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HIV/AIDS and Women in the United States:
Excerpts from the HIV/AIDS Surveillance Report

The proportion of total AIDS cases attributable to women is increasing. From 1985 through 1996, the
proportion of adolescent/adult women reported to the Centers for Disease Control and Prevention
(CDC) with AIDS increased steadily each year, from 7% to 20% of reported cases. Of the total cases
reported among women, the proportion attributable to heterosexual contact is also increasing. In 1994,
AIDS cases in women attributable to transmission via heterosexual contact surpassed the number
attributable to transmission via injecting drug use. HIV infection is the third leading cause of death among
women ages 25-44; the leading cause of death among Black women in this same age group. This fact
sheet presents data from the 1996 year-end edition of the CDC HIV/AIDS Surveillance Report.

Magnitude of the Problem

From June 1982 through December 1996, CDC had received reports of 581,429 cases of AIDS

amaong persons of all ages and racial/ethnic groups in the United States, including 85,500 cases (15%)
among women. -

In 1996, 69,151 AIDS cases were reported to CDC and of these cases, 13,820 (20%) were reported
among women. Over 80% of these cases were reported from Metropolitan Statistical Areas with
populations greater than 500,000. Black and Hispanic women have been disproportionately affected,
accounting for 59% and 19% of women reported in 1996. AIDS rates for Black and Hispanic women
are 17 and 6 times higher than for white women (61.7 and 22.7 and 3.5 per 100,000, respectively).
Women under 30 accounted for 22% of reported cases in 1996. Because the time from initial infec-
tion with HIV to the devel-
opment of AIDS can be long
and variable, many of these
young women acquired their
“ infections in their teens and
LB early twenties. The states
' 30  With the highest AIDS rates
=§ _% in 1996 were New York ,
e~ 24 New Jersey, Florida, Mary-
! land, and Delaware. The
“®  states with the highest num-

e W3 ber reported were New York

S (3249), Florida (1825), New
ﬁ e Jersey (1 050), California
T 123 (940), and Texas (722).

Figure 1. Female adult/adolescent ATDS annual rates per 100,000 population,
for cases roported in 1996, United States
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1997,46:165-73. '

CDC. “AIDS Associated with Injecting-Drug Use—United States, 1995.” MMWR 1996;45:392-8.

CDC. “Update: AIDS Among Women—United States, 1994.” MMWR 1995;44:81-4, Erratum:
MMWR 1995,44:135.

Kennedy MB, Scarlett MI, Duerr AC, Chu SY. “Assessing HIV Risk among Women Who Have Sex
with Women: Scientific and Communication Issues.” JAMWA 1995;50:103-7.

Ellerbrock TV, Bush TJ, Chamberland ME, et al. “Epidemiology of Women with AIDS. in the United

States, 1981 through 1990: A Comparison with Heterosexual Men with AIDS.” J4MA
1991;265:2971-5 »

Selik RM, Chu SY, Buehler JW. “HIV Infection as Leading Cause of Death Among Young Adults in
U.S. Citics and States.” JAMA 1993;269:2991-4.

For further analysis of surveillance and trends in HIV/AIDS, consult the HIV/AIDS Surve{llance
Report. The most recent issue of the report, as well as many other resources, can be obtained by
contacting

The Centers for Disease Control and Prevention;s Website: http://www.cdc.gov

CDC National AIDS Clearinghouse
P.O. Box 6003

Rockville, MD 20849-6003
1-800-458.5231
zidsinfo@cdcnac.org
http://www.cdcnac.org

If you have questions concerning HIV infection, AIDS, or information in this update, please call

CDC National AIDS Botline
1-800-342-2437
1-800-344-7432 (Spanish)
1-800-243-7889 (Deaf)
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Contact:
CDC Press Office (404) 639-3286

1996 HIV/AIDS Trends Provide Evidence of Success in HIV Prevenﬁon and
' Treatment

AIDS Deaths Decline for First Time

For the first time in the epidemic, there has been a marked decrease in deaths among people with AIDS.
The decline in deaths is likely due to both the slowing of the epidemic overall and to improved treatments
over the past several years, which have lengthened the lifespan of people with AIDS. While it is too soon
to determine the impact protease inhibitors will have on these trends, these drugs promise to further
lengthen the lifespan of individuals living with HIV. Additionally, the estimated number of people
diagnosed with AIDS each year (AIDS incidence) continued to slow, with an increase of only 2% in
1995, reflecting in part the ongoing success of prevention efforts.

As treatment advances continue to improve survival, we will face a number of key challenges:

® First, 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.

® Second, to continue to provide the necessary data to plan, direct, and evaluate HIV prevention
efforts, HIV/AIDS surveillance systems must adapt to changes in medical practices which increase
survival following diagnosis of HIV or AIDS. If progression to AIDS is successfully delayed for an
increasing number of individuals, AIDS case reports may no longer provide a reliable indication of
trends in the epidemic and will underrepresent the need for treatment services. Surveillance systems
will therefore need to improve methods to monitor the number of individuals with HTV infection.

® And finally, as we continue to work to develop better treatment options, we must not lose sight of
the fact that preventing HIV infection reduces the number of people who need-to undergo
complex, costly treatment regimens. Prevention remains our best and most cost-effective approach
for bringing the HTV/AIDS epidemic under control and saving lives.

The 1996 Data: Trends in Case Reports, Estimated AIDS Incidence and Deaths
AIDS Cases Reported through December 1996

| ¢ 581,429 people with AIDS have been reported to date. '
—% ® Of these, 488,300 (84%) were men, 85,500 (15%) were women, and 7,629 (1%) were children.
® In 1996, blacks accounted for a larger proportion of AIDS cases (41%) than whites for the first
time.
_e._% ® The proportion of female AIDS cases continued to increase. In 1996, women accounted for 20%
of newly reported AIDS cases.
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Trends in AIDS Incidence through 1995:

Between 1994 and 1995, the estimated number of people diagnosed with AIDS (AIDS incidence)
increased 2%, from 61,200 to 62,200. These estimates reflect a slowing in the growth of the epidemic,
with an average of 15,200 people diagnosed each quarter between January 1994 and June 1996
Hopefully, with a combined strategy to prevent new infections and to provide early diagnosis and
treatment for people who are infected, AIDS incidence will soon begin to decline.

During 1995:

¢ AIDS incidence rates per 100,000 people in the population were 7 times higher among blacks (99)
than among whites (15), and three times higher among Hispanics (50) than among whites.

® AIDS incidence rates were much lower among women (10) than among men (48).

¢ AIDS incidence remained relatively constant among men who have sex with men (decline of 2%)
and IDUs (increase of 2%), but continued to increase substantially among people infected
heterosexually (17% increase). . '

Trends in Mortality:

In 1995, the CDC AIDS surveillance system documented approximately 50,000 AIDS deaths. 1995
marked the smallest increase to date in AIDS deaths. During the first 2 quarters of 1996, the estimated
number of AIDS deaths (22,000) was 12% less than the estimated number of AIDS deaths during the
first two quarters of 1995 (24,900), marking the first decline in AIDS deaths since the beginning of the
epidemic. Not surprisingly, trends in AIDS deaths closely parallel trends documented recently in AIDS
incidence. AIDS deaths have not declined among women or among heterosexuals. : -

® AIDS deaths declined in all four regions of the country:

¢ (Northeast 15%, South 8%, Midwest 11%, West 16%).

® Deaths declined among men by 15% but increased among women by 3%.

Deaths declined among MSM by 18% and 6% among IDUs, but increased 3% among

heterosexuals.

Deaths declined among all racial/ethnic groups, but declines were greater among whites (21%) than

among blacks (2%) and Hispanics (10%).

® HIV infection remains the leading cause of death among 25-44 year olds, accounting for 19% of
deaths in this age group.

Trends in AIDS Prevalence:

The number of people living with AIDS continues to increase. As of mid-1996, an estimated 223,000
people were living with AIDS.

¢ AIDS prevalence has increased 10% since mid-1995.

® The largest number of people living with AIDS by risk category are MSM (44%), followed by IDU
(26%), and heterosexuals (12%).

® The greatest proportionate increase in AIDS prevalence from mid-1995 to mid-1996 occurred
among those infected heterosexually (19%), while the greatest increase in the number of people
living with AIDS occurred among MSM (5,100).




] MO
AL/ L VLA

—1 AIDS IN AMERICA

= As of February 28, 1997, 581,429 Americans have been diagnosed with AIDS
since 1981: 488,300 (84%) men; 85,500 (15%) women; and 7,629 (1%)
children

u 365,000 American lives have been lost to AIDS since 1981

L An average of 100 Americans are diagnosed with AIDS daily

. An average 100 to 150 men, women and children become infected with HIV
every 24 hours

» HIV infection remains the leading cause of death among 2544 vear olds,
accounting for 19% of deaths in this age group '

u One-quarter of new HIV infections in fhe United States occur among young
people under age 21

Centers for Disease Control and Prevention, 1996
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AIDS Trends Among Women
Through December 1996 /

Trends in AIDS Cases

581,429 people with AIDS have been reported to date. Of these, 488,300 (84%) were
men, 85,500 (15%) were women, and 7,629 (1%) were children.

There were 13,820 women repdrted with AIDS in 1996. While the majority of AIDS

cases continue to be among men, in 1996, women accounted for an all-time high of 20
percent of adults and adolescents reported with AIDS.

The proportion of female adult and adolescent AIDS cases increased from 7 percent of

the annual total in 1985 to 20 percent in 1996. In contrast, the proportion of male adult

and adolescent AIDS cases decreased from 93 percent of the annual total in 1985 to 80
percent in 1996. :

Preliminary analysis
indicates that of the
with AIDS in 1996,
‘8147 (59%) are African
American, 2,888 (21%)
are Caucasian, 2,629
(19%) are Hispanic, 81
(0.6%) are
Asian/Pacific Islander,
and 41 (0.3%) are
American
Indian/Alaska Native.

African American
(59%)

Other
(1%)

/' Hispanic

(19%)

Caucasian
21%)
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Use of Federal HIV/AIDS Treatment

Information Resources by
HIV-Infected and HIV-Affected Women

Corey J. Brown, HIV/AIDS Treatment Information Service and AIDS Clinical Trials Information Service
Cynthla G. Cadden, HIV/AIDS Treatment Information Service and AIDS Clinical Trials Information Service

nalysis of gender and requester
A types recorded by the staff of

the HIV/AIDS Treatment Informa-
tion Service (ATIS) and the AIDS Clinical
Trials Information Service (ACTIS)
indicates that women utilized these
Federal information resources more as
caregivers than as patients. The propor-
tion of HIV+ female callers to ACTIS was
lower than the rate of HIV infection
among women in the United States. In
addition, more than twice as many
women as men requested information

BACKGROUND

TIS and ACTIS are federally sponsored services that provide HIV/AIDS
A treatment information and clinical trials information, respectively, via

toli-free telephone numbers. The largest portion of requests comes from
people directly affected by HIV—those who are HIV+ themselves or whose loved
ones are HIV+. Health professionals, community-based organizations, students,
and people with a general interest in HIV/AIDS also request information from ATIS
and ACTIS. Callers are not asked their gender or their HiV status; data collection
is passive, meaning that reference specialists infer information based on the
context of the discussion (for instance, “My CD4+ count is. .. ." or “My son was
diagnosed. . . ."). Reference specialists record anonymous data about requesters

~ to keep track of what the callers want to know and how the services can best

for a family member or friend. meet their needs.
ATIS Requester Types ATIS Requester Type
Female Requesters Male Requesters -

174%

Famity/Fdend - HIV+ 11.0%

Studem
113% Information
Provider 5%
29% Health
Professionsl
Nurse 83% 1%
!1.4:* nSx
L ll.dll”::r':;rsu.ytm l Ildl”’::n;:nglm
ACTIS Requester Types ACTIS Requester Types
choﬂkequcm Maleq Requesters

HiVe 11.8%

235.0%

March 1996 w February 1997
n=6760

HN+ 474%

[ March 1996 to February 1997
n=731%
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National Institute of Allergy and Infectious Diseases

Women and HIV Infection

AIDS is the fourth leading cause of death
for women aged 25 to 44 in the United
States. In fact, the disease is the primary
cause of death in women of this age group
in 15 major U.S. cities.

The number of women infected by HIV is
steadily increasing. As of Dec. 31, 1994,
more than 58,000 AIDS cases have been
reported among adult and adolescent wom-
en. The majority are black or Hispanic.
Epidemiologists believe that the actual
number of women with AIDS is greater
because many women whose immune
systems are severely compromised by HIV
infection remain undiagnosed and unreport-
ed. CDC revised the definition of AIDS in
January 1993 to add three new conditions,
one of which is specific to women--
invasive cervical cancer. The other condi-
tions--bacterial pneumonia, pulmonary
tuberculosis and having counts of CD4+ T
cells, the immune system celis infected by
HIV, of 200 or less--also are important for
women.

NIAID Epidemiologic Studies of Women
With HIV/AIDS

For the National Institute of Allergy and
Infectious Diseases (NIAID), HIV infection
in women is a major research focus.
NIAID supports studies of the natural his-
tory, symptoms and transmission of HIV
infection in women to learn more about the
disease and to design better clinical trials
of potential therapies and vaccines. Such

studies are carried out in the United States
and in 14 other countries: Brazil, Domin-
ican Republic, Jamaica, Mexico, Haiti,
India, Kenya, Malawi, Rwanda, Senegal,
Thailand, Uganda, Zambia and Zaire.

More Information Needed

In December 1990, the U.S. Public Health
Service (PHS) sponsored a national confer-
ence on women and HIV infection. A
steering committee, which included women
living with HIV as well as health and so-
cial service providers, made recommen-
dations to the PHS that have helped guide
NIAID’s research. The conference attend-
ees noted the increasing number of women
with HIV infection and underscored the
need for targeted studies of women. Rec-
ognizing this need, NIAID began several
HIV/AIDS studies focusing on women, as
well as encouraging women to enroll in the
institute’s clinical trials of promising
HIV/AIDS therapies.

The Women’s Interagency HIV Study
(WIHS) and the HIV Epidemiology
Research Study (HERS)

WIHS is a large long-term study that ex-
plores the natural history of HIV infection
in U.S. women. Specifically, WIHS re-
searchers comprehensively investigate the
impact of HIV among women aged 13 and
older. The primary research areas of
WIHS are:



protected heterosexual intercourse with an
infected partner, women appear to be
more easily infected than men.

The NIAID-supported Heterosexual AIDS
Transmission Study (HATS) was, in part, a
collaborative project with CDC. HATS
began in December 1988 and ended in
1994. One HATS study, conducted at the
State University of New York in Brooklyn,
examined the risk factors influencing het-
erosexual transmission of HIV to women.
In pursuit of an explanation for the higher
risk of HIV transmission among female
cocaine users, these HATS researchers
found that knowledge, perceptions and
reported behavioral changes did not differ
between cocaine-using women and non-
users in an inner-city group. However, the
cocaine users had more sexual partners and

more cases of sexually transmitted diseases
(STDs). .

In the same HATS study, scientists found
higher rates of HPV infection in a group of
younger inner-city women than in older
women with comparable sexual practices.
More than 40 million Americans are infect-
ed with HPV, which causes genital warts,
one of the most common STDs in the
United States. Age-related differences in
younger women’s cervical tissue can facili-
tate HPV infection and may heighten sus-
ceptibility to infection with HIV.

The risk of becoming infected, or infecting
others, with HIV is substantially increased
if one has an STD. A later study at SUNY
Brooklyn is tracking the acquisition of
STDs in women with HIV infection and
following the natural course of their HIV
disease. This study, called the Women’s
AIDS Cohort Study (WACS), has enrolled
450 HIV-infected and high-risk uninfected

women. NIAID merged WACS with
WIHS in June 1994.

WACS investigators found that women
with HIV, once diagnosed, reduce their
number of sex partners, increase condom
use and show a trend towards stopping use
of illegal drugs.

Controlling STD:s is crucial to preventing
the spread of HIV infection. NIAID is
comparing different approaches of detec-
tion and treatment of STDs to identify
those methods with the greatest potential
for reducing HIV transmission.

Additionally, NIAID supports basic
research that will lead to the development
of topical antimicrobial agents, compounds
that might be used safely and effectively in
the vagina to kill viruses. The institute
also supports studies assessing_the ability
of nonoxynol-9, an agent found in many
spermicides, to destroy the bacteria that
cause gonorrhea and chlamydia.

Symptoms and Diagnosis

Because many women do not perceive
themselves at risk for HIV infection, symp-
toms that could serve as warning signals of
infection may go unheeded. Recurrent
yeast infections (vaginal candidiasis) often
occur in the early stages of HIV infection
in women. Pelvic inflammatory disease,
abnormal changes or dysplasia in cervical
tissue that precede cancer, genital ulcers,
genital warts and severe mucosal herpes
infections also may occur among women
with HIV infection. These symptoms
should signal doctors to offer women HIV
testing accompanied by counseling.
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The Patient Care Committee of the ACTG
has evaluated other possible barriers that
may prevent women from participating in
clinical trials. They found many women
with HIV lack access to health care and
have few options to support themselves
and their children. The Women, Children
and People of Color Interest Group of
CPCRA also has explored this issue. Re-
searchers in both networks work closely
with church groups, social workers and
others at the grassroots level to find solu-
tions to these problems.

Additionally, funds are available to clinical
trials sites for ancillary services to do gy-
necologic assessments and to help provide
child care, transportation and linkage to
soctal services when needed. Some meas-
ures of success of such efforts have been
seen in ACTG and CPCRA. Since 1986,
women’s overali enrollment has climbed
greatly. In 1994, women accounted for 22
percent of the adults in CPCRA, and 18
percent of those in ACTG.

Antiretroviral Therapies

Treatment for people with HIV infection
consists of the use of one or more of sev-
eral antiretroviral drugs. Treatment guide-
lines are similar for women who are not
pregnant and for men with HIV infection.
Studies have shown that the drug zidovu-
dine (AZT) is as beneficial to women as
men and should be considered by physi-
cians once a person’s number of white
blood cells, called CD4+ T cells, drops
below 500 cells per cubic millimeter of
blood. Limited data are available on the
use of the drug didanosine (ddI) and other
antiretroviral therapies in women.

Ongoing studies will determine the effects
of antiretroviral drugs on pregnarnt women
and their children. Obstetricians from the
ACTG Women’s Health Committee work
closely with the ACTG’s Pediatric Com-
mittee to develop trials for pregnant wom-
en. Thus far, AZT seems to be well-
tolerated when used by pregnant women
and has not caused malformations, fetal
distress or premature birth in their babies.

Other Studies

Two ACTG studies address cervical dys-

plasia in women. One trial is comparing

topical vaginal 5-fluorouracil maintenance
therapy to standard therapy to prevent the
recurrence of cervical dysplasia in women
with HIV infection.

Treatments to fight several gynecologic
conditions including genital ulcer disease, _
fungal infections and pelvic inflammatory
disease are under consideration for future
ACTG clinical trials. NIAID-funded sites
receive resources and training for clinical
staff to conduct routine gynecologic exams.
Plans to include nested studies, as com-
ponents of a larger study, are under way to
allow investigators to collect additional
information on participants’ gynecologic
conditions.

CPCRA recently completed recruitment of
a trial specifically for women. This proto-
col is designed to determine if fluconazole
can prevent yeast infections of the mouth,
throat and vagina of women with HIV
infection. Candida infections of the mu-
cous membranes may represent the earliest
recognized and most common opportunistic
infections afflicting women with HIV
infection. These infections, common and



Strategies to Prevent Perinatal Trans-
mission

As more women of childbearing age be-

come infected with HIV, experts expect a
concurrent rise in the number of infected
children.

The results from ACTG 076 have shown
that AZT reduced the risk of transmission
of HIV from infected pregnant women to
their newborns by two-thirds. HIV-
infected women in their 14th to 34th week
of pregnancy who did not need AZT as
part of their medical care received either
AZT or placebo during pregnancy and
labor. At birth, infants in the study contin-
ued their mother’s treatment until six
weeks of age. AZT produced no serious
side effects, but long-term follow-up of the
infants and mothers is ongoing to learn
more about the risks and benefits of treat-
ment.

Pregnant women are also participating in
an NIAID clinical trial of two experimental
AIDS vaccines. Investigators will assess
whether the vaccines will reduce the
amount of virus present in the pregnant
women and improve their health, while
simultaneously stimulating antibodies that
will prevent the women from passing HIV
infection to their babies.

Another strategy to prevent transmission is
to administer antibodies to pregnant wom-
en in the form of immune globulin injec-
tions to bolster the immune system. A
three-year study, sponsored by NIAID,
NICHD and the National Heart Lung and
Blood Institute (NHLBI), is evaluating
HIVIG, an immunoglobulin preparation
containing large quantities of antibodies to
HIV. Participants also receive AZT. A

control group in the study will receive
IVIG, aa intravenous immunoglobulin
preparation that contains many other types
of antibodies, and AZT. In an earlier
study on chimpanzees, HIVIG prevented
infection after the animals were exposed to
the virus.

For More Information About Trials

NIAID provides major support for the
AIDS Clinical Trials Information Service,
at 1-800-TRIALS-A, to advise callers of
the status of HIV clinical trials being con-
ducted throughout the United States. The
AIDS Treatment Information Service at |-
800-HIV-0440 provides information about
federally approved treatment guidelines.
Both services operate from 9 a.m. to 7
p-m. Eastern Time, Monday through Fri-
day. English- and Spanish-speaking spe-
cialists are available.

NIAID, a component of the National Insti-
tutes of Health, supports research on AIDS,
tuberculosis and other infectious diseases
as well as allergies and immunology.

Prepared by:

Office of Communications

National Institute of Allergy and Infectious
Diseases

National Institutes of Health

Bethesda, MD 20892

Public Health Service
U.S. Department of Health and Human
Services

February 1995
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WOMEN AND HIV/AIDS

Women are one of the fastest growing groups infected with the human immunodeficiency virus
(HIV), and the disease is becoming increasingly common among younger women--especially
women of color. For example, in New York City new cases of AIDS in women--reflecting HIV
infection several years ago--now exceed new cases of AIDS in gay men. From 1994 through
December 1997, of the 92,107 persons initially diagnosed with HIV infection, 26 percent were
women. In 1996, AIDS became the third leading cause of death among women of reproductive
age and the number one cause of death for African American women of that age. The U.S.
Department of Health and Human Services (DHHS) is taking comprehensive action to address
the special needs of women with HIV/AIDS and to prevent further spread of the virus to women.

SCOPE OF THE PROBLEM

Acquired immunodeficiency syndrome (AIDS) is caused by infection with human
immunodeficiency virus (HIV), a virus that attacks the body's immune system. Through
December, 1997, a cumulative total of 641,086 cases of AIDS among Americans of all ages were
reported to the Centers for Disease Control and Prevention (CDC), including 102,383 (15%)
women ages 13 and older. Through December, 1997, a cumulative total of 390,692 deaths
among people with AIDS had been reported to the CDC. The estimated number of U.S. residents
living with AIDS grew to 242,000 at the end of 1996, up 11% from the previous year. Many
more individuals are living with HIV infection which has not yet progressed to AIDS.
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Figure 1. AIDS case rates among U.S. women ages 13 and older by race/ethnicity, reported

in 1997
Source: Centers for Disease Control and Prevention. HIV/AIDS Surveillance Report, Year-end Edition 1997; 9(2).

An Increasing Public Health Problem Among Women

* Women are one of the fastest growing segments of the AIDS population. From 1985 to
1997, the proportion of total new AIDS cases reported annually in women in the United States
increased from 7 percent to 22 percent.

* Women of color are hardest hit. By 1997, 80 percent of women diagnosed with AIDS were
African Americans and Latinas. Compared with white women, the HIV incidence was 19
times higher for African American women and 7 times higher for Latinas. Infected minority
women tend to be poor, young residents of urban areas, particularly in the Northeast and the
South.

* HIV/AIDS is a leading killer of women. AIDS is the third leading cause of death among
women ages 25 to 44, and the leading cause of death among African American women in this
age group.

* The AIDS death rate is declining at a slower rate among women than among men. After
years of rising death rates among women with AIDS, a decline in the number of AIDS deaths
among women was reported for the first six months of 1996. Data for 1997 show a 28 percent
reduction in AIDS deaths overall. However, deaths in women only declined 17 percent
compared with a 30 percent drop for men.
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Figure 2. AIDS cases among U.S. women ages 13 and older by exposure category (1997)
Source: Centers for Disease Control and Prevention. HIV Surveillance Report, 1997; 9(2).

TRANSMISSION OF HIV TO WOMEN

HIV is found in the blood, semen, vaginal secretions, saliva, and breast milk of infected people.
The two main ways that women become infected with HIV are through unprotected sexual
contact (anal, vaginal, oral intercourse) with an infected person and injection drug use (IDU)
through sharing of used needles and syringes.

Heterosexual Transmission Increasing

From 1991 to 1997, the proportion of women with AIDS who were infected through sexual
intercourse with a man has been increasing, especially among adolescents and young women.

In fact, the greatest increase of AIDS cases in 1997 were among heterosexually infected women
born between 1970 and 1974.

Risk Factors for Heterosexual Transmission

Factors that may increase the risk of heterosexual transmission are contact with multiple sexual
partners, initiation of sexual behavior at an early age, the use of drugs (especially cocaine), alcohol
and stimulants that impair judgment and increase risky sexual activity, and infection with other
sexually transmitted diseases (STDs). Unprotected anal intercourse also increases a woman's risk.
In addition, several instances of HIV transmission by oral sex have also been reported.

Young women getting infected with HIV are often themselves using crack cocaine and, in many
instances, trading sex for money or drugs.



It is important to know that unprotected intercourse with any--even one--partner who has HIV
may lead to HIV transmission.

PREVENTING TRANSMISSION TO WOMEN

The best way to avoid getting HIV or another STD is not to have sex at all or to have sex only
with an uninfected person who is having sex only with you. Since this may not always be
possible, condoms are the best option to prevent someone from getting or giving STDs, including
HIV, if used the right way each time someone has sex (anal, vaginal, oral).

Female-Controlled Methods

Because not all women can ask or persuade her partner to use a male condom, female-controlled
methods for preventing HIV transmission are needed. In 1993, a female condom made of
polyurethane was introduced in the U.S. market Realify®. The female condom may protect
against HIV and STDs because it is a physical barrier. However, no clinical data is yet available
to show that this method is effective. Studies of other female-controlled methods are underway.
These include studies to determine the effectiveness of topical microbicides. They are products
that may be capable of killing HIV or organisms or STDs.

Prevention of STDs

People who have STDs are more likely to get HIV or transmit HIV to their sex partners.
Therefore, preventing and treating STDs is an important way to routinely prevent HIV.
All women at risk for HIV should be tested for STDs and treated when they have an infection.

PREVENTION OF DRUG USE

Injection drug use is now the second most frequently reported risk behavior for infection with
HIV. Transmission of HIV occurs most often among injection drug users who share needles and
syringes. Needles and syringes can become contaminated with HIV-infected blood during
injection and then sharing and reusing needles or other drug equipment (e.g., cookers, cottons) to
prepare drugs. If even a tiny, unseen amount of HIV-infected blood is left on the needle or in the
syringe, the virus can be transmitted to the next user.

By the end of 1997 some trends indicate the following.

* About 61 percent of all reported cases of AIDS among women were associated with injection
drug use or sex with a drug injecting partner.

* The number of cases among heterosexual partners of injection drug users has increased
steadily through the 1990s.

* AIDS associated with injection drug use has disproportionately increased among heterosexual
minorities, particularly among African Americans.



+ Of all reported AIDS cases in children, 53 percent were among children born to mothers who
were either injection drug users or sex partners of injection drug users.

Several studies have examined the role that non-injection drugs can play in HIV transmission.
These data indicate the high prevalence of HIV infection associated with exchanging sex for
drugs and having STDs. Crack is also a problem in rural areas. As in urban areas, crack use in
these rural areas were associated with exchanging sex for money or drugs and having STDs.

Agencies within DHHS support HIV counseling, testing, and referral for early intervention
services for women who use drugs. Women who continue to inject drugs should be advised to
use sterile syringes to prepare and to inject drugs and never reuse or share syringes and other
equipment used to prepare drugs.

PERINATAL TRANSMISSION

The transmission of HIV from a pregnant woman to her fetus, known as perinatal or vertical
transmission, may occur before or during birth, or after birth through breast-feeding. By 1997, an
estimated 7,000 HIV-infected women give birth in the United States each year; without
intervention, 15 to 30 percent of their infants (1,000 to 2,000) could become infected. The risk of
perinatal transmission increases if the mother has advanced HIV disease, large amounts of HIV,
or few immune system cells; is an injection drug user during pregnancy; or gives birth more than
4 hours after rupture of the fetal membranes ("water breaking"). All women who are pregnant
should be offered HIV counseling and encouraged to learn their HIV status so they can make
informed decisions about treatment for themselves and their infants.

Preventing Perinatal Transmission

The best way to prevent perinatal transmission is to prevent HIV infection in women. For those
women already infected, studies have shown that using the drug ZDV (zidovudine; also called
AZT) reduces the chance that an infant can be infected by HIV. This regimen calls for women to
receive ZDV during pregnancy, labor, and delivery and to administer ZDV to their infants during
the first 6 weeks after birth. Adding some of the new drug therapies may assist in further
reductions. The long-term effects of ZDV for children are unknown and studies are underway to
carefully monitor children who receive this therapy. Because HIV can be transmitted in breast
milk, HIV-infected women in the United States are advised to bottle-feed formula substitutions
to newborns.

COUNSELING AND TESTING

With the advent of new and better therapies for HIV infection, early diagnosis is important for
the health of both women and their infants. All women are encouraged to adopt behaviors that
can prevent HIV infection and to learn their HIV status through counseling and voluntary testing.
Ideally, women should know their HIV infection status before becoming pregnant. Thus, sites
serving women of childbearing age should counsel and offer voluntary HIV testing to women,
including adolescents--regardless of whether they are pregnant. In 1985, a targeted approach to



counseling and testing women who were known to be at increased risk of HIV infection (e.g.,
injection drug users and women whose sex partners were HIV-infected or at risk for infection.)
However, studies showed that many women did not realize they were at risk.

The necessary elements for HIV counseling, testing, and referral services include maintenance of
confidentiality, risk assessment, prevention counseling, provision of test results, and provision of
referrals. HIV counseling should be client-centered; counseling that helps the woman being
tested focus on several areas of need. If the woman is infected, counseling should include
information regarding the risk for transmission to infants during pregnancy, the risk for
transmitting HIV to sex and needle sharing partners, and the availability of therapy. Evenifa
woman tests negative, counseling should help her more fully understand high-risk behavior.

HIV counseling, including any written materials, should be appropriate to language, cultural, and
education levels of the woman being counseled.

HIV antibody testing should be performed according to the established standards, which most
often includes the use of enzyme linked immunosorbent assay (ELISA) for initial screening, with
an additional more specific test (e.g., Western blot) for confirming reactive results. HIV
infection is defined as a repeatedly reactive ELISA and a positive confirmatory test.
Interpretation of HIV antibody test results depends on the client’s risk behaviors. Some recently
infected clients may have negative antibody tests. Indeterminate results (those which show
reactive on EIA and negative on confirmatory) may represent a recent HIV infection or a false
positive. Most people develop detectable HIV antibodies within 3 months of infection, the
average being 25 days. In rare cases, it may take 6 months. Additional tests (e.g., viral culture,
PCR, etc) to diagnose or exclude HIV infection may be required for women whose test results
remain indeterminate.

SYMPTOMS AND COMPLICATIONS OF HIV INFECTION

More than half of people infected with HIV show no symptoms for more than 10 years. The first
symptoms may be low-grade fever, fatigue, weight loss, and night sweats. As the number of
infection-fighting white blood cells, known as CD4+ cells (also referred to as T helper cells)
decreases, HIV-infected people become more prone to developing opportunistic infections (Ols).
These Ols are the principal cause of death among HIV-infected persons. Ols are caused by a
diverse group of bacteria, viruses, protozoa, and fungi; some of the Ols are Pneumocystis carinii
pneumonia, cervical cancer, and tuberculosis.

Because many women who have HIV are also at risk for STDs, both may be present. It is
important that HIV-infected women get tested for STDs and women with STDs be tested for
HIV. All HIV-infected women should have complete gynecologic examinations at both their
initial HIV evaluation and six months later as well as annual Pap smears to screen for cervical
cancer.



DIAGNOSIS AND TREATMENT OF HIV/AIDS

Women whose HIV infections are detected early and who receive appropriate treatment live at
least as long as men who have HIV. However, many women in the United States are unaware
that they are at risk for HIV infection, and their health care providers may not diagnose the
infection until the actual onset of AIDS or until their child becomes ill. It is important that all
women who suspect they are at risk of HIV should be tested so that they can receive treatment.

How HIV Reproduces

The human immunodefiency virus (HIV) infection progressively destroys white blood cells
called lymphocytes, eventually causing acquired immunodeficiency syndrome (AIDS) and other
diseases that result from the impaired immunity. HIV is a retrovirus, a type of virus that stores
genetic information as RNA, rather than DNA. The virus first penetrates the target cell and
releases the RNA, the genetic code of the virus. To reproduce, the RNA must be converted to
DNA. New antiretroviral agents are now being used in an attempt to stop conversion to DNA, to
prevent the virus from reproducing.

Drug Therapy

During the past two years, there have been remarkable advances in the development of
antiretroviral therapy. Advances in the field have been so rapid that keeping up with them
presents a formidable challenge to health care providers and patients alike. The availability of
more numerous and more powerful drugs to lessen the growth of HIV has made it possible to
design therapeutic strategies involving combinations of antiretroviral drugs that accomplish
prolonged low levels of detectable HIV in many HIV-infected people.

One of the principles of HIV therapy is for women to receive optimal antiretroviral therapy
regardless of pregnancy status. Once the decision to start this therapy has been made, treatment
should be aggressive with the ultimate goal of suppressing HIV in the infected person as much as
possible. Before beginning therapy, however, the patient should receive a complete history and
physical, complete blood count and chemistry profile, CD4+ cell count, and viral load testing.
ZDV is the only drug proven to lower the risk of HIV transmission pregnant woman to her
unborn baby. If combination therapies are used, then ZDV should be included in the therapy
regimen.

Like most drugs, antiretroviral drugs have potential side effects. As with any medication,
patients should be aware of drug labels and warnings. They should consult both the packaging
instructions and their health care providers for correct use of any prescribed drug, especially
when they are taking other medications at the same time.

While the new advances in drug therapy hold great promise for longer survival and improved
quality of life, their long-term benefits and the potential for developing toxic effects are not yet
known. In addition, many people develop resistance to specific drugs over time, reducing the
effective treatment options available to them. People using these powerful drug combinations
must follow complicated regimens that typically means taking more than a dozen pills per day.



An important issue for many HIV-infected people is the high cost of new drugs, which can be
more than $10,000 to $15,000 per year. Some health insurance policies have caps on costs for
prescription drugs, and there is wide variability in what State drug assistance programs may
cover. The federal government provides states with monies specifically for AIDS medicine
through the AIDS Drug Assistance Program (ADAP).

New HIV/AIDS treatment guidelines are constantly updated and are available for adults,
adolescents, children, and to HIV-infected pregnant women to reduce the risk of perinatal
transmission. This information is available to consumers and health care providers through the
Centers for Disease Control and Prevention.

Drug Treatment for Opportunistic Infections (OlIs)

In 1997, the U.S. Public Health Service, together with the Infectious Diseases Society of
America, published updated guidelines entitled “ Guidelines for the use of Antiretroviral Agents
in HIV infected Adults and Adolescents” for preventing HIV-related Ols. Lower rates of death
from certain opportunistic infections indicate some success in their prevention and treatment.

RESEARCH ON WOMEN AND HIV/AIDS

In order to increase our understanding of the clinical course, treatment, and prevention of
HIV/AIDS in women, it is critical that women be included in research, including clinical trials.
In the early years of the epidemic, AIDS was primarily a disease of white homosexual men, and
research focused on how HIV caused disease. Except for studies designed to prevent HIV
transmission from infected mothers to their infants, there was no exclusive research focus on
women, and women were not included in most clinical trials. As the number of women with
HIV/AIDS grew, coupled with the new national emphasis on women's health in the United
States, more research attention has been focused on women with HIV/AIDS.

Early in the epidemic, women were not enrolled in HIV-related clinical trials, resulting in limited

knowledge of the action, safety, and efficacy of drug therapy for women with HIV-infection.

However, subsequent trials appear to show that there are few significant differences in the safety

and efficacy of HIV drugs between men and women. Studies are also under way to assess the ‘
impact of gender differences on the course of disease and effective prevention strategies for

women.

Since 1989, a substantial effort has been made to include underrepresented populations, such as
women, minorities, adolescents, and injection drug users, in clinical trials; women now account
for 30 percent of enrollees in all NIH clinical trials. In 1993, the NIH implemented new
guidelines to ensure that women and members of minorities are included in all human subjects
research, including clinical trials, unless there is compelling scientific evidence to the contrary.

The FDA revised its guidelines for the clinical evaluation of drugs to help ensure that sponsors of
trials for new drugs appropriately include women in their clinical studies and analyze data for
differences in how men and women respond to drug therapy. The FDA has also revised a policy
that had excluded most women of childbearing potential with noncritical illnesses from the




earliest phases of clinical trials. Based on recommendations made by the National Task Force on
AIDS Drug Development, a group of representatives from both the private and public sectors, the
FDA recommends putting a hold on such clinical trials unless they include women in their
childbearing years.

The inclusion of women in clinical trials is helping scientists understand differences in women's
responses to drug therapy and in the clinical course of the illness, as well as any effect of female
hormones on drug therapy. However, many women face barriers to participation in clinical trials,
including the time required to participate; however, more trials are including provisions for child
care and transportation for their participants.

SOCIOCULTURAL ISSUES RELATED TO HIV/AIDS

Women and Violence

Physical and sexual assaults and histories of childhood abuse are disturbingly common among
women with or at high risk for HIV/AIDS. Data has documented that fear of abuse and
retaliation may make women reluctant to discuss possible partner infidelity or unwilling to ask
their partners to use condoms. The CDC is studying whether concern about partner notification
discourages women at high-risk from seeking HIV testing and counseling because of fear their
partners will harm them physically.

Women's Caregiving Role

HIV-infected women often bear the responsibility of caring for children and other family
members who may also be HIV-infected. Women with HIV disease often lack social support and
face other challenges that interfere with their ability to adhere to treatment regimens. Many
women live in isolation and fear rejection because of their HIV status.

In 1992, it was estimated that 125,000 to 150,000 children would be orphaned as a result of the

deaths of more than 80,000 HIV-infected mothers. Older women are taking increased

responsibility for caring for younger family members with HIV/AIDS and for children orphaned
by the death of HIV-infected parents.

Access to Health Care and Other Services

Trends that show HIV infection is often diagnosed at a later stage in women than in men may be
due, in part, to poor access to health care by women, especially those in minority populations.
Reduced access to health care is associated with disadvantaged socioeconomic status and cultural
and language barriers that limit access to prevention information and other services. To better
plan for and deliver prevention programs and treatment services, systems are being developed to
determine access to counseling, testing, and care. There is an increasing call for access to
comprehensive, community-based systems of care for HIV-infected women, including child care,
respite care, mental health services, and substance abuse treatment. Ideally, case management
services would also coordinate and help maintain access to primary medical care, psychological
support, and financial assistance.



MAJOR ACTIVITIES AND PROJECTS ON WOMEN AND HIV/AIDS
SPONSORED BY THE DEPARTMENT OF HEALTH AND HUMAN
SERVICES

Consistent with its mission to protect and advance the Nation's health, the Department of Health
and Human Services (DHHS) undertakes a wide range of activities to advance the understanding
of HIV/AIDS and to address women-specific concerns related to the epidemic. The DHHS
budget for HIV/AIDS totaled $6.4 billion in 1997.

U.S. Public Health Service's Office on Women's Health
(202) 690-7650
http://www.hhs.gov/progorg

In 1991, the Department of Health and Human Services (DHHS) established the U.S. Public
Health Service's Office on Women's Health (PHS OWH) to coordinate and stimulate programs
and activities across the many agencies and offices of the DHHS and to advise the DHHS
Secretary and Assistant Secretary for Health on scientific, medical, ethical, and policy issues
relating to women's health concerns. The PHS OWH serves as the focal point for women's
health activities and programs in the Department, working with other government organizations
and consumer and health care professional groups to advance women's health in the United
States and internationally.

Major PHS OWH objectives include: (1) stimulating the development of effective women's
health policies and programs at the national, State, and local levels; (2) strengthening and
sustaining a broad range of research on the diseases and conditions that affect women;

(3) promoting comprehensive and culturally appropriate prevention, diagnostic, and treatment
services for women across the lifespan; (4) stimulating public and health care professional
education, training, and information dissemination on women's health issues; and (5) fostering
the recruitment, retention, and promotion of women in scientific careers and in the health
professions.

The Director of the PHS OWH is the co-chair of the Secretary’s Work Group on Women and
HIV/AIDS. The Secretary’s Work Group on Women and HIV/AIDS is an internal Work Group
designed to provide a forum for review and discussion of the Department’s agenda on women
and HIV/AIDS. The Work Group is responsible for coordinating activities, creating initiatives

when appropriate and providing recommendations to the Secretary regarding women and
HIV/AIDS.

In addition, PHS OWH coordinates the Collaboarative Group on Women and HIV/AIDS which
addresses concerns of women who are infected and affected by HIV/AIDS. This Group is
comprised of representation from AIDS services organizations, advocates, community leaders,
women infected with HIV/AIDS and federal representation. The Collaborative Group on
Women and HIV/AIDS has four Work Groups: Research; Care/Treatment; Primary
Prevention/Education; and Secondary Prevention/Education. The PHS OWH also coordinates
the Young Women and HIV/AIDS Work Group.



Office of HIV/AIDS Policy
(202) 690-6550
http://'www.hhs.gov/progorg

The Office of HIV/AIDS Policy (OHAP), in the Office of the Secretary, is responsible for
advising the Secretary and senior Department officials on the appropriate and timely
development of HIV/AIDS policy, the establishment of priorities, and the coordination of
HIV/AIDS programs, initiatives and activities across the Department’s agencies. The office
meets regularly with professional and advocacy organizations interested in the Department’s
HIV/AIDS activities.

Included among the activities of the OHAP are:

* Development and coordination of the Panel on Clinical practices for Treatment of HIV
Infections, which has prepared guidelines for antiretroviral treatment of HIV infection in
adults and adolescents.

* Coordination of the Department’s response to HIV/AIDS through the DHHS Coordinating
Group on HIV/AIDS.

* Collaboration with the PHS Office on Women’s Health and the Special Assistant to the
Secretary for HIV/AIDS to sustain a specific focus on HIV-related issues affecting women
across the spectrum of prevention, research, and care.

» Coordination of the Tri-national Workshop Developing Joint Initiatives on HIV-Affected
Families for DHHS, in conjunction with Canada and Mexico.

Office of Minority Health (OMH)
800 444 6472 TDD (301) 589-0951
http://'www.hhs.gov/progorg/ophs/omh

OMH coordinates DHHS efforts to improve the health of racial and ethnic populations through
the development of effective health policies and programs. Issues of concern include HIV/AIDS
as well as access to and financing of health services, cultural competency in health care,
development of health professionals to serve minority communities, and health data issues. The
OMH coordinates the DHHS-wide action plan to address the specific needs of racial/ethnic
populations and women. The office's programs that include a focus on a demonstration grants
project, which seeks to improve the ability of health care providers to deliver linguistically and
culturally competent health services to minority populations, and another demonstration grant
program to promote the development of coalitions to plan and coordinate services to address
health risk factors in minority populations. The OMH also cosponsors conferences, such as one
with the National Latino/a Lesbian and Gay Organization.



Office of Population Affairs (OPA)
(301) 594-4000
http://www.hhs.gov/progorg

The OPA provides leadership in population research and voluntary family planning programs and
other programs aimed at women. It provides grants and training to prevent STDs, including
HIV/AIDS, and to identify substance-abusing women. OPA's Family Planning Program provides
reproductive and gynecologic health services, including testing and counseling regarding STDs
such as HIV infection. The program trains health care providers about HIV/AIDS and also
provides HIV education for the recipients of family planning services, who are primarily women.
OPA's Adolescent Family Life Program includes projects that provide information about the
prevention of HIV and STD/HIV testing and treatment. The Program Archive on Sexuality,
Health, and Adolescence includes program and evaluation materials from 30 adolescent
pregnancy prevention and STD/HIV/AIDS prevention programs.

Administration for Children and Families (ACF)
(202) 401-6984
http://'www.acf.dhhs.gov

The ACF administers a wide range of Federal programs that promote the economic and social
well-being of families, children, individuals, and communities. A number of these programs
serve persons with HIV/AIDS.

Projects funded under the Abandoned Infants Assistance Program provide comprehensive
services to women affected by HIV/AIDS and their children. These services are designed to
strengthen family functioning; prevent out-of-home-placement of children, particularly those
who have been perinatally exposed to HIV; and, if necessary, provide for permanency planning
for children.

The University Affiliated Program funds universities, usually teaching hospitals, to provide
exemplary services to people with developmental disabilities and their families. Eight of the 61
current grantee universities operate specific AIDS clinics or projects.

Agency for Health Care Policy and Research (AHCPR)
(301) 594-6662
http://'www.ahcpr.gov

AHCPR's overall mission is to generate and disseminate information that improves the health
care system and access to it. In carrying out its mission, the Agency works with the private
sector and other public organizations to help policymakers, clinicians, and consumers to (1)
determine what works best in clinical practice; (2) make better informed decisions about health
care; (3) measure and improve the quality of health care; (4) monitor and evaluate the delivery of
health care; (5) improve the cost-effective use of health care resources; and (6) build capacity in
health services research.

AHCPR supports HIV-related health services research through its extramural grant program.




Topics of interest include research on access to care, utilization, cost of care for persons with
HIV/AIDS, as well as the quality and effectiveness of health care services. In addition, the
Agency manages a national sample survey of the costs and utilization of health care services by
persons with HIV infection. It also makes a brochure available in several languages which
provides information on the risks and benefits of ZDV therapy for HIV-infected pregnant
women. Reports and the brochure are available through the AHCPR Clearinghouse at

(800) 358-9295.

Centers for Disease Control and Prevention (CDC)
(404) 639-7000
http://www.cdc.gov

As the Nation's prevention agency, CDC integrates prevention science, research and practice.
Through basic and laboratory research, epidemiologic research, and surveillance, along with
behavioral, communications, and social science research, CDC supports a comprehensive
approach to issues which impact prevention. CDC collaborates with a broad variety of
governmental and non-governmental organizations, in many cases awarding grants to national
organizations, state and local health departments, community-based organizations and other
institutions to support prevention activities based on science. This integration of science and
practice is consistent across all of CDC's Centers, Institutes, and Offices supporting prevention
science activities. These include the National Center for HIV, STD and TB Prevention, the
National Center for Infectious Disease (under which falls the Division of AIDS, STD, and TB
Laboratory Research), the National Center for Chronic Disease Prevention and Health Promotion
(under which falls the Division of Adolescent and School Health and the Division of
Reproductive Health), the Office of Women's Health and the Public Health Practice Program
Office (which ensures the quality of laboratory testing).

CDC's major research efforts on HIV/AIDS in women include the following:

* CDC supports a wide range of research studies on women and HIV/AIDS, including studies of
female-controlled prevention methods such as the female condom and topical microbicides;
behavioral research to identify factors that make women vulnerable to HIV infection; the risk
of infection for women who have sex with women; and the consequences of HIV counseling
and testing for pregnant women.

* CDC's Morbidity and Mortality Weekly Report disseminates guidelines for health
professionals and the public.

* CDC also issues HIV/AIDS Surveillance Reports updating data on HIV/AIDS incidence,
prevalence, and mortality.



Food and Drug Administration (FDA)
(301) 827-2410
http://'www.fda.gov/fdahomepage. html

The FDA, which is responsible for approving new drugs, is developing recommendations that
will ensure access for women with life-threatening diseases such as HIV/AIDS to all phases of
clinical trials for drug development. Through the clinical trial process, FDA has approved the
maternal use of ZDV to reduce perinatal transmission of HIV; home test kits for HIV/AIDS
detection; the development of microbicides to protect against transmission of STDs, including
HIV; and diagnostic tests for STDs. The FDA also regulates the labeling of products to prevent
pregnancy and protect against STDs.

The FDA's Office of Women's Health supports research on virus transmission, mucosal
immunity, and topical virucides. Other studies are evaluating the effect of vaccines and antiviral
therapy on viral burden in an animal model of genital herpes. The office supports outreach
efforts that provide health education about the prevention and treatment of HIV/AIDS and other
STDs to minority women in under served communities.

Health Care Financing Administration (HCFA)
(202) 690-6726
http.//www.hcfa.gov

HCFA administers the Medicare and Medicaid programs. Medicare helps to pay for health care
services furnished to people ages 65 and older, people receiving Social Security disability
benefits after 2 years, and people with permanent kidney failure. The Medicaid program is the
largest single payer of direct medical services to 50 percent of all persons living with AIDS,
including access to new combination drug therapies. Of 18 million Medicaid-eligible women,
approximately 32,000 are HIV-infected, including 3,000 who are also pregnant. The number of
infected women covered by Medicaid is higher because women as a group are poorer and many
have children who are eligible for the Temporary Assistance for Needy Families programs.
Medicaid eligibility has been expanded for pregnant women in all States to provide prenatal care,
including HIV treatment, if necessary. HCFA's Maternal AIDS Consumer Information Project
was created to increase patient and provider knowledge about the availability of treatments that
reduce perinatal HIV transmission and Medicaid prenatal care coverage.

Health Resources and Services Administration (HRSA)
(301) 443-2216

http://www.hrsa.gov

HRSA provides leadership for support and delivery of primary and preventive health services to
under served and minority women. HRSA programs related to HIV/AIDS include the following:

* The Ryan White CARE Act supports services for low-income, uninsured, or under insured
persons living with HIV/AIDS who do not have adequate health insurance or other resources.
The CARE Act program is founded on partnerships between the Federal Government, States,
and local communities. Since 1991, when the first CARE Act grants were awarded, nearly




$2.8 billion in cumulative Federal funds have been appropriated, providing care to more than
500,000 low-income Americans living with HIV and AIDS.

The Special Projects of National Significance program provides grants for the demonstration
and evaluation of innovative models of delivering health and support services to people with
HIV infection. The Women's Initiative (WIN) for HIV Care and Reduction of Perinatal HIV
Transmission supports innovative HIV health care delivery models that maintain women and
their children in care and provide access to ZDV therapy.

The Rural Women and HIV project will determine needs of women in rural environments and
study successful models of care. The Farm worker Women's Initiative on HIV/AIDS has
organized training for Hispanic Farm worker women in several States and provides HIV
outreach and education.

HRSA and the National Institute on Drug Abuse are collaborating on a multisite longitudinal
study to elucidate HIV-related service delivery and access issues for drug users of both sexes,
including the special barriers faced by female drug users.

HRSA funds a network of 17 regional AIDS Education and Training Centers in areas with a
high incidence of AIDS as resources for educating and training health care professionals in
preventing, diagnosing, and treating HIV-infected patients. The National Pediatric HIV
Resource Center, a HRSA grantee, offers services to professionals caring for children, youth,
and families affected by HIV infection.

Indian Health Service (IHS)
(301) 443-1083
http://www.tucson.ihs.gov

The IHS provides comprehensive health services for Native Americans and Alaska Natives. The
IHS AIDS initiative has developed and funded AIDS prevention plans for the 12 IHS areas. [HS
also supports the training of HIV patient educators/counselors and has initiated dozens of local
health facilities and community-based AIDS education and intervention programs. Along with
CDC, IHS has begun a seroprevalence program to determine the extent of HIV infection in its
target population. The IHS Center of Excellence for HIV/AIDS, located in Phoenix, Arizona, is
sponsoring a regional IHS conference on HIV and Women, planned for April 1998. IHS also
sponsors support groups for HIV-infected women that are coordinated by Native American HIV
case managers; conferences and training for health care workers on prevention and treatment of
HIV/AIDS; and joint projects at the Center of Excellence with the NIH focusing on women,
children, and high-risk groups.



National Institutes of Health (NIH)
(301) 496-5787
http://'www.nih.gov

As the principal biomedical research arm of the Federal Government, NIH leads the Federal
research effort on HIV/AIDS by conducting and supporting basic and clinical research on HIV,
including HIV transmission and progression to AIDS; the development of drugs and vaccines to
prevent and treat AIDS; and biomedical, behavioral, and social science parameters that affect
prevention. Most of NIH's Institutes and Centers actively support research in the area of women
and AIDS; those with the largest AIDS programs are the National Institute of Allergy and
Infectious Diseases (NIAID), National Institute of Child Health and Human Development
(NICHD), National Cancer Institute (NCI), National Institute of Mental Health (NIMH), and
National Institute on Drug Abuse (NIDA).

In addition, the Office of AIDS Research coordinates scientific, budgetary, legislative, and policy
elements of the NIH AIDS research program; NIH's Fogarty International Center coordinates
NIH's role in international HIV/AIDS research and training; the Office of Alternative Medicine
funds studies of alternative therapies for HIV/AIDS; and the Office of Research on Women's
Health (ORWH) works to strengthen research on health conditions affecting women. NIH
releases Clinical Alerts to disseminate clinical trials results to health professionals, patients, the
media, and the public. The National Library of Medicine (NLM) supports three computerized
databases: AIDSTRIALS, which provides information about AIDS-related clinical trials;
AIDSDRUGS, which provides information about the agents being tested; and AIDSLINE, which
contains references to the published literature on HIV/AIDS. These databases can be accessed on
the Internet at: www.healthgate.com/HealthGate/MEDLINE.

Substance Abuse and Mental Health Services Administration (SAMHSA)
(301) 443-4795 _
http://www.samhsa.gov

SAMHSA identifies the need for women's substance abuse and mental health services,
recommends policy, and coordinates activities on mental health services, substance abuse
prevention, and substance abuse treatment. SAMHSA's Office for Women's Services works to
ensure that the needs of women are addressed; HIV/AIDS is one of its six priority issues for
women's mental health. SAMHSA's High-Risk Behavior Program is identifying the key factors
and determinants needed in implementing and evaluating community-focused
prevention/intervention protocols to encourage and enable individuals at risk for HIV/AIDS,
specifically adolescents and women, to reduce their incidence of high-risk behaviors.

SAMHSA's Center for Mental Health Services has included “HIV/AIDS High-Risk Behavior
Prevention/ Intervention Model for Young Adults/Adolescents and Women” program as part of
the agency’s Knowledge Development and Application Program which promotes efficient and
effective service applications of research findings. SAMHSA's Center for Substance Abuse
Prevention launched a public information campaign in 1996 to help delay and reduce the onset of
the use of drugs among girls ages 9 to 14. The campaign is being developed in concert with the
DHHS Secretary's Safe Passages initiative to empower young girls and address issues such as



unprotected sex resulting in STDs including HIV/AIDS. SAMHSA's Residential Treatment
Program for Pregnant and Postpartum Women and its Residential Treatment Program for
Women and their Children both provide pre- and post-test counseling for HIV/AIDS and
appropriate follow up or referral, as well as educational components and outreach specifically
targeted to women.

SUMMARY

The U.S. Public Health Service's Office on Women's Health, working with other agencies and
offices of the U.S. Department of Health and Human Services, is committed to reversing the toll
that HIV/AIDS is taking on the lives of American women. Scientists have made significant
progress in understanding how HIV infection is transmitted, how it affects the body, and how to
treat and prevent it. Now that women are included in studies of the natural history of HIV/AIDS
and in clinical trials of AIDS therapies, increased knowledge about this disease and better ways
to treat and prevent it should be forthcoming. HIV/AIDS is a critical public health problem for
women today. DHHS programs have expanded to address the special needs of women, to ensure
that they are a focus of research, prevention, service delivery, and education efforts in the United
States.



For Further Information:

U.S. Public Health Service's Office on Women's Health
Department of Health and Human Services

200 Independence Avenue, SW, Room 730B

Washington, DC 20201

Phone: (202) 690-7650

Fax: (202) 690-7172

National Women's Health Information Center NWHIC)
1-800-994-WOMAN (1-800-994-9662)

CDC National AIDS Hotline -- (1-800-342-2437 (English); 1-800-344-7432 (Spanish)
1-800-243-7889 (TTY) - offers confidential information to the general public 24 hours a day, 7
days a week. Trained information specialists answer questions and can send a variety of free
publications.

The NCHSTP Prevention Information Network, formerly the CDC National AIDS
Clearinghouse (1-800-458-5231; 1-800-243-7012 (TTY)) is a national reference, referral, and
publication distribution service for HIV/AIDS information; it disseminates AIDS information to
clinicians, patients, and the public and provides news, funding sources, a calendar, and
customized information searches.

AIDS Treatment Information Service (ATIS) 1-800-448-0440; 1-800-243-7012 (TTY)

AIDS Clinical Trials Information Service (ACTIS) 1-800-TRIALS-A; 1-800-874-2572
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iIn Women in the United States

S

Pascale M. Wartley, MD, MPH; Patricia (. Fleming, PhD

Context—The affect of the acquirad immunedsficiency syndrome (AIDS) epi-
demic oh women Is substartial and wamants an updated snalysis.
Objective~To dascribe AIDS inddence rends in woman.

~'Deslgn.—We analyzad national srvellance data on wormen 13 yeass of age and
older with AIDS reported through June 1935. Data were adjusiad for reporting de-
lay, unrepartad risk, and the 1893 changs In AIDS surveillance case definition ta
aesess overall trends and examine trands by age group and birth cohort.

-1 Sefting.—Survelllance conducted by the Centers jor Disaass Comro! and Pre-
vantion in collaboration with state and local hearth .

“1Rggults —In 1995, wonen accourted for 19% of AIDS cases In aduns; AIDS in-
cidorxe ratas per 100 000 wormnen were highest in black women (50.1), woman in
the Northeast (22.3), heterosexual contacts (5.5), and wamen living in metropoii-
tan statisheal ara3s with more than 1 milllon residants (15.9), Greatest Increases
in.rates betwesn 1391 ang 1895 by region and made of transmission wera in the
South and in heterosexual contacts. Greatas increasas in AIDS incidence raias
ware obesrved in heterosexyally infoctad woman bom between 1670 end 1874, le,
women who were 14 1o 18 yaars ald In 1688,

. Concluglona.—Thess trends predict eontinued growth of the number of AIDS
canas in-womnan, especially in thass in the South and thase infected haterosexu-
ally, and suggast that succgeaive condrts of young women may be at risk for hu-
man’ immunedeticancy virus infection as they reach edolescence and yaung

12

adulthood. Prevemian programs must feach young women before they Initata

851l activity and drug use.

BETWEEN 1991 and 1935, the number
of women diagnosed as having acquired
immunodeSdency syndrome (AIDS) in-
cru.sednfby &3%, mare tha: any h:ther
parsann reparted as having
m rogardless of race or mode of ex-
posure to the buman immmodeficency
vires (HIV).1*® The AIDS epidemichas
had s majar effect cn morbidity and mar-
tality in women between ths ages of 25
apd 44 years; in 1988, it bacame the
fourth lasding eause of dearth! As of
Jumuary 1958, an estimarad 107000 to
160000 women wers hiving with HIV M
and of theae about 45 000 had been disg-
acsed 85 having an AIDS-defining op-
portunistic fllneas (O by end of 1985,
Thia report Aret presents recont AIDS
murvellance data for women accarding to

From e Ohslon of HIVAAIDS Prevenden, Nstng!
Cantars for (V. STD, and TB Praventon, Camery for
Cigugte Crwat and Pravenition. Aterm, Ge.

Reprires: Paaceia M. Wortlay, ND, MPM, Canters for
Diyeesd Control and Prowsttion, 1600 Clinem Ra NE,
Mallvmg {67, Atiente. GA 3031,

JAMA, Saptamber 17. 1987—Vol 278, No. 11
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selected charecteristics, then focuses an
analyves of ends in young women com-
pared with older women Inddance
trenda in casan diagnosed o2 young ages
provide a specal opportunity to monitar
HIV.mncidence patterns because an esti-
IS it mhims £ Formene bave
tion® ard beemuse high-risk behaviors
start {n-adolescancs rather than child-
bood. Thus, perscns with short imeubs-

‘tion pertads (“rapid progressors”) are

overreprasented in persora diagnosed 13
having AIDS by the age of 24 years in-
focted betarcsexus} coptart ar
injection drug use (IDU). Beczuse of the
relatively ahart tiroe from HIV infaction
to AIDS in this group, trends in AIDS
incdence perallel trends in BIV ind-
dence. Finally, wo performed s birth co-
hort aalygis, s usaful spproach becanse
HIV infection i associnted with behav-
jors tied to age, such s IDU and sexnal
artivity. A hirth oohort analysis allows -
for joint conaidaration of the affecta of

age and time. We would expect AIDS
inzidence to be highest in wumen who
reached the age, of mitiatinn of high-risk
sexoal or drguning behsvie st or
neer tha peak of ths epidamie in hatero-
sexcal men (IDUs and hetercsexual
contacta). If endemis infection is astab-
lished in men, miccsaaive echares of wom-
en can be expected to became infacted.

METHODS

To deseribe trends in AIDS incidence
in wolen (only oversll trepdes wars ac-
sersed in men), we analyesd data from all
AIDS cmses i adult (aged 18 years or
older) womezn &nd men rv to the
Contarn for Disease C and Preven-
tion through June 1995 and
through December 1996, In this analysis,
the term “wornan™ s used to indicata any
and all famalaa (sdolescent girls and
adults) incloded in the study. Women with
mare than one possthle maans of acmuix.
tion wers claanifiad anly in the exposure
category listed frst in the hierarchy
(IDU, hemophilia or other blood disorder,
hetaroeexua) contact with.a man diag-
noaed 35 having or at risk for ATDS, trans-
fusion with ~contaminated blood or
blood products, undetermined risk). 5%
This information was obtained from medi-
cal charts, and when risk waa net docu-
mented, interviews of cliniciang were eon-
ducted, and patiants may have bean in-
tervicwed, Rural reaidence ia defined as
residance in a county not part of s metro-
pohitan atatigtical ares *

1n 1868, to count persons exrlierin the
coursa of HIV diseass when thay were
eligible far recommended therspy, the

S survelliance case definition was ex-
panded to include immunologic reporting
criteria (CD4* cull count <0.20x10%L
(200/L) ar CD4" ecll paresnt <14%) in
addition toravers life-threataning ATDS-
defining Ole. The mflux of prevalent

" casan (HYV-infected with CD4-

cel] counts <0.20x10%1L who did not yet
have an OD in January 1993 resulted
in an srtifactucl sudden increasein AIDS

- canes, peversly disruping inddence

trends Tobe able to follow 1rends during

Racant AIDS Transx in US wornsn—Wortiany & Raming P11
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oz, 1581-199S, Qs ware edjustad for

the 1953 expansion in he AIDS survetance cane definkion.

the time that both prevalent rnd incident
cuBes were reported, B Statistical adjust-
ment was applied to allow for analyzing
AIDS indidence as 1f the cass definition
had not been expanded " In brief, this was
done by assigning to persons reported un-
derimmumslogic eriteria (59%in 1985)an
estimated date af Ol diagnosis basad ana
probability distribution of time from

given CD4- oell count to an Ol disgnhosia,
The probatility distribution was derived
fram s large observational study of per.
aons under care for HIV infection,! and,
bocuss it {s darived from persons under
care, it taices ints account changes in 01
incidence resuldng from effects of anti-
retrovirnl therapy or prophylactc
therapy far Pasumocystiz corinii pnau-
momaarotherpreventablo Ols. Thag, ea-
timated AJDS incidence using this ad-
justment i the sum af the obsarved ins-
dence of pareons reported as having an
Ol and the incdence besed on estimatad
dates of O] diagnosis in cases on
the baxis of » CD¢" cell count than
0.2x10°L. The madlan CD4- anll connt
attime of report fur eases reported under
immunologie criterla was 0.12x310°/L in
1995, and the madian time bet ween date
of first documented CD4~ cell count less
than 020X 10%L and the “adjusted” O]
diagnoais date was 17 months. Far the
41% reported as having an OI diagnosts,
thmhmchlmhdggnusindm.'rhe
adjustient for the 1998 case defimition
takes into account the likelthood of dying
after a CD4" cell eount of less than
020X 10°L has been identified bat before
an O] has been disgnesed. The adjust-
mant does not take into aecount tia]
underre of Ols diagm eoneur-
rently with ~ coll counta of leas than
020x10°/L.. This {8 eatimazad to causa 3
2% to 3% underestimate of AIDS ind-
dance. Adfustraenta far reporting delays

912 JAMA Seciamber 17, 1997—Vol 278, No. 11
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Figure 1 ~Number ¢f anquired ImMunedeficiency synsroms (AIDS)

portad rigk.

and anticipated reclaasificatien of cases
{nitially reported with ns identified risk
cobtinue to be made as in the past A4 By
mid 1986, mare than 90% of cases disg-
posed in 199{ and more than 76% of cases
diggnosed in 1935 were reported; thus,
the reparting delay does not introduce 2
substantial tiss. Mare than 85% of re-
ported cases heve risk information within
12montha efrepart. Forredistribution of
the 15% ar 80 of women reported without
1 Yiak, the-propartion redistributed as
hetarosexual contart or IDU may be
21.5% to 25%. Computing confidence in-
tervals around estimated AIDS retes {5
not techpically feagible ot this thme. Be-
cauee data prasented here are estimatag
rather than actual ense counts, they are
reunded on 2 relative scale: figures of less
than 200, 200 to 499, 500 to 239, and 1000
Or tore cases alv rounded tothe nearest
10, 20, 50, and 100, vely. Far -
plicity, we will refer to these estimated
AIDS ratea for the 1993 cse
definition aa S rates.

"To surmraarize recent trends, AIDS in-
cidence yateg for 199) and 1985, the rate
rato for 1991 and 19385, and the 1995 dis-
tribution of cases Were calculatad for se-
lacted chaructariaties. Anmual AIDS inei-
dance rates for 1963 to 1995 were caleu-
iated for womnen and men (overall trends
prosentad for comparisan and
for wamnen 16 to ¢4 yearnoldand 250 &4
years old st disgnodis by replen (Narth-
east and South) and by made of tranamis-
gian (IDU ar heterosaxual amtact). An-
nual incddence ratea from 1988t0 1995 are
Prescnted for wornen born between 1830
and 1888, 1840 and 1949, 1950 and 1859,
1960 and 1969, and 1970 and 1974 (too few
women born after 1974 had been diag-
nosed by 1895 to warrant their indlusjon).
To aalculate annus! AIDS incidence rates
woused midyear US population estimates

"1 Black
= — = Mippanic
§5ﬂ- -=am-a Arwrican indign
——  Whlie
§ —-— -~ Asiar/Pesiic lalender
£‘°‘
o
L 3%
——
4 P
- -
B -
< 10

¢
155 188« 1585 1085 1567 1560 1989 1960 1001 1602 1063 1904 1903

. YearofD

R
casss by Figure —Amuired iImmunndaficiency ayndroma (ADS) ngidance ln women
regorting delay, ynroponsd rigk, ared by nwuhn:g. 1DES-1995, Daa wers aguutadt Tor raporting delay. une-

e 1903 axdansion in the AIDS surveliance ease definltan.

based on decennial census data 12 Rates
of AIDS attributed to batarosexua) can-
tact and to IDU were calculated uaing the
female population of the appropriate age.

RESULTS

By the and of 1995, a total of 67400
warten had besn diagnosad aa baving
AIDS. Of theee, 11 500 cases were diag-

nased in 1895, sccounting for 19% of .

adults’ diagnoses. Fignre 1 and 2 show
AIDS inddence in women and men gver
time and AIDS incidence rates in women
by race/ethaicity overtime, respectively.
Table 1 shows 1901 and 1995 rates, the
retio of the 2 rates, and the 1995 distri-
bution of ceses in wamen ing to Be-
lected demographie and
maode of tranamission. Incldence of AIDS
increased faster between 1991 and 1935
in women infected through heterosexaal
contact than through IDU, with alowing
in IDU-related cases ainoe 1982 (Figure
3). In 1985, heterosexus! eontact was the
predominant mode of ure far wom-
en with AIDS in all regions exospt the
Northeast, sccoumting for 46% of cases
dlagnosed in the Nartheast, 52% in the
Midwest, 58% in the South, and £2% in
the West. Most heterosexnal trangmis-
sion was ateributed to sax with an IDU
(38%) or sex with an HIV-infctad part-
ner of wereported risk (63%). Sex with s
bisexusl man and scx with a tranafusion
recpient ar 8 man with ac-
counted for 7% angd 2%, re vely. For
AIDS casen atiributad to IDU or hetero-

.suxusl cantast, wamen outrrdmbered men

£4:1 among 15-t0 24-year-olds while men
outnumbered women 1.4:1 ameng 25-to
44-year-olds (data not ehown).

Trends In Young Women

Women aged 15 to 24 years old ac-
eounted for 7% of canes disguosed in

Recert AIDS Tronds In US Wamen—Wortiey & Flaming
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1965, while women sged 25 to 44 years
ald weesunted far 77%. Figure 3 shows
different rends in AIDS ineidence rates
in wamen inthesa 2age graupa by region
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and mode of treasmission (note that
scales are different by age graup). In
both age groups, AIDS incidence rates
hava increased taster in women infacted
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through hoterosatial cortact than
through IDU (1991-1385 hsterogexus
and IDU rute ratios, 1.6 and 0.7 for 15- to
24-year-olds; and 2.1 and 13 far 25 o

44-year-olds, respoctively) and have in-

Table 1. —Acquirad immurodolisency Syndmme Qpporunistc inlection incdence In Women: 1985 creased famter in the Scuth than fn the
Distribution o1 Cazas. 1881 and 1665 Incldanaa Rates per 100 000 Women. ard 19811995 Raw Aatls®  Nartheast (1991-1995 Sourth and Narth-
" eact rats refiog, 1.4 and 1.0 for 15
e amae  g4-yemrolds; and 18 and 15 far 25 to
Pasw ity 44-year-olds, respectively). In wamen
Wt 250 (22) 2.1 30 1.8 aged 15 to 24 yeary, however, the AIDS
: Back 400 (®7) 301 .1 1. Incjdence rate for hetarosexual eontacts
g Hinptnic 2 go) 173 EY 13 surpassed the ruta far IDUp 6 years ear-
: Aalan a0 (€1) 1 1.6 15 lier than in women aged £5 24 44 youre By
' Amerean Indian % (<) 20 7 2.9 1995, the AIDS incdance rate in the
¥ Mods of YRrEmlAsion South for wamen 15 to 24 years old
Inlecion dhag une 000 (£3) s .8 13 equaled the incidence rate in the Nartt-
reotopesuel amact 6000 (52) (27°) (s ) 20 east in 1656, but i womed 25 o & years
e €700 (44} ea 223 5 ﬁdmmstﬂlm aa high in the
Micheast 840 (8} 2.1 35 1.7

Boulh 4100 [39) 8.4 1. 1.7 Trends by Birth Cohort

woul 100 (19 12 X 16 ,
The anoual AIDS incidence rates by
u:};ﬂ:m 480 {4) s Ta 1.0 Hﬂ.h yw whﬂﬂ b wamen we“ed

through beterosexual eontact and DU,
and the 1991 and 1985 incidence rstes
and rate ratios are ahawn in Figure 4and
Table £. The ATDS incidence rate ratio
betwaan 1391 gnd 1995 wag higher in
wamen infected through hetarosexual
contact than jn women {nfected through

MBaZ > millien
50 000-9886 00Q
Rure!

2500 (Y4) 0.0
2100 [20) a1 6.8

700 (€) 1.7 32

14

17

1.8
"Rales are catgd using the 109\ end YIS lamge FSRIDR 213 yamra o aga by meawivialy, region, wd
wharvium! maidence. For madle of taramicaion, *ales wre calguwied Lsng the 1o lernle CopLetion & 13 yesrs of dgn.
TToal may rel fum tecmame Gf IOURding.
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eagion {C, D). The y-pris su‘g varial subsmnyelly barween A, B, C. and D, and the reader should ks this Inlo considermion when evaluating aaia In {Na figute.
Dain wern afualad for reporting delay. unreponos dex, and e 1993 axpanaion in (he AIDS surveillance oije dalinitipn,
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Tabia 2—Actuired Immunaceficlency Syndrome Opporunisdo Inlection incidsnce In Women by Binn
Cohort; 1965 Disruson of Casas. 1951 and 1835 Incidence Rates per Y80 000 Women, snd 1991-1005

Rals Ralcg*
B e T " STy T
Beth Coharts by Bode 1996 Coon QintI\asiom, 1981 1949s 1997155
of TRnamimsion Mo. (%) R Ars Ry Relio
njection dnug LSS
1990-1930 LK) 1] 1.0 1.1
12401549 550 (11 3.7 96 1.0
1950-1899 2500 48) 92 1.1 12
1980-1 58 1700 (35) &9 04 1.7
1570-107¢ 150 Q) 0.4 1.7 43
Holarotaxus! conacn
108510 =0 (5) 13 3. 13
1960-1940 700 (12) 20 87 1.7
19651088 1900 (33) [X] 02 1.8
1080-1060 2400 (4Q) 88 1.4 23
10701976 440 (8) 08 | ¥ (%]

“Ruing oty calcuiisd Using e termals pomlalion of the apoToprieie age.

IDU {n each cohort and higheat in eo-
horta born after 1859,

In women Infected through IDU,
women born between 1950 apd 1969 have
accounted egch year for the greatest
number ¢f diagnosed cases, while in
women infected haterosexuglly, the
greatest number of cases are diagnoped
each year in women born between 1950
and 1959, eapecially in women born be-
tween 1965 and 1954 (data not shown).
Armial AIDS incidence slowed mark-
edly after 1892 in wumen infscted
through IDU bara before 1960; howevar,
this puttern was not seen in heterosexu-
ally infeeted wamen in whom incidence
eontinuee to increass in all cohorts. The
sharpincrease since 1991 in heterogaxu-
slly infected wamen born between 1970
and 1974 is striking.

COMMENT

The inddence of AIDS has increased
more in women tham men in recent
years, 9% largaly beeanse of incresses
in wamen Infected throughhsterosexusl

_ contact, These trends reflect ahifta in

914 JAMA, Saptembar 17, 1867—Vel 278, No. 11

HIV prevalence with disproportionate
{ncreanesin IDUs and beterosesaial con-
tacts’ In men, AIDS incidence has
slowed for men who have pex with men,
a4 of the lare 19808 ¥ and for IDUs, ax of
the 2arly 19908, at the same time &8
fur women JDUs. Incidence of AIDE in
womsn infected through heterosexusl
eontact began to increasq 8 few years
later than in IDUs and continues to in-
crease, even a3 AIDS incidencs has

. slowed in men [DUs, the main reservolr

of infection far hetexosexuslly infected
women. As the epidemic in women
evolved regarding predominzot mode of
Cranemission, it also evalved geographi-
cally.!® The gpidemic that mostly of-
fectad the Northesst in early years now
affects all ragions, espacially the South,
‘while it continues to expct a toll on the
Northesst. Regions with highest rutea
in women earrespond to thoss where se-
roprevelance is highest 1 men IDUsY
The dispropartionste effect on blazk and
Hlspu.ﬁ: women remaing a constant.
Changaes in sexual and IDU-relatad
transmission parterns sre most rapidly

visible in cades diagnosed young, be-
csuse women with AIDS diagnoned by -
age 24 yoars represent woman who pro-
greesed to AIDS faster than average. If
these young women gre representative
of all young women infected with HIV,
AIDS incidence patternt seen in this
age group reflect recont HIV indidence
and may thue forecast future AIDS
trends as young HIV-infectad wamen
sge and progress to AIDS in coming
years. Trends in young warneh suggest
that the number and propartian of wam-
en diagnosed aa having heteropexnally
sequired AIDS and of casas dingnosedin
the South will eontinue to incrasse. 1tis
important to note that the relatively
gtable ineidance in young woman in-
fected through IDU is eanaistent with
ongoing tranemisaion of HIV.

Young wamen are at risk for HIV
infeetion et an earlier age than young
hetarogexnal men, s& demonstrated by
the relatively Ngh proportion of womsn
in persons younger than £5 years in-
focted through IDU or heterosexual
eontact. This finding suggests that ado-
lescent women sre becoming infected by
older sexus] ar needle-gharing partners
and Is canaistent with the documented
age gap batween teenaged mothers and
their partners./®® A recent etudy re-
ported that sdojescant women ware Joga
Likely to use condome with older hutero-
sexual male partners thad with same-
age partners.& The role of older part-
ners in HIV tranarmsaion to adolescent
women muat be recognized to design
effective prevention intarventions that
do not ssaign to adalegeent wornanalone
the responuibility for sdopting pafe be-
heviors.

Black and Hispanic women have eon-
slstently experienced higher rates of
AIDS than have white women. Ths re-
calethnie distribation of women with

. Racen[ AIDS Trendg in US Wernen—wargey & Reming
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AIDS earreaponds to thar of men IDUs
and heterosexusl eontacts with
AIDS® znd to that of groups with
highert tates of sexuplly tranemitted
direazes such me syphilis and chan-
croid > Partner selection patterns® re-
gultingin anincreasad probability of ean-
tact with an infected vexual or needle-
‘gharing partner may partally explain
this overrepresentation. The consis-
tently higher rates of infection in black
md &iupanic (specifically Puerte Rican)
1DUs compared with whitea!*is in part
relsted ta differences {n high.riak injec-
tion behaviors, but other factors such as
differencesin HIV prevalenee within so-
clal networks may play an even greater
role ™™

Incdence of HIV infoction related to
IDU s thought to bave peaksd in the
tid 19805, based on serial sercsirvays
of IDUs and bask-caleulation based an
AIDS incidence. ™! Repent croas-sac-
tions! gurveys of young IDUg have daeu-
mented progressively lower seropreva-
lence, puggesting that reductions in
high-riak injection prectices have oc-
aurred scross groups.”™ Tha slow
increase in IDU-relatad AIDS dince
1988 in women younger than 26 years
and the slowing rate of increaae of AIDS
inddencein woman born before 1960 are
cansistent with theae trends. However,
HIV prevalence rates in IDUs remain
relatively high in many urban areas”
and IDUs serve as a source of HIV
transmisgion through heterosexual can-
tact. In sddition, tranemisxion related to
multiple high-risk sexual contacts asao-
dxted with nae of noninjectable drugs,
particularly smokable freebase cocaine
(“crack™), incrensed during the lstter
half of the 1980s. Crack cocaine has
played animportant rolein hetarosexusl
transmission of HIV beezuse {te influ-
ence on sexusl behavior has led to inter-
secting epidernics of syphilia and HIV,
each enhancing apread of the other ¥
The rapid incresss in AIDS incidence in
the South in the early 1990¢ is at least
partially & consequence of cancurrent
crack and syphilia epidemics.™* The
highest syphilis rates fctv«m 1886 and
1990 warw observed in bluck women aged
20 to 29 years old and 16 to 19 years old
in southern states. @&

Indidence trends for AIDS in women
grouped by year of birth reveal succes-
aive eohorts of Women st risk for HIV
infection as they reach adolescence and
young sdulthood, sn affect mare pro-
nounced for women infected through
heterosexual contact than IDU, coneis-
tent with heterosexual tranamission
continuing to increase after IDU-
related transmissicn elowed in the mid
1380s. Women burn between 1950 and
1859 have experienced the highest ind-
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dence rates each year. These Women
were in their 208, the age group with
higheet prevalence of risky nexus
druLuu behaviars, at epidemic On-
Bat In comparison, Increases in
AIDS incidence in women who wexe
born between 1970 and 1974 lagged by
several years us these Wwymen moved
imto the high-risk group. Wamen barn
between 1970 and 1974 begun to be m-
fectod through heterosaxual eontact in
late 19505, ax demanstrated by a sharp
increase in AIDS incidenes in this group
between 1991 and 1995. Thege young
women became sexually active at a time
whan HIV prevslenes in men hsd
reacbed 8 high'4 In addition, they were
14 W 18 ymars old in 1888, an 8gc group
experiencing high syphilis retas st that
time. Although it is too early to deter-
mine whethar the 1975 to 1979 birth
cohart will experience AIDS incidencs
rates gimilas to that of the 1970 to 1974
birth cohart, the pettern obaerved here
raises concern thst future generatione
of young wamen will becoms infected
with HIV a8 they reach the age of sexual
activity injtiation.

Although surveillunee data presented
here show AIDS incidence increasing in
most subgroups of women, the Survey of
Childbearing Women, a population-
based w-uKran.lenua survay of woman
giving birth initiated iz 1989, has docu-
mented stahle HIV geroprevelence fram
its ineaption to 1934, the last year for
which rates are pvailable  Stable sero-
prevalence may be the result of a steady
state, in which the number of inddent
infections {n childbearing wamen 18
matched by the number of HIV-infectad
women who are no longer giving birth
because of aging or reduced fertility due
to advanced HIV disesse ¢ Conxidered
along with AIDSincdence trends, these
data are conaistent with the greatert in-
crease in H[V inddence oocurring be-
fore 1989, and therafore not captored by
the Survey of Childbearing Women,
with new HIV incidence occurring pri-
marily in the youngest cohorta aa they
enter the sge of heightened risk

The data presanted here ware od-
justed for the 1953 expansion of the
AIDS case definition and may basubject
to biaa. Becsuse the probability dietri-
bution of time from a given CD4- cxll
eount to an O] diagooais used for adjust-
ment is derived from s etudy of HIV-
infected persons updar care (sce “Meth-
ods™), time to O diagnonis will be over-
estimated if all cases reportad on basis of
severe immunosuppression e not ac-
tively under care. The effact of this po-
tentinl bias 18 that estimated OI dates
would be further in the fature than ze-
tus! dawes and current estimates of
AIDS inddence would be consarvative.
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Howevar, because modian time differ-
ence between diagnosis date end ad-
justed date is 17 montha for thoee re-
ported under immunologic criteriz, the
sdjustment does not affect trands in an-
nualincddense gubstantially. Thia is sup-
parted by the fact that the sgame trenda
are observed inthe unadjuatad data. Al-
though computing confidance intervals
far tha rates based on the adjustment for
the 1983 case definition ia not technically
feasible, we belisve thet conclusions
drawn hare about differences hatween
groups are valid,

Preliminary findiags from a survei-
lance study to validate cases classifi=d a3
dua to heterasexual contact indjeate that
theas data are ralizble® and that heterc-
sexual Uranamission is nat overcaunted.
It may be conearvative becguse women
who Inject d.nya frequently have high-
risk partnars,® and the actual route of
H1V transmissioz for women with mul-
tple riaks cannot be determined. In
1934, 28% of wamnen reported as infectad
through IDU were alea reported to have
ahigh-risk partner (Centers far Disease
Control and Prevention, unpublished
date, 1884); this small proportion ig un-
doubtedly an underestimats. Becguse
reducing sexual riskin IDUs has proven
to be more difficolt than reducing IDU-
releted rink % women who inject drugs
are at zisk for both sexual transmission
and needle-borne trenamission. Drig
treatmment programs and syringe ex-
changs programs heed toincorporste ip-
tenmifed sexual riek reduction intarven-
tions for this population.

Prevention efforts ramain eritical. Al-
though the current rate of HIV infection
in women iz not known, availahle infor-
matan points to ongoing transmission.
Eforts to prevent HIV infection in
women may ba complex far several rea-
gons; women who are fingncielly depen-
dant on mals partners are at 2 diszdvan-
tage in hegotating condam use; wamen
who are sex ers of HIV-infected
men, bigexus! men, and MDUs are difb-
cult to identify mnd target; and wamenat

igheat risk already fice a multitude of
problema, including poverty, sub-
stance Bbuse, aleoholism, viclenee, un-
employmment, and unplanned pregnan-
ces.5 Pravention connseling for risk re-
duction, prevention And treatment aof
saxually tranamitted disaasas, and un-
iropeded accees to health csre and sub-
stance abuse treatment for women con-
tinue to be eritical factors, Additfonal
factors eritical Lo successful prevention
incjude reaching y women before
theg' initiste sexusl activity. continuing
to develop interventions targeting men
and warnen to incraase condam use, and
devaloplng women-controlled mathoda
to prevant HIV transmission. Aloeng
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with prevention effarts, sdequatg re-
solrees for care remain critical Based
onnational HIV prevalance estimates 3+
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"What's in a Name?"
Village Voice (04/07/98) Vol. 43, No. 14, P. 36; Scoofs, Mark
Several bills in the New York state legislature have sparked
a debate over mandatory reporting of the names of HIV-positive
individuals. Assemblywoman Nettie Mayersohn--who authored a
state law requiring HIV testing for all newborn
children--introduced a bill that would require the submission of
identifying information to health departments in order to
properly notify HIV patients' partners. Republican Guy Velella
introduced the bill into the state Senate, and it may likely pass
in both houses. Another bill, which would create a database of
all HIV-infected people and require them to surrender the names
of all their sexual partners or else face criminal charges, has
been presented by several Republicans in the assembly. The bill
would also eliminate anonymous testing. Opponents of the bills
worry that such measures will lead to policing of HIV-positive
individuals. They also assert that forcing people to name their
sex partners and eliminating anonymity will discourage people
from being tested; 11 separate studies show that name reporting
does deter some people, and two recent surveys found that 70
percent of participants would not get tested if their names were
reported. Activists contend that the population at highest risk
for HIV--homosexual men and racial minorities--are also the most
likely to be suspicious of the measures. Additionally, many fear
that confidentiality will one day be revoked, making the names of
HIV-positive patients public knowledge. Proponents argue that
these measures are no more drastic than the current standard
methods used for surveillance of a number of other infectious
diseases. The Centers for Disease Control and Prevention
supports name reporting and notes that the practice has been
tried in six states without a laxge decline in overall testing
numbers. Maryland and Texas have implemented programs that use
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CRITERIA

ESTIMATE OF ELIGIBLE PROGRAMS

Currently Operating Necdle Exchange
Programs

110-120 programs

Articulated by Congress

1. A program for preventing HIV
transmission is operating in the
COmmunity;

2. The State or local health office has
determined that an exchange project is
likely to be an effective compaonent of such
a prevention program,

3. The exchange project provides referrals
for treatment of drug abuse and for other
appropriate health and social services,

4. Such project provides information on
reducing the risk of transmission of HIV,

5. The project complies with established
standards for the disposal of hazardous
medical waste: and

6. The State or local health officer agrees
that, as needs are identified by the
Secretary, the officer will collaborate with
federally supported programs of research
and evaluation that relate 1o exchange
projects.

90-100 programs

NB: Only six cities receive HIV prevention
funding directly; the remainder would have to
g0 through State authorities for approval

Added by Secretary

7. programs must comply with State and
Jocal legal requirements or waivers

50-60 programs

8. States or localities requesting
reprogramming of FY98 funds must be
those most severely impacted by injection
drug -related AIDS in families and children

~Nrnsr oL

et et batal ATTAC

10-15 programs
(estimated number of States or localities that
are likely 10 complete a reprogramming
process during 1'798)
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CRITERIA

ESTIMATE OF ELIGIBLE PROGRAMS

Currently Operating Needle Exchange
Programs

110-120 programs

Articulated by Congress
1.

A program for preventing HIV
transmission is operating in the
community;

The State or local health office has
determined that an exchange project 1s
likely to be an effective component of such
a prevention program;

The exchange project provides referrals
for treatment of drug abuse and for other
appropriate health and social services,
Such project provides information on

" reducing the risk of transmission of HIV;

The project coruplies with established
standards for the disposal of hazardous
medical waste; and

The State or local health officer agrees
that, as needs are identified by the
Secretary, the officer will collaborate with
federally supported programs of research
and evaluation that relate to exchange
projects.

90-100 programs

NB: Only six cities receive HIV prevention
funding directly; the remainder would have to
go through State authorities for approval

Added by Secretary
7.

programs must comply with State and
local legal requirements or watvers

50-60 programs

States or localities requesting
reprogramming of FY98 funds must be
those most severely impacted by injection
drug-related AIDS n families and children

10-15 programs
(estimated number of States or localities that

are likely 1o complete a reprogramming

process during I'Y98)
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CRITERIA ESTIMATE OF ELIGIBLE PROGRAMS

Currently Operating Needle Exchange 110-120 programs
Programs

Articulated by Congress 00-100 programs
1. A program for preventing HIV
transmission is operating in the

community;
2. The State or local health office has NB: Only six cities receive HIV prevention
determined that an exchange project is Junding directly: the remainder would have to

likely to be an effective component of such | go through State authorities for approval
a prevention program;

3. The exchange project provides referrals
for treatment of drug abuse and for other

- -—appropriate health and social services; : e — i

4. Such project provides information on
reducing the risk of transmission of HIV:;

5. The project complies with established
standards for the disposal of hazardous
medical waste; and

6. The State or local health officer agrees
that, as needs are identified by the
Secretary, the officer will collaborate with
federally supported programs of research
and evaluation that relate to exchange
projects.

Added by Secretary 50-60 programs
7. programs must comply with State and
local legal requirements or waivers

8. States or localities requesting 10-15 programs
reprogramming of FY98 funds must be (estimated number of States or localities that
those most severely impacted by injection are likely 1o complete o reprogramming

- drug-related AIDS in families and children process during FY98T ' T

~NAS —— -
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CRITERIA

ESTIMATE OF ELIGIBLE PROGRAMS

Currently Operating Needle Exchange
Programs

110-120 programs

Articulated by Congress

1. A program for preventing HIV
transmission is operating in the
community;

2. The State or local health office has
determined that an exchange project is
likely to be an effective component of such
a prevention program,

3. The exchange project provides referrals
for treatment of drug abuse and for other
appropriate health and social services;

4. Such project provides information on
reducing the risk of transmission of H1V;

5. The project complies with established
standards for the disposal of hazardous
medical waste: and

6. The State or local health officer agrees
that, as needs are identified by the
Secretary, the officer will collaborate with
federally supported programs of research
and evaluation that relate to exchange
projects.

90-100 programs

NB: Only six cities receive HIV prevention
Sunding directly; the remainder would have to
go through State authorities for approval

Added by Secretary
7. programs must comply with State and
local legal requirements or waivers

50-60 programs

8. States or localities requesting
reprogramming of FY98 funds must be
those most severely impacted by injection
drug-related AIDS (incidence greater than

10-15 programs
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B The Cervical Cancer Prevention
Program (CECAP) is being launched in
the spring of 1999 by, JHPIEGO, an
affiliate of Johns Hopkins University
which specializes in international educa-
tion and training in reproductive health.
CECAP is developing partnerships,
collaborations and linkages with donors,
international agencies, women groups
and other institutions in a worldwide
effort to reduce the incidence of cervical
cancer. More than 500,000 women
annually develop cervical cancer, a sexu-
ally transmitted disease and more than
200,000 annually die. Because the
majority of deaths occur in developing
countries, JHPIEGO is rargeting 20 of
the poorest and largest developing coun-
tries to benefit over 695 million women
with screening to detect the early signs
of cervical cancer, treatment and educa-
tion programs for those women.
Funding sources must be educated to the
importance of the program and the
dramatic results that can come per dollar
spent. In the United States and Europe,
JHPIEGO through CECAP is launching
awareness activities that will highlight
this critical public health emergency and
bring support for the intervention’s
efforts. For additional information on
the Cervical Cancer Prevention (CECAP)
program, please contact JHPIEGO's
Research and Evaluation Office by tele-
phone 410-614-0518, fax 410-614-3458
or Internet E-mail (info@jhpiego.org) or
write to JHPIEGO, Brown's Wharf,
Suite 200, 1615 Thames Street,
Baltimore, Maryland 21231-3492, USA.
{See Point of View in this issue]

A Non-Profit NGO in Consultative Status with the United Nations, Promoting Enviromental Health
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POINT OF VIEW

Sustaining Women’s Health: Promise of Prevention

Rose is 35 and she has been sexually
active since she was 16 years old.
Recently she has been experiencing lower
abdominal pain, bleeding after inter-
course, and an abnormal discharge. Her
three children have been immunized and
she was recently treated at her local clinic
for a pelvic infection. Rose doesn't know
it, but next year she will die from
cervical cancer because she was never
cffered a screening test,

Each year over 200,000 women die
from a preventable disease-cervical
cancer. Worldwide it is the second most
common cancer among women and in
developing countries, it is the leading
cause of female cancer deaths. Over 90%
of cervical cancer cases are caused by a
sexually transmitted organism-human
papilloma virus (HPV) and for most
women infection occurs before age 30.
Among deaths due to STDs, cervical
cancer ranks the highest globally.
Although women are generally infecred
with HPV before their 30, for the 20-
30% whose infection progresses to
cancer, this progression occurs over a 10
to 20 year period. Cervical cancer is a
debilitating and painful disease, but the
progression could be prevented.

Why if cervical cancer is preventable
are the rates so high in developing coun-
tries? Because these women do not have
access to cervical cancer prevention
programs. In developed countries, where
national screening coverage rates exceed

70%, mortality due to cervical cancer has
declined markedly over the past few
decades. In developing countries,
however, only 5% of the women have
ever been screened. This imbalance in
coverage is not because proven screening
and treatment technologies do not exist.
They do. It is because the infrastructure
(including facilities such as clinics,
hospitals, transportation, electriciry,
medical supplies and human resources
including nurses, doctors, and cytotech-
nicians ) in developing countries cannot
continuously support a national preven-
tion program based on the current
screening standard-the Pap smear.
Worldwide efforts have been launched to
improve the quality of and access to the
Pap smear; however, the fact remains that
in most countries in which cervical
cancer poses the greatest public health
problem, the logistics involved in
sustaining a quality cytology-based
system are too cumbersome and
cost-prohibitive

Do options exist? Yes. One alternative
to the Pap smear is visual inspection.
Visual inspection involves wiping the
cervix with acetic acid (vinegar) and then
looking at the cervix with or without
magnification to see if there are abnor-
malities. Visual inspection with acetic
acid (VIA) meets the requirements for a
good screening test. It'’s safe, practical,
affordable, available and effective. While
recent findings have consistently shown

that VIA accurately identifies the
majority of cases of true disease, improve-
ment in its specifity would render this
technique even more viable as a screening
option. Because VIA is noninvasive, inex-
pensive and can be performed by all
levels of healthcare workers, in almost
any setting, it could be a valuable alter-
native to conventional screening
programs.

For cervical cancer prevention
programs to be effective, widely accessed
screening activities must be linked to
treatment. Treatment must be as acces-
sible as screening, and it must be safe,
acceptable and affordable. Effective treat-
ment technologies for precancerous
lesions are available which could be
offered on a wide-scale basis at a safe and
lower cost than current treatment options
in use in developing countries. How VIA
based screening and treatment options
are implemented at the local level will
depend on the amount of actention paid
to properly informing healthcare
providers and the women they serve
about the advantages and disadvantages
involved. With this promise of preven-
tion, countries committed to eradicating
this important public health problem
should now carefully consider how they
could maximize access to screening and
treatment given the constraints of
current healthcare budgets in their coun-
tries. {See VOICES in this issue for
contact information}
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“Never doubt that a small group of
tbougbtful committed citizens can
chbange tbe world. Indeed it’s the only
thing that ever bas. ”

Margaret Mead
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Critical Need to Pay Attention to HIV Prevention for Women:
Minority and Young Women Bear Greatest Burden

CDC estimates that, in the United States, between 120,000 and 160,000 adult and adolescent
females are living with HIV infection. In just over a decade, the proportion of all AIDS cases
reported among adult and adolescent women nearly tripled, from 7% in 1985 to 22% in 1997.
HIV/AIDS was the fourth leading cause of death among U.S. women aged 25-44 in 1996 (the
most recent year for which complete death information is available), and the leading cause of
death among African-American women in this same age group. Today, AIDS-related deaths
among women are decreasing, largely as a result of recent advances in HIV treatment. However,
AIDS deaths among women are not declining as rapidly as AIDS-related deaths among men.

Further, HIV data from a recent CDC study comparing HIV and AIDS diagnoses in

25 states” with integrated reporting systems showed that a substantial number of women were
newly diagnosed with HIV in these states. Between 1995 and 1996, there was a 3% increase in
initial HIV diagnoses among women, while HIV diagnoses declined 3% among men during this
same period.

Comparing HIV to AIDS diagnoses
in these states provides a clearer

picture of recent shifts in the Reported Cases of HIV Infection vs. Reported
epidemic, with a larger percentage of AIDS Cases Among Adults & Adolescents, 25 U.S.
HIV than AIDS cases diagnosed States*, January 1994-June1997

among women, especially women of 100

color. During the period from o

January 1994 through June 1997, = 70 B Male
women represented just 17% of all 8 gg' [JFemale
AIDS diagnoses, but 28% of all HIV e 4.

diagnoses. Young people (ages 13 to 30

24) also accounted for a much fg'_

greater proportion of HIV than AIDS o ,

diagnoses (14% versus 3%), and HIV AIDS

nearly half of the HIV diagnoses in
that age group were among young
women.

* A|abéma, Arizona, Arkansas, Colorado, Idaho, Indiana, Louisiana, Michigan, Minnesota, Mississippi,
Missouri, Nevada, New Jersey, North Carolina, North Dakota, Ohio, Oklahoma, South Carolina, South
Dakota, Tennessee, Utah, Virginia, West Virginia, Wisconsin, Wyoming



Epidemic Among Women Spreading Fastest Among Minorities

Over the past decade, the epidemic has increased most dramatically among women of color.
Prior to the impact of new combination drug therapies to treat HIV infection, AIDS incidence
was increasing at rates of 15% to 30% each year among African-American and Hispanic women.
African-American and Hispanic women together represent less than one-fourth of all U.S.
women, yet they account for more than three-fourths (76%) of AIDS cases reported to date
among women in our country.

Most women with AIDS were infected through heterosexual exposure to HIV, followed by
injection drug use. In addition to the direct risks associated with drug use (sharing needles), drug
use also is fueling the heterosexual spread of the epidemic. A large proportion of women
infected heterosexually 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.

Female adolescents and young adult women under the age of 25 are at higher risk for HIV/STD
infection than older women. This increased risk is likely due to their greater tendency to have
multiple sex partners, to engage in risky behaviors, or to be unable to negotiate safer sexual
practices with partners.

Young and minority women are also disproportionately affected by other STDs - gonorrhea,
syphilis, and chlamydia, for example - that make women at least 2-5 times more vulnerable to
HIV infection. Improved STD treatment will be a critical strategy for slowing the heterosexual
spread of HIV.

Building Better Prevention Programs for Women

Even if women know how to protect themselves from HIV infection, awareness of the facts must
be coupled with the skills and support needed to change behavior. CDC works with states and
communities to provide the information and tools needed to design and implement effective local
prevention programs for women. To guide prevention activities, CDC works to provide the best
available science in the areas of monitoring the epidemic, conducting and disseminating the
findings from research, and evaluating what works. As part of this process, CDC conducts an
ongoing research synthesis process that seeks to identify the most recent and relevant scientific
findings from around the world, both published and unpublished, and make them available to
prevention program planners. CDC constantly combs the scientific literature, reviews domestic
and international scientific databases, and speaks with colleagues around the world to identify
effective interventions for all populations at risk, including women.



Continuing progress is needed in the following areas to slow the HIV epidemic among U.S.
women:

« Pay attention to prevention for women! The AIDS epidemic is far from over. Data from
states that have integrated confidential HIV and AIDS case reporting show that a larger
proportion of women are reported with HIV than are reported with AIDS. 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 - and young women
made up nearly half (44%) of HIV cases in this age group.

o 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. For example, CDC’s Women and Infants
Demonstration Project, a community-level behavioral intervention research project focusing
on young women ages 15 to 34, most of whom are members of racial/ethnic minority
populations, is designed to improve understanding of factors influencing women’s behavior
changes regarding condom and contraceptive use, as well as the development and delivery of
interventions. Preliminary results are very promising in terms of increases in condom use
among women in the treatment group compared with other communities.

o Develop effective female-controlled prevention methods and disseminate them widely.
More options are urgently needed for women who are unwilling or unable to negotiate
condom use with a male partner. CDC researchers are working with scientists worldwide to
evaluate the effectiveness of female condoms in preventing HIV, as well as to develop
effective topical microbicides that can kill HIV and the pathogens that cause STDs. As with
any new tools for prevention, we must not only determine effectiveness, but also evaluate
people’s willingness and ability to use these methods.

e Increase emphasis on prevention and treatment services for young women and women of
color. Many U.S. women reported with HIV or AIDS are unable to identify their risk for
acquiring HIV infection, indicating that they may be unaware of their partners’ risk factors.
Knowledge about preventive behaviors and awareness of the need to practice them is
critical for each and every generation of young women — prevention programs should be
comprehensive and should include participation by parents as well as the educational system.

o Address the intersection of drug use and sexual HIV 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) are at
greater risk of acquiring HIV sexually, especially if they trade sex for drugs or money.



¢ 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.

e Make medical and behavioral solutions work together. Medical advances can’t work by
themselves — women first need access to them, then they need the skills and support to use
them. While behavioral interventions can help uninfected women stay that way, they also
can work with medical treatments to help infected women stay healthier and keep from
infecting others.

e Preventing HIV infection is by far the best strategy. Preventing infections saves lives,
eliminates the need for complex and sometimes debilitating therapies, and saves a great deal -
of money that would otherwise be spent on medical treatment. But, linking women with care
and prevention services as soon as possible after infection has occurred is also an important
goal, both to protect their own health and that of their sex partners and children.



