshops.

Alcoholics Anonymous. L0CAl groups have been established in most com-
munities. Check the telephone directory.

caron Foundation (Chit Chat Farms), Box A, Galen Hall Rd, Wernersville,
PA 19565; 215/678-2332. A 28-day in-patient program which accepts
HIV-positive persons. A detox facility Is available for 3 to 14 days prior to
the Ibur-wcek program, when needed.

 llazelden Foundation, Center C|ty MN,800/262'5010 A nationa”y kn_O_VVn
in-patient treatment facility that accepts medically stable AIDS and HIV-positive
Patlents. |lazelden has been a pacesetter in the substance abuse field, offering a
ull range of books, pamphlets and tapes related lo addictions of all types.
Contact the publications department at 800/328-9000.

) Minirth Meier Clinic, Medical and Coun_sel!ng Centers, PO BOX 1925
Richardson, TX 75085; 800/232-9462. Psychiatric and counseling centers
provide comprehensive hospital and out-patient mental health care. Clinic
doctors and therapists provide professional medical care and counseling for a
variety of problems, including substance abuse. All doctors and therapists on the
professional staffare Christian. AIDS and HIV-positive patients are included in
all programs. Case-by-case, patients arc placed in the facility and program best
suited to their needs.

_ Narcotics Anonymous. Local groups have.been established in most commu-
nities across the nation. Check the telephone directory.

Palmer Drug Abuse Program, 3300 North A St, Bldg S,Ste. 204, Midland,
TX 79705; 915/687-4311. Free program supported by private donations, located
mainly in southwestern, western and midwestern states. A long-term out-ﬁatl_ent
counseling program with daycare capability based on the 12 steps of Alcoholics
Anonymous. Also maintains parent groups.

rapHA, 8876 Gulf Freeway. Ste. 340, Houston. TX 77017: 800/227-2657.
A Christ-centered program using the 12 steps of Alcoholics Anonymous. In-
Fatlent and out-patient programs for adults and adolescents are offered in eight
locations throughout southern United States. Persons with AIDS and HIV
infection are accepted. Each patient is treated on an individual basis regarding
placement in the program.

Rosary Hall, St. Vincent Charity Hospital and Health Center; 216/363-2580.
The first in the Cleveland area and one of the first in the nation to assist persons
in overcoming alcohol and drug abuse problems. It served as a model for treat-
ment centers around the nation. AIDS and HIV-positive patients are accepted
into programs, which include detox in the acute care section of the hospital: two-
week inpatient programs: and five-week outpatient programs.

REHABILITATION
PROGRAMS



straight, Inc., P.0. Box 21686, St. Petersburg, FL 33742; 813/576-8929.
Long-term, highly structured outpatient programs based on the 12 stelqs of Alco-
holics Anonymous. Based on family involvement, positive role modeling, close
supervision and a 24-hour drug free environment,

Teen Challenge, Inc., 1525 N, Camp.bell AVG, Sprlngfleld, MO 65802.
Christian-oriented residential program with facilities across the nation. Occupa-
tional skills are taught. (Most local hospitals either maintain substance abuse
programs or make referrals to programs in their geographic area.)

COUNSELING ISSUES Because You Care: Practical Ideas for Helping Those Who Grieve by
o oKS Barbara Russell Chesser (1987) Word Publishing, P.0. Box 1790, Waco, TX
16703; 817/772-7650. Paper. 196 pages. $8.99.

Counseling the Terminally Il and Grieving t))XGreg R. Albers, M.D.
H989) Word Publishing, P.0. Box 1790, Waco, TX 76703; 817/772-7650.
ardcover. $12.99,

Disappointment with God DY Philip Yancey (19ss) Zondervan Publishing
House, 1415 Lake Dr., S.E.. Grand Rapids, Ml 49506; 616/459-6900.
Hardcover. 260 pages. $14.95.

Gaining Through Losing b Evelyn Christenson (1980) Victor BOOkS, P.O.
Box 1825. Wheaton, Il 60187; 312/668-6000. Hardcover. 180 pages. $6.50.

_ Help for Bereaved Parents by Mlldrﬁd Tengbom 51981) Concordia Publish-
ing House, 3558 S. Jefferson Ave., St. Louis. MO 63118-3968; 314/664-7000.
Paper. 55 pages. $2.95.

Helping People Through Grief.by DeIorIeS Kucnning (1987) Bethany House
Publishers, 6820 Auto Club Rd.. Minneapolis, MN 55438; 612/829-2500.
Paper. 272 pages.

The Spiritual Needs of Children by Judith Allen She”y (1982) InterVarSity
Press, P.O. box 1400. Downers Grove, IL eos15; 312/964-5700. Paper.
148 pages. $4.95.

When Someone Asks for Help by Everett L. Worthin ton, Jr. (1982%
InterVarsity Press. P.O. Box 1400, Downers Grove. IL 60515: 312/964-5700.
Paper. 239 pages. $9.95.

When Someone You Love Is Dying by Ruth KO P, M.D. %1980) Zondervan
Publishing House, 1415 Lake Dr.. S.E.. Grand Rapids, MI 49506. Paper.
238 pages. $9.95.

W'.ien They All Go Home: What to Do After the Funeral by Robert V.

Dodd (1989) Abingdon Press, 201 Eighth Ave., S. Nashville, TN 37202; 615/749-
64 1. Paper. 32 pages. $2.25.

When You Are Terminally Ill: Preparing to Face Death R?/RObert V.

Dodd 51989F))I_Abingdon Press, 201 Eighth Ave. S.. Nashville. TN 37202; 615/
749-6451, Piiper. 32 pages. $2.25.

~ Where 1s coa When 1t Hurts2 by Philip Yance %1977{ Zondervan Publish-
ing House, 1415 Lake Dr., S.E.. Grand Rapids. MI 49506; 616/459-6900. Paper.
187 pages. $6.95.

Additional resources are available through hoth Americans for a Sound AIDS/
HIV PoIicX (ASAP), P.O. Box 17433, Wash!ngton, D.C. 20041, 703/471-7350,
and MAP International, P.0. Box 50, Brunswick, GA 31521-0050, 912/265-6010.



aips - Acquired Immune Deficiency Syndrome, the end-stage of disease
caused by the Human Immunodefluencz irus and characterized by the break-
down of the body's immune defense. The Centers for Disease Control's defini-
tion of AIDS can be found in the January 1, 1988 Centers for Disease Control
Morbidity and Mortality Weekly Report.

Antibody - A molecule produced by the bodgjs.immune.system in response
to an antigen, which carries the property of comhining specifically with the
antigen which induced its formation.

Antigen - A molecule which induces the formation of an antibody.
cohort - A group of similar individuals studied over time.

~ co-factors - Factors which can influence an individual's likelihood of becom-
ing ill or influence the progression of disease.

~ Discordant Couple - A COUple in which one partner is HIV positive and one
IS HIV negative.

pynamic Infectivity - A theory which states that the longer a person is in-
fected with HIV, the more infectious they become to others through increased
amounts of virus present in body fluids,

~wiv - Human Immunodeficiency Virus, the virus that breaks down the body's
immune system and causes AIDS.

Macrophage - A large and versatile immune cell that devours antigen-
presenting cells, and is an important source of immune secretions.

Monocyte * A large phagocytic white blood cell which, when it enters tissue,
develops into a macrophage.

opportunistic Infection - AN infection caused by an organism that rarely
causes disease in persons with normal immune systems, but attacks immunocom-
promised patients. Infections common in patients with AIDS include toxoplas-
Mosis. pneumocystis carinii pneumonia, cytomegalovirus, and tuberculosis.

~ parenteral - Taken into the body other than through the digestive tract, as by
intravenous or intramuscular injection.

perinatal-OCCUITING near the time of birth.

seroconversion - TNe Initial development of antibodies specific to a particu-
lar antigen.

_ Seropositive - Condition : . which antibodies to a specific antigen are found
in the blood.

seroprevalence - Prevalence for specific antigen based upon blood serum
tests.

T cen - Small white blood cclis that orchestrate and/or directly participate in
the immune defenses. Also known as T-lymphocytes, they arc processed in the
til) mus and secrete lymphokines.

vaccine - A substance that contains antigenic components from an infectious
organism. By stimulating an immune response (but not disease), it protects
against subsequent infection by that organism.

APPENDIX C

GLOSSARY



ACKNOWLEDGEMENTS

Americans fora Sound AIDS/IIIV Policy and MAP International wish lo
acknowledge the following people for articulating the guidelines in this book.

Education and Policy Committee Members

Ciregg R. Albers, M.D. Melvin Kunz, M.A.
Liberty University Shepherd Care Ministries
Lynchburg, Virginia Hollywood, Florida
William A. Blattner, M.D. Miriam Kunz, R.N.
National Cancer Institute Shepherd Care Ministries
Belliesda. Maryland Hollywood, Florida

fere L. Brown Jack Larson

The Bridge Masterworks, International
San Francisco, California |WV[PaIm Beaclt, Florida
Richard Cilik David R. Licfcld, Th. M.
National Association of St.John's Lutheran Church
Evangelicals Springfield, Pennsylvania

Washington.D.C.

Pegagy Markell. R.N.

R|Chard CrespO Ph D Roman Catholic Diocese of

M AP International Ogdenshurg

Brunswick. Georgia Ogdenshurg, New York

Merrill Ewert. Ph. D, Michael Malloy. ACSW
Wheaton College Christian Counseling Services
Wheaton. Illinois Nashville. Tennessee

Daniel Fountain, M.D., M.F.H. Frederic M. Martin. M. Div.
M AP International Evangelical Free Church
Brunswick, Georgia Bemidji, Minnesota

David A, Hatley. Esq. Stanley Montcith. M.D.
Ccdarvillc, Ohio Santa Cruz, California

Evvy Hay. Ph. D. Emanuel (Sonny) Oliver. M. Div.
M AP International Teen Challenge Training Center
Brunswick, Georgia Rehrersintrg, Pennsylvania
Stanton Jones. Ph. D. Fiona Pendell

Wheaton Co lege Millington Baptist Church
Wheaton, Illinois Basking Ridge, New Jersey

54

Peter Pendell, D. Min.

Millington Baptist Church
Basking Ridge, New Jersey

Robert Redfield, M.D.

Walter Reed Army Institute of

Research

Rockville, Maryland

Anita Moreland Smith
Americansfor a Sound
AIDS/HP'Policy
Washington, D.C.

W. Shepherd Smith, Jr.

Americans for a Sound
AIDS/HIV Policy
Washington, D.C.

Kenneth R. Williams

Centersfor Disease Control

Atlanta, Georgia



CREDITS:

Arl and Design
Regina Verqara _
St."Simons sland. Georgia

Consultation Clerk
Pamela Pearson Wong
Gaithersburg. Maryland

Photography
Jim Whitmer
Wheaton. Illinois

Reviewers

Wayne Elliott
Amiericans for a Sound
AIDS/IIIV Policy

Virgin a Kinman
MAP International

Supervising Editors
Evv¥ May = |

MAP International
Anita Moreland Smith

Americans for a Sound
AIDS/1IV Policy

Prevention of HIV infection through

e ffective education in the church is one
way ofensuring that future generations
will be protected from the scourge of

AID S .



Americans fOI a sound AIDS/HIV Policy IS @ broad-hased citizens organi-
zation which encourages a strong public health response to contain the .qu)read of
AIDS and HIV. Seekm(P] to halance the needs of infected individuals with those
who are infected, ASAP has promoted five basic tenets since its inception in
ID87: the value of early diagnosis; limiting the spread of the epidemic through
traditional public health intervention, such as confidential and voluntary ,oartner
notification programs; a compassionate response to anyone infected or ill; the
develogment of treatments, vaccines, and hopefully a cure; and access to health
care. Because the religious community in America can lend a compassionate
hand while sendlng strong messages of sexual responsibility to its youth and
adults alike, ASAP has sought to involve this vital part of society to help as
America responds to AIDS.

 MAP International ISanon-profit global or?anization, a leader in promot-
ing health care and development for needy people in the developing world.

Since 1954, MAP has provided more than $400 million in donated medicines
and supplies through 650 mission hospitals and clinics in 80 countries in Africa,
Asia and Latin America. , .

MAP is also an innovator in community health development, providing
consultation in projects to improve water supplies and sanitation, food produc-
tion and health education. _ N _ _

MAP's Erograms for health and development include training for international
health workers through seminars and workshops in the U.S., and on-site
consultations in training and administration for agencies with medical and
development projects in the developing world.

The MAP Learning Resource Center (LRC) isa SEeciaI collection on com-
munity health development in developing nations. The LRC has more than
3,000 hooks and 175 periodicals, as well as extensive special interest files. A
professional librarian is available lo respond to information requests by mail,
telephone, or personal visit to the LRC.

Americans for a Sound AIDS/IIV Policy map International
P.O. Box 17433 P.0. Box 50
Washington, D.C. 20041 Brunswick, GA .31521-0050

703/471-7350 912/265-6010
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