‘WOMEN’S HEALTH: RESEARCH ON GENDER, BEHAVIOR, AND POLICY, 2(1 & 2), 119-139
Copyright © 1996, Lawrence Erlbaum Associates, Inc.

he Risk of HIV Infection for Lesbians

nd Other Women Who Have Sex With

Women: Implications for HIV Research,
Prevention, Policy, and Services

Vickie M. Mays
Department of Psychology
University of California, Los Angeles

Susan D. Cochran

Department of Epidemiology
School of Public Health
University of California, Los Angeles

Cheri Pies

Department of Maternal and Child Health
School of Public Health
University of California, Berkeley

Susan Y. Chu

Center for Health Studies
Group Health Cooperative of Puget Sound, Washington

Anke A. Ehrhardt
Department of Psychiatry
Columbia University, and

New York State Psychiatric Institute

Correspondence concerning this article should be addressed to Vickie M. Mays, Department of
Psychology, 405 Hilgard Ave., 1285 Franz Hall, Box 951563, University of California, Los Angeles,
CA 90095~1563. E-mail: mays@ucla.edu


PRINTING HINT
PRINTING HINT: to get an 8 1/2 x 11 printout of this article, check the box that says "Expand small pages to paper size" in the print dialog.


120 MAYSETAL.

Research examining the risk of human i defici virus (HIV) i ion in
lesbians and other women who have sex with women (WSW) has long been domi-
nated by discussion of whether or not female-to-female sexual ion occurs
and, if so, how frequently. In addition, HIV and AIDS surveillance data suggest that
most HIV infections among lesbians result from behavi iated with inj

drug use (IDU) and sex with men, suggesting that whether or not a woman is lesbian
or has sex with women is not relevant in HIV transmission. Increasingly, though,
studies find that WSW recruited within high-risk cohorts, including ones comprised
of women at risk from IDU or commercial sex work, may have a higher risk for HIV
infection than their h 1 These findings und how little
we know about the behavioral and social context that contributes to the risk of
exposure to HIV for lesbians and WSW. This article reviews what is known in the
research literature about HIV infections among lesbians and WSW and offers the
reader a sense of the context for ptualizing HIV p! ion in this pop

We highlight issues of P ion, and h di in the hopes of
focusing the HIV prevention agenda to develop efficacious methods that target
lesbians and other WSW.

Key Words: HIV, female-to female transmission, lesbian, WSW, bisexual, policy,
prevention, treatment, services, IDU, ethnic minorities.

In April 1995, at the invitation of the Centers for Disease Control and Prevention
(CDC), a group comprised of women’s health advocates, epidemiologists, consum-
ers, behavioral scientists, and other experts in lesbian and women’s health convened
to examine the issue of the risk of human immunodeficiency virus (HIV) infection
for lesbians. The CDC, the federal agency primarily responsible for the prevention
of HIV infection and transmission in the United States, organized this meeting to
facilitate a dialogue among lesbian activists, HIV researchers, and the CDC, itself.
All attending shared a common concern about the growing rates of HIV infection
in women, including lesbians. On the agenda were questions about the risk of HIV
transmission among women who have sex with women (WSW), the factors and
conditions that affect the HIV epidemic in lesbian populations, and whether or not
there was a need for HIV preventlon m.udellnes for WSW
This was a historic ing, g an acknowledg| by the CDC, and
by extension the U.S. governmem, that HIV infection is a concern for the lesbian
, despite lesbi ly being labeled by public health officials as
being atlittle or no risk for this disease. The meeting also raised a number of critical
questions about our scientific understanding of the context and extent of lesbians’
risk for HIV infection, as well as the status of research to shed light on the issue.
As the various researchers and activists engaged in presentations concerning past
and current research on the available, or in some cases unavailable, epidemiological
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data, surveillance issues, problems of sexually transmitted diseases (STDs), drug
use, and HIV risk in WSW, it b pp that the pi ion of HIV inf
among lesbians may not be as simple as it seems. Some of the questions that framed
the discussions follow:

1. Can the current CDC reporting guidelines dc ing sexual tr
capture risk based on the behaviors that WSW engaged in with one another?

2. Do the current CDC guidelines provide adeq advice to lesbians and
other WSW on the transmission and prevention of STDs and HIV?

3. Is there something in the way research is conducted that makes it unlikely
that risk from female-to-female transmission will be determined except
from anecdotal reports?

4. How should we be educating lesbians and other WSW regarding HIV
transmission when the term lesbian is describing an identity, and some
individuals with that identity may engage in behaviors that are known to
involve higher HIV-related risk or some women may engage in sex with
women but not self-identify as lesbian?

. Why are lesbians with HIV invisible?

6. What do we know about HIV risk for WSW drug users compared to HIV

risk for other women who use drugs?

7. Why has the research been so limited that these basic questions are still
being asked in 1995?

w

As the discussions of these issues unfolded, it b i ingly clear to those
present that little research exists to address these concerns and others, such as STDs
in lesbians, that press for our attention. What is it about the issue of lesbians and
HIV that makes it so difficult to amass a useful body of scientific and psychosocial
information? Why is it that after more than 10 years of a pandemic that has left no
one untouched by its reach, we are still unsure when faced with questions about
WSW, lesbians, and HIV risk? And why is it we need to rely on facts distilled from
scientific inquiry focused elsewhere to answer questions about lesbians risk for HIV
infection?

Invisibility is not a new theme when it comes to lesbian life (Abbott & Love,
1972). But one consequence of it in the area of HIV is, perhaps, our uncertainty in
answering the questions posed carlier. The invisibility of lesbians and other WSW
in the surveillance data collected for the CDC (Araba-Owoyele, Johnson, Mays,
Truax & Cochran, 1996), as well as the invisibility of these women in the prevention
and service arenas, continues to frustrate those who work closely with these
populations.

Both the historical invisibility of lesbians and the more recent emergence of gay
liberation and women’s rights over the last 25 years is reflected in the field of
health-related research. In Figure 1, we present the results of a Medline (National
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Library of Medicine, 1996) search of the 27 years between 1969 and 1995 using
only the word lesbian as a key word. The search, conducted in June 1996, revealed
371 articles and publications, more than half of which have been published since
1991. Only 32 of these articles are related directly to the topic of HIV or acquired
immunodeficiency syndrome (AIDS). Although cataloging of 1995 articles is not
yet complete, it will not sub ially alter the observation that health concerns of
lesbians, in general, and HIV-related issues, in particular, are not commonly
add d in the biomedical h literat

It is not as if these issues do not exist. Several have d d the
fears of stigma and potential mistreatment experienced by lesbians in their pursuit
of quality health care (Cochran & Mays, 1988; O’Hanlan, 1995; Smith, Johnson,
& Guenther, 1985; Stevens, 1993; Warshafsky, 1992). Others have contributed
significantly to our understanding of practitioners’ views of lesbians and homosex-
ual behavior, and the potential biases that arise in the delivery of health-related
services (Eliason & Randall, 1991; Johnson, Guenther, Laube, & Keettel, 1981;
Johnson & Palermo, 1984; Johnson, Smith, & Guenther, 1987; Matthews, Booth,
Turner, & Kessler, 1986; Randall, 1989; Robertson & Schacter, 1981; Schatz &
O'Hanlan, 1994; Stevens & Hall, 1990). And, women’s health activists and
researchers have written about the health concerns of lesbians, citing the complex
social, political, ec ic, and cultural that women who have identified
themselves as lesbians have not always felt safe in publicly identifying themselves
in these terms. (AMA, 1994; Dulaney & Kelly, 1982; Jay & Young, 1977; Steven,
1992; Tripett & Bain, 1993; Warren, 1993).

But generally when researchers, educators, and others talk and write about the
subject of women and HIV, the women they are talking about are heterosexual
women or, if not, women p d to be heter I b they are at risk
primarily through sexual contact with men. How a problem is defined determines
to alarge extent what is done about that problem (Mann, 1993), and if HIV infection
in lesbians remains invisible little will be done to assess the magnitude, prevention,
and treatment needs of HIV in this population. The result is that the behavioral
choices that lesbians and other WSW can and will make in the face of the HIV
epidemic will be shaped by a lack of knowledge of their true risks. As Mann
eloquently reminded us: “People whom society discriminates against are less likely
to receive information adapted to their needs, to have access to the range of critical
health and social science, and to be able to organize as a community” (p. 1379).

Indeed, a recent book published on HIV, women, and childbearing (Faden &
Kass, 1996) does not mention the topic of infected lesbians or other WSW. It is
within this p ption of h vality that lesbians and other WSW seek
support groups, advice on possible transmission to their sexual partners, and health
care practitioners who will be both sensitive to the inclusion of their partners and
knowledgeable about gynecologic lesbian health issues.
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The absence of a reasonable and more definitive body of research and public
health guidelines specifically addressing behaviors and health conditions in lesbi-
ans and other WSW has long been noted for HIV, particularly by infected lesbians
and their female sex partners (Chu et al., 1994; Cole & Cooper, 1990/1991;
Deneberg, 1991; Gomez, 1995; Kennedy et al., 1995; Russell, 1993; Young,
Weissman, & Cohen, 1992). At the heart of the debate over HIV risk for lesbian
and bisexual women is a deep concern that risk from woman-to-woman sexual
behavior is underestimated and that many of these women might be practicing
high-risk behaviors, including injection drug use and unprotected sex with men,
with little understanding of their true risk.

FEMALE-TO-FEMALE TRANSMISSION:

THE NEED TO KNOW
The precise risk of HIV ission th h female-to-female sexual behavior is
notknown, although this uncenalnty has been atopic of discussion among academ-
ics, F iologists, activists, and consumers. There has been little

systematic research undenaken that would more precisely determine the magnitude
of that risk. Lesbians and other WSW have a justifiable need to know whether or
not sex between women represents a low or high risk for HIV infection. Behaviors
that are not high risk, but that are prevalent, can constitute a public health concern
(e.g., radon exposure) and the rationale for accurate information to ally concerns
(e.g., risk of HIV transmission from household contact, dental visits). In this
context, silence about HIV risks for the lesbian population is not reassuring, The
behavior in question involves choices, and addressing women’s concerns about risk
associated with those behaviors is a responsibility shared by both public health
practiti and h

The first question is, “What is the evidence for HIV infection risk arising from
female-to-female sexual behavior?” Many factors influence likelihood of HIV
transmission including infectivity, which varies by viral strain, route of transmis-
sion, host factors or resistance to infection, and prevalence of risk behaviors. The
risk of transmission of HIV from female-to-female during sexual contact will be
infl d by the frequency of exp thetype of exp (orovaginal, oroanal,
vaginal-digital, during menses or not, or sharing vaginal secretions through the use
of sex toys), the level of virus present, the presence of other STDs or conditions
that compromise the integrity of mucosa or skin (such as ulcers), and the underlying
preval of infected partners (K dy et al., 1995). In addition, not all persons
who are exposed become infected. Although by far, the most infectious bodily
secretions are blood and semen or seminal fluid, the virus is also isolated, but
probably in lower concentrations in vaginal secretions, cerebrospinal fluid, and
breast milk. For example, whereas semen can contain up to 3 million white cells
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per milliliter with about 5% of the cells infected with the virus, vaginal secretions
contain fewer cells (Johnson et al., 1989; Wofsy et al., 1986). Additionally, even
using detection by highly sensitive techniques (e.g., polymerase chain reaction)
among HIV infected women in Nairobi, Kenya who sought care at an STD clinic
(Clemetson et al., 1993), the prevalence of HIV was low (33% of cervical swab
specimans; 17% of vaginal swab specimans). Level of HIV in cervical and vaginal
secretions may be affected by a number of factors, including menstruation, vaginal
PH, genital tract inflammation related to STDs, or certain physical causes (e.g.,
spermicide use and stage of infection). (Highest levels of virus are detected during
the acute and late stages of the disease; Mayer & Anderson, 1995). Though the level
of HIV may be lower in vaginal secretions, much work remains in quantitating the
level of HIV in cervical and vaginal secretions and what factors affect those levels.

Reflecting this, existing epidemiologic evid strongly indi that sexual
behaviors presumably practiced between women are not as likely to transmu HIV
infection as penile-anal or penil inal i (Chu, Buehler, Fl &

Berkelman, 1990; McCombs, McCray, Wendell, Sweeney, & Onorato, 1992;
Petersen, Doll, White, Chu, & the HIV Blood Donor Group, 1992). Still, recent
studies of HIV preval of lesbian and bi 1 recruited within high-risk
cohorts (Bevier et al., 1992 ; Friedman, Des Jarlais, Deren, Jose, & Neaigus, 1992),
as well as increasing numbers of anecdotes of infected women from community
activists (Mandasky, 1993), have raised concerns that HIV risks for lesbian and
bisexual women have been poorly conceptualized. As has been cautioned, low risk
does not mean no risk. Incidental cases of sexual transmission between women have
been documented (Marmor et al,, 1986; Monzon & Capellan, 1987; Perry, Ja-
cobsberg, & Fogel, 1989; Rich, Buck, Tuomola, & Kazanjian, 1993), supporting
the view that sex between women can constitute adequate contact between an
infected and uninfected individual (Rothman, 1986).

The second question is, “How are we to make sense of what we know?” The
relatively infrequent reported cases of HIV resulting from female-to-female sexual
contact, the low preval of self-reported and ¢ ionally objectively deter-
mined HIV infection across several studies of lesbians (Cochran & Mays, 1996;
Cochran et al., 1996; Gomez et al. 1996) with the exception of the San Francisco
study (Lemp et al., 1995), and also the infrequent case reports of HIV transmission
via oral sex amongst heterosexuals (Perry et al., 1989) suggest that woman-to-
woman sexually transmitted HIV will not emerge as an epidemic within the lesbian
population (Jaquez, Koopman, Simon, & Longini, 1994). That i, given the relative
inefficiency of HIV transmission associated with oral sex, either rates of partner
change must be quite great or other sexual practices that are more efficient must be
common among WSW for efficient HIV transmission to occur.

As to the former possibility, studies of lesbian sexual behavior patterns (Bell &
Weinberg, 1978; Blumstein & Schwartz, 1983; Coleman, Hoon, & Hoon, 1983;
Cotton, 1975; Gagnon & Simon, 1973; Loney, 1972; McCauley & Ehrhardt, 1980;
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Peplau, Cochran, Rook, & Padesky, 1978), including some in this issue (Cochran
& Mays, 1996; Cochran et al., 1996; Ziemba-Davis, Sanders, & Reinisch, 1996)
find that lesbians’ rate of partner change is much lower than that observed among
gay men (Dean & Meyer, 1995), though perhaps greater than among heterosexual
women (Tanfer, 1995). Other surveys of behavioral practices suggest that the sexual
repertoire of most female-to-female sexual ludes oral sex, including
during menses, manual stimulation, and, with a small, but significant percentage
of contacts, other behaviors such as sharing of sex toys, some of which are used for

vaginal or anal penetration.
Thus, from all we know, there is a small but as yet unquantified risk associated
with common female-to-female sexual practices. Further hon the itude

of the risk of HIV transmission during female sexual contact, and on contributing
factors that affect that risk, is needed, however, to provide lesbians and other WSW
with an accurate gauge of what can contribute to their risk for HIV infection. To
date, information on HIV transmission among WSW has come indirectly, either
from extrapolation of studies designed to address risk in men who have sex with
women or men, or from analyses of data collected for other purposes, for example,
natural history studies of HIV in women such as the HIV Epidemiologic Research
Study or the national AIDS surveillance data. It has been thought by some that a
prospective long-term follow-up study of discordant female couples would provide
that needed information. However, this methodologic design has been used with
mixed results to study h val tr ission, primarily b of the uncom-
mon incidence of seroconversions among the discordant heterosexual couples
(DeVincenzi, 1994; Downs & DeVincenzi, 1996; Padian, O’Brien, Chang, Glass,
& Francis, 1993). An exception is the prospective longitudinal study on heterosex-
ual transmission of HIV (DeVincenzi, 1994) that has provided us with an invaluable
source of information on risk factors among discordant couples. B risk
of female-to-female tr ission is likely to be relatively low, the likelihood of
useful information from a prospective study consequently is also low.

Although efforts should be increased to follow-up reports of possible transmis-
sions among WSW whenever possible, and studies of selected, more common STDs
among WSW should be conducted, a retrospective study design to determine the
risk of HIV tr ission also could be idered. One such design could be based
on previous studies of the risk of HIV ission among h hold contacts of
patients with AIDS, a factor associated with very low risk (Friedland, Saitzman,
Rogers, et al., 1986). Detailed interviews and tests for the HIV antibody were
performed on all household contacts of AIDS patients for exposures and serostatus.

Possible transmissions could then be investigated in detail and dc d through
DNA sequence analyses. A sufficient number of infected women with female
partners is critical and b of this, considerabl ity involvement would

be required for recruitment.
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WHERE DOES PRIMARY HIV RISK LIE?

An exclusive focus of female-to-female sexual transmission of HIV to estimate the
impact of HIV disease on the lesbian community will miss the nature of HIV
infection patterns among lesbians. It will also hamper developing effective preven-
tion programs and delivery of services to HIV infected women. To date,
epidemiologic evidence suggests that from the beginning of the HIV epidemic in
this country the primary route of HIV infections among lesbians has been through
behavior associated with injection drug use, and to a lesser extent via sex with
HIV-infected men (Chu et al., 1990; Chu, Hammett, & Buehler, 1992).

The IDU Connection

Little is known about either the prevalence of injection drug use among lesbian and
bisexual women or whether or not lesbian and bisexual women who use injection
drugs are more likely to have higher HIV risk profiles, for example through sharing
of needles or engaging in high-risk heterosexual sexual behavior, than heterosexual
women who also use injection drugs. Two of the articles in this issue provide some
indications that drug injecting and crack-smoking lesbians and other WSW may be
at higher risk of HIV infection than their comparable heterosexual counterparts
(Deren et al., 1996; Moore et al., 1996). Deren et al., in their review of relevant
literature of lesbian and other WSW drug using studies highlighted that in an
Australian study of IDUs (Ross, Wodak, Gold, & Miller, 1992), lesbians were
significantly more likely to be infected than either bisexuals or heterosexuals. In
studies of IDUs in San Francisco and Los Angeles, the women who had sex with
women (lesbians and bisexuals) were more likely to be HIV seropositive than
non-WSWs, 11% versus 7% and 3.9% versus 1.6%, respectively. In the National
AIDS Demonstration Research Project (NADR) studies, a multisite study of drug
injection and crack users at risk of HIV infection, Deren et al. noted that Friedman
etal. (1995) found that in the low seroprevalence cities, WSWs had 2 5.42 increased
risk rate of seroconversion. In studies conducted by Deren and her collaborators
(Deren, Estrada, Stark, & Goldstein, in press), bi ] drug inj and crack
smokers were more likely, though not significantly so, to be HIV seropositive than
lesbians or heterosexuals but were significantly more likely than lesbians and
heterosexuals to have had greater numbers of sex partners within a 30-day period.

Deren et al. (1996) are not alone in finding that when the issue of same-sex
behavior of women is examined within high-risk injection and drug using popula-
tions, relatively high proportions of those samples report engaging in same-sex
behavior (Ehrhardt et al., 1995). Ehrhardt’s study of drug using women found that
over aquarter of her sample identified as lesbian or bisexual with almost half having
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a history of gender sexual behavior at some point in their lives. Moore et al.
(1996) found that those women who had a history of sex with women accounted
for almost a fifth of their four-city sample. On further examination of their sample,
when women who had a history of sex with only men were compared to women
who had not, those women with a history or current same-gender sexual activity
reported more HIV-related risk behaviors, consistent with the findings of Bevier,
Chiasson, Heffernan, and Castro (1995) of women who had visited a New York
city sexually transmitted disease clinic. Moore et al. also found that a dispropor-
tionate number of the bisexual women and lesbians in their study had traded sex
for drugs or money when compared to heterosexuals.

Estimates of prevalent drug use from surveys of lesbian and bisexual women,
sampled on the basis of sexual orientation, are few. In one recent study of 483
lesbian and bisexual women in San Francisco, only 2.3% of women reported
injection drug use in the prior year (San Francisco Department of Public Health,
1993) Large surveys of lesbians and bisexual women suggest hlgher than expected

i of crack or ine use when compared top
(Cochran et al,, 1996). But definitive knowledge of whcthcr or not lesbians and
other WSW engage in greater rates of injection drug use is still lacking. If IDU
prevalence is high, then lesbian and bisexual women may be at greater risk as a
population, not through female-to-female sexual behavior, but through higher rates
of injection drug use.

Even if use of injection drugs is equivalent or somewhat greater among lesbians
and other WSW in comparison to heterosexual women, patterns of use and
concomitant behaviors may differ in relevant ways. For example, as just reported
in samples of female IDUs recruited for HIV studies, the prevalence of reporting
sex with women may be greater (Bevier et al., 1995) than population estimates of
similar behavior in population-based samples (Catania et al., 1992). Thus, recruited
high HIV risk cohorts contain greater than expected numbers of women who are
lesbian or report sex with women. Also as several of the previous studies have
suggested, WSW who also use injection drugs may be characterized by higher risk
HIV profiles than IDU women who only report sex with men. Thus, injection drug
use among lesbians and bisexual women may be associated with greater HIV risk
than it is for heterosexual women for reasons that are still unknown.

The Sex With HIV-infected Men Connection

A second major route of HIV infection for lesbian and bisexual women is unpro-
tected sexual intercourse with men (Chu et al., 1992). This finding has underscored
the permeability of sexual ori ion boundaries, Historically, h has repeat-
edly demonstrated that the majority of lesbian-identified women report past sexual
intercourse with men (Bell & Weinberg, 1978; Cochran & Mays, 1996; Gomez et
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al,, 1996; Johnson, Guenther, Laube, & Keettel, 1981; Mays & Cochran, 1988;
Peplau et al., 1978; Reinisch, Sanders, & Ziemba-Davis, 1990; Schwartz & Blum-
stein, 1983; Ziemba-Davis, Sanders & Reinisch, 1996), g lly prior to or early
on in their coming out process as a lesbian. Some lesbian-identified women also
report current sexual behavior with men (Cochran et al., 1996; Deren et al., 1996;
Moore et al., 1996; Reinisch, Sanders, & Ziemba-Davis, 1990; Ziemba-Davis et
al., 1996) with studies reporting that for some women those male partners are gay
or bisexual men (Gomez et al., 1996; Reinisch, Sanders, & Ziemba-Davis, 1990).
And heterosexual behavior for women who generally have sex with other women
may represent higher risk behavior. For example, lesbians may be more likely than
heterosexual women to engage in anal intercourse with their male partners (Re-
inisch, Sanders, & Ziemba-Davis, 1990). Also, in asurvey of HIV-infected women,
those who reported having sex with men and women were more likely than women
who did not have sex with women to also report high-risk heterosexual behavior
including sex for money or drugs (Warren, Golden, & Miller, 1995). Finally, in a
study of STD clinic attendees (Bevier et al., 1992), women who reported sex with
women were more likely than women who reported sex with men only to engage
in a wide variety of high-risk heterosexual behavior.

There are several issues to consider with regard to heterosexual activity among
lesbians and other WSW, but two seem most critical and should not be lost in the
simple observation that lesbians do at times have sex with men. First, although
identity does not map isomorphically to behavior, that is the majority of lesbians
do report a history of sex with men, among the population of WSW there are clear
risk factors for such behavior including younger age, being single, not considering
oneself lesbian, and engaging in commercial sex work. That is, the odds of having
sex with men is not distributed homogeneously across the population of WSW. In
contrast, the incidence of sexual activity with women among the population of
WSW is by definition a common, widespread behavior, though younger, single
women may still be more likely to have more contacts and with more partners.

Second, the risk accrued from sex with men varies tremendously with the nature
of the population of male sex partners from which women select. Thus, women
whose sex partners are HIV-infected gay men, who live in geographic areas such
as San Francisco with high prevalence of HIV, or who engage in sex work with
high numbers of male sex partners are at greater risk than others, particularly if
behavioral practices (e.g., ab of condom use) lie in riskier domains (Gomez
et al., 1996; Reinisch, Sanders, & Ziemba-Davis, 1990). Thus, although sex with
men represents a risk factor for lesbians and other WSW, the extent of the risk is
quite varied.

Although much of what we have just presented repeats the obvious, we wish to
underscore the questions that remain. For most of these studies, there is a sense of
putting to rest the question of female-to-femal ission by relying on studies
of the biologic risk for HIV transmission. For most of these studies, transmission
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risk appears to be a function of injection drug use or sex with high-risk men. Yet
from the behavioral perspective, the question of what it is about the lives of WSW
that leads us to consistently find them to have higher HIV seroprevalence, and
at-risk drug and sex-related behaviors when pared to similar h ual
women in studies where women are sampled via high-risk networks, is really the
question that few if any of us have answered. Knowing just that this happens is only
ab for those i din the development of efficacious prevention efforts
for lesbians and other WSW. In prevention, knowing that at-risk behaviors are
occurring is an alert to action, knowing how to eliminate, change, or modify those
behaviors, requires insight into why the behavior occurs and what supports or
reinforces the behavior. It is knowing the social, interpersonal, and, particularly for
women, economic reinforcing properties that those at-risk behaviors serve that is
critical to successful attempts to modify or eliminate them. Deren et al. (1996)
suggest moving beyond merely number oountmg and engaging in qualitative and
h hic studies led with quantitative survey methods to better und
the social and contextual factors that contribute to the relatively high percentage of
WSWs among drug-using women.

CONCEPTUALIZING THE HIV EPIDEMIC FROM A
LESBIAN PERSPECTIVE

Over the years, HIV control in the United States has been approached from both
the perspective of targeting high-risk groups, where behaviors that convey group
membership, such as gay male sex, injection drug use, or commercial sex work, are
dlreclly or indirectly linked to risk of HIV transmission, or directing general

to the h {ly active population. In an effort to effec-
tlvely reach high-risk groups, both prevention messages and HIV support services
are routinely tailored to thelr needs. Although lesbxans and other WSW are among
these populati di d at their concerns or support
services for their needs are generally absent

Prevention Needs of Lesbians and WSW

Itis important to think clearly about the factors that contribute to the pattern of HIV
infections that exists in the lesbian and other WSW population if effective preven-
tion efforts are to be | hed. Education and p ion of HIV infection in
lesbians and other WSW, if they are to be effective must be appropriately tailored
to the lives of these women in order to have the best prospect of effectiveness
(Ehrhardt, 1994). Tailored messages for lesbians and other WSW must consider
that lesbians are a diverse group who differ not just by race/ethnic group and
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socioeconomic status, but by the extent to which they view themselves as members
of the lesbian or bi I cc y, by their bership in other cc itie:
such as that of injection drug use, or commercial sex workers The invisibility of
all but generally the privileged or out segments of the lesbian community has meant
that as researchers, clinicians, and practitioners, little is known and appreciated of
the influencing factors in the lives of these women. Yet if we are to tailor prevention
messages that have a chance to work, it is important to understand how these factors
influence help-seeking for health concerns as well as perceived credibility of health
warnings.

The prevention efforts directed at lesbians cannot and should not be ones whose
solutions lie solely in individual behavior change efforts (Mays, 1996; Mays &
Cochran, 1995). Individually oriented behavior change principles ignore the influ-
ences of inequality experienced by many lesbians and some WSW on their lives
and behavioral choices. Identifying the fundamental role that social and interper-
sonal factors play in disease and disease prevention is a start, For lesbians and some
WSW, the differential status of such resources as money, power, social connected-
ness, prestige and knowledge are fundamentally linked to the ability to determine
risk and avoid and minimize the conseq of HIV di (Link & Phelan,
1996). For example, although many of the studies in this issue, as well as others,
have identified that lesbian-identified women have sex with men, we are most likely
to view this sex as volitional and based on desire rather than as utilitarian sex that
is employed for the sake of earning money, in the interest of shelter or to avoid the
stigma some experience in being a lesbian. We know this to be true from our studies
of gay men's behaviors, yet biases about women’s roles in society and ignorance
about lesbian and bisexual sexuality, may blind us to developing insights that can
be important to pi ion efforts with lesbians and other WSW. This is why
successful prevention efforts must involve lesbians and other WSW in their
diversity, as participants who guide, organize, and take ownership of the efforts
(Hunter & Alexander, in press).

As several of the articles have shown, lesbians and other WSW at risk for HIV
infection will be found in the community of crack-smokers and injection drug users
(Case, Downing, Fergusson, Lorvick, & Sanchez, 1988; Cochran et al., 1996; Cole
& Cooper, 1990/1991; Deneberg, 1991; Deren et al., 1996; Moore et al., 1996), and
they will be found among women in prison (Moore et al., 1996). At-risk lesbians
and other WSW will also be found among the homeless (Cole & Cooper,
1990/1991; Moore et al., 1996). HIV counselors in New York estimate that
approximately one-third of the women they see in the shelters are lesbians who
have run away or been kicked out of their homes because of their sexual orientation
(Cole & Cooper, 1990/1991; Hunter, Rosario, Rotheram-Borus, & Reid, 1993). It
is during this period of homelessness when sex may be traded for drugs and money
that some lesbians b HIV infected. We must also look among commercial
sex workers (Case et al., 1988; Delacoste & Alexander, 1992) for at-risk lesbians.
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We will also find lesbians and other WSW at risk for HIV infection among
teenagers and young adults. For some, their friendship networks include young gay
men, sometimes at higher HIV risk themselves, with whom they sometimes have
sex for reasons not only of desire but also, perhaps, to test their sexual orientation
(Hunter, Rosario, Rotheram-Borus, & Reid, 1993). In this age group, too, are young
adults, age 18-23 years, who identify as “all-girl queers,” viewing AIDS as
something spread by semen and drugs. They practice safer sex, not by using
condoms, but by carefully picking sexual acts and partners that they believe will
lower or eliminate the risk of HIV infection (Brownworth, 1992). For these young
women and others like them who have sex with both women and gay or bisexual
men, their views about what safer sex is for them and their partners has resulted in
a creation of new rules.

‘Women of color may also need well-targeted prevention efforts. For some, the
use of the word lesbian is viewed as a middle class creation of privilege that does
not describe their world, particularly the view of lesbian separatism that says they
should move away from gay men of color and institutions in their je:
We find segments of this community at risk as a function of their sexual behaviors
with men, their drug use, tatooing behavior, or blood-letting gang activities. Yet
we will not find them responsive to prevention efforts that do not incorporate the
significance of culture, ethnicity, and racial group membership in its efforts (Flora,
Schooler, Mays, & Cochran, 1996).

Treatment Needs of Lesbians and Other WSW

HIV services can only be effective in protecting and improving the health of
lesbians and other WSW to the extent that women are aware of them, have access
to them, and choose to use them. Just as the problems of HIV disease are caused
by an interaction of biological, psychological, community, national, and global
factors, so too must the solutions for these problems be based in a realistic
understanding of the resources, the powerful forces of discrimination, cultural
constraints, and realities of the priorities in the lives of these women (Leslie, 1992).
Lesbians and other WSW need access to health care providers who have the
knowledge and skill base to provide affordabl compassionate, and
nonjudgmental health care (Stevens, 1993). Women want practitioners who can
provide balanced information on clinical trial participation, use and access to
experimental drugs, knowledge about the effects of these drugs, and how they work
when combined with alternative health practices.

For HIV-infected women concerned about their partners, they want to know
more precisely risk associated with HIV infection. Just as gay male activists have
long complained of the and inty in the level of risk in oral sex,

the same uncertainty exists for lesbians, other WSW, and their partners. Service
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providers and infected women clamor for better g in issues of tr ission
and infectivity during cunnilingus, particularly if engaged in during menstruation.

Lesbians, particularly women who are HIV seropositive, want support groups
that are sensitive, support groups that will address the issues of substance abuse,
stigma, loss of control, powerlessness, anger, sex, and safer sex (Russell, 1993).
But even when women seek support from within the lesbian community, it may not
be safe:

I joined a support group for lesbians, and one day they started to talk about AIDS.
None of these women were positive. They made comments like, “Could you imagine
if you met a woman who was HIV-positive ... I couldn’t ... I wouldn’t touch her ..."
They went on and on. I sat there alone and afraid. I couldn’t say anything. (p. 4)

HIV-infected lesbians and other WSW want and expect greater guidance in starting
new relationships; disclosing to their families, lovers, and children; and help in
coping with their fears of losing HIV gative partners b of their own
HIV seropositivity (Russell, 1993). Mental health providers, like others involved
in HIV prevention, must broaden their agenda to include the service needs of
lesbians and other WSW.

We need to know more about the desires of lesbians and other WSW in how
they care for their health, their choice of type of providers, and their self or peer
health needs. Providers must include lesbian and WSWs needs for alternative, self,
and peer help activities.

MAKING THE DIFFERENCE

This special issue has provided some road maps for where to begin our prevention
efforts. These efforts need to be di d ds those lesbians and other WSW
who have been found to be most at risk. These lesbians and other WSW are injection
drug and crack-users, they are those who share needles and injection drug works
with other drug users and gay men, they are women who either by choice, need, or
force have unprotected sex with higher risk men, whether that risk is accrued
through sex between men, drug use, or residing in an AIDS epi These women
are also commercial sex industry workers and women who unknowingly have sex
with a partner who is infected.

Bringing services and interventons to these women will not be an easy job if we
engage in risk-group strategies of outreach, intervention, and prevention that use
the lesbian community as the primary unit. Instead we need to work towards
prevention through many routes. Each of the articles in this special issue has
cautioned the reader against the p of the bedded in the
risk-group model in regards to the risk of HIV infection for lesbians and other
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‘WSW. Risk group based prevention works best for those individuals for whom the
risk group is: (a) a social grouping or social identity that they embrace, (b) viewed
as a credible source, and (c) the primary shaper of I norms and standards. In

to efforts ful in the gay men’s community, we often will not find
these women in bars or through lesbian-identified social or political groups, thereby
complicating who may be viewed as necessary sources of influence in their behavior
change process. It is therefore important that the prevention agenda of many other
groups, such as IDU or heterosexual women, also broaden their efforts to include
lesbians and other WSW, for they will be found wherever women at risk for HIV
transmission are found.

The articles in this special issue also provide some guidance in the challenge to
reduce the risk of HIV infection in lesbians and other WSW. However, we must
not take these articles as presenting a complete picture. What this special issue has
failed to do well is to help the reader to grasp the g of racial/eth
group bership and ic status. The life experiences of lesbians and
other WSW of color must have a strong role in the design of prevention efforts.
Indications from some of the studies in this special issue are that this task will not
be easy, but that we must rise to the challenge.

Addressing the issue of the risk of HIV infection among lesbians and other
WSW, in terms of prevention and treatment for those affectcd will only be achieved
through changing our priorities, radically fi g the direction of women’s
prevention efforts, and including lesbians and other WSW as the architects of these
efforts. In doing so, we must be willing to create new methods and approaches,
drawing from what is already known in the HIV arena, but also discarding and
transforming that which does not meet the needs of lesbians and other WSW.

REFERENCES

Abbott, S., & Love, B. (1972). Sappho was a right-on woman: A liberated view of lesbianism. New
York: Stein & Day Publishers.

American Medical Association House of Delegates (1994, December). Health care needs of gay men
and lesbians in the U.S. Report presented by the Council on Scientific Affairs to the American
Medical Association House of Delegates Interim Meeting. Chicago: American Medical Association.

Araba-Owoyele, L., Johnson, A., Mays, V. M., Truax, 8., & Cochran, S. D. (1996). Lesbians and the
risk of HIV infection: Does surveillance underestimate HIV risk? Women's Health: Research on
Gender, Behavior, and Policy, 2(1 & 2), 111-118

Bell, A. P., & Weinberg, M. S. (1978). lities: A study of diversity among men and women.
New York: Simon & Schuster.

Bevier, P. J., Chiasson, M. A., Garafolo, E., & Castro, K. G. (1992, July). Women who have sex with
women and multiple risks for HIV at a New York City STD clinic. In Program and abstracts of the
eighth Intemational Conference on AIDS/Third STD World Congress, Amsterdam, The Nether-
lands.




LESBIANSANDHIV 135

Bevier, P. )., Chiasson, M. A., Heffemnan, R. T., & Castro, K. G. (1995). Women at a sexually transmitted
disease clinical who reported same sex contact. American Journal of Public Health, 85, 1366~1371.

in, P., & Sch P.(1983). A ican couples. New York: Morrow.

Brownworth, V. A. (1992, Fall). Need to know: The outer limits of safety. Out, 72-84.

Case, P., Downing, M., Fergusson, B., Lorvick, J., & Sanchez, L. (1988, June). The social context of
AIDS risk behavtar among intravenous drug-using le.\‘blans in San Francisco. Paper presented at
the fourth C on AIDS, Sweden.

Catania, J. A., Coates, T. J., Stall, R., Tumer, H., Peterson, J., Hearst, N., Dolcini, M. M., Hudes, E.,
Gagnon, 1., & Wiley, J. (1992). Prevalence of AIDS-related risk factors and condom use in the
United States. Science, 258(5085), 1101-1106.

Chy, S. Y., Buehler, J. W., Fleming, P.L., & R. L. (1990). Epidemi of reported AIDS
cases in lesbians, United States, 1980-1989. American Journal of Public Health, 80(11),
1380-1381.

Chu, S. Y., Conti, L., Schable, B. A., & Diaz, T. (1994). Female-to-female sexual contact and HIV

ission. Journal of the A Medical A i 272(6), 433.

Chy, S. Y., Hammett, T. A., & Buehler, J. W. (1992). Update: Epidemiology of reported cases of AIDS
in women who report sex only with other women, United States, 1980-1991. AIDS, 6, 518-519.

Ciesielski, C., i D.,0u,C. Y., D R., Witte, J., Berkelman, R., Gooch B., Myers.G.,
Luo, C. C,, Schochetman, G. et al. (1992). Ti ission of human i virus in a
dental practice. Annals of Internal Medicine, 116, 798-805.

Clemetson, D. B. A., Moss, G. B., Willerford, D. M., Hensel, M., Emonyi, W., Holmes, K. K., Plummer,
F., Ndinya-Achola, J., Roberts, P. L., Hillier, S. et al. (1993). Detection of HIV DNA in cervical
and vaginal i F and among women in Nairobi, Kenya. Journal of the
American Medical Association, 269(22), 2860-2864.

Cochran, S. D., Bybee, D., Gage, S., & Mays, V. M. (1996). Prevalence of HIV-related self-reported
sexual behaviors, sexuatly transmitted diseases, and problems with drugs and alcohol in three lasge
surveys of lesbian and bisexual women: A look into a segment of the community. Women'’s Health:
Research on Gender, Behavior, and Policy, 2(1 & 2), 11-33.

Cochran, S. D., & Mays, V. M. (1988). Discl of sexval to icians by Black lesbian
and bisexual women. Western Journal of Medicine, 149, 616-619.

Cochran, S. D. & Mays, V. M. (1996). Prevalence of HIV-related sexual risk behaviors among young
18- to 24-year-old lesbian and bisexual women. Wosmen's Health: Research on Gender, Behavior,
and Policy, 2(1 & 2), 75-89.

Cole, R., & Cooper, S. (1990/1991). Stories from the front: Lesbians seeking HIV education. Siecus
Report, 19.

Coleman, E. M., Hoon, P. W., & Hoon, E. F. (1983). Arousability and sexual satisfaction in lesbian and
heterosexual women. The Journal of Sex Research, 1%1), 58-73.

Cotton, W. L. (1975). Social and sexual relationships of lesbians. The Journal of Sex Research, 11,
139148,

Dean, L., & Meyer, L. (1995). HIV seroprevalence and sexual behavior in a cohort of New York Clty
gay men (aged 18-24). Journal of Acquired Immune Deficiency Synd and Human R
ogy, 8, 208-211.

Delacoste, F., & Alexander, P. (1992). Sex work: Writings by women in the sex industry. San Francisco:
Cleis.

Denneberg, R. (1991, Summer). We shoot drugs, and we are your sisters. Outlook, 30-36.

Denneberg, R. (1995). Report on lesbian health. Women's Health Issues, 5(2), 81-91.

Deren, S., Estrada, A., Stark, M., & Goldstein, M. (in press). Sexual orientation and HIV risk behaviors
in a nationat sample of injection drug users and crack smokers. Drugs and Society.

Deren, S., Goldstein, M., Williams, M., Stark, M., Estrada, A., Fricdman, S. R., Young, R. M., Needle,
R., Tortu, S., Saunders, L., Beardsley, M., Jose, B., & McCoy, V. (1996). Sexual orientation, HIV




136 MAYSETAL.

risk behavior, and serostatus in a multisite sample of drug-injecting and crack-using women.
Women’s Health: Research on Gender, Behavior, and Policy, 2(1 & 2), 35-47.

DeVincenzi, 1. (1994). A longitudinal study of human fency virus i by
partners. Study Group in He ] Ti ission of HIV. New England
Journal of Medicine, 331(6), 341-346.
Downs, A. M., & DeVincenzi, 1. (1996). Probability of ission of HIV:
to the number of unprotected sexual contacts. Study Group in T
of HIV. Journal of Acquired Immune Deficiency Synds and Human Retrovirology, 11(4),
388-395.

Dulaney, D. D., & Kelly, J. (1982). Improving services to gay and lesbian clients. Social Work, 27,
178-184.

Ehrhardt, A. A. (1994). Ehshardt responds. American Journal of Public Health, 84(3), 498-499.

Ehrhardt, A. A., Nostlinger, C., Meyer-Buhlburg, H. F. L., Exner, T. M., Gruen, R. S, Ingling, S.,
Gorman, ). M., El-Sads, W., & Sorrel), S. J. (1995). Sexual risk behavior among women with injected
drug use histories. Journal of Psychology and Human Sexuality, 7, 99-119.

Eliason, M. J., & Randall, C. E. (1991). Lesbian phobia in nursing students. Western Journal of Nursing
Research, 13, 363-374.

Faden, R. R., & Kass, N. E. (1996). HIV, AIDS, & childbearing: Public policy, private lives. Oxford,
England: Oxford University Press.

Flora, J. A., Schooler, C., Mays, V. M., & Cochran, S. D. (1996). Exploring a model of symbolic social
communication: The case of Magic Johnson. Journal of Health Psychology, 1(3), 353-366.

Friedland, G. H., Saltzman, B. R, Rogers, M. F,, Kahl, P. A, Lesser, M. L., Mayers, M. M., & Klein,
R. S. (1986). Lack of transmission of HTLV-IIILAYV infection to household contacts of patients
with AIDS or AIDS-related complex with oral candidasis. New England Journal of Medicine,
314(6), 344-349.

Friedman, S. R., Des Jarlais, D. C., Deren, S., Jose, B., & Neaigus, A. (1992, July). HIV seroconversion
amang street-recruited drug injectors in 14 United States Cities. In Program and abstracts of the
eighth Intemational Conference on AIDS/Third STD World Congress, Amsterdam, The Nether-
lands.

Friedman, S. R., Jose, B., Deren, S., De Jarlais, D. C., Neaigus, A., & National AIDS Research
Consortium. (1995). Risk factors for human i i virus ton among out-of-
treatment drug injectors in high and low P! cities. American Journal of Epidemiology,
142(8), 864-874.

Gagnon, ). H., & Simon, W. (1973). Sexual conduct: The sacial sources of human sexuality. Chicago:
Aldine,

Gémez, C. A. (1995). Lesbians at risk for HIV: The unresolved debate. in G. D. Herek (Ed).,
Contemporary perspectives on lesbian and gay psychology: Vol. 2. AIDS, identity, and community
(pp. 19-31). Newbury Park, CA: Sage.

Goémez, C. A, Garcia, D. R., Kegcbem V.J, Shade, S. B & Hemandez, S. R. (1996). Sexual identity
versus sexual i ications for HIV p ies for women who have sex with
women. Women's Health: Research on Gender. Behavior, and Policy, 2(1 & 2), 91-109.

Hunter, J., & Alexander, P. M. (in press). Women who slecp wn(h women. In M. Ankrah, H. Gayle, &
L. D.Long (Eds.), AIDS and women's experi policy agendas. New York: Columbia
University Press.

Hunter, J., Rosario, M., Rotheram-Borus, M. J., & Reid, M. (1993). Sexual und substance abuse acts
that place adolescent lesbians at risk for HIV infection. Poster session presented at the ninth
Intemational Conference on AIDS/Fourth STD World Congress, Berlin, Germany (POD 02-~3432)

Jacquez, J. A., Koopman, J. S., Simon, C. P., & Longini, 1. M. (1994). Role of primary infection in
epidemics of HIV infection in gay cohorts. Journal of the Acquired Immune Deficiency Syndromes,
7(11), t169-1184.




LESBIANS ANDHIV 137

Jay, K., & Young, A. (1977). The gay repori. New York: Summit.
Johnson, S. R., Guenther, S. M., Laube, D. W., & Keettel, W. C. (1981) Factors influencing lesbian
ic care: A preliminary study. A Journal of Ob and Gynecology, 140(5),

20-28.

Johnson, S. R., & Palermo, J. L. (1984). Gynecological care for the lesbian. Clinical Obstetrics and
Gynecology, 27, 124-731.

Johnson, A. M., Petherick, A., Davidson, S. J., Brettle, R., Hooker, M., McLean, K. A., Osborne, L. B

Robertson, R., Sonnix, C., & the Multicenter Study. (1989). T ission of HIV to h
partners of infected men and women. AIDS, 3, 367-372.
Johnson, 8. R., Smith, E. M., & Guether S. M.. (1987). C i f ic health

between lesbians and bisexual women: A survey of 2,345 women. Joumnal of Reproductive
Medicine, 140, 20-28.

Kennedy, M., Scarlett, M. L, Duerr, A. C., & Chu, 8. Y. (1995). Assessing HIV risk among women
who have sex with women: Scientific and communicaton issues. Journal of the American Medical
Women's Association, 50, 103-107.

Lemp, G. F., Jones, M., Kellogg, T. A., Nieri, G. N., Anderson, L., Withum, D., & Katz, M. (1995).
HIV P abiand risk iors among lesbians and bisexual women. American Journal
of Public Health, 80(11), 1380-1381.

Leslie, J. (1992). Women'’s lives and women’s health: Using social science research to promote better

health for women. New York/ i DC: F ion C il ional Center for Re-
search on Women.
Link, B. G., & Phelan, J. C. (1996). Editorial: L i ics differences in

health—The role of fundamental social causes. American Journal of Public Health, 86(4),471-473.

Loney, J. (1972). Background factors, sexual experiences, and attitudes toward treatment in two
“normal” homosexual samples. Journal of Ce ing and Clinical P » 38, 57-65.

MacCauley, E. A., & Ehrhardt, A. A. (1980). Sexual behavior in female transsexuals and lesbians. The
Journal of Sex Research, 16(3), 202-211.

Mandansky, C. (1993). In the beginning. LAP Notes, 1, 2.

Mann, J. M. (1993). We are all Berliners: Notes from the ninth International Conference on AIDS.
American Journal of Public Health, 83(10), 1378-1379.

Marmor, M., Weiss, L. R., Lyden, M., Weiss, S. H., Saxinger, W. C,, Spira, T. J., & Feorino, P. M.
(1986). Possible female-to-female ission of human i ! virus. Annals of
Internal Medicine, 105, 969.

Matthews, W., Booth, M. W., Tumer, J., & Kessler, L. (1986). Physicians’ attitudes toward homosexu-
ality: Survey of a California county. Western Journal of Medicine, 144(1), 106-110.

Mayer, K. H., & Anderson, D. J. (1995). Heterosexual transmission of HIV. In H. L. Minkoff, J. A.
DeHovitz, & A. Duerr (Eds.), HIV infection in women (pp. 73-85). New York: Raven Press.

Mays, V. M. (1996). Are lesbians at risk for HIV infection? Women’s Health: Research on Gender,
Behavior, and Policy, 2(1 & 2), 1-9.

Mays, V. M., & Cochran, S. D. (1988). The Black Women's Relationship Project: A national survey of
Black lesbians. In M. Shermoff & W. A. Scott (Eds.), A sourcebook of gay/lesbian health care (pp.
54-62). Washington, DC: National Gay & Lesbian Health Foundation.

Mays, V. M., & Cochran, S. D. (1995). HIV/AIDS in the African-American community: Changing
concemns, changing behavioss. In M. Stein & A. Baum (Bds.), Chronic diseases (pp. 241-257).
Mahwah, NJ: Lawrence Erlbaum Associates, Inc.

McCombs, S. B., McCray, E., Wendell, D. A., Sweeney, P. A., & Onorato, 1. M. (1992). Epidemiology
of HIV-1 infection in bisexual women. Journal of Acquired Immune Deficiency Syndromes, 5,
850-852.

Monzon, O. F., & Capellan J. M. B. (1987). Female-to-female transmission of HIV. Lancet, 2(8549),
40-41.




138 MAYSETAL.

Moore, 1., Warren, D., Zierler, S., Schuman, P., Solomon, L., Schoenbaum, E. E., & Kennedy, M.
(1996). Characteristics of HIV infected lesbians and bisexual women in four urban centers. Women's
Health: Research on Gender, Behavior, and Policy, 2(1 & 2), 49-60.

National Library of Medicine. (1996). Medline. Bethesda, MD: National Institute of Health.

O’Hanlan, K. A. (1995). Lesbian health and F for the treating
necologist. Current Problems in Obstetrics, Gynecology, & Fertility, 18, 94-133.

Padian, N. 8., O'Brien, T. R., Chang, Y., Glass, S., & Francis, D. P. (1993). Prevention of heterosexual

ission of human i defici virus through couple counseling. Journal of Acquired
Immune Deficiency Syndromes, 9, 1043-1048,

Peplau, L. A, Cochran, S. D., Rook, K., & Padesky, C. (1978). Loving women: Attachment and
autonomy in lesbian relationships. Journal of Social Issues, 34, 7-27.

Pemry, S., Jacobsberg, L., & Fogel, K. (1989). O: ital of human
virus (HIV). Annals of Internal Medicine, 111, 951.

Petersen, L. R., Doll, L., White, C., Chu, §. Y., & the HIV Blood Donor Group. (1992). No evidence
for female-to-female HIV ission among 960,000 female blood donors. Journal of Acquired
Immune Deficiency Syndromes, 5(9), 853-855.

Randall, C. E. (1989). Lesbian phobia among BSN educators: A survey. Journal of Nursing Education,
28, 302-306.

Reinisch, J., Sanders, S., & Ziemba-Davis, M. (1990). Self-labeled sexual orientation, sexual behavior,
and knowledge about AIDS: Implications for biomedical research and education programs. In
Proceedings of NIMH/NIDA Workshop on Women and AIDS: Promoting Healthy Behaviors.
‘Washington, DC: National Institute of Mental Health.

Rich, J. D, Buck, A., Tuomala, R. E., & Kazanjian, P. H. (1993). Transmission of human immunode-
ficiency virus infection presumed to have occured via female homosexual contact. Clinical Infec-
tious Disease, 17(6), 1003-1005.

Robertson, P, & Schacter, J. (1981). Failure to identify venereal discase in alesbian population. Sexuatly
Transmitted Diseases, 8(2), 15-77.

Ross, M. W., Wodak, A., Gold, J., & Miller, M. B. (1992). Differences across sexual orientation on HIV
risk behaviors in injecting drug-using women. Public Health Reports, 109(4), 539-547.

Rothman, K. (1986). Modem epidemiology. Boston: Little, Brown,

Russell, M. (1993). A place where anything can be said. LAP Notes, 4.

San Francisco Department of Public Health. (1993). Health behaviors among lesbians and bisexual
women: A community-based women’s health survey. San Francisco: Author.

Schatz, B., & O’Hanlan, K. (1994) Antigay discrimination in medicine: Results of a national survey of
gay, lesbian, and bisexual medical physicians. San Francisco: Gay & Lesbian Medical Association.

Smith, E. M., Johnson S. R & Gucmher S M. (1985) Health care attitudes and experiences during

American Journal of Public Health, 75, 1085-1087.

Stevens, P.E.(1992). Leslmn health care research: A review of the literature from 1970-1990. Health
Care for Women International, 13, 91-120.

Stevens, P. B. (1993). Lesbians and HIV: Clinical, research, and policy issues. American Journal of
Orthopsychiatry, 63(2), 289-294.

Stevens, P. E., & Hall, J. M. (1990). Abusive health care interactions experienced by lesbians: A case
of institutional violence in the of women. R To The Victi of Children,
13(3), 23-27.

Tanfer, K. (1994). Sex and disease: Playing the odds in the 1990s. Sexually Transmitted Diseases, 2J(2
Supplement), S65-S72.

Trippet, S. B., & Bain, J. (1992). Reasons American lesbians fail to seek traditional health care. Health
Care for Women International, 13, 145-153.

Warven, N. (1993). Out of the question: Obstacles to research on HIV and women who engage in sexual
behaviors with women. Siecus, 21(1), 13-16.




LESBIANS ANDHIV 139

‘Warren, N, Golden B., & Miller R. (1995 October) Prevalence of lesbian behavior among a sample
of HIV+ women. Paper at f the American Public Health Association,
San Diego, CA.

Warshafsky, L. (1992). Lesbian health needs assessment. Los Angeles: Los Angeles Gay and Lesbian
Community Service Center.

Wofsy, C. S., Cohen, J. S., Haver, L. B., Padian, N. S., Michaelis, B. A., Evans, L. A., & Levy, J. A.
(1986). Isolation of AIDS-associated retrovirus from genital secretions of women with antibodies
to the virus. Lancet, 8480, 527-529.

Young, R. M., Weissman, G., & Cohen, J. B. (1992). Assessing risk in the absence of information: HIV
risk among women injection-drug users who have sex with women. AIDS Public Policy, 7(3), 183.

Ziemba-Davis, M., Sanders, S. A., & Reinisch, J. M. (1996). Lesbians’ sexual interactions with men:
Behavioral bisexuality and risk for sexually transmitted disease (STD) and human immunodefi-
ciency virus (HIV). Women's Health: Research on Gender, Behavior, and Policy, 2(1 & 2), 61-74.




