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COMMITTEE ON NATIONAL SECURITY 

Honorable William J. Perry . 
Secretary of Defense 
The Pentagon 

&.6. J!toUft of l\qlrrstntatibe5 
llla1Jingtan, ii< 2051~3~ 

0111£ MUNOAEO llOURnt CONQltllSS 

FLOYD D. SPENCE. SOUTH CAl'OU~. Uwll...u. 

March 2S, 1996 

Washington. D. C. 20301-1000 

Dear Mr. Secretary: 
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l would appreciate answers to the following questions by each of the scrvic1.:~ ;;is soc!"l 
as possible, but not later than Thursday, March 28. 

1. What is the total DoD annual spending on HIV/AIDS, including me:!icl c:-..re 
and research. from 1986 until the present? 

2. \\-'hat is the total number of DoD pc~onnel who tested positive ~3ch ~:e:ir ?.s 

well as the total number who were on active duty at the: end of c<:ich ye;!! :r.: ::. 
1986 to the present? 

J. By seivice, what is the total number of pennanent non-dcployables \:0mrJ'";~, 
to the number of HIV -positive personoc:l from 1986 to the pr,stnt'? 

4. Regarding venereal diseasc=s, especially syphilis, how do these d'.se?.<:c:$ ~~c:-:t 
dcployability and retention? 

S. How many service personnel deployed or stationed overseas have bt't:l 
returned to the Unired States as a result of becoming HIV positive (i9~~. 
l 993, 1994 and 1995)'? 

6. What specific information from the services regarding HIV is reportcci t :- ·~.e 
Center for Disease Conrrol (CDC)? 

7. Is the mode of HlV transmission. maintained in personal medical !V~: '" .._ iy 
odicr files? If not, where i.s such infonnation maintained? \Vhat i~ t~e y,r-.~-: 
breakdown of modes of HIV transmission within the HIV positive pop•J:.\. i~ ·, 
of the military? 
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8. Where, for each of the services. are the personal medical record$ kep> r); Ei'\.'­
positive pc:rsonnel? 

9. _How often are milirary perSoMcl tested or checked for HIV? 

l 0. How many family mcmben of HIV-positive military pcrsoMel arc also HlV 
positive? 

11. Do all of the infected dependents live with their military spouses? If not. how 
many live apan? 

12. Of the current 1-llV·positive military persoMel, how many have HlV II? How 
many have :mv E? 

13- How many cases of Hepatitis B arc there currently in the military? What is 
the status of pcnoMel ...,;th Hepatitis B in tcnns of dcployability/r~tcntion~ 

14. How many current HIV-positive military personnel have their condition as a 
direct result of blood transfusions'? 

96.91 Cjdlj 

Robert K. Dornan 
Chairman 
Military Personnel Subcommittee 
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INFOBMADON PAPER 

$![BJECT: Response to Representative Doman Questions Daied 25 March 1996 

DISCUSSION: 

• Que5tion 1: Whal was the total DoD annual spending on HIV/AIDS, including medical care 
and research. from 1986 until the present? 

Answer 1: The exact cost of medical care for HIV I AIDS care can not be determined due to 
the inability to account dircctly for inpatient and outpatient care. However, some aspedS of 
cost cao be estimated. The .cost of DoD' s HIV I AIDS testing and monitoring program is 
approximately $12-$13 million per year. This figure includes: 

-- the mv testing programs for all military applicants. active duty and reserve component 
members. and dependents 

-- databases and repository which support the testing prognum 
-- the virological and immunological (CD4 cell) detenninations of those infected 
-- maintenance of reference labs and overall quality assurance programs 

Approximate lifetime cost estimates of treating a person with HIV in the civilian sector have 
been estimated to be $100,000 to $150,000 with a ten year life exped.ancy. 

Over 3.5 million military applicants have been screened and over 3~860 infected applicants 
have been excluded from military service at a little under $3.00 per test per person (at a cost 
of $11,580 transferring into an estimated cost avoidance of $482,500.000). 

The annual DoD research costs from FY 86 to the present are: 

FY 86 .· ... n<: 88 89 90 . 91·· 92 93 94 9S 

Research Cost $34 $18 $10 $27 $33 $44 $42 sso $4.1 S40 
Cin Millions) 
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• Question 2: Whal is the total number of DoD personnel who tested positive each year, as 
well as the total number who were on active duty at the end of each year from 1986 to lhe 
present? 

Answer 2: 

.... ... ..... ·. NewlyDia " mv Positive ::~:,:yi · ,,. · mv Members at End otcr :. ·•· 
CY····· .... AnnJ .. :.'/ Navy/USMC AlrForce ' . ~... Al'lllf : .. Na"J'/USMC .. · Air Force · 

86 1040 1271/155 218 864 1271• 282 
87 407 626'58 37.5 887 101s• S37 
88 189 453/64 131 .!598 109.5• 520 
89 172 249/43 104 .548 94g• 468 
90 145 249/49 65 .520 831• 401 
91 13.5 186137 57 511 s22• 358 
92 12S 183129 51 440 78S• 313 
93 91 161141 39 408 1s1• 2Sl 
94 6S 118'28 31 372 634182 187 
95 63 83/16 17 314 507/62 99 

• USMC numben are not available from 1986-1993. 

• QuesUon 3: By Service, what is the total number of permanent non-deployables compared to 
the number of lilV positive persOMel from 1986 to the present? 

Answer3: 

"'. ··PERMANENT NON-DEPLOY ABL~•• , .·. ····. lilV POSITIVE MEMBERS 

CY ··.>·Army·.· NaYJ/USMC Air Force •·· · · ... ·.' Army. Navy/USMC AlrFon:e . 

86 Unk• 1657 .. 2737 864 1271 .. 
87 Unk• 1292•• 3400 887 1015 .. 
88 Unk• 1459 .. 3600 598 1095° 
89 un1c• 1283 .. 3340 548 948 .. 
90 Unk• 1161•• 3250 520 831•• 
91 Unk• 1196•• 2850 Sil 822 .. 
92 Unk• 1126 .. 2287 440 785•• 
93 Unk* 1034** 1779 408 751° 
94 Unk• 864•• 1888 372 634182 
95 3997 694/131 2134 314 507162 
• Unk = Unknown Data. The Army did not begin compiling dat.a on non-deployable 
members Army wide until 1995. 
•• USMC numbers are not available. 
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• Question 4: Regarding venereal diseases, especially syphilis, how do these diseases affect 
deployability and retenb.on7 

Answer 4: Sexually transmitted dis~ are treated as a temporary. curable medical 
condition and, as such. arc not disqualifying from deployability or retention. If a member has 
symptomatic neurosyphilis or complications of the disease to a degree that the member is 
incapable of performing military duty, the member will be referred to the disability 
evaluation system (DES). 

• Question 5: How many Service personnel deployed or stationed overseas have been 
returned to the United Stares as a result of becoming lUV positive (1992. 1993. 1994, and 
1995)'? 

Answers: 

93 2 Unk 4 
94 7 Unk 4 
95 8 12 4 

• This data reflects only the number of service members currently on active duty who were 
reassigned from overseas assignments upon being diagnosed mv positive. Dar.a is not 
available for members who have left the service and who may have been reassigned from 
overseas upon being diagnosed HIV positive. 
•• The Navy retains infonnation only on HIV positive personnel currently on active duty. 
Of the 507 lllV positive on active duty at the end of CY9S, 12 were re-assigned from 
overseas duty assignments al the time of diagnosis (an additional 2S l were re-assigned from 
shipboard assignments thal require overseas deployments). 

• Question 6: What specific infonnation from the Servi~ regarding mv is reported to the 
Center for Disease Control (CDC)7 

Answer 6: The only data DoD repon.s directly to the CDC are periodic reports concerning 
the results of lilV screening of potential military recruits. The Services do not report any 
information directly to the CDC. It is DoD policy for military medical treatment facilities to 
report HIV I AIDS statistics to local and state health agencies in accordance wilh local and 
state laws and regulations. While all states are required to report AIDS statistics to the CDC, 
only 26 statel routinely report HIV seroconversion statistics and associated demographic 
data. This data does not ordinarily contain infonnation on suspected mode of transmission. 

95. 91 <'ldtJ IQ<'l18WO 



• Question 7: Is the mode of HIV transmission maintained in personal medical files or any 
other files? If not, where is such information maintained? What is the cwrcnt breakdown of 
modes of HIV transmission within the HIV positive population of the military? 

Answer 7: TilC 11mode of transmission" can only be presumed. and not validaicd. from self­
reported questionnaire data. Each Service w collected. stored and processed HIV risk factor 
data in the following manner. 

As HIV-positive soldiers are identified, the preventive medicine service is responsible for 
conducting a public health interview for purposes of contact tracing and reporting in 
accordance with local and state regulations. At this interview, risk factors for HIV 
transmission are discussed. All information from this interview is maintained in secure files 
separate from the medical record al each Army post. No attempt has ever been made to 

assemble or analyze this information. 

Because of the highly sensitive nature of some of the behavioral risk facrors for HIV 
infection, the validity and usefulness of risk: factor data collected from military patients by 
military physicians has always been limited. From 1986 through January 1995, Anny 
physicians interviewing newly identified HIV positive patients completed a clinical 
evaluation form (CEF) that included questions on risk fa.c:lors. 1bese fonns were forwarded 
to the US Anny HIV Data Systems (USAIIDS) office, originally housed at the Walter Reed 
Army Inslitute of Research. This limited access dar.a base is now pan of the Army Medical 
Surveillance Activity of the Center for Health Promotion and Preventive Medicine. Because 
of the poor response rate and concern about the lack of validity of these data. a new clinical 
evaluation form with no risk factor questions has been used for submission of data to 
USAHDS since January 1995. There is now no routine centrallicd collection of risk factor 
data by the Anny. 

Separate from the above epidemiological interviews. most Army HIV risk research has 
been conducted in collaboration with the Henry M. Jackson Foundation for the Advancement 
of Military Medicine (HMJFAMM). lilV risk factor transmission data gathered for these 
research protocols were collected, stored and processed according to clinical investigation 
review board approved study protocols. In addition. the Walter Reed Anny Institute of 
Research independently conducted two research studies. Complete results of both studies 
have been published in the medical literalure. 

• Study 1: Risk factors for prevalent human immunodeficiency virus (lUV) infection 
in active duty Army men who initially report no identified risk: a case control study. 
Journal of Acquired Immune Deficiency Syndromes. Volume 3, pages 266-71. 1990. 
For this srudy 26 HIV-positive soldiers with no previously identified risk f acton and 
74 HIV-negative (control) soldiers volunteered to participate in anonymous and 
confidential interviews. 
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• Study 2: IDV-1 seroconver.iion and risk behaviors among young men in the US 
Army. American Iouma1 of Public H~th. Volume 85, Number 11. pages 1500-06, 
November 199!5. For this study, 128 HIV-positive men and 128 controls volunteered 
to participa!C in anonymous and confidential interviews to determine behavioral risk 
factors for infection with HIV. 

These studies and those conducted in collaboration with HMJF AMM comprise all known 
Army sources of research data concerning behavioral risk of HIV infection. 

Risk factor information is gathered from individuals during a confidential epidemiologic 
interview as part of the intake evaluation for those who have evidence of mv 
scroconver.iion. Stored sepamle from the medical reconb, infonnation is forwarded to the 
appropriate public health agency for contact tracing. The process to forward all but risk 
behavior data is through the Adult mv I AIDS Confidential Case Report form. This form is 
used to report HIV seropositive cases to state he.alth departments in accordance with stale 
law. Risk factors are neither recorded on the Confidential Case Report nor reported because 
military.restrictions against risk relevant behavior make this information unreliable. 

Between 1988 and 1991, an app~oved active research protocol included questions about risk 
infonnation. An unpublished document written in 1988, and discovered April 3, 1996, aI the 
Naval Health Research Center San Diego, indicates thar NHRC staff asked 2500 Navy and 
Marine Corps personnel to complete an anonymous personal history questionnaire during 
their initial HIV evaluations. Only 200 of the 2500 patients completed the questionnaire. 
Due to the poor response rate, the aggregated data was not considered representative of me 
population and was not published and the anonymous questionnaire project was 
discontinued. The Navy Medical Department has no plans to conduct further srudics related 
to risk factor.i and does not maintain a central data base with risk factor information. 

Air Force 

The U.S. Air Force Public Health epidemiology nurse (civilian GS--09) asks each HIV­
infected person on their initial evaluation to complete CDC Fann 50.42A. This COC form 
contains the name of the individual being interviewed and thus is not anonymous. Because 
the fonn is not anonymous, its accuracy is doubtful. 11Lis form is filed in the epidemiology 
nurse's office until the individual develops CDC-defined AIDS or dies. At this time, this 
fonn is sent to the appropriate state or local health agency who in tum foxwards it to the 
CDC. A copy is retained by the epidemiology nurse in her file. 

At the inception of the USAF HIV Program at Wilford Hall Medical C.cnter (WHMC) in 
1985, the direction and management of the program was placed under the Department of 
Infectious Diseases. At this time, a questionnaire was developed by the Departmast of 
Infectious Diseases which included questions regarding HIV risk factor data. From 1985 to 
1988, this infonnation was obtained from each HIV positive individual who Wa:ii referred to 
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WHMC for evaluation. This form was not anonymous and the interview was conducred by 
the lnfe.ctious Diseases fellows who completed the form in the prr.sence of the individual. 
Thus, the accuracy of these forms was questionable. 1besc forms were initially retlincd with 
copies of the periodic HIV evaluations and filed in the departmenL In 1988, these forms 
were discontinued and they were all destroyed. 

In October 1989, the Hemy M. Jackson Fowidation {HMJF) established a research unit at 
WHMC to assist with the Tri-Service lllV Research Program. Major George Brown 
(separated) and his colleagues in the Department of Psychiatry developed a psychianic and 
neuropsychiatric protocol to evaluate the natural history of psychiatric illness in HIV infected 
persons for the Behavioral Science Program. Tbis protocol was assigned a study number. 
RV-26. Participation in this study was voluntary and included active duty, retired and 
dependents. Part of the dar.a collected included an anonymous qua-tionnaire containing 
questions regarding sexual practices and other facron including intravenous drug use. This 
study was active from approximately 1990-1992. All of these study records are retained in 
storage in San Antonio by the HMJF. 

In 1990, the HMJF Behavioral Science program developed a second anonymous, 
voluntary sexual questionnaire. lltls questionnaire was developed to identify HIV 
uansmission risk factors. Since 1990, this anonymous fonn has been voluntarily completed 
by approximately 90% of individuals who have been referred to HMJF for their initial 
evaluation. (This fonn is completed on their initial evaluation only.) To date. 213 
individuals (active duty. dependent, retired) have complere.d the form. In this group, 191 of 
the volunreers have been active duty males. Upon the completion of the form. the contents 
are entered into the HMJF database and the original form is destroyed. 

The Public Health epidemiology nurse at WHMC requests !that each lilV infected person. 
referred for an initial evaluation, complete an anonymous contact tracing fonn. 'The 
epidemiology nurse reviews the contact tracing fonn and notifies the appropriale public 
health officials. For contacts who arc active duty Air Force, she notifies the Public Health 
officials at their local base. For contacts who are civilian. she notifies the County Health 
Department and for contacts who are active duty in other servi~. she notifies the HIV 
Coordinator for the US Anny or the US Navy in Washington. OC. Following the completion 
of these notifications, these forms are destroyed. 

Thus, the only fonn which makes any connection betwe.en t.he individual's name and 
their lilV risk factor data is the CDC Fonn 50.42A. 

There have been only two published referen~ by Air Force personnel regarding HIV 
risk factor dar.a.. The first was an abstract presented by Captain Robert Zajac (separated) al 

the 1986 Air Force Regional Meeting of the American College of Physicians in San Antonio. 
TX. The data source for the HIV risk factor data presenred in this abstract was obtained from 
the questionnaire developed by the Department of Infectious Disease referred to above. 
Because this dara was collected through a face-to-face interview. its accuracy is questionable. 
In this abstract, Captain Zajac states that 16 individuals admitted to homo/bisexual aa.ivicy 
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and two individuals admitted to drug use. However, as noted above, these fonns were all 
destroyed in 1988. The second publication was a manuscript published by LtCol Janice 
Rusnak in the louma1 of Infectious Disease. In the last two paragraphs of the rcsulrs 
sections. she described some HIV risk behavior data obtained from a HMJF research study. 
This dala was obtained from the RV-26 behavioral science protocol that is referenced above. 
As star.cd, all of the data for this study is maintained in storage by the HMJF in San Antonio, 
TX. To our knowledge, these are rhe only published materials which refer to lDV risk factor 
data by Air Force personnel. 

• Question 8: WhcB. for each of the .services, are the penonal medical records kept for HIV 
positive personnel? 

Answer 8: Personal medical records for HIV positive members are mainf.a.ined at the local 
hospital or clinic of the duty stab.on to which they are assigned. 

• Question 9: How often arc military personnel tesred or checked for HIV? 

Answer9: 

DoD: HIV testing is conducted on prospective applicants prior to entrance into the 
Servic.e. during periodic physical examinations or during Permanent Change of Station 
transfers. Those who test positive at accession points are not accepted for entry. Specific 
service requirements for HIV screening are as follows: 

Army: All members will be tested at a minimum of biennially. All membe~ are 
tested prior to overseM Permanent Change of Station Transfers. 

Navy/USMC: Active duty members in overseM and deployable units and all active 
duty health care provide.rs are tested on an annual basis. All others will be tested during 
periodic physical examinations or ar least every five years. All members will be tested prior 
to Permanent Change of Station Transfen. 

Air Force: Medical penonnel are tested annually. Individuals who are on flying 
status are tested during periodic physical examinations every three years. All others are 
tested during their periodic physical examination at least every five years. All members are 
tested prior to overseu Permanent Change of Station Transfers. 
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• Question 10: How many family members of HIV positive military personnel are also HIV 
positive? 

Answer 10: This data is· incomplete and very limited because an unknown percentage of 
spo~ and other family members choose not to have HIV testing performed or do not report 
the rcsulis of the testing to DoD. Listed below are the numbers of known HIV positive 
family members of HIV positive members. 

• Question 11: Do all of the infected dependents live with their military spouses? If not, how 
many live apaJt? 

Answer 11: This dala is incomplete and very limited. For those family members whose IIlV 
status is known, not all of the mv positive family members live with their military sponsors. 
In the Navy for example 6 HIV positive members are living apait from HIV positive family 
members. In the Air Force, all S known HIV positive family members live with the HIV 
positive sponsor. This infonnation is not available from the Army. 

• Question 12: Of the current HlV positive personnel, how many are HIV II? How many 
havelDVE? 

Answer 12: There arc no known HIV-II positive members in any of the services. HIV-Eis a 
subtype of HIV-1 not nonnally differentiated from HIV-1 in serotyping done by the services. 
However, the Navy does report 3 members have been identified as IDV-1 clade E positive. 

• Question 13: How many cases of Hepatitis B are there currently in the military? What is the 
status of personnel with Hepatitis B in terms of deployability/retention? 

Answer 13: The best available numbers of Hepatitis B cases are listed below. There are no 
restrictions on deployability and retention of these personnel. 

Arm 

• - Data is from 1995 Hospital Admissions Dara. 
•• • Data is from 1994 Oast year available). 

Na /USMC· Air Force 

••• - Includes members diagnosed with acute hepatitis Band newly identified carriers of 
hepatitis B (1995 Annual USAF Sexually Transmitted Disease Report) 
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• Question 14: How many current HIV positive military personnel have their ~ondition as a 
direct result of blood transfusions? 

· ... ·:··.· 

Answer 14: We are unable to ascertain with any degree of c.ertainty exactly how any HIV 
posi1ive member acquired the disease. 1ltc following details the number of cases of HIV 
positive members currently on active duty where blood transfusions were listed as one of the 
potential risk factors following diagnosis: 

Blood Transfusion 
As a Risk Factor 

.. · Arm 
Unk 

Na /USMC Alrfcne . 
s 0 
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v 

Is the mode of HIV transmission maintained in personal medical files or any other 
tiles? If not, where ls such information maintained? What is the current 
breakdown of modes of HIV transmission within the HIV positive population of the 
military? 
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THE ASSISTANT SECRETARY OF DEFENSE 

WASHINGTON, D. C. 20301-1200 

P41:ALTH AFFAIRS 

Honorable Robert K. Dornan 
Chairman, Subconunittee on Military Personnel 
National Security Committee 
House of Representatives 
Washington, D.C. 20515 

Dear Mr. Chairman: 

In response to your follow-up questions, I directed the three Surgeons General to 
conduct a thorough search back through each of their systems regarding any information 
that would bear upon the "risk assessment" HIV issue. Enclosed is the material that 
emerged from that review, divided into three categories: 

1. Service-by-service description of the collection, storage, and use of risk 
assessment data. 

2. Descriptions and lists of presentations, etc. from the Henry M. Jackson 
Foundation for the Advancement of Military Medicine· s "Behavioral Prevention 
Program." This program is funded by the Army, but the data and research materials are 
under the purview of the Henry M. Jackson Foundation; further inquires should be 
directed to them. 

3. Publications that we are aware of that draw upon military risk assessment data. 

I must re-emphasize what virtually all researchers who have dealt with this data 
have previously stated: The process of a.i;king (anonymously or not) risk assessment 
questions in the military context yields results with a high probability of unreliability. 
Further, the samples of patients from whom such data has been collected are not 
adequately representative of the HIV-infected military population as a whole, nor do they 
reliably reflect trends over time. 

I realize that this material does not offer the kind of clear-cut answers you arc 
seeking, but that is the inherent limitation of the data. 

Sincerely, 

~~ 
Stephen C. Joseph, . ., M.P.H. 
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Is the mode of HIV transmission maintained in personal medical files or any other 
files? If not, where Is such information maintained? What i.s the current 
breakdown of modes of mv transmission within the mv positive population of the 
military? 

The "mode of transmission" can only be presumed, and not validated, from self­
reported questionnaire data. Each Service has collected, stored and processed HIV risk 
factor data in the following manner. 

Army 

As HIV-positive soldiers arc identified, the preventive medicine service is 
responsible for conducting a public health interview for purposes of contact tracing and 
reporting in accordance with local and state regulations. At this interview, risk factors for 
I-ITV transmission are discussed. All infonnation from this interview is maintained in 
secure files separate from the medical record at each Army post. No attempt has ever 
been made to assemble or analyze this information. 

Because of the highly sensitive nature of some of the behavioral risk factors for 
HIV infection, the validity and usefulness of risk factor data collected from military 
patients by military physicians has always been limited. From 1986 through January 1995, 
Anny physicians interviewing newly identified HIV positive patienrs completed a clinical 
evaluation form (CEF) that included questions on risk factors. These fonns were 
forwarded to the US Army HN Da.Ea Systems (USAHDS) office, originally housed at the 
Walter Reed Army Institute of Research. This limited access dara base is now pan of the 
Anny ·Medical Surveillance Activity of the Center for Health Promotion and Preventive 
Medicine. Because of the poor response rate and concern about the lack of validity of 
these data, a new clinical evaluation form with no risk factor questions has been used for 
submission of data to USAHDS since January 1995. There is now no routine centralized 
collection of risk factor data by the Anny. 

Separate from the above epidemiological interviews, most Army HIV risk research 
has been conducted in collaboration with the Henry M. Jackson Foundation for the 
Advancement of Military Medicine (HMJFAMM). IIlV risk factor transmission data 
gathered for these research protocols were collected, stored and processed according to 
clinical investigation review board approved study protocols. [n addition, the Walter Reed 
Army Institute of Research independently conducted two research studies. Complete 
results of both studies have be.en published in the medical literature. 

• Study 1: Risk factors for prevalent human immunodeficiency virus (HN) 
infection in active duty Army men who initially report no identified risk: a ca...;e 
conlrol study. Jwmal of Acquired Immune Deficiency Syndromes, Volume 3, 
pages 266-71, 1990. For this study 26 HIV-positive soldiers with no 
previously identified risk factors and 74 HIV-negative (control) soldiers 
volunteered to participate in anonymous and confidential interviews. 
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• Study 2: HIV- l seroconversion and risk behaviors among young men in the 
US Army. American Journal of Public Health, Volume 85, Number 11, pages 
1500-06, November 1995. For this study, 128 HIV-positive men and 128 
controls volunteered to participate in anonymous and confidential interviews to 
determine behavioral risk factors for infection wilh HIV. 

These studies and those conducted in collaboration with HMJFAMM comprise all known 
Army sources of research data concerning behavioral risk of HIV infection. 

Navy 

Risk factor information is gathered from individuals during a confidential 
epidemiologic interview as part of the inrakc evaluation for those who have evidence of 
HIV seroconversion. Stored separate from the medical records, information is forwarded 
to the appropriate public health agency for contact tracing. The process to forward all but 
risk behavior data is through the Adult HIV/AIDS Confidential Case Report form. This 
form is used to report H;IV seropositive cases to state health departments in accordance 
with state law. Risk factors are neither recorded on the Confidential Case Report nor 
reported because military restrictions against risk relevant behavior make this information 
unreliable. 

Between 1988 and 1991, an approved active research protocol included questions 
about risk information. An unpublished document written in 1988, and discovered April 
3, 1996, at the Naval Health Research Center San Diego, indicates that NHRC staff asked 
.2500 Navy and Marine Corps personnel to complete an anonymous pe~on:al history 
questionnaire during their initial HIV evaluations. Only 200 of the 2500 patients 
completed the questionnaire. Due to the poor response rate, the aggregated data was not 
considered representative of the population and was. not published and the anonymous 
questionnaire project was discontinued. The Navy Medical Department has no plans to 
conduct further studies related to risk factors and does not maintain a central data base 
with risk factor information. 

Air Force 

The Public Health epidemiology nurse (civilian GS-09) asks each HIV-infected 
person on their initial evaluation to complete CDC Form 50.42A. This CDC form 
contains the name of the individual being interviewed and thus is not anonymous. Because 
the form is not anonymous, its accuracy is doubtful. This form is filed in the Public Health 
epidemiology nurse's office until the individual develops CDC-defined AIDS or dies. At 
this time, this form is forwarded to CDC and a copy is retained by the epidemiology nurse 
in her file. 

At the inception of the USAF HIV Program at Wilford Hall Medical Center 
(WHMC) in 1985, the direction and management of lhc program was placed under the 
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Department of Infectious Diseases. At this time, a questionnaire was developed by the 
Department of Infectious Diseases which included questions regarding IIlV risk factor 
dara. From 1985 to 1988, this information was obtained from each HIV positive 
individual who was referred to WHMC for evaluation. This form was not anonymous and 
the interview was conducted by rhe Infectious Diseases fellows who completed rhe form in 
the presence of the individual. Thus, the accuracy of these forms was questionable. These 
forms were initially retained with copies of the periodic HIV evaluations and filed in the 
department. In 1988, these fonns were discontinued and they were all destroyed. 

In October 1989. the Henry M. Ja,ckson Foundation (HMJF) established a research 
unit at WHMC to assist with the Tri-Service HIV Re.search Program. Major George 
Brown (separated) and his colleagues in the Department of Psychiatry developed a 
psychiatric and neuropsychiatric protocol to evaluate the natural history of psychiatric 
illness in HIV infected persons for the Behavioral Science Program. This prorocol was 
assigned a study number, RV-26. Participation in this study was voluntary and included 
active duty, retired and dependents. Part of the data collected included an anonymous 
questionnaire containing questions regarding sexual practices and other factors including 
intravenous drug use. This study was active from approximately 1990-1992. All of these 
study records are retained in storage in San Antonio by the HMW. 

In 1990, the HMJF Behavioral Science program developed a second anonymous, 
voluntary sexual questionnaire. This questionnaire was developed to identify HIV 
transmission risk factors. Since 1990, this anonymous form has been voluntarily 
completed by approximately 90% of individuals who have been referred to HMJF for their 
initial evaluation. (This form is completed on their initial evaluation only.) To date, 213 
ind.ividuals (active duty, dependent, retired) have completed the fot:m. In this group, 19 l 
of the volunteers have been active duty males. Upon the completion of the form, the 
conrents are entered into the HMJF database and the original form is destroyed. 

The Public Health epidemiology nurse at WHMC requests that each HIV infected 
person, referred for an initial evaluation, complete an anonymous contact tracing fonn. 
The epidemiology nurse reviews the comact tracing form and notifies the appropriate 
public health officials. For contacts who are active duty Air Force, she notifies the Public 
Health officials at their local base. For contacls who are civilian, she notifies the County 
Health Department and for contacts who are active duty in other services, she notifies the 
HN Coordinator for the US Anny or the US Navy in Washington, DC. Following the 
completion of these notifications. these fonns are destroyed. 

Thus, the only form which makes any connection between the individual's name 
and their HIV risk factor data is the CDC Form 50.42A. 

There have been only two published references by Air Force personnel regarding 
HIV risk factor data. The first was an abstract presented by Captain Robert Zajac 
(separated) at the 1986 Air Force Regional Meeting of the American College of Physicians 
in San Antonio, TX. The data source for the I-UV risk factor data presented in this 
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absuact was obtained from the questionnaire developed by the Department of Infectious 
Disease referred to above. Because this data was collected through a face-to-face 
interview, its accuracy is questionable. In this abstract, Captain Zajac states that 16 
individuals admitted to homo/bisexual activity and two individuals admitted to drug use. 
However, as noted above, these forms were all destroyed in 1988. The second publication 
was a manuscript published by LtCol Janice Rusnak in the Journal of Infectious Disease. 
In the last two paragraphs of the results sections, she described some HIV risk behavior 
data obtained from a HMJF research study. This data was obtained from the RV-26 
behavioral science protocol that is referenced above. As stated, all of the data for this 
study is maintained in storage by the HMJF in San Antonio, TX. To our knowledge, these 
are the only published materials which refer to HIV risk factor data by Air Force 
personnel. 
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The Behavioral Prevention Program 

Co-Directors: 

Ellen D. Nannis, Ph.D. 

F.D. Daniell, CAPT, MC, USN 

Research Objectives: 

Scientific Director 
Henry M. Jackson Foundation 

Chief, Behavioral Prevention 
Department, WRAIR. 

In support of MMCARR's primary mission, the reduction of mv incidence in 
military populations, the Behavioral Prevention Program: 

1. Develops and evaluates behavioral interventions for the three· 
services to ~~duce the exposure to HIV by individuals at higher risk 
for infection. 

2. Provides support to the Preventive Medicine Departments of the 
three services by evaluating existing operational I-ITV education 
and prevention efforts. 

3. ?upports HIV vaccine and chemothe~py drug tri~Is through 
·r.esearch designed to understand behavio~·.factors~ ·· . · · 

4. Develops and evaluates behavioral interventions to reduce 
transmission by HIV infected military medical beneficiaries. 

Introduction: 

The primary focus of the BPP research program is to develop and evaluate 
behavioral interventions designed to reduce the transmission of HIV in military 
populations. The secondary focus of the program is to support preventive 
vaccine trials and other studies with behavioral data and assessments. This past 
year has been a period of transition from the collection of descriptive behavioral 
data, which formed the foundation for the initial behavioral interventions 
(through the Army Wide AIDS/HIV Survey-AWAS- and the Seropositive 
Behavioral Survey - SBS), to initiation of behavioral intervention protocols and 
development of a field site capability to assess the interventions. 

Approach/Strategy: 

The basic principle underlying this research program is that interventions must 
be developed based on extensive knowledge about'the population for whom the 
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interventions are designed. For this reason, the AWAS and SBS data have been 
invaluable in assisting in designing the initial intetventions. 

In addition, sexual behavior is influenced by biological ractors was well as by 
learned social and cultural patterns. Because of this, changes in sexual behavior 
are difficult to achieve and interventions will be differentially effective. Thus, 
behavioral, sociodemographic factors such as age, race, ethnicity, and gender, 
and neurobehavioral factors such as coping and cognitive style, will influence the 
impact of these preventive interventions. One of the goals of BPP interventions 
is to identify individuals or dusters of individuals, as defined by the above 
factors, who are most amenable to the different interventions being evaluated. 

In order to ensure maximum comparability across BPP studies, we have 
developed a core set of assessment measures for seropositive and seronegative 
samples. Hence questions about risk behavior are asked in identical ways with 
identical measurement units~ Although sampling prOcedures for studies differ, 
thereby limiting exact comparisons, rough comparisons can be made concerning 
behavior and intetvention efficacy across the three services. The core measures 
were developed based on the preliminary analysis of AWAS and SBS data. We 
narrowed the range of questions to the most specific behavioral and associated 
risk factors that had a sound psychometric basis. nus allowed development of a 
more abbreviated assessment measure for further study populations. 

The Behavioral Prevention Program has developed a field capability at four sites, 
for the purpose of evaluating a series of res~~d). protocols .. Th.ese fi.eld sites are 
located at Ft~ Bragg, NC (USA); San Antonio, TX··(USAF.); San Diego, 'CA (USN); 
and in the Washington area. Information gained from the first interventions at 
each site will be analyzed by the Fall of 1995, and a plan to transition potential 
interventions to the services· operational HIV Prevention Programs will be 
enacted. 

Current Status/Accomplishments/Plans: 

Over the past twenty-four months, the Behavioral Prevention Program has 
increased the momentum of its program, moving towards intervention 
development foc:using on populations at highest risk within the military. In 
aQ.dition, the Program has developed a plan to support active field utilization of 
behavioral interventions. 
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• Completed Tri-Service HN Biopsychosocial Study including: 

1. Seropositive Behavior Survey 
2. Psychosocial Questionnaires 
3. Neuropsychological Assessment 

• Completed Army-Wide AIDS/Hrv Study. 

• Assessed Psychological Factors related to Adherence to Vaccine and Drug 
Trials . 

. .122j 

• 

• 

• 

• 

• 

Initiated RV81- Comparison of three behavioral interventions to reduce 
HIV exposure in a SID population. 

Initiated RV76 - Comparison of two formats to deliver HIV education in 
large group forum (Basic Trainees). 

Initiated RV89 - Impact of Uncertainty and Affective Reac.tions of 
Obstetrician Gynecologists in delivering HIV education. 

Completed development of three behavioral interventions to reduce ffiV 
transmis~ion. in HIV+ population ... ·. · . ·. · · · 

Program Successfully Reorganized to a Field Site Structure . 

~uqent Status: 

• 

• 

• 

Data collection ongoing and will be completed for: 

1. 

2. 

3. 
4. 

RV81- Comparison of three behavioral interventions to prevent 
HIV exposure in an STD sample. (30%} 
RV76 - Comparison of two formats to deliver HIV education in a 
large group forum. (lOo/o) 
RV72- Evaluation of an IAVO for seropositive individuals. (< 5%) 
RV82 - Alpha testing of two behavioral interventions to reduce HIV 
transmission in HIV+ individuals. (10%) 

Data collection ongoing and will be completed for Operational 
Evaluations of existing HIV education efforts in each of the three services. 
(30%) 

Completion of RV89 - "Obstetriciw-Gynecologist:s' Affective Reactions to 
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• 

Uncertainty and Discussing HIV I AIDS During Routine Gynecologic 
Care". 

Preparation of manuscripts from research data bases. (15%) 

Phase-out of BPP Program. ( < 5%) 

. •,' 
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EXECUTIVE OFFICE OF THE PRESIDENT 
COUNCIL OF ECONOMIC ADV1SERS 

WASHINGTON, D.C. 20500 

"96 APR 17 AB :59 
April 17, 1996 

MEMORANDUM FOR WHITE HOUSE SENIOR STAFF 

FROM: MARTIN N. BAILY U- \) 1,~~ 
SUBJECT: March Housing Starts, Commerce Department Release, 

Wednesday, 8:30 a.m. 

Total housing starts fell 3.9 percent in March to an annual 
rate of 1.45 million units--in line with market expectations. 
The drop might be an early consequence of the March increase in 
mortgage rates (chart at lower right). Despite the decline, the 
level of starts in March was in the same range as during the 
second half of last year. 

Both single- and multi-family starts fell in March. 

The decline in March was concentrated in the Western part of 
the country--the same section that had seen the largest 
increases in January and February. 

Because starts precede residential spending by several 
months; the pattern of housing starts suggests that 
residential construction will make a solid contribution to 
real GDP growth in the first quarter. 

Building permits--an alternate and somewhat more stable 
indicator of housing activity--was unchanged in March, about the 
same as market expectations. 

HOUSING STARTS AND BUILDING PERMITS MORTGAGE COMMITMENT RATE 
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