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Ogilvy & Mather

Memorandum

October 20,1993Date:

From: Deanna Miller

To:

CPC & P Prevention Marketing Plan PSA Materials

I hope this slide will be of help during your presentation.

Thank you!

Kristine Gebbie
John Gurrola

One Midtown Plaza. 1360 Peachtree Street Atlanta. Georgia 30309 
Telephone: (404)888-5100 • Telex: 542452

Per your request for the APHA conference on Friday, October 22, we have provided 
a slide from the Prevention Marketing Plan English public service announcement 
“Automatic” that we are currently producing.

cc: S. Gainous
T. Gentile
K. Schlesinger
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Public Health ServiceDEPARTMENT OF HEALTH & HUMAN SERVICES

Dear Colleague:

Sincerely yours,

Enclosure

On August 6, 1993 the Centers for Disease Control and Prevention (CDC) 
released a Morbidity and Mortality Weekly Report (MMWR) containing an article 
about condom effectiveness. This article was co-authored by CDC, the Food and 
Drug Administration (FDA), and the National Institutes of Health (NIH), and 
updates the 1988 MMWR article on the same subject.

Centers for Disease Control
and Prevention (CDC) 

Atlanta GA 30333

Enclosed is an information kit designed to update you about recent scientific 
findings on condom effectiveness. This material and information may help in your 
efforts to inform the public and prevent new sexually transmitted diseases and 
human immunodeficiency virus infections in your state and local communities.

A referral list is included in the information kit. If you need additional 
information or clarification, please do not hesitate to contact the CDC programs 
listed.

As advocates of public health, we have a responsibility to promote HIV prevention 
through factual disclosure of information using the best science available. The 
joint efforts of CDC, FDA, and NIH have provided compelling evidence that 
further substantiates our earlier findings and recommendations about condom 
effectiveness.

James W. Curran, M.D., M.P.H. 
Assistant Surgeon General
Associate Director for HIV/AIDS
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The protection that proper use of latex condoms 
provides against HIV transmission is most evident 
from studies of couples in which one member is 
infected with HIV and the other is not, i.e., “discor­
dant couples.” In a study of discordant couples in 
Europe, among 123 couples who reported consistent 
condom use, none of the uninfected partners be­
came infected. In contrast, among the 122 couples 
who used condoms inconsistently, 12 of the 
uninfected partners became infected.

With more than 1 million Americans infected 
with HIV, most of them through sexual transmis­
sion, and an estimated 12 milhon other sexually 
transmitted diseases occuring each year in the 
United States, effective strategies for preventing 

these diseases are critical.

The proper and consistent use of 
latex condoms when engaging in 
sexual intercourse—vaginal, anal, or 
oral—can greatly reduce a person’s 
risk of acquiring or transmitting
STDs, including HTV infection. In
fact, recent studies provide compel­
ling evidence that latex condoms are 
highly effective in protecting against 
HIV infection when used properly for 

every act of intercourse.

Latex condoms are 
highly effective 
when used 
consistently and 
correctly—new 
studies provide 
additional evidence 
that condoms work

As these studies indicate, condoms must be used 
consistently and correctly to provide maximum 
protection. Consistent use means using a condom 
from start to finish with each act of intercourse. 
Correct condom use should include the following 

steps:

Condoms and Their Use in
Preventing HIV Infection and Other STDs

• Use a new condom for each act 

of intercourse.

• Put on the condom as soon as 
erection occurs and before any 
sexual contact (vaginal, anal, 

or oral).

• Hold the tip of the condom and 
unroll it onto the erect penis, 
leaving space at the tip of the 
condom, yet ensuring that no 
air is trapped in the condom’s 

tip.

Adequate lubrication is important, but use only 
water-based lubricants, such as glycerine or 
lubricating jellies (which can be purchased at 
any pharmacy). Oil-based lubricants, such as 
petroleum jelly, cold cream, hand lotion, or baby 

oil, can weaken the condom.

• Withdraw from the partner immediately after 
ejaculation, holding the condom firmly to keep 

it from slipping off.



Myths About Condoms

► Myth #3: Condoms frequently break► Myth #1: Condoms don’t work

► Myth #2: HIV can pass through condoms

July 30, 19932Condoms and STD /HIV Prevention

A commonly held misperception is that latex 
condoms contain “holes” that allow passage of HTV. 
Although this may be true for natural membrane 
condoms, laboratory studies show that intact latex 
condoms provide a continuous barrier to microor­
ganisms, including HTV, as well as sperm.

condom manufactured in the United States is 

tested for defects before it is packaged. Dur­

ing the manufacturing process, condoms are
double-dipped in latex and undergo stringent 
quality control procedures. Several studies 
clearly show that condom breakage rates in 

intercourse. Further, even people who use condoms this country are less than 2 percent. Most of 
every time may not use them correctly. Incorrect use the breakage is due to incorrect usage rather 
contributes to the possibility that the condom could 

leak from the base or break.

■ ‘ " Condoms are classified as medical devices and

these studies indicates that the large range of efficacy are regulated by the FDA. Every latex

rates is related to incorrect or inconsistent use. The
fact is: latex condoms are highly effective for
pregnancy prevention, but only when they are used
properly. Research indicates that only 30 to 60
percent of men who claim to use condoms for
contraception actually use them for every act of

than poor condom quality. Using oil-based 
lubricants can weaken latex, causing the 
condom to break. In addition, condoms can be 
weakened by exposure to heat or sunlight or 
by age, or they can be tom by teeth or finger­

nails.

There continues to be misinformation and misunderstanding about condom 
effectiveness. The Centers for Disease Control and Prevention (CDC) provides the 
following updated information to address some common myths about condoms. 
This information is based on findings from recent epidemiologic, laboratory, and 

clinical studies.

Some persons have expressed concern about Another area of concern expressed
studies that report failure rates among couples using by some is about the quality of latex condoms, 

condoms for pregnancy prevention. Analysis of •--------------------------
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Preventing HIV Infection and Other STDs

Recommended Prevention Strategies
► Spermicides

Making Responsible Choices

Other HIV Prevention Strategies

► Condoms for Women

July 30, 19933Condoms and STD 7HIV Prevention

Abstaining from sexual activity is the most 
effective HIV prevention strategy. However, for 
individuals who choose to be sexually active, the 
following are highly effective:

The role of spermicides in preventing HIV 
infection is uncertain. Condoms lubricated with 
spermicides are not likely to be more effective than 
condoms used with other water-based lubricants. 
Spermicides added to the tip of the condom are also 
not likely to add protection against HIV.

In summary, sexually transmitted diseases, 
including HIV infection, are preventable, and 
individuals have several responsible prevention 
strategies to choose from. But the effectiveness of 
each one depends largely on the individual. Those 
who practice abstinence as a prevention strategy 
will find it effective only if they always abstain. 
Similarly, those who choose any of the other 
recommended prevention strategies, including 
condoms, will find them highly effective if used 
correctly and consistently.

• Engaging in sexual activities that do not 
involve vaginal, anal, or oral intercourse

• Having intercourse only with one uninfected 

partner
• Using latex condoms correctly from start to 

finish with each act of intercourse

The FDA recently approved a female condom, 
which will soon be available in the United States. A 
limited study of this condom as a contraceptive 
indicates a failure rate of about 26 percent in 1 year. 
Although laboratory studies indicate that the device 
serves as a mechanical barrier to viruses, further 
clinical research is necessary to determine its effec­
tiveness in preventing transmission of HIV.

For further Iftformation, contact:

CDC National AIDS Hotline: 1 '800-342-A1DS
Spanish: 1-800-344-7432

Deaf; 1-800-243-7889

CDC National AIDS Clearinghouse
P.O. Box 6003
Rockville. MD 20849-6003
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Man-To-Woman Sexual Transmission of HIV:
Longitudinal Study of 343 Steady Partners of Infected Men

Several cross-sectional studies on heterosexual 
HIV transmission have been conducted on steady 
partners of infected men (1-11) and on prostitutes

Address correpondence and reprint requests to Dr. Saracco at 
Epiunit. HIV Center. IRCCS Ospedale San Raffaele. Via Sta- 
mira d’ Ancona 20. 20127 Milano. Italy.

Manuscript received April 13. 1992; accepted September 23. 
1992.

Summary: To study incidence and risk factors of heterosexually transmitted 
HIV infection, we followed a cohort of 343 seronegative women, stable, mo­
nogamous partners of infected men whose only risk of acquiring HIV was 
sexual exposure to the infected partner. Nineteen seroconversions occurred in 
529.6 person years (py) of observation, yielding an incidence rate of 3.6 per 100 
py. The incidence rate was 7.2 per 100 py among women who did not always 
use or never used condoms and 1.1 among those who always used them [rel­
ative risk (RR) 6.6, 95% confidence interval (CI) 1.9-21.9]. Anal sex was as­
sociated with a risk increase in only those women not always using condoms 
(RR 1.4. 95% CI 0.4—4.8). No seroconversions were observed among 22 
women using oral contraceptives. One of the women using intrauterine devices 
seroconverted. In couples who did not always use condoms, seroconversions 
occurred more frequently in partners of men with symptomatic diseases, with 
a low CD4+ cell number (<400 per mm3) or with a detectable p24 antigen. In 
couples not always using condoms and where the man had a low CD4+ cell 
count, the joint presence of blood viral antigens and AIDS symptoms condi­
tioned a fivefold increased risk of seroconversion of the woman (RR 5.4, CI 
1.4-20.3). At multivariate analysis, women with longer relationships (»1 year) 
showed a lower risk of seroconversion (RR 0.3, CI 0.1-0.8), and those partners 
of men positive for p24 antigen in serum had an increased risk of seroconver­
sion (RR = 4.0. CI 0.1-0.8). Key Words: Heterosexually transmitted HIV— 
Seroconversion—Risk factors.

* Alberto Saracco, tMassimo Musicco, +Alfredo Nicolosi, tGioacchino Angarano, 
§Claudio Ariel, §Giovanna Gavazzeni, "Paolo Costigliola, USergio Gafa, 

**Cristina Gervasoni, ttRoberto Luzzati, t+Felice Piccinino, §§Francesco Puppo,
11 "Bernardino Salassa, MAlessando Sinicco, ***Roberto Stellini, tttUmberto Tirelli, 

ittGiuseppe Turbessi, §§§Gian Marco Vigevani, "" "Giuseppe Visco, 

WRoberto Zerboni, and ****Adriano Lazzarin

★Epiunit and ••••Clinic of Infectious Diseases, HIV Center, IRCCS San Raffaele. Milano; tITBA Department of 
Epidemiology and Medical Informatics, National Research Council of Italy, Milano; Clinic of Infectious Diseases 
Universities oftBari, ''Bologna, **Milano, Worino, tttRoma, ttVerona, and ttNapoli; Department of Infectious 
Diseases, SBergamo, ^Reggio Emilia, 11 "Torino, ***Brescia, §§§Milano, and 'Roma; ^Department of Internal 

Medicine, University of Genova, Genova; tttCancer Hospital, Aviano; and Dermathological Clinic, University of 
Milano; Milano, Italy

Journal of Acquired Immune Deficiency Syndromes 
6:497-502 C 1993 Raven Press. Ltd., New York

or women with multiple partners (12-18). These 
surveys consistently showed a protective role of 
condom use (9,11-15) and a risk associated with 
anal sex (11,19), but they also reported different 
prevalence rates (15-50%) and inconsistencies in 
other potential risk factors. Most studies failed to 
show any relationship between infection and dura­
tion or frequency of sexual exposure (9,11,20). It

497



*

A. SARACCO ET AL.498

Ethical Considerations

Analysis

METHODS

RESULTS

Journal of Acquired Immune Deficiency Syndromes. Vol. 6. No. 5, 1993

Men and women were separately advised on risk and preven­
tion of sexual HIV transmission by the same physician. The use 
of condoms was strongly and repeatedly recommended. Since 
the results of the cross-sectional study suggested an increased 
risk of HIV infection for wc nen using intrauterine devices 
(IUDs), it was suggested that they have the device removed.

The general and clinical characteristics of the 343 
couples included in the study are shown in Table 1. 
The couples had a mean duration of their relation­
ship of ~4 years, and the women were mainly be­
tween 20 and 30 years old (Table 1), Most men ac­
quired the infection through intravenous drug use

Incidence of seroconversion was evaluated by the person-year 
method, and seroconversion rates were derived (26). The time of 
seroconversion was conventionally considered as the midpoint 
between the first seropositive and the last seronegative test. Rel­
ative risks (RR) were estimated as incidence rate ratios, and 
confidence intervals (CI) of the relative risks were calculated 
with Wolff's method (27,28).

For the study of risk factors, frequency of intercourse was 
divided into two categories: twice a week or less and more than 
twice a week. The type of sexual intercourse was dichotomized 
as ever or never anal. Condom use was grouped into three fre­
quency categories: always, not always, and never. A history of 
STDs was never reported. The only reported genital disease was 
vaginitis (diagnosed by a physician or described as vaginal dis­
charges). The last available information on the infected partner 
(CD4+ cell count, disease stage, p24 antigen serum positivity) 
was collected from the standard medical records used by all 
centers. Men were classified according to disease stage into 
symptomatic (CDC group IV) and asymptomatic (CDC groups II 
and III).

Condom use prevents the contact of infected semen with gen­
ital mucosa and is expected to act as an effective modifier of 
other risk factors. For this reason two analyses were carried out, 
separately for woman always using seropositives (consistent use) 
and not always or never using condoms (not consistent use).

A multivariate analysis using Cox's proportional hazard model 
was carried out, including all the variables considered as poten­
tial risk factors for transmission, to estimate the independent 
contribution of each variable to the risk of infection.

The couples were recruited in 16 participating centers: eight 
hospital depanments of infectious diseases, five intravenous 
drug user outpatient clinics, and three centers for HIV surveil­
lance. All of the HIV-infected subjects attending the centers 
(who were or had previously been intravenous drug users or 
recipients of blood or blood derivatives as well as men reporting 
homosexual contacts) were asked about their steady heterosex­
ual panners. Each partner who was not already known to be 
HIV-infected was invited for an interview and screening tests. 
The presence of serum antibodies against HIV was assessed by 
immunoenzymatic methods using commercially available kits. 
Positive sera were tested again with a second immunoenzymatic 
test and confirmed by Western blot. Seroconversion was defined 
as the development of a positive ELISA test and Western blot 
according to international criteria. Information on intravenous 
drug use, sexual intercourse with other subjects at risk, blood 
transfusions or blood-derivative therapies, and prostitution was 
collected in order to exclude subjects with risk factors other than 
sexual exposure to their infected partner.

Between February 1, 1987, and May 30, 1991, 368 women 
seronegative at the first visit were asked to return to the center 

at least every 6 months for interview and to repeat the HIV 
antibody test. Of these women, 343 (98.2%) came for at least one 
follow-up visit and were included in this study.

At each visit a structured interview was administered to the 
woman by the attending physician. The questionnaire elicited 
information about history of STDs, frequency and type of sexual 
intercourse, and contraceptive methods used since the last fol­
low-up visit. The last available questionnaire and the man’s con­
current status were used for the analysis.

remained unclear whether sexually transmitted dis­
eases (STDs) or genital infections, signs of HIV in­
fection or factors that enhance the transmission of 
the virus, are indicators of high-risk sexual behavior 
(11,16,21,22). Different results were reported on the 
infectiousness of the infected partner, since only 
few studies found a direct relationship between 
stage of HIV disease and risk of transmission (3,23).

In cross-sectional studies it is generally impossi­
ble to quantify the duration of exposure of the un­
affected partner. In fact, the duration of infectivity 
of the index case is generally unknown, and the date 
of transmission from the index case to his/her part­
ner cannot be retrospectively assessed. The risk of 
transmission and the role of potential cofactors can 
be better detected by longitudinal studies on stable, 
monogamous couples discordant for HIV. In these 
couples the duration of exposure is a controlled fac­
tor, and the possibility of biases related to the pres­
ence of multiple partners is lessened. However, 
these couples are expected to have a low rate of 
seroconversion because of personal and media 
counseling (24), and a large group must be followed 
up to provide reliable estimates.

We have previously reported the results of a 
cross-sectional study of 364 women whose only ex­
posure to HIV was sexual intercourse with an HIV- 
infected man (25). We have continued to follow 
those couples who were discordant for HIV infec­
tion to determine the incidence and risk factors for 
man-to-woman sexual transmission.
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14.1 (2-36)

Risk of Seroconversion and Condom Use

Condom use

a
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Analysis of Couples with Inconsistent Use of 
Condoms and Where the Man Has a Low CD4+ 

Cell Number

134 (10-1,346)
47 (13.7%)
92 (26.8%)

TABLE 2. Incidence rates (IR) and relative risks IRR) of 
seroconversion by condom use

270 (78.7%)
73 (21.3%)

79
55

171

8
8
3

Man’s Disease Stage, CD4+ Cell Count, and p24 
Antigen Positivity

TABLE 1. General and clinical characteristics of the women 
and of the infected men

Relationship Length, Sexual Behavior, 
and Vaginitis

Since a low CD4+ cell number and the presence 
of detectable HIV-1 antigens in blood are frequently 
associated with advanced stages of disease, we fo­
cused the analysis on 87 couples with nonconsistent 
use of condoms and where the infected man had a 
CD4+ cell count <400. As shown in Table 4, this 
subgroup was 28.5% of the entire population but 
contributed to 14 of 19 (73.7%) of the observed se- 
roconversions (incidence rate 9.3 per 100 py). Tak­
ing partners of men asymptomatic and negative to 
HIV antigen (incidence rate 4.7 per 100 py) as the 
reference category, the incidence was about three 
times higher among partners of symptomatic or an­
tigen-positive men (12.4 and 13.3, respectively, per 
100 py). The joint presence of the antigen and of 
symptoms of AIDS had an additive effect on the 
incidence rate of seroconversion of the woman 
(25.2 per 100 py).

(78.7%). Forty-seven men (13.7%) had a symptom­
atic infection, four became symptomatic during fol­
low-up, 92 (26.8%) were treated with zidovudine. 
Nineteen women seroconverted after a mean time 
from inclusion of 14.1 months. The first serocon­
version was observed 2 months after inclusion and 

the last one after 3 years.

The 343 women who had at least one follow-up 
visit made up a total of 529.6 person years (py) of 
observation. The median follow-up was 24 months 
(range 1-55). The incidence rate based on the 19 
observed seroconversions was 3.6 per 100 py. 
Thirty-eight women, followed for a total of 41.7 py 
altogether suspended sexual intercourse with their 
infected partners at or just before the time of en­
rollment: no seroconversions occurred in this 
group, which was excluded from further analyses. 
Among the remaining 305 women, the yearly sero­
conversion rate was 3.9%.

Three seroconversions were noted among cou­
ples always using condoms (Table 2), and most se­
roconversions (16/19, 84%) occurred in couples 
never or not always using this device. The risk of 
infection was increased sixfold among women with 
nonconsistent use of condoms (never or not always) 

(RR 6.4, CI 1.9-21.9).

Women in the group of nonconsistent condom 
use had incidence rates about three times higher 
when exposed to symptomatic partners or those 
with low CD4* cell count (Table 4). A detectable 
p24 antigen in the man was associated with in­
creased risks both in condom users and nonusers.

Mean duration (months) of the relationship 
at enrollment (range)

Mean age (years) of the women (range) 
Mean CD4+ cell number per mm3 of 

the men (range)
Men with AIDS
Men treated with zidovudine
Man’s method of infection

intravenous drug use
other

Mean follow-up time (months) to 
seroconversion of the women (range)

Women who had, at the time of inclusion, been in 
their relationships «1 year had a higher incidence of 
seroconversion when compared with women with 
longer relationships (Table 3). This finding was ob­
served in both groups of condom use. In the group 
with nonconsistent condom use. a small and not 
statistically significant risk increase was seen for 
higher frequencies of sexual intercourse and for a 
history of vaginitis. In the same group, anal sex was 
associated with a 40% risk increase that did not 
reach statistical significance.

Twenty-two women used oral contraceptives (11 
in association with condoms), and none of them se­
roconverted. Despite counseling two women con­
tinued to use intrauterine devices, and the one who 
did not use condoms seroconverted.

44.3 (1-134)
25.5(15-51)

1
1.7 (0.6-4.5) 
0.2 (0.1-0.7)

5.7
9.7
1.1

Never
Not always 
Always

95% confidence interval.
b Person years at risk of acquiring the infection.

N py"

139.3 
82.5 

266.0

HIV’ IR RR (95% CI)°



A. SARACCO ET AL.500

Condom use

AlwaysNot always-never

RR (95% CI)*RR (95% CD* HIV" IRN py"IRHIV* *Variables N py“

b

DISCUSSIONMultivariate Analysis

TABLE 4. incidence rates (IR) and relative risks (RR) of seroconversion by characteristics of the infected man

Condom use

AlwaysNot always-never

RR (95% CD*RR (95% CI? HIV* IRN py"HIV* IRVariables N py“

i
2.2 (0.7-6.9)

Journal of Acquired immune Deficiency Syndromes. Vol. 6, No. 5, 1993

6.0
13.3

7.9
0

1
0

100
71

233.3
32.4

2
1

7.4
0

1.2
0

1
0

1
0

1
0

33
101

10.2
6.6

160
11

2
1

1
2

1
0

1
0

4.4
14.7

117
17

97
37

47
87

74
60

200.9
30.0

160.7
61.1

203.7
18.1

13
3

6.7
7.6

7.0
9.2

77
94

159
12

246.1
20.0

246.5
19.6

251.0
15.0

3
0

3
0

3
0

3
0

1.2
0

1.1
1.3

7
9

3
0

0.9
3.1

113
21

123
11

123
11

200.2
21.6

39.2
181.8

129.3
92.6

2
14

14
2

16
0

9
7

6.9
9.3

122
39

26
145

162
9

190.9
75.2

120.6
145.5

159.4
106.6

0.6
1.9

1.2
0

12
4

72.1
149.8

TABLE 3. Incidence rates (IR) and relative risks (RR) of seroconversion by relationship duration, sexual behavior, history of 
vaginitis, and oral contraceptive use

4
12

2.7
9.4

40.5
225.4

The use of condoms during all sexual intercourse 
was associated with a 90% risk reduction. Women 
with relationships lasting > 1 year had a 70% statis­
tically significant risk reduction. A low and nonsig­
nificant risk increase was found for women report­
ing intercourse two or more times weekly and for 
those practicing anal sex. Among the indicators of a 
partner’s infectiousness, the increased risk of infec­
tion in female partners of men positive for HIV p24 
was higher than in univariate analysis (RR 4.0, CI 
1.2-13.3). A borderline statistically significant risk 
increase remained for female partners of symptom­
atic men.

147
24

2.5
0

The results of this study confirm in a prospective 
setting the protective effect of condom use. The 
annual seroconversion rate was 5.7% and 9.7%, re­
spectively, in couples never or not always using 
condoms and was reduced to 1.1% in those who 
always used this device. Inconsistent use of con­
doms, in this study, had no effect on the risk of 
acquiring the infection, since no significant differ­
ence was noted between those never or not always 
using condoms.

Condom use reduced so dramatically the number 
of seroconversions that the role of many reported 
risk factors was not recognizable in the group of

“ Person years at risk of acquiring the infection. 
95% confidence interval.

Disease stage
Asymptomatic 
Symptomatic

Viral p24 antigen 
Negative 
Positive 

CD4* per mm’ 
>400
«400

189.8
32.1

1
1.3 (O.3-5.8)

1
3.4 (0.4—40.0)

“ Person years at risk of acquiring the infection.
* 95% confidence interval.

1
1.1 (0.4-2.9)

1
3.4(1.3-9.1)

1
0.7 (0.2-2.0)

1
3.0 (0.3-32.9)

1
1.2(0.1-14.0)

1
1.4 (0.4-4.8)

Relationship length
«l yr
>1 yr

Frequency of intercourse 
<2 weeks
>2 weeks

Anal intercourse
No
Yes

Vaginitis
No
Yes

Oral contraceptive use
No
Yes

1
3.4 (0.8-14.8)
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py0 HIV’N

4.7 14

12.4 2.6 (0.3-23.3)1

13.3 2.8(0.8-10.0)25 45.2 6

25.2 5.4 (1.2-23.8)3

Variables

4.0(1.2-13.3)

“ 95% confidence interval.
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1
1.1 (0.3-4.4)

I
1.3 (0.5-3.7)

Relationship length
«1 year
>1 year

Condom use
Not always-never
Always

Frequency of intercourse 
<2 weeks
«2 weeks

Anal intercourse
No
Yes

Vaginitis
No
Yes

Partner's disease
Asymptomatic
Symptomatic

Partner’s p24 antigen
Negative
Positive

Partner's CD4’ count
MOO
<400

1
0.3 (0.1-0.8)

1
2.6 (0.9-7.1)

1
1.2 (0.4—4.0)

1
0.1 (0.0-0.5)

1
0.8 (0.2-3.57)

9 11.9

47 84.6

ing seronegative after long-term relationships might 
be partners of men carrying viral strains with less of 

a sexual infectivity.
The practice of anal sex was associated with a 

risk increase only in women reporting that they 
never or rarely used condoms during sexual inter­
course. This result confirms that this practice has to 
be discouraged in partners of seropositive men. 
However, it also suggests that the effect of high-risk 
practices can be lessened or completely prevented 

by the use of condoms.
Small and nonsignificant risk increases were ob­

served among women reporting a higher frequency 
of sexual intercourse. This result does not agree 
with what we observed in the cross-sectional part of 
the study, where women reporting sexual inter­
course more than two times weekly had a twofold 
risk increase (25). A lack of consistency of the risk 
of transmission per each single sexual act with an 
infected person (35,36) has been noted in other 
studies. The lack of association between serocon­
version and frequency of intercourse in this study 
might stem from the small number of seroconver- 
sions, which prevents reliable estimates when the 
investigated variable is not strongly associated with 
the risk of seroconversion.

The results on oral contraceptives and IUDs, al­
though somewhat anecdotal, agree with our previ-

TABLE 6. Relative risks (RR) of seroconversion estimated by 
multivariate analysis (Cox’s proportional hazard model)

RR (95% CI)0

women who always used them. In couples with in­
consistent use of condoms we have found a high 
infectiousness of partners with symptomatic dis­
ease or those positive to p24 antigen. Furthermore, 
when the man had a CD4’ cell count <400 cells per 
mm3, the concurrent presence of symptoms of dis­
ease and of p24 antigen in serum carried an additive 
effect on incidence. Based on the incidence esti­
mates of this study, one-quarter of the women not 
using condoms who are partners of symptomatic 
men positive to p24 antigen and with a CD4’ cell 
count of <400 are expected to seroconvert in 1 year 
of sexual exposure. This result suggests that coun­
seling must be an ongoing process. In fact, the re­
duction of CD4’ cells, symptoms of AIDS, and p24 
antigenemia are signs of disease progression, and 
over time all infected subjects are expected to in­
crease their infectiousness in parallel with the evo­

lution of the disease.
Women seronegative at the time of inclusion after 

long-standing relationships (>1 year) with an in­
fected man had 70% less risk of seroconversion. 
Some women might carry latent infections that do 
not express antibodies (29); in this case, an imbal­
ance in their number between the two groups with 
shorter and longer relationships could explain the 
difference in the risk observed in this study. How­
ever, asymptomatic carriers have been described to 
be rare, and even their existence has been ques­
tioned (30-32). On the other hand, women still se­
ronegative after long-standing relationships with in­
fected men might represent a subpopulation with 
less susceptibility to infection. A lower susceptibil­
ity might be due to genetic factors, which have been 
hypothesized on the basis of variations in CD4* 
receptor molecules on the surface of T cells (33). 
Molecular variations in HIV might influence its ca­
pacity to infect a new host (34), and women remain-

6 8.1

TABLE 5. Incidence rates (IR) and relative risks (RR) of 
seroconversion of female sexual partners of men with CD4* 

counts <400 per mm3 not using condoms

IR RR (95% CD*Characteristics

Asymptomatic, p24
antigen negative

Symptomatic, p24
antigen negative

Asymptomatic, p24
antigen positive

Symptomatic, p24 
antigen positive

“ Person years at risk of acquiring the infection. 
* 95% confidence interval.
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ous findings in the cross-sectional part of the study 
(25,37). No seroconversion was observed among the 
22 women using oral contraceptives, whereas one 
of the two women who used IUDs seroconverted. 
As condoms are not completely successful in pre­
venting unwanted pregnancies, it is advisable to use 
oral contraceptives and not IUDs in association 
with condoms when maximal contraceptive efficacy 
is required in women sexually exposed to HIV.
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do not believe them to be effective. How­
ever, Fineberg has developed a mathemat­
ical model that predicts that consistent con­
dom use could prevent nearly half of the 
sexually transmitted HIV infections in per­
sons with one sexual partner and over half 
of HIV infections in persons with multiple 
partners.3 Such a reduction could help in­
terrupt the propagation of the epidemic. 
Therefore, promoting more widespread 
understanding of condoms’ efficacy and 
advocating their consistent use by those 
who choose to be sexually active is crucial 
to protecting people from HIV infection 
and to slowing the spread of the HIV and 
sexually transmitted disease epidemics.

The effectiveness of consistent con­
dom use is evident from recent epidemi­
ologic studies of couples in which one 
partner has HIV infection. In three such 
prospective studies, consistent condom 
use provided a 70% to 100% reduction in 
the risk of transmitting HIV infection.4-6 
One of these studies6 makes the critical 
distinction between the benefits of consis­
tent and inconsistent condom use. In that 
study, from the European Study Group on 
Heterosexual Transmission of HIV, 563 
couples from nine European Community 
countries were evaluated. Overall, 12% of 
the male partners and 20% of the female 
partners of HIV-infected persons became 
infected. However, among the 24 couples 
who consistently used condoms, none of 
the partners became infected. By con­
trast, among the 44 couples who reported 
inconsistent use of condoms, six female 
partners became infected. For condoms to 
provide a high degree of protection against 
HIV infection, they must be used cor­
rectly and consistently; inconsistent con­
dom use provides an unacceptably low 
rate of protection.

The importance of compliance is il­
luminated by an analogy with pregnancy

Commentary: Condoms and HIV/STD 
Prevention—Clarifying the Message

- 's-
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More than 1 million Americans have 
been infected with the human immunode­
ficiency virus (HIV), and more than 
250 000 have already been reported with 
acquired immunodeficiency syndrome 
(AIDS). In the United States and through­
out the world, the majority of HIV infec­
tions are sexually transmitted. Further­
more, an estimated 12 million other 
sexually transmitted diseases occur each 
year in the United States, resulting in mor­
tality and serious morbidity for many 
thousands of adults and children.

How can we reduce the sexual trans­
mission of HIV and other diseases? 
Avoiding sexual intercourse altogether or 
restricting sex to partners known to be 
uninfected will prevent infection, and this 
needs to be widely and consistently pro­
moted as the most effective strategy. 
However, many people at risk for HIV 
infection and other sexually transmitted 
diseases do not adopt these behaviors. 
Studies of sexually active persons show 
that correct and consistent use of latex 
condoms is highly effective in preventing 
HIV infection and other sexually trans­
mitted diseases, including gonorrhea, 
chlamydia, genital ulcers, and herpes sim­
plex virus infection.1

Two issues generally surface in the 
debate over advocating condom use in the 
prevention of HIV infection: One con­
cerns the concepts of efficacy and effec­
tiveness, the other the fear that making 
condoms available will encourage early 
sexual activity among adolescents and ex­
tramarital sex among adults. We deal with 
each argument in turn.

Condoms are not 100% efficacious 
and a high degree of individual compliance 
is required for condoms to be effective in 
use. Critics of the role of condoms in pre­
vention cite worst-case-scenario estimates 
of condom efficacy and focus on results 
from studies that include persons who are 
inconsistent condom users. The problems 
associated with insisting on providing in­
formation only about perfectly effective 
prevention techniques have been recently 
reviewed.2 Assertions that minimize the 
potential efficacy of condoms may be self- 
fulfilling prophecies, because condoms 
may be used less consistently by those who 
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In the United States and 
throughout the world, the majority of 
human immunodeficiency virus 
(HIV) infections are sexually trans­
mitted. An estimated 12 million other 
sexually transmitted diseases occur 
annually in the United States. Avoid­
ing sexual intercourse altogether or 
restricting sex to partners known to 
be uninfected will prevent infection; 
this needs to be promoted as the most 
effective strategy. Studies show that 
correct and consistent use of latex 
condoms is highly effective in pre­
venting sexually transmitted HIV in­
fection and other sexually transmit­
ted diseases. The effectiveness of 
condoms depends on individual be­
havior leading to correct and consis­
tent use. Further studies are needed 
to maximize the use and effective­
ness of condoms for those who 
choose to be sexually active as well 
as to develop and evaluate other 
methods, particularly those more un­
der the control of women. In the in­
terim, our prevention message 
should be dear: When used correctly 
and consistently, condoms are highly 
effective; when used otherwise, they 
are BOt. pbn J Public Health. 
1993;83:501-503)
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prevention programs. Although typical 
pregnancy rates for couples who use con­
doms are as high as 10% to 15%,* 1 2 3 4 5 6 7-8 * rates 
are estimated to be as low as 2% for cou­
ples who use condoms correctly and con­
sistently.7 This discrepancy makes clear 
that any condom strategy must rely on the 
continuing behavior of the condom user. 
It is necessary, therefore, to integrate con­
sistent condom use into our HIV preven­
tion strategies.

Despite the widespread understand­
ing that HIV infection is transmitted sexu­
ally, most sexually active Americans at risk 
for acquiring HIV infection have inter­
course without using condoms. For exam­
ple, in San Francisco, only 6% of hetero­
sexual males with multiple sex partners 
reported always using condoms; a much 
higher proportion (48%) of gay and bisex­
ual men reported always using condoms? 
In another study, only about 20% of sex­
ually active American women reported 
that their male partners used condoms.10 
But even among these couples, condom 
use was inconsistent; only one in five who 
reported condom use said that they were 
used at last intercourse.10

The factors that contribute to the low 
use of condoms and the ready acceptance 
of risk of HIV infection or other sexually 
transmitted diseases are complex and not 
completely understood. Among hetero­
sexual men and women and gay and bi­
sexual men in San Francisco? sexual 
communication between partners and en­
joyment of intercourse with condoms 
were the only statistically significant cor­
relates of condom use. Although in that 
study Black and Hispanic women were 
less likely to report condom use by their 
partners than were White women? na­
tional data suggest that there are no sig­
nificant differences in reports of condom 
use by partners of Black women, non­
Hispanic White women, and Hispanic 
women once social and demographic vari­
ables are accounted for.10 This suggests 
that poverty and culture are important de­
terminants of condom use.

After social and demographic factors 
are controlled for, women with multiple 
partners are less likely than those with one 
partner to report consistent condom use, 
perhaps because of the burden of negoti­
ating condom use with many partners.10 
Also, decisions regarding condom use 
may be complicated by strategies for preg­
nancy prevention. In Philadelphia11 and 
Baltimore,12 women who had undergone 
surgical sterilization were less likely than 
nonsterilized women to report condom 
use. It is possible that if the woman is 

protected against pregnancy, the motiva­
tion of the woman or the man to use a 
condom may be reduced.

We turn now to the second issue of­
ten raised against advocacy of the con­
dom. Many persons assert that those who 
promote condom use to prevent HIV in­
fection appear to be condoning sexual in­
tercourse outside of marriage among ad­
olescents as well as among adults. Some 
information relevant to this possibility is 
now at hand. For example, recent data 
from Switzerland suggest that a public ed­
ucation campaign promoting condom use 
can be effective without increasing the 
proportion of adolescents who are sexu­
ally active.13-14 From January 1987 to Oc­
tober 1991, self-reported consistent con­
dom use among persons aged 17 to 30 
years increased from 8% to 52% in asso­
ciation with the campaign.13 By contrast, 
the proportion of adolescents (aged 16 to 
19 years) who had sexual intercourse did 
not increase over that 3-year period.14

A clear message about condoms may 
in fact have been obscured by controversy 
over providing condoms for adolescents 
in schools while at the same time trying to 
discourage these same young people from 
initiating sexual activity. Sexual activity 
among adolescent women and men in the 
United States has increased steadily since 
the 1970s.15-17 The AIDS epidemic has 
brought new dimensions of complexity 
and urgency to the debate over adolescent 
sexual activity. Some have urged absti­
nence as the only solution; others cham­
pion condom use as the most practical 
public health approach.

There must be a common ground. 
We should all be able to agree that pre­
mature initiation of sexual activity carries 
health risks. Therefore, we must exercise 
leadership in encouraging young people to 
postpone sexual activity. Adolescents are 
bombarded with messages encouraging 
them to “do it.” We need to strive for a 
climate supportive of young people who 
are not having sex and so help to create a 
new health-oriented social norm for ado­
lescents and teenagers about sexuality.

As we proceed toward this objective, 
we must be mindful that many will con­
tinue to engage in sexual activity. It is es­
sential that these youngsters receive the 
message that they must practice safer sex 
and use condoms. The message that those 
who initiate or continue sexual activity 
must reduce their risk through correct and 
consistent condom use needs to be deliv­
ered as strongly and persuasively as the 
message “Don’t do it.” Protection of the 

individual and the public health will de­
pend on our ability to effectively combine 
these messages.

Scientific studies are urgently needed 
to further understanding of how to maxi­
mize the use and effectiveness of con­
doms, to clarify the effectiveness of other 
barrier methods, and to develop and eval­
uate other preventive methods. In partic­
ular, studies should address the male, fe­
male, and couple determinants of 
consistent condom use, including the cru­
cial role of peers and the need for a better 
understanding of economic and cultural 
variables. Because the male condom must 
be used by the man, a woman at risk must, 
in part, rely on her male partner(s) to pro­
tect her. Therefore, to enhance the ability 
of women to reduce their risks, further 
evaluation of mechanical and chemical 
barriers—including female condoms—is 
needed, as is the development of new 
methods over which women have greater 
control.18-21 Finally, studies should eval­
uate how condom use is related to the use 
of other methods to prevent unintended 
pregnancy so as to address the overall re­
productive health needs of both partners.

For adolescents and adults alike who 
have multiple sex partners, partners who 
engage in high-risk behaviors, or partners 
whose infection status is unknown, the 
risk of HIV infection or other sexually 
transmitted diseases can be dramatically 
reduced by correct and consistent con­
dom use. Our prevention message should 
be clear on this point: When used cor­
rectly and consistently, condoms are 
highly effective; when used otherwise, 
they are not. 
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ABSTRACT

Paris, France.

HETEROSEXUAL TRANSMISSION OF HIV IN EUROPEAN COHORT OF 
COUPLES

Objective: To determine risk factors and rates of HIV transmission in 
serologically discordant couples receiving regular safe-sex counselling.

Results: The follow-up rate was 80.4% (304/378). 128 couples (42%) stopped 
sexual contacts (less than 3 months after inclusion for 59). Mostly because of 
death or severe disease of the index. 245 couples still having sexual contacts 3 
months after inclusion were followed for a median of 22 months. 123 (50.2%) 
couples used condoms for each episode of vaginal or anal intercourse. No 
seroconversions occured among these 123 partners (95% CI: 0-1.5/100 person- 
years). 12 seroconversions occured among the remaining 122 partners 
(seroconversion rate = 5/100 person-years (95% CI: 2.6-8.8), or 1.2 per 1000 
unprotected contacts (95% CI: 0.6-2.1). Cumulative rates of seroconversion at 24 
months (SR) were compared using Kaplan-Meier sunaval analysis. Among 
irregular condoms users, SR were similar whatever the frequency of condom use, 
and the sex of the partner (12.5% for females versus 11.0% for males). For 
partners of symptomatic (or with T4<200/mm3) index cases. SR was 36.7%, 
compared to 8.5% for partners of asymptomatic index cases with T4>200/mm3 
(p<0.01). SR were different (p=0.05) between partners reporting 1) no STD(9.5%).
2) non-ulcerative STD (25.0%), and 3) ulcerative STD (40.0%) The SR for female 
partners were different (p=0.02) according to the frequency of sperm ejaculation by 
male index cases: no ejaculation (0%), ejaculation for about half of sexual contacts 
(6.7%) and nearly always ejaculation (29.7%).

Methods: From 1987 to 1991, 563 couples were recruited from 9 countries in a 
cross-sectional study. 378 HIV(-) partners recruited in settings where follow-up 
was achievable were included in the prospective study. At each interview, 
partners were tested, interviewed and counselled. Only partners presenting no 
risk factors for HIV infection other than sexual contacts with the index (HIV(+) 
partner) were included.

Conclusion: 1. No seroconversion occured in regular condom users. 2. The 
observed transmission rate of 1.2/1000 unprotected contacts should be interpreted 
with caution since it may greatly vary according to the presence or absence of risk 
factors: Advanced stage of infection for the index and partner's STD were found to 
increase the risk, whilst avoidance of sperm ejaculation showed some protective 
effect.

De Vincenzi Isabelle for the European Communities Study Group on heterosexual 
transmission of HIV. European Centre for the Epidemiological Monitoring of 
AIDS.
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duced estimated viral exposure by 
10000-fold. This evaluation was reas-

dation and indicate that proper use of 
latex condoms provides a high degree of 
protection against the sexual transmis­
sion of HIV.

percentage increase in AIDS cases from 
1990 through 1991.

Condom Use for Prevention of Sexual 
Transmission of HIV Infection: In 1989, 
a Public Health Service committee in­
cluding representatives from the Cen­
ters for Disease Control and Prevention 
(CDC), the National Institutes of Health 
(NIH), and the Food and Drug Admin­
istration (FDA) reviewed with the Sur­
geon General the scientific data based 
on which condoms were recommended

Edltor’i Note: From the Office of the Surgeon General 
and the US Public Health Service. Address all correspon­
dence to Dr Periman, Room 300, Executive Plaza North,

From the Surgeon General, 
US Public Health Service ■

better. Based on an underlying sero­
conversion rate of 20 in 100 discordant 
couples and an 80% risk reduction, four 

The FDA conducts periodic testing of seroconversions in 100 discordant cou- 
condom lots using the water-leak test, pies using condoms are expected per 
which can identify holes as small as 10
ixm. Recent FDA data indicate that the
average batch of condoms has a water­
leak rate of 0.3%.

year.
Consistent with this projection, a re­

cently published prospective study from 
Zaire identified an annualized condom-

Although laboratory data now dem­
onstrate the barrier effectiveness to HIV 
of condoms, one must go beyond the 
laboratory to look at effectiveness dur­
ing actual use. Studies of people who

user HIV failure rate of 3.1 in 100 in 
discordant couples. Other studies in dis­
cordant couples have shown no serocon­
versions among consistent condom us­
ers, and condom-user HIV failure rates 
for the general population have been 
projected to be two to four seroconver­
sions per 100 000 condom users. Not only 
are the failure rates for condom users 
low but, independent of the level of HIV 
in the general population, 20%, 40%, or 
80% of all new HIV seroconversions in 
the United States will be avoided if 25%, 
50%, or 100%, respectively, of persons 
use condoms consistently and correctly.

New Behavioral Studies

Because proper condom use is key to 
preventing the sexual transmission of 
HIV, it is imperative to better under­
stand the determinants of correct con­
dom use. Some studies are under way 
and more are planned. One early finding 
is that motivation plays a key role. It is 
unreasonable to expect that people at 
risk will be highly motivated to system­
atically use condoms unless they believe 
that condoms will be highly effective if 
they do so. We have a responsibility to 
let them know that a compelling case 
now exists for condom effectiveness—if 
condoms are used consistently and 
correctly.

Conclusion

Our message must be clear and sim­
ple. First, the only sure way to avoid the 
risk of sexual exposure to HIV is to 
have sex in a monogamous relationship 
with an uninfected partner or to abstain. 
Insertive sex with an infected partner 
or one of unknown serostatus is unsafe. 
If one engages in these unsafe practices, 
a latex condom should be used every 
time from start to finish. Doing so is a 
highly effective way to reduce the risk 
of sexual exposure to HIV. Instructions 
for proper condom use are contained in 
the FDA brochure Condoms and Sex­
ually Transmitted Diseases.. .Especial­
ly AIDS, which is available through the 
National AIDS Hotline, (800) 342-AIDS. 

—by Antonia C. Novello, MD, MPH 
Herbert B. Peterson, MD 

J. Thomas Arrowsmith-Lowe, DDS, MPH 
Joseph Kelaghan, MD, MPH 

Jeffrey A. Perlman, MD, MSc

erosexual transmission increased by 21% 
during 1991, making heterosexual trans- 
mission the category withj^he largest nancy, but that the absolute risk of ac­

quiring HIV infection from condom fail­
ure is lower than the comparable risk 
for pregnancy. The results of two recent 

In Vitro Studies of Latex Condoms observational studies from the highest-
One NIH study that evaluated latex risk group (discordant couples, in which 

condoms using scanning electronic mi- one partner is HIV-seropositive and one 
croscopy found no holes even on mag- is not) have now demonstrated a rela- 
nification at X2000. Although the inabil- tive risk reduction for HIV of 80% or 
ity of this investigation to identify holes
in latex condoms is reassuring, micro­
scopic holes in latex condoms can occur.

Fortunately, there are obstacles to 
the passage of HIV through a micro­
scopic hole. A free virus, which is non- 
motile, would pass through a hole only 
if it were associated with a cell that 
moves or if it were moved by hydro­
static pressure through the hole. Mono­
cytes and lymphocytes that may carry 
HIV are 10 to 15 pim in diameter, too 
large to pass through the microscopic

as part of a national strategy to prevent holes detected by routine testing. An
transmission of the human immunode- FDA study simulated free HIV in fluid
ficiency virus (HIV). Although the com- under pressure and found that most con-
mittee concluded that only sexual ab- doms leaked no fluid at all, and that 
stinence or mutual monogamy between even the worst-performing condom re­
uninfected partners completely elimi­
nate the risk of sexual transmission of 
HIV, it also concluded that latex con- suring, especially since several extreme
doms are highly effective barriers and assumptions were made; for example, 
should be used consistently by all per- thetiterofHIV-sizedparticlesusedwas 

100 million times the titer of HIV insons who have multiple partners or have
a primary partner who is infected or
whose serostatus is unknown.

Recently, members of the committee Epidemiologic and Statistical Studies 
met again with the Surgeon General to •
review data from the epidemic, newstud-
ies on condom efficacy, and statistical
studies projecting the impact of condom
use on the epidemic. The following up-

“"T?1!; ““ w^on^for contraception report
* failure rates ranging from less than one

per 100 to 16 per 100 users per year. The 
importance of proper condom use is ev­
ident from a recent report of Great Brit­
ain’s Oxford Family Planning Cohort 
study, in which condom-user failure rates 
for pregnancy among married, more ex­
perienced users were predicted to be as 
low as six per 1000 users per year.

Since 1989, both statistical modeling

Status of the Epidemic

Infection with HIV continues to in­
crease in the United States and hetero­
sexual transmission plays an increas­
ingly important role. The proportion of   
cases of the acquired immunodeficiency and prospective observational studies 
syndrome (AIDS) attributable to het- have provided evidence that the rela-

- tjve rigfc of my infection among con­
dom users is equivalent to that for preg-
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Update: Barrier Protection Against HIV Infection
and Other Sexually Tranamittod Dleeaaes

Although refraining from intercoursa with Infected partners remains the most ef­
fective strategy for preventing human Immunodeficiency virus (HIV) Infection and 
other sexually transmitted diseases (STDs), the Public Health Service also has recom* 
mended condom use ea part of Its strategy. Since CDC summarized the effectiveness 
of condom use in preventing HIV infection and other STDs In 1988 (1), additional in­
formation has become available, and the Food and Drug Administration has approved 
a polyurethane *femeie condom.’ This report updates laboratory and epidemiologic 
information regarding the effectiveness of condoms in preventing HIV infection and 
other STDs and the role of spermicides used adjunetlvely with condoms.*

Two reviews summarizing the use of latex condoms among serodlscordant hetero­
sexual couples (Le., In which one partner Is HIV positive and the other HIV negative) 
indicated that using latex condoms substantially reduces the risk for HIV transmission 
(2,3). In addition, two subsequent studies of serodlscordant couples confirmed this 
finding and emphasized the Importance of consistent (i.e., use of a condom with each 

act of intercourse) and correct oondom use (4,5). In one study of serodlscordant 
couples, none of 123 partners who used condoms consistently seroconverted; In com­
parison, 12 (10%) of 122 seronegative partners who used condoms Inconsistently 
became infected (4), In another study of oerodlscordant couples (with seronegative 
female partners of HIV-Infected men), three (2%) of 171 consistent condom users 
seroconverted, compared with eight (15%) of 55 inconsistent condom users. When 
person-yeara at risk were considered, the rate for HIV transmission among couples 
reporting consistent condom use was 1.1 per 100 person-years of observation, com­

pared with 9.7 amjng Inconsistent users (5).
Condom use reduces the risk for gonorrhea, herpes simplex virus (H8V) Infection, 

genital ulcers, and pelvic Inflammatory disease (2). In addition, intact latex condoms 
provide a continuous mechanical barrier to HIV, KSV, hepatitis B virus (HBV), Chia- 
mydla trachomatla, and Nalaaaria gonorrhoeaa (2). A recent laboratory study (3) In­
dicated that latex condoms are an effective mechanics) barrier to fluid containing 

HIV-sized particles.
Three prospective studies In developed countries Indicated that condoms are un­

likely to break or slip during proper use. Reported breakage rates In the studies wore 
2% or less for vaginal or anal Intercourse (2). One study reported complete slippage 

•Sincie copies of this report will be available free until August 8,1994, from the CDC National 
AIDS Clearinghouse, P.O. Box 6003, Rockville. MO 20849-6003; telephone (800) 458-6231.

U.S. DEPARTMENT OF HEALTH AND HUMAN 8ERVICI8 / Public Health Service

enr
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Laboratory atudiaa indicate that nonoxynol-a, a nonionic surfactant used aai« spar-

W. uet: of;^^;.9ln.i\pTnB. co7t.lnln0 a hi9h dos. of nonoxynol-S (J >. No etudto.

ooms for prevention of HIV Infection or other STOa should carry condoms or have

: Obvious .'sn. Ofr^rie7.tlon (e.9., brlttleneaa, eticklnesa. or dl.color.tlon)

Is for ldantino.tlon only and does not lmplv,sndors.ntent by th. Fubllo

th°Cor?»ct use of a latex condom require# 1) u#lng • new condom with each act of

without condoms reduced risk for 90n0"he8

intercourse; 2) carefully handling the condom to avoid damaging itw,th 
tenth, or other aharp objects; 3) putting on the condom after the penis It ared end 
before any genital contact with the partner; 4) ensuring no air is trapped in the tip of

BK

Btrritr Protection — Continued 
off the penis during Intercourse for one (0.4%> of 237 condoms and complete slippage 

o^h;o^“~:xrt Xii;~^. iubri=.»d poiv.

urethane sheath with a ring on each end that Is Inserted into the vagin.-ts an 
effective mechanical barrier to vlruaea, Including HIV. No clinical studies have been 
completed to define protection from HIV infection or other STDs. However, an evatu- 
atlon of the female condom's effectiveness In pregnancy prevention was conducted 
during a S-month period for 147 women In the United States. The J2-"0™*
failure rate for pregnancy prevention among the 147 women wee 26%.■
86 women who useo this condom consistently and correctly, the estimated 12-month 

failure rate was 11%. , t j
Laboratory studies indicate that nonoxynol-0, a nonionic surfactant used as a sper­

micide, inactivates HIV and other sexually transmitted pathogens.ln a 
among women, vaginal use of nonoxynol-S without condoms reduced risk for gono^ 
rhea by 89%; in another cohort study among women, vaginal use of n0™^0'*’ 
without condoms reduced risk for gonorrhea by 24% and cNemydlaUnfectlon by 
22% (2). No reports indicate that nonoxynol-9 used alone without condoms is efl' 

rive for preventing sexual transmission of HIV. Furthermore, one 
controlled trial among prostitutes In Kenya found no protection a«a‘n8t H’V Infection 
with use of a vaginal sponge containing a high dose of nono7no,-9J2nn nlvilS 
have shown that nonoxynol-S used with a condom Increases the protection provide 

by condom use alone against HIV Infection.

Director for HiV/AIDS; Div of Reproductive Heelth, Netiona, ^terjur

editorial Note: Thia report Indicates that latex condoms are highly effective for pre-

' hSiSI S?”«n « D.Mrtmim bi Hulth .M Hum.n

mineral oil, massage oils, body lotions, or cooking oil] that can weaken latex shouW 
never be used); and 7) holding the condom firmly against the base of the perns during

should not be used regardless of their expiration date.
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Birrior Protection ~ Continued

Natural-membrane condoms may not offer the same level of protection sgainst 
sexually transmitted viruses as latex condoms. Unlike latex, natural-membrane con­
doms have naturally occurring pores that are small enough to prevent passage of 
sperm but large enough to allow passage of vlrueae in laboratory studies (2 h

The effectiveness of spermicides in preventing HIV transmission Is unknown. Sper­
micides used in the vagina may offer some protection against cervical gonorrhea and 
chlamydia. No data exist to indicate that condoms lubricated with spermicides are 
more effective than other lubricated condoms in protecting against the transmission 
of HIV Infection and other STDs. Therefore, latex condoms with or without spermi­

cides are recommended.
The most effective way to prevent sexual transmission of HIV infection and other 

STDs ia to avoid sexual intercourse with an infected partner. If a person chooses to 
have sexual intercourse with a partner whose infection status is unknown or who is 
infected with HIV or other STDs, mon should use a new latex condom with each act of 
intercourse. When a male condom cannot be used, couples should consider using a 

female condom.
Data from the 1988 National Survey of Family Growth underscore the importance 

of consistent and correct usa of contraceptive methods in pregnancy prevention {B). 
For example, the typical failure rate during the first year of uae was 8% for oral contra­
ceptives, 16% for male condoms, and 26% for periodic abstinence, in comparison, 
persons who always abstain will have a zero failure rate, women who always use oral 
contraceptives will have a near-zero (0.1%) failure rate, and consistent male condom 
users will have a 2% failure rate (9). For prevention of HIV Infection and STDs, as with 
pregnancy prevention, consistent and correct use II crucial.

The determinants of proper condom uae are complex end Incompletely under­
stood. Better understanding of both Individual and societal factors will contribute to 
prevention efforts that support persons In reducing their risks for Infection. Prevention 
messages must highlight the importance of consistent and correct condom use (10).

RofarencM
1. CDC. Condoms for prevention of eexually transmitted diseases. MMWR 1988{37:133-7.
2. Cates W. Stone KM. Family planning, asxualiy transmitted dlsetsss, and contraceptive choice:

i literature upoate. r<m Plann Perspect 1982;24:75-84.
3. Weller SC. A meta-snslysis of condom effectiveness in reducing sexually transmitted HIV. 

Soc Scl Med 1993;1836^4.
4. DeVincenzI I, European Study Group on Heterosexual Transmission of HIV. Heterosexual trans­

mission of HIV In a European cohort of couples (Abstract no. WS-CO2-11. Vol 1. IXth 
International Conference on AIDS/IVth STD World Congress. Berlin, June 8, 1993:83.

5. Saracco A, Mustceo M, Nlcoloel A, et al. Man-to-women sexual tranamlsslon of HIV*, longi­
tudinal study of 343 steady partners of Infected men. J Acquit Immune Deflc Syndr
1993,■8:487-602.

6. Carey RF, Herman WA, Retta SM, Rinaldi JE, Herman BA, Athey TW. Effectiveness of latex 
condoms ss a barrier to human Immunodeficiency virue*aizad particles under conditions of 
simulated uae. Sex Transm Die 1992;19:230-4,

7. Tyussell JE, Warner DL, Hatcher R, Condom performance during vaginal Intercourse: com­
parison of Trojsn-Enz™ and Tactylon1* condoms. Contraception 1992;46:11-9.

B. Jones EF, Forrest JD. Contraceptive failure rataa based on the 1988 N8FQ. Fam Plann Perspact 
1992;24:12-9.

9. Truaseil J, Hatcher RA, Cates W, Stewart FH, Kost K. Contraceptive failure in the United States: 
an update. Stud Fam Plann 1990,*21:51-4,
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Notocomial Enterococci Resistant to Vancomycin —
United States, 1989-199S

As part of continual surveillance for antibiotic resistance amonfl pathogens associ­
ated with nosocomial Infections, a recent analysis of data reported to CDC's National 
Nosocomial Infections Surveillance (NNIS) system demonstrated a 20-fold Increase in 
the percentage of enterococci associated with nosocomial infections that are resistant 
to vancomycin from January 1,1988, through March 31,1993. Many of these strains 
are resistant to all available antimicrobial agents. This report summarizes that analy-

The NNIS system began In 1970 when selected U.S. hospitals routinely reported 
nosocomial infection surveillance data for aggregation Into a national data base; it Is 
the only source of national data on the epidemiology of nosocomial infections In the 
United States. Isolates of Enterococcua ap. from nosocomial infections reported to 
the NNIS system from January 1,1989, through March 31,1993, were examined. Up 
to four pathogens could bo reported for each episode Of nosocomial Infection. Multi­
ple isolates of the same species from the same patient were not reported, information 
on site of Isolation (e.g., respiratory tract or urinary tract), place of acquisition of infec­
tion (Intensive-care unit [ICU1 or non-ICU), medical school affiliation of hospital 
(teaching or nonteaching), hospital size, and the hospital's susceptibility testing 

method was obtained for each Infection and/or isolate.
Of 18,571 nosocomial Enterocaccua Isolates, 10,961 (86.2%) were tested for van­

comycin susceptibility; 278 (2.5%) were resistant. Ths percentags of nosocomial 
•htefococcl resistant to vancomycin increased from 0.3% In 1889 to 7.9% In 1993 
(pcO.OOOl, chi-square test). Among patients In ICUs with nosocomial Infections, the 
percentage of enterococcal isolates resistant to vancomycin increased from 0.4% In 
1989 to 13.8% in 1993 (p<0.0001) (Figure 1). Vancomycin resistance varied by site of 
infection: gastrointestinal (e.g., Intraabdominal abscess), skin and soft tissue, and 
bloodstream sltas had the highest psrcentage of resistant nosocomial enterococci 

(7.8%, 4.1%, end 3.8%, respectively).
Of the 10,961 nosocomial enterococcal isolates tested for vancomycin susceptibil­

ity and reported to the NNIS system, 1881 wars from primary bloodstream Infections; 
323 (17.2%) patients died. Of the patients with primary bloodstream Infection, mortal­
ity was significantly higher in those with vancomycin-resistant isolates compared with 
those with vancomycln-susoeptlble Isolates (28 (38.6%) of 71 versus 287 [18.4%] of 
1810; p<0.0001, chi-square test). Insufficient data on comorbldlty were obtained to de­
termine the relation of the bloodstream Infection to death In theae patients.

Vancomycin-resistant nosocomial enterococci have been reported from nine of 
33 states with NNIS hospitals; the highest percentages were from NNIS hospitals 
In New York, Pennsylvania, and Maryland (8.9%, B.8%, and 3.8%, respectively). 
Vancomycin resistance also varied by teaching affiliation of hoapital: 14 (0.B%) of 
2184 nosocomial enterococci at nonteaching hospitals were rasistant versus 
284 (3.0%) of 8807 at teaching hospitals (p<0.000l, chi-square test). The percentage o, 
vancomycin resistance varied also by number of bads In the hospital: none of



If you’d like information about condoms, HIV, and HIV prevention, call 1-800-342-AIDS.

AMERICA

RESPONDS

TO AIDS

If you want him to use 3 condom, 
this is all you have to say.

abet tneUpycu.

Q
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Ways to Localize the MMWR

Tip Sheet

Take advantage of media opportunities

Use the MMWR materials to create tie-in opportunities

Utilize experts. Develop a list of local experts that a reporter or journalist can use to 
generate story ideas and or quotes. Develop the list to include representatives from 
local AIDS service organizations, state and local health department spokespersons 
and science and public health officials.

The MMWR provides a wonderful opportunity to work with local media to help frame 
support and awareness around your organization's HIV/AIDS public information efforts. 
The scientific findings outlined in the report can be used to generate local media attention 
and can be used to reinforce your agency's public information efforts.

Release a local study. Use the findings to build support for education and prevention 
programs that link HIV/AIDS education and awareness with condom education.
Develop and release a local report about the current status and success of HIV/AIDS 
programs with recommendations that call for condom education including information 
about condom efficacy and the need for providing the public with more information 
about condoms.

Be proactive. Contact a local print or broadcast reporter to "pitch" a local story idea 
that incorporates the report's findings and features an agency program or service. 
Discuss the need for more education and prevention, cite local statistics reflecting an 
increase in the rate of HIV infection among different populations, such as young 
people. Convey how the report's findings have positive implications for the state and 
local HIV/AIDS education and prevention programs.

Make a statement. Develop a statement and release it along with the enclosed CDC 
statement to local media, AIDS service organizations and other interested 
constituencies outlining your agency's policy on condom efficacy.

Make it known. Provide AIDS service organizations, state government offices and 
departments (e.g. public affairs), public interest groups, and other supportive 
constituencies with the MMWR update to make sure that they too can use it to bolster 
their HIV/AIDS communication efforts. Find out if there are upcoming events, health 
fairs, town meetings or conferences where the MMWR materials can be distributed.



FOR MORE INFORMATION
For media inquiries, please contact:

For additional information on the contents 
of this kit, please contact:

CDC National AIDS 
Clearinghouse
PO Box 6003
Rockville, MD 20849-6003
800-458-5231

CDC Press Office (Media Only)
(404) 639-3286

National AIDS Information and
Education Program
(404) 639-0956
(404) 639-0973 (fax)

CDC National AIDS 
Hotline
800-342-AIDS
800-344-7432 (Spanish)
800-243-7889 (Deaf)

Centers for Disease Control
and Prevention
Mail Stop E-25
1 600 Clifton Road
Atlanta, GA 30333
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TO DR. DOWDLE

I look forward to our continuing discussions on this important prevention effort.

R. Lee,

Ms. Gebbiecc:

I would like to express my appreciation for the June 22 briefing by CDC staff 
on the HIV/AIDS Prevention Marketing Program. I believe this program 
represents a formidable opportunity to strengthen our HIV prevention efforts for 
our vunerable young people 25 years of age and under.

As I mentioned at the June meeting, the HIV/AIDS Prevention Marketing 
Program should be considered a major HIV prevention priority. For that 
reason I wish to be personally involved in this effort. Accordingly, I ask that 
you schedule periodic meetings with me to discuss the substantive elements of 
the program and the implementation actions planned. Key staff from my office 
and the Office of the Secretary should be included in these sessions.

Additionally, since Ms. Kristine Gebbie has been named as the National AIDS 
Policy Coordinator, I think it is appropriate for CDC to schedule a meeting as 
soon as possible to fully brief Ms. Gebbie and her staff on the program.

Offioa «f the AMiMM SMrttary 
forHMUh 

WMhheton DC 20201

Philip R. Lee, M.D.
Assistant Secretary for Health

jr;xerox isiecopier 7U20 ; 7-21-83 ; 15:4.7 :

SUBJECT: CDC HIV/AIDS Prevention Marketing Program - ACTION
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The Role of the Project Officer in CPC's HIV/AIDS Program

Centers for Disease Control and Prevention (CDC) project officers have primary

responsibility for providing technical assistance and other support to public

health departments in planning, developing, implementing, and evaluating HIV

prevention programs. Project officers review cooperative agreement

They monitor grantees’ progressapplications and recommend funding levels.

rhrough quarterly reports, routine telephonic communications, and periodic

Project officers also work with the CDC Procurement and Grantssite visits.

Office to ensure that applicable grant regulations are followed and with

grantees to make sure that they receive appropriate services, guidance, and

In addition, project officers coordinate and promotetechnical assistance.

collaboration among health departments and other CDC-funded HIV prevention

programs such as National Minority Organizations (NMOs) and community-based

organizations (CBOs).

The Role of the Procurement and Grants Office in CPC’s HIV/AIDS Program

The programmatic and business management performance of a grant are

continuously reviewed by CDC throughout the life of the grant through the

collection and assessment of information gathered from a variety of sources:

audits, (2) annual financial status reports, (3) progress reports,(1)

continuation applications, (5) correspondence, (6) grantee board minutes,(4)

newspaper articles, (8) site visits, and (9) other sources. Following the(7)

assessment of information, monitoring also includes taking whatever corrective

action that may be necessary.

r

1

♦

k
i



CDC will follow-up to verify that the actions they recommend are taken. The

monitoring official will continue to closely monitor the grantee until the 

problem is resolved.

The CDC Grants Management Officer (GMO) is responsible for maintaining all

All monitoring actions must be documented and placedofficial grant records.

The GMO ensures that copies of the documentationin the official grant file.

especially the appropriate program officials.

«

CDC Administrative and Technical Assistance to the Washington, D.C.

HIV/AIDS Program

The Division of STD/HIV Prevention conducted a program assessment of the

HIV prevention program (the Office of AIDS Activities atWashington, D.C • >

grantee’s accrued expense account, delinquent payments for taxes.

determine and initiate further action as indicated by the circumstances to

help the grantee overcome financial distress or protect the financial

interests of CDC if overcoming the problem is not possible. After resolution,

Should any monitoring activity uncover information which indicates that a 

grantee is in severe financial distress, the monitoring official first 

verifies that the information is reasonably accurate and then notifies other 

losses or pending bankruptcy, adverse audit findings, large amounts in the

CDC will

responsible monitoring officials for the grant and the monitoring officials 

for any other Public Health Service grant administered by the grantee. There 

are several indications of financial distress, e.g., reports of financial 

are distributed to all persons who have an interest in the monitoring actions, 



that time, currently the Agency for HIV/AIDS, or AHA) during February 3-7,

The assessment documented weaknesses in the counseling and testing 1992.

Among the findings was the concern that insufficient

Notification services for persons at increased risk outside STD clinics.

Another significant weakness was found in the health education/risk reduction 

*

A Technical Assistance Plan was developed and on-site technical Services.

assistance was provided to AHA later that month and repeatedly provided 

temporary assignments, site visits, and telephone calls.

K:\DC3.716 

7-21-93; 5:30 pm

equivalent for approximately six months.

been used to focus additional technical assistance and other support through

target programs and focus resources.

arfaiinistrative and management deficits within AHA and the Department of Human

component, where no needs assessment had been conducted which could be used to

These problems were complicated by major

throughout the following months by Division personnel, totaling one full-time

The Technical Assistance Plan has

component of AHA.

resources had been used to support Counseling, Testing, Referral and Partner



AWARDS DIRECTLY BENEFITTING THE DISTRICT OF COLUMBIA

AMOUNTPROJECTGRANTEE

$136,998Epidemiologic Research Studies-Surveillance of Pediatric AIDSChildren's Hospital National Medical Center

$280,741Minority & Other Community Based HIV Prevention ProjectD. C. Women's Council on AIDS

$129,147Local Programs to Prevent HIV Infection for YouthDistrict of Columbia Department of Human Services

$813,281HIV/AIDS Surveillance & SeroprevalenceDistrict of Columbia Department of Human Services

$2,941,654HIV PreventionDistrict of Columbia Department of Human Services

$388,249HIV Early Intervention Services Network Demonstration ProgramDistrict of Columbia Department of Human Services

$232,418Minority & Other Community Based HIV Prevention ProjectEveryday Theatre, Inc.

SUBTOTAL 1, AWARDS DIRECTLY BENEFITTING THE DISTRICT OF COLUMBIA $4,922,488

3:52 PMDCGRANTS.XLS 7/16/93

CENTERS FOR DISEASE CONTROL 

HIV/AIDS
AWARDS TO THE DISTRICT OF COLUMBIA 

FY 1993 (THOUGH 6/30/93)



AWARDS TO NATIONAL ORGANIZATIONS LOCATED IN THE DISTRICT OF COLUMBIA

AMOUNTPROJECTGRANTEE

$121,069National AIDS Education InformationAmerican Federation of Fed., State, & Local Employees

$160,398National AIDS Education ProgramAmerican Federation of Teachers Education Foundation

$6,055,477Development & Distribution of ARC AIDS Education MaterialsAmerican Red Cross

$167,765National AIDS Education InformationAmericans for a Sound AIDS Policy

$328,892National AIDS Minority Information & Education ProgramAssociation of Black Psychologists

$79,884HIV Related Policy, Regulation, and Legislative Tracking SystemAssociation of State & Territorial Health Officials

$205,409National AIDS Education ProgramCenter for Population Options

$327,028National AIDS Minority Information & Education ProgramCOSSMHO

$624,501National AIDS Education ProgramCouncil of Chief State School Officers

$100,000National AIDS Education InformationFoundation of Pharmacists & Corporate America

$224,485National AIDS Minority Information & Education ProgramHispanic Designer, Inc.

$177,878National AIDS Minority Information & Education ProgramHoward University

$357,728National Association for Equal Opportunity in Higher Education National AIDS Minority Information & Education Program

$153,567National AIDS Education InformationNational Association of Broadcasters

$268,207National AIDS Education ProgramNational Coalition of Hispanic Health

$365,298National AIDS Minority Information & Education ProgramNational Council of La Raza

3:52 PMDCGRANTS.XLS 7/16/93



AWARDS TO NATIONAL ORGANIZATIONS LOCATED IN THE DISTRICT OF COLUMBIA, CON'T

AMOUNTPROJECTGRANTEE

$204,492National AIDS Education ProgramNational Education Association

$138,000National AIDS Education InformationNational Education Association

$298,834National AIDS Education InformationNational Leadership Coalition on AIDS

$238,904National AIDS Minority Information & Education ProgramNational Minority AIDS Council

$450,882National AIDS Education ProgramNational Network for Runaway & Youth Svcs.

$221,580National AIDS Education ProgramNational Organization of Black County Officials

$332,569National AIDS Minority Information & Education ProgramNational Organization of Black County Officials

$91,470National AIDS Education InformationService Employees International Union

$1,284,233Info Interchange & Technical/Financial Assist for HIV PreventionUnited States Conference of Mayors

$12,978,550

$17,901,038TOTAL, ALL AWARDS (SUBTOTALS 1 + 2)

10:54 AMDCGRANTS.XLS 7/19/93

SUBTOTAL 2, AWARDS TO NATIONAL ORGANIZATIONS LOCATED IN THE 

DISTRICT OF COLUMBIA
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8:30 - 9:00

9:00 -12:00

Monitoring the Epidemic9:00

9:30

Break10:00

10:30

11:00

11:30

12:00 -1:00 Lunch

1:00 - 4:00

Preventing Risk Behaviors
Among School Students

Welcome and Discussion 
of Key Issues and Concerns

Reports From External 
Review Groups

Neil Schram, M.D. 
Jeffrey Kelly, Ph.D.

Julie Gerberding, M.D. 
Michael Osterholm, Ph.D.

Promoting Knowledge of 
Serostatus

Developing Partnerships 
for HIV Prevention

Improving Public 
Understanding of the 
HIV Epidemic

Mid-course Recommendations for Advisory 

Committee and CDC

Steve Joseph, M.D. 
Gene Wilhoit

Mark Magenheim, M.D. 
Belinda Rochelle

Meeting of Subcommittee Chairs 
and Lead Consultants 

Executive Park, Building 26 
July 26,1993

Norma Lopez
Vicki Freimuth, Ph.D.

James W. Curran, M.D./ 

Kristine Gebbie
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4160-18-PBILLING CODE:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Disease Control and Prevention

CDC ADVISORY COMMITTEE ON THE PREVENTION OF HIV INFECTION

SUBCOMMITTEE ON MONITORING THE HIV/AIDS EPIDEMIC

REQUEST FOR COMMENTS

Centers for Disease Control and Prevention (CDC), PublicAGENCY:

Request for Comments.ACTION:

A subcommittee to the CDC Advisory Committee on theSUMMARY:

Prevention of HIV Infection (CDC ACPHI) has been established to 

conduct a review and evaluation of CDC's HIV surveillance

The Subcommittee on Monitoring the HIV/AIDS Epidemicactivities.

has enlisted the assistance of a number of experts in identifying 

the areas to be addressed in the review process.

During meetings in April, July, and September 1993, the 

subcommittee is examining CDC efforts to assess 1) sexual and 

drug-use behavior associated with HIV transmission, 2) 

occupational exposures associated with HIV transmission, and 3)

HIV infection and associated morbidity and mortality.

Health Service, HHS.
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on these surveillance elements.

1)

health agencies that can be met through surveillance 

a.

HIV infections and resulting diseases.

Target programs to improve services for at-riskb.

c.

services,

Evaluate the effectiveness of prevention programsd.

2)

health services?

drug-use behaviors associated with HIV

transmission, occupational exposures to HIV, and

protect the confidentiality of at-risk or infected

individuals, and promote the delivery of preventive 

systems, in order to:

Assess the HIV epidemic, including sexual and

and infected populations,

Link at-risk and infected persons to ongoing

national agencies? What is the most effective way for 

surveillance systems to meet these multiple needs.

(including prevention of new infections and

prevention of complications in infected persons)?

How do information needs differ for local, state, and

activities, the following questions should be addressed:

What are the critical information needs of public

In order to assure the broadest possible input into this review 

process, the CDC ACPHI requests comments from interested parties

In considering these monitoring
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Please provide written comments within 30 days of thisDATES:

notice.

Chair, CDC AdvisoryComments should be addressed to:ADDRESSES:

Committee on the Prevention of HIV Infection, c/o Centers for

Disease Control and Prevention (CDC), 1600 Clifton Road, NE.,

Mailstop E-40, Atlanta, Georgia 30333.

FOR FURTHER INFORMATION CONTACT: *

Assistant, Office of the Associate Director for HIV/AIDS, CDC, 

1600 Clifton Road, NE., Mailstop E-40, Atlanta, Georgia 30333,

telephone (404) 639-2918.

Dated:

Ladene H. Newton
Acting Associate Director for Management

and Operations
Centers for Disease Control and Prevention (CDC)

Connie Granoff, Committee



4160-18-PBILLING CODE:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Disease Control and Prevention

CDC ADVISORY COMMITTEE ON THE PREVENTION OF HIV INFECTION

SUBCOMMITTEE ON PROMOTING KNOWLEDGE OF SEROSTATUS 

(COUNSELING, TESTING, REFERRAL, PARTNER NOTIFICATION)

REQUEST FOR COMMENTS

Centers for Disease Control and Prevention (CDC), PublicAGENCY:

Health Service, HHS.

Request for Comments.ACTION:

A subcommittee to the CDC Advisory Committee on theSUMMARY:

Prevention of HIV Infection (CDC ACPHI) has been established to

conduct a review and evaluation of CDC's HIV counseling, testing, 

Thereferral and partner notification (CTRPN) programs.

Subcommittee on Promoting Knowledge of Serostatus (Counseling,

assistance of a number of experts in identifying the areas to be 

addressed in the review process.

During meetings in May, June, July, and September 1993, the 

subcommittee is reviewing and evaluating CDCzs HIV antibody 

counseling, testing, referral and partner notification programs

Testing, Referral, Partner Notification) has enlisted the 
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to determine how well these programs provide persons at risk a

convenient opportunity to:

Learn their HIV serostatus.a)

Receive HIV prevention counseling.b)

Obtain referrals for additional prevention and otherc)

services.

Assist sex and needle-sharing partners in receivingd)

prevention services and referrals.

In order to assure the broadest possible input into this process,

the CDC ACPHI requests comments from interested parties on the

following questions:

What should be the ideal goals for the CDC HIV CTRPN1)

program as well as each component (counseling, testing,

What should bereferral, and partner notification).

the relative emphasis of each component?

How should progress be measured?2)

3)

How should the program be changed to meet the ideal4)

5)

CTRPN in relationship to other HIV prevention programs

and activities?

What information and data do CDC, health departments,6)

and service providers need to continually improve the

program?

How well does the current program meet the ideal goals?

goals?

What should be the relative investment and priority of



3

What are the impediments to improving the program and7)

achieving the ideal goals?

Please provide written comments within 30 days of thisDATES:

notice.

Chair, CDCComments should be addressed to:ADDRESSES:

Mailstop E-40, Atlanta, Georgia 30333.

FOR FURTHER INFORMATION CONTACT:

Assistant, Office of the Associate Director for HIV/AIDS, CDC,

Mailstop E-40, Atlanta, Georgia 30333,1600 Clifton Road, NE • t

telephone (404) 639-2918.

Dated:

Advisory Committee on the Prevention of HIV Infection, c/o

Centers for Disease Control and Prevention (CDC), 1600 Clifton

Ladene H. Newton
Acting Associate Director for Management

and Operations
Centers for Disease Control and Prevention (CDC)

Connie Granoff, Committee

Road, NE.,



4160-18-PBILLING CODE:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Disease Control and Prevention

CDC ADVISORY COMMITTEE ON THE PREVENTION OF HIV INFECTION

SUBCOMMITTEE ON IMPROVING PUBLIC UNDERSTANDING

OF THE HIV EPIDEMIC

REQUEST FOR COMMENTS

Centers for Disease Control and Prevention (CDC), PublicAGENCY:

Health Service, HHS.

Request for Comments.ACTION:

A subcommittee to the CDC Advisory Committee on theSUMMARY:

Prevention of HIV Infection (CDC ACPHI) has been established to

conduct a review and evaluation of CDC's HIV public information

The Subcommittee on Improving Public Understandingactivities.

of the HIV Epidemic has enlisted the assistance of a number of

experts in identifying the areas to be addressed in the review

process.

During public meetings held in May and June 1993, the

subcommittee examined four issues that are central to the success

vision, intendedof CDC's public information activities:

audiences, systems, and evaluation.
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In order to assure the broadest possible input into this review

process, the CDC ACPHI requests comments from interested parties

1)

2)

3)

activities of CDC, its grantees, and the larger

community?

How will success be measured?4)

Please provide written comments within 30 days of thisDATES:

notice.

Comments should be addressed to: Chair, CDC AdvisoryADDRESSES:

Committee on the Prevention of HIV Infection, c/o Centers for

Mailstop E-40, Atlanta, Georgia 30333.

unerstanding of HIV?

What groups need to be reached through communications?

What infrastructure is needed to coordinate the

on the following questions:

What role can communications play in the public's

Disease Control and Prevention (CDC), 1600 Clifton Road, NE.,
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3

Connie Granoff, CommitteeFOR FURTHER INFORMATION CONTACT:

Assistant, Office of the Associate Director for HIV/AIDS, CDC,

Mailstop E-40, Atlanta, Georgia 30333, 

telephone (404) 639-2918.

Dated:

Ladene H. Newton
Acting Associate Director for Management

and Operations
Centers for Disease Control and Prevention (CDC)

1600 Clifton Road, NE.,



4160-18-PBILLING CODE:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Disease Control and Prevention

CDC ADVISORY COMMITTEE ON THE PREVENTION OF HIV INFECTION

SUBCOMMITTEE ON DEVELOPING PARTNERSHIPS FOR HIV PREVENTION

REQUEST FOR COMMENTS

Centers for Disease Control and Prevention (CDC), PublicAGENCY:

Health Service, HHS.

Request for Comments.ACTION:

A subcommittee to the CDC Advisory Committee on theSUMMARY:

Prevention of HIV Infection (CDC ACPHI) has been established to 

conduct a review and evaluation of CDC's HIV prevention

The Subcommittee on Developing Partnerships forpartnerships.

HIV Prevention has enlisted the assistance of a number of experts 

in identifying the areas to be addressed in the review process.

During public meetings held in May, June, and July 1993, the 

subcommittee and consultants reviewed the type, extent, and 

quality of partnerships between CDC and nongovernmental 

organizations in planning and implementing comprehensive HIV 

prevention programs.
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In order to assure the broadest possible input into this process,

the CDC ACPHI requests comments from interested parties on the

following questions:

What can CDC do to promote and/or enhance HIV1)

prevention partnerships among CDC, targeted

populations, NGOs, and state and local health

departments?

What are the effective characteristics of these2)

(How are roles differentiated?)

3)

technical assistance needs of NGOs, and state and local

health departments?

What should CDC do to further integrate4)

HIV/STD/TB/Substance Abuse prevention activities?

Please provide written comments within 30 days of thisDATES:

notice.

Chair, CDC AdvisoryComments should be addressed to:ADDRESSES:

Committee on the Prevention of HIV Infection, c/o Centers for

Mailstop E-40, Atlanta, Georgia 30333.

partnerships?

What should CDC do to best assess and meet the diverse

Disease Control and Prevention (CDC), 1600 Clifton Road, NE.,
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Connie Granoff, CommitteeFOR FURTHER INFORMATION CONTACT:

telephone (404) 639-2918.

Dated:

Assistant, Office of the Associate Director for HIV/AIDS, CDC,

1600 Clifton Road, NE., Mailstop E-40, Atlanta, Georgia 30333, 

Ladene H. Newton
Acting Associate Director for Management

and Operations
Centers for Disease Control and Prevention (CDC)
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4160-18-PBILLING CODE:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Disease Control and Prevention

CDC ADVISORY COMMITTEE ON THE PREVENTION OF HIV INFECTION

SUBCOMMITTEE ON PREVENTING RISK BEHAVIORS

AMONG SCHOOL STUDENTS

REQUEST FOR COMMENTS

Centers for Disease Control and Prevention (CDC), PublicAGENCY:

Health Service, HHS.

Request for Comments.ACTION:

A subcommittee to the CDC Advisory Committee on theSUMMARY:

Prevention of HIV Infection (CDC ACPHI) has been established to

conduct a review and evaluation of CDC's HIV prevention programs

The Subcommittee on Preventingdirected toward school students.

Risk Behaviors Among School Students has enlisted the assistance 

of a number of experts in identifying the areas to be addressed 

in the review process.

During meetings in June, July, and September 1993, the 

subcommittee is examining CDC efforts to reduce behaviors among 

the school-aged population that place them at risk of HIV 

infection.
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1.

2.

3 .

4.

5.

What more, if anything, shouldadolescent behaviors.

CDC do to reach out to various audiences such as 

families, non-governmental agencies, community-based

In order to assure the broadest possible input into this review

the CDC ACPHI requests comments from interested parties

other Federal agencies?

Are CDC resources to prevent risk behaviors among

school-aged youth: (a) appropriately allocated among 

the various strategies being employed, (b)

appropriately allocated based on geographic and

demographic data, and (c) appropriately allocated for 

college-aged youth and youth in high-risk situations?

Schools are not the only institutions that influence

and practice?

Many Federal programs aim to prevent HIV infection and

other important health problems among young people.

What more, if anything, should CDC do to better

coordinate these efforts within CDC as well as with 

process,

on the following questions:

What are the best ways for CDC to maintain a particular 

focus on HIV prevention among young people while

promoting comprehensive school-based and community­

based prevention strategies?

What future strategies could CDC employ to forge

stronger linkages between the fields of health and 

education at the state and local levels in both policy
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strategies aimed at young people?

Are CDC efforts to follow up, evaluate, and use6.

evaluation data to improve its strategies to prevent

HIV infection and other important health risks among

7.

with respect to public health research, state of the

art practices, Federal policy, and diverse societal

expectations?

Please provide written comments within 30 days of thisDATES:

notice.

Chair, CDC AdvisoryComments should be addressed to:ADDRESSES:

Committee on the Prevention of HIV Infection, c/o Centers for

Disease Control and Prevention (CDC), 1600 Clifton Road, NE.,

organizations that serve youth, universities,

philanthropies, the media, and the general public to 

improve HIV prevention and other health promotion

young people appropriate?

Are CDC strategies to prevent HIV infection and other 

important health risks among young people appropriate

Mailstop E-40, Atlanta, Georgia 30333.
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FOR FURTHER INFORMATION CONTACT:

Assistant, Office of the Associate Director for HIV/AIDS, CDC, 

30333,

telephone (404) 639-2918.

Dated:

Ladene H. Newton
Acting Associate Director for Management

and Operations
Centers for Disease Control and Prevention (CDC)

Connie Granoff, Committee

1600 Clifton Road, NE., Mailstop E-40, Atlanta, Georgia 
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As of July 23
EXTERNAL REVIEW LIST

PROMOTING KNOWLEDGE OF SEROSTATUS (CTRPN)

SUBCOMMITTEE CHAIR

90710

SUBCOMMITTEE MEMBERS

Ph.D.

02115

10027

CONSULTANTS

N.W.

Neil Schram, M.D.
Department of Internal Medicine
Southern California Permanente Medical Group
25825 South Vermont Avenue
Harbor City, California
(310) 517-3228

Harvey V. Fineberg, M.D.,
Dean
Harvard School of Public Health
677 Huntington Avenue
Boston, Massachusetts
(617) 432-1025

Harold Edgar
Director, Julius Silver Program

in Law Science and Technology 
Columbia University School of

Law
435 West 116th Street
New York, New York
(212) 854-5059

Carlos Vega, M.P.A. 
COSSMHO
Director
Division of Chronic Diseases
1501 16th Street, N.W.
Washington, D.C.
(202) 387-5000

Donald Francis,
1565 Bellevue Avenue
Hillsborough, CA 94101
(510) 343-2294

Jeff Levi
AIDS Action Council
1875 Connecticut Avenue,
Washington, D.C. 20009 
(202) 986-1300, ext. 17

LEAD CONSULTANT
Jeffrey A. Kelly, Ph.D.
Director, Community Health Behavior

Program
Medical College of Wisconsin
1201 N. Prospect Avenue 
Milwaukee, Wisconsin 53211
(414) 287-4680

M.D., D.Sc.

Janet Mitchell, M.D.
Chief of Perinatology 
Department of OBS/GYN 
Harlem Hospital
506 Lenox Avenue, Room 4139
New York, New York
(212) 939-4333



94105

20032

07114

97232

20005

John Peterson, Ph.D.
University of California at

San Francisco, CAPS
74 New Montgomery Street 
Suite 600
San Francisco, CA
(415) 597-9151

PROMOTING KNOWLEDGE OF SEROSTATUS
(CTRPN) (Cont'd)

Juan Lovelace, Ph.D.
Special Assistant to the
Administrator of Child and Youth 
Mental Health Services
St. Elizabeth's Hospital
D.C. Commission on Mental Health 
Services
2700 Martin Luther King Ave., S.E. 
Building L
Washington, D.C.
(202) 373-7225

Anita Vaughn, M.D.
Medical Director
Newark Community Health Center
101 Ludlow
Newark, New Jersey
(201) 545-0355

Bill Freeman
Executive Director
National Association of People With
AIDS (NAPWA)
1413 K street, N.W.
Sth Floor
Washington, D.C.
(202) 898-0414

Robert McAlister, Ph.D. 
HIV Program Manager 
Oregon Health Division
800 N.E. Oregon Street 
Suite 745
Portland, Oregon
(503) 731-4029

Sandra Thurman, B.A.
Executive Director
AID Atlanta
1438 West Peachtree Street
Atlanta, GA 30309
(404) 872-0600

Sandra Hernandez, M.D.
County Health Officer and 
Deputy Director for Community 
Public Health Services and AIDS 
101 Grove Street, Room 316
San Francisco, CA 94102-4505 
(415) 554-2619

Patricia Nolan, M.D.
State Health Department
4210 East 11th Avenue
Denver, Colorado 80220 
(303) 692-2000



DEVELOPING PARTNERSHIPS FOR HIV PREVENTION

SUBCOMMITTEE CHAIR

SUBCOMMITTEE MEMBERS

CONSULTANTS

N.W.

Jeremy Landau
Executive Director
National Rural AIDS Network
1915 Rosina
Santa Fe, NM 87501
(505) 986-8337

Sallie Perryman
Special Assistant to the 
Director of Policy
AIDS Institute
New York State Department of 
Health
5 Penn Plaza, Room 407
New York, NY 10001
(212) 613-2429

Lawrence Costin, J.D. 
Executive Director
American Society of Law, 
Medicine, and Ethics
765 Commonwealth Avenue
16th Floor
Boston MA 02215
(617) 262-4990

Aida Giachello, Ph.D.
Assistant Professor
Jane Addams College of Social
Work
University of Illinois
BOX 4348 (MC309)
Chicago, Illinois 60680
(312) 413-2303

James Credle
Assistant Director for Multicultural
Student Affairs
Rutgers State University
Robeson Campus Center
350 Martin Luther King Jr. Blvd 
Newark, New Jersey 07102
(201) 648-5300

Marta Flores
Logan Heights Family Health Center
1809 National Avenue
San Diego, CA 92113
(610) 234-8171, ext. 216

LEAD CONSULTANT
Belinda Rochelle
Program Director
AIDS Action Council
1875 Connecticut Avenue, 
Suite 700
Washington, D.C. 20009 
(202) 986-1300, ext. 20

Mark Magenheim, M.D. 
Director and Health Officer
Sarasota County Public Health
Unit (HRS)

Post Office Box 2658
Sarasota, Florida 34230-2658 
(813) 954-2950

Gail Tanaka, M.S.W.
Program Director of Health
Education
Comprehensive Health Education
Foundation
22323 Pacific Highway South
Seattle, Washington 98198
(206) 824-2907



DEVELOPING PARTNERSHIPS (CONT.)

94114

06106

94109

Reggie Williams
Executive Director
National Task Force on AIDS
631 O' Farrell Street
San Francisco, CA
(415) 749-6700

Renee Whiterabbit
AIDS Project Coordinator 
Indian Health Board of 
Minneapolis
1315 East 24th Street 
Minneapolis, MN 55404 
(612) 754-3018

Nancy Evans, M.P.H.
Program Director 
Youth HIV prevention Project
3818 19th Street
San Francisco, CA
(415) 431-3787

Dennis Whalen
Executive Deputy Director
New York State Department of Health,
AIDS Institute
Corning Tower, Room 342
Empire State Plaza
Albany, New York 12237-0658
518 473-7542

Susan Addiss, M.P.H.
Connecticut Department of
Health
150 Washington Street
Hartford, Connecticut
(203) 566-2038



IMPROVING PUBLIC UNDERSTANDING OF THE HIV EPIDEMIC

SUBCOMMITTEE CHAIR

20002

SUBCOMMITTEE MEMBERS

CONSULTANTS

Ph.D.

Ph.D.

94542-3048

Thomas Backer, M.D., Ph.D.
President, Human Interaction 
Research Institute

1849 Sawtelle Boulevard, Suite 102 
Los Angeles, California 90025-7007 
(310) 479-3028

Benjamin Bowser,
Associate Professor
California State University, 
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Al'tliaugh wonin, paopla of color and gaya 
and Iwbiar.s serve on the Committees, some individuals 
also noted ths absence, on the full range of
Committees, of representatives of groups primarily 
composed of or advocating specifically on behalf of

i

A. Many of those to whom we spoke noted the 
general absence of advocates and other experts in the 
area of mental health from the Cenmltteea. Thia atoeenoe 
Lb particularly noteworthy because of the increasing 
importance of the triple track approach (HIV/substance 
abuse/nental health) in addressing most aspects of 
HZV/AIDS, especially HIV prevention efforts.

i
i

As you may be aware, we have bean conducting 
extensive research and interviews to determine the 
extent to which people with HIV and their advocates 
were either satisfied with or concerned about the 
membership and mandate of the committees, while we were 
very pleased to learn that many individuals are 
satisfied with large parta of the process, a number or 
concerns were expressed to us.

i

i

We an writing to continue our cor.veriation 
regarding the Sxtemal Review process. Thank you for 
your rsaponse to out letter and our continued 
aenuaun icat ions.

As we stated in our initial letter to you, we were 
cencemad that the process used to develop the External 
Review coenittaaa might have resulted in gaps in 
representation of a variety of groups. In particular, 
there appeared to be an imbalance with regard to the 
participation of HIV-positive individuals, people of 
color, women, gays and lesbians, mv-positive drug 
users and youth ax advocates for these groups. We also 
had concerns regarding the'mandates of the committees 
which were not clear to us or to many others.

07:31 ?M
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James w. Curran, X.D., m.p.h.
Assistant Surgeon General
Associate Director for HIV/AID9 
Centers for Disease control end Prevention 
Department of Health and Human Servicae
1600 Clifton Rd., NZ
Atlanta, GA 30333
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coxapositlan, so we hope that each conuni 
rollowing thifi approach ayateraatically.

others would ba happy to widely circulate a conplate 
list of such meetings to our networks, especially to
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C. Individuals alac noted the atoeenoe of 
advocates and other experts in the are* of HIV and 
eubstanoa abuse on the CTRW and School Students 
Coaneittcas.
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these coMunities, mis issue appears to be e 
consistent problem, as wa witnessed in the CDC 

Ths CIRPN Cosaitetse oeeas

advocates for people with HIV/AIDS, women, people of 
color, gaye and lesbians, substance abusers, youth and 
those in the inental health arena.

We strongly encourage the agency to publish
Comsittaa reports in draft ror» for public coament. Of

Assuming that thin type of open meeting will be 
held by each Conunlttee, we encourage the agency, ODO 
A.CPHT and Ms. debbie to'ensure that the meetings are 
targeted to achieve geographic diversity and are well- 
advertised to encourage wide-spread attendance. We and 

d. cTRPN also appears lacking in
representation of HIV/AIDS legal advocate* whose input 
is particularly pertinent to thia ieaue in light of the 
serious confidentiality and othet legal and legal 
policy concerns in this area,

E. we and many others wore pleased to see 
that Mike Isbell of Lambda Legal Defense and Iducation 
Fund and corneli.ua Baker ef National Association of 
People with AIDS ware added to the Conmlttee on 
monitoring the epidemic, as numerous indlviduaia had 
expressed strong reservations regarding .the makeup of 
thia Committee. These were very important additions. 

■ I
We would be vary interested to know your feelinge 

on these specific obaervotiona and also to diecuse waye 
to address these issues promptly and cor.etruotively.

ity input and Corrective Mechanisms

We are very pleased to see that a public meeting 
and comment format is being followed by eome of the 
copmittees (e.g- CTRPN and Prevention). We see this as 
one. way to mitigate problems with Committee

•■■ hope that each committee is
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oti Me<nb®r» External Review Copraittaea 
Ma. Kristine Cobble

Crucial to the worX of the Committees is the need 
to have their mandates well-defined and wall 
circulated. This appears ta ba problematic. Certainly, 
the degree cf effective and appropriate public input 
say be seriously cospronlsed by a failure of the 
Sxtemai Review process to clearly articulate its 
mandate.

07.

El&cabetb Cooper 
Gibbons Fellow 
Cruunry, Del Oeof 
Dolan, Griffinger 
6 Vecchione

In light of ms. Gebbie's appointment as AIDS 
Coordinator, we are inquiring aa to the status of her 
role in the Review Process.

course, ve expect that the reports will ba available to 
the public when complete.

We look forward to discussinq these issues and 
proposals in the near future.
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We will call in the near future to follow-up on 
this letter. Thank you for your attention,

for axanple, saverel advocates on HIV prevention 
to when wv spoke expressed concern at the structure and 
scope of the External Review committees. Some want so 
far aa to suggest to us that the leek of * mandate to 
address prevention uaing the triple track model raised 
serious concerns. These advocates further suggested to 
us that, beaausa of this, they faarod it was possible 
that the review process would not produce a 
comprehensive raview of ths CDC’s prevention efforts.
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kAWRKNCK s. kurrecfts 

DIRECTOR

aiaaOM* rcuLOM/SMi* in
PUBLIC INTERKRT & CONSTITUTIONAL law

JOHN V. JACOBI 

ELIZABETH B. COOPZR

OABLl-TtLEX

}«<M

; . I would like to pass along to you some of my
observations regarding this meeting.

JOHN J. GIBBONS 

SPECIAL COUNSEL
NEWARK, N.J. 07102-5497

201-996-4500

ATTCRNEYi AT LAW 

ONE RIYERfRONT FLAEA

James W. Curran, M.D
Assistant Surgeon General
Associate Director for HIV/AIDS 
Canters for Disease Control and Prevention
1600 Clifton Rd
Atlanta, GA 30333

,, M.P.H.

H.E.

Moreover, although agendas were handed out, the 
benefit derived therefrom was grossly diminished by their not 
having been provided in advance, as part of the meeting 
announcement. Finally, it was particularly disturbing that 
there appeared to be no official note-taker or minutes-keeper 
(or mechanical recorder of testimony), whose sole
responsibility it would have been to create an accurate record 
of public input.

ran:

enclosed). On Monday, July 12, 1993, I attended the hearing 
hosted by the CTRPN External Review committee in sew York 
City. I would like to pass along to you some of my

First, as attested to by many who presented testimony 
to the Committee, the meeting was not very well publicized, in 
fact, without the extraordinary efforts of the aids institute 
and GMHC to notify organizations by fax and phone or the 
meeting, it would have been very sparsely attended, it was 
only through the work of these offices that an even moderate 
attendance was possible. In fact, many people who were at 
Monday's meeting became aware of it only the Friday before.

Crummy, Del Deo, Dolan, Griffinoet? & Vecchione 
A PROrtlfllONAL CORPORATION

I am writing to follow up on the letter that Paul 
DiDoneto end I sent to you last week (a copy of which is 
enclosed). '
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CHUMMY, DHL CEO, DOLAN, GHIWINGBS & VECCHIONE

As a follow up, both to this letter anfl the letter 
sent to you last week, Peul and I will call you in the late

□r. James Curran
July 16/ u»3 
Page 2

Although the External Review prooeae it •» Advisory 
Panel initiative, its clear purpose is to enable the CDC to 
review and restructure the substance and adminntration of its 
HIV progranming. Therefore, the failures described above 
highlight the Agency's strong and abiding responsibility to 
ensure that notice of all open meetings held by the External 
Review Committees is disseminated broadly and well in advance 
Of scheduled meetings; such notice should include mention of 
the host Committee's mandate and its agenda for the day. Of 
course, both the agendo and the mandate of the Committee should 
be reiterated at the start of each meeting. Finally, a 
consistent means of maintaining a record of public input must 
be instituted for each External Review Committee meeting or 
hearing.

Quite frankly, the foregoing recommendations must be 
implemented immediately. Only by so doing will the Agency and 
the External Review Committees be executing a commitment to 
implement a process that truly involves the American public.

In light of the foregoing, we are particularly 
concerned with the mechanism that the External Review 
Comraittees will use to report their findings and the timing of 
the reporting process. The potential value and strength of the 
External Review program certainly will be diminished if public 
input to Committee draft reports is not appropriately sought 
and the reports are not timely issued.

As a follow up, both to this letter and the letter we 
sent to you last week, Paul and I will call you in the late 
afternoon of July 21st. We wish to discuss with you the 
concerns addressed in our correspondence in the hope that they 
will be raised and discussed at the External Review Committee 
CO-chairs meeting scheduled for July 26, 1993. If you do not 
expect to be available on the afternoon of the 21st, please 
have someone from your office call me to reschedule our 
discussion.
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CBXJMMY, DEL DEO, DOLAN, ORIFFINGER 4 VECCHIONE

Paul and

vary truly yours.

th B. Cooper

External Review Committees

«■

cooperation, 
next week.

Once
I are looking

Dr. Janea Curran
July Ifi, 1993 
Page 3

again, thank you for your 
forward to talking to you

IBC:gniw
Enclosure
cc: Members, 

Ms. Kristine Gebbe 
Mr. Paul DiDonato



Dear Ms. Cooper:

X1

t

Elizabeth B. Cooper, Esq. 
Crummy, Del Deo, Dolan,
Griffinger & Vecchione 

Attorneys at Law
One Riverfront Plaza 
Newark, New> Jersey 07102-5497

Unfortunately, we understand that many of the organizations 
failed to forward the information to their key staff members who 
should have been in attendance. In addition, some organizations 
were not on the mailing lists as no accurate, up-to-date address 
lists of these organizations exist. As you can appreciate, we do 
not have the resources to call each of these organizations prior 
to the meeting. Regardless, this meeting had the highest 
attendance to date, and our panel members commented on the 
diversity of the groups represented.

Thank you for your letters of July 12 and July 16 regarding the 
external review of CDC's HIV prevention programs. You have 
raised some very important issues, and we are providing copies to 
our advisory committee for their consideration.

A recorder, whose sole purpose was to record the comments and 
testimony received at the meeting, was present throughout the 
meeting. In addition to extensive notes, the meeting was also 
recorded on audio tape. These minutes will be finalized within 
the next week, and we will be pleased to share a copy with you.

/ - J

Regarding the subcommittee meeting held in New York City on 
July 12, extensive attempts were made to publicize the event. A 
public notice was published in the Federal Register on
June 18, 1993. In addition, staff from our National Center for 
Prevention Services, using mailing lists provided by the New York 
City Health Department, the New York State AIDS Institute and the 
National AIDS Clearinghouse, sent more than 500 notices of the 
meeting to agencies and organizations both in New York City and 
surrounding areas approximately 2 weeks before the meeting. The 
New York City Health Department also placed an announcement on 
several local radio stations with details of the meeting.

ML 2 1 1993
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Page 2 - Ms. Elizabeth B. Cooper

An identical letter has been sent to Mr. Paul A. Di Donato.

Sincerely yours.

I

We appreciate your continued interest in HIV prevention and the 
efforts of the CDC Advisory Committee on the Prevention of HIV 
Infection.

James W. Curran, M.D., M.P.H. 
Assistant Surgeon General
Associate Director for HIV/AIDS

cc:
CDC/W
OHA
k:\DiDonato; HIV/HCA
prepared by: Gary Conrad 
spelling verified by eg 7/21/93
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Among the men aged 23 to 25 in the <urvcv, ncariv 30% said dicv recentlv

BY ROBERT A. JONES

%
f

I

II «
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then stay together." But what he finds is sex. Gabe lias had sex hundreds of 

times with dozens of men. Many dozens. And here’s the mysterv: During die 

two vears in which Gabe has committed virtually everv variety of sexual cou­

pling with different men on different nights, he has never introduced the sub­

ject of safe sex with anv of his older lovers. Nor. except on rare occasions, have 

they with him. In his search for love, (iabe can hardlv remember stumbling 

across a condom.

What to make of Gabe? His behavior could be seen as an attempt at some 

subde suicide, but Gabe does not believe it to be so. He enjoys life too much, 

he says, and has his own explanations that will be presented later. In truth. 

Gabc’s behavior largely remains a puzzle.

For reasons that no one really understands, a generation of young gay 

men—not even men. really, but kids about to become men—seem to have 

turned away from die fundamentals of safe sex. They, like Gabe. appear to 

have abandoned caution, acting as if a decade of sexual education about AIDS 

liad never taken place.

For several years, researchers have suspected that this rejection of safe sex 

was occurring. Then, a study by the San Francisco Department of Public 

Health in 1991 confirmed their fears. The study found that gay men between 

the ages of 17 and 25 consistently engaged in high-risk sex. And die younger 

die men, die riskier the behavior.

Gabe knows about AIDS. He knew about it when he began his active sexual 

life at 16. He lives in a town on die San Francisco peninsula where AIDS is 

hardly kept a secret. Nor is Gabe mired in the kind of family that would create 

a kid bent on self-destruction. He views his life widi good humor and often 

makes fine distinctions on points of personal behavior.

Yet he voluntarily and repeatedly engaged in unprotected sex with men 

whose chances of having HIV could be conservatively estimated at one in 

diree. Gabe does not claim that his lovers forced him or even pressured him to 

forgo precautions. He just did it. willingly, and never thought about it after­

ward. In his words, “I didn’t think about it."

r
' * ■-

■/’C !
*•« ' ?

• >

abe. at 18, represents a kind of mystery. Not that Gabe, 

if you met him, would seem particularly mysterious. 

He lives at home with his parents, makes medium 

grades in high school, cams gas money bagging gro­

ceries at Safeway. On the surface, Gabe appears almost

too ordinary to contain any sort of mystery.

But the questions arise when Gabe describes his recent past. For two years, 

Gabe has slipped into his car on weekend nights, and some school nights, to 

escape his parents’ suburban world. Still nothing unusual about that, except 

that Gabe happens to be gay. On his forays from home, he heads for bars, 

parks, coffee shops, anywhere he can meet older men. And have sex.

In fairness, Gabe sees himself as searching for something besides sex; love 

perhaps, or, as he puts it, “a relationship where people fall for each other and

•-.u

*

X

UN PROTECTED SEX. HERE, SOME OF* THEM SAY WHY.

rd

rwv.-

Kuril*: Th* question isn't safe sex. It's what risks will you take under what circumstances?

YOUNG GAY MEN KNOW ALL ABOUT AIOS AND HIV. YET THEY PERSIST IN HAVING

'1
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had unprotected anai intercourse. Among the men 17 to 19 years of age, the 

rate rose to roughly 43%. As for unprotected oral sex, about 82% of lite older 

group said they had taken part, and the figure went up to a little more than 

90% for the younger crowd.

Finally, the study showed that the rejection of safe sex was taking its toll. In 

the 23-10-25 crowd, 10.4% turned up HIV positive. Among the 17- tol 9-year- 

olds, the HIV rate jumped to 14.3%. In other words, the younger kids, who 

had less time to get infected, produced an HIV rate almost 40% higher titan 

their older counterparts.

That study, which focused on young gay men in San Francisco, may reflect 

what's Itappening on the national front. Last month, in its final report, the 

National Commission on AIDS underscored the problem, stating that "while 

HIV transmission among older men who have sex with men is sharply reduced 

from the early '80s. transmission continues at high levels in younger gay men."

As of March, a total of 978 AIDS cases have been reponed to the U.S. 

Centers for Disease Control among men age 13 to 24 who have sex with men.
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Jason: I see people getting worn down by constantly being reminded that sex is associated with death. Young men ask themselves, “Do I want to be around when all my friends are dead?"
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ills to introduce the subject of safe sex with their partners. 
While those theories offer some enlightenment, they assu
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A. Jones is a Times columnist on leave to wnie a book on postwar Los Angeles and the 
mvenlwn of the modem world. His last article for this magazine was '‘California ’s Bitter Sea­

son, "about the state budget crisis.

Jeff
Jeff 19 <r’>d lines m West Hollywood. He grew up in Las Angeles and, 
until recently, lived with his parents. He plans to enroll in college.

y parents found out I was gay a few months ago. I had just 
turned 19 and was living with my mother in Bel-Air. I 
guess you could say they reacted, like, hostileiy. What they 
did was kick me out of the house.

My mother found out on her own. One day she read through my diary while 
I was gone and and she found some stuff in there about the experiences that 1 
had been having. So when I came home, she didn’t waste any time. She said she 
knew 1 was gay and then she looked at me and said, "I didn’t raise my son to be 
gay, I want you out of the house." She gave me some money and then said I 
had to leave.

It was like, just get out of my life, you know?
Up to that point I had gotten along with my parents fine. They are divorced 

and I lived six months with one and then six months with the other. That was 
the arrangement spelled out in their (dissolution) contract. My parents are 
both pretty high-powered people. They have married each other three times. 
(He laughs.)

They both work in the industry and I had always figured it would be OK with 
them about being gay because they are surrounded by homosexuals all the 
time. They're both producers and they work with these people constantly, so I 
didn’t think they—at least I didn't think my mother—would have a problem 
with it. In fact, I met some of my first lovers through my parents. Thev didn’t 
know it at the time, of course. (He laughs.)

I would meet men who came to the house or when they were invited to one 
of their parties. I would just be there, you know, because I was their kid and I 
would end up talking to these guys and sometimes we would have a reiation- 
tfup.

Anyway, it turned out not to be OK. I was totally surprised. When my mom 
told me she had read my diary and knew I was gay, I said, "Well, you’re friends 
with gay men. You work with them all the time and that doesn’t seem to be a 
problem.” She just gave me a look and said, “This is different. You're my son." 

I left the house that same night. She had given me a thousand dollars and 
pretty much said she never wanted to see me again. So I left and the first night 
I spent at a hotel. That was a scary night because I didn't have any idea how I 
was going to live. It turned out I got lucky. I found a place at the (Los Angeles 
Gay and Lesbian Community Services) Center and that’sstill where I live.

Up to that point, I hadn’t talked to my father so I called him one day at his 
office. 1 said. "Why don't we have lunch and talk about this?” But the way my 
parents are. they don’t have the time. Everything is done at their convenience. 
My father said, “You know, I don’t really have the time to discuss this right 
now."

And I said, “That’s Gne." That’s not what I was feeling, but it’s what 1 said.
I think a big part of the problem was the fact that my diary had described 

some of the men I met at their parties and the experiences I had. I think that 
really freaked them out. the idea dial 1 was meeting these men through them. 
Also the fact that they were all older guys.

During that whole time, I almost never practiced safe sex. 1 knew about 
AIDS. I remember Rock Hudson dying when I was about 12. That’s the same 
year 1 had my first sexual experience. (He laughs.) I knew AIDS was scary and 1 
knew people were dying. 1 think I just never connected it to me. It didn’t seem

While this may not be a number of epidemic proportions, officials are con­
cerned that the number of cases will take off.

AIDS researchers have offered several explanations for the increase in un­
safe sex. The young, they say, often see themselves as immortal and take terri­
ble risks with their lives. And many have not developed the confidence or social 
skills to introduce the subject of safe sex with their partners.

While those theories offer some enlightenment, they assume that all genera- 
uons of the young behave the same. But the San Francisco study has proven 
otherwise. It revealed that the youngest group of men are taking more risks 
than did the older groups when they were the same age. In other words, each 
group of young men is behaving more dangerously than the one before.

No answers have been offered by researchers for this acceleration. And so 
the mystery remains. In the following article, several young gay men try to 
explain what the experts cannot. They represent a variety of backgrounds and 
experiences. Some have confronted the worst news about their lives; some 
have gotten lucky. Each tells his story in his own words.

Alox
Alex grew up in Azusa with his mother and a succession of her boyfriends. In 
his early years at school, he was regarded as a budding athlete and a bright 
student. But at home, life became intolerable and he ran away al age 11. In 
the years that followed, he alternated between return visits to his home and life 
on the streets of Hollywood. Alex is now 18 and lives on his own in Los 
Angeles. He has AIDS.

met the man who gave me AIDS in front of the gay and lesbian center 
(in Hollywood). A lot of people don’t know how they got AIDS, or at 
least they don’t know exactly who gave it to them. I do. 1 was standing 
outside the front door of the center around 7 in the morning. I had

been up for two days straight.
This guy walked up and started talking to me. He was older and sort of 

good-looking and I knew he wanted sex. After a while, he invited me up to his 
apartment and 1 said OK because 1 was so tired I didn't care. 1 figured I would 
go there, give him what he wanted and then get some sleep.

And that's how it worked out, except I ended up staying there and we be­
came lovers. Wayne had a really easygoing way about him and he seemed sin­
cere. We got along real well. I liked Wayne. No, 1 loved him.

He let me live my life the way I wanted, except now 1 can see that he onlv had 
one purpose for me. I was like this young thing that he kept around so he 
could have his fun. At night he would buy me something to drink so I would 
get loaded. My favorites were vodka and schnapps. He would go buy it and 1 
would get so drunk I forgot my own name. And then I’d let him do anything he 
wanted. I never asked him to use a condom because I was nearly passed out 
from the liquor,

I’m not saying I didn’t like the life we had. At the time, I thought it was great. 
I told myself, “Hey, this means I’m really grown up. 1 can make my own deci­
sions, get drunk when I want, have sex, everything.” I was 15 and I really 
wanted to feel like 1 wasn’t a kid anvmore.

This had been going on for a few months when one day I was hanging out 
and talking to some of his friends. .And they said, “Don’t you know Wavne is 
HIV positive?”

Of course, he had never told me that. So I went out and got tested and the 
results came back positive. I mean, I knew before they told me. When I came in 
for my results, they told me 1 would be seeing a social worker rather than the 
doctor. .And then 1 really knew.

After tlrat, 1 made Wayne go get tested. It was stupid because he already 
knew and 1 knew he knew but I wanted to make sure. And he was positive.

I’m not in touch with Wayne anymore. (I turned him in and) got him 
charged for sixlomizinga minor, contributing to the delinquency of a minor

to have anything to do with my life.
I remember there was this guy 1 met at (one of my parents’ parties) that 1 

really liked. 1 got to know this guy and pretty soon we had a relationship. I’m 
not the type of person who has sex on the first date but after a while we were 
doing everything. Everything that was unsafe.

Also I figured that this guy was older and he knew what was right. He never 
menuoned safe sex.

And that’s how it always went. All through high school, AIDS was never an 
issue with me. In my junior year, I remember reading about AIDS in News­
week and it described how bad it was. Even then I didn’t change. 1 don’t know 
why, really. I knew, and then 1 went out and did everything.

Not so long ago, I finally changed my ways. 1 met this guy who taught me 
about safe sex. Actually, he called it “safer sex." I met him through my father. 
As usual. (He laughs.) He’s 34 and works in Washington on health-care issues. 
Anyway, he changed everything. He was the first person who said, "Look, you 
gotta be real careful about this stuff." He showed me how safe sex works, and 
we tried it his way.

I know I’ve been lucky. I’m still healthy and don’t have HIV. Almost all my 
friends have done the same thing—exactly the same—and some won’t be so 
lucky. I think it’s possible that my generation could be wiped out. So many of 
them are going to die in their 20s.

And I think it's mostly because we think, “Hey, Tm young and Tm safe. I 
don’t sleep with every person In the world so there’s nothing to worrv about.” 
And we think that if we have a relationship, there's no problem. We don’t 
realize that the relauonships won’t last and that people don't always care about 
you. It's so stupid, but that’s what kids are. Stupid.

I don’t know what’s going to happen with my parents. It’s possible my 
mom’s starting to adjust to the situation. We are talking a litde bit on the 
phone. So that’s going better, and maybe in the fall I will start college. 1 want to 
study film history and, yeah, eventually work in the industry. In fact. I’d like to 
be a producer. My father's a producer, you know.
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Alex: I just thought, "I’m so cuts, and I’m so good in bed, nothing will happen to me." That’s the way a 15-yoar-old thinks.
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and statutory rape. I didn't even have to go to trial. He pled guilty. He did less 
than a year, and he’s out now.

But even before Wayne, I never practiced safe sex. I didn’t know condoms 
existed. I mean, 1 knew about condoms. I just didn’t know what they were for. 
And even if 1 had known, it wouldn't have made any difference. I just thought, 
“I’m so cute, and I’m so good in bed. nothing will happen tome."

That’s the way a 15-year-old thinks. They can’t deal with a reality like AIDS. 
Death and dying is something that seems so far away, they can't connect it to

i

ne nigiit, when I was 14, I was hanging out down on El Camino 
(a major thoroughfare south of San Francisco). A guy pulled up 
in a four-door Cadillac and asked if I wanted a ride. I said sure.

When 1 got inside, he offered me 60 bucks to give him head. 
You have to understand. I was pretty old for a 14-year-oid. I remember think­
ing, “Sixty bucks for a blow job? Not bad."

Anyway, that’s how it all started. A little later I decided to come up to San 
Francisco to make some money selling myself. The first night I got there, die

themselves.
You would think the older gay men would let them know (about protecting 

themselves) but they don't. When I was 13 and 14,1 was having sex with doc­
tors and lawyers and stockbrokers, all these successful kinds of people in their 
30s that I would meet in West Hollywood. And not once did any of them say 
anything about a condom.

Maybe they think it can’t happen to them, either, because they’re successful 
and drive around in BMWs. But they’re gonna be next.

very first night, I turned a date with a cop. Two 
cops, actually. Undercover. So they busted me. At 
first they thought I was an adult and they were 
gonna let me go but then they found out I was 
only 14. So they made me call my mom to come 
get me. And she wouldn't.

They ended up keeping me for a month and a 
half at a guidance center and then transferred me 
to a juvenile detention center.

You could say that, for the next five years, I had 
no concept of safe sex. I did just about everything 
that should have gotten me infected. 1 was a pros­
titute off and on, and even when I wasn’t doing 
that I was still having unprotected sex.

I knew about AIDS, of course, but at that time I 
couldn’t conceive of worrying about something 
that would kill me in 10 yean. I mean, 10 years 
seemed like forever. I had a bunch of other things 
that worried me a lot more, like where I was gonna 
get drugs and how was I gonna survive the next 
couple of weeks. There are times when I think 
about those years and I go, “Wow, there must 
have been a guardian angel behind me for a long 
time.”

You know, I have friends who can tell you the 
one time they had unsafe sex. Somebody f— 
them without a condom just once and now they're 
(HIV) positive. And, of course, 1 am not infected. 
I see them and I can’t, I just can’t ask myself why 
that happens cause it makes me crazy.

I finally got myself straightened out around 
1988. I quit drugs and started to get educated 
about HIV and then staned wondering what I was 
going to do with my life. And a friend suggested I 
apply for a job as a counselor for homeless run­
aways, so I did and I got it. Ever since, 1 have been 
dealing with young kids and the issues of Hl V and 
AIDS. I can tell you there are problems out there.

A lot of times, younger gay men say things to me 
like, "Well, the older guys got to do the bathhouse 
stuff, where there was wall-to-wall men and just 
sex everywhere, and we don’t get to do it.” .And 
you see them (young men) getting real tired of a 

situation where everything is no, no, no while their bodies are saying yes, yes.
Now they’re being told that they should use condoms even for oral sex, that it’s 

a possible route of transmission. And these young guys say, "OK. first you told me 
I couldn’t f— and now you're telling me I can’t do the one other thing I like.”

We just tell them that the numbers suggest there is some risk from unpro­
tected oral sex. But you know what? I don't know anybody—from my co-work­
ers to my clients—who has safe oral sex, if that means always using a condom. 
People just aren’t willing to do that, even though statistics show that some 
people have been infected through oral sex. There is just some kind of line that 
people draw (with safe sex) and they won’t go beyond it. even though they 
know that they have increased their risk.

More than anything else, I see people getting wom down by constantly being 
reminded that sex is associated with death. Young men ask themselves, “Do I 
want to be around when all my friends are dead?" And pan of me says that’s a 
really rational and relevant question. I don’t think necessarily that it's a healthy 
decision to go out and have unsafe sex. But I can understand how it happens.

You have to find some way to let people express themselves sexually without 
killing themselves. You know, there are still sex clubs around. There's a couple 
in this (Castro Street) neighborhood that replaced the old bathhouses that 
were shut down. 1 think in some ways the clubs are a good idea. They have 
posters about safe sex and condoms and referral cards, all the things you do 
not get exposed to if you go out in the bushes somewhere.

Like, we have a place called Eros (a safe-sex club). It has monitors who work 
there. These places get people to talk about the issues. Not talking about it is 
the worst thing you can do. And, you know, there are still parts of the commu­
nity that don’t talk about it. I have some friends who are very—have you heard 
the term A-gayf—it means very materialistic, very dressing nice all the time, 
brunch, that kind of stuff.

So one of the members of this group came to me and said, "You know. I 
have some concerns about my health.” He had just tested positive. And we 
don’t know each other very well, so 1 said to him. “Why don’t you talk to your

Canlinued on Page 34

f

J

& -Alii

1

o n
Jason works with homeless youths and counseled young gay men for an AIDS 
agency in San Francisco for a year. He is 24, an old man compared to the 
men he counseled. But Jason's history resembles those of his clients, and he 
believes he taught them valuable lessons.
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Kurtis, 22, was bom in Vietnam. 
When the war ended, his family 
migrated to the United States and 
prospered. Kurtis has lived in the 
Bay Area most of his life and last 
fall enrolled as a first-year student 
al a local law school.

I had met die night before.
He was coming to my apartment, 

i the one 1 had set up for my mother.

•ts lost, 
lad: big

Before he got there. I kept wonder­
ing if I had die courage to ask him to 
use a condom. I didn't know this guv 
hardly at all. you know, and I didn't 
know how he would react. I kept say­
ing to myself, “You've got to do this, 
you’ve got to do it.”

Finally, after he had been there for 
a while and things got going, I told 
myself. "OK, it’s now or never.’’ So I 
said, “You know, we have to use a 
condom.” And then I went to get it. 
It turned out—and I didn’t realize 
this until afterward—that he 
thought that meant 1 wanted anal 
sex. And I didn't. So when 1 came 
back with the condom, there was this 
misunderstanding. 1 had to tell him. 
no. I didn’t want to go that far. He 
was fine. He said all right, and we 
just had oral sex.

After that, the whole question of 
safe sex got more complicated for 
me. The question really isn’t, do you 
practice safe sex? The question is, 
what risks will you take under what 
circumstances? Because everybody 
takes risks, no matter how small.

It's like, after he left my apartment 
that afternoon, I started worrying, 
"My God. I kissed him. Was 1 going 
to get AIDS? What if my gums had 
been bleeding?” I was going through 
all this agony and I finally told myself 
to relax, that the chances were slim, 
and that’s how I rationalized it.

You can say, “Well, that wasn't 
much risk." But it was a risk to some 
degree and that’s the kind of deci­
sion you are always making.

(Shortly thereafter, Kurtis re­
lumed to the Bay Area.)

I have a lover now and die same 
kind of thing came up with him. 
About a month after we met, he said 
he wanted to have unprotected anal 
sex. And he was really adamant 
about it.

At that point wc had told each oth­
er our sexual histories and we had 
gone in for our tests but we hadn't 
gotten the results back. We really 
didn’t know for certain that we were 
both negative.

Anyway, not with my best judg­
ment, 1 gave in. The decision was 
made in the heat of die moment and 
I think I was curious, too. I had nev­
er done it widiout a condom and I 
figured, “Well, why don’t I give it a 
try?” Also I told myself, "1 probably 
won’t like it and I’ll make him stop 
real fast.” You know, you always 
come up with a rationalization for 
what you do.

Afterward, I really worried. 1 told 
myself, “You shouldn't have done 
that, what if you get AIDS because 
you slipped up this one time?"

I realized that 1 did it partly be­
cause 1 wanted to make him happy. 
Also, I wanted to express die fact that 
I trusted him and dial I believed lie 
hadn’t done anything risky in the 
past.

bout a year ago I went to
Hawaii, and that changed a 
lot of things for me. I went 

there to set up an apartment for my 
mother. She asked me to go over 
first and it turned out I was there by 
myself for about four months. I had 
a lot of time on my hands and I got 
into die bar scene for the first time in 
my life.

Before I went to Hawaii, 1 had this 
belief that there was no way I could 
have sex with somebody I don’t 
know very well. I had never done any 
one-night stands, ever, because I re­
garded it as very dangerous behav­
ior. But in Hawaii 1 had a lot of time 
and I started going to dance dulls. 
Usually 1 went to this place called 
Hula’s dial was right near Waikiki.

In a gay bar. the most difficult 
thing is to make the conneaion with 
someone you’re attracted to. That's 
the first thing I learned. Eight out of 
10 of us are afraid to make the first 
move. The first thing you want to do 
is make eye contact and see what 
happens. If he looks at you too, then 
you know you’ve got semi-approval 
to move closer and maybe offer to 
buy him a drink.

That happened to me one night af-

Conlimedfrom Page 13 

friends about this?" And he said. 
“Oh, no, we don't talk about that.”

My reaction was. “How can you 
not talk about it? That’s the only way 
you’re going to stay alive." It was 
very startling to me at die time but 
those people arc out there, right 
now, just pretending the epidemic 
doesn't exist.

tliat wasn't delirious, but 1 particular­
ly recommend the raspberry browns 
butter tart served with green-tea icf 
cream, which looks like a giddy sun 
melted onto a plate. It is silly and
ductivc. and after the crisp severity of 
die best of Zcnzcro's dishes, f 
feet ending.

Kazuto still knows fish. P 
knows dessert, too. j

Zenzero, 1535 Ocean Avf„ Santa 
Monica; (310) 451-4455. (Mm nightly 
far dinner. Full bar. Valet parking. AU 
major credit cards accepted./Dinner for 
two. food only, $5()-$85. / _

nually one of the best Gcirtirztrami- 
ners in the nation and a perfect ac­
companiment to die Far East Vavors
in many of the dishes. \

There's more, including eiqpnt
glassware, g<x>d service and a hoiise
white wine. 1991 Smith-Madrone i missed that night because he didn’t 
Riesling, that I happen to love. \ \ ask me. But eventually it happened.

Pricing here is among die most rqp- j It wasn’t a one-night stand: it was 
sonable in town, barelv twice whole- ' more a one-day stand with someone 
sale, which makes most wines just
corkage charge over retail.

—Dan fkrg

pared down. His fish tartare is a tcr- 
rificKdish—wonderfully rich tuna 

chopjkxl and mixed with bits of shiso. 
some wasabi, some soy—served on 
rounds bf cucumber. It relics on the 
quality omhc fish.

There Aa salad made of fried cala- 
mari. rcmimsccnt of one once served 
at Ghinois. What you notice here is 
the lightnesk of the frying, the 
crunch of squid rings against the 
crisp of slivered vegetables. This is a 
salad informed by the best tempura, 
and it is wonderful.

Vodka-cured saunon, which owes 
very little to Japan, is equally won­
derful. the salmoA served with a 
warm potato salad and studded with 
fresh pearls ofsalmonyoc. And a sal­
ad of sauteed mushrooms and water­
cress is infused with the. fresh intensi­
ty of the mushrooms. \

But when Zcnzcro’s food gets 
complicated, it sometimes'
Sirloin steak is made into a 
pieces of thin steak, hard to )»ick up 
with chopsticks and incxpncablv 
tossed with baby lettuces, driedyher- 
rics. fava beans and olive oil. Tho ele­
ments never quite seem as if thcwc- 
long on the same plate. Stir-fried 
chicken—a variation on the mincad 
squab of Ghincsc restaurant fame-V 
is just loo sweet. You make your owns 
little packages, wrapping bits of 
chicken and julienned vegetables in 
radicchio, along with pale strips that 
look like cucumber but arc really 
honeydew melon. Throw in sugary 
fried peanuts, and you end up with 
something that Matsusaka must have 
thougitt his customers would like.

The entrees, like the appetizers, are 
best when they arc simple. Ghincsc 
air-dried duck is spectacular here, the/ 
skin as hard and shiny as glass, the 
flesh moist and tender. On the sidtyis 
a tan plum chutney dial cuts through 
die richness of the meat. /

Whole fried fish is good. too./Mat- 
susaka takes a pedestrian dish 
made with catfish and improyi_____
using sweeter, subtler, less/forceful 
fish, such as New Zcaland/snappcr, 

and frying it very, very wefif Salmon is 
g<x>d. too, simply gnllecyand served 
widi mushnxtms and a
soy, rice wine vinegar. • 
on that tempers die fap

But the fancier dishes lose their 
edge: Grilled skirt steak, an Asian take 
on fajitas, comes with a ’’grilled vege­
table chutney” arid doughy Ghincsc 
flat bread. Roasted lamb loin is .served 
with a ttxxswdct curry sauce. And 
while the grilled squab and steamed 
lobster—a sort of Asian surf ’n’ 
turf—is nice, its potato tart seems like 
an afterthought.

Desserts come with another lec­
ture: “Resident chef Tony D’Onof- 
rio." you will be told, “worked at Cit­
rus,’/Perhaps. but these desserts arc 
dcli/ious in a way that owes little to 

M/chcl Richard. 1 haven’t had one 

he chef s n/mc is always embla­
zoned iry headlines when a 
flashy new restaurant comes 

along, but the guy who assembles a 
great wine li/t, one that helps make 
the ftxxi bcuer, is usually ignored.

But f«x>4 and wine lovers should 

pay attention to this name: Chris
SchacfcK formerly of Ivy by the
Shore, Brentwood Bar & Grill and
Geoffrey’s, now at Zcnzero.

Tliolist is small (60 wines) and well- 
cditc/1. This means you won't find the 
sanie old war horses everyone else 
sitstks. though Zenzero's all-Califor- 
nn list has some of die top names in 
tnagamc. What you do find is an ar­
ray &f wine styles.

I Want a full-lxxlicd Chardonnay?
ThciAs 1991 Edna Valiev Vincvards, 

$22. lian? The attracuve 1990 Trc- 
fcdicn.s24. A full-bodied Cabernet
Sauvignbn? Look to 1986 Grgich
Hills, $3l). More refined? There's I
1989Jordan, $35.

Then, fortdie wine collectors, dierc
is a host of r\rely seen items dial raise 

hlmcyer Cliardonnay,
, unfiltcred, powerful­

ly constructed wine widi a load of oak
and highly extnicted flavors; 1990
Stagiin Family V
$32. gorgeously
fruit from one of dfr finest vinevards
in the Rutherford B$nch area; 1991 I ter I had been going to this bar for 

Buttonwtxxi Farm Sauvignon Blanc, j several weeks, I met this guy and we 
$ 15. herbal nuances from the Santa started talking. I was really interested 
Ynez Valley that work wonders with I in talking to him and at that point I 
Zcnzcro's spiced ftxxis; 1\)91 Navarro I knew I would go back to his hotel if 
Vineyards (lewurztraminer. $ 14. an- he asked. Thai's when I realized that 

if die passion is strong enough, your 
standards about carefiil behavior will 
go out die window. When die attrac- 

l tion goes beyond a threshold level, 
I you will ditch those standards.
j It turned out the opportunitv was
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very sympathetic and told me about 
some support groups. I remember 
thinking, "Gabe, you have f— up

incest or something. So I only do it 
with people I don't know. If I see a 
guy I like. I’ll lay my rap on them. 
Usually 1 won’t have sex that night. 
I'D wait for a week or so. The only 
requirement is that they are some­
body new, people 1 don't know.

When we do have sex and I see 
things are getting serious, out comes 
the condom. I have it in my pocket. 
Once a guy saw the condom and 
said, "Do we really have to use that?" 
I said, “Yeah, we do," and he just 
sort of shrugged.

I know that I'm probably unusual 
with the condom business. Most peo­
ple my age don't take it as seriously 
but. for me, condoms have been the 
thing from the beginning. I don't 
find it difficult and it doesn’t affect 
sex. I don't mind condoms at all.

People always laugh at this, but the 
reason I use condoms is my parents. 
They drilled it into me when 1 was 
younger, especially my mom. She 
just preached condoms over and 
over. Somehow I got the message.

The funny thing is, her preaching 
started before 1 told her I was gay. I 
think she must have suspected.

He (Mends high school m a well- 
to-do community south of San 
Francisco. He is 18 and plans to 
go to college to study psychology.He arrived in Ims Angeles 18 

months ago from Denver with vir­
tually no money m his pockets. He 
now lives at the gay and lesbian 
center in Hollywood. Angelo is 
smart, ironic and 21. He plans to 
go to college when he can save the 
money.
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Most of the time, those reasons 
would be classified as very good rea­
sons. You know, you want to make 
someone happy and you want them 
to know you trust them. And that's 
where safe sex gets complicated. All 
the emotions that get connected with 
sex and affection become dangerous 
and you have to be aware of that 
temptation ail the time.

The young men that I know mostly 
are from (the university), and on the 
whole, you could say they are more 
privileged than average. Verbally 
there is a consensus that you should 
be practicing sale sex. I mean, every­
one knows all the rules. But individu­
ally, people will make other deci­
sions. If you really like someone, you 
will take more risk. If you are desper­
ate on a particular night and really 
want to have sex, you will compro­
mise. Or even, in some cases, you 
might say to yourself, “Will I get a 
ride home if 1 insist on using a con­
dom?"

I don't know anyone who can say 
they never, ever take risks. Almost 
everyone docs it at one time or an­
other. But because we re young, we 
don't think we will die because of it. 
We think we will be lucky and dodge 
the bullets.

guess you could say my first gay 
experience happened in the 
third or fourth grade. We were 

living near 18th and Guerrero (in 
San Francisco) and I was going to 
this Catholic school. One of my good 
friends was a kid who lived down the 
block and went to my school.

His mom ran a dry cleaners on the 
block where we lived, and it had a 
back room where we used to hang 
out. One day, I don't know, all of a 
sudden we started fooling around. It 
wasn't real sex, just kind of playing 
with each other. That was the first 
time anything like that happened 
and I remember thinking, "This is 
weird. Weird and nice, both."

After a minute, his mother started 
calling to us and asking what we were 
doing. We yelled back that we were 
doing our math homework and we 
just started shouting out mathemati­
cal equations. We were laughing and 
shouting out these equations at the 
same time.

That kind of stuff went on all 
through school but I didn’t really 
have any idea it meant that I was gay. 
I just knew I was different. Even as 
late as the sixth grade it just didn’t 
add up to anything in my mind. I 
didn't know what the hell was going 
on.

Then one day another guy called 
me a faggot. I was thinking, "Wliat's 
a faggot?" I knew it was bad. dial’s 

love to tell my friends dial my 
first sexual experience was with 
a girl, and it’s true. I was in high 

school and decided to have sex with a 
girl so 1 could be sure I didn't like it. 
At that point, I wasn’t positive I was 
gay and this seemed a good way to 
find out. So I did it, and the best I 
can say is it wasn’t awful. I mean, I 
didn't want to throw up afterward. 
But after that, I knew 1 was gay.

My modier is OK about my being 
gay but my father still won't acknowl­
edge it. I remember the night I told 
him; we were fixing the toilet in the 
bathroom. I kind of suggested I 
might be gay and he went crazv. He 
was yelling at me and then he picked 
up a knife and started chasing me 
around. He was trying to stab me or 
something or make me say I wasn’t 
gay. Anyway, I got mad and 1 started 
taunting him, saying, "I’m a girlie, 
I'm a girlie, I like guys." That was a 
wild scene. We don't talk about it 
anymore.

So far I’ve had sex with 10 or 12 
men, a pretty small number. What 
I've found is. 1 can’t have sex with 
anyone who is my friend. It's like it's 
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bag of condoms 
of them.

------—------------. I decided to gprx 
didn't tested------------------------ i-..,
kt/ew April. April 22nd of 1992.1 went in. , 

and the results came back positive. e'
■ For~^— A lady gave me the results-She-was

egorized it as something that didn’t 
happen to young people. Now 1 un­
derstand that was really dumb.

And I knew about condoms. I 
would see the ads or people would 
hand them out. And, you know, in 
that whole time. I never asked one 
guy to use a condom. Not once. I 
thought if I brought out a condom, 
the odier guy would decide he didn’t 
want me. I think 1 didn't exactly have 
high self-esteem. You know, when 
you're called a fag and all that, you 
start to believe that something is 
wrong with you. So I could picture 
me saying something about a con­
dom and these guys refusing to have 
any sex at all and walking out the 
door. And I mean I was homy.

jawlife®
...............

Every once in a while, I did actual­
ly use a condom. That was when the 
other guy would sav something. It 
didn’t happen very often. Sometimes 
they would bring it up and I’d be. 
like, OK. fine. I just couldn’t bring it 
up myself.

During this period when I was go­
ing out all the time, I was pretty pro­
miscuous. Christ, probably Td meet 
about 10 to 15 guys a month at bars 
and parks, and (Td) have sex with 
them. In all that time I didn't worry. 
I wasjusOutwnga^oocTi
poiptrrivfien I was still 16, I decided" 

Xgo have an HIV test, I was just cu­
rious. It came back negative, so 1 fig­
ured, “Great, that means I’m doing 
everything right." I remember the 
clinic gave me a big bag of condoms 
itut 1 never used any ofthem.’

Abctqta year later, I decided to 
t^sreri 111?' wa* lart ■•rrr<''in
April. April 22nd of 1992.1 went in.
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all. Man, I didn't understand any­
thing tack then. After a white, of 
course, I figured it out. For several 
years 1 kept thinking, "Why me?" 

Now l’m a senior in high school 
(and he graduated last month) and 
no one knows I’m gay. I didn’t tell 
anyone, none of my friends, no one 
except for one teacher. When I 
transferred here in my freshman 
year, 1 knew I didn't want to go 
through that stuff anymore with peo­
ple calling me names and all that 
bull. My high school is very upper 
middle class and a lot of the parents 
are conservative and puritan. I knew, 
if people found out. the situation 
would be worse here than before, so 
I built this shell around me. 1 started 
asking girls on dates just to make it 
seem like I wasn't gay, and 1 didn’t 
dress gay or anything. And it worked. 
Even today, no one knows I am gay 
and I don't plan to ruin things by let­
ting people find out.

When I turned 16 and got mv 
driver's license, life really changed 
then. Always before, I had been 
stuck in my own town. After 1 got my 
license, 1 could go all over. There's 
this truck stop up on (Interstate) 280 
and I knew it was a gay stop. Up to 
that point, my sex life had been pret­
ty limited. 1 had never had anal sex 
because 1 was afraid of it. I was abso­
lutely scared of it for some reason.

And so I went to this truck stop 
and I met this guy. He was the first 
guy I had ever really, you know, liked 
and talked to and stuff. I thought he 
was just perfect. We went down to 
the beach that night and laid downz 
and we were just together. We did n't 
have sex. But after that night 11 
something had changed.

I started going out more. For 
some reason, I figured it would tum 
out the same way as a straight rela­
tionship, where people fall for each 
other and then stay together. You do 
things together and spend time to­
gether and have a relationship. My 
experience was totally different. I 
would meet somebody and think he 
was perfect and we would go some­
place and have sex. Then it was over, 
flic next night I would try to find 
someone else, and if I was luckv, the 
same thing would happen.

Pretty soon I was doing every­
thing. Anal sex, everything. I got a 
fake ID so I could get into the gay 
bars. It never failed I’d get picked 
up by a guy—lhey were usually older 
guys in their 20s or 80s. We'd go 
back to their place or somewhere 
and just do it. I loved the sex and 
thought. "Boy, this is great."

I never even thought about safe 
sex. For me. AIDS wasn’t an issue 
because I thought it was something 
that happened to older guys. From 
the very beginning, in all the stories 
about AIDS, the people with AIDS 
always seemed real old. So 1 just cat­

lew
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When I was a little kid I 
used to dream about heaven. 

But so far I haven’t told Sometimes it was a real 
them about HIV yet. It just
seems too much riglit now. 1

and ncvcl 
ause one t 

the immediate offerings oKd>e 
/‘Senses to what we suppose 
be the hidden, enduring prima­
ry objects of reality. Hie habits 
of our culture, tlic dogmas of 
our education constrain our 
sigiic

Knowledge is not an object 
to be traded like cliattcl. but an 
epiphanous moment to Ire 
chenslted. Text often we bvpass 
epiphanies for a currency more 
ready to hand, for an abstract 
notion, an old insight in new 
dress, an equation wlxwe citar- 
acters could reveal, but which.

thi 
light not 
should never

one c 
never 
earth. We 
ing for 60 
the dawfl 
Why/Bec

Sometimes love isn't enough when caring for 
A FAMILY member with memory problems.

tdfrmPagt25 

the stones over and 
Kjvhich it flows. Had 

i” man, we 
ive seen the

Our Services Include Long-term Care ■ Adult Day Care ■ Short & Long-term 
Respire Care ♦ Outpatient Clinic tor Diagnostic Assessment • Specialized Care 
Management Service • Clinical Research . Speakers Bureau

JOHN
DOUGLAS 

FRENCH
CENTER

for

Alzheimer's

Disease

in fact, we allow to go unread. 
Tliese are the stones 
ing instead of the bj 
are idols insteajr
Epiphanous
poses

pdad, thev 
of gods, 
g presup- 

jXr insight, inward 

i; new knowing re- 
' instruments. We 

possess the rudiments of 
/fen organ, but we denv them 
the nurturing they need, we 
neglect the daily work in whose 
light they might grow and 
flourish.

Over millennia, cultures have 
embraced and discarded 
countless images of ligiit. .And 
in a single lifetime, we have 
lived within and shed successive 
understandings of light. 
Through research, artistic prac­
tices and quiet contemplation, 
light's elusive being constantly 
re-creates itself in our mind's 
eye, offering fresh epiphanies 
to cVctv generation. Wlicn seen 
with aTlxiusand eyes, light will 

stli us in die liasen

But OFTEN A FAMILY DOESN'T KNOW WHERE TO TURN.

The outpatient services available at the John Douglas French Center can help.
Through our Memory & Behavior Clinic, patients are provided with comprehen­
sive diagnostic assessments to sort out Alzheimer's and related dementias from the 
normal aging process. Out Specialized Care Management Service offers families 
tnie peace of mind—from assessment of a family's needs in an intimate and 

warm environment, to exploring the best suited services, to implementing and 
monitoring an individualized plan of care. By handling some of these stressful 
details, families can rest assured that lheir loved one—whether near or across the 

country—is receiving rhe most appropriate care available. CALL US. We can 
help to care for your loved one—and help to make your life a little easier, too.

(310)493-1555 • (800)537-3624

IF EVERY CUl.TURE ANO 
period has drought so variously 
about ligiit, and if quantum 
theory lias stripped ligiit of its 
naively imagined attributes, 
then what of certainty is left to 
the nature of light at the end of 
this evolution? Everything. 
True artists and scientists are 
not searching to grasp knowl­
edge as an object, but rather as 
event. The moment of critical 
importance is the r 
^qinted to by Goethe, 
mehyof insight. For A 

dn rise and 
tadonofthe 
cachmom- 
tiic glow of 
Xree light, 
rusht? past

'!•? / »

big time. You are now going but at least it means I won't 
to die." After the lady fin- be infecting anyone else, 
ished talking, I walked out of At first, 1 thought I would 
the clinic and just went, be real depressed because 1 
“Whooo ... 17 years old was HIV positive. 1 mean, 
and you are going to die." I’m not going to be around 

Since then, my life turned for very many years, right? 
around 360 degrees. There But it turns out. I’m not de- 
was one night when my pressed at all. And the most 
mother and my two older interesting thing is. I’ve be- 
brothers found out I was gay. come very intrigued by death.
I told my mother and she told 1 don't want to commit sui- 
my brothers. Everyone cried cide or anything, it’s just I’m 
and they said they still loved so curious about what’s out 
me. The only ones in my fam- there after I die. I want to 
ily who don’t know are my 9- know what it’s like to leave 
year-old brother and my fa- this world and go somewhere 
ther. My mother said my fa- else. Somewhere new. 
ther would kick me out if he

■ight- \
What (ioctlic pointed 

the concrete level of hi 
physkilogy is likewise true'Nr 

more subtle organs <>t soul. Ce­
zanne’s kxiking and working, 
the Buddhist in liis meditatkins 
and Goctlte through liis ccase- 

' less artistic and scientific under­
takings, all aimed at birthing 
the ’’necessary organ, die in­
ward instrument'’ needed to 
see more deeply into nature. 
And the opportunity for this 
practice is ever-present, for, as 
(»ocdic says. '’Every object, wcUz 
contemplated, opens up a new 
organ widiin us.” /

The artist and die/monk 
p^hadisci- 
can realize

finally rc
we have

Seeing ligiit metaphor 
for seeing die inviMble in die 
visible, for detecting the fragile 

garment diat holds our ydanet 
and all existence together. 
Once we liave learned to \e 
light, surely everything else will 
follow. _

both know dial du 
plined practice, ex 
new capaciucs ofinind Person­
al growth is ndt only a matter of 

sacred texts, or of 
istic analysis, it also

required daily labor to fashion 
sj/ hard-won soul faculties, 
try acuon of the hand and 
sculpts the soul.

IS

dream and sometimes a day- 
_ dream. What I pictured was

haven't been sick or anything. this golf course, this humong-
Somctimes 1 dtink that if I ous country club, and all the

hadn’t been so alone when I men were dressed in tuxedos
was 15 and 16. none of this and the women were dressed 
would have happened. I was in evening gowns. All day 
so scared of letting anyone long everyone played golf 
know 1 was gay diat I didn’t and every once in a while dicy 
have anyone to talk to and tell would sit down underneath a 
me 1 was doing everything tree and sip tea.
wrong. At die time, it felt like And that was heaven. I 
I was the only kid in the world guess. I loved it and always 
like me. wanted to go Uicrc. And I

Now. of course, I totally do don’t even play golf. (He 
safe sex. A little late for me, lauglis.)
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Ma an writing to coatinue our conversation 
regarding the Sxtemol Review process. Thank you for 
your raeponae to euc letter end our continued 
OGanunlcsationa.

A. Many of those to whom »e spoke noted the 
general absence of advocates and other experts in the 
area of mental health from the Cemraitteea. Chia absence
i.H particularly noteworthy becauae of the increasing 
importance of the triple track approach (HIV/substance 
abuse/wental health) in addressing most aspects ei 
HIV/AIDS, especially HIV prevention efforts.

I •

I

Although women, people of color and gays 
and lesbians serve on the Committees, some individuals 
also noted the absence, on the full range of
Committees, of representatives of groups primarily 
composed of or advocating specifically on behalf of

Ab you may be aware, we have been conducting 
extensive research and interviews to determine the 
extent to which people with HIV and their advocates 
ware either satisfied with or concerned about the 
membership and mandate of the committees. While ve were 
very pleased to learn that many individuals are 
satisfied with large parts or the process, a number or 
concerns were expressed to us.

Jases v. Curran, X.D., m.p.h.
Assistant flurgecn General
Associate Director for HIV/AIDS 
Centers for sLeoaoe control and Prevention 
Department Of Health and Human Sarvicaa
1600 Clifton Rd., MT
Atlants, GA 30333

A« wo in our initial l«tt*r to you, v* v«r*
enneemad that the proeasa used to develop the External 
Review comnitnaes might have resulted in gaps in 
representation of a variety of groups. In particular, 
there appeared to be an imbalance with regard to the 
participation of HIV-positive individuals, people of 
color, women, gays and lesbians, HIV-positive drug 
users and youth ax advocates for these groups. We also 
had concerns regarding the mandates of the committees 
which were not clear to us or to many others.
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raUatlnitlon prooaaa* Th« CTRJMf CoMadtt** •< 
particularly lacking in thia fully balanaad 
rapraoantatlen.
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axprassad strong reservations regarding the naxeup of 
this Cosunittee. These ware very important additions.

I

2.I

be happy to widely circulate a coaplets 
meetings to our networks, especially to

J

Individuals also noted the ahfiance of 
advocates and other export* in the ar®* a# HIV and 
substance abuse on the CTRPW and School Students 
Coaneittees.

these couunities. mi* issue appear* to bo e 
consistent problsn, as we witnessed in ths CDC

The CTRPN Coauaittee seen*

P06

«015 P03

CTRPN also appears lacking in
representation of XIV/AIDS legal advocates whose input 
is particularly pertinent to this issue in light of the 
serious confidentiality and othet legal and legal 
policy concern* in thi* area.

We and many others wore pleased to see

* C D D G V 

’EL res

E. we and many others wore pleased to see 
that Mike lebell of Lambda Legal Dafenao and Iducation 
Fund and Cornelius Baker of National Association of 
People with AIDS were added to th* Committee on 
monitoring the epidemic, as numerous individuals had

We would be vary interested to know your fuulinge 
on these specific observations and also to discuss ways 
to address these issues promptly and constructivsly.

Community Input and corrective Mechanisms

We strongly encourage the agency to publish
Conmittaa reports in draft form for public comment, of

We are very pleased to see that a public meeting 
and comment format is being followed by some of the 
Committees (e.g. CTRPN and Prevention). We see this as 
one. way to mitigate problems with Committes 
composition, so we hope that each committee is 
following thifi approach systematically.

Assuming that this type of open meeting will be 
held by each Conanittee, we encourage the agency, CDd 
ACPHI and Ms. CJebbie to'ensure that th* meetings are 
targeted to achieve geographic diversity and are well- 
advertisad to encourage wide-spread attendance. We and 
others would be happy to widely circulate a couplet* 
list of such meetings to our networks, especially to 
advocates for people with HIV/AIDS, women, people of 
color, gay* and lesbians, substance abusers, youth and 
tho*« in the mental health arena.
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say ba seriously coaprouiaea by a failure of the 
Sxtemai Review proceea to clearly articulate its
nandate.

comprehensive review of the CDC’e prevention effort®.

Status of Mb. Gabble4.

In light of Ms. Cabbie's appoinunent as AIDS
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901 Meriers External Raview Comnltteea 
Ms. Kristine Cebbie

/Paul A. Di DonMo
Public Policy Director, Esq. 
AIDS Lethal Referral Panel

We look forward to diacuaelnq these issues and 
proposals in the near future.

Coordinator, we are inquiring aa to the status of her 
role in the Review Process.

P07
*015 P04

*
Crucial to the vorX of th® Cowuitteea is the need 

to have their mandates well-defined and well 
circulated. This appears to ba pToblenatic. Certainly, 
the degree of effective and appropriate public input

El/zsbeth Cooper 
Gibbens Fellow 
Crummy, Dsl Oso, 
Dolan, Griffinger 
£ Vecchione

course, we expect that the reports will be available to 
the public whan complete.

07:31 ?M
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for example, »av?rsl advocates on HIV prevention 
tc whura wo spoke expressed concern at the structure and 
scope of the External Review committees, some want so 
far as to augqeat to us that the lack of a mandate to 
address prevention using the triple track model raised 
serious concerns. These advooato® further suggested to 
us that, bscauss of this, they feared it was possible 
that the review process would not produce a

We will call in the near future to follow-up on 
this letter. Thank you for your attention,

* C D D G i V

TEL NO:
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James W. Curran, M.D
Assistant Surgeon General
Associate Director for HZV/AIDS 
Canters for Disease Control and Prevention
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Atlanta, GA 30333

JOHN v. JACOBI 

ELIZABETH B. COOPKR
NEWARK, N.J. 07102-5497 
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First, as attested to by many who presented testimony 
to the Committee, the meeting was not very well publicized, in 
fact, without the extraordinary efforts of the AIDS institute 
and GMHC to notify organizations by fax and phone of the 
meeting, it would have been very sparsely attended, it was 
only through the work of these offices that an even moderate 
attendance was possible. In fact, many people who were at 
Monday's meeting became aware of it only the Friday before.

•3—
rant

attorneye at law

ONE RIVERfRONT RlAEA

Moreover, although agendas were handed out, the 
benefit derived therefrom was grossly diminished by their not 
having been provided in advance, as part of the meeting 
announcement. Finally, it was particularly disturbing that 
there appeared to be no official note-taker or mlnutes-keeper 
(or mechanical recorder of testimony), whose sole
responsibility it would have been to create an accurate record 
of public input.

I am writing to follow up on the letter that Paul
DiDonato and I sent to you last week (a copy of which Is 

I’ On Monday, July 12, 1993, I attended the hearing 
hosted by the CTRPN External Review committee in New York 
City. I would like to pass along to you some of my 
observations regarding this meeting.
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HIV programming. Therefore, the failure# described above
highlight the Agency's strong and abiding responsibility to 

a * a* _ _ _ A * - t—   e _3 k _ X. —. m —

As a follow Up, both to this letter and the letter 
sent to you last week, Paul and I will call you in the late

or. James Curran 
July Id, 1«3 
page 2

ensure that notice of all open meetings held by tha External 
Review Committees is disseminated broadly and well in advance 
Of scheduled meetings; such notice should include mention of 
the host Conunittee1 s mandate and its agenda for the day. Of 
COUisep both th© amende and the mandat® of the Committee should 
be reiterated at the start of each meeting. Finally, a 
consistent means of mainteining a record of public input must 
be instituted for each External Reviow Committee meatina or 
hearing.

Quite frankly, the foregoing recommendations must be 
implemented immediately. Only by so doing will the Agency and 
the External Review Committees be executing a commitment to 
implement a process that truly involves the American public.

In light of the foregoing, we are particularly 
concerned with the mechanism that the External Review
Committees will use to report their findings and the timing of 
the reporting process. The potential value and strength of the 
External Review program certainly will be diminished if public 
input to Committee draft reports is not appropriately sought 
and the reports are not timely issued.

As a follow up, both to this letter and the letter we

afternoon of July 21st. We wish to discuss with you the 
concerns addressed in our correspondence in the hope that they 
will be raised and discussed at the External Review Committee 
CO-chairs meeting scheduled for July 26, 1993. If you do not 
expect to be available on the afternoon of the 21st, please 
have someone from your office call me to reschedule our 
discussion.

Although the External Review process is an Advisory 
Panel initiative, its clear purpose is to enable the CDC to 
review and restructure the substance and administration of its
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Paul and

Vary truly yours.

th fl. Cooper

Dr. Jama Curran
July Ifi, 1993 
Page 3

Once again, thank you for your cooperation.
I are looking forward to talking to you next week.

EBC;gtnw
Saoloaure
cc; Members, External Review Committees

Ma.' Kriatino Gabbo 
Mr. Paul DiDonato
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Dear Ms. Cooper:

I

VJ

Elizabeth B. Cooper, Esq. 
Crummy, Del Deo, Dolan,
Griffinger & Vecchione 

Attorneys at Law
One Riverfront Plaza 
Newark, New. Jersey

\

Unfortunately, we understand that many of the organizations 
failed to forward the information to their key staff members who 
should have been in attendance. In addition, some organizations 
were not on the mailing lists as no accurate, up-to-date address 
lists of these organizations exist. As you can appreciate, we do 
not have the resources to call each of these organizations prior 
to the meeting. Regardless, this meeting had the highest 
attendance to date, and our panel members commented on the 
diversity of the groups represented.

A recorder, whose sole purpose was to record the comments and 
testimony received at the meeting, was present throughout the 
meeting. In addition to extensive notes, the meeting was also 
recorded on audio tape. These minutes will be finalized within 
the next week, and we will be pleased to share a copy with you.

Thank you for your letters of July 12 and July 16 regarding the 
external review of CDC's HIV prevention programs. You have 
raised some very important issues, and we are providing copies to 
our advisory committee for their consideration.

Regarding the subcommittee meeting held in New York City on 
July 12, extensive attempts were made to publicize the event. A 
public notice was published in the Federal Register on
June 18, 1993. In addition, staff from our National Center for 
Prevention Services, using mailing lists provided by the New York 
City Health Department, the New York State AIDS Institute and the 
National AIDS Clearinghouse, sent more than 500 notices of the 
meeting to agencies and organizations both in New York City and 
surrounding areas approximately 2 weeks before the meeting. The 
New York City Health Department also placed an announcement on 
several local radio stations with details of the meeting.

JUL ’ 1 1993
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An identical letter has been sent to Mr. Paul A. Di Donato.

Sincerely yours,

I

We appreciate your continued interest in HIV prevention and the 
efforts of the CDC Advisory Committee on the Prevention of HIV 
Infection.

cc:
CDC/W
OHA
k:\DiDonato; HIV/HCA
prepared by: Gary Conrad 
spelling verified by eg 7/21/93

James W. Curran, M.D., M.P.H. 
Assistant Surgeon General
Associate Director for HIV/AIDS
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rapraaantatlon of a variety of groups. In particular, 
there appeared to be an Imbalance vith regard to the
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As you may be aware, »• have been conducting 
extensive research and interviews to determine the
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A* wo otatod in O’ir initial te> you, v« v«r® 
ccnctmad that th® process used to develop the External 
Review comnlttaae might have resulted in gaps in

We an writing to continue cur conversation 
regarding the Sxtemel Review proceaa. Thank you for 
your response to our letter end our continued 
ooenunlcations.

J

I
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extent to which people with HIV and. their advocates 
were either satisfied with or concerned about the 
membership and mandate or the comsittees. While ve were 
very pleased to learn that many individuals are 
satisfied with large parts oi the process, a number or 
concerns were expressed' to us.

general
area of
Lb particularly noteworthy because of the increasing 
importance of the triple track approach (Hrv/subetance 
abuse/nental health) in addressing most aepeota oi 
HIV/AIDS, especially HIV prevention efforts.

participation of HIV-positive individuals, people of 
color, woman, gays and lesbians, HIV-positive drug 
users and youth or advocates for these groups. We also 
had concerns regarding ths'mandates of the committees 
which were not clear to us or to many others.

Ja*e* w. Curran, x.D., m.p.x.
Assistant Surgeon General
Associate Director for HIV/AIDS
Centers for Disease control and Prevention 
Department Of Health and Human Sarvicas
1600 Clifton Rd., HE 
Atlanta, GA 30333

A. Many of those to whom we spoke noted the 
absence of advocatts and other experts in the 
mental health from the Ceraaltteea. Thie abaenoe

IHSVWMSt.
Suita 1126 
SanFrandKo,
CA 84104 
(4W291-84S4

'M'-CWO'StfOlisn

ter MlL*WI 
ennMoa

ittbnMerLMM 
J»r»rew rVa^wn a' 
M ar 
a/Sv’unciKt

Although women, people of color and gays 
•nd lesbians serve an the Committees, some individuals 
also noted the abaanca, on the full range of 
Committees, of representatives of groups primarily 
canposed of or advocating specifically on bshalf of

» •

I
I

Ii
I
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be happy to widely circulate a conplete 
meetings to our networks, especially to
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Individuals alao noted the aheance of 
advocatzea and other experts in the area of HIV and 
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CTRPM also
roprasantatien of MIV/AIDS  .  
is particularly pertinent to thia iaaue in light of the 
serious confidentiality and other legal and legal 
policy concerns in this area.

We and many others were pleased to see 
that Mike Isbell of Lambda Legal Defense and Iducation 
Fund and Cornelius Baker cf National Association of 
People with AIDS ware added to the Committee on 
monitoring the epidemic, as nuneroue individuals had

these coneunities. This issue appears to be e 
conslatent problem, aw ve witnessed in the CDC 

" ---- - The CTRPN Cosaittee

we would be very interested to know your feeling* 
on these specific observations and alec to diacuse wayw 
to address these issues promptly and constructively.

 Community Input and corrective Mechanisms

We are very pleased to see that a public meeting 
and comment format la being followed by eome of the 
Copmittoes (e.g. CTRPN and Prevention). We »«« this as 
one. way to mitigate problena with Committee 
composition, bo we hope that each committee ie 
following this approach eyarematically.

Assuming that this type of open meeting will be 
held by each Committee, we encourage the agency, CDC 
ACPHT and Ms. Oebbie to'ensure that the meetings are 
targeted to achieve geographic diversity and are well­
advert isad to encourage wide-spread attendance. We and 
others would be happy to widely circulate a conplete 
list of such meetings to our networks, especially to 
advocates for people with HIV/ATDS, women, people of 
color, gays and lesbians, substance abusers, youth and 
those in the mental health arena.

We strongly encourage the agency to publish
Comnittae reports in draft form for public comment. Of

* C D D G 6. V
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crucial to tha wcrX of the Comsitteea is the n«ad 
to have their nandatss vall-daflnad and wall 
oirculatad. This appaare to ba problematic. Certainly, 
the degree of effective and appropriate public input 
say be seriously conpronlsed by a failure of the 
Sxtemai Review process to clearly articulate its 
nandate.

/Paul a. 01 DonSev
Public Policy Director, Beg. 
AIDS Legal Referral Panel

For oxampla, »aver«l advocetee on HIV prevention 
to whom we spoke expressed concern at the structure and 
scope of the External Review cenanittaos. some went so 
far as to suggest to us that the lack Of a mandate to 
address prevention using the triple track model raised 
serious oonoerns. These advooatoc further suggested to 
ub that, bsoause of thio, they feared it wee possible 
that the review process would not produos a 
comprehensive review of the CDC’s prevention efforts.

In light of Ms. Gebbie's appointment as AIDS
Coordinator, ve are Inquiring as to the status of her

course, wo expect that the reports will be available to 
the public when complete.

W« look forward to discussing these Issues and 
proposals in the near future.

We will call in the near future to follow-up on 
this letter. Thank you for your attention,

E1<cabsth Cooper 
dibbers Fellow 
Crummy, Del Deo, 
Dolan, Griffinger 
& Vecchione
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July 16, 1993

Dear Dr.

enclosed),

hli cop«» 

KI1M-O54S

^kwrcncc s. Luareepo 
oiaecroR

CABLE-TtLEX

JOHN J. GIBBONS 

SPECIAL COUNSEL.

aiABONB PBLLOWSMIP in
PUBLIC INTERCBT A CONSTITUTIONAL LAW

James W. Curran, M.D 
Assistant Surgeon General
Associate Director for HIV/AIDS 
Canters for Disease Control and Prevention
1600 Clifton Rd
Atlanta, GA 30333

> I would like to pass along to you some of my 
observations regarding this meeting.

JOHN V. JACOBI 

ELIZABtTH B. COOPER
NEWARK, NJ. 07102-5497

201-998-4500

N.E.

M.P.H.

ATTORNEYS AT UAW

ONE RIVERFRONT RuAZA

I am writing to follow up on the letter that Paul 
DiDonato and I sent to you last week (a copy of which is 
enclosed). On Monday, July 12, 1993, I attended the hearing 
hosted by the CTRPN External Review committee In New York 
City. I would like to pass along to you some of my

First, as attested to by many who presented testimony 
to the Committee, the meeting was not very well publicized, in 
fact, without the extraordinary efforts of the aids institute 
and GMHC to notify organisations by fax and phone of the 
meeting, it would have been very sparsely attended, it was 
only through the work of these offices that an even moderate 
attendance was possible. In fact, many people who were at 
Monday's meeting became aware of it only the Friday before.

ran:

Moreover, although agendas were handed out, the 
benefit derived therefrom was grossly diminished by their not 
having been provided in advance, as part of the meeting 
announcement. Finally, it was particularly disturbing that 
there appeared to be no official note-taker or minutes-keeper 
(or mechanical recorder of testimony), whose sole 
responsibility it would have been to create an accurate record 
of public input.
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Although the External Review process ia an Advisory 
Panel initiative, its clear purpose ia to enable the CDC to 
review and restructure the substance and admin!afaration of its 
HIV progranning. Therefore, the failures described above 
highlight the Agency's strong and abiding responsibility to 
ensure that notice of all open mootings held by the External 
Review Committees is disseminated broadly and well in advance 
Of scheduled meetings; such notice should include mention of 
the host Committee's mandate and ita agenda for the day. Of 
course, both the agenda and the mandate of the Committee should 
be reiterated at the start of each meeting. Finally, a 
consistent means of maintaining a record of public input must 
be insti-tuted for each External Review Committee meatino or 
hearing.

Quite frankly, the foregoing recommendations must be 
implemented immediately. Only by so doing will the Agency and 
the External Review Committees be executing a commitment to 
implement a process that truly involves the American public.

In light of the foregoing, we are particularly 
concerned with the mechanism that the External Review 
committees will use to report their findings and the timing of 
the reporting process. The potential value and strength of the 
External Review program certainly will be diminished if public 
input to Committee draft reports is not appropriately sought 
and the reports are not timely issued.

As a follow up, both to this letter and the letter we 
sent to you last week, Paul and 1 will call you in the late 
afternoon of July 21st. We wish to discuss with you the 
concerns addressed in our correspondence in the hope that they 
will be raised and discussed at the External Review Committee 
co-chairs meeting scheduled for July 26, 1993. if you do not 
expect to be available on the afternoon of the 21st, please 
have someone from your office call me to reschedule our 
discussion.
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Paul and

vary truly yours.

th a. Cooper

Dr. Jamas Curran
July 16, 1993 
Page 3

Once again, thank you for your cooperation.
I are looking forward to talking to you next week.

BBC:gtnw
Snclosure
cc; Members, External Review Committees

Ms. Kristine Gebbo 
Mr. Paul DiDonato
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Dear Ms. Cooper:

»

Elizabeth B. Cooper, Esq. 
Crummy, Del Deo, Dolan,
Griffinger & Vecchione 

Attorneys at Law
One Riverfront Plaza
Newark, New* Jersey 07102-5497

Unfortunately, we understand that many of the organizations 
failed to forward the information to their key staff members who 
should have been in attendance. In addition, some organizations 
were not on the mailing lists as no accurate, up-to-date address 
lists of these organizations exist. As you can appreciate, we do 
not have the resources to call each of these organizations prior 
to the meeting. Regardless, this meeting had the highest 
attendance to date, and our panel members commented on the 
diversity of the groups represented.

A recorder, whose sole purpose was to record the comments and 
testimony received at the meeting, was present throughout the 
meeting. In addition to extensive notes, the meeting was also 
recorded on audio tape. These minutes will be finalized within 
the next week, and we will be pleased to share a copy with you.

Thank you for your letters of July 12 and July 16 regarding the 
external review of CDC's HIV prevention programs. You have 
raised some very important issues, and we are providing copies to 
our advisory committee for their consideration.

Regarding the subcommittee meeting held in New York City on 
July 12, extensive attempts were made to publicize the event. A 
public notice was published in the Federal Register on
June 18, 1993. In addition, staff from our National Center for 
Prevention Services, using mailing lists provided by the New York 
City Health Department, the New York State AIDS Institute and the 
National AIDS Clearinghouse, sent more than 500 notices of the 
meeting to agencies and organizations both in New York City and 
surrounding areas approximately 2 weeks before the meeting. The 
New York City Health Department also placed an announcement on 
several local radio stations with details of the meeting.
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An identical letter has been sent to Mr. Paul A. Di Donato.

Sincerely yours,

t

We appreciate your continued interest in HIV prevention and the 
efforts of the CDC Advisory Committee on the Prevention of HIV 
Infection.

cc:
CDC/W
OHA
k:\DiDonato; HIV/HCA
prepared by: Gary Conrad 
spelling verified by eg 7/21/93

James W. Curran, M.D., M.P.H. 
Assistant Surgeon General
Associate Director for HIV/AIDS
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Alth.augh woraan, paopla of color and gays 
•nd l««bxans serve an the Connlttsss, some individuals 
also noted th* absence, on the full range of 
Committees, of representatives of groups primarily 
composed of or advocating specifically on behalf of

A. Many of those to whom we spckw noted the 
general absence of advocates and other experts in the 
area of mental health from the Cormitteea. Thia abaenoe 
Lb particularly noteworthy beoauae of the increasing 
Importance of the triple track approach (HXV/cubstance 
abuee/nental health) in addressing Most aspects of 
HIV/AIDS, especially HIV prevention efforts.
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Me an writing to continue our conversation 
regarding the Sxtemal Review process. Thank you for 
your response to our letter and our continued 
aowaun lea t ions.

Je*es w, Curran, X.D., m.p.m.
Assistant Surgeon General
Associate Director for HIV/AIDS 
Centers for Disease control and Prevention 
Department of Health and Musan Survicee
1600 Clifton Rd., NE
Atlanta, GA 30J33

Ae we stated in our Initial latter to you, we were 
enneanwd that the process used to develop the External 
Review comnlttaaa might have resulted in gaps in 
representation of a variety of groups. In particular, 
there appeared to be an imbalance with regard to the 
participation of HIV-positive individuals, people of 
color, women, gays and lesbians, Hiv-poeitive drug 
users and youth or advocates for these groups. We also 
had concerns regarding the mandates of the committees 
which were not clear to us or to many others.

114S*vo/r»St. 
&JA9112Q
San FrandKo, 
CAWQ4 
(419)291-9494

ironUCinttM 
’M-tMIC’QiiWr

itr AMttMnn 
nrincMOM

o' 
r« ttfAiiKtov 
s'Sr

As you may be aware, we have been conducting 
extensive research and interviews to determine the 
extent to which people with HIV and their advocates 
wore either satisfied with or concerned about the 
membership and mandate or the committees, while we were 
very pleased to learn that many individuals are 
satisfied with large parts of the process, a number or 
concerns were expressed to us.
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exprassad strong reservations regarding ,tha laafcaup of 
thia Cosmittee. These vsra v*ry inportant additions.
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ba happy to widely circulate a conpleta 
meetings to our networks, especially to
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Individuals also noted the absence of 
advocates and other exports in the area of MTV and 
substance abuse on the CTRPtf and School Students 
Coaxitteea.
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advertised to encourage wlde-epread attendance. We and 
others would ba happy to widely circulate a complete 
list of such meetings to our networks, especially to 
advocates for people with HIV/AIDS, women, people of 
color, gays and lesbians, substance abusers, youth and 
those in the mental health arena.

CTRPX alia appears lacking in
reprssentatien of HIV/AIDS legal advocates whoa* input 
is particularly pertinent to this issue in light of the 
serious confidentiality and othet legal and legal 
policy concerns in this area.

We and many others were pleased to see 
that Mike Isbell of Lambda Legal Defense and Mucation 
Fund and Cornelius Baker ef National Association of 
People with AIDS were added to the Committee on 
monitoring the epidamic, as numerous individuals had

these coBsunities. This issue appears to bo e 
cons latent problem, as ve witnessed in th* CPC 

............ Th* CTRW Cosaitt** •••»•

*C D D G 6. V

’EL NO:

We strongly encourage the agency to publish
Committea reports in draft form for public comment. Of
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We would be vary interested to know your feolinwe 
on these specific observation* and also to discuss ways 
to address these issues promptly and constructively.

Coronunity Input and corrective Mechanisms

We are very pleased to see that a public aaeetic.g
and comment format is being followed by son* of th* 
copmittaes (6*9- CTRPN and Prevention). We see this as 
one.way to mitigate problems with Committ** 
composition, so w* hope that each commltte* is 
following this approach systematically.

Assuming that this type of open meeting will be 
held by each Committee, we encouraw* the agency, CDC 
ACPHI and Ms. Oebbie to' ensure that the meetings are 
targeted to achieve geographic diversity and are well-
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say Da seriously coupronisea by a failure of the 
Sxtemai Jtaviev procass to clearly articulate its
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conprahansive review of the CDC'b prevention efforts.

Status of Me. Gabble4.

Xn light of Ms. Gebbie's appointment as AIDS
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We look forward to diaeusaing these issues and 
proposala in the near future.

/Paul a. Di Dqjiovq
Public Policy Director, Esq. 
AIDS Legal Referral Panel

07:31 PM

JRN-Oa-’BB WED 82146 JD»

P07
s0'.5 P04

Coordinator, we are Inquiring aa to the status of her 
role in the Review Precess.

Elisabeth Cooper 
Gibbens Fellow 
Cruauny, Del Deo, 
Dolan, Griffinger 
£ Vecchione

*
Crucial to the wrX of the Counittees ia the need 

to have their mandates well-defined and well 
circulated. This appears to ba problematic. Certainly, 
the degree of effective and appropriate public input

ooi Members External Raview Cotamittsas 
Ms. Kristine Cabbie

We will call in the near future to follow-up on 
this letter. Thank you for your attention,

course, we expect that the reports will be available to 
the public whan eoopleta.
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TEL NO:

For oxawplB, »aver«l advocates on HIV prevention 
to whom we spoke expressed concern at the structure and 
scope of the Sxternal Review ecnsnittees. Some went so 
far as to suggest to US that the lack of a mandate to 
address prevention using the triple track model raised 
•srlous concerns. These advocates further suggested to 
us that, beaausa of this, they feared it was possible 
that the review process would net produce a
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Dear Dr. ran:

City.

.AWRKNCB S. LUSTBCBS 

DIRECTOR

nutcowc*

CBLt-TtLZ*

3«I»4

JOHN J. QIRBONS 

SPECIAL COUNSEL

aiBBQN* rKLLOWSHIP IN

PUSLIC INTCBCRT & CONSTITUTIONAL LAW

James W. Curran, M.D
Assistant Surgeon General
Associate Director for HIV/AIDS 
Canters for Disease Control and Prevention
1600 Clifton Rd
Atlanta, GA 30333

NEWARK, N.J. O7IO2’5497
201-SSS-AS0O

JOHN V. JACOBI 

e LIZAS STM 8. COOPER

M.P.H.

M.E.

Moreover, although agendas were handed out, the 
benefit derived therefrom was grossly diminished by their not 
having been provided in advance, as part of the meeting 
announcement. Finally, it was particularly disturbing that 
there appeared to be no official note-taker or minutes-keeper 
(or mechanical recorder of testimony), whose sole
responsibility it would have been to create an accurate record 
of public input.

First, as attested to by many who presented testimony 
to the Committee, the meeting was not very well publicized, in 
fact, without the extraordinary efforts of the aids institute 
and GMHC to notify organizations by fax and phone of the 
meeting, it would have been very sparsely attended, it was 
only through the work of these offices that an even moderate 
attendance was possible. In fact, many people who were at 
Monday's meeting became aware of it only the Friday before.

Crummt, Del Deo, Dolan, GRirriNOER & Vecchione 
A RROrtSSIORAL CORPORATION

A-rreRNEY* at law

ONE RJVERfRONT PLAZA

U 7. lb. 93

I am writing to follow up on the letter that Paul 
DiDonato and I sent to you last week (a copy of which is 
enclosed). On Monday, July 12, 1993, I attended the hearing 
hosted by the CTRPN External Review committee in new York

*  . I would like to pass along to you some of my 
observations regarding this meeting.



• 0 7. 16. 9 3 07:31 ?M * C D D G i V ?0 3

CHUMMY, DEL DEO, DOLAN, GHIBS’IX'aHH & VECCHIONE
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page 2

As a follow up, both to this letter and the letter we 
sent to you last week, Paul and I will call you in the late 
afternoon of July 21st. We wish to discuss with you the 
concerns addressed in our correspondence in the hope that they 
will be raised and discussed at the External Review Committee 
CO-chairs meeting scheduled for July 26, 1993. If you do not 
expect to be available on the afternoon of the 21st, please 
have someone from your office call me to reschedule our 
discussion.

Although the External Review process is an Advisory 
Panel initiative, its clear purpose is to enable the CDC to 
review and restructure the substance and administration of its 
HIV programming. Therefore, the failures described above 
highlight the Agency's strong end abiding responsibility to 
ensure that notice of all open meetings held by the External 
Review Committees is disseminated broadly and well in advance 
Of scheduled meetings; such notice should include mention of 
the host Committee's mandate and its agenda for the day. Of 
course, both the agenda and the mandate of the Committee should 
be reiterated at the start of each meeting. Finally, a 
consistent means of maintaining a record of public input must 
be instituted for each External Review Committee meatinc or 
hearing.

Quite frankly, the foregoing recommendations must be 
implemented immediately. Only by ao doing will the Agency and 
the External Review Committees be executing a commitment to 
implement a process that truly involves the American public.

In light of the foregoing, we are particularly 
concerned with the mechanism that the External Review
Committees will use to report their findings and the timing of 
the reporting process. The potential value and strength of the 
External Review program certainly will be diminished if public 
input to Committee draft reports is not appropriately sought 
and the reports are not timely issued.
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Paul and

vary truly yours.

th B. Cooper

External Reviaw Committees

>•

cooperation, 
next week.

Once
I are looking

Dr. James Curran
July 16, 1993 
Page 3

again, thank you for your 
forward to talking to you

EBC:gmw
Enclosure
cc; Members, 

Ma. Kristine Gebbe 
Mr. Paul DiDonato
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Dear Ms. Cooper:

!

J

Elizabeth B. Cooper, Esq. 
Crummy, Del Deo, Dolan,
Griffinger & Vecchione 

Attorneys at Law
One Riverfront Plaza 
Newark, New. Jersey

Unfortunately, we understand that many of the organizations 
failed to forward the information to their key staff members who 
should have been in attendance. In addition, some organizations 
were not on the mailing lists as no accurate, up-to-date address 
lists of these organizations exist. As you can appreciate, we do 
not have the resources to call each of these organizations prior 
to the meeting. Regardless, this meeting had the highest 
attendance to date, and our panel members commented on the 
diversity of the groups represented.

A recorder, whose sole purpose was to record the comments and 
testimony received at the meeting, was present throughout the 
meeting. In addition to extensive notes, the meeting was also 
recorded on audio tape. These minutes will be finalized within 
the next week, and we will be pleased to share a copy with you.

Thank you for your letters of July 12 and July 16 regarding the 
external review of CDC's HIV prevention programs. You have 
raised some very important issues, and we are providing copies to 
our advisory committee for their consideration.

Regarding the subcommittee meeting held in New York City on 
July 12, extensive attempts were made to publicize the event. A 
public notice was published in the Federal Register on
June 18, 1993. In addition, staff from our National Center for 
Prevention Services, using mailing lists provided by the New York 
City Health Department, the New York State AIDS Institute and the 
National AIDS Clearinghouse, sent more than 500 notices of the 
meeting to agencies and organizations both in New York City and 
surrounding areas approximately 2 weeks before the meeting. The 
New York City Health Department also placed an announcement on 
several local radio stations with details of the meeting.

JllL 2 1 !993



Page 2 - Ms. Elizabeth B. Cooper

An identical letter has been sent to Mr. Paul A. Di Donato.

Sincerely yours.

t

James W. Curran, M.D
Assistant Surgeon General
Associate Director for HIV/AIDS

We appreciate your continued interest in HIV prevention and the 
efforts of the CDC Advisory Committee on the Prevention of HIV 
Infection.

cc:
CDC/W
OHA
k:\DiDonato; HIV/HCA
prepared by: Gary Conrad 
spelling verified by eg 7/21/93

., M.P.H.



MEMORANDUM for CDC REVIEW MEETING July 26. 1993 

TO: External Review Subcommittee Chairs and Lead Consultants. 
CDC Advisory Committee on Prevention of HIV Infection 

FROM: Mark J. Magenheim, Government Partner and m"!(­
Belinda Rochelle, Non-Government Partner /I' 

V 

RE: 

"DEVELOPING PARTNERSHIPS FOR HIV PREVENTION" Subcommittee 

Summary of Process and Progress to date 

=========-==========n-==== ======================================= 

I. ISSUES delineated by HIV Prevention.Partnerships Subcommittee:

An Orientation/Organizational Meeting of this Subcommittee was held 
in Atlanta May 11 at which time 4 questions were determined as the 
basis for external review in multiple city visits; (see attached). 

II. DESCRIPTION of the Review Process:

The Subcommittee consisted of fourteen individuals ( list attached) , 
of whom at least six were present for each of the 7 cities visited: 

1. Minneapolis, MN May 21

2. Portland. OR June 3

3. San Diego, CA June 7

4. Chicago, IL June 21

5. Gary, IN June 22

6. Newark. NJ July 7 

7. Memphis, TN July 12

The format for each city visit included "invited" and open public 
testimony focussing on the four questions in the morning and "work­
shop/focus group" discussions in the afternoon. In general, five 
minutes were alloted for each speaker in the morning, followed by 
five minutes for questions from the panel. In the afternoon, gov­
ernment representatives met separately with half of the review team 
and non-government representatives met with the other half of the 
review team in different locations. A CDC contract recorder/editor 
attended all city visits and compiled full synopses of testimony as 
well as condensed summaries of each city-visit. 

On July 13, the full panel met in Memphis to organize its report of 
Findings and Recommendations. Over 40 issues and recommendations 
dealing with the four research questions were identified and 15-16 
of these will be highlighted as Priorities in the �Anal report. It 
is expected that the first draft of the Subcommittee's report will 
be available July 30 for circulation to the full panel. The Sub­
committee has organized itself into "Section Editors" with a plan 
and schedule for specific review and second editing through August. 



"HIV Preventio� Partnerships" Progress Report /2 

., 

It is expected that a Conference Call may be needed before prepara­
tion of the final draft sometime in August. Text revisions, final 
panel review. and collation of appendices and supporting background 
material will be prepared by September. It is now anticipated that 
the Final Report will be finished by October 1, 1993. 

III. PROGRAM AREAS or "GAPS" between the Sub-committees:

In addition to providing comments on the four focus questions. many 
speakers addressed overlapping issues of: public/community informa­
tion (the "America Responds to AIDS"/ARTA Campaign in particular); 
HIV risk-reduction education needs and problems re: youth: funding 
for HIV prevention; the tension between HIV prevention and HIV care 
services; the perceived political process of funding decisions; and 
the intrusion of non-scientific factors in CDC program decisions. 
In addition. program gaps included issues of HIV prevention among 
the homeless. those in correctional settings, and those in rural 
areas, as well as bi-national HIV issues with Mexico especially. 

IV. OTHER ISSUES or needs identified by the Subcommittee:

In city visit discussions among panel members and during the work 
session in Memphis on July 13, the Subcommittee discussed broader 
issues of CDC operations which emerged during the review process. 
Included are: internal and external roles and relationships of CDC 
Project Officers and staff; hierarchical barriers to CDC program 
integration; use of contractors; CDC assignees; logistical problems 
of notification, preparation, and timing; CDC resource allocation: 
prioritization process for grants; lack of federal policy and fed­
eral agency coordination; review and decision process for funding; 
CDC's visibility and credibility: distribution of the final Report 
and follow-up regarding outcomes of the external review process. 

Enclosures: List of External Review Panel Members (fourteen) 
List of Advisory Subcommittee Questions (four) 
Criteria used to select cities for visits 
Cumulative AIDS Case Sheet for cities visited 
Sample of Meeting Announcement (Minneapolis) 
Sample of Site-Visit Fact Sheet (Newark. NJ) 
July 9 Memo to Panel re: preparation of final report 

xc: Kristine Gebbie, Chair 
James W. Curran, M.D., CDC 

MJM/cdc.793 



DEVELOPING PARTNF;:RSHIPS FOR HIV PREVENTION 

CITY: Memphis 

DATE: Monday, July 12, 1993 

SUBCOMMITTEE MEMBERS AND CONSULTANTS: 

Nancy Evans, M.P.H. 
Program Director 
Youth HIV Prevention Project 
San Francisco, CA

Marta Flores, B.A. 
Program Director 
Logan Heights Family Health 

Center 
San Diego, CA

Aida Giachello, Ph.D. 
Assistant Professor 
Jane Addams College of Social 

Work 
University of Illinois 
Chicago, IL 

Jeremy Landau 
Executive Director 
National Rural AIDS Network 
Santa Fe, NM 

(*) Mark Magenheim, M.D., M.P.H. 
Director and Health Officer 
Sarasota County Public Health 

Unit (HRS) 
Sarasota, FL 

(*) Sallie Perryman 
Health Program Administrator 
New York State Department of 

Health 
AIDS Institute 
New York, NY 

Belinda Rochelle 
Program Director 
AIDS Action Council 
Washington, DC 

Gail Tanaka, M.S.W. 
Program Director of Health 

Education 
Comprehensive Health Education 

Foundation 
Seattle, WA 

Dennis Whalen 
\ 

Executive Deputy Director 
New York State Department of 

Health 
AIDS Institute 
Albany, NY 

Renee Whiterabbit 
AIDS Project Coordinator 
Indian Health Board of 

Minneapolis 
Minneapolis, MN 

Reggie Williams 
Executive Director 
National Task Force on AIDS 
San Francisco, 'CA

James Credle, Asst. Dean 
Rutgers University, Newark Campus 

Susan Addiss, Health Commissioner 
State of Connecticut (Hartford, CT) 

Denise Webster 
NGO Writer/Editor 

(*) Lawrence Gostin, Exec. Director 
American Society of Law and Medicine 
Boston, Massachusetts 

(*) CDC Advisory Committee on Preven­
tion of HIV Infection (ACPHI Member) 



ADVISORY COMMITrEE ON mE PREVENTION OF HIV INFECTION 

Developing Partnerships for HIV Prevention 

Questions 

1. What could CDC do to promote and/or enhance HIV prevention partnerships

among the CDC, targeted populations, NGOs, and state and local health
departments?

2. What are the effective characteristics of these partnerships?
(How are roles differentiated?)

3. What can CDC do to assess and meet the diverse technical assistance

needs of NG Os and state and local health departments!

4. What could CDC do to further integrate HIV/STD/fB/Substance Abuse

prevention activities!

Written comments to the above questions may be forwarded to Ms. Kristine Moore 

Gebbie, Chairman of the Advisory Committee on the Prevention of HIV Infection 
(ACPHI). 

Please mail comments care of: 

Centers for Disease Control and Prevention 

Attention: Ms. Connie Granoff 
1600 Clifton Road, NE, MS E40 

Atlanta, Georgia 30333 



South 

Midwest 

Criteria Used in ldentifyilJI Metropolitan Statistical Areas (MSAs) 

Cities selected accorcliq to the followiq criteria: 
hi&h, medhpn and low prevalence areas; 
1eop-aphlc representation (Eut, South, Midwest, West, Northwest, 
and/or Southwest; 

areu with directly funded CBOs and NMOs; and 
areu without directly funded CBOs and NMOs. 

HIGH 

•Newark
Bo.ston
Philadelphia
Baltimnre

Atlanta 
Miami 
New Orleans 
Dallas 

-Oicago 

Los Anaeles 
San Francisco 
Denver 
�J>ieco 

MfJlIPM 

Bartf ord/New Haven 

San Antonio 
Baton Rou:e 

� 
St. Louis 
Cleveland 

City 
Detroit 

-.Ortland 
Seattle 

LID! 

Buffalo 

Bbminghun 
� 
Nashville 

*Mmneapom
Milwaukee
Indianapolis

Phoenix 

• Indicates selected cities for site visits based on high, medium, an� low prevalence
areas, 1eop-aphic repons, and areas with and without directly �ded NGOs.
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CUMULATIVE AIDS CASES REPORTED THROUGH DECEMBER, 1992

.f

CITY / STATE MSA TOTAL AIDS CASES %

CHICAGO, ILLINOIS 83.7%
1.7%

GARY, INDIANA 9.9%

MEMPHIS, TENNESSEE

MINNEAPOUS, MINNESOTA

NEWARK, NEW JERSEY

"• uj.X-~con.

SAN DIEGO, CALIFORNIA

3,633

KgughLi l »IXi i

1,118
184

1,264

ATTACHMENT 1
SELECTED DATA ON AIDS IN NEW JERSEY

175
623
616
450

1,864

1,865
2,467
1,239

965
6,073
2,093

173
790
781

78.7%
21.3%

100.0%

88.4%
11.6%

100.0%

45.3%
44.8%

100.0%

14.6%
100.0%

1,231
334

1,565

0.5% of all U.S. AIDS cases were 
reported by Minnesota.

0.7% of all U.S. AIDS cases were 
reported by Indiana.

3.2% of all U.S. AIDS cases were 
reported by Illinois.

5.8% of all U.S. AIDS cases were 
reported by New Jersey

Portland
All Others 
TOTAL - OREGON

3,044
264

1,816
1,145

Minneapolis/
St Paul 
All Others 
TOTAL - MINNESOTA

18.5% of all U.S. AIDS cases were 
reported by California.

0.7% of ail U.S. AIDS cases were 
reported by Tennessee.

0.6% of all U.S. AIDS cases were 
reported by-eaHtetrne. OKtztaOhJ

2,231
217
360

16,518

Knoxville
Memphis 
Nashville
All Others 
TOTAL - TENNESSEE

Gary
Indianapolis
All Others
TOTAL - INDIANA 1,744

4.8%
0.5%
0.8%

35.3%
6.5%
0.6%
3.9%
2.4%
7.8%

28.8%
9.7%

100.0%

12.7%
16.8%
8.4%
6.6% 

41.3%
14.2%

100.0%

9.4%
33.4%
33.0%
24.2%

100.0%

Z -
. »•.

Bergen/Passaic
Jersey City 
Middlesex
Monmouth/Ocean 
Newark
All Others
TOTAL - NEW JERSEY 14,702

Anaheim
Bakersfield 
Fresno
Los Angeles 
Oakland
Oxnard/Ventura
Riverside 
Sacramento 
San Diego
San Francisco
All Others
TOTAL - CALIFORNIA

13,473
4,117 

46,818

Source: Division of HiV/AlDS, Cemer for Infectious Disease, GDC. , 
December, 1992. CDC Public Use Microfiche Dataset

Chicago 6,885
Lake County 142
All Others 1,202
TOTAL - ILLINOIS 8,229



meeting announcement

CDC.

DATE: Friday, May 21,1993

TIME: 8 ajn.-5 pan.

PLACE:

STATUS: Open to the public, limited only by the space.

or indirectly (Le^ via health departments or USCM).

**over**

Z .

THIS PUBLIC MEETING IS BEING CONVENED AND CONDUCTED BY THE 

ADVISORY COMMITTEE FOR THE PREVENTION OF HIV INFECTION, NOT BY

Marriott City Center

30 South Seventh Street 

Minneapolis, Minnesota 55402

The ACPHI consists of 16 members appointed for specific overlapping terms by the 

United States Secretary of Health and Human Services. No ACPHI members are federal 

employees and none have contracts with the CDC.

In the morning, subcommittee members and consultants will receive public 

comment from representatives of governmental and non-governmental 
organizations (NGOs) on the issue of enhancing partnerships for HIV 

prevention. The afternoon session will focus on discussions with NGO 

representatives who are current or past recipients of CDC funds, directly

A series of meetings is being held by five ACPHI Subcommittees in 1993 as part of an 

expanded external review process. The ACPHI Subcommittee ("Developing
Partnerships for HIV Prevention") convening this meeting consists of 3 ACPHI members 

plus external consultants. They will receive public comment on partnerships between 

governmental and nongovernmental organizations for planning and implementing 

comprehensive HIV prevention programs.

The federally appointed Advisory Committee on the Prevention of HIV Infection 

(ACPHI) announces the following public meeting. Under terms of a United States 
Government Charter since 1988, the Advisory Committee on the Prevention of HIV 
Infection is authorized under 42 U.S.C. 217a, Section 222 of the United States Public 

Health Service Act "to advise the Director of the Centers for Disease Control and 

Prevention (CDC) regarding objectives, strategies, and priorities for HIV and AIDS 

prevention efforts."



CUMULATIVE AIDS CASES AS OF DECEMBER, 1992

■'.f Bergen/Passaic 1,865

See Attachment 1 for additional Information.

Selected rates are shown below for the period January * March 1993:

CDC DIRECT
FUNDING OF CBOs:

STATE FUNDING OF
NGOs

3.0%
5.1% 
4.5%
0.6%
5.7%

STD Clinic Patients:
Correctional Facility Residents: 
Tuberculosis Clinic Patients: 
Women’s Health Clinic Patients: 
Drug Treatment Program Clients:

Under the current CDC HIV Cooperative Agreement, the DOAPC 
adniinisters HIV Prevention contracts with approximately thirteen (13) 
NGOs targeting racial/ethnic minorities, one (1) NGO providing public 
information services and four (4) NGOs providing HIV counseling and 
testing services. Other NGOs funded under the CDC Cooperative 
Agreement Include drug treatment services providing HIV counseling, 
testing and other services to Injecting Drug Users. Contract awards under 
the Cooperative Agreement exceed $1,473,850 for NGOs providing HIV 
Prevention Services (excluding funding for HIV Counseling and Testing 
and funding to drug treatment centers).

NGOs may receive funds from the CDC HIV Prevention Cooperative 
Agreement with the Division of AIDS Prevention and Control (DOAPC), 
New Jersey State Department of Health (NJSDOH).

SELECTED DATA
REGARDING HIV 
SEROPREVALENCE:

NEWARK, NEW JERSEY SITE VISIT 
FACT SHEET

AIDS CASE 
REPORTING

97/3,269
14/275
8/177 

28/3,961 
85/1,486

Jersey City
Middlesex
Monmouth/Ocean 
Newark
All Others 
TOTAL - NEW JERSEY

12.7%
16.8%
8.4%
6.6% 

41.3%
14.2%

100.0%

2,467
1,239

965
6,073
2,093

14,702

<•

5.8% of ail U.S. AIDS 
cases were reported 
by the New Jersey 
State Department of 
Health.

NGOs funded by the NJSDOH under the CDC HIV Prevention Cooperative 
Agreement funds include, but are not limited to: Boys and Giris Club of 
Newark,Caribbean Haitian Council, Casa Prac, Check-Mate, Hispanic 
Association of Ocean County, Martin Luther King Academy, Morris County 
Urban League, Nigeria-America Institute, Planned Parenthood of Mercer, 
Puerto Rican Association for Community Organization, Urban League of 
Metropolitan Trenton, and Spanish Community Center.

NGOs In several New Jersey MSAs were eligible to receive direct funding 
through CDC HIV Prevention Cooperative agreements. No NGOs in New 
Jersey currently receive direct funding through Program Announcement 
202. However, at least eight NGOs have received awards under previous 
Program Announcements for direct funding of minority and other CBOs.



CDC NMO ACTIVITIES: Puerto Rican Organization for Community Education and Economic 
Opportunity, Inc. (PROCEED) serves as lead agency for the Northeast 
Hispanic AIDS Consortium (NeHAC), a network of seven community• 
based organizations founded to create a regional response to HIV 

.t Infection rates among Hispanic/Latinos. NeHAC serves communities In 
Connecticut, New York, New Jersey, Massachusetts, Puerto Rico. The 
affiliates of NeHAC completed HIV/ AIDS needs assessments of their 
respective communltJes and developed culturally-sensitive and appropriate 
HIV /AIDS prevendon models targeting men who have sax with men, 
Injecting drug users and Latina women, and a traJnlng and resource 
manual. 

PROCEED .ls located In Ellz.abeth, New Jersey. 

ESTIMATED NUMBER Approximately 80 nongovemmental organizations are located In New 
OF NGOs: Jersey. This estimate axaudes publlc universities/hospitals, cilnlcaJ trials 

units, medical socJetles, and hospice programs. 

SELECTED 1990 Census data for New Jersey: Population by race/ethnicity 
DEMOGRAPHICS: (Attachment 3 presents lnfonnatlon on Newark): 

OTHER RELEVANT 
INFORMATION: 

ATTACHMENTS: 

White, Not Hispanic: 
Black, Not Hispanic: 
Other: 
Total: 

6,370,411 
1,067,086 

292,691 
7,730,188 

( 82.4%) 
( 13.8%) 

( 3.8%) 
(100.0%) 

The NJSOOH administers funds from the HIV Prevention Cooperative 
Agreement to support a number of Consortia to support HE/RR, Minority 
and Drug User lnterventJon Servtces. Lead agencies for the Consortiu 
lnciude: Camden Area Health EducatJon Center, Qty of Trenton, Famiy 
Planning Program of Ocean County, and Paterson Counseling Center. 

The NJSOOH supports 25 free-standing HIV Counseling and T eating Sites. 
San Diego Is the site of Project Action, a social marketing effort to 
promote condom utilzatlon among teenagers at risk. 

The NJSDOH also colJaborates with other Federally funded agencies and 
other organizations. ThJs lnciudas the N. J. Collegiate Consortium for 
Health In Higher Education (CDC), the New Jersey State Department of 
EducatJon (CDC), the Regional AIDS Education Canter at the University of 
Medicine and Dentistry of New Jersey (HRSA), and the National Pediatric 
HIV Resource Center at Children's Hospital, Newark (HRSA). The 
Division of Al.OS Prevention and Control provides over 1.2 million dollars 
to drug treatment centers throughout the state to support HIV/ AIDS 
prevention servtcea. 

SOURCES: New Jersey HIV Prevention Cooperative Agreement 
Application (1992); New Jersey Quarterfy Narrative (June 14, 1993). 

1. Selected Data on AIDS In New Jersey.
2. 1990 Census Data· Selected Information
3. Partial Ustlng of Non-Oovemmental organizations involved In HIV

prevention.

2 



STATE OF FLORIDA 

ffiS DEPARTMENT OF HEALTH AND 

REHABILITATIVE SERVICES 
SARASOTA COUNTY 
PUBLIC HEAL TH UNIT 

. - MAGENHEIM, M.O., M.P.H. 
ij .. MJ!l H�L TH,9fflCEf\. I • e 

(813) 954-2900
SUNCOM 552-7950

July 9, 1993 

TO: 

FROM: 

CDC External Review Group on "HIV Prevention Partnerships'' 

Belinda Rochelle and Mark J. Magenheim, Co-FacilitatorsJt 

RE: Ideas for July 13 preparation of final Review Panel Report 

We've been thinking about how we might organize all our notes �nd
summaries of site-visit meetings for our report, and we'd llke to
propose the following format and plan for our July 13 work day. 

8:15-8:30 a.m.: Discussion/Approval of July 13 
Agenda and Report Time-frame 

Belinda 
and Mark

8:30-8:45 a.m.: 

8:45-9:00 a.m.: 

Overview of City-Visits 

Role of Professional Writer 
in today's Session with Panel

Mark and Belinda 

Mark. Belinda and
Denise Webster

9:00-10:15 a.m: Gener�l Discussion of Visits 

10:15-10:30 a.m: BREAK 

10:30-11:30 a.m: Agreement on Format and Work Plan 

11:30-12:15 a.m: Agreement on Findings re Question 1 

12:15-1:00 p.m. 

1:00-1:45 p.m. 

1:45-2:30 p.m. 

2:30-3:00 p.m. 

3:00-3:30 p.m. 

3:30-4:45 p.m. 

4:45-5:15 p.m. 

LUNCH BREAK, etc. 

Agreement on Findings re Question 2

Agreement on Findings re Question 3

BREAK

Agreement on Findings re Question 4 

Priority Recommendations 

Follow-up Work Assignments & TimeFrame 
for Preparation/Review of Drafts 

Full Panel 

All ( A)

All ( B)

All ( C) 

All (D) 

All ( E)

All (F) 

Belinda
and Mark

(LETTERS) after "ALL" denote different panel members serving as the
facilitators for this section of the July 13 agenda. The proposed 
format and workplan for the Report is shown on the f'qllowing page). 

DISTRICT EIGHT• P.O. BOX 2658 • SARASOTA. FLORIDA 34230:2658 

LAWTON CHILES, GOVERNOR 



MEMO re: Final Report on HIV Prevention Partnerships /2

The Advisory Committee STANDARD FORMAT for Review Group Reports is: 

I. INTRODUCTION
o Names of advisory committee members, chair, co-author,

external consultants
o Dates of review meetings and sites visited

II. BACKGROUND and CURRENT STATUS of Program
o Scientific Foundation for Program Activities
o Development and Operation of Program

III. PREVIEW PROCESS
o Objectlves and issues to be addressed
o Assessment goals

IV. FINDINGS AND RECOMMENDATIONS for Program Policies/Strategies
o Strengths and weaknesses
o Strategic needs
o Issues for consideration
o Priority recommendations

Specific areas about which we will want to comment in our report: 

a) Perspectives on current HIV Partnerships
a. NGO's with each other (local, state, regional, national)
b. NGO's with government (local, state, federal/CDC relations)
c. inter-governmental relations (local, state, federal/CDC)

b) Problems identified among existing partnerships at all levels
a-c: as above

c) Ideal Characteristics of partnerships: comments from the field

d) Technical assistance interests and needs: views from the field
a-c: as above in (a), plus FROM the field TO CDC.

e) Opportunities for integration of HIV/STD/TB/Hep. B programs

Appendices: Details about visits and the process in general, etc. 

We propose that all panel members assign ourselves to take prime or 
shared responsibility for one section only and serve as the contact 
person to edit that section directly with Denise as she prepares 
the final document. All panel members would be invited to submit 
their comments and/or notes on a particular section to the panel 
member coordinator(s) for that section. The section coordinator(s} 
would act as editor(s) for collating panel comments on that section 
and would be the liaison for that part of the report with Denise. 

xc: Jim Curran and Ron Valdiserri, CDC 
Kristine Gebbie, Adv. Comm. Chair 
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SPECIAL INSTRUCTIONS: _ _ _ _ _ _ _ _ _

PHONE t: (^>V) f SUNCOK i 
FAX i; (^4) C-3 ? - a SUNCOM 1 _ _ _ _

FROM:
OFFICE: 

TO; 
OFFICE;
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STATE OF FLORIDA 

DEPARTMENT OF HEALTH AND 

REHABILITATIVE SERVICES 

MAGENHEIM, M.D., M.P.H. 
ij,h�Q H;�L THJ).FflCEA 

July 9, 1993 

SARASOTA COUNTY 
PU8LIC HEAL TH UNIT 

(813) 954-2900
SUNCOM 552-7950

TO: 

FROM: 

RE: 

CDC External Review Group on "EIV Prevention Partnerships" 

Belinda Rochelle ·and Mark J. Magenheim, Co-Facilitatoro/ 

Ideas for July 13 preparation of final Review �anel ,Report 

We've been thinking about bow we might organize all our notes �d 
summaries ot site-visit meetings for our report, and�we'd like to 
propose the following format and plan for our July 13 work day. 

8:,15-8:30 a.m.: 

8: 30-8: 45 a. m. : 

8:45-9:00 a.m.: 

9:00-10:15 a.m: 

Discussion/Approval of July 13 
Agenda and Report Time-frame 

Overview of City-Visits 

Role of Professional Writer 
in today's Session with Panel 

General Discussion ot Visits 

Belinda 
and Mark 

Mark and Belinda 

Mark, Belinda and 
Denise Webster 

Full Panel

10:15-10:30 a.m: BREAK 

10:30-11:30 a.m: Agreement on Format and Work Plan 

11:30-12:15 a.m: Agreement on Findings re Question 1 

LUNCH BREAK. etc. 

Agreement on Findings re Question 2 

Agreement on Findings re Question 3 

BREAK 

Agreement on Findings re Question 4 

Priority Recommendations 

All (A) 

All (B) 

All (C)

Al 1 ( D} 

All (E)

All (F)

12:15-1:00 p.m. 

1:00-1:45 p.rt.

l:45-2:30 p.m. 

2:30-3:00 p.m. 

3:00-3:30 p.m. 

3:30-4:45 p.m. 

4:45-5:15 p.m. Follow-up Work Assignments & TimeFrame Belinda 
for Preparation/Review of Drafts and Mark 

(LETTERS) after "ALL" denote different panel members serving as the 
t•cilitators for this section of the July 13 agenda. The proposed 
format and workplan to� the Report is shown on the following page). 

DISTRICT EIGHT• P.O. SOX 26S8 • SARASOTA, FLORIDA 3423o'.2658 

LAWTON CHl1.5S, GOVERNOR 



MBHO re: Final Report on HIV Prevention Partnerships /2 

The Advisory Committee STANDARD FOm',.AT for Review Group Reports is: 

I. INTRODUCTION
o Names of advisory committee members. chair, co-author,

external consultant•
o Dates of review meetings and sites visited

II. BACKGROUND and CURRENT STATUS of Program ·, �.
o Scientific Foundation for ?rogram Activities
o Development and Operation of Program

III. PREVIEW PROCESS
o Objectives and issues to be addressed
o Assessment goals

IV. FINDINGS AND RECOMMENDATIONS for Program Policies/Strategies
o Strengths and weaknesses
o Strategic needs
o Issues for consideration
o Priority recommendqtions

Specific areas about which we will want to comment in oul:' report! 

a) Perspectives on current HIV Partnerships
a. NGO's with each other (local, state, regional, national)
b. NG0 1 s with government (local, state, federal/CDC relations}
c. inter-governmental rel,ations (local, s�at�, federal/CDC) 

b} Problems identified among existing partnerships at all levels
a-c: as above

c) Ideal Characteristics of part�erships: com�ents from the field

d) Technical assistance interests and needs: views from the field
a-c; as above in (a), plus FROM the field TO CDC.

e) Opportunities for integration of HIV/STD/TB/Hep. B programs

Appendices: Details about visits and the process in general, etc. 

We propose that all panel members assign ourselves to take prime or 
shared responsibility for one section only and serve as the contact 
person to edit that section directly with Denise as she prepares 
the final docwnent. All panel members would be invited to submit 
their comments and/or notes on a particular section to the panel 
member coordinator(s) for that section. The section coordinator(s) 
would act as ed1tor(s) tor collating panel comments on that section 
and would be the liaison for that par� of the report with Deni••· 

xc: Jim Curran and Ron Valdiaerri, COC 
Kristine Gebbie, Adv. comm. Chair 

. . ... ... 
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July 6, 1993 

The attached ideal goals were inadvertently omi
t

ted from the June 29, 1993 letter to 
you from the subcommittee on Promoting Knowledge of Serostatus (HIV counseling, 
testing, referral, and partner notification programs). Please add these additional 
ideal goals to those you have already received. We apologize for any inconvenience 
this may have caused you. 

Thank you 



»

In regard to primary prevention of HIV infections, the major goal 
of the national CTRPN program should be to reduce high risk 
behaviors.

Statement of Ideal Goal of Counseling, Testing, Referral, and 
Partner Notification (CTRPN) Programs for HIV Prevention.



»

To encourage those exposed to be tested.

GOALS FOR PARTNER NOTIFICATION 
JUNE 15, 1993

To notify people who might otherwise not be aware that they were 
exposed to HIV.

To bring into services and to obtain a reduction in high risk 
behaviors from sexual and needle-sharing partners of sero 
positive individuals.



1)

2)

3)

People with HIV infection:-to get them into counseling and 
other prevention, medical and social services.

People who engage in high-risk behavior: to get them into 
long-term counseling and other prevention services.

People who are not at risk: to give them information about 
HIV, how it is and is not transmitted, and to reduce their 
demand for unneeded HIV prevention services.

Outreach programs in the context of CTRPN should be designed to 
reach three different populations:
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DEPARTMENT OE HEALTH & HUMAN SERVICES Public Health Service

June 29, 1993

Dear Dr. Mahan:

Sincerely yours.

<jerfrey A. Kelly, Ph.D.

Enclosures

Centers for Disease Control 
and Prevention (CDC) 

Atlanta GA 30333

Neil Schram, M.D.
Subcommittee Chair

ey A. Kelly
Lead Consultant

The subcommittee and consultants would like to observe CTRPN service delivery and 

discuss the goals and functions of CTRPN. These visits are not being held to 
evaluate your current program. The subcommittee is seeking ypur input to the 
recommendations that will be made to CDC for the future role of HIV CTRPN in an 

overall HIV Prevention strategy.

As part of an external review process, the CDC Advisory Committee on the Prevention 

of HIV Infection (ACPHI) has established a subcommittee on HIV counseling, testing, 

referral and partner notification (CTRPN) and invited expert consultants to 
participate. None of the subcommittee members or consultants are federal employees.

Charles S. Mahan, M.D.
State Health Officer
1317 Winewood Boulevard
Tallahassee, Florida 32399-0700

Enclosed are the subcommittee’s current "Statement of the Ideal Goal of CTRPN 
Programs for HIV Prevention" and ideal goal for each component of CTRPN including 
outreach programs. Also enclosed is the most recent proposed language for the 
Federal Register notification requesting public comments for this review process. 
We expect publication of this notice shortly. Please review these materials before 
the visit by a team composed of subcommittee members. We look forward to talking 
with you and obtaining your advice and feedback about these important issues.

Members of the subcommittee and consultants are planning to visit the following 5 
cities: Dallas, Miami, New York, Raleigh, and Seattle. These visits are being made 
to help seek the broadest possible input into this process. The members and 
consultants will be visiting a number of counseling and testing sites and community­
based organizations and holding small discussion groups with service providers as 
well as clients. CDC staff will accompany the external review teams at each site 

visit.



4 DEPARTMENT OF HEALTH & HUMAN SERVICES Public Health Service

June 29, 1993

Dear Dr. Hamburg:

Sincerely yours.

Enclosures

Centers for Disease Control 
and Prevention (CDC) 

Atlanta GA 30333

Neil Schram, M.D.
Subcommittee Chair

Jeffrey A. Kelly
Lead Consultant

The subcommittee and consultants would like to observe CTRPN service delivery and 
discuss the goals and functions of CTRPN. These visits are not being held to 
evaluate your current program. The subcommittee is seeking your input to the 
recommendations that will be made to CDC for the future role of HIV CTRPN in an 

overall HIV Prevention strategy.

Members of the subcommittee and consultants are planning to visit the following 5 
cities: Dallas, Miami, New York, Raleigh, and Seattle. These visits are being made 
to help seek the broadest possible input into this process. The members and 
consultants will be visiting a number of counseling and testing sites and community­
based organizations and holding small discussion groups with service providers as 
well as clients. CDC staff will accompany the external review teams at each site 

visit.

Margaret A. Hamburg, M.D.
Commissioner
New York City Department of Health
125 Worth Street
Room 331, Box Number 28
New York, New York 10013

As part of an external review process, the CDC Advisory Committee on the Prevention 
of HIV Infection (ACPHI) has established a subcommittee on HIV counseling, testing, 

referral and partner notification (CTRPN) and invited expert consultants to 
participate. None of the subcommittee members or consultants are federal employees.

Enclosed are the subcommittee's current "Statement of the Ideal Goal of CTRPN 
Programs for HIV Prevention" and ideal goal for each component of CTRPN including 
outreach programs. Also enclosed is the most recent proposed language for the 
Federal Register notification requesting public comments for this review process. 
We expect publication of this notice shortly. Please review these materials before 
the visit by a team composed of subcommittee members. We look forward to talking 
with you and obtaining your advice and feedback about these important issues.
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4 DEPARTMENT OF HEALTH & HUMAN SERVICES Public Health Service

June 29, 1993

Dear Mr. Miyahara:

Sincerely yours,

Enclosures

Neil Schram, M.D.
Subcommittee Chair

Centers for Disease Control 
and Prevention (CDC) 

Atlanta GA 30333

Bruce A. Miyahara, Secretary
Department of Health
1112 SE Quince Street
Post Office Box 47890
Olympia, Washington 98504-7890

Jeffrey A. Kelly, Ph.D.

Lead Consultant

The subcommittee and consultants would like to observe CTRPN service delivery and 
discuss the goals and functions of CTRPN. These visits are not being held to 
evaluate your current program. The subcommittee is seeking your input to the 
recommendations that will be made to CDC for the future role of HIV CTRPN in an 

overall HIV Prevention strategy.

Members of the subcommittee and consultants are planning to visit the following 5 
cities: Dallas, Miami, New York, Raleigh, and Seattle. These visits are being made 
to help seek the broadest possible input into this process. The members and 
consultants will be visiting a number of counseling and testing sites and community­
based organizations and holding small discussion groups with service providers as 
well as clients. CDC staff will accompany the external review teams at each site 

visit.

Enclosed are the subcommittee's current "Statement of the Ideal Goal of CTRPN 
Programs for HIV Prevention" and ideal goal for each component of CTRPN including 
outreach programs. Also enclosed is the most recent proposed language for the 
Federal Register notification requesting public comments for this review process. 
We expect publication of this notice shortly. Please review these materials before 

the visit by a team composed of subcommittee members. We look forward to talking 
with you and obtaining your advice and feedback about these important issues.

As part of an external review process, the CDC Advisory Committee on the Prevention 
of HIV Infection (ACPHI) has established a subcommittee on HIV counseling, testing, 

referral and partner notification (CTRPN) and invited expert consultants to 
participate. None of the subcommittee members or consultants are federal employees.



DEPARTMENT Of HEALTH & HUMAN SERVICES Public Health Service 

Centers for Disease Control 

and Prevention (CDC) 

Atlanta GA 30333 

June 29, 1993 

Charles E. Bell, M.D. 
Chief, Bureau of HIV/STD Control 
Texas Department of Health 
1100 West 49th Street 
Austin, Texas 78756-3199 

Dear Dr. Bell: 

As part of an external review process, the CDC Advisory Committee on the Prevention 
of HIV Infection (ACPHI) has established a subcommittee on HIV counseling, testing, 
referral and partner notification (CTRPN) and invited expert consultants to 
participate. None of the subcommittee members or consultants are federal employees. 

Members of the subcommittee and consultants are planning to visit the following 5 
cities: Dallas, Miami, New York, Raleigh, and Seattle. These visits are being made 
to help seek the broadest possible input into this process. The members and 
consultants will be visiting a number of counseling and testing sites and community­
based organizations and holding small discussion groups with service providers as 
well as clients. CDC staff will accompany the external review teams at each site 
visit. 

The subcommittee and consultants would like to observe CTRPN service delivery and 
discuss the goals and functions of CTRPN. These visits are not being held to 
evaluate your current program. The subcommittee is seeking your input to the 
recommendations that will be made to CDC for the future role of HIV CTRPN in an 
overall HIV Prevention strategy. 

Enclosed are the subcommittee's current "Statement of the Ideal Goal of CTRPN 
Programs for HIV Prevention" and ideal goal for each component of CTRPN including 
outreach programs. Also enclosed is the most recent proposed language for the 
Federal Register notification requesting public comments for this review process. 
We expect publication of this notice shortly. Please review these materials before 
the visit by a team composed of subcommittee members. We look forward to talking 
with you and obtaining your advice and feedback about these important issues. 

7�ilrLrn /cw 
Neil Schram, M.D. 
Subcommittee Chair 

Enclosures 

Sincerely yours, 

� Kql�� fu 
Lead Consultant 



DEPARTMENT OF HEALTH & HUMAN SERVICES 

Ronald H. Levine, M.D., M.P.H. 
State Health Director 
State of North Carolina 
Department of Environment, Health, and Natural Resources 
Post Office Box 27687 
Raleigh, North Carolina 27611-7687 

Dear Dr. Levine: 

Public Health SeMce 

Centers for Disease Control 
and Prevention (CDC) 

Atlanta GA 30333 

June 29, 1993 

As part of an external review process, the CDC Advisory Committee on the Prevention 
of HIV Infection (ACPHI) has established a subcommittee on HIV counseling, testing, 
referral and partner notification (CTRPN) and invited expert consultants to 
participate. None of the subcommittee members or consultants are federal employees. 

Members of the subcommittee and consultants are planning to visit the following 5 
cities: Dallas, Miami, New York, Raleigh, and Seattle. These visits are being made 
to help seek the broadest possible input into this process. The members and 
consultants will be visiting a number of counseling and testing sites and community­
based organizations and holding small discussion groups with service providers as 
well as clients. CDC staff will accompany the external review teams at each site 
visit. 

The subcommittee and consultants would like to observe CTRPN service delivery and 
discuss the goals and functions of CTRPN. These visits are not being held to 
evaluate your current program. The subcommittee is seeking your input to the 
recommendations that will be made to CDC for the future rol� of HIV CTRPN in an 
overall HIV Prevention strategy. 

Enclosed are the subcommittee's current "Statement of the Ideal Goal of CTRPN 
Programs for HIV Prevention" and ideal goal for each component of CTRPN including 
outreach programs. Also enclosed is the most recent proposed language for the 
Federal Register notification requesting public comments for this review process. 
We expect publication of this notice shortly. Please review these materials before 
the visit by a team composed of subcommittee members. We look forward to talking 
with you and obtaining your advice and feedback about these important issues. 

7Lw�mW 
Neil Schram, M.D. 
Subcommittee Chair 

r::nclosures 

Sincerely yours, 

2ft::2 q.i 1::!5/CuJ 
Lead Consultant 



The Ideal Goal of HIV testing

The ideal goal of HIV testing is to promote knowledge of HIV 
infection status in a reliable, convenient, timely way. 
Knowledge of the test results can then be used as a tool to 
provide access to prevention and appropriate health services.



«

The Ideal Goals of Referral

ideal goals of referral are to:The

Prevent transmission of HIV infection and1.

2. Ensure that all HIV-infected persons receive high quality 

medical care by:

1) Linking HIV negative clients with high risk behavior to 

prevention counseling and
2) Linking all HIV-infected clients to long term services which 
provide medical, behavioral, psychosocial, and case management 

services.



The Ideal Goals of Counseling

1) To help people assess their risk of HIV transmission.

2) To assist people with high risk behaviors reduce those 

behaviors

3) To assist people who are vulnerable to initiating high risk 

behaviors in preventing such behaviors.

4) To offer different quantities, intensities, and types of 
behavior change interventions based on the individual.



DRAFT

4160-18-PBILLING CODE:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Disease Control and Prevention

CDC ADVISORY COMMITTEE ON THE PREVENTION OF HIV INFECTION

SUBCOMMITTEE ON PROMOTING KNOWLEDGE OF SEROSTATUS

(COUNSELING, TESTING, REFERRAL, PARTNER NOTIFICATION)

REQUEST FOR COMMENTS

Centers for Disease Control and Prevention (CDC),AGENCY:

Public Health Service, HHS.

Request for Comments.ACTION:

A subcommittee has been established to the CDCSUMMARY:

programs.

counseling, testing, referral and partner notification 

programs to determine how well these programs provide 

persons at risk a convenient opportunity to:

learn their HIV serostatusa) .

Serostatus (Counseling, Testing, Referral, Partner

Notification) has enlisted the assistance of a number of 

experts in identifying the areas to be addressed in the 

review process.

During meetings over the next 3 or 4 months, the 

subcommittee will review and evaluate CDC’s HIV antibody 

Advisory Committee on the Prevention of HIV Infection (CDC

ACPHI) to conduct a review and evaluation of CDC's HIV 

counseling, testing, referral and partner notification

The Subcommittee on Promoting Knowledge of



DRAFT
b). receive HIV prevention counseling

obtain referrals for additional prevention and otherc) .

services, and

assist sex and needle-sharing partners in receivingd).

prevention services and referrals.

In order to assure the broadest possible input into

this process, the CDC ACPHI reguests conunents from

interested parties on the following questions:

What should be the ideal goals for the CDC HIV

2).

How should the program be changed to meet the ideal3).

of CTRPN in relationship to other HIV prevention

programs and activities?

b. What information and data do CDC, health

departments, and service providers need to continually

4).

to better achieve the ideal goals?

improve the program?

What are the impediments to improving the program and

goals?

a. What should be the relative investment and priority

1).

prevention program as well as each component (counseling, 

testing, referral, and partner notification) of CTRPN 

programs? What should be the relative emphasis of each 

component? How should progress be measured?

How well does the current program meet the ideal goals?



DRAFT
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DATES: Please provide written comments within 30 days of 

this notice.

Ms. KristineADDRESSES: Comments should be addressed to:

Gebbie, Chair, CDC Advisory Committee on the Prevention of

HIV Infection, c/o Centers for Disease Control and

Prevention (CDC), 1600 Clifton Road (MS/E-40), Atlanta,

Georgia 30333.

Connie Granoff, CommitteeFOR FURTHER INFORMATION CONTACT:

Assistant, Office of the Associate Director for HIV/AIDS,

1600 Clifton Road, NE, Mailstop E-40, Atlanta,CDC,

Georgia 30333, telephone (404) 639-2918.

Dated:

Signed by:
Arthur C. Jackson
Associate Director for Management

and Operations
Centers for Disease Control and

Prevention (CDC)



NEW JERSEY HOSPITAL ASSOCIATION

at the Center for Health Affairs

July 13, 1993

Dear Ms. Gebbie:

F 1

Ms. Kristine Moore Gebbie, Chairman 
Advisory Committee on the Prevention 

of HIV Infection
Centers for Disease Control and Prevention
Attention: Ms. Connie Granoff
1600 Clifton Road, NE, MS E40 
Atlanta, GA 30333

NIHA
760 Alexander Road
CN-1
Princeton, New Jersey 08543-0001

While any source of financial support is of critical importance, $3,000,000 is grossly 
inadequate to address the complex and costly consequences associated with Tuberculosis. Of 
the funding which is being provided, very little is filtering down to health care providers who 
are also assuming significant responsibility for providing care to patients with Tuberculosis; 
specifically, New Jersey’s hospitals.

(609) 275-4000
FAX (609) 275-4100

©

Recently the New Jersey Hospital Association wrote to Secretary of Health and Human 
Services, Donna Shalala, requesting her support for TB initiatives in New Jersey, including 
financial support for New Jersey’s hospitals. We received a response from Acting Assistant 
Secretary for Health, Audrey F. Manley, indicated that the CDC has awarded $31,902,305 
in prevention, control and elimination funds for continuing and expanding TB surveillance, 
outreach, improving laboratories and MDR TB controls efforts. New Jersey received 
$2,924,649 in funding administered through the New Jersey State Health department.

As Chairman of the New Jersey Hospital Association/Medical Society of New Jersey 
Committee on Tuberculosis, I would like to thank you for the opportunity to comment on 
partnerships between government and non-governmental organizations for planning and 
implementing comprehensive HIV prevention. The Committee which I chair is focusing 
predominantly on the issue of TB, which, as you know, is disproportionately affecting the 
AIDS population.

N JHA 
n issociiTiM 
or mnnLS

As you may know, the Occupational Safety and Health Administration (OSHA) has created 
enforcement guidelines for occupational tuberculosis exposure. Compliance with these 
guidelines, which only pertain to Region II. require expensive operational and 
environmental/facility changes.



Sincerely,

Thomas D. Farrell, Chairman
New Jersey Hospital Association/Medical

Society of New Jersey Committee on TB

Health Services Supervisor,
New Jersey State Department of Corrections

With the current required changes to ventilation systems, hospitals are faced with the 
financial challenge of retrofitting their facilities with little guidance on effective interim 
control measures and no guidance on outpatient settings. As a result, New Jerseys hospitals 
are faced with enormous costs as they attempt to bring their facilities environmental controls 
into compliance. It is estimated that New Jersey’s hospital will spend tens of millions of 
dollars attempting to develop isolation rooms with appropriate ventillation. One hospital in 
Newark is faced with a $7 million dollar project to revamp their ventillation system to 
accommodate patients with TB. Such costs do not take into consideration the additional 
financing required for employee testing on at least an annual basis, employee education, and 
personal protection equipment for health care workers. It can be assumed that other 
congregate living facilities in New Jersey (prisons, jails, psychiatric hospitals, nursing 
homes, etc.,) will be encountering similar burdens.

If New Jersey’s facilities are required to respond to the costly environmental controls and 
respiratory protection regulations imposed by OSHA, then financial resources must be 
provided to the facilities to assists them in these efforts. Facilities caring for 
disproportionate numbers of patients with AIDS, patients with TB and patients with both 
diseases are least able to carry the financial burdens associated with equipping their facilities 
to respond to TB. We are seeking your support for a federal block grant for retrofitting 
hospitals and other facilities, purchasing infection-control equipment and supplies, conducting 
demonstration projects aimed at finding the most effective ways to prevent TB transmission 
in inpatient and outpatient settings and, methods by which to get TB patients to comply with 
their treatment regimens.

K. Moore Gebbie
July 13, 1993 
Page Two

We also ask for your support in making the OSHA guidelines truly guidelines, rather than 
regulations. We look forward to learning of the CDC’s recommendations, which we hope 
will allow more flexibility to hospitals as they develop policies and procedures to respond to 
TB. Our committee is attempting to identify sources of private and state funds to assist 
hospitals and other health care facilities. In addition to our efforts, we ask for your 
assistance in locating the necessary financial support for New Jersey’s health care facilities. 
Your support in this effort will be of tremendous help.



Dear Ms. Connie Granoff:

In response to review of planning and implementation of

a comprehensive HIV prevention programs.

Our organization, The Howard County Board of Health,

based in a rural and under 100,000 population urban

planned, organized, implemented and instructed programs in

HIV/AIDS education since the early 1930’s.

There is a need for support for rural, urban areas with

continued funding for HIV/Aids education, HIV testing and the

Community Aids Action Group.

The actual case rate for Aids infected persons is high

for a rural urban area under 100,000 population. It totals

out the same rate as Marion County.

We hope excellent programs will be rewarded by CDC'S

continued support and funding.

All HIV/Aids services are a strugqle for areas that are

under-funded, but have significant HIV/Aids needs.

Sincerely Yours

Jeri Malone,

area, has

HOWARD COUNTY BOARD OF HEALTH
120 EAST MULBERRY STREET

ROOM 206

KOKOMO, INDIANA 46901 
PHONE (317) 456-2403

R. N, M. S. N.

Center for Disease Control and Prevention
1600 Clifton Road, ME, MS E40
Atlanta, Georgia 30333



HOWARD COUNTY AIDS ACTIVITIES 1992

1992 Evaluation of HIV/AIDS Project

HOWARD COUNTY HIV/AIDS EDUCATION

Support Group Meetings 20

15

HIV Testing (Anonymus at Health Dept.) 196

AIDS Couseling for Health & Resources 5

AIDS Helpline Training 2

OVER

1,698
1,987

470
491

40
78

203 C juvenile detention, etc )
31
28

249
43

245
49

Community Action Group Meetings 
(Community Group Started 3/92)

CAG funds were spent for AIDS brochures. Helpline installation, 
supplies, education and travel.

75 presentations to youth
49 presentation to homeless
25 presentations to women
31 presentations to men

2 Black churches
5 jail Inmate presentations

28 presentations to high risk youth
8 Jail staff
3 AIDS Counc i1s

12 Health Professionals
5 Support groups

12 Bona Vista Clients
2 Chronic mentally ill adults 

277 Presentations given

8,901 persons attende'd



TESTING SITE TYPE

March 36 24 8.45 12 1 .05

April 40 21 6 .05 21 19 3 .30

May 16 13 1 .30 3 1 3 1 2 5

June 39 22 15.05 22 17 2 ■ 50

July 46 24 6 .25 24 6.2522

August 49 25 12 . 25 24 4.25

September 28 13 4. 1 3 1 5 2

October 33 17 5.10 17 1 6 2

November 46 25 8.45 2 1 2 .30

December 40 19 8.10 2 1 2. n s

Totals 373 203 75.15 166 180 24.45

p. Harr i son, R . N.
CTS Si to

NUMBER
OF

SITES

1 decline
23

TOTAL
TIME
SPENT

U PATIENTS
POSTTEST 
COUNSELED

TOTAL
TIME
SPENT

H PATIENTS
PRETEST 
COUNSELED

H.I.V. COUNSELING AND TESTING DATA
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  YEAR_l 992 

ACTIVITIES BY SITE

NUMBER OF
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456-41DS

J.F.S And other 

Howard County

HIV/AIDS Services

I

Howard County Community 

AIDS Action Group

The Howard County Community AIDS Action 

Group (HCAG) is a group of concerned citizens with 

a goal of helping persons with HIV/AIDS in the 

community of Howard County.

The activities of the group is funded by a grant 

from the Indiana Community AIDS Action Network 

(ICAAN) and the Indiana Department of Heaith.

The HCAG plans to reach individuals in the 

community through the distribution of this brochure 

to encourage them to seek the services of HIV/AIDS 

testing and support The group will also be hosting a 

help line for the community.

Anyone, rega-dless of whether or not he/she has 

HIV/AIDS, who is interested in volunteenng time or 

services for the Howard County Community AIDS

This brochure is dedicated to all who are living 

suffering, and have died of AIDS and of hopes of 

bnnging a better quality of life to those in the 

community.

T':—

He/p Line



NATiONAL and STATE

HIV/AIDS
Planned Parenthood

HELP LINES
404 B Arnold Ct - 455-2400

Naiicnai AIDS Hotline -1-S00-342-AIDS

Indiana HIV/AIDS Hotline -1 -800-848-AIDS

Indiana Health Center

ICAAN HIV/AIDS Helpline -1 -800-659-7580
1940S. Elizabeth - 459-0662

HIV/AIDS-TEEN- Hotline -1 -800-347-8336
AIDS Education for Community - 456-2408

Damien Center, AIDS Support -1 -317-632-0123

1350 North Pennsylvania, Indianapolis, IN 46202

AiDS Disonminaton -1 -8C:0-775-ADS

Ab HWWS services in Howard County are Ccriiderth!

1

Howard. Community Hospital

3500 S. Lafountain St - 453-8437

HFV/AiDS Support Group for persons v/itr 

HIV/AIDS and Caregivers - 456-2408

HIV/AIDS Testing in KOKOMO

HIV/A/DS Testing, FREE snc ANONYMOUS, 
Monneys byAnDointmenz ar ne&bi uepartmem 
120E MUbenySt Rm 2CS -456-2408

1 *

Referral to Community on HIV/AIDS 

Resources - 456-2408
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Vincent admits she has come a 
long way from her first days on 
the job, which included endless 
hours of making connections in the 
area and asking permission to 
make her presentations. Now she 
not only receives many calls from

„ -/Tribune staff writer

*’ ’1 '

• I.'.!

The most common misconcep­
tion Howard County has about the 
AIDS virus, she said, is that it can

J 1 
highest on the pretests, Vincent I 

,said many high school students 
also receive high marks. Least 
knowledgeable about AIDS are 
jail inmates, who are a high-risk 
group.

AIDS educator 
making progress

? ’I

’-•J 
<• I

people wanting her to speak, she 
also heads an on-going program at 
Howard County Jail, leads a coun­
ty support group and offers AIDS 

’ c^ted^VtacentT pSi^n“U§i^ce formation to county, private and

January, Vincent has spoken to
more than 6,000 area residents, 
including students, jail inmates,
dental hygienists and dentists —

Local

; County can match this ratio.
1 Registered nurse Sharon Vin-

Vincent said.

Area schools’ curriculums con­
cerning teaching students about 
AIDS are good, Vincent said, Ixit 
some teachers do not feel knowl­
edgeable enough or are too un­
comfortable about the topic to 
discuss it. But she feels educating 
people about the illness is the only 
way to overcome it.

Another benefit of education, 
she said, is ending prejudice 
against those afflicted with the 
disease.

“I’ve seen it, and it surprises 
me. Among the high-risk groups , 
are people who are sexually ac­
tive. From my post-test results I 
calculated that 61 percent of an

AIDS risks. Before her talks, she 
gives “pretests,” to gather AIDS 
facts they already know. ‘Tost- ' 
tests” help her determine what 
each group has learned. 

____  ______ Although out of her audiences, i 
'cent wants to do something about health care professionals score 
that statistic.

- Howard County has 30 reported

• J

' She crafts each presentation 
around her audience’s unique

■ Sharon Vincent
.'.AIDS educator

The Howard County Board of audience of Kokomo High School
' Health’s AIDS educator, Vincent juniors were sexually active,” she

said her quest is to “educate peo- said, 
pie in making positive choices to 
change their behavior.”

; In 1987, board of health nursing 
coordinator Jeri Malone began 
teaching the area about AIDS
without funding from the state. “I

' tried to do as much as I could, 
quietly, as a part of the healing

' process after the Ryan White
case,” she said.

In 1990, using a state board of
. health AIDS program grant, she

parochial schools, to name a few 
of her duties.

“Instead of knocking on doors 
and saying, ‘Here I am,’ I have

T X. J*.

be transmitted through giving 
blood.

“I tell them this is not and never 
has been the case. You only have 
contact with your own blood, and 
sterilized instruments are used,”
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Howard. County AIDS case rate 39.59/ 100,000 population 

Howard County HIV case rate 23.5 1 / 1 00,000 , popu1 at J on

»By Kris Kinkade •.
Tribune assistant local editor

Malone said (the county hopes that the AIDS 
c^rb“I6 co“nty will help

base a possible continuance of the • -

«?? -- Of lhiS year fOr the first time

Howard, Marion counties 
have highest AIDS rates

nnd • maiana snows two counties, Howard 
as havins the highest incident rates
I110!*811? shows two counties

in the state.
N.™f"d/-?.!,?_1I?.wa.rd.??uPty Board of Health 

and Marion County had reported case rates o’f 
Acquired Immune Deficiency Syndrome ; 
wS" Virus at 3°-Plus per

reported levels in the staled .
, Malone said the latest monthl- 

Haward County shows 27 <'

far.as total numbers of cases but

as to t|ie reasons

±irSM?H "„or^f ie.rj “A10"®' "“ward County

and UehSldsmayriro^

lOO.OOO.population. She said those are the highest 
TAnnrtod Uvnlc- 1„ uignesi

st monthly report for c^b"ha7rate ln wlU ’^P

L inahfG S?u the Count/ is ln the process of.reapply-

.□ruwwgnwsBniuriwrt-orUii —“i '
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STATE OF CONNECTICUT
DEPARTMENT OF HEALTH SERVICES

July 12, 1993

Dear Ms. Gebbie:

1.

2.

Phone:
150 Washington Street — Hartford, Connecticut 06106

An Equal Opportunity Employer

Progress should be measured by a number of factors, including the 
percentage of people who identify a significant risk of HIV 
infection, post-test return rates, the ability of sites to do 
additional prevention education sessions with both high risk 
seronegatives and seropositives, and success in referring people at 
risk for services.

Thank you for the opportunity to comment on the questions posed by the CDC 
Advisory Committee's Subcommittee on Promoting Knowledge of Serostatus. My 
comments to the questions you have raised are as follows:

Ms. Kristine Gebbie, Chair
CDC Advisory Committee on the

Prevention of HIV Infection
Centers for Disease Control and Prevention (CDC)
1600 Clifton Road, MS/E-40
Atlanta, Georgia 30333

The current program does not meet the ideal goals well for a variety 
of reasons, some inherent to the program, and others not. The 
traditional structure of counseling and testing (pre-test counseling, 
testing and post-test counseling) is insufficient to really engage 
people in behavior change. CDC has prepared a revised model for 
counseling and testing to address this issue, but, not being entirely 
familiar with it, it is difficult for me to say whether the new model 
will address prevention needs sufficiently. With regard to the goal 
of promoting the knowledge of serostatus, the data described above

I see counseling, testing, referral and partner notification as 
having two goals: prevention and identification of people who are 
HIV infected. I believe that prevention should have slightly more 
weight as a focus than promoting knowledge of serostatus. Data from 
across the country show that most people are not identified as 
seropositive through HIV counseling and testing sites funded by CDC. 
Our own data in Connecticut show that 60 percent of AIDS cases that 
we interviewed were tested only when they were symptomatic. While it 
is important to promote earlier detection through the HIV counseling 
and testing sites, I think we must recognize that, at present, given 
who they serve, their greatest value can be in prevention.



3.

a.

b.

4. Impediments to improving the program include the following:

The large number of "worried well" who use CTRPN services.a.

b.

Some suggestions on meeting the ideal goals are in the answer to 
question 2 above. Specifically:

The fact that many HIV counselors do not have adequate 
counseling and behavior change skills. Many of the counselors 
in CDC funded programs are in their positions because of their 
interest in AIDS. Often, they have insufficient training and 
experience in counseling and behavior change.

Information and data: The difficulty with all HIV prevention 
programs is determining the amount of behavior change to be 
credited to particular interventions. While it is clear that we 
have succeeded in making remarkable changes in risk behaviors 
nationwide, we don't know the relative contribution of different 
programs. This can never be determined in actuality, since 
human behavior changes in response to a variety of messages over 
time. However, it would be helpful to understand better the 
role of CTRPN in changing behavior in those who have accessed it 
as an intervention. In addition, we should try to determine 
whether there are differences in impacts based on whether the 
person sought the service or whether the person was offered the 
service.

Relative investment and priority: In looking at this, the 
committee should consider the fact that many states have state 
funds which they use for education, counseling and testing. The 
balance of CTRPN versus other prevention activities (education 
and outreach) can only be judged by taking those state funds 
into account. In Connecticut, where we spend more of our CDC 
funds on CTRPN than on HERR, we do the reverse with state 
funds. While it is difficult for me to say what the balance 
should be on a nationwide basis (because that depends 
significantly on a number of local factors), in Connecticut, my 
sense is that we should be spending a maximum of 40 percent of 
our combined state and federal funds on CTRPN. However, if we 
succeed in improving the ability of counseling and testing to 
effect behavior change under the revised CDC model, then the 
proportion for CTRPN might be greater.

indicate that in Connecticut, at least, we are not succeeding at 
promoting early knowledge of serostatus. I believe that this can be 
remedied by two actions: increasing accessibility of counseling and 
testing, and making a concerted effort to encourage people to get 
tested. The problem with the second factor is that we always succeed 
in encouraging those we call the "worried well" to come in for 
counseling and testing, and they overwhelm the resources available 
and make it difficult for those at high risk to get services. We are 
trying to address that in Connecticut through group pre-test 
counseling and are also investigating a relationship with Planned 
Parenthood of Connecticut, which is willing to accept referrals of 
people at low risk in return for lab services and counselor 
training. This would free up the CDC-funded sites to concentrate 
more of their efforts on people with significant risk behaviors.



c.

d.

c:

5772J

Difficulty in ensuring medical care for those referred, and 
difficulty in documenting referrals, especially in cities, 
because clients may choose to go to providers others than those 
recommended by counselors.

Lack of a clearly articulated set of goals for counseling and 
testing.

BW/sm

Margaret Skelley, ASTHO 
Julie Scofield, NASTAD

I hope that these thoughts are helpful to you in your deliberations. 

Sincerely,

Berth Weinstein, Chief

AIDS Section
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Prevention of HIVObjective:Priority: Adolescents
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Ms. Connie Granoff
Centers for Disease Control and Prevention

Affiliated hospital of The University of Medicine and Dentistry of New Jersey and Seton Hall University 
School of Graduate Medical Education
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Outcome: 
of HIV to a population who thinks it is immortal.

Sister Fran Demarest, Director
Comprehensive Car Center for HIV Services
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Strategies:
is homosexual.
lesbian transmission of HIV is very rare, 
intervention with this population should 
agencies who deal primarily with Gay persons.

St. Joseph’s Hospital and Medical Center
703 Main Street ■ Paterson ■ New Jersey 07503 ■ (201) 977-2000

Increase in funding for outreach services for Counseling and 
Testing Sites would be necessary. Success in prevention will 
take years to measure but it is our only hope.

It is a common belief that 10% of the population 
Homosexual boys have sex with older men and 

is very rare. Stratagem for 
come from those

The remaining 90% of the adolescent population can be 
approached by aggressive HIV counseling and testing. We 
recommend testing every three months because our experience has 
told us that testing adolescents once will result in less then 
a .01% positive outcome. St. Joseph's Hospital and Medical 
Center provides prenatal care to 300 adolescents a year. More 
then 50% test positive for an STD. However, after three years 
of testing, none have tested positive for HIV. After much 
review we have come to the conclusion that adolescents need to 
be tested very frequently if we are going to be able to 
identify those who are HIV positive.

The State Counseling and Testing Sites should be responsible 
for setting up an Adolescent Counseling and Testing Program in 
partnership with local school boards and health departments. 
As a part of School base health programs, testing can be 
anonymous and/or confidential. Since the State Counseling and 
Testing Sites would be implementing this program the infra­
structure is already in place. The legal issues are familiar 
to these sites, the clients can be assured of proper handling 
of information and access for treatment has already been 
structured. Implementation should be efficient and effective.

You will raise the consciousnesses of the reality 
‘ . For those

testing positive early treatment intervention will result. It 
is the belief in some medical circles that aggressive treatment 
weakens the virus thus lessening transmission.
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Dear Ms Gebbie:
federal government HIV prevention efforts:

the entire HIV emphasis should

out the total

sero-status does not prevent the spread of AIDS,

3.Early AZT treatment4'is of no benefit in preventing AIDS.

4.The test has no predictive value

Very truly yours.

<

HEAL c/o HIUMAN HEALTH CENTER 16 EAST 16w STREET NYC 10003 212 674 HOPE

HEALTH’EDUCATION’AIDS LIAISON

Michael Ellner
President

Me Kristine Moore Gebbie
Chairman
Advisory Committee on ni> 
c/o CDCP
Att Ms Connie Granoff
1600 Clifton Road NE, MS E40
Atlanta Georgia 30333

In regards to

Recent findings indicate that
now be reconsidered.

1 The June 11 issue of Bio/Technology points 
unreliability of any HIV test now available.

2. Knowing one's __
in some cases it fosters unsafe behavior.



AIDS • TASK • FORCE « INC 2124 Fairfield / Fort Wayne, IN 46802-5158 / (219) 744-1144
Serving Fort Wayne and Northeast Indiana Since 1985

June 21, 1993

Dear Ms. Granoff:

in response to announcement of meeting June 22, 1993, Merrillville, Indiana

2. What are the effective characteristics of these partnerships? (How are roles differentiated?)

D. Most NGOs are non-profits who do not have the money to support a program or staff for several 
months until the state administering agency decides to send checks.

^COMMENTS ON PARTNERSHIPS BETWEEN GOVERNMENTAL AND NONGOVERNMENTAL 
ORGANIZATIONS FOR PLANNING AND IMPLEMENTING COMPREHENSIVE HIV PREVENTION 

PROGRAMS"

1. What could CDC do to promote and/or enhance HIV prevention partnerships among the CDC, 
targeted populations, NGOs,and state and local health departments?

A. Often they lose their effectiveness because the administering agency assumes that the service 
provider knows nothing about how to implement projects.

C. Make availability of funds consistent with time frames of local activity such as hiring, program 
planning, budget years. It is very difficult to plan and implement a program, especially when we need to 
hire staff, when we have no idea exactly when the funds will actually become available. In 1991 the first 
check came in November.

A. Separate "promote" which is for beginners and "enhance" which is for NGOs with experience and a 
track record. Many of us have been doing this for eight years or more. We know what we're doing.

B. Eliminate layers of expensive bureaucracy. Our state health department gets your funds, pays 
another agency to administer them, adds their own regulations and reporting paperwork and passes on 
the money to local service providers in their own good time.

B. Roles seem to be differentiated in the "big brother (State)" and "little brother (provider)" mode. This 
happens even when staff in state offices or contracted administrators has been there many years less 
than staff in providing agencies.

Ms. Kristine Moore Gebbie
Chairman, ACPHI
Centers for Disease Control and Prevention
ATTN: Ms. Connie Granoff
1600 Clifton Rd. NE, MS E40 
Atlanta, Georgia 30333

C. State seems to say: "Our way is the only way. Do it our way or we wont pay you." This often 
happens only when State gets reports after work has been done at provider's expense.



A. Send out lists of what you can offer, what you consider "technical assistance."

4. What could CDC do to further integrate HIV/STD/TB and Substance Abuse prevention activities?

C. Develop common record keeping and reporting systems for funds and services.

D. Tell state agencies to cooperate.

The little guy we intend to help gets hurt.

But thanks for asking.

A. Show us a united front at the national level among the various federal agencies involved. Substance 
Abuse Agencies (NIAAA, NIDA) are notoriously independent and non-cooperative, even with each other.

B. Put together some shared funding from all of you for programs that overlap and let constituent 
agencies know it's better to cooperate.

I have worked in Ohio and Indiana under federal funds administered by state agencies. It has always 
seemed that the relationship between the service provider and the state funding source is adversarial 
and based on the state's suspicion of the provider. I hear the state feels somewhat the same way about 
the federal agencies.

4. What can CDC do to assess and meet the diverse technical assistance needs of NGOs and state 
and local health departments?

B. Accept the fact that some of us out in the field can provide you with technical assistance.
*

C. ASK us what we need.

D. Each grant requires unique record keeping and reporting system. This frequently forces providers to 
hire additional staff for paperwork (which grants do not pay for) or to buy more computers (which state 
owns if paid for with grant funds.)

Jack fe<Kyan 
Executive Director



Gary Neighborhood Services, Inc.

June 28, 1993

30333

1.

2.

in

—providing equal opportunity employment and services—

1

ALL PHONES 
(219) 883-0431

For: Advisory Committee on the Prevention of 
HIV Infection

300 West 21st Avenue
Gary, Indiana 46407

IRWIN LEWIS, JR., ACSW
Executive Director

Centers for Disease Control and Prevention 
Attention: Ms. Connie Granoff
1600 Clifton Road, NE, MS E40
Atlanta, Georgia

Appropriate funding for street outreach into 
communities which have not been extensively focused 
upon such as: Hispanic Community, I.V.D.U. Community, 
and the African-American Community.

Provide more grant availability for programs which may 
benefit the forementioned communties. Provide funding 
to non-government organizations1s and local health 
departments so they may outreach into these target 
areas. Also, make legislation approve the dispersal 
of bleach kits and needle exchange program in all 
areas.

Each organization or entity has, in the past, 
concentrated on a relatively smaller catchmen area 
which, in itself, is very usefull. Put, it is 
essential that those same agencies expand into area 
which a neighborhood organization/agency may provide a 
certain amount of expertise or experience in outreach 
or service provision. This will effectively create a 
partnership between these two agencies that previously 
had not worked together, and which may provide a 
larger outreach cr educational area.

ALake^ 
Area 
United Way 

Agency



3. Create a needs assessment tool to be distributed to 
agencies providing HIV/AIDS services and outreach. 
Encourage separate agencies to conglomerate or network 
and create a larger more technically capable agency or 
organization which can further provide service and/or 
outreach to some of the less informed communities.

Irwin Lewis, Jr. 
Executive Director



For:
6/17/93
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hospitals, community groups, school systems, neighborhood 
'watch' groups, etc.

Program design needs to be integrated with local
in-home homemaker services, general social services, etc. 
and training/educational services provided for professionals
at the undergraduate level.

2. The CDC should develop more Federal funds made available, 
and continue to disseminate informational materials in bulk. 
Local health departments and health systems should gear up 
for more testing and follow-up.

NGO social service agencies should become more aggres­
sive in providing case management, general social services, 
and utilizing all resources available to the client popula­
tion .

3. CDC should develop a more simplified way of putting propos­
als together for NGOs, state agencies and health departments. 
Goals, objectives, program systems, and evaluation instru­
ments should be simplified.

4. Accept program designs that integrate all these client 
populations (HIV/STD/TB/Subst. Abuse). NGOs are working 
with client populations where these problem areas are

Advisory Comm, on the Prevention of
HIV Infection (ACPHI)

Radisson Star Hotel
Tuesday, June 22, 1993

1. Develop more funding, with more flexibility in program 
design. P—7 • - 7
of service, rather than quantity (in number of individ-

populations (HIV/STD/TB/Subst. Abuse).

usually interrelated.

Proposals should be designed for better quality

uals served, units delivered, etc.).

Caseloads shouldn't be so heavy (i.e
that you can't invest enough time in each case.

More outreach work needs to be performed with doctors.
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Iff John R. Lumpkin, M.D., Director

June 29, 1993

Dear Ms. Gebbie:

t/52
I 11

C1 — •

3) The CDC needs to clarify the expected relationship between states and directed 

funded cities. If the intent of funds awarded to the state is to support prevention

1) To facilitate and enhance HIV prevention programs, it is essential that CDC 

continue to enter into cooperative agreements with state health departments. The 

state health department ,is the most capable entity to fulfill the unique role of 
monitoring and coordinating HIV prevention programs within that state. If funding 

is awarded by the CDC directly to other units of governments or NGOs, the state 

health department is hindered in its coordination role, and duplicated and/or 

overlapping programs/services can result. Duplication and overlapping do not facilitate 

maximizing available resources.

Ms. Kristine Moore Gebbie
Chairman of the Advisory Committee on the Prevention of HFV Infection
Centers for Disease Control and Prevention

Attention: Ms. Connie Granoff
1600 Clifton Road, NE, MS E40
Atlanta, Georgia 30333

2) The CDC needs to recognize that in many rural areas, the local health department 
is the entity that is in the best position to conduct HIV prevention programs. In many 
areas, NGOs do not exist or exist in very limited numbers with limited capacity. 
Where NGOs do exist, it is important that funding be coordinated through the local 
health department because at the local level they should be serving as the 

"clearinghouse" for prevention programs, similar to the role of the state health 

department for the entire state.

We appreciate the opportunity to submit comments to the ACPHI subcommittee on 

"Developing Partnerships for HIV Prevention." Nancy Bringman, Assistant 
Administrator of the AIDS Activity Section, attended the public meeting held on June 

21, 1993 in Chicago, but due to the limited time available for comments at that 
meeting, we are electing to also submit written comments. We would like to offer the 

following comments in response to the four questions posed by the committee.

Printed on Recycled Paper

1 Art — .k T.c.n-

AIDS Activity Section / 525 W^gfer^on S^^^B^Flog^Sprin^H^mino^^61 (217) 524-5983

■7 1.1. T?1______ n______

ILLINOIS DEPARTMENT OF

PUBLIC HEALTH
A Healthier Tbday For A Better Ibmorrow



cc: Russell J. Martin

Again, we appreciate this opportunity to provide comments. Please do not hesitate to 
call me at 312/814-4846 if you have any questions or need additional information.

programs in areas other than a directly funded city, then the notice of grant award 

should clearly state that intent, and the state should be able to target its programs to 

the remainder of the state without an expectation that a significant portion of the 

funding will support programs in the directly funded city.

Kristine Gebbe Letter
Page 2 

4) In order to provide effective technical assistance to any funded entity, the CDC 

needs to recruit and hire individuals with technical knowledge and interest in HIV 

prevention programs. We have been consistently frustrated by the inability of project 
officers assigned to Illinois to provide meaningful programmatic or technical 

assistance. In the review of our most recent cooperative agreement application, there 
appeared to be little relation between the expert reviewer’s comments and funding 

decisions made by CDC program staff. The project officer system needs to be 

developed so that project officers serve as true programmatic resources, or it should 

be eliminated.

Sincerely,

Chet Kelly/M.S., M.P.H.

Administrator
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ADVISORY COMMITTEE ON THE PREVENTION OF HIV INFECTION

Developing Partnerships for HIV Prevention

Questions

1.

2.

3.

4.

Please mail comments care of:

What could CDC do to promote and/or enhance HIV prevention partnerships 

among the CDC, targeted populations, NGOs, and state and local health 

departments?

What could CDC do to further integrate HIV/STD/TB/Substance Abuse 

prevention activities?

What can CDC do to assess and meet the diverse technical assistance 
needs of NGOs and state and local health departments?

What are the effective characteristics of these partnerships? 

(How are roles differentiated?)

Written comments to the above questions may be forwarded to Ms. Kristine Moore 
Gebbie, Chairman of the Advisory Committee on the Prevention of HIV Infection 

(ACPHI).

Centers for Disease Control and Prevention
Attention: Ms. Connie Granoff
1600 Clifton Road, NE, MS E40 

Atlanta, Georgia 30333



What

What can CDC do to assess and meet the diverse technical 
assistance needs of NGO's and state and local health departments?

What could the CDC do to promote and/or enhance HIV prevention 
partnerships among the CDC, targeted populations, NGO's and state 
and local health departments?

- Provide funding to better meet the needs of NGO's at a grass 
roots level who are already out there providing services on a 
volunteer basis to those affected by HIV/AIDS.

- The particular needs of an area would then dictate the 
amount of funds needed for prevention activities and direct service 
to clients.

- Partnerships on a local and state level would keep key 
players informed about what is being done, so a better referral 
network could be set up, there by eliminating the clients wasting 
their time calling from agency to agency for services and being 
referred to someone else.

- A care coordination system should be set up in all areas of 
the state so a client can meet their needs and get assistance in 
one location. The case manager could then make appropriate 
referrals to the agencies that would benefit a particular client.

- Any disbursement of funds from the CDC to state and local 
areas must be in a timely manner.

Encourage the non-governmental and governmental 
organizations at the state and local levels to work together to 
better meet the needs of the targeted individuals in the area.

- The benefit of partnerships would eliminate duplication of 
services, thereby making better use of time, funds, and increase 
the number of clients served.

6Q.UC What are the effective characteristics of these

partnerships? (How are roles differentiated)?

Assist NGO's and LHD's with needs assessments and 
surveillance data. Also assist with outcome evaluation of programs 
and provide funding to meet above needs.

- Help the state and local areas develop an AIDS Advisory 
Council with representatives from public health, community-based 
organizations, and people affected by HIV to implement HIV 
prevention programming and administer funding for programs.
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then

0/ 

- Continue funding for anonymous and confidential HIV testing 
for the general public as well as those at high risk for HIV.

What could CDC do to further integrate HIV/STD/TB and 
substance abuse prevention activities?

- Encourage agencies dealing with HIV/STD/TB to work closely 
with agencies dealing with substance abuse to keep each other 
informed.

- substance abusers get treatment on request -
evaluate them to find out what risks they have been taking that 
could have exposed them to HIV/STD so they can be tested and 
counseled.

- Develop programs that realistically deal with the behaviors 
of youth including lesbian and gay youth, through school-based 
health promotion and sexuality education as well as out-of-school 
youth. There are too many AIDS curriculum councils that are non­
functioning, or are bending under pressure from small groups of 
people from the general public who want little or no information 
given to youth in the schools. Our youth need the facts about 
HIV/AIDS and other STD's to reduce their risks of infection.
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MCOSS also received funding from the Department of Health, Division 
of AIDS to establish and maintain two Information and Referral 
lines and Resource Centers for the areas served by the Consortia. 
One is located in Red Bank and serves clients in Monmouth and Ocean 
Counties, and I supervise the center in Woodbridge which provides 
for clients in Middlesex County.

I am Bobbie Feuerlicht, a Social Worker and 
—. MCOSS is a voluntary, non-profit home health

Testimony before the
Advisory Committee on the Prevention of HIV Infection (ACPHI)

MCOSS is dedicated to the promotion, restoration and maintenance of 
the health status of individuals and of the community at large. 
MCOSS is concerned with amelioration of human suffering and is 
committed to meeting the multi-dimensional needs of clients through 
the provision of care in the home and in the community.

Good Morning.
supervisor at MCOSS. r 
agency with an 81 year old history of providing a comprehensive 
program of community based services. As the largest home health 
agency in Ney Jersey, and one of the five largest in the nation, 

is privileged to care for clients in Middlesex County, 
Northern Ocean County and parts of Somerset

MCOSS is ]
Monmouth County,
County.

Foundation

As a community-based agency, MCOSS provides care for clients with 
HIV disease or AIDS through eight different programs, and is a 
member of two consortia. This has been a very positive experience. 
As the lead agency of the Monmouth-Ocean HIV Care Consortium, MCOSS 
is additionally responsible for overseeing the services funded by 
the Department of Health, Division of AIDS through that Consortium. 
Over 25 agencies participate in this active network.

1^2 MCOSS

I would like to take this opportunity to thank the Department of 
Health, Division of AIDS for their advise and support of the 
Consortia. Bringing together very diverse agencies, as well as 
clients with AIDS, has been a wonderful opportunity for all to come 
together and to learn to work collectively. The Consortia had to 
identify needs in the community and then decide, with a limited 
budget, what to provide and what not to provide. I also would 
like to say that agencies in all counties have continued to 
participate actively even when it was not possible to fund their
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This ability to work together and to see the "big

treatment programs was necessary.

agencies. ‘  __a
picture" is testimony to the commitment of all Consortia members.

I want to thank the Advisory Committee for the opportunity to 
testify today. The Consortia have made significant strides in 
providing for clients in their communities. MCOSS looks forward to 
working with the federal government as we work to facilitate and 
continually improve the provision of care for local residents.

The needs of clients with AIDS will continue to escalate. As we 
see more and more clients able to live with this terrible disease, 
many diverse services are going to be required. Community-based 
Consortia are in a very unique position to provide this care 
because of the richness of experience brought to the group.

Case in point is Mike, a young man with AIDS on the Monmouth-Ocean 
Consortium. During one discussion, representatives from all the 
agencies agreed that transportation for clients to get to their 
treatment programs was necessary. But when Mike spoke of his 
walking miles every day to get to a methadone clinic, of sitting on 
the curb to rest because he was to weak to go on ... the need for 
transportation came to life. Before his death, Mike was an 
eloquent spokesman for clients with AIDS.

The linkage between the Consortia and the Department of Health, 
Division of AIDS is excellent. It enables diverse groups to be 
effective. As a member of two Consortia, MCOSS sees the need for 
linkage at the federal level as well. The creation of a regional 
liaison would enhance communication between the Center for Disease 
control (CDC) and the HIV service agencies. It would allow for 
program identification of need by region because local site visits 
to the Consortia would be feasible. It would be possible to 
highlight the complexity of need, and the uniqueness of need by 
area.

The CDC has the capacity and the information necessary to meet the 
diverse technical assistance needs of non-governmental agencies, as 
well as state and local health departments. Increased federal 
visibility via the liaison/community representative would enable 
sharing of information and insights in a "clearinghouse" manner. 
Agencies with similar technical needs could then be "hooked up" to 
share experiences and to monitor results.
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Dr. Pat Nolan has asked the members of the ASTHO/HIV Committee to provide input to your 
group on the issue of counseling, testing, referral and partner notification for HIV. I'd like to 
offer a few thoughts.

The current program meets the ideal goals fairly well, since states have the flexibility to 
emphasize the risk reduction aspects of the process. A critical element of the current program 
is that it allows for confidential as opposed to anonymous testing where states choose that 
policy. This is critical if partner notification is to be carried out on individuals tested outside 
the health department's own system. To permit anonymous testing precludes this. It would 
be a serious error to require that states allow anonymous testing.

The ideal goals for counseling, testing, referral and partner notification should be primarily: (1) 
to make HIV serological testing available to persons concerned about their serostatus, and (2) 
to provide education on risk reduction. It is the second of these that is best addressed by 
both counseling and partner notification. Counseling provided to an individual who has 
presented for HIV testing is targeted, since the individual has at least some reason to perceive 
himself or herself as being at risk. In a similar way, the counseling provided through provider 
referral partner notification is directed toward an individual who has some perception of risk, 
since that individual has just been advised that they have been exposed. This may be the 
most effective of all risk reduction education, since the element of denial of risk is removed. 
Thus, the principal goal of partner notification is targeted risk reduction education.

CDC Advisory Committee on the Prevention of HIV Infection 
c/o Centers for Disease Control and Prevention
1600 Clifton Rd., N.E., Mailstop E-40
Atlanta, GA 30333
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I hope these thoughts are of some help. 1 appreciate the opportunity to comment.

Sincerely,

FET:aru

cc: Pat Nolan, M.D. 
Margaret Skelley

The program does not need to be materially changed in order to meet its ideal goals and I would 
recommend no major alterations in it. The relative investment in CTRPN should be large, since 
this is probably the most concretely targeted of our prevention activities. CTRPN activities should 
have a very high priority in regard to other HIV prevention programs and activities.
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