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terry e. branstad. governor

August 26, 1998

Sandra Thuiman 
Director
Office of National AIDS Policy 
736 Jackson Place NW 
Washington, DC 20503

Dear Ms. Thurman;

DEPARTMENT OF PUBLIC HEALTH 
CHRISTOPHER G. ATCHISON, oipector

STD/HIV Prevention Program is holding their first HIV Prevention Conference on 
November 5 and 6, 1998 in Des Moines, Iowa. It is entitled “HIV/AIDS in Iowa: A Rural 
Perspective.” This conference is being driven by the Community Planning Process and the 
Group. The purpose of the conference is to have presenters interpret current and emerging HIV 
prevention research findings and discuss their practical applications for working with various 
high nsk populations. The Community Planning Group (CPG) wanted this to be a technology 
transfer conference.

The CPG and the conference plamiing group have met and discussed a number of potential 
speakers that might serve as an attraction to potential conference participants at our reception on 
November 5“, 1998. A number of committee members have heard you speak throughout the 
nation and were ever so impressed with your presentations and dedication to HTV prevention. 
The group consensus was tliat it would be an honor to have you present at our very first HIV 
Prevention Conference. As you might anticipate our conference focus this year will be from lliat 
of a rural perspective. Your participation in this conference would be greatly appreciated and 
your presence is certain to attract a diverse population from tliroughout the State of Iowa.

Thank you for your time and consideration.

Sincerely,

UJUjU
Patricia A. Young, R.N., C.I.(
HIV Prevention Coordinator 
STD/HIV Prevention Program 
(515) 242-5838 
FAX; 515-281-4570
pyovng@idph.5tate. ia. us

LUCAS STATE OFFICE BUILDING / 321 E. 12TH ST. / DES MOINES, IOWA 50313-0075 
DEAF RELAY (HEARING OR SPEECH IMPAIRED) 1 -800-735-2942 / INTERNET: http.V/idpm.state.ia.US/
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Thursday 

November 5
8:00 — 9:00 a.in.
Registration and Continental Breakfast

9:00 - 9:30 a.m.
Welcome

Speaker; Preston Daniels

9:30 - 10:30 a.m. - Plenary 
The Changing Landscape of HIV/AIDS 
Prevention: Effective Services and Emerging 
Challenges.

Keynote Speaker; David Holtgrave

10:30 -10:45 a.m.
Break

10:45 -12:00 noon
Session One — Concurrent Sessions

A Road Map to HIV Prevention for the State 
of Iowa: A review of Iowa’s HIV Prevention 
Plan

Speakers: Peter Cannice. .David Packard and 
Karen Robinson

“Walking the Walk” - Cultural Competency 
in Action - Part I

Speaker; Frank Beadle de Paloma

STD: Update on Epidemiology,
Treatment, and Prevention

Speaker; Kevin Ault

lowans Living with HIV

New Technologies in Testing
Speaker: Richard Steketee

12:00 -1:00 p.m.
Lunch

1:00 - 2:00 p.m. - Plenary
Effective Work with Drug Users in the Era of
HTV: The Harm Reduction Model

Speaker; Edith Springer

2:00 - 2:15 p.m.
Break

2:15-3:30 p.m.
Session Two - Concurrent Sessions

Discussion of Application of Harm Reduction 
in Working with the Injecting Drug User 
Population

Speaker; Edith Springer

“Walking the Walk” - Cultural Competency 
in Action - Part H

Speaker; Frank Beadle de Palma

HIV Prevention Social Marketing Part I: 
Principles for Effective Programs

Speaker; SeanBugg

Do You Hear What I Said? Tips for Client 
Centered Counseling

Speaker; Lori Saxon Jordahl

Even in lowal innovative HIV Prevention 
Programs for Reaching Gay Men - Part I

Speaker; Peter Cannice and Christopher Taylor

3:30 - 3:45 p.m.
Break

3:45 - 5:00 p.m.
Session Three - Concurrent Sessions

Collaborations and Coalition Building
Speaker; Elisa Luna

Why 1 Don’t Go to Funerals Anymore:
New HIV Treatment Guidelines

Speaker; Dr. Louis Kan

HIV Prevention Social Marketing From 
Principles to Practice - Part II

Speaker; SeanBugg

HIV Prevention for High Risk Youth: 
Programs That Work

Speaker; Sara Peterson

Even in Iowa! Innovative HIV Prevention 
Programs for Reaching Gay Men - Part H

Speakers: Peter Cannice and Christopher Taylor
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Friday 

November 6
8:00 - 8:30 a.m.
Continental Breakfast

8:30 - 9:30 a.m. - Plenary
HIV Prevention for Gay^Biscxual Men

Speaker; Simon Rosser

9:30 -10:45 a.m.
Session Four — Concurrent Sessions 

Reaching Gay Men: Programs That Work
Speakers: Simon Rosser

Evaluation - Part I
Speakers: Christina Lopez and Emily 
Gann

Prevention Case Management
Speaker; Amy DeGroff

Challenges Faced in Establishing Peer 
Education Programs at Youth Detention 
Centers

Speaker; Lynn Laws

Viewing Prevention Literature

10:45 • 11:00 a.m.
Break

11:00-12:15 p.m.
Session Five - Concurrent Sessions

Being Balm in Gilead: The Role of the 
Church in HIV Prevention and Care

Speaker; Reverend Bill McGill

Evaluation - Part II
Speakers; Christina Lopez and Emily 
Gantz

HIV Prevention for Incarcerated Populations
Speaker: John Miles

Using Theory to Develop HIV Prevention 
Strategies for High Risk Youth - Part 1

Speaker: Loretta Sweet Jemmoit

Legislative Survival Kit and Tricks of the 
Trade

Speaker: Mark Sckoeherl

12:15 -1:15 p.m.
Lunch

• 1:15 -2:15 p.m,
HIV Prevention for Women - Plenary

Speaker: Theresa ^ner

2:15-2:30 p.m.
Break

2:30 - 3:30 p.m.
Session Six - Concurrent Sessions

Women at Risk:
Programs That Work

Speaker: Theresa Exner

Evaluation - Part III
Speakers; Christina Lopez and Emily 
Gantz

HIV Surveillance & Partner Counseling and 
Referral Services:
New Laws/New Regulations

Speaker: John Katz

Implementing HIV Prevention Strategies for 
High Risk Youth - Part II

Speaker; Loretta Sweet Jemmott

National AIDS Hotline Classroom 
Demonstration

Speaker:

3:30 - 4:15 p.m.
Putting the Pieces Together: Reflections on 
the Iowa HIV/AIDS Prevention Conference - 
Plenary

Speaker: David ffoltgrave

4:15 - 4:30 p.m.
Wrap-up and Evaluation

Speakers: Patricia Young and Peter Cannice
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Epidemiologic Profile
Introduction

The Iowa Department of Public Health (IDPH) has monitored Acquired Immunodeficiency 
Syndrome (AIDS) since 1983. An AIDS case, defined as an HIV-positive individual with one of 
26 indicator diseases or a person who is HTV positive with a CD4 T-lymphocyte count below 200 
or below 14 percent total lymphocytes, requires a named report by the health care provider. 
Effective July 1, 1998, Chapter 141 of the Code of Iowa states that named reporting of HIV 
infection to the IDPH by both the laboratory and the health care provider is required. Infection 
reporting by name in Iowa will improve the ability to track the epidemic, to provide the data 
needed to design targeted prevention-intervention programs and to fund appropriate services for 
those living with the disease. The IDPH contacts the patient to offer partner and spousal 
notification that facilitates access to medical care and to prevention services.

“In 1996, for the first time, deaths among persons with AIDS decreased substantially in the U.S. 
This decrease in AIDS deaths reflects both the leveling of AIDS opportunistic infection (01) 
incidence and improved clinical survival among persons with AIDS. At the same time, there has 
been a substantial increase in AIDS prevalence. Prevalence is a function of both the rates of new 
infections and the duration of illness. The increase in AIDS prevalence reflects declines in AIDS 
deaths and stable AIDS incidence. The increased prevalence of AIDS indicates the need for 
medical and other services for persons with HIV infection and for prevention programs to reduce 
the number of persons becoming infected with HIV.” (MMWR, Feb. 28, 1997)

The Centers for Disease Control and Prevention’s (CDC) expansion of the AIDS surveillance 
case definition in 1993 resulted in a large increase in reported cases both nationally and in Iowa. 
This was followed by expected declines in numbers of AIDS cases reported each year fi-om 1994 
through 1996.

AIDS data are tabulated by the date of report to the IDPH unless otherwise stated and reflect 
reports received by 12/31/97. Modes of exposure used in this report include:

“Men who have sex with men” (MSM) include men who report sexual contact with other 
men and men who report sexual contact with both men and women.

“Injecting drug user” (IDU) is a person who injects nonprescription drugs.
“No identified risk ”(NIR) is a person with ho reported history of exposure to HIV through 

any of the routes listed in the hierarchy of exposure categories.
“Heterosexual contact” is a person who reports specific heterosexual contact with a person 

with HTV/AIDS, or heterosexual contact with a person at increased risk for HTV iiifection 
such as an injecting drug user, hemophiliac, or bisexual male.

The source of data in this report is the Iowa Department of Public Health, STD/HTV Prevention
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Program, unless otherwise noted.
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Iowa AIDS Cases

AIDS has affected the entire state with 84 of Iowa’s 99 counties having residents reported to IDPH as 
diagnosed with AIDS. Figure 1 shows AIDS cases reported between 1992 - 1994 by coimty of residence 
and Figure 2; between 1995 - 1997. The eight most populous counties (>50,000) account for 67 percent of 
the total AIDS cases reported in Iowa. These numbers reflect only the AIDS cases diagnosed whfle the 
individual resided in Iowa. They do not include out-of-state cases who resided elsewhere when diagnosed 
but later moved to Iowa or received care in Iowa. The numbers of cases do not indicate how many are 
living or dead or the movement of people within the state. The numbers also do not include cases of HIV 
infection, not yet diagnosed as AIDS. HIV prevalence in Iowa is estimated to be between 1,000 and 1,300 
using a CDC method of estimation. HIV prevalence is the number of living HIV-infected persons, 
including those diagnosed with AIDS.

Iowa AIDS Cases by County of Residence
1995 -1997 fa=329I
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Iowa AIDS Cases 1^ County of Residence
1992-1994 riFM27)

In Iowa, reported cases are “leveling off” to the pre-1993 numbers. (Table 1) With a rate of reported cases 
of 3.5 per 100,000 population in 1997, Iowa ranked 47th of the 50 states. If using the cumulative number 
of cases reported, Iowa ranks 39th.

Iowa AIDS Cases 
Reported by Year

Year 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 199

Cases 2 12 21 29 42 57 69 85 108 196 123 115 106 10
Table!

Iowa’s cumulative proportions of cases by age are comparable with the US cumulative proportions. The 
largest proportions of cases, both in Iowa and the US, are reported in the 30 - 39 year old age group - 46 
percent in Iowa and 45 percent in the US. (CDC, HIV/AIDS Surveillance Report, 1997) In 1997, 11 
percent of reported cases in Iowa were 20 - 29 at time of diagnosis compared to 16 and 15 percent in 1996 
and 1995 respectively. Since these numbers are AIDS cases, it is likely that many in the 20 - 29 year old 
age group were infected in their adolescence. The proportion of cases reported in 1997 in Iowa’s 30 - 39 
year old age group reached 55 percent.

AIDS Cases by Age at Diagnosis 
Iowa and U.S.

1981 -1997



11999 Chapter2.doc Page 61

44 I 42
kl

30-39 290.093

Over 49 66.232

Table 2 Percent totals may not equal 100 due to rounding of numbers. 
•Total includes person whose age at diagnosis is unknown.

Females have accounted for an increasing proportion of AIDS cases reported the last few years in Iowa, 
but this increase is not statistically significant. Nationally, 16 percent of the cumulative cases reported 
have beat females compared to 9 percent in Iowa. (CDC, HIV/AIDS Surveillance Report, 1997)

Adult/Adolescent AIDS Cases by Sex 
Iowa

1983 -1997
1992 1993 1994 1995 1996 1997 1983-1997

Sex # •/. •/. * % # Vo « % « % # %
Male 96 91 177 92 112 93 103 90 89 85 95 89 961 91
Female 10 9 16 8 9 7 12 10 16 15 12 11 lOO 9

Tables
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Figure 3 illustrates the number of AIDS cases reported and the number of cases diagnosed each year. The 
contrast is a result of delay in reporting. AIDS cases should be reported to the IDPH at the time they are 
diagnosed. Case reports received in one year may be individuals diagnosed in previous years. For 
example, although 106 cases were reported in 1996, only 64 cases were diagnosed that year. The 
remaining 43 cases were diagnosed in previous years. The increase in numbers of diagnosed cases in 1992 
and reported cases in 1993 is probably due to the expansion of case definition and not in rq)Oiting 
practices.

AIDS Cases, Year Diagnosed versus Year Reported 
1983-1997

Diagnosed
Number
ofCasee ‘(SQ

AIDS CASES AND DEATHS
Table 4 depicts the number of Iowa AIDS cases reported to the Iowa Department of Public Health and the 
number of persons with AIDS reported as having died. Nationally, in 1996, deaths among persons with 
AIDS decreased substantially for the first time. Despite this, HIV infection remained the leading cause of 
death among persons aged 25 - 44 years. (MMWR, Sept. 19, 1997)

In Iowa, HTV infection is not one of the five leading causes of death in any age group. However, in 1996, 
deaths related to HIV infection was the tenth leading cause of years of potential life lost before age 65, at 
1,782 years. AIDS is therefore a cause of “early” mortality and should be a focus for prevention 
strategies. (IDPH, 1996 Vital Statistics)

AH)S Cases and Deaths 
Iowa and U.S.

1981 -19197
Cases Deaths %

Iowa 1,073 605 56
U.S. 641,086 390,692 61

Table 4
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Table 3 shows the mortality of Iowa AIDS cases. These AIDS cases, deaths, and case fetality rates are 
listed by year of diagnosis. Case &tality rates may be underestimated because of incomplete reporting of 
deaths. Reported deaths are not necessarily caused by HIV-related disease.

Iowa AIDS Cases by Year Diagnosed and 
Current Status as of January 3L 1998

1983*

Table 5 ^Includes one case diagnosed and deceased before 1983. 
♦•Preliminaiy data

“If the number of new HIV infections each year (HIV incidence) remains stable or increases, and deaths 
continue to decrease, there will be an increasing number of people living with HIV and AIDS. Additional
resources will likely be needed for services, treatment, and care---- Prevention remains our best and most
cost-effective approach for bringing the HTV/AIDS epidemic under control and saving lives.” (CDC 
Update, Feb., 1997)

EXPOSURE CATEGORY

For surveillance purposes, AIDS cases are counted only once in a hierarchy of exposure categories as listed 
in the tables below. These are mutually exclusive except for the MSM/IDU category. Heterosexual cases 
are persons who report specific heterosexual contact with a person with, or at increased risk for, HIV 
infection (i.e., IDU). No identified risk (NIR) cases are persons with no reported history of exposure to 
HTV through any of the routes listed in the hierarchy of exposure categories. These include cases still 
under investigation or lost to follow-up. Recently reported AIDS cases are more likely to be reported as 
NIR and the proportional distributions will change over time as additional review is conducted and the 
exposure mo^ are re-classified.

Table 6 shows dianges in exposure modes in five year intervals:
The proportion of cases reported among MSM has fluctuated fi^om 68 to 71 to 60 percent.
The proportion of cases reported involving heterosexual exposure has increased firom 0 to 7 to 11 percent. 
The proportion of cases among injecting drug users has increased firom 6 to 8 to 13 percent.

Percent of Iowa Adult/Adolescent AIDS Cases by Exposure 
Category by 5-Year Reporting Span

1983--1987 1988-■1992 1993.■1997 1
'o % 1

MSM 68 cm 1
IDU 6 13

li!Sl5i/IDU 14 51 5 Mill
Hemophilia 6 4 3

iWrosexual mm 7 11 illu
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Transfusion 3 1
T 7

100 100.
Table 6

Table 7 shows the mode of exposure of reported Iowa cases for the last five years. There is a continued 
decline in proportion of cases among MSM. Nationally in 1997, 35 percent of cases reported were MSM, 
with a cumulative proportion of 49 percent. (CDC, HIV/AIDS Surveillance Report, 1997) Heterosexual 
exposure was 11 percent of Iowa cases in 1997 and 13 percent nationally. NIR cases accounted for 22 
percent of cases in 1997 nationally, 21 percent in Iowa.

Adult/Adolescent AIDS Cases by Exposure Category
Iowa

1983 -1997

Exposure 1993 1994 1995 1996 1997 1983-19
Categoiy

# % # % # % ___^ % # % #
MSM 119 62 84 69 65 57 62 59 55 51 683
IDU 26 13 14 12 16 W 12 11 12 11 uMSM/IDU 12 6 5 4 8 7 4 4 3 3 59

lilliibphilia liilii 5 liilii 7 :1 <1 1 ■■ i. 1 .. -1 1 40
Heterosexual 15 8 6 5 19 17 13 12 12 11 91

llilfflsftision 2 1 1 iiigl 3 Bilil miiHiBi 2 2 uNIR/Other 9 5 3 2 3 3 13 12 22 21 53
iiteii 100 111211 lool liilii 100 105 i|i« iiiis 1061 11

Table 7 Percent totals may not equal 100 due to rounding of numbers.

IOWA AND U.S. EXPOSURES



11999 Chapter2.doc Page 101

Adult/Adolescent AIDS Cases by Exposure Category 
Iowa and U.S.
1981- 1997

Iowa United States

IDU
11%

MSM/IOU MSM/lOU

Figure 4

Adult/Adolescent AIDS Cases by Exposure Category by Sex
Iowa and U.S.

1981 -1997

Exposure 
Category 
MSM

Female Female

309,247

MSM/IDU 40,534

Heterosexual 20,493 38,391

NIR/other 36,412 13,148
98.468

Table 8 *Excludes 1 U.S. case \i4iose sex is unknown.
Percentage totals may not equal 100 due to rounding of numbers.

injecting drug use

Injecting drug use has been directly or indirectly involved with 207 (19%) of all Iowa AIDS cases. Of 
these cases, 83 percent are IDUs, while the remaining 17 percent are related to heterosexual exposure - sex 
partners of IDU, or to vertical transmission to a newborn.
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AIDS Cases Associated With Injecting Drugs 
Iowa

1983-1997

Peds-Mom/PaitnerIDU*
3%

Male IDU 
3%

MSM/IDU
29% _

Female lOU 
11%

Ficnre 5 *Pediatric case with mom or mom's partner being iDU

emale-Sex with IDU 
7%

Male-Sex with IDU 
7%

Sexual contact with an IDU continues to be a fector in expanding the niunber of heterosexual cases. 
Gender does not appear to play a deciding role with heterosexual contact to IDU, which is equally 
distributed between females and males (50%).

Adult/Adolescent AIDS Cases Associated With Injecting Drugs
Number of loWH

Cases 1990-1997

1090

Figure (

1991 1992 1993 1994 1995 1996 1997

QHeterosexual Contact/IDU *MSM/IDU >®IDU

RACE/ETHNICITY

Nationally, the demographic characteristics of persons reported with AIDS reflect shifts in the population
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at risk for HIV, notably the changing racial/ethnic profile. In 1997, the proportion of adults/adolescents 
reported with AIDS who are black non-Hispanic (45%) exceeded the proportion who are white 
non-Hispanic (33%). The 1997 reported AIDS incidence rate per 100,000 among black non-Hispanics 
(83.7) was eight times higher than among white non-Hispanics (10.4) and more than two times higher than 
among Hispanics (37.7). (CDC, HIV/AIDS Surveillance Report, 1997)

Findings indicate a decline in the rate of infection among white non-Hispanic men. This decline has 
contributed to the stabilization in infection overall. In the U.S., young minorities, particularly black 
non-Hispanics, are at an extremely high risk for HIV infections. Estimates of prevalence predict an 
average of one out of every 33 black non-Hispanic males aged 21-39 may have been infected as of January 
1993. Black non-Hispanic females’ chance of infection is estimated at one out of 98 for this same age 
group. An estimated one out of every 60 young Hispanic males and of one out of every 222 young 
Hispanic females may also be infected. In comparison, estimates in white, non-Hispanics were one in 139 
males and one out of every 1,667 females. (Science, Nov. 1995)

The national shift in ported AIDS cases to the minority population is reflected in Iowa data. (Table 9) 
The proportion of AIDS cases reported in white non-Hispanics remained the majority (77%) in 1997. 
However, while numbers remain small, there is a statistically significant (p<0.05) upward trend fi-om 1992 
to 1997 in the proportion of cases reported in black non-Hispanics.
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Adult/Adolescent AIDS Cases by Race/Ethnicity
Iowa

1983 - 1997

White 
Non-Hisoani

Hispanic
Aslaa/Paci

Am. Indian/ 
Alaskan Native

Table 9 Percent totals may not equal 100 due to rounding of numbers.

As is the case nationally, Iowa’s minorities are disproportionately represented in the proportions of reported 
AIDS cases. (Figure 7) Black non-Hispanics constitute only 2 percent of the Iowa population, but 9 
percent of all Iowa AIDS cases. The Hispanic population is 1 percent and Hispanic AIDS cases are 3 
percent. In the U.S., white non-Hispanics constitute 80 percent of the total population and only 46 percent 
of total AIDS cases. Black non-Hispanics comprise 12 percent of the population and 36 percent of the 
AIDS cases. Hispanics are 9 percent of the U.S. population while 18 percent of the AIDS cases. (CDC, 
HIV/AIDS Surveillance Report, 1997)
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AIDS Cases by Race/Ethnicity Compared to Total Population
Iowa

Population in 1990 Census AIDS Cases 1983-1997

Race/Ethnicity
■White non-Hispanic OBlack non-Hispanic 

■Hispanic
Figure?
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There have been 934 (87%) AIDS cases reported in Iowa’s white non-Hispanic population. (Figure 8) The 
largest exposure category, MSM, constitutes 68 percent of the total. Injecting drug use is associated in 
some manner with 157 (17%) cases.

AIDS Cases in White hon-Hispanics by Exposure Category
Iowa

1983 -1997

700 

600 

I 500 

i 400

I 300
3
Z ' 

200

100

0

/
01

■ Male
CH Female

28 8 1 1ft Id in 1ft *11 nl 01

MSM TmdMeii NUMtw HmopNU SvMmcfMI
nu MSMUM SaiMNJ SoAlfrali SoMIVFigures

MomAOU 8«/rranMan MonM»U)U

AIDS Cases in Black non-Hispanics by Exposure Category
Iowa

1983 -1997

■Male
54 CUPemale» 30

O 25

MSM MSMAOU SeWHIV SoiAOU SeK« mate ScoyTiaraftision
lOU NIR Tianshnion Mom lOU Hemophilia MomISaaHIV

Figure 9
There have been 100 (9%) AIDS cases reported within the black non-Hispanic population through 
December 1997. Figure 9 displays the exposure categories for this population. ’ITiere were 34 (34%) in 
the MSM category and 42 (42%) AIDS cases associated with injecting drug use in some manner.
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There have been 33 (3%) AIDS cases reported in the Hispanic population. (Figure 10) The MSM 
exposure category accounts for IS (48%) of the cases. Injecting drug use is in some manner associated 
with eight (24%) of the Hispanic cases.

AIDS Cases in Hispanics by Exposure Category 
Iowa

Numberof 1983-1997
Cases

■Male
Female

r^snio SuMV SraSOU USIUOU

FEMALES and AIDS

There have been 98,468 (16%) cases of AIDS reported in adult/adolescent females in the US and 100 (9%) 
in Iowa. In 1996 and 1997, 20 and 22 percent respectively of adult/adolescent cases reported in the US 
were females. (CDC, HIV/AIDS Surveillance Report, 1997) In Iowa, IS and 11 percent were females in 
1996 and 1997 respectively.
When comparing exposure modes in Iowa and the U.S., injecting drug use plays a more prominent role 
nationally while the heterosexual and the transfusion categories are higher proportions among Iowa AIDS 
cases in females. (Figure 11)

Female Adult/Adolescent AIDS Cases by Exposure Categoiy 
Iowa and U.S.

1981 -1997
Iowa United States

Fi(uralt

The 100 cases in females represent 9 percent of all adult AIDS cases in Iowa. The heterosexual exposure
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category comprises more than one-half of these cases (57%). (Figure 12) The next most prevalent 
exposure category is IDU (22%). When the heterosexual risk &ctor is isolated and separated further as 
indicated in Figure 12 with the bar at the right, three components become highlighted: females having sex 
with an HIV-infected male, females having sex with a bisexual male, and females having sex with an IDU. 
The cumulative proportion of females having sex with an HIV-positive male increased from 28 percent 
through 1996 to 33 percent through 1997.

AIDS Cases in Adult/Adolescent Females 
by Exposure Category 

Iowa
1983 -1997

NIR/Other
11%

Hemophilia

Partnet's Risk

Heterosexual 
57%

figure 12

There have been 100 AIDS cases reported in adult/adolescent females in Iowa. Fonales of 
childbearing-age (20 - 39) account for 64 percent of these cases. Figure 13 illustrates the number of cases 
in each racial/ethnic group with reported cases and age at the time of diagnosis. White non-Hispanic 
females comprise 82 percent, black non-Hispanic females; 15 percent.

AIDS Cases in Adult/Adolescent Females 
by Age and Race/Ethnicity 

Iowa
1983 -1997

13-19 
□20-29 

30-39 
□40-49 

>49

0 0 0
Whltanon-Hispaiiic 

Figure 13
Black non-Hispanic Hispanic Am. Inc
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PEDIATRIC AIDS CASES
There have been nine pediatric AIDS cases (patients < 12 years of age at time of diagnosis) reported in 
Iowa. Injecting drug use is associated with six of these cases. The discrepancy in total number of cases 
between the Iowa Pediatric AIDS Cases and the AIDS Cases with Pediatric Exposure is due to time 
differences between age at exposure and age of diagnosis. Pediatric exposure includes three additional 
persons who acquired HIV infection prior to the age of 13 but were not diagnosed with AIDS until after 
their 13th birthday. These three persons were considered adult AIDS cases because of age when diagnoses 
occurred, but M in the pediatric definition when exposure was documented.

Pediatric AIDS Cases by Exposure Category 
Iowa

1983 -1997 
Mom IDU 

56%

Hemophilia
11%

Mom Sex/HIV 
11%

Figure 14

Mom Sex/IDU 
11%

AIDS Cases with Pediatric Exposure 
Iowa and U.S.

1981- 1997
Iowa U.S.

Exposure Category # % # %
Hemophilia 4 33 233 3

ivlollicr at-risk/has AIDS/HI V 7 ■v-58^- 7.335 91
Transfusion with blood/blood product 0 0 374 5
NlR/olhcr 1 1 8 I 144 Tl
Total 12 100 1 8,086 100 1
Table 10 Percent totals may not equal 100 due to rounding of numbers.
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Guidelines to PreVent Misinterpretation of Data

Decisions about how to allocate limited resources for prevention activities depend, in part, on 
appropriate interpretation of epidemiologic data. The following guidelines are intended to 
facilitate proper interpretation of the tables and figures presented in this profile.

Understand what the figure is showing. Read the title of the table or figure, and look closely at 
the type of information presented on the vertical and horizontal axes. Is the number of 
cases being presented, or a percentage of the total cases? Pie graphs and stacked bar 
graphs show proportions—^how much each part is of the whole. Side-by-side bar graph 
can show totd numbers or percents. Examine how graphs are scaled. Does the number 
of cases increase by 5’s, lO’s, lOO’s or some other factor? What is the time period 
covered? Have any data been excluded fi-om total counts?

Know the limitations of the data.
Strengths:
Relatively complete.
Covers all of Iowa.
Limitations:
New or emer^g trends in HTV infection may not be apparent in AIDS case reports 

because of the five - ten year average time fi'om HIV infection to the development of 
AIDS.

There are delays in the reporting of AIDS cases to IDPH. The tables and figures in this 
profile do not account for these reporting delays.

Represent only those individuals who are living in Iowa at the time of diagnosis. It 
excludes those individuals who are diagnosed and reported in another state and who 
subsequently move to or receive care in Iowa.

Comparison of pre-1993 AIDS case rates with rates of cases reported in or after 1993 is not 
valid! An analogy: Although you are not comparing apples with oranges, you are 
comparing red apples (pre-1993 definition AIDS cases) with a combination of green 
apples and red apples (1993 definition AIDS cases). Relative proportions of cases should 
not be substanti^y affected by the change in the case definition, whereas the same 

statement could not be made regarding numbers of cases.
Do not over-interpret small changes or differences. Comparing one year with another only shows 

a change and not a trend. Even if the change represented a substantial increase, how 
would it be interpreted? The change might be in the opposite direction (a substantial 
decrease) the following year. This is an especially important consideration in areas with 
low morbidity and unstable rates. For example, suppose that one AIDS case was 
diagnosed and reported among a particular risk group in 1992, and that two AIDS cases 
were diagnosed and reported within the same risk group in 1993. This change represents 
a 100% increase in AIDS cases fi-om 1992. Although such a percentage change sounds 
alarming, an increase of one case is not.

Look for consistencies with other information sources. Do the numbers show patterns similar to
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those from other studies or in other populations? Different findings should not be 
disregarded, but they should be examined carefully.

Use all information available for decision making, not just that information presented in an 
individual table or figure.

Sexually Transmitted Diseases (STD)

STD are among the most frequently reported infectious diseases and constitute a significant health problem 
in Iowa. White STD rates reflect unsafe sexual behavior, they do not necessarily correlate with HIV 
infection. National data suggest that syphilis rates, especially when related to the exchange of sex for 
drugs and crack cocaine use, may be more closely associated with HIV risk than gonorrhea or chlamydia.
In considering STD data, one should be aware of certain limitations. The quality of STD data are 
dependent upon the reporting provider and frcility; laboratory confirmation is required; and the reported 
incidence of STDs may reflect the demographic characteristics of individuals seeking care at a particular 
&cility or the practices of certain providers, and may not necessarily be representative of the characteristics 
of all infected individuals. Additionally, because of the nature of the specimen collection procedure, 
women are often tested for STDs as a routine part of a pelvic exam, while men are generally tested only if 
they have symptoms.
In 1997, 1,309 cases of gonorrhea were reported; 547 in males and 762 in females. The overall infection 
rate was 47.1 per 100,000 population. Rates were highest among ages 15-24. Of the cases reported in 
1997, 597 (45.6 %) occurred in Afiican Americans and 51 (.08%) occurred in Hispanics.

3600
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I 1500
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Reported Cases of Gonorrhea 
Yearly Comparison 

Iowa, 1987-1997

Hmy1887 1988 1868 1880 1881 1882 1888 1884 1888 1888 1M7
D«8«taMnlafPi*icHMMi,8T0AW Pruvw8on Program

Reported Cases of Gonorrhea by Age, Race/Ethnicity, and Sex
Iowa, 1997

Age
Groups
(Years)

White
Not

Hispanic

Black
Not

Hispanic

Hispanic Asian/
Paciric

Islander
M F M F

^ Is,, '' ik

American
Native

Unknown Tota

00-04



M 999 Chapter 2.doc Page 221

Mo-14 T^.18 1 1 I 9 I 111 I I
I 16 I s 7

_1L_L 9l^^|14|^4|^^|^^|

Unknown
Total 350

Boxes without values indicate 0

Reported Cases of Gonorrhea by Race and Sex 
Iowa, 1987-1997
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I•6
I
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1997,4906 cases of dilamydia were reported: (176.9 per 100,000). There were 3,739 cases reported in 
individuals ages lS-24 making this age group the highest rate 76.2%.

Reported Cases of Chlamydia by Age, Race/Ethnicity, and Sex

Iowa, 1997
Age

Groups
(Years)

White
Not Hispanic

Black
Not Hispanic

Hispanic Asian/Pacific
isiander

American
Native

Unknown Total

M F M F M F M F M F M F M
00-04 10 1 2 1 3 2

196 1 793 1 90
ilSpiiill

wmfee fi7
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40 - 44 8

55-64

UnknovMi

452 2254 262Total 159
Boxes without Values indicate 0

Reported Cases of Chlamydia by Race and Sex 
Iowa, 1997
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0
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Hispanic Am Native
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SOURCE Iowa O^wtnant of Public Haalth, STOfHIV Pravsntloii Progian own

Iowa is in a somewhat unique position for the eiimination of all early syphilis. In 1997 there 
were 32 reported cases of early syphilis (seven primary and secondary and 25 early latent).
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Reported Cases of Primary and Secondary Syphilis 
Yearly Comparison 
Iowa, 1987 -1997
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SOURCE: Iowa Oapartmanl of Public Health, 8TDMIV Piavantlon Program
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Reported Cases of Primary & Secondary Syphilis by Age, Race/Ethnicity, and Sex
Iowa, 1997

Age
Groups
(Years)

White
Not

Hispanic

Black
Not

Hispanic

Hispanic Asian/
Pacific

Islander

American
Native

Unknown Tota

M F M F M F M F M F M F M

00-04

10-14

20-24

Unknown

Total 0 1 1 2 1 1 0 0 0 0 1 0 3

Reported Cases of Primary and Secondary Syphilis by Race and Sex
Iowa, 1997

•s
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OMale ■Female

0 0 0 Q

White Black Hispanic Asian/Pac Islander Am Native Unknovnn

SOURCE: lews Department of PubUe Health, STOIHIV Prevention Program
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Reported Cases of Early Latent Syphilis 
Yearly Comparison 

_________ Iowa. 1987 - 1997
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Reported Cases of Early Latent Syphilis Cases by Age, Race/Ethnicity, and Sex
iowa, 1997

Age
Groups
(Years)

White
Not

Hispanic

Black
Not

Hispanic

Hispanic Asian/
Pacific

Islander

American
Native

Unknown To

M F M F M F M F M F M F M 1
00-04 ■i^■1
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I Total I 0 I 10 I 9 I 4 I 1 I 1 I 0 
Boxes without values indicate 0

0 I 0 0 I 0 0 \ 10

Reported Cases of Early Latent Syphilis by Race and Sex
Iowa, 1997
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