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Black America Gets Tested

Proposal for a high-impact national television ad campaign

Written by Mustapha Khan



Overall concept

Black America Gets Tested will be a national television commercial campaign consisting

of eight 30-second PSA’s specifically designed to encourage all African-Americans to be
tested for HIV.

More specifically the spots will be upbeat and inspiring--featuring dozens of African
American celebrities and real people from every walk of life, proudly exclaiming to
camera how they have been tested for HIV and why they think it is important.

Each spot will feature10-15 different celebrities and real people giving us life-affirming
sound bytes of their own creation. For example, one teenager might say “I got tested
because I care about my life and I care about my future” while Maya Angelou might say
because “Our bodies are our temples.”

On the other hand, a Reverend might say *“because I wanted to be an example to my
flock,” while Chris Rock might mimic a joke in his stand-up routine and say “cuz ya
never know!”

In each case, each person will be seen in a real-life setting and will always give us a sense
that they are simply being themselves and being 100% real.

These testimonial soundbytes will then be combined editorially with various images of
positive scenes of life in our communities and set to a popular song, which will be used
as a soundtrack. Finally a brief closing voice-over will underscore each spot’s central

message, and an end title card will give specific information about locating testing sites.

Overall, these spots have the potential to be stunningly powerful, as it can truly give
Black America the sense that EVERY KIND OF PERSON in the community is getting
tested. Moreover, hearing all of these diverse folks speak so proudly and openly about
getting tested will do wonders for “normalizing” the act of getting testing, i.e., making it
literally no big deal.

Finally seeing so many of our beautiful and talented brothers and sisters in these spots
together will empower and inspire the viewing audience with pride, and will underscore
the positive message that we are all part a beautiful, powerful vibrant community, which
we all want to keep healthy.



The Different Spots

The eight different spots will be similar in general style but will vary in accordance with

their respective target audience. The different (and sometimes overlapping) audiences
will be:

1) Teenagers (male and female)

2) Women (straight and gay)

3) Men (mostly straight)

4) Expecting Mothers (also featuring small children)
5) Gay Brothers (mostly young)

6) The Church Community (all ages)

T) Seniors (male, female, straight and gay)

8) Black America as a Whole

Each of these spots will feature a different popular, uplifting song as its soundtrack. For
example, the Women'’s spot might feature Desiree’s anthem “You Gotta Be” while in the
Expecting Mother’s spot we might have Stevie Wonder’s “Isn’t She Lovely.”

Similarly the Church spot (which might play on Sunday mornings) would feature a

gospel tune; the Teenager spot (which would play on music video channels) would have a
hip-hop song.

In addition, the voice-over message at the end of each spot would be specific to each
PSA. For example, the voice-over for the Teen spot might start out, “If you think
teenagers can't catch HIV, think again...” while the voice-over in the Senior spot might
begin, “Just because you're over 50, doesn’t mean you can’t get HIV...”

Finally, eight spots with 10-15 people in each of them obviously will not mean needing to
film 80-120 people. Some people might appear in several different spots.

For example, Kobe Bryant might appear in the Men’s spot, the Teen spot and the Black
America as a Whole spot. Similarly, Maya Angelou might be in the Women’s spot, the
Senior’s spot and the Black America as a Whole spot.



Celebrities and just Plain Folk

Along with the famous, the spots will feature regular African-Americans from every walk
of life, including: urban, rural, rich, poor, professional, blue collar, Southern,
Midwestern, East Coasters, West Coasters, religious, secular, gay, straight, very young

and very old.

Examples of Famous Folks might include:

Denzel Washington
Chris Rock

Will Smith

Queen Latifah
Oprah Winfrey
Colin Powell
Stevie Wonder
Spike Lee

Eddie Murphy
Gladys Knight
Ruby Dee

Bobby Short
Magic Johnson
Usher

Master P

Brandi

Damon Wayans
Kobe Bryant
Maya Angelou
Wynton Marsalis
Kwaasi Mfume
Jessye Norman
Waler Mosley
Jesse Jackson Jr.
Evander Holyfield
Smokey Robinson
Richard Roundtree
Marian Wright Edelman
Tom Joyner

Lynn Whitfield
Tyra Banks

Eric LaSalle
Geoffrey Holder
Bobby McFerrin

Angela Bassett
TLC

Jada Pinkett
Bill Cosby
Michael Jordan
Cornel West
Dionne Warwick
Jesse Jackson
Samuel L. Jackson
Ossie Davis
Eartha Kitt

Ed Bradley
Mya

Quincy Jones
Busta Rhymes
Shaq

Barry White
Tiger Woods
Julian Bond
Chuck D
Maxine Waters
Skip Gates
Toni Morrison
Ken Griffey Jr.
Vernon Jordan
Gordon Parks
Wesley Snipes
Tony Brown
Heavy D

Halle Berry
John Singleton
Venus Williams
Serena Williams
Alice Walker
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An analysis of trends in the AIDS epidemic from 1981-98
shows an estimated cumulative total of 1.2 million persons
with HIV infection, of whom about 900,000 have been
diagnosed with HIV.

More than 688,000 AIDS cases have been reported, and about
410,800 persons have died from HIV/AIDS. The number of
annual HIV infections appears to have peaked in the late
1980's and early 1990's at about 100,000 to 150,000 new
infections per year and to have stabilized at about 40,000
new HIV infections annually since 1991.

As of the end of 1998, approximately 60 percent of the
persons reported to have AIDS had died. However, since the
new antiretroviral therapies became available, there have
been significant declines in mortality and in AIDS diagnoses
-- a drop of nearly 68% between 1995 and 1997.

Since 1992, African American populations have continued to
represent a disproportionate number of ATDS cases.

In 1998, White Americans, who comprise 73 percent of the
total U.S. population, represented 34 percent of the new
reported AIDS cases.

African Americans represented 12 percent of the population
and 45 percent of the new AIDS cases.

African Americans represent a significantly higher
proportion of drug use-related AIDS cases than whites.
Through 1998, 35% of the 285,549 AIDS cases reported among
African American and Hispanic males were IDU-associated,
compared to 9% of the 278,151 AIDS cases reported among
whites. More than half the IDU-associated AIDS cases are
among African Americans.

From 1992 to 1996, the number of white pediatric AIDS cases
declined by 50 percent, compared to 42 percent decrease in
African American populations.

Women of all racial/ethnic groups are most likely to be
infected with HIV through heterosexual contact. The number
of women infected through heterosexual contact continues to
rise, increasing 243% from 1993 to 1998. In 1998, 7% of the
36,886 AIDS cases reported among adult and adolescent men
were attributed to heterosexual contact, compared to 38
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percent of the 10,998 reported AIDS cases among females over
13. Of the new AIDS cases reported in 1982, 5 percent were
women, increasing to 11 percent in 1990 and to 23 percent in
19598. Among African Americans, 31 percent of reported cases
in 1998 were women.

Increases in HIV/AIDS Spending

Over the last six years, discretionary spending for AIDS
research, prevention, and treatment has increased
dramatically.

Altogether, discretionary AIDS-related spending by HHS in
the President's FY 2000 budget will total $4.3 billion, up
from $2.1 billion in FY 1993.

In addition, at least $3.9 billion is expected to be
expended in FY 2000 for AIDS care under Medicare and
Medicaid, up from $1.6 billion in FY 1993. It is estimated
that more than 50 percent of Americans living with AIDS rely
on Medicaid for their health care coverage.

In 1998, the President declared HIV/AIDS to be a severe and
ongoing health crisis in racial and ethnic minority
communities and announced a comprehensive new initiative
that invests an additional $156 million in highly targeted
funds to improve the nation's effectiveness in preventing
and treating HIV/AIDS in the African-American, Hispanic, and
other minority communities. $249 million has been approved
in the FY 2000 budget.
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May 4, 2000

CDC ANNOUNCES $9 MILLION PROGRAM TO
ENHANCE HIV PREVENTION IN COMMUNITIES OF COLOR

The Centers for Disease Control and Prevention (CDC) today announced a $9
million program that will fund 12 national, regional, and local organizations to
enhance HIV prevention activities in communities of color, including African-
American, Latino, Native American, and Asian and Pacific Islander communities.
The awards are part of the more than $400 million CDC provides each year to
help local communities implement effective HIV prevention programs.

The organizations funded under this grant program — officially called “Capacity-
Building Assistance Targeting Racial/Ethnic Minority Populations” — will use their
grants to help smaller local groups build the skills and infrastructure they need to
implement HIV prevention programs. The grants range in size from $200,000 to
nearly $2 million.

Activities will include training in the use of HIV prevention science to inform and
strengthen local prevention programs, community mobilization strategies, policy
development, grant-writing, fiscal management, and human resources support.

These awards reflect CDC's ongoing commitment to enhancing HIV prevention in
communities of color, primarily by building capacity within the communities
themselves.

The organizations receiving funds have extensive experience in coordinating
major health-related initiatives, and in effectively addressing the cultural
challenges and unique needs of communities of color. Funded groups include
organizations serving African Americans, Latinos, Native Americans, and Asian
and Pacific Islanders. (A full list of organizations and descriptions is aftached.)

Applications were objectively judged for quality by a diverse, highly-qualified
group of reviewers from federal agencies and community organizations. The
review committee was comprised of representatives from African-American,
Latino, Native American, and Asian and Pacific Islander communities. Members
of gay, lesbian and bisexual communities, as well as individuals living with HIV
infection, also served as reviewers.

The grants announced today complete a $14.5 million, nationwide HIV capacity-
building program. The CDC program is comprised of a wide range of local,



regional, and national minority organizations poised to offer training, technical
assistance and support to the hundreds of CDC-funded community-based
organizations working to prevent HIV among African-American, Latino, Asian and
Pacific Islander, and Native American communities at risk.

The nationwide program is designed to build capacity in communities currently
hardest hit by the epidemic and to prevent HIV from emerging in other
communities at risk. Resources are strategically focused where the HIV and
AIDS epidemic is most severe:

e African Americans will receive 52% of funding under this grant, and will
also benefit from additional capacity-building assistance secured by the
Congressional Black Caucus. This includes efforts to expand faith-based
HIV prevention programs and prevention services for gay and bisexual
men. When all of these funds are taken into account, African Americans’
share of total capacity-building funding is 63%, nearly the same as their
share of minority AIDS cases (66%).

o Latinos will benefit from 32% of funds awarded under this grant, and
currently represent 32% of minority AIDS cases. Latinos will also benefit
from capacity-building grants designed specifically to reach gay men of
color.

e. Asian and Pacific Islanders and Native Americans will each receive
approximately 8% of funding. While these groups each represent only
1% of the AIDS epidemic, there is an urgent need to prevent the
emergence of a more severe epidemic, given evidence of risky sex- and
drug-related behaviors in many communities and tribes.

CDC has dramatically increased its overall support to communities of color over
the last decade. Targeted HIV prevention funding to African Americans has
increased more than 12-fold since 1988 — from $11 million to $137 million in
1999. Likewise, CDC support for HIV prevention programs targeting Latinos has
jumped by more than 500% since 1988 — from approximately $9 million to more
than $58 million today.
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Capacity-Building Assistance Targeting Racial/Ethnic Minority Populations
AWARD RECIPIENTS

The 17 awards described below have been granted to 12 experienced
organizations to help improve the ability of smaller, community-based
organizations to effectively deliver HIV prevention programs to communities
of color.

Awards are granted in four key areas:

Organizational Development

These organizations will be funded to help local organizations improve their
management systems and ability to deliver HIV prevention services over the long
term. The grantees listed below will provide assistance in streamlining internal
systems for efficiency, including staffing, fundraising, information management,
training, and quality control.

« National Minority AIDS Council (NMAC) builds the leadership ability of
communities of color to effectively address HIV/AIDS. NMAC promotes public
health and HIV/AIDS policies, organizes the annual U.S. Conference on
AIDS, and provides extensive training and education to AIDS organizations
serving communities of color. Under this grant, NMAC will establish Project
Excel, a national initiative to enhance the skills of leaders within minority-led
community organizations.

e Puerto Rican Organization for Community Education and Economic
Development (PROCEED) provides health and social services to
disadvantaged Puerto Ricans and members of other minority populations.
PROCEED will provide assistance to help improve, develop and sustain
organizations that provide HIV prevention services.

NMAC and PROCEED will work collaboratively to strengthen community-based
organizations across the country.

HIV Prevention Program Development

These organizations will use CDC funds to help community-based groups use
the most recent scientific research and cultural data to tailor HIV prevention
interventions to specific populations:



Asian & Pacific Islander American Health Forum, a national advocacy
organization that promotes health policy and research for Asian American and
Pacific Islander communities through a network of organizations around the
country, will work with five partner agencies to provide ongoing assistance in
program development for local organizations across the country.

Jackson State University, located in Mississippi, is one of the nation's
Historically Black Colleges and Universities (HBCU). Jackson State currently
reaches African-American communities through its National Alumni AIDS
Prevention Project and will partner with four other organizations with
extensive expertise in capacity building to create a Prevention Intervention
Center in each region of the country.

National Native American AIDS Prevention Center (NNAAPC) addresses HIV
prevention and AIDS care among Native Americans. NNAAPC sponsors the
annual Native American Institute at the U.S. Conference on AIDS, which
assists Native communities in developing, running, and evaluating HIV
prevention programs. NNAAPC will work with regional organizations to
develop and improve HIV prevention programs in local communities.

National Latino/a Lesbian, Gay, Bisexual and Transgender Organization
(LLEGO), a national network that mobilizes local Latino communities, will
develop a four-region project to address the cultural, gender, orientation,
environmental, social and multi-lingual intervention needs of local
organizations serving Latinos.

Building Community Support

The following organizations will receive funds to assist local organizations in
strengthening community support for HIV prevention programs through outreach
to community leaders and partnerships between community organizations.

e Asian & Pacific Islander American Health Forum will, under this initiative, train

groups targeting Asian and Pacific Islander women and youth to better
network and promote leadership on HIV/AIDS issues in their community.

e Center for Community Health Education and Research, a social and health
organization for Haitians, will work with Haitian agencies to mobilize leaders
in their communities, including church leaders, community members, and
professionals to address HIV/AIDS and the accompanying social, political,
and cultural barriers.

e Center for Health Policy Development will work with local organizations and
criminal justice systems to build support for HIV prevention targeted to Latino
women at risk of contracting HIV from male partners with a history of
incarceration.



e Inter Tribal Council of Arizona, Inc., educates American Indian tribes to foster
community development and to promote public policies that strengthen Indian
self-reliance. The Council will create a task force in three states -- Arizona,
Utah, and Nevada -- to develop an agenda for HIV prevention among
American Indians in those states.

e Metropolitan Interdenominational Church, a Nashville ministry that addresses
HIV/AIDS issues in the African-American community, will establish a clergy-
led capacity-building and technical assistance model that can be duplicated
across the country. Their Technical Assistance and Training Network will
target more than 40 African-American churches that represent more than 100
congregations.

e Smart Thinkers for Effective Action (Shisa, Inc.) will identify prominent
African-American opinion leaders in communities throughout the South, to
strengthen HIV prevention in their own communities.

e U.S.-Mexico Border Health Association will help local community-based
organizations mobilize their communities to expand HIV prevention efforts for
Latinos born outside the U.S. and less accuiturated Latinos living in the U.S.

Participation in Local HIV Prevention Planning

These organizations will use CDC funds to train local minority organizations to
more actively participate and influence the “community planning” process, which
has been the most significant mechanism for directing CDC HIV prevention
resources to communities of color. All organizations are described in the sections
above.

e Asian & Pacific Islander American Health Forum
e National Minority AIDS Council
e U.S.-Mexico Border Health Association

e National Native American AIDS Prevention Center

HitH
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DEPARTMENT OF HEALTH & HUMAN SERVICES Public Health Service

Centers for Disease Control
and Prevention (CDC)
Atlanta, GA 30333

January 14, 2000

Dear Colleague:

I would like to call your attention to an article, “HIV/AIDS Among Men of Color who have Sex
with Men-United States, January 1989-December 1998," published today in the Centers for
Disease Contro! and Prevention’s (CDC) Morbidity and Mortality Weekly Report (MIMWE).
This article analyzes recent trends in AIDS incidence among men of color whe have sex with
men (MSM). Although white men continue to make up 48% of AIDS cases among MSM; the
data indicate that men of color now account for a greater proportion than ever before (from 31%
10 52%). Researchers believe possible factors contributing to these increases may include
homophobia, high rates of poverty, unemployment, and lack of access to prevention and health
care.

CDC is implementing a series of activities designed to get more in-depth media coverage of this
important article and to stimulate constructive dialogue in communities of color. We encourage
you to address this important HIV prevention priority with your own celleagues and consttuents.
I’ve attached a fact sheet and press release that should give you adequate background. In
addition, 1've attached a draft op-ed by Dr. Gayle that we hope to place in a national publication.

Feel free to use it in community or organization newsletters, as appropriate.

As always, if you have any questions or comments, please feel free to call our Office of
Communications at (404) 639-8890.

Sincerely,
Ronald O. Valdiserri, M.D., M.P.H

Deputy Director
National Center for HIV, STD, and TB Prevention

Attachments
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1 Nweural Tube Defect Surveillanca
and Folic Acid Intervention —
Taxas-Mexico Border, 1993-1998

4 HIV/AIDS Among RacialfEthni¢
Minority Men Who Have Sex
with Men — United States,

o © 1889-1998 ,

11 Hypothermie-Reialed Deaths ~
Alasks, October 1998-April 1988,
and Trends in the United States,

. 1978-1996

HIV/AIDS Among Racial/Ethnic Minority Men Who Have Sex with Men —
United States, 1989-1988

In the United Stetes, racialfethnic minarity populations account for an increasing
proportion of acquired immunodeficiency syndrome {AIDS) cases, inciuding cases
among men who have sex with men {MSM) (7). Thig report presents recent trends in
AIDS incidence and deaths among MSM who belong to raciai/fethnic minority popule-
tions®, and compares data on human immunodeficiency virus (HIV) diagnoses with
AIDS diagneses during 1996—-1998 among racial/ethnic minority MSM in the 25 states’
that have conducted confidential HIV survelllance and AIDS case surveillance since
1994. The findings indicate that among MSM, non-Hispanic black and Hispanic men
accounted for an increasing proportion of AIDS cases and had smaller proportionate
decliines in AIDS incidence and deaths from 1996 to 1998. Of H!V and AIDS diagnoses

>Non-Hispanic black, Hispanic, American indian/Alaska Native, and Asian/Pacific islander men
aged 213 years who have sex with men. C
ralabama. Arizona, Arkansas, Colorado, !daho, Indiana, Louisiana, Michigan, Minnesota,
Mississippi, Misscuri, Nevada, New Jersey, North Caroiing, North Dakota, Ohio, Okiahoms,
South Carolina, South Dakota, Tennessee, Utah, Virginia, Wast Virginia, Wisconsin. and
Wyoming.

U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES
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HIV/AIDS — Continued

among racial/ethnic minority MSM, the proportion who are young laged 13-24 years)
is higher than among white MSM.

Trends in AIDS incidence during 1989-1998 among MSM aged 213 years from the
50 states, the District of Columbia, and U.S. territories were analyzed by race/ethnicity,
age, and geographic area of residence. During 1996-1998, AIDS incidence per 100,000
population was calculated using race/ethnicity-specific Bureau of the Census asti-
mates of males aged 213 years tor the corresponding years. The number of HIV infee-
tion and AIDS diagnoses and deaths among persons with AIDS was adjusted for
reporting delays on the basis of cases reported to CDC through June 30, 1999, and for
the anticipated reclassification of cases initially reported without HIV-infection risk-
exposure data (7). Trends examined were from 1989 through 1998 and from 1996
through 1998, the period of highly active antiretroviral therapy (HAART). During 1996-
1998, far the 25 states with confidential HIV surveillance, age and race/ethnicity of
MSM whose disease status was HIV infection (not AIDS) when initially diagnosed
were compared with MSM who had AIDS-defining conditions when first diagnosed.

Characteristics of MSM with AIDS

During 1996-1998, 64,685 MSM were diagnosed with AIDS (Table 1); 31,866 (49%)
were racial/ethnic minority MSM. Among this group, 1492 (6%) were aged 13-24 years
and 4498 {14%) were aged 25-29 years, campared with 2% and 2%, respectively, of
white MSM in those age categories. Metropolitan statistical areas (MSAs) of 2500,000
population accounted for 27,097 {85%) AIDS cases in racial/ethnic minority MSM. The
AIDS incidence in MSM per 100,000 adult male population decreased 32% from 1996
to 1998 (Table 1); rates were highest for black MSM in all years.

The five MSASs that accounted for the largest number of racial/ethnic minority MSM
with AIDS during 1996-1998 were New York, 3673 (12%); Los Angeles, 2811 (9%);
Miami, 1554 (5%); Washington, DC, 1251 {4%); and Chicago, 1075 (3%). New York and
Los Angeles had the largest number of AIDS cases among non-Hispani¢ black and
Hispanic MSM, respectively. Los Angeles and Phoenix were the MSAs with the largest
numhberof AIDS cases among Asian/Pacific Islander (A/P1) and American Indian/Alaska
Native (AJAN) MSM, respectively, compared with New York for white MSM (Table 2).

Trends in AIDS Incidence and Deaths Among MSM with AIDS

During 19898-1998, AIDS was diagnosed in 290,582 MSM. In 1983, racigl/ethnic
minority MSM accounted for 24,444 (31%) AIDS cases amang MSM, and by 1598,
racialfethnic minority MSM accounted for 18,153 {52%) AIDS cases among MSM
{Figure 1}. The proportion of MSM with AIDS who were non-Hispanic black and
Hispanic increased from 19% and 12%, respectively, in 1989, t0 33% and 18%, respec-
tively, in 1998. A/Pl and AI/AN each accounted for <2% of AIDS cases among MSM
throughout this period.

AIDS incidence among all MSM declined 22% from 1996 to 1997 (Table 1). The rate
of decline slowed to 12% in 1998 compared with 1997. During 1996-1988, AIDS inci-
dence declined among MSM in ali racial/ethnic groups: A/P1{43%), non-Hispanic white
(39%), AYAN (35%), Hispanic {26%), and non-Hispanic black (23%). Overall, the pro-
portionate declines in AIDS incidence from 1997 to 1998 were smaller than those from
1996 to 1997. From 1997 to 1998, AIDS incidence declined 29% among AVAN, 17%
among A/P1, 15% among non-Hispanic white, 10% among non-Hispanic black, and 9%
among Hispanic MSM.



TABLE 1. Number and rate of AIDS cases and deaths from AIDS among men aged >13 years who have sex with men, and :é
estimated number and percentage in whom AIDS was diagnosed. by race/ethnicity, age at diagnosis, geographic region, \E
and size of metropolitan statistical area {MSA) — United States, 1996-1998 S
Whita, Btack, Asian/ American Indian{ |
Characteristic non-Hispanic non-Hispanic Hispanlc Pacific Isiander Alaska Native Total* Q
No. cases! 3
1996 13,903 7.534 4,197 an 81 26,088 3
1997 10,098 6,451 3.523 226 75 20464 <«
1998 8,678 5,968 3,224 192 65 18153
AIDS rate’
1996 17.9 66.2 39.3 9.1 11.3 25.0
1997 12,9 56.2 31.8 6.3 10.4 195
1998 11.0 50.7 29.0 6.2 7.4 17.1
No. deaths'
1996 9,423 4,495 2,271 181 b6 16438
1997 4,381 2,718 1.1 91 34 8,201
1998 3,332 2,135 917 57 21 6,487
No. (%} No. %) No. %] No. (%) No. {%)
Age (yrs)
at AIDS diagnosis
13-24 626 {2) 933 { 5} 521 { 5) 31 { 4} 7 { 4} 2,019
25-29 2,994 ( 9) 2,710 {13} 1,674 (15} 86 (12} 28 {13) 7510
30-39 15,323 (47} 9,417 {47 5,180 (47} 314 (43) 113 (53) 30411
40-49 9,460 (29) 4,769 (24) 2,446 (23} 215 {30} 46 (22) 16975
250 4,376 {13} 2,154 {11 1,123 {10} B2 (11} 17 [ 8 1,770
Region** and
MSA size™
Northeast
=2500,000 4,87% {15) 3,815 (19) 2,191 {20) 104 {14) 5 { 2) 11,084
<500,000 657 { 2} 228 (N 110 (1 3 {<1) 0 ( 0} 1,006
North Central
2500,000 3,136 { 9} 2,485 {(12) 323 { 3) 31 { 4) 15 {7) 5,992
<500,000 1,347 { 4) 268 (N 83 {<1} 2 (<1} 10 { B} 1,710
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South
2600,000 9,142 {(28) 8,016 (40} 2,826 {26} 73 {10) 33 (16} 20.097
w<500,000 3,263 (11} 2,661 (13} 392 { 4} 12 (2) 20 {9) 6,242
est
>500,000 B,B44 (27} 2,269 {11} 3,807 {35} 453 (62} 83 {39) 15471
<500,000 1,282 { 4} 146 (1 3N ( 3 42 { 6) 48 (21 1.830
Territories
2500,000 2 (<) 0 { O} 568 (5 0 { O} 0 { 0) 570
<500,000 B <) 16 (<N 2891 { 2 4 {1 0 (0 e

*Egtimates are adjusted for delays in reparting of AIDS cases and anticipated redistribution of cases initially raported with no Identified
risk: Jdata reported to CDC through June 1999,
! Row totals include men for whom racefethnicity was unknown or missing; column totals may include msn for whom information
was missing for some categories.
S per 100,00C mates aged 213 years.
YEstimates are adjusted for delays in reporting of deaths and anticipated redistribution of cases initially reported with no identified
risk; data repotted to CDC through June 1999.
=» Northeast=Connecticut, Maine, Massachusatts, New Hampshira, New Jersey, New Yark, Pennsylvania, Rhode 1sland, and Vermont;
North Centraklllinois, Indiana, lowa, Kansas, Michlgan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dsekota, and
Wisconsin; South=Alabama, Arkansas, Delawasre, District of Columbia, Florida, Georgia, Kentucky, Loulsiana, Maryland, Mlssissl;gal,
North Carelina, Oklahoma, South Carolina, Tennessee, Texas, Virginla, and West Virginia; Wasr=Alaska, Arizona, California, Coloredo,
Hawsii, 1daho, Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming.
1 Areas with <500,000 population include areas not in MSAs,
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TABLE 2. Metropolitan statistical areas (MSAs|* with the highest number of AIDS
cases’ among men aged 213 years who have sex with men (MSM) — United States,
1996-1998

% of
racial/ethnl
Rate/Ethnicity {(No. cases) MSA No.cases ctatal
Black, non-Hispanic (19,983) New York, N.Y. 2,034 10.2
Washington, D.C. 1,135 5.7
Atlanta, Ga. 951 4.8
Los Angsles-Long Beach. Calif. 947 4.7
Chicago, il 848 4.2
Total 5915 29 .69
Hispanic (10,944) Los Angeles-Long Beach, Calif. 1,728 15.8
New York, N.Y. 1,570 14.3
Miami, Fia. 879 8.0
San Juan-Bayamoan, Puerto Rico 568 8.2
San Diego, Calif. 365 3.3
Total 5,110 46.8
Asian/Pacific islander {(728) Los Angeles-Long Eeach, Calit. 126 17.3
San Franeisco, Calif. 84 11.5
Honolulu, Hawaii 71 9.8
New York, N.Y. 67 92
San Diego, Calif. 36 5.0
Total 384 52.8
American indian/Alaska Native {211) Phoenix-Masa, Ariz. 18 85
Seattia-Bellevue-Everett, Wash. 11 52
Tulsa, Okla. 10 4.7
Los Angeles-Long Beach, Calif. S 4.2
San Diego, Calif. 7 a3
Total 55 25.9
White, non-Hispanic (32,679} New York, N.Y. 2,138 6.5
Los Angeles-Lang Beach, Calif. 1,931 5.9
San Franciscao, Calif. 1,456 4.5
Houston, Texas 1,003 3.1
Dallas, Texas 902 2.8
Total 7430 22.8

t|acludes only metropalitan areas with a population 2500,000. Metropolitan areas ars named
for & eentral city or county, may includa several cities and counties, and may cross state
boundaries.

1Estimates are adjusted for delays in reporming of AIDS cases and anticipated redistribution of
cases initially reparted with no identified risk: data reported to CDC through June 1998,

529 6% of 19,983 AIDS cases among non-Hispanic black MSM resided in these five MSAs.

Deaths among all MSM with AIDS declined 49% from 1996 10 1897 (Table 1). The
rate of decline slowed to 23% in 1998 compared with 1997, From 1996 to 1988, AIDS
deaths declined among all racial/ethnic MSM: A/Pl (69%), non-Hispanic white (65%),
AVAN (63%), Hispanic (80%), and non-Hispanic black {(63%). From 1997 to 1998, AIDS
deaths declined 38% among AJAN, 37% among A/Pl, 24% smong non-Hispanic white,
22% among Hispanic, and 21% among non-Hispanic black MSM.
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FIGURE 1. Proportion of AIDS cases® among men aged 213 years who have sex with
men (MSM). by race/ethnicity and year of diagnosis — United States, 1989-1998
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sEstimated number of AIDS diagnoses adjustac for delays in reporting of AIDS casas and
antizipated redistribution of cases initially reported with no identified risk; data reported to
CDC through June 1898.

TDefined as non-Hispanic black, Hispenic, American Indian/Alaska Native, and Asian/Pacific
Islander MSM.

HIV and AIDS Diagnoses Amang MSM in 25 Areas with HIV/AIDS Surveillance

During 1996-1998, HIV infection or AIDS was diagnosed in 23,680 MSM in 25 states
with HIV reporting; 11,313 (48%) were racial/ethnic minority MSM: 9497 (40%) non-
Hispanic black, 1551 {7%) Hispanic, 113 (<1%) A/P|, and 152 (<1%) AlIJAN. Amaong MSM
whose initial diagnosis was HIV infection, the proportion aged 13-24 years varied by
racefethnicity: 16% non-Hispanic black, 15% A/Pl, 16% AUAN, 13% Hispanic, and 9%
non-Hispanic white. Among MSM whose initial diagnosis was AIDS, the proportion
aged 13-24 years also varied by race/ethnicity: 6% Hispanic, 6% A/P), 5% non-Hispanic
black, 1% non-Hispanic white, and <1% Al/AN.

Raporsd by: State and tarritcrial health departments; Div of HIV/A /D8 Pravantion-Surveiliance
and Epidemiology, National Center for H!V, STD, and 78 Pravention; and an EIS Officas COC.

Editorial Note: These HIV/AIDS surveillance data highlight the importance of
. increased efforts to promote HIV prevention and treatment services in racial/ethnic
minority communities, particularly among non-Hispanic black and Hispanic MSM.
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These groups had higher AIDS rates and the sm allest proportionate decreases in AlIDS
incidence. The annual number of AIDS cases remains high, although AIDS incidence
and deaths have declined among racial/ethnic minority MSM. Threse declines refiect
the beneficial impact of HIV prevention programs, HAART, and opportunistic infection
prophylaxis. Young non-Hispanic black and Hispanic MSM remain at high risk for HIV
infection as indicated by higher proportions of AIDS and HIV cases among non-
Hispanic black and Hispanic MSM aged 13-24 years compared with white MSM.

The disproportionate impact of HIV/AIDS on racial/fethnic minority MSM indicated
in this report is probably a8 minimum estimate. The use of all men aged 213 years as &
denominator {instead of MSM) results in an underestimate of the rate among MSM.
Small numbers of cases among A/P1and AI/AN MSM limit the ability to 8ssess trends,
although in some locations A/Pland AJAN MSM might be at substantial risk. HIV/AIDS
sutveillance data also may underestimate cases among racialfethnic minorities
because of misclassified race/ethnicity in medical records (Z), which is greatest
among AI/AN, A/Pl, and Hispanic groups. States that conduct HIV reporting are not
representative of the geographic regions with large Hispanic populations. Race/eth-
nicity itself is not a risk factor for HIV infection; however, among racial/jethnic minority
MSM. social and economic factors, such as homophobia (3], high rates of poverty and
unemployment, and lack of access to health care, are associated with high rates of HIV
risk behavior {4). These factors also may be barriers to receiving HIV prevention infor-
mation or accessing HIV testing, diagnosis, and treatment.

Characteristics of persons in whom HIV infection (without AIDS) is diagnosed
reflect more recent trends in the epidemic than do characteristics of persons with
AIDS. In states with confidential HIV surveiliance, a larger proportion of racial/ethnic
minority MSM were young (aged 13-24 years) when first diagnosed with HIV infection
(without AIDS) compared with white MSM, suggesting that racialiethnic minority
MSM may became infected at younger ages compared with white MSM. Trends in
AIDS incidence and deaths are affected now by HIV incidence and by HAART,
pre-HAART diagnoses of AIDS were not as substantially affected by treatment. HIV
case reports may reflect targeted testing patterns in at-risk populations or differences
in test-seeking behavior. However, the increased proportion of racial/ethnic minority
MSM among MSM with AIDS and the wends in HIV infection diagnoses. particularly
among non-Hispanic black men, are consistent with data from seroprevalence and
incidence studies among MSM (5,6), which document the high risk for HIV infection
among young racial/ethnic minority MSM. Together with AIDS data, HIV data highlight
the extent of tha need for prevention and treatment to reduce HIV-related morbidity
and mortality in this population.

To reduce infection rates and improve the likelihood of survival, prevention pro-
grams for racial/ethnic minority MSM need to focus on both HiV-infected and un-
infected populations. Challenges to the design and implementation of HIV prevention
programs among racial/ethnic minority MSM include reaching MSM who may not
identify themselves as homosexual or bisexual, recognizing the importance of repre-
senting racial/ethnic minority MM in HIV prevention planning, addressing language
barriers. and improving access to HIV testing and health care. Within racial/ethnic
minarity communities, the stigma attached to acknow!edging homosexual and bisex-
ual activity mey inhibit racial/fethnic minority MSM from identifying themselves as
homosexual or bisexual (7), and they may be more likely to identify with their
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racial/ethnic minarity community than with the MSM community (£). In a cDC-
sponsared study of 8780 MSM with HIV infection or AIDS, 24% of non-Hispanic black
MSM, 15% of Hispanic MSM, and 11% of A/PI MSM identified themselves ag hetgro-
sexual compared with 7% of Al/AN and 6% of non-Hispanic white MSM (CDC, unpub-
Yished data, 1999). Racial/ethnic minority community leaders should promote dialogue
about issues of sexual orientation to overcome sacial barriers to HIV prevention for
racial/fethnic minority MSM (7), especially among young men.

MSM remain a population at high risk for HIV infection, and continued efforts to
promote behaviaral risk reduction among at-rigk youth are needed. Serolagic surveys,
HIV/AIDS case surveillance, and supplemental research and evaluation studies of
racialfethnic minority MSM and other HIV-infected and at-risk popuiations are needed
to targat intervention programs (2]. In 1938, CDC funded a special program- to
enhance HIV prevention services for racial/ethnic minority MSM (79). CDC and other
federal agencies are coilaborating to facilitate links between prevention and treatment
sarvices for infected and at-risk populations.
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AND PREVENTION

Need for Sustained HIV Prevention for Gay and Bisexual Men:
HIV Infections Continue at High Levels Among Men of All Races
with Dramatic Impact Among Men of Color

Although gay men have made significant strides in reducing high-risk behavior and HIV
infection rates in some communities, researchers estimate that men who have sex with
men (MSM) still account for 40% of the overall 40,000 new HIV infections in the U.S.
each year, and for 60% of all new HIV infections among men. Additionally, an
increasingly diverse population of gay and bisexual men is impacted. The epidemic,
which began primarily among white gay men, is now dramatically affecting gay and
bisexual men of all races.

There are currently an estimated 325,000-475,000 gay and bisexual men living with
HIV in the U.S. As of December 1998, 135,000 of these were living with AIDS. An
estimated 356,000 AIDS cases have been diagnosed among MSM since the beginning
of the epidemic through June 1999, and nearly 221,000 have died.

Due to the introduction of highly active antiretroviral therapies (HAART), AIDS incidence
and deaths have been declining among all risk groups, including gay and bisexual men,
since 1996. Declines in disease and death are encouraging for those already living
with HIV and AIDS, but have not been accompanied by recent declines in HIV infection
of the same magnitude. As new infactions continue to occur, and more infected people
are living longer, heatthier, and sexually active lives, the total number of H!V-infected
individuals (HIV prevalence) continues to grow. The result: a greater need for HIV
prevention and treatment services than ever before. '

Latest Data on Disease and Death

AIDS incidence reported among MSM declined 22% from 1996 to 1997 (from 26,068
cases to 20 464 cases). This decline slowed to an 12% decline from 1997 to 1998
(from 20,464 cases to 18,153 cases). HIV-related deaths among MSM declined 49%
from 1996 to 1997 (from 16,436 deaths to 8,401 deaths), and also slowed with a 23%
decline from 1997 to 1998 (from 8,401 deaths to 6,467 deaths). The slowing in the

| These figures include gay and bisexual men who were most likely infected with HIV
through sex with another man. The figures do not include gay and bisexual men who also inject
drugs, because it is not possible to determine the specific route of HIV transmission for these
individuals.
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decline of AIDS incidence and deaths can most likely be attributed to a combination of
factors, including: having already reached most individuals who know they are infected
with HIV and are susceptible to treatment, in addition to treatment failure caused by
difficulty with adherence to drug regimens.

MSM of Color Surpass White MSM in AIDS incidence:
May be Infected at Earlier Ages

In the January 14, 2000, issue of the Morbidity and Mortality Weekly Report, CDC
reported that the number of annual AIDS cases among MSM of color® has surpassed
the number among white MSM. Of MSM reported with AIDS in 1989 (24,444), men of
color represented only 31%. By 1998, men of color accounted for 52% of the 18,153
cases of AIDS reported among MSM. While declining from 69% of cases in 1989, white
men continued to represent 48% of AIDS cases among MSM in 1998.

Percentages of Annual AIDS Cases Among MSM by
Race/Ethnicity, 1989 and 1998

. Race/Ethnicity 1989 1998

White 69% | 48%

Black 19% | 33%

Hispanic 12% | 18%

Asian Pacific Islander 1% 1%

American indian/Alaska <1% | <1%
Native

Because AIDS cases alone are no longer indicative of new HIV infections, CDC also
examined data collected from 1996-1998 in the 25 states that reported HIV diagnoses
in addition to diagnoses of full blown AIDS during that period. Data on HIV diagnoses
among men in the youngest age group (1 3-24) provide the best indication of recent
trends in infection in these states. Among MSM initially diagnosed with HIV during this
period, 16% of African Americans and 13% of Latinos were age 13-24, compared with
9% of white men. While the total number of cases was much smaller in other
racial/ethnic groups, a similar trend was identified among Asian Pacific Islanders and
American Indians/Alaska Natives, with 15% of HIV diagnoses among MSM in both
groups occurring among 13- to 24-year-olds. These data suggest that in these states,

2 MSM of color is defined as non-Hispanic black, Hispanic, American Indian/Alaska
Native, and Asian Pacific Islander men 213 years of age who have sex with men.
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MSM of color are becoming infected with HIV at younger ages and must be reached
early with prevention efforts. Although data are not national, they can point to possible
trends elsewhere.

Other Studies Confirm Dramatic and Continued Impact Among Gay Men

Abundant evidence points to the need for sustained prevention efforts for gay men of all
races, especially young men of color. Severa! recent studies have pointed to high
levels of risk behavior, HIV infection, and other STDs. STDs are markers of high-risk
sexual behavior and may be early warning signs of a possible increase in new HIV
infections among MSM. Additionally, an individual is five times more likely to acquire
HIV from an infected partner if an STD infection is present in either one of them.

. in a six-city study of HIV incidence among over 96,000 clients of STD clinics
between 1991 and 1897, researchers found that approximately 8% of gay and
bisexua! men were infected per year - a level 17 times higher than that found
among heterosexuals seen in the same clinics. The study found the highest
leve! of new infections among African Americans (11% per year), when
compared to Hispanics (7.7%) and whites (6.5%).

. A seven-city survey of 15-to 22-year-old MSM sampled at public venues showed
alarming levels of HIV infection among young gay men. The Young Men's
Survey found that an average of 7% of young men in the study were infected
with HIV (HIV prevalence), with 3% becoming newly infected each year (HIV
incidence). Both HIV prevalence and incidence were highest among young
African-American men (14% prevalence, 4% incidence), young men of mixed
race (13% prevalence, 5% incidence), and young Hispanic men (7% prevalence,
3% incidence). HIV incidence increased with age, rising from 2% among
adolescent men becoming infected annually, to 4% among young men in their-
twenties. Additionally, 41% of young gay men in the study had engaged in
unprotected anal intercourse in the past six months.

. One 28-city study, the Gonococeal Isolate Surveillance Project, reported that
from 1994 to 1998, the proportion of gonorrhea cases among MSM doubled from
6% to 12%.

. Researchers from Seattie-King County reported marked increases in both

gonorrhea and syphilis cases among MSM. Most notably, while the county had
no cases of early syphilis in 1996, 88 cases were reported between 1898 and
the first half of 1999, 85% of which were in gay men. These men reported
having multiple partners and frequently engaging in unprotectsd anal
intercourse.



. in Portland, Ore., gonorrhea among MSM increased 45% between 1994 and
1996. Fifty-four percent of MSM diagnosed with gonorrhea were also infected
with HIV.

. An STD clinic in the District of Columbia serving a large number of gay and
bisexual men reported that gonorrhea cases increased 93% from 1993 to 1996,
with 82% of these cases among MSM.

. in San Francisco, the incidence of rectal gonotthea in males increased from 21
cases per 100,000 adult men in 1994 to 38 cases per 100,000 in 1997. San
Francisco also experienced an outbreak of syphilis among MSM in the summer
of 1989. This outbreak, which was subsequently linked to contacts made in an
Internet chat room, has involved seven people to date, five of whom are HIV-
positive. Together, these seven people reported having a total of 89 sex
partners in the three-month period prior to the interview.

Optimism Contributing to Complacency About HIV Prevention

These data suggest there may be a resurgence of unsafe sex among gay and bisexual
men in the U.S. The impact of treatment advances on the attitudes and sexual
practices of gay and bisexual men is ane factor that may be contributing to this
increase. A 1999 study of 416 gay men from West Hollywood, Ca., found that the more
optimistic men were about the new treatments, the less likely they were to use condoms
during anal sex, abstain from anal sex, or limit their number of sex partners.

in this study, HIV-positive men who were optimistic about the ability of AIDS treatments
to prevent the transmission of HIV and improve the quality of life only used condoms
66% of the time, compared to 80% of the time for HiV-positive respondents who were

. not optimistic about new treatments. Among HIV-negative respondents, the optimists
used condoms 74% of the time, versus 85% of the time for those who were less
optimistic.

This and other studies indicate that high-risk populations may be becoming complacent
about the need for HIV prevention and lulled into a false sense of security by the
availability of powerful new AIDS treatments. HIV prevention programs must be
designed to reach both HIV-infected and uninfected Individuals with the information,
skills, and support needed to overcome complacency and maintain safer sex behaviors.

Need to Expand Access to Effective Prevention Programs
Throughout the past two decades, a great deal has been leared about how to

effectively change sexual- and drug-related behaviors and reduce the risk of HIV
infection among gay and bisexual men. However, not all groups of gay men have been

4-



effectively reached, and a great deal remains to be done. It is critical that HIV
prevention efforts are sustained among white gay and bisexual men so that progress to
date is not lost. Additionally, it is also imperative that we work to expand these efforts
to gay and bisexual men of color and to young men at risk, reaching them with
prevention programs proven to work.

Many lessons have been learned about how to effectively reach gay men. A few
examples are provided below. CDC will continue to work with communities to help
apply this knowledge more widely and to develop other effective approaches to
prevention for all populations at risk, as well as for HIV-infected individuals.

Peer opinion leaders play a critical role: One program known as "Popular
Opinion Leader’ enlisted bartenders from popular gay clubs in three cities to
identify peer leaders who would then be trained to promote reduction in risky
behavior in the community. These “opinion leaders” then engaged in
discussions with peers in the bars about HIV risk reduction. Surveys of nearly
1,300 gay men in cities with and without the “Popular Opinion Leader” program
found that men in the intervention communities were 34% less likely to have
unprotected sex compared to men from other control communities, three to six
months after the intervention.

Innovative approaches required to reach men who don’t identify as gay or
bisexual: Another program, called the B-Boy Blues Festival, recognizes that a
significant portion of African-American men who have sex with men may not self-
identify as gay or bisexual, thus HIV prevention information is provided in a more
acceptable setting. The festival, held in St. Louis, Mo, does not advertise or
identify as an HIV/AIDS event and includes entertainment and cultural programs
that accompany HIV workshops, HIV counseling and testing. and distribution of
condoms and HIV prevention literature. Surveys disseminated at the festival in
1996, 1997, and 1998 have shown significant improvements in attitudes about
and knowledge of HIV and AIDS by attendants, illustrating that outreach
activities not promoted as HIV/AIDS programs are useful in serving these usually
hard-to-reach men.

Programs must address unique needs of HIV-infected: As the population of
HiV-infected gay and bisexual men continues to grow, prevention services rnust
be designed to assist these men in establishing and maintaining safer behaviors
over a lifetime. Previous research indicates that the majority of people
diagnosed with HIV do take steps to modify behavior. However, sustained
efforts are required, and complex factors must be addressed. For example, HIV-
infected men may require assistance in determining how to communicate their
infection status to partners. Additionally, research has shown that some men
make false assumptions about the HIV status of their partners, assuming that
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partners who do not insist on a condormn must not be infected, or believing that
they have communicated their status by leaving their HIV medications in visible
locations. Programs must be designed to address these and other factors
influencing behavior and must ensure that messages are reinforced and adapted
as needed over time.

CDGC has researched community-based initiatives nationwide that have proven to
successfully reduce high-risk sexual behaviors and drug use among people who are at
greatest risk of infection and has released a new report summarizing the results. For
examples of effective prevention interventions for MSM, go to
www.cdc.gov/nchstp/hiv_aids/dhap.htm, or call the CDC National Prevention
Information Network at 1-800-458-5231.

HH
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HIV/AIDS CASES AMONG GAY AND BISEXUAL MEN OF COLOR NOW EXCEED
CASES AMONG WHITE GAY AND BISEXUAL MEN

Men of color now account for a greater proportion of AIDS cases among men
wha have sex with men than do white men, according to a new report in the
January 14" issue of CDC's Morbidity and Mortality Weekly Report.

Based on an examination of U.S. AIDS cases over the past decade, the CDC
study found that men of color represent an increasing proportion of AIDS cases
among gay and bisexual men, rising from 31% in 1989 to 52% in 1998. African-
American men comprised one-third of AIDS cases among gay and bisexual men,
while Latino men represented 18% of cases. While declining from 69% in 1989,
white men continued to represent 48% of AIDS cases among gay and bisexual men
in 1998.

"The face of AIDS among gay and bisexual men is changing,” said Helene D.
Gayle, MD, MPH, director of CDC's National Center for HIV, STD, and TB
Prevention. "African-American and Hispanic men must recognize that this is not a
disease that only affects white gay men - gay and bisexual men of all races are
affected.”

The report examines the areas hardest hit by AIDS and finds that in recent
years (from January 1996 to December 1998), 85% of AIDS cases among gay and
bisexual men of color were concentrated in cities with populations over 500,000.
The five cities with the highest proportion of cases were New York (129%), Los
Angeles {9%), Miami (5%}, Washington, D.C. (4%), and Chicago (3%). Trends
varied by race (see attached table).

New York City had the highest number of cases among African-American
gay and bisexual men, followed by Washington D.C. and Atianta. Los Angeles had
the highest number of cases among Latino gay and hisexual men, followed by New
York and Miami. While Asian/Pacific Islanders and American indian/Alaska Natives‘
represent less than 2% of overall cases among gay and bisexual men, the cities



with the highest number of cases among men of these races were Los Angeles and
Phoenix, respectively.

Burden of Stigma in Communities of Color

Researchers outline possible factors contributing to the disproportionaté toll
of HIV and AIDS among gay and bisexual men of color. In addition 1o economic
factors, such as high rates of poverty, unemployment, and lack of access to health
care, cultural factors, such as the stigma of homosexuality, may be playing a role.

The study reports the results of a multi-site CDC susvey of 8,780 HIV-
positive men who have sex with men. Of those surveyed, 24% of African-
American and 156% of Latino men who have sex with men identified themselves as
being heterosexual. By contrast, only 6% of white men who have sex with men
identified themselves as being heterosexual.

Researchers believe the stigma of homosexuality in communities of color
may inhibit men of color from identifying themselves as gay or bisexual, despite
having sex with other men. According to Gayle, this may prevent men of color
from seeking or receiving the HIV prevention and treatment services they need.

Additionally, by not identifying as gay of bisexual, these men may not accept
their own risk for HIV, and therefore, may unintentionally put their female partners
and children at risk. HIV infection has increased significantly in women of color
over the last decade.

"This is a very real and sensitive issue requiring increased dialogue and
attention from leaders in communities of color,” Gayle said. "The stigma
associated with homosexuality in African-American and Latino communities only
compounds the traditional tactors associated with high rates of disease in our
communities. To truly win the battle against HIV, we must be willing to
acknowledge and wrestle with the difficult issues.”

Gay Men of Color May be More Likely to Contract HIV at Young Age

The CDC study aiso points to the need to reach African-Ametican and Latino
men with HIV prevention programs and messages at an early age.

Because AIDS cases alone are no longer indicative of new HIV infections,
CDC also examined data collected from 1996-1998 in 25 states that report HIV
diagnoses in addition to cases of full-blown AIDS. Data on HIV diagnoses among
men in the youngest age group (1 3-24) provide the best indication of recent trends
in infection in these states.
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Among gay and bisexual men diagnosed with HIV during this period, 16% of
African Americans and 13% of Latinos were age 13-24, compared with 9% of
white men. Although data are not national, they can point to possible trends.

"These data suggest that African American and Hispanic gay and bisexual
men are being infected at younger ages than white men,” said CDC study author,
Janet Blair, Ph.D., M.P.H., "Men of color must be reached early with
comprehensive HIV prevention programs, especially in high risk communities.”

According to Blair, in addition to expanding prevention programs for men of
color, locally based community efforts must also address the need for early HIV
testing, diagnosis, and treatment to reduce new infections and improve survival.
Since powerful new drug treatments became available in 1996, annual AIDS cases
(AIDS incidence) and deaths have declined among all gay men. However, declines
have not been as steep among gay and bisexual men of color, as among white gay
and bisexual men. Between 1996 and 1998, AIDS incidence among gay and
bisexual men dropped 23% among African Americans, 26% among Latinos, and
39% among whites. AIDS deaths among gay and bisexual men dropped 53%
among African Americans, 60% among Latinos, and 65% among whites.

Expanded Prevention Urgently Needed

CDC's prevention initiatives to address the growing epidemic among gay men
of color include, expanded surveillance to better track the path of local epidemics,
increased efforts to reach individuals with HIV counseling and testing linked to
prevention and treatment services, and continued expansion of community-based
prevention programs. One important element of prevention efforts for gay and
bisexual men is the provision of anonymous HIV testing sites. Access to
anonymous testing may help ensure that stigma and fear do not prevent individuals
from seeking HIV testing. CDC has been working with organizations throughout
the country to implement locally designed, targeted prevention programs
specifically for men of color who have sex with men, including several designed to
reach men who don’t identify as gay. To expand these efforts in 1999, CDC
awarded an additional $7 million in grants for HIV prevention services specifically
targeted to gay and bisexual men of color,

"We must continue to combat complacency about H1V infection, " said
Gayle, "HIV remains a serious, lifelong and incurable disease—a disease that can and
must be prevented.”



The above mentioned $7million is part of a larger initiative. Since October 1998,
HHS has been working in a partnership with the Congressiona! Black Caucus to
address the severe and ongoing crisis of HIV/AIDS in communities of color, given the
disproportionate impact of the disease in racial and ethnic communities. As part of this
effort, HHS spent an additional $156 million in fiscal year 1899 to attack HIV/AIDS in
racial and ethnic minority communities. The partnership also includes the deployment
of special Crisis Response Teams of HHS experts 0 work alongside iocal officials,
public health personnel and minority community-based organizations in highly affected
communities to help them address their communities of color HIV/AIDS crisis.



Metropolitan statistical areas (WSA's)* with the highest number of AIDS cases among 64,685
men who have sex with men - United States, 1996-1998**

Race/Ethnicity MSA #of Cases % of Racial/Ethnic Total
Black, non-Hispanic New York, NY 2,034 10.2
(N=19,983) Washington, D.C. 1,135 5.7

Atlanta, GA 951 48
Los Angeles-Long Beach, CA 947 47
Chicago, IiL 848 42
Total 5,915 29.6
Hispanic Los Angeles-Long Beach, CA 1,728 15.8
(N=10,344) New York, NY 1,570 143
Miami, FL 879 8.0
San Juan-Bayamon, PR 568 5.2
San Diego, CA 365 33
Total 5,110 46.6
White, non-Hispanic New York, NY 2,138 6.5
(N=32,679) Los Angeles-Long Beach, CA 1,931 5.9
San Francisco, CA 1,456 4.5
Houston, TX 1,003 3.1
Dallas, TX 802 28
Total 7430 22.8

*Includes only those metropalitan areas with a population 2500,000. Metropolitan areas are named
for a central city or county, may include several cities and counties, and may cross state boundaries.

*#| a5 than two percent of cases were represented by the following two groups: Asian/Pacific
Islanders (384 cases) and American Indian/Alaska Native (55 cases). Addtionally, 140 men were
reported without race identified.
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THEY ARE STILL OUR BROTHERS

By Helene D. Gayle, M.D., M.P.H.

As an African American woman, working on HIV and AIDS prevention for over a
decade, it is heartening to see the accelerated response to the spread of HIV in
minority communities—notably African American and Latino communities.
However, recently released CDC data find that there is one group that is often
forgotten that needs urgent attention. Black and Hispanic gay and bisexual men
who have AIDS now outnumber their white counterparts. The CDC data indicate
that in 1989, 31% of gay men with AIDS were men of color; in 1998, that
proportion increased to 52%.

These data remind us, once again, of how AIDS tends to affect those most out of
reach of social safety nets, beyond the network of vaices openly talking about
HIV. But talk about it, we must, if we are to truly commit to slowing the spread of

HIV in minority communities.

This will come as uncomfortable news to some, who historically have had
difficulty accepting homosexuality in our communities. Intolerance leads to
denial and stigma—-both of which contribute to the spread of HIV. Fear has a
powerful way of keeping individuals from seeking information and services. In
addition, many believe that fear of stigmatization is what causes some men who

have sex with men not to think of themselves--—nor identify themselves—— as



gay or bisexual. In fact, the recent CDC study found that of men who have sex
with men, 24% of blacks, and 15% of Hispanics, but only 6% of whites, identify

themselves as heterosexual, not gay or bisexual.

By not identifying as gay or bisexual, these men may not even perceive
themselves at risk for HIV and, therefore, may be less likely to protect
themselves and their partners. And by having sex with both men and women,
they may be unintentionally helping to fuel the spread of the disease to women.
Overall, women now comprise 26% of reported AIDS cases, while accounting for
only 10% a decade ago. Estimates suggest that women also account for 30% of

new HIV infections. The vast majority of these women are black and Hispanic.

Stopping the spread of HIV in any community isn’t easy. AIDS has always
raised uncomfortable issues. But to succeed in HIV prevention, we must be
willing to address sexuality in an open and honest manner-- including
homosexuality. Gay and bisexual men of all races must recognize that they are
at tisk for HIV infection, and communities of color must create an environment
where all men can access the HIV testing, treatment, and prevention services

they need without the fear of estrangement.

And even as AIDS continues to ravage communities across the nation, the
disease threatens to drop off the radar screen for many Americans. Wwith the
advent of powerful new drugs to treat HIV infection, obituaries are less frequent,

the protests have died down, and a dangerous sense of complacency has set in.



We cannot afford to let this complacency continue. As long as HIV continues to

spread in any community, it is a problem for all communities.

We are makirg progress preventing the spread of HIV, but there are more
prevention needs today than ever before. Limited resources are being stretched;
while AIDS is still with us, and the virus is still a formidible opponent.

HIV Prevention efforts are only effective when they are sustained, and when we
recognize and address the full force of societal conditions and norms that foster
the epidemic. Fear remains a powerful force-- a force that drives many young
black and brown men with AIDS to die alone rather than face the risk of being
shunned by loved ones; A force that drives families to silently hope their sonis a
drug addict when they find out he has AIDS; A force that drives young men

away from the people or HIV prevention services that might help protect them.

A substantial reduction in HIV transmission is possible, but it will only happen
when we look honestly into the face of AIDS, wake ourselves from denial, and
deal directly with very real issues that might be uncomfortable. We must

recognize that our gay and bisexual brothers are, after all, still our brothers.
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Proportion of AIDS Cases, by Race/Ethnicity and
Year of Report,1985-1998, United States
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AIDS Cases in Adult/Adolescent Men by Race/Ethnicity
per 100,000 Population, Reported in 1998,
United States

Race/Ethnicity Cases I?_a_te
White, not Hispanic 14,027 18
Black, not Hispanic 14,740 125
Hispanic 7,511 58
Asian/Pacific Islander 329 9
American Indian/

Alaska Native o 16
Total* 36,886 34

* Includes 162 men whose race/ethnicity is unknown. CDC




AIDS Cases in Adult/Adolescent Women by Race/Ethnlc:lty
per 100,000 Population, Reported in 1998,
United States

Race/Ethnicity Cases Rate
White, not Hispanic 2 031 2
Black, not Hispanic 6,775 50
Hispanic 2,055 17
Asian/Pacific Islander 59 1
American Indian/

Alaska Native 30 4
Total” 10,998 10

*Includes 48 women whose race/ethnicity is unknown. CDC



AIDS Rates per 100,000 Children <13 Years of Age
by Race/Ethnicity, Reported in 1998, United States
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AIDS Cases Reported in 1998 and Estimated 19938
Population, by Race/Ethnicity, United States

AIDS Cases Population
N=48,269* N=274,766,000

1%
4%

White, not Hispanic B Asian/Pacific Islander
# Black, not Hispanic 2 American Indian/
Hispanic Alaska Native CDC

*Includes 242 persons with unknown race/ethnicity o




AIDS Cases in Adult/Adolescent Men, by Exposure Category

1O%lnd Race/Ethnicity, Reported through 1998, United States

.>"'|Men who have
""" sex with men
w 75 (MSM)
. . .
Z Injection drug
QO use (IDU)
Gt
S 50 MSM and IDU
Nt
5 Bl cterosexual
O contact
L
- 75 - Other/not
identified*
White Black Asian/Pacific American Indian/
not HIS]IJaIIIC not Hispanic N=100,950 Islander Alaska Native
N=278,151 N=184,599 N=4,364 N=1,601
*Includes patients with hemophilia or transfusion-related exposures and those whose medical record review is pending; Cm
patients wgo died, were lost to follow-up, or declined interview; and those with other or undetermined modes of exposure
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HIV/AIDS Among
African Americans

In the United States, the impact of HIV and AIDS in the African American commu-
nity has been devastating. Through December 1998, CDC had received reports of
688,200 AIDS cases—of those, 251,408 cases occurred among African Americans.
Representing only an estimated 12% of the total U.S. population, African Americans
make up almost 37% of all
AIDS cases reported in this
country.

Eshimarcd Number of Persons Living with AIDS,
1993 - 1998, by Race/Ethmcity, United Stotes

Researchers estimate that
240,000-325,000 African
Americans—about | in 50
African American men and
| in 160 African American
women-are infected with ) Airarico Indions
HIV. Of those infected with S
HIV, it is estimated that more
than 106,000 African Ameri-
cans are living with AIDS.

n 1998 :more African Americans were reported with AIDS than any other
acial/ethnic group.

& 21,752 cases were reported among African Americans, representing
nearly half (45%) of the 48,269 AIDS cases reported that year.

&  Almost two-thirds (62%) of all women reported with AIDS were
African American.

&  African American children also represented almost two-thirds (62%) of
all reported pediatric AIDS cases.

&  The 1998 rate of reported AIDS cases among African Americans was
66.4 per 100,000 population, more than 2 times greater than the rate for
Hispanics and 8 times greater than the rate for whites.

HIV data from a CDC study* comparing HIV and AIDS diagnoses in 25 states with
integrated reporting systems show these trends are continuing. In these states, during
the period from January 1994 through June 1997, African Americans represented a
high proportion (45%) of all AIDS diagnoses, but an even greater proportion (57%)
of all HIV diagnoses. And among young people (ages 13 to 24), 63% ofthe HIV
diagnoses were among African Americans.

* See Diagnosis and Reporting of HIV and AIDS in States with Integrated HIl" and AIDS Surveil-
lance—United States, January 1994-June 1997. MMWR 1998, Vol. 47, No. 15 (April 24, 1998).
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Prevention Efforts Must Focus on High Risk Behaviors

Adult/Adolescent Men. Among African American men with AIDS, men who have sex with men (MSM)
represent the largest proportion (38%) of reported cases since the epidemic began. The second most common
exposure category for African American men s injection drug use (35%), and heterosexual exposure accounts
for 7% of cumulative cases.

Adult/Adolescent Women. Among African American women, injection drug use has accounted for 44% of all
AIDS case reports since the epidemic began, with 37% due to heterosexual contact.

Interrelated Prevention Challenges in African American Communities

Looking at select seroprevalence studies among high-risk populations gives an even clearer picture of why the
epidemic continues to spread in communities of color. The data suggest that three interrelated issues play a role —
the continued health disparities between economic classes, the challenges related to controlling substance abuse,
and the intersection of substance abuse with the epidemic of HIV and other sexually transmitted diseases (STDs).

&  Substance abuse is fueling the sexual spread of HIV in the United States, especially in
minority communities with high rates of STDs. Studies of HIV prevalence among patients in drug
treatment centers and STD clinics find the rates of HIV infection among African Americansto be
significantly higher than those among whites. Sharing needles and trading sex for drugs are two
ways that substance abuse can lead to HIV and other STD transmission, putting sex partners and
children of drug users at risk as well. Comprehensive programs for drug users must provide the
information, skills, and support necessary to reduce both inj ection-related and sexual risks.

At the same time, HIV prevention and treatment, substance abuse prevention, and sexually
transmitted disease treatment and prevention services must be better integrated to take advantage
of the multiple opportunities for intervention.

@  Prevention efforts must be improved and sustained for young gay men. In a sample of young men
who have sex with men (ages 15-22) in six urban counties, researchers found that between 5% and
99% were infected with HIV. A significantly higher percentage of African American MSM (8-13%) than
white MSM (4-6%) were infected.

It is clear that the public sector alone cannot successfully combat HIV and AIDS in the African American
community. Overcoming the current barriers to HIV prevention and treatment requires that local leaders
acknowledge the severity of the continuing epidemic among African Americans and play an even greater role

in combating HIV/AIDS in their own communities. Additionally, HIV prevention strategies known to be effective
(both behavioral and biomedical) must be available and accessible for all populations at risk.

For information about national HIV prevention activities, see the following CDC fact sheets:
* CDC's Role in HIV and AIDS Prevention
* Linking Science and Prevention Programs — The Need for Comprehensive Strategies

For more information...

CDC National AIDS Hotline:
1-800-342-AIDS
Spanish: 1-800-344-SIDA
Deaf: 1-800-243-7889

CDC National Prevention Internet Resources:
Information Network: NCHSTP: http://www.cdc.gov/nchstp/
P.O. Box 6003 od/nchstp.html
Rockville, Maryland 20849-6003 DHAP: http://www.cdc.gov/hiv
1-800-458-5231 NPIN: http://www.cdcnpin.org
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Hispanics in the United States

The United States has a large and growing Hispanic population that is heavily
affected by the HIV/AIDS epidemics. In 1998, Hispanics represented 13% of the
U.S. population (including residents of Puerto Rico), but accounted for 20% of
the total number of new U.S. AIDS cases reported that year (9,650 of 48,269
cases). The AIDS incidence rate (the number of new cases of a disease that occur
during a specific time period) among Hispanics in 1998 was 28.1 per 100,000
population, almost 4 times the rate for whites (8.2 per 100,000) but lower than
the rate for African Americans (66.4 per 100,000).

[+ Proportion-of U.S-AIDS Cases .. . Hispanics in the United

. Reported in-1998 Among Selected Hispanics States include a diverse

.. .. by Exposure Category and Place of Birth . *mixture of ethnic groups

Ll e e e and cultures. As shown in

. U.8.. “Mexico PuertoRico = the chart at left, HIV expo-
' e — .+ sure risks for U.S.-born

[V
1

. : | 37% Hispanics and Hispanics
DU - o0 {5 2 28%. 8% % i born in other countries vary
E'Heter;o-.'f - '-.12% '.'11'%- T greatly', indicating a need

] N R for specifically targeted

. sexual- ,
. prevention efforts.

A recent CDC study’ examining data from the 25 states that had integrated HIV
and AIDS surveillance from January 1994 through June 1997 found that HIV
diagnoses increased 10% among Hispanics between 1995 and 1996. However, the
number of cases reported among Hispanics was relatively small, since many
states with large Hispanic populations have not implemented HIV reporting and
were not included in the study.

Jistorical:Trends in AIDS Cases Among U.S. Htspamcs

. Between 1992 and 1997, the number of persons /iving with AIDS increased in
all groups, as a result of the 1993 expanded AIDS case definition and, more
recently, improved survival among those who have benefited from the new
combination drug therapies. During that 5-year period, the characteristics of
persons living with AIDS were changing, reflecting shifts in the populations
affected by the epidemic. In 1992, 17% of those estimated to be living with AIDS
were Hispanic, while in 1997, 19% were Hispanic. In comparison, non-Hispanic
whites represented 49% of people estimated to be living with AIDS in 1992, but
only 40% in 1997.

Cumulatively, males account for the largest proportion (82%) of AIDS cases
reported among Hispanics in the United States, although the proportion of cases
among women is rising. Women represent 18% of cumulative AIDS cases
among Hispanics, but account for 21% of cases reported in 1998 alone. U.S.-
born Hispanics account for the largest number of AIDS cases reported among

CENTERS FDR DISEASE CONTROL | See Table 20, HIF/A1DS Surveillance Report, 1998 Year-end Edition. Vol. 10, No. 2.

. AND PREVENTION,,
ST T * See Diagnosis and Reporting of HIV and AIDS in States with Integrated HIV and AIDS Surveil-
lance—United States, January 1994-June 1997, MMWR 1998, Vol. 47, No. 15 (April 24, 1998).

v ks,
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Hispanics in this country. Among U.S. Hispanics whose place of birth was outside of the United States,
individuals born in Puerto Rico account for the majority (58%) of AIDS cases.

From the beginning of the epidemic through December 1998, 100,950 Hispanic men have been reported with
AIDS in the United States. Of these cases, men who have sex with men (MSM) represent 43%, injection drug
users (IDUs) account for 36%, and 5% of cases were due to heterosexual contact. About 7% of cases were
among Hispanic men who both had sex with men and injected drugs. Among men born in Puerto Rico,
however, injection drug use accounts for a significantly higher proportion of cases than male-male sex.

For adult and adolescent Hispanic women, heterosexual contact accounts for the largest proportion (47%) of
cumulative AIDS cases, most of which are linked to sex with an injection drug user. Female IDUs account for
an additional 41% of AIDS cases among U.S. Hispanic women.

n Programs for Hispanics
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While race and ethnicity alone are not risk factors for HIV infection, underlying social and economic condi-
tions (such as language or cultural diversity, higher rates of poverty and substance abuse, or limited access to
health care) may increase the risk for infection in some Hispanic American communities.

o

%  Transmission related to substance abuse continues to be a significant problem among Hispanics living
in the United States, especially among those of Puerto Rican origin. Studies of HIV prevalence among
patients in drug treatment center find the rates of HIV infection among Hispanics to be significantly
higher in some regions of the country, particularly the Northeast and Midwest. Comprehensive programs
for drug users must provide the information, skills, and support necessary to reduce both injection-related
and sexual risks. In addition, HIV prevention and treatment, substance abuse prevention, and sexually
transmitted disease treatment and prevention services must be better integrated to take advantage of the
multiple opportunities for intervention.

&  Prevention messages must be tailored to the affected communities. Hispanic populations need inter-
ventions that (1) are consistent with their values and beliefs and (2) include skills-building activities to
facilitate changes in sexual behavior. Further, because the HIV/AIDS epidemic among U.S. Hispanics
reflects to a large extent the exposure modes and cultural modes of the individuals’birthplaces, an under-
standing of these behaviors and differences is important in targeting prevention efforts. For example,
some high-risk behaviors associated with drug abuse (such as use of shooting galleries) may be more
predominant among Puerto Rico-born Hispanics than among other Hispanics. Therefore, for these
populations, prevention strategies should emphasize (1) preventing and treating substance abuse and
(2) decreasing needle-sharing and the use of shooting galleries. For Hispanics born in Mexico, Cuba, and
Central and South America, CDC data indicate that male-male sex is the primary mode of HIV transmission.
Messages targeted to these populations must be based on an understanding of their cultural attitudes
toward homosexuality and bisexuality, which may be different from those of other populations at high

risk for infection.

To improve prevention programs in Hispanic communities across the United States, in addition to addressing
underlying social and economic conditions, we must apply the lessons we have already learned about the
design of culturally appropriate HIV prevention efforts for each Hispanic population.

L LT s TN, ESEATI ARG
For more information...
CDC National Prevention CDC National AIDS Hotline: Internet Resources:
Information Network: 1-800-342-AIDS NCHSTP: http://www.cdc.gov/nchstp/od/
P.O. Box 6003 Spanish: 1-800-344-SIDA nchstp.html
Rockville, Maryland 20849-6003 Deaf: 1-800-243-7889 DHAP: http://www.cdc.gov/hiv
1-800-458-5231 NPIN: http://www.cdcnpin.org
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HIV/AIDS Among U.S. Women:
Minority and Young Women
at Continuing Risk

HIV infection among U.S. women has increased significantly over the last decade,
especially incommunities of color. CDC estimates that, in the United States,
between 120,000 and 160,000 adult and adolescent females are living with HIV
infection, including those with AIDS.

Between 1992 and 1997, the number of persons living with AIDS increased in all
groups, as a result of the 1993 expanded AIDS case definition and, more recently,
improved survival among those who have benefited from the new combination drug
therapies. During that 5-year period, a growing proportion of women were living
with AIDS, reflecting the ongoing shift in populations affected by the epidemic. In
1992, women accounted for 13.8% of persons living with AIDS — by 1997, the
proportion had grownto 19.1%.

AIDS Cases in Adult and Adolescent Women, by
In just over a decade, the propor- Race/Ethnicity, Reported in 1998, United States
tion of all AIDS cases reported 141 = White, not Hispanic

Black, not Hispanic
among adult and adolescent BER Hispanic

. B3 AsiarvPacitic Islander

women more than tripled, from E. American Indiar/Alaska Native
7% in 1985 to 23% in 1998.
The epidemic has increased most
dramatically among women of
color. African Americanand
Hispanic women together repre- N=10.998
sent less than one-fourth of all
U.S. women, yet they account for more than three-fourths (77%) of AIDS cases
reported to date among women in our country. In1 998 alone (see chart above),
women of color represented an even higher proportion of cases.

e
o N

6,775

Number of Cases
(in thousands)

o n » > -]
L - | s

While AIDS-related deaths among women are now decreasing, largely as aresult
of recent advances in HIV treatment, HIV/AIDS remains among the leading causes
of death for U.S. women aged 25-44. And among African American women in
this same age group, AIDS still results in more deaths than from any other cause.

reatest Risk for Women

B i AR

In 1998 most women reported with AIDS were infected through heterosexual
exposure to HIV, followed by injection drug use. Inaddition to the directrisks
associated with drug injection (sharing needles), drug use also is fueling the hetero-
sexual spread of the epidemic. A large proportion of women infected heterosexu-
ally were infected through sex with an injection drug user. Reducing the toll of the
epidemic among women will require efforts to combat substance abuse, in addition
to reducing HIV risk behaviors.

Many HIV/AIDS cases among women in the United States are initially reported
without risk information, suggesting that women may be unaware of their partners’

August 1999



risk factors or that health care providers are not documenting 1998 AIDS Cases Among Women by Risk Exposure
theirrisk. Historically, more than two-thirds of AIDS cases Heterosexual
among women initially reported without identified risk were later ot

reclassified as heterosexual transmission, and just over one-fourth

were attributed to injection drug use.

Injection
Drug Use
29%

Receipt of
blood

transtusion, |

blood i

Prevention Needs of Women

Not reported
or identified® components,
or tissue

&  Pay attention to prevention for women. The AIDS 32% Use
epidemic is far from over. Scientists believe that cases of - Most wil be . or 10U atier fohow-u
HIV infection reported among 13-to 24-year-oldsare restaanons e conpees
indicative of overall trends in HIV incidence (the number of
new infections in a given time period, usually a year) because this age group has more recently initiated
high-risk behaviors—and females made up nearly half (48%) of HIV cases in this age group reported from
the 30 areas with confidential HIV reporting for adults and adolescents in 1998. Further, forall years
combined, young African American and Hispanic women account for more than three-fourths of HIV
infections reported among females between the ages of 13 and 24 in these areas.

% Implement programs that have been proven effective in changing risky behaviors among women and
sustaining those changes over time, maintaining a focus on both the uninfected and infected populations of
women.

%  Increase emphasis on prevention and treatment services for young women and women of color.
Knowledge about preventive behaviors and awareness of the need to practice them is critical for eachand
every generation of young women— prevention programs should be comprehensive and should include
participation by parents as well as the educational system. Community-based programs must reachout-
of-school youth in such settings as youth detention centers and shelters for runaways.

& Address the intersection of drug use and sexual HI V transmission. Women are at risk of acquiring
HIV sexually from a partner who injects drugs and from sharing needles themselves. Additionally, women
who use noninjection drugs (e.g., “crack” cocaine, methamphetamines) are at greater risk of acquiring
HIV sexually, especially if they trade sex for drugs ormoney.

&  Develop and widely disseminate effective female-controlled prevention methods. More options
are urgently needed for women who are unwilling or unable to negotiate condom use with a male partner.
CDC is collaborating with scientists around the world to evaluate the prevention effectiveness of the
female condom and to research and develop topical microbicides that cankill HIV and the pathogens
that cause STDs.

& Better integrate prevention and treatment services for women across the board, including the
prevention and treatment of other STDs and substance abuse and access to antiretroviral therapy.

For information about national HIV prevention activities, see the following CDC fact sheets:
CDC'’s Role in HIV and AIDS Prevention
Linking Science and Prevention Programs — The Need for Comprehensive Strategies

R R IR e R RN
For more information...
CDC National Prevention CDC National AIDS Hotline: Internet Resources:
Information Network: 1-800-342-AIDS NCHSTP: http://www.cdc.gov/nchstp/od/
P.O.Box 6003 Spanish: 1-800-344-SIDA nchstp.htm!
Rockville, Maryland 20849-6003 Deaf: 1-800-243-7889 DHAP: http://www.cdc.gov/hiv

1-800458-5231 NPIN: http://www.cdcnpin.org
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SAVES LIVES Young People at Risk:

HIV/AIDS Among America’s Youth

In the United States, HIV-related death has the greatest impact on young and middle-aged
adults, particularly racial and ethnic minorities. HIV is the fifth leading cause of death for
Americans between the ages of 25 and 44. Among African American men and women in
this age group, however, it is the leading cause of death. Many of these young adults likely
were infected as teenagers. It is estimated that at least half of all new HIV infections in the
United States are among people under 25, and the majority of young people are infected
sexually.

In 1998, 1,798 young people (ages 13 to 24) were reported with AIDS, bringing the
cumulative total to 27,860 cases of AIDS in this age group. Among 13- to 24-year- olds,
51% of all AIDS cases reported among males in 1998 were among young men who have
sex with men (MSM); 10% were among injection drug users (IDUs); and 9% were among
young men infected heterosexually. In 1998, among young women the same age, 47%
were infected heterosexually and 14% were IDUs. Among both males and females in this
age group, the proportion of cases with exposure risk not reported or identified (22% for
males and 39% for females) will decrease as follow-up investigations are completed and
cases are reclassified into other categories.

A CDC study that analyzed data from 25 states Distribubon, by Sex. for HIV Infectien

with integrated HIV and AIDS reporting systems ?5?35;.'13‘;?33 :E‘"WUT,:;".S.:%%%
for the period between January 1994 and June vram i
1997* found that young people (aged 13 to 24) ez o
accounted for a much greater proportion of HIV

than AIDS cases. The study also showed that even .
though AIDS incidence (the number of new cases B
diagnosed during a given time period, usually a
year) is declining, there has not been a
comparable decline in the number of newly
diagnosed HIV cases among youth. o

Scientists believe that cases of HIV infection reported among 13-to 24-year-olds are
indicative of overall trends in HIV incidence (the number of new infections in a given time
period, usually a year) because this age group has more recently initiated high-risk
behaviors. Females made up nearly half (48%) of HIV cases in this age group reported
from the 30 areas with confidential HIV reporting for adults and adolescents in 1998--and
in young people between the ages of 13 and 19, a much greater proportion of HIV
infections was reported among females (62%) than among males (38%). Cumulatively,
young African Americans are most heavily affected, accounting for 56% of all HIV cases
ever reported in this age group in these 30 areas.

11/30/1999 5:28
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Improving HIV Prevention for Young People

CDC research has shown that early, clear communications between parents and young
people about sex is an important step in helping adolescents adopt and maintain protective
sexual behaviors. In addition, a wide range of activities must be implemented in
communities to reduce the toll AIDS takes on young Americans.

School-based programs are critical for reaching youth before behaviors are
established. Because risk behaviors do not exist independently, topics such as HIV,
STDs, unintended pregnancy, tobacco, nutrition, and physical activity should be
integrated and ongoing for all students in kindergarten through high school. The
specific scope and content of these school health programs should be locally
determined and consistent with parental and community values. Research has
clearly shown that the most effective programs are comprehensive ones that
include a focus on delaying sexual behavior and provide information on how
sexually active young people can protect themselves. Evidence of prevention
success can be seen in 6-year trends from the Youth Risk Behavior Survey, which
show both a decline in sexual risk behaviors and an increase in condom use among
sexually active youth. The percentage of sexually experienced high school students
decreased from 54.1 percent in 1991 to 48.4 percent in 1997, while condom use
among sexually active students increased from 46.2 percent to 56.8 percent. These
findings represent a reversal in the trend toward increased sexual risk among teens
that began in the 1970s and point to the success of comprehensive prevention efforts
to both delay first intercourse among teens and increase condom use among young
people who are sexually active.

Community-based programs reach youth not in schools. Addressing the needs of
adolescents who are most vulnerable to HIV infection, such as homeless or runaway
youth, juvenile offenders, or school drop-outs, is critically important. For example, a

1993 serosurveillance survey of females in four juvenile detention centers found that

between 1% and 5% were HIV infected (median 2.8%).

Prevention efforts for young gay and bisexual men must be sustained. Targeted,
sustained prevention efforts are urgently needed for young MSM as they come of
age and initiate high-risk sexual behavior. Ongoing studies show that both HIV
prevalence and risk behaviors remain high among young MSM. In a sample of
young MSM ages 15-22 in six urban counties, researchers found that, overall,
between 5% and 8% were infected with HIV, with higher prevalence among young
African American (13%) and Hispanic (5%) men than among young white men
(4%).

We must address sexual and drug-related risk. Many students report using
alcohol or drugs when they have sex, and 1 in 50 high school students reports
having injected an illegal drug. Surveillance data from the 25 states with integrated
HIV and AIDS reporting systems between January 1994 and June 1997 showed that
drug injection led to 6% of HIV diagnoses reported among those aged 13-24 during
that time period, with an additional 58% attributed to sexual transmission (both
heterosexual and MSM).

STD treatment must play a role in prevention programs for young people. An
estimated 12 million cases of STDs other than HIV are diagnosed annually in the
United States, and about two-thirds of those are among people under the age of 25.
Research has shown that biological factors make people who are infected with an
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STD more likely to become infected with HIV if exposed sexually; and
HIV-infected people with STDs also are more likely to transmit HIV to their sex
partners. Expanding STD treatment is critical to reducing the consequences of these
diseases and helping to reduce risks of transmitting HIV among youth.

« Ongoing evaluation of factors influencing risk behavior. Both broad-based
surveys of the extent of risk behaviors among young people and focused studies of
the factors contributing to risk and behavioral intent among specific groups of
adolescents must be conducted and analyzed.

For young people, it is critical to prevent patterns of risky behaviors before they start. HIV
prevention efforts must be sustained and designed to reach each new generation of
Americans.

*See Diagnosis and Reporting of HIV and AIDS in States with Integrated HIV and AIDS
Surveillance--United States, January 1994-June 1997, MMWR 1998, Vol. 47. No. 15 (April 24, 1998).

For more information...

CDC National AIDS Hotline:
1-800-342-AIDS

Spanish: 1-800-344-SIDA
Deaf: 1-800-243-7889

CDC National Prevention Information Network:
P.O. Box 6003

Rockville, Maryland 20849-6003

1-800-458-5231

Internet Resources:

NCHSTP: http://www.cdc.gov/nchstp/od/nchstp.html
DHAP: http://www.cdc.gov/hiv

NPIN: http://www.cdcnpin.org

Last Updated: August 1999

Centers for Disease Control & Prevention

National Center for HIV, STD, and TB Prevention

Divisions of HIV/AIDS Prevention

Please send comments/suggestions/requests to: hivmail@cdc.gov
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AIDS NOT LOSING MOMENTUM HIV HAS
INFECTED 50 MILLION,
KILLED 16 MILLION, SINCE EPIDEMIC BEGAN

- In Africa HIV-positive women now outnumber infected
men by 2 million -
- Countries of former Soviet Union see infection rates
double in just two years -
- Strong prevention efforts, care programmes, find
success in certain regions -

LONDON, 23 November 1999

Since the beginning of the AIDS epidemic, 50 million
individuals worldwide have been infected with HIV, of whom
more than 33 million are still alive and over 16 million have
died, according to a report issued today by the Joint United
Nations Programme on HIV/AIDS (UNAIDS) and the World
Health Organization (WHO). The report, entitied AIDS
Epidemic Update - December 1999, was released in
advance of World AIDS Day, commemorated each year on 1
December. It shows that AIDS deaths reached a record 2.6
million this year and that new HIV infections continued
unabated, with an estimated 5.6 million adults and children
worldwide becoming infected in 1999.

"With an epidemic of this scale, every new infection adds to
the ripple effect, impacting families, communities,
households and increasingly, businesses and economies.
AIDS has emerged as the single greatest threat to
development in many countries of the world", said Peter
Piot, Executive Director of UNAIDS.

"We have to ensure that health systems are capable of
handling the increasing numbers of HIV-positive people who
develop AIDS. De-stigmatization, access to health care and
low-cost measures such as the treatment of opportunistic
infections become important. WHO is working with Ministries
of Health across the world to ensure that adequate facilities
and resources are made available to the millions of people
likely to develop AIDS in the coming years", said Gro Harlem
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Brundtland, Director-General of WHO.

AIDS develops in an HIV-positive person after years of
infection, as HIV steadily weakens the body's immune
system and increases its vulnerability to pneumonia,
tuberculosis, diarrhoea, tumours and other illnesses. With
the number of people infected with HIV continuing to rise,
the number of people falling sick and dying of AIDS will
multiply.

HIV-positive women now outnumber HIV-positive men in
Africa

In sub-Saharan Africa - still the global epicentre of the
epidemic - new evidence shows clearly for the first time that
women infected with HIV outnumber men. "Ten years ago, it
was hard to make people listen when we were saying AIDS
wasn't just a man's disease", said Dr Piot. "Today, we see
the evidence of the terrible burden women now carry in
Africa's epidemic.”

. Fifty-five percent of infected adults in sub-Saharan
Africa are women, which means more than six
HIV-positive women for every five HIV-positive men.
UNAIDS and WHO estimate that 12.2 million African
women and 10.1 million African men aged 15-49 are
living with HIV at the end of 1999.

«» Studies in several countries have found that African
girls aged 15-19 are five to six times more likely to be
HIV-positive than boys the same age. Ease of
male-to-female sexual transmission, and sex with
older, infected men appear to be contributing factors to
girls' greater vulnerability to HIV.

According to the United Nations Development Programme
(UNDP), a number of African nations suffered downward
changes this year in the Human Development Index, a
ranking based on levels of health, wealth and education.
Almost all of the major changes in rank could be attributed to
declining life expectancy as a result of AIDS.

. Life expectancy at birth in southern Africa, which
climbed from 44 in the early 1950s to 59 in the early
1990s, is expected to drop back to 45 sometime
between 2005 and 2010.

« UNDP estimates that fewer than 50% of South Africans
currently alive can expect to reach the age of 60,
compared with an average of 70% for all developing
countries and 90% for industrialized countries.

« According to a survey of commercial farms in Kenya,
illness and death have already replaced old-age
retirement as the leading reason why employees leave
service.

Yet there are reasons for optimism even in this most

devastated region: a number of African countries have
demonstrated a much stronger commitment to fighting AIDS
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than ever before. "l believe we are now at a turning point in
the 20-year history of the AIDS epidemic in Africa.
Everywhere | go, | hear the top African leaders speaking out
about AIDS as the major threat to the continent's
development", said Dr Piot. "This gives me grounds for hope
that in the coming years, we will see stronger, more effective
responses to AIDS in many more sub-Saharan African
nations - responses to complement the strong programmes
that already exist."

Injecting drug use in former USSR fuels world's steepest
HIV increases

The report further reveals that the world's steepest HIV
curve in 1999 was recorded in the newly independent states
of the former Soviet Union, where the proportion of the
population living with HIV doubled between 1997 and 1999.
In the larger region comprising these nations and the
remainder of Central and Eastern Europe, the number of
HIV-infected rose by more than a third in 1999 alone, to
reach an estimated 360 000.

. In the Russian Federation, nearly half of all reported
cases of HIV infection since the start of the epidemic
were recorded in the first nine months of 1999 alone.

. In Moscow, three times as many cases were reported
in the first nine months of 1999 as in all previous years
combined. Towns around Moscow had even sharper
rises in HIV, with over five times as many infections
reported in the first nine months of 1999 as in all
previous years combined.

. Preliminary studies suggest that injecting drug use is
becoming increasingly common among unemployed
young people in many of the industrial cities of the
Russian Federation and Ukraine. HIV is not limited to
Russia's major metropolitan regions; in the Siberian
city of Irkutsk, nearly 1300 infections have been
reported, most of them in 1999.

. Injecting drug use appears to be well established even
among Russian schoolchildren. An outreach
programme for drug injectors in St Petersburg reported
that the caseload for clients under age 14 increased
20-fold between 1997 and the first quarter of 1999.

Strong prevention efforts, care programmes, find
success in certain regions

In the report, UNAIDS and WHO also point to some
countries and regions which are managing to keep down the
number of new infections or improve the well-being of those
already infected. For example, evidence continues to mount
that the strong prevention programmes of Thailand and the
Philippines have had sustained success in reducing HIV risk
and lowering or stabilizing HIV rates.

« In India, major efforts to improve the tracking of the
epidemic more than tripled the number of HIV

3of5 ' 11/30/1999 9:40 A



UNAIDS: Press Release 1999 hnp://www.unaids.org/whatsnew/press/eng/london231 199.htm

surveillance sites in 1998. Estimates now place total
HIV infections in the country at around 4 million-more
than in any other country, but fewer than projected on
the basis of earlier surveillance estimates.
Consequently, the regional estimate of HIV infections
in Asia has been revised downward by 800 000.

. The AIDS Society in the Indian state of Tamil Nadu
has enlisted the support of an advertising agency to
encourage safer sexual behaviour, airing television
advertisements during major sporting events. Casual
sex among factory workers in the state reportedly fell
by half between 1996 and 1998, while condom use
with casual partners rose from 17% to 50%.

. Some Latin American countries have joined the ranks
of those providing antiretroviral drugs to people
infected with HIV. Brazil, for example, spent an
estimated US $300 million to treat some 75 000 people
in 1999. Brazilian health officials said the considerable
expense was offset in part by savings in hospitalization
and medical care; the country averted an estimated US
$136 million in such costs between 1997 and 1998.

"Providing care to growing numbers of HIV-positive people
when health systems are already overburdened is no
straightforward task. But these examples show how
countries around the world can make a difference in fighting
the epidemic through both prevention and care. WHO has
shown how relatively inexpensive modifications and
additions to health-care systems can bring major benefits to
people with HIV. Everyone, and every country, can learn and
benefit from these examples”, said Dr Brundtland.

No room for complacency

Releasing the report, UNAIDS Executive Director Peter Piot
also urged industrialized nations to put more emphasis on
HIV prevention efforts. "There is no room for complacency in
any discussion of this epidemic. The threat of HIV has not
diminished in any country. We have even seen evidence
from North America and Western Europe suggesting that
availability of life-prolonging therapies may be contributing to
an erosion of safer sexual behaviour. This is tragic”, Dr Piot
said.

"While antiretrovirals have brought hope to many people with
HIV who are fortunate enough to have access to them, they
are not a panacea, and they are not available in most of the
world", Dr Piot said. "The key to fighting AIDS is preventing
new infections. For this more resources are needed - to
implement the prevention strategies we have today, and to
develop new and better tools, such as microbicides and a
vaccine.”

Dr Brundtland added, "While prevention is the most
promising strategy for managing the AIDS epidemic in the
long term, we cannot lose sight of the fact that millions of
people are infected today. For them, we must do a much
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better job of increasing access to health care and support,
including inexpensive antibiotics that can add many months
to the lives of people already sick with AIDS, to palliative
therapies that can help increase comfort and reduce
suffering, and to psychological and social support for
patients and their families. WHO and UNAIDS will continue
to engage the pharmaceutical industry to make new
HIV-related drugs available at affordable prices for those in

need."

[For more information on this
press release, or any other
UNAIDS press release, please .
|click here for press contact
{information.

]

Back to Top
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OFFICE OF NATIONAL AIDS POLICY
EXECUTIVE OFFICE OF THE PRESIDENT
THE WHITE HOUSE

FOR IMMEDIATE RELEASE Contact: (202) 456-2437
November 19, 1999

AIDS Czar Thrilled
With Funding Increases for AIDS
Care, Prevention, and Research

WASHINGTON, DC — Commenting on the final budget bill just approved by Congress, Sandra
Thurman, Director of the White House Office of National AIDS Policy, stated: “I am thrilled
with the strong funding increases achieved across the board in our efforts to address the AIDS
epidemic both here and across the globe. AIDS remains a very real crisis for America, and it is
heartening to see bipartisan recognition of our need to remain vigilant in our prevention, care and
research efforts.”

“I am particularly pleased with the $80 million increase in funding for our Minority AIDS
Initiative, which was launched by the President last fall in partnership with the Congressional
Black Caucus,” she added. “This initiative has helped catalyze efforts in racial and ethnic
minority communities across this nation to expand their AIDS awareness and care efforts. This
epidemic remains a severe and ongoing crisis in communities of color, and the Minority AIDS
Initiative is bringing us together in new and exciting ways to end that crisis.”

Other highlights of the budget bill as it relates to HIV/AIDS include:

v" Funding for the Ryan White CARE Act, which helps cities and states care for those
living with HIV and AIDS, is increased $184 million to $1,595 million (13% over
last year and 338% since FY 1993)

v/ HIV prevention funding to the Centers for Disease Control and Prevention are
increased by $73 million to $730 million (11% over last year and 47% since FY
1993)



Statement from the Office of National AIDS Policy November 19, 1999

v’ AIDS research funding to the National Institutes of Health will include an increase of
$224 million for a total of $2.024 billion (this is a preliminary estimate, with final
allocation to be determined by NIH)

v" Funding for substance abuse services targeting those at highest risk of HIV infection,
through the Substance Abuse and Mental Health Services Administration (SAMHSA)
were increased by $29 million to $122 million (31% over last year and 122% since
FY 1993)

v’ The Housing Opportunities for People With AIDS (HOPWA) Program at the
Department of Housing and Urban Development was increased (in a separate bill) by
$7 million to $232 million (3% over last year and 132% since FY 1993)

v" Funding to enhance the Administration’s efforts on global AIDS were increased by
$100 million

v' The Administration helped protect local authority over HIV prevention activities,
successfully removing language from the DC appropriations bill that would have tied
the hands of community health agencies in their ability to use needle exchange
programs as part of their overall HIV prevention strategy

v’ Special provisions were included to protect AIDS nursing care facilities that were
endangered by previously enacted changes in Medicare reimbursements.

See attached chart for specific information on AIDS program increases.
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FUNDING FOR SELECTED FEDERAL AIDS PROGRAMS

Selected AIDS Programs FY93 ( FY99 . Fyoo* Change ; Change Minority Minority
(in millions) | ' Since FY99 Since FY93 Initiative Initiative
; ' Change
Food and Drug Administration | $ 73.0; $ 77.0: $ 79.0§ +2.0 3%; +6.0 8%
| i !
Health Resources and Services Administration : ’
Ryan White o _ $ 364_.4-‘ $ 1,410.9}_ $ 1_,594_@; o+ 183.7 13%: +1,230.1 338%| $ 741 +495
Title | - Metropolitan Areas $ 505.0; § 546.5 +415 8%, $ 265 +215
Title Il - AIDS Drug Assistance Program $ 461.0‘ $ 528.0 +67.0 15%§ $ -
Title 1l - non-ADAP $ 276.8% $ 296.0 +19.2 7%!; $ -
; !
Title 1l - Early Intervention Clinics $ 94.3? $ 1384 +441  4T%) $ 274 +24.4
Title IV - Pediatric and Youth $ 46.0: § 51.0 +50 11% $ 12.2 +0.0
Title V - Dental $ 78% 8.0 +0.2 3%:
AIDS Education and Training Centers 3 20.0! $ 26.7 +6.7 33% $ 6.8 +48
Other ; $ 1.2 1.2
HHS (OMH and OS) $ 597 +0.0
Centers for Disease Control and Prevention ; $ 498.0; $_ 657.0: $ 730.0: +73.0 11%: +2320 47%| % 59.8 +12.5
Global AIDS Initiative ; ) - 8 350;  +350 -'
Community Planning f 's 25768 2776  +200 8%
Minority AIDS Initiative ; '3 47.3i $ 59.8 +125 26%:
Other Prevention ‘ $ 352.1. $ 357.6 +55 2%
v_ : ! i
National Institutes of Health - AIDS Research '$ 107108 17980 $ *2,024.0; +226.0 13% +953.0 89%| $ 3.0 -4.3)
Substance Abuse and Mental Health Services A  § 55.0i $ 930 $ * 122.0% +29.0 31% +67.0 122%] $ 48.8 +21.8
1} l ‘
Housing and Urban Development - HOPWA $ 100.0% $ 225.0; $ 232.0! +7.0 3%, +132.0 132%| $ -
. i |
Total 1 $ 2,161.4! § 4,2609: $ 4,781.6; $ 520.7 12%‘, $ 2,6201 121%| $ 2454 +79.5

* FY2000 Numbers include funding for the minority initiative, detailed in the last two columns
«Estimates based on overall increase in funding — specific allocations to AIDS have not yet been finalized.
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THE CLINTON-GORE ADMINISTRATION:
A RECORD OF PROGRESS
ON HIV AND AIDS

“How can we be one America if a ravaging disease like this is being brought under control in part of our
population, but not in another?”
-- President Clinton, November 2, 1998

“We are united in the fight for research, care, and prevention. And we will not stop until all who need it have
access to the treatment they need. We will not rest until we have a vaccine -- and a cure.”
-- Vice President Gore, September 19, 1998

Providing National Leadership. President Clinton has worked hard to invigorate the response to HIV and
AIDS, providing new national leadership, substantially greater resources and a closer working relationship
with affected communities. During his administration, funding for AIDS research has increased by over 89
percent at the Department of Health and Human Services (HHS), while funding for HIV prevention has
increased 47 percent. Funding for the Ryan White CARE Act has increased by over 338 percent.

Although much work remains to find a cure, progress has been made. In 1996, for the first time in the history
of the AIDS epidemic, the number of Americans diagnosed with AIDS declined. And between 1996 and
1997, HIV/AIDS mortality declined 42 percent, falling from the leading cause of death among 25-44 year
olds in 1995 to the fifth leading cause of death in that age group. There has been a decline in the number of
AIDS cases overall and a sharp decline in new AIDS cases in infants and children.

Leading the Global Fight Against HIV/AIDS. In July, 1999, the Administration announced a new global
AIDS initiative entitled LIFE (Leadership and Investment in Fighting an Epidemic). The cornerstone of the
initiative is a $100 million increase in US support for global AIDS efforts, with a particular focus on sub-
Saharan Africa. The United States has invested over $1 billion in international AIDS relief since the start of
the epidemic and funds 25% of UNAIDS. NIH represents the largest single public investment in AIDS
research in the world. More than $62 million of NIH’s international AIDS research in FY1999 is being
conducted overseas in partmership with the global scientific community.

Historic Effort to Address HIV/AIDS in Communities of Color. While racial and ethnic groups
account only for about 25 percent of the U.S. population, they account for more than 50 percent of all
AIDS cases. On October 28, 1998, President Clinton declared HIV/AIDS to be a severe and ongoing
health crisis in racial and ethnic minority communities and announced a comprehensive new initiative
that invests an unprecedented $156 million to improve the nation's effectiveness in preventing and
treating HIV/AIDS in the African-American, Hispanic, and other minority communities. Funding levels
for Fiscal Year 2000 were increased to over $245 million.

This funding is spread across three broad categories: technical assistance and infrastructure support,
increasing access to prevention and care, and building stronger linkages to address the needs of specific
populations.



Fighting to Pass a Strong, Enforceable Patients’ Bill of Rights. President Clinton has called on the
Congress to pass a strong, enforceable patients’ bill of rights that assures Americans the quality health care
they need. The bill should include important patient protections such as: assuring direct access to specialists;
real emergency room protections; continuity of care provisions that protect patients from abrupt changes in
treatment; a fair, timely, and independent appeals process for patient grievances; and enforcement provisions
to make these rights real.

Protecting Medicaid and Social Security Coverage. The President fought for and won the preservation of
the Medicaid guarantee of coverage which serves more than 50 percent of people living with AIDS -- and
92 percent of children with AIDS -- who rely on Medicaid for health coverage. He also revised eligibility
rules for Social Security Disability Insurance to increase the number persons living with HIV who qualify
for benefits.

Focusing National Efforts on an AIDS Vaccine. On May 18, 1997, the President challenged the nation
to develop an AIDS vaccine within the next ten years. He announced a number of initiatives to help
fulfill this goal, including: dedicating an AIDS vaccine research center at the National Institutes of Health
and encouraging domestic and international collaboration among governments, medical communities and
service organizations. On June 9, 1999, President Clinton dedicated the new Dale and Betty Bumpers
Vaccine Research Center at the National Institutes of Health and announced that the primary work of this
new Center will be HIV vaccine research.

Dramatically Increasing Overall AIDS Funding. The Clinton Administration has responded aggressively
to the significant threat posed by HIV/AIDS with increased attention to research, prevention and treatment.
President Clinton has increased overall funding for major HIV/AIDS programs by 121 percent (primarily
within HHS), funding for the Ryan White CARE programs has increased 338 percent and support for AIDS-
related research has increased by over 89 percent.

Increasing AIDS Drug Assistance and Accelerating AIDS Drug Approvals. Funding for AIDS drug
assistance has increased from $52 million per year to $528 million per year during the Clinton
Administration. This program provides new life-prolonging drugs to people with HIV and AIDS. In
addition, President Clinton convened the National Task Force on AIDS Drug Development, and removed
dozens of bureaucratic obstacles to the effective and decent treatment of people with AIDS. Since 1993,
the Food and Drug Administration has approved dozens of new AIDS drugs for AIDS-related conditions
and new diagnostic tests.

Making Research a Priority. In one of his first acts in office, President Clinton signed the National
Institutes of Health Revitalization Act of 1993, placing full responsibility for planning, budgeting and
evaluation of the AIDS research program at NIH in the Office of AIDS Research. The Administration has
increased NIH AIDS research funds by 89% in five years.

Building Partnerships to Optimize HIV Care. In March, 1997 Vice-President Gore approved the
creation of the Forum for Collaborative HIV Research, a unique coalition of federal government
agencies, health care providers, pharmaceutical companies, HIV researchers, and patient advocates. The
Forum builds collaboration between these stakeholders to address emerging issues in HIV clinical
research and care. In its first two years, the Forum has focused issues such as adherence to HIV therapy,
side effects of HIV drugs, HIV treatment education, and the development of new methods to treat HIV.



Focusing on Prevention: Supporting the Centers for Disease Control and Prevention. The
Administration has increased funds for HIV prevention at the CDC by 47%. Under the leadership of the
Clinton/Gore Administration, the CDC reorganized its AIDS prevention efforts to foster greater overall
coordination and enhance efforts to reduce sexually transmitted diseases and tuberculosis.

Educating Young People about the Dangers of AIDS. The Clinton/Gore Administration launched the
Prevention Marketing Initiative, focusing on the risk to young adults (1 8-25) with frank public service
announcements recommending the correct and consistent use of latex condoms for those who are
sexually active.

Requiring the Federal Workforce to Understand AIDS. The Administration issued a directive on
September 30, 1993 that requires every Federal employee to receive comprehensive education on
HIV/AIDS.

Established a White House AIDS Office and Created a Presidential Advisory Council. President
Clinton created a White House Office of National AIDS Policy to bring greater direction and visibility to
the war on AIDS. Sandy Thurman, the current director of the office, has broad experience in both
domestic and international AIDS services. At the same time, the Administration has sharpened the focus
of its AIDS programs. The President also created the Presidential Advisory Council on HIV and AIDS to
provide him and his Administration with expert outside advice on the ways in which the Federal
government should respond to the HIV/AIDS epidemic. Dr. R. Scott Hitt, a California physician
specializing in HIV/AIDS care, chairs the panel.

Convened the First Ever White House Conference on HIV and AIDS. On December 6, 1995, the
President convened the first White House Conference on HIV and AIDS in the history of the epidemic,
bringing together more than 300 experts, activists and citizens from across the country for a discussion of
key issues.

SELECTED HIV/AIDS FY2000 Increase Increase
INVESTMENTS from FY99 from FY93
Ryan White CARE Act $1.6 billion 13% 338%
AIDS Drug Assistance $528 million 61%
HIV Prevention (CDC) $730 million 11% 47%
AIDS Research (NIH) $2.0 billion™ 13% 89%
Vaccine Research (FY99) $200 million 33% 145%
Housing (HUD) $232 million 3% 132%
Iinternational (USAID) $200 million™* 48% 75%

*since FY96, when separate program established
** estimated



Mar-17-00 O1:38P

1413 K Street, NW
Waghingran, DC
10005-344]
I102-398-0414

FAX 202-898-0435
WWW. AW

December 6, 1999

The President
The White House
Washirgron, DC 2035C0

Dear Mr. President:

We are utiung 10 express our deep appreciation and grattude for vour continwng
cfforts 1n the fight against HIV and AIDS. Your leadership has conmibuted to
sigmificant gains in our anternpts to end this deadly epidemic at home and abroad.
We are writing 10 request your continued support of our efforts w enhance and
expand tic capacity of Aftican-Amenican communides 1o better respond o this
escalaung crisis by including $500 million for the Congressional Black Caucus
sponsored HIV/AIDS health emergency initiauve in your fiscal year 2001 budget.

The Centers for Discuse Control and Prevention reported in August that the AIDS
death rates in 1998 remained nearly 10 times higher in African Americans thar
among whites. Similarly, the rate of AIDS incidence is almost 10 times higher
among Affican Amencans than whites, Itis estimared thar 60% of all qew HTV
infections are in Afnean Americans. The percentage is especially high among
AlTican American women heverosexually exposed. Alarmingiy, a report from the
New York Srate Department of Health AIDS [nsttute found that Afican
American tnjection drug users had an HIV prevalence rate of 19% in 1998, nearly
four times that of whites.

We are especially concerned avout the devastating impact of HIV among African
Aunerican and Latno youth. A receat study rom the Sacramento Deparunent of
Health indicated that young gay African American men were at >.8 times greater
nisk tor HIV infecnon than other young gay men. It is 2stimated that ss manv as
100,000 young people in the United States between the ages of 15 and 21 are
infected with HIV and most don't know they have a life threatening disease. And,
as such, they are not receiving the necessary life-prolonging health care weaunent
and related services that they so desperarely need.

Sadly, despite our progress of the last few years the HIV cpidemuc conrinues
unabated in Affican American communities. As you are keeniy aware, this health
crisis is due to longstanding vestiges of poverty, delayed diagnos:s and weatment
because of inadequate access to quality health care, culturaily irresponsive health
care providers, wnsutficient access to cffecnve substance abuse prevention and
treaoment — the Jist go¢s on and nn.
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While we know and appreciate your commitment to improving the economic and social well
ocing of our community. We must szongly urge ¥ou 10 expand our nadow’s invastment in the
health of our people by doubling our current capacity building efforts to respond to the HIV
epidemic. The fiscal year 2001 budget must include $500 million to strengthen the capacity in
communines of color if we are to successfully meer this challenge.

Again, we thank you for vour steadfast commitment, and we look forward to working closelv
with you to tumn the tide of this life threatening disease in the African American communiry.

Respectfully yours,

A Comeli—t:sgk_e;\_%ti/o%;—ﬁdsoc‘imon of People with AIDS

Debra Frazier-Howze, National Black Leadérship Commission on AIDS
Patricia Carter, L eading for Life Project, Harvard AIDS Instture, Cambridge
Rev. Yvere Fluader, Ark of Refize, San Frencisco

Emest Hopkins, San Francisco AIDS Foundaton, San Francisco

Sandra McDonald, Ouweach, inc., Atianta

Beny Primm, M.D., Addiction Research and Treatment Corporation, New York
Rev. Edwin Sanders, Metropolitan Interdominational Church, Nashville

Mildred Williamson, Woodlawn Adult Héalth Center. Dallas
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December 15, 1999

The Honorabie Witham Jefferson Clinton
The White House

1600 Pennsylvania Avenue, NW
Washington, DC 20500

Dear Mr. President:

We the undersigned Latinos, living with HIV/AIDS, service proviaers, agvocaies
and community leaders, are writing to thank you for your swong leadership and
longstanding commitment in the fight against AIDS domestically and
internationally. We are also writing to ask you 1o sustain and expand your support
of cfforts to respond to the growing challenges posed by HIV/AIDS in
communities of color.

Specifically we urge you to increase the current funding for the Minonty AIDS
Ininiative of the Congressional Black and the Congressional Hispanic Caucuses to
$500 million in your FY 2001 budgei request This investment will provide our
communitics with the opportunity and resources to strengthen our orgasuzational
infrastructure, lcadership and capacity to address the chaiicnges of HIV/AIDS
among Latinos and improve the healtt, and wel! being of our communiues.

Despite the advances this couniry has made in improving the health status of the
total population, ethnic and racial minorities contnue to experience significant
health disparities. These disparities are particularly glaring in HIV/AIDS. While
ethnic and racial minority groups in the U S. make up 25% of the U.S. population
they accounted for 67% of the new AIDS cases in 1998 reported to the Centers for
Discasc Control and Prevention (CDC)

We are particularly concerned about the impact of the HIV/AIDS epidemic in the
Latino community. The Latino population is the second most highly impacted
ethnic/racial minority group in the United States (U.S.). Latinos make up about
13% of the U.S. population yet account for 26% of the nation’s new AIDS cases. In
1998, CDC reported that the ratc of AIDS deaths per 100,000 population for
Latinos was nearly four times thac of whites. Whiic males account for the larges
proportion (82%) of cumulative AIDS cases reporied among Latinos in the United
States, the proportion of cases among women is rising, particulariy as a resuit of
heteroaexual transmission.

Women represent 18% of cumulative AIDS cascs among Latinos, but account for
21% of cases reported in 1998 alone. For adult and adolescent Latinas heterosexual
contact accounts for the largest proportion (47%) of cumulative AIDS cases, most
of which are lioked 1o sex with an injection drug user (IDU). Female IDUs account
far an additional 419% of AIDS cases among U S Latnas.
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We are Seeply troubled by the disproportionate impact of HIV/AIDS on Launo
youth and young adults. Latino youth made up 20% of the 3.423 cases of AIDS
reported through 1998 among young people ages 13 to 19. Moareover, Latino young
men and women made up 21% of the 24,437 cases of AIDS reported among young
adults ages 20-24, and Z0% of the 53,280 cases reporied among thoss ages 25-29,

The Latino population is relatively young and will soon be the largost minority

group in the country. Our communities will face severe consequences in the new
millenruum 1f the spread of HIV/AIDS 1s not curbed now among adolescents and
young adults.

We applaud your efforts, in partnerstup with the Congressional Black Caucus, to
nvest sigmificant targeted resources to address the severity of the AIDS epidemic
among African Amencans and other minority populations in FY 1999 While the
$245 millien invesiment made for FY 2000 for the Minority AIDS Initiative will
provide the opportunity to expand the initiative to the Latino community, and target
nicded rescurces, it is net nearly enough to address the seventy ot the problam and
high needs in commuaities of color.

Despite the imporntant advances that have been made, unabazed HIV continues to
spread in communities thar are already experiencing the consequences of pervasive
poverty, substance abuse, high rates of adolescent pregnancies and sexually
transmitted diseases, and fragile health care systems. By doubling the funding for
the Minority AIDS Initiative in FY 2001 your administration will go a long way
towards addressing the rapidly expanding epidemic in the Latino community and
preventing major crises in HIV/AIDS among Asian and Pacific Islanders and
Native Americans.

Because of our commumties’ reliance on all federal HIV programs, we also urge
your support for gubstantial increases in base funding for all domestic and
international programs in FY 2001. This includes the programs funded through the
Health Rescurces and Services Administration (HRSA), the Centers for Disease
Control and Prevention (CDC), and the Substance Abuse and Mental Health
Services Admiaistration (SAMHSA).

Please direct any questions or responses to this leter 10 Miguelina Maldorado,
Director of Government Relations and Public Policy, Nauonal Minonty AIDS
Council, 1931 13* Street NW, Washington, DC, 20009, 202-483-6622, fax # 202-
433-1135.

Thank you for your consideration of our request.
Respectfully,

Hortengia Amaro, Professor, Boston Universiry School of Public Health,
Boston, MA

Regina Aragon, Deputy Director Public Policy, San Francisco AIDS Foundation,
San Franctsco, CA
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Gscar De La O, Executiva Direcior, Rienestar Human Scarvices,
East L os Angeles, CA

Frank Beadle De Palomo, Vice President and Director, AED Center for
Community-Based Health Strategies, Washington, DC

Dennis del eon, Executive Director, Latino Commission on AIDS, New York, NY

Catherine M. Lins, Executive Directar, Midwest Higpanic AJDS Coalition,
Chicago, [L

Migrelina Maldonado. Director, Government Relations and Public Policy,
National Minority AIDS Council, Washington, DC

Hilda Melore, Voices of Women of Color Against HIV/AIDS, Brooklyn, NY

David Ermesto Munar, Directos of Public Policy, AIDS Foundatjon of Chicago,
Chicago, IL

Jose Marnin Garcia Orduna, Technical Assistance Manager, The National Latina/a
Lesbian, Gay, Bisexual & Transgender Organization, Washington, DC

Omar Pereoz, Founder, National Coalition of Latinos and Latinas Living with
HIV/AIDS, Washington, DC

Rebeca Ramos, Technical Cooperation Director, U.S./Mcxico Border Health
Associgtien, El Paso, TX

Elsa Rios, Esq., Executiva Director, HIV Law Project, New York, NY

Heriberto Sanchez-Soto, Executive Director, Hispanic AIDS Forum, Inc.,
New York. NY

Jose Toro-Alforso, PhD, Associate Director, Latino HIV/AIDS Research Training
Program, San Juan, PR

Vivian L_ Torres, Founder, National Coalition of Latinos/as Living with
HIV/AIDS, Washington, DC
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By L1sa FRAZIER -
Washington Post Staff Writer

.Tbe first time Nikiya saw the -

gold diamond cluster and match-

ing wedding band displayed in a -

Georgetown jewelry store, she told
herself she had to have them.
. She bought the rings right then,
slid them on her left finger and
. promised to wear them forever.
' But Nikiya wasn’'t married, en-
gaged or even dating. .- 7

potential suitors.. Maybe then, she
 figured, she would never have to
- face telling a lover her most painful
secret: She is among the thousands
of black women infected with HIV,
. the virus that causes AIDS, which
' is spreading at an alarming rate
among young women of color.
. “WhenIsaw the ring, I thought,

| eliCafeISs
'Of‘LifeaLOVe and H

> She wanted the rings to ward off -

ues

‘Oh, this s so pretty, " said Niki

25. “Then 1 thought, a'v'vedding."
ring—that should do the trick.”

" Seven years ago, Nikiya—who
asked to be identified only by her

middle name—was a high school ;" §

senior planning her future when
she learned that her boyfriend had -

infected her with HIV. '

She felt she was the onlY'YO-l;I;i:;.. E
woman on earth experiencing such

horror. The reality is much grim-
mer. :
In just over a decade, the num-

~ ber of women with AIDS has in-
creased dramatically—from 7 per-

cent of the total number of AIDS
cases in 1985 to 22 percent in
1997, according to the federal Cen-
ters for Disease Control and Pre-

- yention.

African American women have

Nikiya, 25, leaned when she was in hig
ing for 60 percent of “the ‘AIDS -
cases reported among women: in

1997. In recent years,. sex has

replaced intravenous. drug use as

been especially hard hit, account-

the main source of exposure for
women, the CDC data indicate.
Federal health officials say the

~ BY DUDLEY M. BROOKS—THE WASHINGTON POST

h school that she had the AIDS virus.

* trend shows no signs of abating. A

CDC analysis of HIV and AIDS
data collected in 25 states over -
three years shows that women
make up a greater proportion of

See WOMEN, 48, Col. I

Viother Russia’s
Poisoned Land
lluted Cities Must Choose
Between Hunger and Disease

¥ Smon LaFRANIERE
“ashington Post Foreign Service -

KARABASH, Russia—The mind-set of the resi-
ents of this small town in the birch-dotted foothills of
se Urals Mountains is summed up by a big black
eadline in the multicolored brochure that city fathers
and out to visitors: “Karabash—Black Spot on the
lanet.” _

Their log dwellings and small apartment buildings
re literally surrounded by black heaps of industrial
raste 45 feet high. Vegetation is sparse, the air smells
crid, and in the winter the snow is flecked with black
rit.

More than the landscape is devastated. Two-thirds
{ the children suffer from lead, arsenic or cadmium
oisoning, according to health experts here, near
‘ussia’s southern border with Kazakhstan. Studies
iso show high rates of congenital defects, central
ervous system disorders, cancer and other major
iseases.

Yana Fomina, 8, suffers from mental retardation and a

nervous system disorder possibly caused by pollution.

Regional officials blame all this on a 90-year-old
copper-smelting plant, whose five tall chimneys loom
over a polluted pond that schoolchildren trek over
when it is frozen. The plant’s emissions are so
hazardous that the government shut it down in 1987.

See KARABASH, A11, Col. 2

Y SHARON LAFRANIERE — THE WASHINGTON POST

 Wallets Op

For Bush |

Fund-Raiser Pushes |

By Susan B. GLassER
Washington Post Staff Writer

The Republican political es-
tablishment is throwing Texas
Gov. George W. Bush a coming-
out party in Washington tonight
that will be the largest presiden-
tial fund-raiser ever here, but it is
just one particularly lucrative
stop on a cross-country money
tour that is expected to boost his
campaign over the $20 million

- mark by the end of June.

From Florida to Michigan to
South Carolina, Bush will touch
down this week at a dozen fund-
raising events aimed at solidify-
ing his pack-leading status while
his GOP rivals struggle to finish
even a distant second. Bush’s
allure is especially potent here in
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ne*i&i‘diagnosed HIV. inféctions . tha
AIDS-cases. Between January 1994 an
June: 1697, women in those states repre- .-

bufi24 percent of HIV infections.! . -3
.That means that women probably will -
maketup.a larger; proportion “of: future
AJDSpicases.. In the : Distrlct; sand_ i
submbs ‘the. situation is even’ more se-
swith African American women a
ming for 86. percent: of the AID
es among women,.- ;
"‘I‘hst is why we-are focusing more oi’
vention initiatives on women,”
ald Lewis, administrator for the
b dlepartment of Health's Adminie-
for HIV/AIDS “There is still a
Fadenial in the community {from
A@who think [women] don't have’
) _gtoworryabout. S
th t.he increased avai
drugs, the AIDS. desth rste
ly 'has declined across the board. :
African American women, a8 well
'American men, ages 25 to 44
ill is the leading cause of "death.
| her diagnosis, Nikiya prayed for, .
death But her life began to

\irormean g g TR

o
74 e clini¢ excludes no-one, but its-’
population is about 99-percent
aNikiya said she. felt less alone
¢ saw the black, brown and beige
other HIV-positive women at the
i she {s learning ' -

parts
she sald, are t.he delicste issues
-jmagined' facing again—like
‘intima fsliinginlove

‘fbody trémbled. when. the octo
she was HIV-positive.- -
thinking, God, I'm just grsduat
‘my life’is over,” Nikiya recalled.
-beén..Infected at-15.by- her
Steven, who, was 21 and her -
€, He wss a hemophihse whohad -

o
ua,

:But she had .

gstitutions,’ such as’ch
gh rgsnintions. “have’ been
AIDS'. prevention ‘and:.

;€ . just ‘months -
- diagnosis, Nikiya ‘made a deci-

WM who suddenly face their mortali
began trying to get pregnant. .

'\vas a conscious decision,? Nikiya™

iy do every-

sentedr17 percent of the total AIDS cases::,

. her without the questionvoi rsce cloudin;

: wnnted to ﬂght

-.was. Keeping her: alive: five pillsiin
: morning on an empty stomsch three st

and take my chances, she ssid

‘Six years later, in 1998, researchers’
would discover that treating a pregnant
HIV-positive woman with the drug AZT .
signiﬁcantiy lowers her chances. of pass-
mg HIV on to her child. Sy

- But Nikiya had no su

A

months after her dsughter s birth—the

year old—Steven got sick again. He died

. eight months later..

* Acase worker at Georgetown Univer- =
" gity Medical Center, where Nikiya has .

: received medical treatment since she

was 17, referred her .to Family.. And

Mediesl in Anacostia for counseling. -
Depreéssed and isolated, Nikiya need-

ed to know that she was not the only -

.young African American woman living .~
swith HIV. She needed to see others, to -
hear their stories, And she needed.a -

‘tough-talking counselor who could push .-

the approach. ;
"Diane Jones, then 29 t the old. She .

“ecalls her first meeting with Nikiya:
. %She was very young, and very angry an
'feeling ‘very. sorry for herself,”

and’
sald
Jones, the mental health coordinator at

- Pamily And Medical. “She had no con

cept of life with HIV or beyond HIV.”
‘In an early session, Jones confronted

'Nrkrys in that girlfriend, sisterly lan--

guage that-bonds black. women—even:
those: who don’t ‘know one “another’s’

"'names: *Girl, you need to get your life-
! ogether If you keep on think:ng you r !
. going to die, you are.”

.In that moment, the counselor con- .
nected to the psrt_of the pstient thst

" Picture Nikiys today: the color ‘of rich
ea, about 120 pounds, with a slim body

that sometimes draws double-takes from :

“ien. For the moment, her hair is straw- <

< -berry-blond, shoulder length with long .
k bangs But her styles change on a whim,

- She has won battles ' with-pneumonia,
stomach virtises and a gkin rash that left
_ faint blotches on her face. Nothing'about
her appearance says she.is sick.:

; energy fluctuates, but since’ 1997 she had

suﬁered little more ‘than a col

never to let anyone see her. that weak.
She bought .the wedding ring sef
“developed a hostile demeanor, And she

uldbumsholeinsmsnsit tions

wedding - fing and 'sald her husband
wouldn’t like that. He sald her husband

' didn t hsve to know' snd slrpped her his )
t health professronsls say.is fairly - -
n: among: young ~HIV-positive’ -

She kept her condrtion secret - for .
-months, even after they slept. together ;.
“for the first time in January. She made
. gure he used a condom. She liked him,
Then. he started sskmg her to m im’

-In her own place.
her secret and followed the regimen that?

ard University next year.-

ing, she sat behind
-'in;Northesst Wsshington. The teenag

'She ..

] time for him to know. -+ -

. But, giventhe’ ‘AIDS ' paranof
sometimes witnessed among fellow-Afri
can Americans, she‘ wondered: how he 3

- would ‘react. Even .her. doting’ grand

other still boils the dishes after NiidyiY

" of . AZT's side effects, she- refused the - ;
‘therapy. She would have“to wait 18  gats a meal,

So, as they
pring sfternoon, ghe blurted it out
.“Im positive,” she said fro: the
senger seat. “I'm HIV-positive. .
‘He seemed more hurt th:
'Why didn’t you tell me?” he asked. -
““Well, 'm telling yon now. he ret

' ed in her feisty mode. ' :

- Tension filled the car hke  gunpowder.
But the . mechanic - moved quickly to’
* defuse the moment: :

“So, when are you moving in . with
- me?” he asked.

.. They never dlscussed it sgs Nikd

‘gajd. Instead,”hé.began bab g h

glvingin to her every demand
* was like, yell at mé or'g omethi

she said. “I'm not gonna break o

-*He changed,” Nrkrya 8a ‘He tumed
into such a sucker.” ~ -~ :
~ In May, Nikiya asked him to stop
calling. She had been weak once, ‘after
Steven died, when she was so"despol

~dent she couldn’t lift herself out of bed'

But she I8 that woman no mo

With Social Security income and m
ey: ‘Steven left, Nikiya and her daugh
now 6, live comfortsbiy She earned’an

. education degree from the University of

# Maryland, and 'she expects to receive a
master’s in child psychology from How-

L)
It took years before Niki

*" herself to imaginé a future.

trylng hard to live up to the.Swahill |
“'middle name that her mother chose with
such care: Nikiya, “Little Warrior.”
“Pm thinking of starting " my own
privste practice counseling kids,_ she'- “to
says with ease. :
. That is what motrvated leiy'n d
., the thing she never believed she wouldf
be able to do: tand in front of owd

.~ On a scorching recent Tuesday mor
desk in a stuffy;

were wide-eyed ‘as. Nikiya rose fo. tell 558
hem how she g tinfected with the viru

enough to’ relste to em—-hss' .
: ‘information thst

" positive for 10 years. You can’t look at’

- somebody and tell if they’re positive ;
Use a condom. Don't let decisions,’

> make today ruin your life tomorr

"When she was finished, the stud nits
spp]suded Nikiya strolled out, climbed
into her green Ford. pickup:truck and
headed home, It was a longjourney | to get

'mv v nd ket
tn ‘cfjaﬂ,m

, _legsisﬂonmshngtheststeﬂreﬂrstinthe;-
. ':nsﬂontooﬁersststew:depromm )

{Boston public schools alléging reverse -

denﬁﬁed D Chotiog
oee"ft OnGiHel

i 14 chisteh aro
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» parts store.-He

nic and offered to -

She flashed her
id her husband
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d slipped her his

lition secret for
1y slept together
nuary. She made
a. She liked him.
g her to move in

1e easily guarded
{ the regimen that
: five pillsﬂin thg

A%

_ mid-déy and five more at night. It was

time for him to know.

But, given the AIDS paranoia she
sometimes witnessed among fellow Afri-
can Americans, she wondered how he
would react. Even her .doting grand-
mother still boils the dishes after Nikiya
eats a meal.

“I knew if I ever got in a relationship, I
would tell,” Nikiya said. “Once I got to
the point where I felt like the relation-
ship was going somewhere, I just knew I
would tell.”

So, as they were driving to dinner one.
spring afternoon, she blurted it out.

“I'm positive,” she said from the pas-
senger seat. “I'm HIV-positive.”

He seemed more hurt than angry:
“Why didn’t you tell me?” he asked.

““Well, I'm telling you now, ” she retort-
ed in her feisty mode.

Tension filled the car like gunpowder.
But the. mechanic moved qulckly to
defuse the moment.

“So, when are you moving in with
me?” he asked.

They never discussed it agam Nikiya
said. Instead, he began babying her,
giving in to her every demand.

“I was like, yell at me or something,”
she said. “I'm not gonna break.”

“He changed,” Nikiya said. “He tumed
into such a sucker.”

In May, Nikiya asked him to stop’
calling. She had been weak once, after
Steven died, when she was so despon-
dent she couldn't lift herself out of bed.
But she is that woman no more.

With Social Security income and mon-
ey Steven left, Nikiya and her daughter,
now 6, live comfortably. She earned an
education degree from the University of
Maryland, and she expects to receive a
master’s in child psychology from How-
ard University next year.

It took years before Nikiya allowed
herself to imagine a future. But she is
trying hard to live up to the Swahili
middle name that her mother chose with
such care: Nikiya, “Little Warrior.”

“Im thinking of starting my own
private practice counselmg kids,” she
says with ease.

That is what motivated Nikiya to do
the thing she never believed she would
be able to do: Stand in front of a crowd
and tell her story. _

On a scorching recent Tuesday morn-
ing, she sat behind a desk in a stuffy
classroom at Phelps Senior High School
in Northeast Washington. The teenagers
were wide-eyed as Nikiya rose to tell

them how she got infected with the virus. -

that causes AIDS.
"She didn’t tell them to avoid sex—con-

vinced that that advice would fall on deaf -

ears. But she believes that she—some-
one who looks like them and is young

_enough to relate to them—has a better

chance of planting information that
could save lives.
“Half of y’all guys in here were trying

to talk to me when I came in here,” she

said.
A few students giggled. -

“What you don’t know isI'm HIV-p031-

tive,” she added. “And I have been

positive for 10 years. You can’t look at-

somebody and tell if they’re positive. .

Use a condom. Don't let decisions you ,

make today ruin your life tomorrow.”

When she was finished, the students
applauded. Nikiya strolled out, climbed
into her green Ford pickup truck and
headed home. It was a longjourney to get
to that stage, she realized, and there are
still miles to go.

Her small hands rested in her lap. And
there, she saw the tool that she hopes
will protect her from too much pain.

L

Women s AIDS Fight Pu S
Condoms on the Streets

By Lisa Frazier

Washington Post Staff Writer

Their first stop this sunny Saturday morn-

. ing is a methadone clinic on Bladensburg

Road NE. The women are working the block
when Bessie Wilkes, a stout 45-year-old with
warm brown skin, recognizes an old friend.

“Hey baby,” Wilkes says, offering a warm.
' embrace. Wilkes reaches into her canvas bag

and pulls out a row of 10 latex condoms
wrapped in shiny black paper.
“Take these condoms, baby,” Wilkes says.
“We're out here promoting safe sex.”
For Wilkes, a recovering heroin addict

who is HIV-positive; the streets are painfully
~ familiar. But these days, when she returns,

she is trying to save lives. . -
As an AIDS prevention edumtxon special
ist for Family And Medical Counseling Ser-

‘I vice, an Anacostia health clinic, she heads a

peer education program called “Hmlthy
Choices, Healthy Sisters,” aimed at training
the clinic’s female patients to educate other
women about safe sex.

HIVandAIDSaregomngfasteramong-

African American women than any other

group. The federal Centers for Disease Con--
. trol and Prevention has encouraged agericies’

to target women in their edumtxon and
prevention

programs. _
Family And Medical’s 10-week trammg o

program takes Wilkes and other trainees to
drug rehabilitation houses and community
groups across the city to sponsor safe sex
parties for women. The participants munch
on snacks as Wilkes discusses issues such as
how to negotiate condom use with a partner.

Wilkes also leads a Saturday caravan of
women, all Family And Medical patients and

program trainees, through some of the Dis-

_ tnctsroughatstreetstohandoutoondoms.-_ )
: Sllppmgcondomsmtoﬂlehandsofsu'angers

and old friends is sometimes uncomfortable,

but the women; all HIV-positive, say it 1s'.

worth it if they save just one life.
“Iguesslgotoalotofplac&likethat

because those people generally don’t come

out of their environment,” Wilkes said. “I
guess 'm not afraid because I've been there. I
tellthem‘l’mjustlikeyou ’I‘heonly
difference is 'm not using today.””
Wilkmwas17whensheranawayﬁ'omher

in 1988 when an old boyfriend reached her in

- a federal prison in Lexington, Ky., to tell her

to get tested for HIV, thewmsﬂxatmm
AIDS. He was HIV-positive.

‘T was like, Yeah, okay I didn't think
anything -was wrong,” Wilkes said “I

: thought, aw, that’s for gay people.”

A prison doctor brought reality home. For
five years,” Wilkes told no one she was
HIV-positive and avoided counseling or medi-
cal treatment. In 1993, she joined a support
group in the D.C. jail; in 1995, she entered an

1. manth drue rehahilitation nrogram.

 stop, join the talk, hand out condoms.

“Iwas;usttued,andlmhzedldxdp’t
want to die,” Wilkes said. “In treatment, I
realized I had nothing to show for my time
hereonmrtlﬂneverhewwhatmypurpoae
was until [ came here.”

ShexstalkmgaboutFanﬂyAndMedml
Counseling in Anacostia, where she has been
a consultant since last year. She was;the
clinic’s paid community liaison until the grant
that paid her salary ran out. Wilkes worked
unpaid until the clinic oouldputher back.on
the payroll.

For the first time, Wilkm felt her hfe }md
meaning.

“So many of the women I knew,” Wilkm
smd."Iheyweremthesameenwronmenﬂ
was in. They were in transition -houses,
shelters, and many of them were HIV-poa
tive, But they acted like they didn't care.” ;-\

So, Wilk&sgoesbacktoheroldhammsto
offer hugs, encouragement, condoms. avel

It’s about 10:45 am., and the wor'nema;e
canvassmgtheamarmmd Minnesota Ave-

nue: and 5lst Street NE. A ‘middle-aged -

woman wearing sunglasses and black stretch
pants with huge neon flowers calls.to them
from a bus stop. “Hey,herecomemyglrls,"

“she says. “Come on and give me my issue.”) 5

" A volunteer rushes over, opens the canvas
bag, andthewomanwalksawaymthcon-
domdfilled hands. -~ -, . .- T,
Ata storeemmter aymmgman,
no older than 20, mﬂldroomngmnsanda
baggyredT-shnrt,shpsuptoWiﬂm. oy, )

“Hey, yall got some rubbers?” he gays
SOfﬂY n H\f‘

“Sure baby,” Wilkes responds, dlggmg
into her bag.

Outside, a police officer watchfs as they

make exchanges with strangers. He moves

his cruiser to a lane nearer the sidewalk-and

slowiykeepspaoew:mﬂlewmnen. 3l
. Wilkes reaches into her bag and puﬂaout.

R ‘,1‘1
“Want some?" she asks. “Pohce ofﬁcers

'needtopracuoesafem,too 0

Their mission ends on New York Aveme
NW near Hanover Street, where people with
glassy eyes hover, passing time. The wormen

;)y

Before leaving, the vohmteers huddle to

-dlscussthelrday Onewomanseyesﬁllmth
‘grandmother’s - home in Baltimore, started -
smoking marijuana, shooting heroin, sniffing-" .-
cocaine, She sold drugs to make enough
money to use them and went to jail countless
t:lmesondmgcharges.Stﬂl.shewasshocked'

RN

"Ontheonehand.lfeellil.cgwedld

blue baseball cap over her curly brown hair.
“Butontheoﬂlerlfeelhm'tbemuseallwb
candoforthem:sgtvethemaoondom 2h

-:shmy blad(paclmgm, then wavm them:into
-_thean' ;

: something good,” says Wanda, wearinga’

“Yea, but some people don’t get ﬂmt‘

much,” Wilkes says. . : .

The women say goodbye. ’I‘hen' bags,
stuffed with 2,000 condoms at the start of the
day,areempty Wilkahngersabxt,pxﬂlmg

' mxtaagarette

“A lot of times when we seepeopie, wé See
ourselves,” shesays."l‘hat’swhylalwayssay

- good 'morning and give them a hug:; Giving

them condoms might not seem like much;'but
?wndommlghthavesavedanyoneofour
ives,
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FAX

Date: /7 / /77
.From: ggj{/ﬁe{%:d ,Z //f r-

Page(s): .S

MEMO: %‘ /,//

Please contact me if you do not receive a complete facsimile. Thank you.

1413 K Street, NW, 7th Floor
Washington, DC 20005-3442
Phone: 202-898-0414
Fax: 202-898-0435 www.napwa.org



N_ov-‘UE-QQ 07:36pm  From- T-867 P.02/05 F-816
November 8, 1999
The President
The White House
Washington, DC 20510
1‘3 Dear Mr. President:
0
I?ﬂ%lc’i Thank you for all your efforts to improve the heaith of our nation's people, especially racial
of plie and ethnic minority populations who have often suffered a high level of sickness, disease
A and early death as a result, in par, to a lack of access to quality, health care services. |
want to particularly recognize your efforts to increase funding for HIV/AIDS services in
order to meet the needs of this ongaing crisis in our communities. Your leadership is
much appreciated.
1413 K Streat, NW
Washington, DG | am writing this letter to encourage your continuing work to secure the full amount of
20005-3442 funding requested by the Congressional Black Caucus to expand its initiative on HIV/AIDS
202-898-0414 in communities of color and to request your support for additional funding to eliminate
FAX 202.898-0435 syphilis in the United States. The CDC has estimated that an additional $27 million is
N—— necessary through 2005 to accomplish elimination. Both of these initiatives are currently

underfunded in the proposed fiscal year 2000 budget bills to be considered this week.

| need not tell you the importance of the CBC/African-American HIV/AIDS funding
initiative that you and Secretary Shalala were instrumental in l[aunching !ast year. This
initiative has already had a tremendous impact in galvanizing communities across the
country in responding to the HIV epidemic. Continuation of this initiative is essential to
our nation’s efforts to end AIDS.

As you know, syphilis has a sad and devastating history in this country and has left a
lasting legacy of despair in many communities. You have rightly, apologized to the
survivors of the Study of Syphilis in Negro Men at Tuskegee for the U.S. Government's
part in prolonging this awful condition in them and in black communities across the South.
Even now infectious syphilis rates among African Americans in this country are 34 times
higher than among white Americans. Syphilis still causes substantial morbidity and
mortality in the form of cardiac and neurologic disease, stilibirth and developmental
disability from congenital syphilis, and by facilitating transmission of HIV. Fortunately,
reported cases of syphilis are at an all time low and 50% of all the new cases were
reported from just 28 (less than 1%) U.S. counties,

in America today, we have an cpportunity to eliminate syphilis, something that severai
other industrialized nations have already accamplished. However, that window of
opportunity is about to slam shut. Since the early part of this century, syphilis has
occurred in 7-10 year cycles. In the year 2000, we will again be on the verge of another
peak cycle in the U.S. New funding in Year 2001 may be too late to take advantage of
the opportunity we have to eliminate this disease.

| hope you wilt use your leadership to insist that congress find the funds to continue to
fight AIDS by fully funding the CBC initiative on HIV/AIDS and finding additional funds to
eliminate syphilis.

Respectfully yours,

O\o‘x‘h‘v-g_\

A. Cornelius Baker
Executive Director
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Syphilis
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History

Making

Embargoed for Release: Thursday October 7, 1999 4 PM. EST
Contact: NCHSTP Office of Communications 404-639-8895

28 Counties Reporting 50% of P&S Syphilis Cases - United States, 1998

County (Mgjor Cities)
1. Baltimore County, MD (Baltimore)
2. Cook County, IL (Chicago)
3. Shelby County, TN (Memphis)
4. Davidson County, TN (Nashville)
5. Maricopa County, AZ (Phoenix)
. Wayne County, Ml (Detroit)
. Marion County, IN (Indianapolis)
. Fulton County, GA (Atlanta)
. Dallas County, TX (Ddllas)
10. Los Angeles County, CA (LA) |
11. Orleans County, LA (New Orleans)
12. Harris County, TX (Houston)
13. Guilford County, NC (Greensboro)
14. Jefferson County, KY (Louisville)
15, Philadelphia County, PA (Philadelphia)
16. Washington DC
17. Tuscaloosa County, AL
18. Mecklenburg County, NC
19. Oklehoma County, OK (Okla. City)
20. St. Louis County, MO (St. Louis)
21. Franklin County, OH (Columbus)
, Forsyth County, NC
. Prince Georges County, MD (Balt. Metro)
. Hinds County, MS (Jackson)
. Milwaukee County, WI (Milwaukee)
26. Wake County, NC (Raleigh/Durham)
27. Lancaster County, SC
28. Robeson County, NC
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1997
665

379
343
203
118
101
64
190
148
134
132
180
149
107
109
1z
63
49
37
60
54
79
86
61
92
40
33
34

1998
456

364
260
210
173
169
161
151
126
108
105
99
98
N
89
81
74
73
71

56
54
51
51
51
. 49
47
46

% change

3

-4

=24

3

47

67

152

21



Primary and Secondary Syphilis--
United States, 1998*

312 counties reporting
>4.0 cases/100,000

28 counties reporting half of -
new cases (high morbidity areas) g

*Note: 1998 P&S rale for the U S. is 2.6 per 100,000
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CDC: AIDS
spirals among
minority gays

By Steve Sternberg
USA TODAY

AIDS cases among black and Latino
gay men have surpassed those among
gay whites for the first time — indicating
that in these groups, the epidemic has
spiraled out of control, a study out today
shows.

The study, by the Centers for Disease
Control and Prevention (CDC) in Atlanta

In 1998, within that group, 51% of the
men with AIDS were black or Latino, up
from 31% in 1989. Cases among white
gay men declined from 69% to 48% dur-
ing that period.

“The African-American and Latino

not a disease that only affects white, gay
men,” says Helene Gayle, director of the
CDC's AIDS prevention program.

The shift began years ago, Gayle
notes, but many policymakers and black
and Latino leaders ignored it.

At least 85% of infected black and La-
tino men were in cities with more than
half a million people, especially New
York (12%), Los Angeles (9%), Miami
(5%), Washington, D.C., (4%) and Chica-
g0 (3%).

“This news is alarming for all Ameri-
cans,” says Rafael Campo of Harvard
Medical School. He notes that Latinos
are the USA's fastest-growing minority,
with the youngest median age.

“While we are 13% of the U.S. pop-
ulation, we account for 20% of cum-
ulative ATDS cases,” Campo says. “To-
day’s shocking data are a harbinger of

focuses on men who have sex with men. -

communities must recognize that this is -

“The African-American
and Latino communities
must recognize that this
is not a disease that only
affects white, gay men.”

— Helene Gayle, CDC

Phill Wilson, director of the University
of Southern California’s African-Ameri-
can AIDS Policy & Training Institute, as-
serts that the persistent stigma against
homosexuality among minorities pro-
motes AIDS spread among black and
Hispanic men and women.

The stigma inhibits black and Hispan-
ic men from identifying themselves as
gay or bisexual, though they have sex
with men, he says.

One survey of 8,780 HIV-positive men
found that one in four black men and
one in six Latino men say they are het-
erosexual, even though they have sex
with other men.

Many of these men also have sex with
wives and girifriends, potentially expos-
ing them to AIDS, too.

“They are a bridge to women and chil-
dren,” Gayle says, adding they may ac-
count for the higher rates of heterosex-
ual spread in these communities.

Among other findings:

P One-third of AIDS cases in gays and
bisexuals occurred among black men;
another 18% was among Hispanics.

» Biack and Hispanic gay and bisexu-

al men are being infected at younger

ages than their white counterparts. A
study of men in 25 states from 1996 to
1998 found that 16% of blacks and 13%

of Hispanics were 13 to 24 years old.

Nine percent of white gay men were in
that age category.

Roughly 45% of the 703,000 AIDS
cases reported in the USA since 1981
have occurred in men who have sex with
men, the CDC reports.

—

worse to come, unless we act now.”




