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THE WHITE HOUSE
WASHINGTON

January 10, 1993

Raymond Amoury, M.D.

President

American Pediatric Association
13 Elm Street

Manchester, MA 01944

Dear Dr. Amoury:

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of
the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of physicians are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.



Letter to Dr. Amoury
January 10, 1994
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I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey'’s
results.

Please call me at (202) 632-1090 if you have any questions.
Sianrely,

Kristine M. Gebbie, R.N., M.N.
National AIDS Policy Coordinator

Enclosure



THE WHITE HOUSE
WASHINGTON

January 10, 1993

Jay Grosfeld, M.D.

President Elect

American Pediatric Association
13 Elm Street

Manchester, MA 01944

Dear Dr. Grosfeld:

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of
the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of physicians are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.
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January 10, 1994
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I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey'’s
results.

Please call me at (202) 632-1090 if you have any questions.
Sincerely,

)
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Kristine M. Gebbie, R.N., M.N.
National AIDS Policy Coordinator

Enclosure



THE WHITE HOUSE
WASHINGTON

January 10, 1993

Richard S. Hollis, M.D.

President

American College of Obstetricians and
Gynecologists

409 12th St., S.W.

Washington, D.C. 20024

Dear Dr. Hollis:

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of
the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of physicians are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.



Letter to Dr. Hollis
January 10, 1894
Page 2

I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey's

results.

Please call me at (202) 632-1090 if you have any questions.
Sincerely,

/\_’4*::}%"/

L/// M
Kristine M. Gebbie, R.N., M._N.

National AIDS Policy Coordinator

Enclosure



THE WHITE HOUSE

WASHINGTON

January 10, 1993

Ralph W. Hale, M.D.

Executive Director

American College of Obstetricians and
Gynecologists

409 12th 8t., S.W.

Washington, D.C. 20024

Dear Dr. Hale:

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of
the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of physicians are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.
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I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey’s
results.

Please call me at (202) 632-1090 if you have any questions.
Singerely,

o
Kristine M. Gebbie, R.N., M.N.

National AIDS Policy Coordinator

Enclosure



THE WHITE HOUSE
WASHINGTON

January 10, 1993

Leonard Lawrence, M.D.
President

National Medical Association
1012 10th St., N.W.
Washington, D.C. 20001

Dear Dr. Lawrence:

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of
the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of physicians are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.
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I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey’s
results.

Please call me at (202) 632-1090 if you have any questions.
Sinqerely,

B ot

Kristine M. Gebbie, R.N., M.N.
National AIDS Policy Coordinator

Enclosure



THE WHITE HOUSE
WASHINGTON

January 10, 1993

Rosemary Davis

Executive Vice President
National Medical Association
1012 10th St., N.W.
Washington, D.C. 20001

Dear Ms. Davis:

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of
the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of phy31c1ans are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.
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I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey'’s
results.

Please call me at (202) 632-1090 if you have any questions.

Sincerely,

Kristine M. Gebbie, R.N., M.N.
National AIDS Policy Coordinator

Enclosure



THE WHITE HOUSE
WASHINGTON

January 10, 1993

William Coleman, M.D.

President

American Academy of Family Practioners
508 Harley Street

Scottsboro, Alabama 35768

Dear Dr. Coleman:

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of
the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of physicians are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.
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I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey’s
results.

Please call me at (202) 632-1090 if you have any questions.

Sincerely,

A o

Kristine M. Gebbie, R.N., M.N.
National AIDS Policy Coordinator

Enclosure



THE WHITE HOUSE
WASHINGTON

January 10, 1993

Robert Graham, M.D.

Vice President

American Academy of Family Practioners
888 Ward Parkway

Kansas City, MI 64114

Dear DW

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of
the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of physicians are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.
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I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey's

results.

Please call me at (202) 632-1090 if you have any questions.

Sincerely,

Sk

'&\L-LA._Q_

Kristine M. Gebbie, R.N., M.N.
National AIDS Policy Coordinator

Enclosure



THE WHITE HOUSE
WASHINGTON

January 10, 1993

Paul F. Griner, M.D.

President

American College of Physicians
6th At Race

Philadelphia, PA 19106-1572

Dear Dr. Griner:

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of
the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of physicians are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.



Letter to Dr. Griner
January 10, 1994
Page 2

I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey’s

results.

Please call me at (202) 632-1090 if you have any questions.

Sincerely,

3 ,\_,\_,'IL.}_A-A_'D
Kristine M. Gebbie, R.N., M.N.
National AIDS Policy Coordinator

Enclosure



THE WHITE HOUSE
WASHINGTON

January 10, 1993

Joseph T. Painter, M.D.
President

American Medical Association
515 North State Street
Chicago, IL 60610

Dear Dr. Painter:

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of
the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of physicians are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.



“

Letter to Dr. Painter
January 10, 1994
Page 2

I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey’s

results.

Please call me at (202) 632-1090 if you have any questions.
Sinc?rely,

%d\f;

Kristine M. Gebbie, R.N., M.N.
National AIDS Policy Coordinator

Enclosure
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Viacoination Coverage — Continued

Despite ongoing and substantial efforts to Improve the vaocaine delivery syatem In
the United Stetes, vaccination levels for 2-ysar-oids remain below 90%. In addition,
coverage levels vary by and are substantially lower in some population groups, espe-
clally those underserved by the heaith-care system. The prevention of
vaccine-praventabls diseasss In the United States will require that uniformly high vac-
cination levals for preschool-aged children be achleved and suastained In all
communities.

Differsnces In vaccination lsvals among raclal/ethnic groups may be Influsnced by
‘soclal and cyltural phanomena and require spacial Interventions. For example, in Los
Angelss, 42% of Hispanic preschool-aged children were fully vacsinated by aged 24
months, compared with 26% of black chlidren, even though Hispanic parents reported
lower mean annual family Incomes ($3218 ve $4596) and lower mean yeara of educa-
tion (8.8 yedars ve 12.6 years) (CDC, unpublishad date, 1893). Although this report
documents undervaccination ss @ national problem alfecting children In all demo-
graphic groups, vaccination coverage s disproportionately lower among racial/ethnle
minorities and persons living below the poverty leval. Despite limitations in the sam-
ple size of the 1992 NHIS that praciuded estimation of vaceination coverage of
Hispanic populations, the Increasad Incldence of measles among Hispanica before
and during the measies reaurgence suggests that overall vaceination coverage is also
substantially lowar In Hispanics than in white non-Hlspanice (6~7 ). Emphasis should
be placed on improving caverage of childran In raclal/ethnic minority groups and of
those living in poverty. ‘
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Effectivensss In Disesse and Injury Prevention

IV Prevention Practices of Primary-Care Physiclans —
United States, 1882

Encounters between patients and health-cars providers are Important opportuni-
tles for human Immunodeficiency virus (HIV) prevention. In 1881, 15% of U8, adults
reported having been tested for HIV entibody:; of these, 56% reported thelr most recent
HIV tast had been in a physician's office or a hospital (7). During 1882, CDC and the
Health Resources and Services Administration (HRSA) commissioned a natlonal sur-
vey to charaoterize tha types of HIV prevention services provided by primary-care
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NIV Prevantion Practicss — Continued
physiolans and barriers to the provision of these services. This report summarizes the
results of the survey.

In October 1882, a questionnaire was malled to 4011* primary-oare physiclans who
wers randomly selectad from the Amerloan Maedical Associstion. (AMA) Physician
Masterfile, which comprises all physiclans In the United States, The sample was strati-
fled by locatlon, race/sthnicity, and speciaity. Two categorles of location were defined
on the basls of the prevalence of acquired immunodeficiancy syndroms (AIDS) in met-
ropolitan statistical areas (MSAs): 1} physicians practioing in the 20 MSAs with the
highest prevalence and 2) those practicing In the remaining MSAs. Physicians were
asked about thelr risk assessment of new patlents; HIV counseling, testing, and treat-
ment practices; and basic understanding and sttitudes related to HIV Infection and
parsons with HIV dissass. The data wers welghted to adjust for unequal probabllities
of selection and for the variabllity of responas rates among the strata.

Of the 3735 eligible’ physiclans, 2545 (68%) responded; of these, 802 were gen-
uulﬁm_lyaw_@umn; 360, pediatriclan/adolescent mediolne phyaslcians; 688,
obstetriclan/gynecologlsts (OB/GYNa); and 700, general internal medicine phyalclans.
Of tha 2548 mpoﬁire!nu, 76% were men. Two hundred sighty (18%) werse aged <36
years; 1042 (41%), 36-44 years; and 1123 (44%), »44 years. A total of 1487 (80%) were
based In private, single-speclalty practices; 442 (18%), In private, multispeclalty prac-
tices; 208 (12%), in hospitals, public clinics, and community heaith centers; and 267
(10%), from acadamia and other Institutions. Twenty-four percent of the physiclans
were located In arsas with high prevalences of AIDS,

Aimost all (84%) respondents Indicated they “usually” or “siways” asked new
adult (aged 219 years) patients about cigarette smoking; however, sexual history-
taking was less frequently reported (Table 1): 48% asked about sexually tranamitted
diseases (8TDs), 31% about condom use, 27% about sexus! orientation, and 22%
about number of sex partnars. In comparison, 84% of ail physiclans asked new adoles-
cent {aged 13-18 years) patients about clgarette amoking, 58% about STDa, 52% about
condom uss, 34% about number of sex partners, and 27% about sexual orlentation.
One fourth (25%) of all physiclans belleved thelr patients would be offended by ques-
tions about thelr sexual bshaviors. : '

The percantags of physiclans whe Indicated thay would “likely” or “vary likely”
enoourage H|V testing varled by patlent risk category (Table 2) and ranged from home-
sexual men with muitiple partners and Injecting-drug users (85%) to sexually active
adolescent patients (40%).

Most physicians (66%) Indicated that If HIV testing wers Indicated for a patient, they
would probably provide the test counseling themaselves, Factors that either “moder-
ately” or “strongly” Influenced physicians to refer for counseling and testing rather
than provide it themaelves were that counseling was too time consuming (65%), infor-
mation was Insufficlent to enable counseling (48%), and they preferred anonymous
testing for thelr patients (42%). Most respondents indicated that their decision to refer

‘was not Influenced by inadequate reimbursement (88%) or discomfort with counsel-
Ing (88%).

Ninaty-two parcent of physiclans Indicated that they would counsel an HIV-positive

patiant to reducs the risk for transmitting HIV. In addition, 76%-81% indicated they

*Reprasents 3% of the total prims -car-'phwlolnn ulation.
*Physiclans who were not pr%ﬂctioir:v in ang of th:dpﬂp:\:rruu spacialtiss, ware practicing out
o1 ThS cauntry, retired, or deosased were desmesd Insligible. ‘
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HIV Prevention Prectices — Continued

would counsel the patiant to notify sex partners, refer the patient to the local health
department for assistance with the notlification, or both.
Of physiolans In OB/GYN practices, 88% indloated thay would provide prenatal care
and 47% would provide contraceptive services to all women, regardiass of their HIV
status (Table 3), In comparison, 73% would provide prenatal oare and 20% would pro-
vide santracaptive services to woman with HIV.
Phyaicians who reported they would refar patients with HIV for medical services
Indloated the primary reasons for referring were thair [ack of experience with HIV
(83%) and the avallabllity of other providers with more expartiae In treating HIV infeo-
tlon (84%). Qverall, 88% of physiolans Indiocated they belleved they had an obligation
to take care of someone Infectad with HIV, and 87% indicated that professional train-
ing could help “Increase their comfort in caring for AIDS patients.”
! Imn.’l Loft, PhD, W Marder, PhD, Abt Associates, Inc., L Bresalin, PhD,
R Rineldi, Americar: Madical Assoclation. Div of Medicine, Bureau of Heslth Professions,
Health Rescurces and Svee Administration. National AIDS information and Education ram,
Office of HIV/AIDS; Women's Health and F ertiilty 81, Div of Reproductive Health, National Canter
for Chronic Dissase Praventior and Health Promotion; Div of Sexually Transmitted Disesses
and Human Immunodsficlency Virus Prevention, and Behavic-al Studles Seation, Behavioral
and Prevention Ressarch Br;, Dlv of Sexually Tranemitted Disesses and HiV Prevention, Nations!
Centar for Prevantion Sves, CDC.
Editorisl Note: Although primary-oars physiclans may contribute to the pravention of
HIV transmigsion by counseling patients who are at risk, the findings In this repert
undarscore the substantial number of physloians who are missing opportunities to
counse! during encountars with patients, To more effectively use these encounters as .
& Maana of preventlon, physiciana fiat must ba knowlsdgsable about HIV inféctlon M
and Its transmission (3 ). In addition, they should be sensitized to the Importance of
asssssing patients’ risk for HIV Infection and prapared to counsel patients, based on W
thalr risk (2). Therafore, medics| schools and professional organizations should con- g—fﬁu//
tinus to smphasize HIV/AIDS prevention and treatment as priorities In training new
and practicing physicians. ' i
The findings in this report can assist in the development of HIV prevention policy
and programs. For axampls, the reluctance of some physicians 10 asssas the risky sax
practices of patients underscores the importance for pubiic heaith agsnoles to asslst
physicians In Improving risk assssement and risk-reduction counssling efforts for
thelr patients and patienta’ partners, These findings may be used by HRSA te Improve
training strategies and programs for health-care professionals and AMA and other
professional organizations to develop training objectives for primary-care physiclans,
Finally, the findings in this raport can asslet In efforts to achieve the national health
objectives for the ysar 2000 regarding HIV pravention (4), These objectives Include
Inoreasing to at least 80% the proportion of persons with HIV Infection who have been
tasted (objective 18.8); Increasing to at (sast 75% the proportion of primary-cars and
mental health-care providers who provide age-appropriate counasling on the preven-
tion of HIV and other STDs (objective 18.8): and increasing to at least 50% the
proportion of primary-care clinios who screan, diagnose, treat, counsel, and provide
(or refer for) partner notification services for HIV Infection and bacterial STD# (cbjec-
tive 18.13).
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Epldemlologic Notes and Reports

Ocoupational Pesticlds Polsoning in Apple Orcherds —
Washington, 1993

During July=December 1993, thea Washington Department of Health (WDOH) re-
celved and conducted follow-up Investigations of 26 reports of occupational lliness
related to exposure to mevinphos (Phosdrin®*), an organophosphate (OP) insecticids.
The reports involved llinesses during Juns 13-August 18, 1893, In persons woking In
18 different apple orchards; all involved use of mevinphos to control apple aphids.
This report summarizes the results of theas Investigations by WDOR.

All the affected workers were men ranging in age from 19 to 72 years (median:
38 yoars). Eightsen (69%) were Hispanic; eight (31%) wars non-Hispanio whites.
Twenty-thres (BB%) of the workers were exposed during mixing and loading or appli-
catlon of mevinphos. The other thres (12%) ware exposed to mevinphos residues (two
while working in ciose proximity to a recently treated orchard and one after reentering
an orchard within 24 hours after it was sprayed).

Of the 23 workers sxposed during mavinphos preparation or epplication, 22 had
worked on ground applications and used an sirblast' system; one worked on an aerial
application. Ali 23 acught medical attention in emergency departments, Twenty-one
wrokers had systemic manifestationa characteristic of OP polsoning, including nausea
(81%), vomiting (82%), dizzinesa (43%), visual disturbances [43%), weakness (38%),
abdominal pain (20%), headache (24%), eweating (24%), and excessive salivation
(8%). Two persons had conjunotivitis only, which waa attributed to direct ooular expo-
sure to mevinphos.

Of the ssven workers who were hospitalized, four required intensive care. Plasma
and/or red bloed ceall cholinesterase activity was deprassed to at least 28% below the
lower limit of normal In 14 (88%) of the 18 workers tested; in addition, for one worker
the level of activity was depressed 87%, and for three, 78%~80%. Atropine was admin-
istered to all seven hospitalized workers and to four of the 14 workers with systemic
illness who were treated in the emergenoy department and released. Eightesn (88%)

“Use of trads names s for identifioation only and does not Im:.lrvondnmom by the Publie
Health Service or the U.S. Dapartmant of Mealth and Human loas.

" 1This application technique Involves the use of & tractor-drawn lpngr with oaclilating nozzles
that are orlented in a flat plane and direct the spray mixture Into the canopy of the trees for

complete coverage.




THE WHITE HOUSE
WASHINGTON

January 10, 1993

James S. Todd, M.D.
Executive Vice President
American Medical Association
515 North State Street
Chicago, IL 60610

Dear Dr. Todd:

The January 7, 1994 Morbidity and Mortality Weekly Report from
the Centers for Disease Control and Prevention (CDC) contains an
article (copy enclosed), which should be of interest to the
medical profession and, in particular, to the primary care
community. The article describes the results of an extensive
survey commissioned by the CDC and the Health Resources and
Services Agency (HRSA) to characterize the types of HIV
prevention services provided by primary care physicians and to
identify barriers to the provision of those services. Some of

the results are disturbing.

Almost all (94 percent) respondents indicated that they "usually"
or "always" asked new adult (older than 18) patients about
cigarette smoking; however, sexual history taking was much less
frequent. Fewer than 50 percent asked about sexually transmitted
diseases, 31 percent about condom use, 27 percent about sexual
orientation, and 22 percent about numbers of sex partners.
Percentages were a little better for adolescent age groups but
were still surprisingly low. One fourth (25 percent) of all
physicians believed that their patients would be offended by
questions about their sexual behavior.

I believe that the moments a physician spends with each patient
are a most important window of opportunity for prevention
messages both direct and indirect. The survey results confirm
that a substantial number of physicians are missing these
opportunities. Given the rapid increase in the spread of HIV
infection and the number of deaths that are occurring from this
disease, I believe we must do everything in our power to take
full advantage of the influence physicians have with their
patients to help slow this epidemic.



Letter to Dr. Todd
January 10, 1994
Page 2

I would like to propose a meeting in the near future with those
who represent primary care specialties. It is my hope that we
can sit together, review these results with the researchers, and
develop strategies to overcome the dilemma posed by this survey’s

results.

Please call me at (202) 632-1090 if you have any questions.

Sincerely,

= I

Kristine M. Gebbie, R.N., M.N.
National AIDS Policy Coordinator

Enclosure
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Despita ongeing and substantial efforta to Improve the vaccine delivery system in
the United States, vaccination levels for 2-ysar-oids remain below 90%. In addition,
coverage levels vary by and are substantially lower in some populstion groups, éspe-
clally those underserved by the health-care system. The prevention of
vaccine-praventabls diseases In the United States will raquire that uniformly high vac-
cination levals for praschool-aged children be achleved and sustained In all
communities.

Differsnoas In vaccination levals among raclal/ethnic groups may be Influsnced by
soclal and cultural phenomena and regquire special Interventions, For example, in Loa
Angeles, 42% of Hispanic preschool-aged chlidren wera fully vaccinated by aged 24
months, compared with 26% of black chiidren, even though Hispanie parents reported
lower mean annual family Incomes ($3218 vs $4596) and lower mean yeara of aduce-
tion (8.8 years vs 12.5 years) (CDC, unpublished dats, 1893). Although this report
documents undervecocination as @ national problem affecting children In all demo-
graphlc groups, vaccination coverage Is disproportionately lower among racial/ethnic
minorities and persons living below the poverty leval. Daspite limitations in the sam-
ple size of the 1892 NHIS that preciuded estimation of vaccination coverage of
Hispanio populations, the Increased Incldence of measles among Hispanics before
and during the measles resurgence suggests that overall vaceination coverage s alao
substantially lower In Hispanics than in white non-Hlspanice (6-7 ), Emphasis should
be placed on improving coverage of children In raclal/ethnic minority groups and of

those living in poverty.

References
1. Masssy JT, Mocre TF, Parsons VL, Tadros W, Design and estimation for the National Health

Intarview Survey, 1985-84, National Canter for Health Statiatics. Vital Health Stat 1889:2(110).

2.CDC. Meas nited States, first 28 weeka, 1883, MMWR 1983; 42(42):813-8,
3. Goldstein KR Kviz £J, Daum RS, Acoursoy of Immunization historles provided by adults ac-

companying preschool ahiidran to a pediatric emargency department. JAMA 1863,270:2180-4,
¢, CDC. Stendarda for Pedlatric Immunization Practices [Standard 8], 1883:15.
8. Orenstein WA, Atkinson W, Mason D, Barnier R, Barriers to vaccinating preschool children,

J Heaith Cars Foor Underserved 1890;1:315-30.
6,CDC. Mes..ps vaocination levels amang selscted groups of preschool-aged children—United

States. MMWR 1881)40(2):36-8.
7. Gindler JS, Atkinson WL, Markowitz LE, Hutchine 88, Epldamiclogy of measies in the United

States in 1989 snd 1980, Pedlatr Infect Dis J 1982;11:841-8.

Effectivensss In Diseass and Injury Prevention

i-nv Prevention Practioss of Prima re Physiclans —
United 8tates, 1 :

Encountera between patients and health-cars providers are Important opportuni-
tlea for human Immunodeficiency virus (HIV) prevention, In 1881, 16% of U.S. adults
reported having been tested for HIV entibody; of these, 55% reportad thelr most recent
HIV tast had been in & physialan’s office or a hospital (7). During 1882, CDC and the
Health Resources and Services Administration (HRSA) commissioned a national sur-
vey to charaoterize the types of HIV prevention servicsa provided by primary-oare
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physiolans and barriers to the provision of thees services. This report summarizes the
results of the survey.

In October 1882, a questionnaire was malisd to 4011* primary-oare physiclans who
ware randomly selected from the American Medical Associstion. (AMA) Phyasiclan
Mastarfile, which comprises all physiclana In the United States, The sample was strati-
fled by locatlon, race/sthnicity, and speclaity. Two categorles of location were defined
on the basls of the prevaisnce of acquired immunodsficiancy syndroma (AIDS) in met-
ropolitan statistical arsss (MSAs): 1) physiciana practioing in the 20 MSAs with the
highest prevaience and 2) those practicing in the remaining MSAs. Physicians were
asked about their risk assessment of new patlents; HIV counseling, testing, and treat-
ment practices; and basic understanding and sttitudes related to HIV Infection and
parsons with HIV dissass. Tha data wers weightaed to adjust for unequal probabllities
of sslection and for the variabllity of responas rates among the strata.

ﬁ the 3735 eligible’ physiclane, 2545 (88%) responded; of thess, 802 were nag—
era l_rrulyaploﬂglonon; 380, pediatriclan/adolescent medioine physicians; 6883,

obstetriclan/gynecologlats (OB/GYNa); and 700, general internal medicine phyalclana.
Of the 2548 anpoﬁaeelnu, 76% were men. Two hundred sighty (18%) wers aged <35

years; 1042 (41%), 35-44 years; and 1123 (44%), 44 years. A total of 1487 (80%) were
bassd In private, single-spaclalty practices; 442 (18%), In private, multispeciaity prac-
tices; 208 (12%), In hosplitals, public clinics, and community heaith centers; and 287
(10%), from acadamia and other Institutions. Twenty-four percent of the physiclans
waere [ocated In arsas with high prevalences of AIDS,

Aimost all (84%) respondents Indicated they “usually” or “siways” asked new
adult (aged 319 yeers) patients about clgarette smoking; however, sexual history-
taking was less frequently reported (Table 1): 40% asked about sexually tranamitted
diseases (8TDs), 31% about condom use, 27% about sexus! orientation, and 22%
about number of sex partners. In comparison, 84% of ail physiclans asked new adoles-
cent (aged 13-18 years) patienta about olgarette smoking, 58% about 8TDa, 52% about
condom use, 34% about number of sex partners, and 27% about sexual orlentation.
One fourth (26%) of all physiclans belleved their patlents would be offended by ques-
tions about thelr sexual behaviors. : ‘

The parcantage of physiclans wha Indicated thay would “likely” or “very llkely”
enoourage H|V testing varied by patlent risk category (Table 2) and ranged from homo-
sexual men with muitiple partners and injecting-drug users (85%) to sexually active
adolescent patisnts (40%).

Most physicians (66%) indicated that If HIV testing wers indicated for a patient, they
would probably provide the test counseling themaelves, Factors that either “moder-
ately” or *strongly” Influenced physicisns to refer for counsaling and testing rather
than provide it themaseives were that counseling was too time consuming (66%), Infor-
mation was Insufflolent to enable counseling (48%), and they preferred anonymous
testing for thelr patients (42%). Most respondents Indicatad that thelr declsion to refer

“was not Influenced by inadequate reimbursement (88%) or discomfort with counsel-
Ing (88%).

Ninety-two percent of physiclans Indicated thet they would counsel an HIV-positive

patlent to reduce the risk for transmitting HIV. In additlon, 76%-81% indicated they

"Represents 3% of the total primary-<care physiclan population.
tPhysiclans veh*o were not practici 3 in ana of the pr%%mu speolaities, were practiolng out

of the country, retired, or decsased wers dsamad Insl X
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HIV Prevention Prectices — Continued
would counsel the patiant to notify sex partners, refer the patient to the local heaith
department for assistance with tha notification, or both.

Of physlolans In OB/GYN practices, 85% indloated thay would provide prenatal cars
and 47% would provide contraceptive services to all women, regardiess of thelr HIV
status (Table 3), In comparison, 73% would provide prenatal oare and 28% would pro-
vide cantracaptive services to woman with HIV.

Phyaicians who reported they would refer patients with HIV for medical services
Indloated the primary reasons for referring were thair lack of experisnce with HIV
(83%) and the avallabliity of other providers with more expartiae In treating HIV infeg-
tion (84%). Qverall, 88% of physiolans indioated they believed they had an obligation
to take care of someone Infected with HIV, and 87% indlcated that professional train-
ing could help “Increase their comfort in caring for AIDS patients.”

J PhD, W Marder, PhD, Abt Assoclates, Inc., Chicago, L Bresali
m %AL;“MGMIW. Div of Medivine, Burssu of Heslth Pmm
Health Resources and Sves Administration. National AIDS information and Education ram,
Offics of HIV/AIDS; Women's Health and F ertility Br, Div of Reproductive Health, National Canter
for Chronic Dissase Prevantior and Heaith Promotion; Div of Sexually Transmitted Disessss
and Human Immunodeficlency Virus Prevention, and Behavio~al Studles Seation, Behavioral
and Pravention Ressarch Br, Div of Sexually Transmitted Disesass and HIV Prevention, Nationasi
Center for Prevention Svas, CDC,
Editoriel Note: Although primary-oare physiclans may contribute to the prevention of
HIV transmidsion by counseling patients who are at rlak, the findings In this repert
undarscore the substantial number of physicians who are missing opportunities to
counsel during encounters with patients. To more effectivaly use these encounters as _
& Moana of prevention, physicians fist must bs knowlsdgeabls about HIV infection M
and Its transmission (3). In addition, they should be sensitized to the Importance of 2%
assesslng patients’ risk for HIV Infection and prepared to counssi patients, based on lu,ﬁﬂv'»‘""
thair risk (2). Therafore, medics! schools and professional organizations should con- Of"u’/
tinue to emphasize HIV/AIDS prevention and treatment as priorities In training new
and practicing physicians. ! '

The findings In thie report can assist in the development of HIV prevention policy
and programs. For axampls, the reluctance of some physicians to asssss the risky sax
practices of patients underscores the Importance for pubiic heaith agenoies to asalst

- physicians |n improving risk sssessment and risk-reduction counssling efforts for
thelr patients and patlents’ partners. These findings may ba used by HRSA to Improve
training strategiea and programs for health-care professionals and AMA and other
professional organizations to develop training objectives for primary-care phyaicians.

Finally, the findings in this raport can asslat In efforts to achieve the national heaith
objectives for the ysar 2000 regarding HIV prevention (4), These objectives Include
Inorsasing to.at least 80% the proportion of persons with HIV Infection who have been
tasted (objective 18.8); Increasing to at least 75% the proportian of primary-cars and
mental health-oare providers who provide age-appropriate counasiing on the preven-
tion of HIV and other 8TDs (objective 18.9); and Inoreasing to at least 50% the
praportion of primary-ocare oliniog who scresn, diagnose, treat, counsel, and provide
{or refer for) partner notification services for HIV Infection and bacterial STDs (objec-

tive 18.13).
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Epldemiologic Notes and Reports
Oooupational Pesticlde Polsoning in Apple Orchards —
Washington, 1993

During July=December 1993, the Washington Department of Health (WDQOH) re-
celved and conducted follow-up Investigations of 26 reports of cccupational [liness
related to exposure to mevinphos (Phosdrin®*), an organophosphate (OP) insecticids.
The reports involved llinesses during Juns 13-August 18, 1893, In persons wo*king In
19 different apple orchards; all involved use of mevinphos to control apple aphids.
This report summarizes the results of theas Investigations by WDOM.

All the affected workers were men ranging in ags from 18 to 72 years (median:
38 yeara). Eighteen (69%) were Hispanic; eight (31%) wars non-Hispanic whites.
Twenty-thres (B8%) of the workers were exposed during mixing and loading or appli-
catlon of mevinphos. The other thres (12%) wers exposed to mevinphos residues (two
whlle working in close proximity to a recently treated orchard and one after reentering
an orchard within 24 hours after it was sprayed).

Of the 23 workers axposed during mavinphos preparation or application, 22 had
workad on ground appllcations and used sn sirblast’ systam; one worked on an aerial
application. All 23 sought medical attention in emergency departments, Twenty-one
wrokers had systemic manifestationa characteristic of OP polsaning, including nausea
(81%), vomiting (02%), dizziness (43%), visual disturbances (43%), weakness (38%),
abdominal pain (28%), headache (24%), sweating (24%), and excessive salivation
(%), Two persons had conjunotivitie only, which waa attributed to direct ocular expo-
sure to mevinphos.

Of the seven workers who were hospitallized, four required intensive care. Plasma
and/or red bload cell cholinesterase activity was depressed to at ieast 28% below the
lower limit of normal In 14 (B8%) of the 18 workers tested; in addltion, for one worker
the level of activity was depressed 87%, and for threa, 78%-80%, Atropine was admin-
istered to all seven hospitalized workers and to four of the 14 workers with systemio
iliness who were treated in the emergency department and released, Eighteen (86%)

“Use of trade names s for identifioation only and does not lmmmumom by the Publle
Health Servige or the U.5. Dapartment of Meaith and Human loas.

" 1This application technique Involves the use of & tractor-drawn sprayer with csclliating nozzies
that ars orlented in a tlat plane and direct the spray mixture into the canopy of the tress for

complete coverage.
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Centers for Disease Control
and Prevention (CDC)
Atlanta GA 30333

August 3, 1993

Dear Colleague:

On August 6, the Centers for Disease Control and Prevention (CDC) will be
releasing a Morbidity and Mortality Weekly Report (MMWR) containing an article
about condom effectiveness. This article is 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.

There has been a great deal of media attention lately on the topic of condom
effectiveness in preventing the transmission of HIV. For this reason, CDC is
anticipating an increased level of interest in this particular MMWR article.

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.

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.

Sincerely yours,

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

Enclosure
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PREVENTION

Condoms and Their Use in
Preventing HIV Infection and Other STDs

With more than 1 million Americans infected
with HIV, most of them through sexual transmis-
sion, and an estimated 12 million 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

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:

* Use a new condom for each act

latex condoms when engaging in of intercourse.

sexual intercourse—vaginal, anal, or L?'tex cond’or_ns are + Pk fhe ooad

oral—can greatly reduce a person’s highly effective AL on:labscioon .

risk of acquiring or transmitting when used SIRCINIL AREUER B0 DRSO WY

STDs. including HIV infection. In ” sexual contact (vaginal, anal,
s IDCRAIME SSCHI0N, consistently and or oral).

fact, recent studies provide compel-

ling evidence that latex condoms are | COTT€CEy—new » Hold the tip of the condom and

highly effective in protecting against studies provide unroll it onto the erect penis,

HIV infection when used properly for | additional evidencel| Ileaving space at the tip of the

every act of intercourse. that condoms work condom, yet ensuring that no

The protection that proper use of latex condoms
provides against HI'V 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.

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.

Condoms and STD/HIV Prevention

July 30, 1993



Myths About Condoms

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.

»  Myth #1: Condoms don't work

Some persons have expressed concern about
studies that report failure rates among couples using
condoms for pregnancy prevention. Analysis of
these studies indicates that the large range of efficacy
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
intercourse. Further, even people who use condoms
every time may not use them correctly. Incorrect use
contributes to the possibility that the condom could
leak from the base or break.

P  Myth #2: HIV can pass through condoms

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

P Myth #3: Condoms frequently break

Another area of concern expressed
by some is about the quality of latex condoms.
Condoms are classified as medical devices and
are regulated by the FDA. Every latex
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
this country are less than 2 percent. Most of
the breakage is due to incorrect usage rather
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.

Condoms and STD/HIV Prevention

July 30, 1993



Preventing HIV Infection and Other STDs

Recommended Prevention Strategies

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:

» 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 cach act of intercourse

Other HIV Prevention Strategies
» Condoms for Women

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.,

P Spermicides

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.

Making Responsible Choices

In suromary, sexually transmitted diseases,
including HIV infection, are preventablc, and
individuals have several responsible prevention
strategies to choose from. But the effectiveness of
cach one depends largely on the individual. Those
who practice abstinence as a preveation 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.

For further information, contact:

CDC National AIDS Hotline: 1-800.-342-AIDS
Spanish: 1-800-344-7432
Deaf: 1-800-243-7889

CDC National AIDS Clearinghouse

P.0. Box 6003

Rockuville, MD 20848-8003

Condoms and STD/HIV Prevention

July 30, 1993
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In the United States and
throughout the world, the majority of
human immunodeficiency virus
(HIV) infections are sexually trans-
mirtted. 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
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-
bavior 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 clear: When used correctly
and consistently, condoms are highly
effective; when used otherwise, they
are not. (Am J Public Health,
1993;83:501-503)

April 1993, Vol. 83, No. 4

reprint

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

William L. Roper, MD, MPH, Herbert B. Peterson, MD, and James W.

Cwran, MD, MPH

More than | 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 majonity of HIV infec-
tions are sexually transmitted. Further-
more, an estimated 12 million other
sexually transmitted diseases occur each
vear 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.!

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

Condoms are not 100% efficacious
and a hugh degree of indvidual compliance
1s required for condoms to be effective in
use. Criucs of the role of condoms in pre-
venhion Cile worsi-Case-scenano 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 perfecily effective
prevention techniques have been recently
reviewed.” Assertions that mimmize the
potenual efficacy of condoms may be self-
fulfiling prophecies. because condoms
may be used less consistently by those who

do not believe them 1o be effectve. How-
ever, Fineberg has developed a mathemat-
ical model that predicts that consistent con-
dom use could prevent nearty 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.” Such a reduction could help in-
terrupt the propagaton of the epidermc.
Therefore, promoung more widespread
understanding of condoms” efficacy and
advocaung their consistent use by those
who choose 1o be sexually active is crucial
to protectung people from HIV infecuon
and to slowing the spread of the HIV and
sexually transminted disease epidemics.

The effectiveness of consistent con-
dom use is evident from recent epidemu-
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 nisk of transmurting HIV infection.**
One of these studies® makes the cnuical
distinction between the benefits of consis-
tent and inconsistent condom use. In that
study, from the European Study Group on
Heterosexual Transmussion of HIV. 563
couples from nine European Commumnity
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 prowides an unacceptably low
rate of protection.

The importance of compliance 1s 1l-
luminated by an analogy with pregnancy

The authors are wath the Centers for Disease
Control and Prevenuon, Atlanta, Ga.

Requests for repnnts should be sent 10
James W. Curran, MD, MPH. Centers for Dis-
case Control and Prevenuon, 1600 Clifion Rd,
Mail Stop D21, Adanta, GA 30333

Editor’s Note. See related editonal hy
Hein (p 492) in ths 1ssue,
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prevention programs. Although rypical
pregnancy rates for couples who use con-
doms are as high as 10% to 15%.7* rates
are estimated to be as low as 2% for cou-
ples who use condoms correctly and con-
sistentlv.” This discrepancy makes clear
that anv condom strategy must relv on the
continuing behavior of the condom user.
It is necessary. therefore, 1o integrate con-
sistent condom use into our HIV preven-
tion strategies.

Despite the widespread understand-
ing that HTV infection is transmutted sexu-
ally. most sexually active Amencans at risk
for acquinng 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 theirr male partners used condoms.'©
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. !0

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
parmers 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
ables are accounted for.!® This suggests
that poverty and culture are important de-
termunants 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.'©
Also, decisions regarding condom use
may be complicated by strategies for preg-
nancy prevention. In Philadelphia!' and
Baltimore,!? women who had undergone
surgical sterilization were less likely than
nonsterilized women to report condom
use. It is possible that if the woman is
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protected against pregnancy. the motiva-
tion of the woman or the man to usc a
condom may be reduced.

We tum 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 1o be condoning sexual in-
tercourse outside of marmage among ad-
olescents as well as among adults. Some
information relevant 1o this possibility 1s
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 actrve.!>-'* From January 1987 to Oc-
tober 1991, self-reponied consisient con-
dom use among persons aged 17 to 30
years increased from 8% to 52% in asso-
ciation with the campaign.'* By contrast,
the proportion of adolescents (aged 16 to
19 years) who had sexual intercourse did
not increase over that 3-year period. '

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 actvity
among adolescent women and men in the
United States has increased steadily since
the 1970s.'>'7 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-oniented 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 recerve the
message that they must practice safer sex
and usc condoms. The message that those
who initiate or continue sexual activity
must reduce their nisk 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

indnidual and the public health will de-
pend on our ability 10 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 clanfy the effectrveness of other
bamer methods, and to develop and eval-
uate other preventrve methods. In partic-
ular. studies should address the male. fe-
male, and couple determinanis of
consistent condom use, including the cru-
cial role of peers and the need for a beter
understanding of economic and cultural
vanables. Because the male condom must
be used by the man, a woman at nsk must,
n part, rely on her male partner{s) o pro-
tect her. Therefore, to enhance the ability
of women to reduce their risks, further
evaluation of mechanical and chemical
bamers—including female condoms—is
needed, as is the development of new
methods over which women have greater
control.'®2! 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. O
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Man-To-Woman Sexual Transmission of HIV:
Longitudinal Study of 343 Steady Partners of Infected Men
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Medicine, University of Genova, Genova; T*tCancer Hospital, Aviano; and Dermathological Clinic, Universiry of
Milano; Milano, laly

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 nsk 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-
socialed 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 mm*) 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, C10.1-0.8), 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.

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.
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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
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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.

METHODS

The couples were recruited in 16 participating centers: eight
hospital departments of infectious diseases. five intravenous
drug user outpatient clinics, and three centers for HIV surveil-
lance. All of the HIV-infected subjects altending the centers
iwho were or had previously been intravenous drug users or
recipients of blood or blood denvatives as well as men reponting
homosexual contacts) were asked about their steady heterosex-
ual partners. Each partner who was not already known to be
HIV-infected was invited for an interview and screemng tests,
The presence of serum anubodies against HIV was assessed by
immunoenzvmatic methods using commercially available Kits.
Positive sera were tesied again with a second immunoenzymaltic
test and confirmed by Western blot. Seroconversion was defined
as the development of a positive ELISA test and Western blol
according to international cnteria. Information on intravenous
drug use, sexual ntercourse with other subjects at nisk. blood
transfusions or blood-derivative therapies, and prostitution was
collected in order to exclude subjects with nsk factors other than
sexual exposure 1o their infected partner.

Between February 1. 1987, and May 30. 1991, 368 women
seronegalive at the first visit were asked 1o retumn to the center
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al least every 6 months for interview and to repeat the HIV
antibody test. Of these women, 343 (98.2%) came for al least one
follow-up wisit and were inciuded in this study.

At each visit a structured interview was admunistered 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.

Ethical Considerations

Men and women were separately advised on nisk 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 aen using intrauterine devices
{(IUDs). 1t was suggested that they have the device removed.

Analysis

Incidence of seroconversion was evaluated by the person-year
method, and seroconversion rates were derived (26). The ume of
seroconversion was conventionally considered as the midpoint
between the first seropositive and the last seronegative test, Rel-
ative nisks (RR) were esumated as incidence rate ranos. and
confidence intervals (Cl) of the relauve nisks were calculated
with WolfT's method (27.28),

For the study of risk factors, frequency of intercourse was
divided into two categones: 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 partiner
(CD4" cell count. disease stage, p24 antigen serum positivity)
was collected from the standard medical records used by all
centers. Men were classified according 10 disease stage into
symptomatic (CDC group [V) and asymptomatic (CDC groups 11
and I11).

Condom use prevents the contact of infected semen with gen-
ital mucosa and 1s expected 1o act as an effective modifier of
other risk factors. For this reason two analyses were carmed out,
separately for woman always using seropositives (consistent use)
and not always or never using condoms (not consistent use).

A multivanate analysis using Cox's proportional hazard model
was carmed out. including all the vanables considered as poten-
tial nsk factors for transmission, to esumate the independent
contribution of each variable to the nsk of infection.

RESULTS

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

Mean duration (months) of the relationship

at enrollment (range} 44.3 (1-134)
Mean age (years) of the women (range) 25.5 (15-51)
Mean CD4 " cell number per mm? of

the men (range) 134 (10-1.346)
Men with AIDS 47 (13.7%)
Men treated with zidovudine 92 (26.8%)
Man’s method of infection

intravenous drug use 270 (78.7%)

other 73 (21.3%)
Mean follow-up time (months) to

seroconversion of the women (range) 14.1 (2-36)

(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.

Risk of Seroconversion and Condom Use

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).

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

Condom use N py”’ HIV~™ IR  RR(95% CI)*
Never 79 139.3 g 5.7 |

Not always SS 82.5 8 9.7 1.7 (0.6-4.5)
Always 171 266.0 3 1.1 0.2 (0.1-0.7)

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

Relationship Length, Sexual Behavior,
and Vaginitis

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.

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

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.

Analysis of Couples with Inconsistent Use of
Condoms and Where the Man Has a Low CD4"
Cell Number

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 10
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).

Journal of Acquired Immune Deficiency Svadromes. Vol 6. No. 51993
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TABLE 3. Incidence rates (IR) and relative risks (RR) of seroconversion by relationship duration, sexual behavior, history of
vagimris, and oral contraceptive use

Condom use
Not always-never Always
Vanables N py* HIV~ IR RR (95% CI)* N py* HIV* IR RR (95% CI1)*

Relatonship length

=] yr 13 39.2 4 10.2 1 26 40.5 3 7.4 1

>1 yr 101 181.8 12 6.6 0.7 10.2-2.0) 145 225.4 0 0 0
Frequency of intercourse

<2 weeks 74 129.3 9 6.7 1 100 159.4 1 0.6 1

>2 weeks 60 92.6 7 7.6 1.1(0.4-2.9) T 106.6 2 1.9 3.0(0.3-32.9)
Anal intercourse

No 113 189.8 13 6.9 1 159 246.1 3 1.2 1

Yes 21 2.1 3 9.3 1.4 (0.4-4.8) 2 20.0 0 0 0
Vaginius

No 123 200.2 14 7.0 I 162 246.5 3 1.2 1

Yes 11 21.6 2 9.2 1.3 (0.3-5.8) 9 19.6 0 0 0
Oral contraceptive use

No 123 2037 16 7.9 1 160  251.0 3 1.2 1

Yes 11 18.1 0 0 0 1 15.0 0 0

“ Person years al risk of acquinng the infection.

* 95% confidence interval.

Multivariate Analysis DISCUSSION

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. C1
1.2-13.3). A borderline statistically significant risk
increase remained for female partners of symptom-
atic men.

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
rnisk factors was not recognizable in the group of

TABLE 4. [ncidence rates (IR) and relanve risks (RR) of seroconversion by characterisuics of the infected man

Condom use
Nol alwavs-never Always
Vanables N py* HIV "~ IR RR 195% CI)* N py* HIV"® IR RR (95 CI*

Disease stage

Asymplomatic 97 1607 7 4.4 1 122 190.9 L 1.1 |

Symptomatic LY 6l.1 9 14.7 3400391 39 75.2 1 1.3 1.2 1-14.00
Viral p24 anugen

Negatve 17 2009 ia 60 | 147 333 = 0. |

Positive 17 300 4 13.3 2210769 4 324 | LR | 1404001
CD4" per mm'

=400 47 g | ) 233 | 77 120.6 k! bk, !

=400 87 149 8 14 Y4 T4 R=14.%) LX) 145.5 ] 0 [{]

“ Person years at nsk of acquinng the infection.
" 95% confidence interval.
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TABLE 5. Incidence rates (IR) and relative risks (RR) of
seroconversion of female sexual pariners of men with CD4~
counts <400 per mm’ not using condoms

Charactenistics N py’* HIV- IR RR((95%CIH*

Asymptomatic. p24

anugen negative 47 84.6 4 47 1
Symptomatic. p24
antigen negative 6 Bl 1 124 2.6(0.3-23.3)

Asymplomaltic. p24

antigen positive 215 452 6 13.3  2.8(0.8-10.0)
Symptomatic, p24

antigen positive 9 119 3 252  5.4(1.2-23.8)

“ Person years at risk of acquinng the infection.
b 95% confidence nterval.

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
mm’, 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 1o p24 antigen and with a CD4" cell
count of <400 are expected to seroconvert in | 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 1o 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-

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 nisk 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 analvsis (Cox's proportional hazard model)

Variables RR (95% CI1¥

Relatonship length

=| year |

>1| year 0.310.1-0.8
Condom use

Nol always-never ]

Always 0.1 {0.0-0.51
Frequency of intercourse

<2 weeks 1

=2 weeks 1.3 (0.5-3.7)
Anal intercourse

No 1

Yes 1.1 (0.3-4.4)
Vaginitis

No |
Yes 0.8 (0.2-3.5T)
Partner’s disease

Asymptomatic 1

Symptomatic 2600971
Partner’s p24 antigen

Negative

Positive
Partner's CD4 ™ count

=400 1

<400 1.2 10.44.0)

4.0 (1.2-13.3)

“ 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 [UDs in association
with condoms when maximal contraceptive efficacy
is required in women sexually exposed to HIV.
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From the Surgeon General,
US Public Health Service m—— s————

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
as part of a national strategy to prevent
transmission of the human immunode-
ficiency virus (HIV). Although the com-
mittee concluded that only sexual ab-
stinence or mutual monogamy between
uninfected partners completely elimi-
nate the risk of sexual transmission of
HIV, it also concluded that latex con-
doms are highly effective barriers and
should be used consistently by all per-
sons who have multiple partners or have
a primary partner who is infected or
whose serostatus is unknown.
Recently, members of the committee

met again with the Surgeon General to -

review data from the epidemic, new stud-
ies on condom efficacy, and statistical
studies projecting the impact of condom
use on the epidemic. The following up-
dated data support the 1989 recommen-
dation and indicate that proper use of
latex condoms provides a high degree of
protection against the sexual transmis-
sion of HIV.

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
syndrome (AIDS) attributable to het-
erosexual transmission increased by 21%
during 1991, making heterosexual trans-
mission the category with the largest
percentage increase in AIDS cases from
1990 through 1991.

in Vitro Studies of Latex Condoms

One NIH study that evaluated latex
condoms using scanning electronic mi-
croscopy found no holes even on mag-
nification at xX2000. Although the inabil-
ity of this investigation to identify holes
in latex condoms is reassuring, micro-
scopic holes in latex condoms can occur.
The FDA conducts periodic testing of
condom lots using the water-leak test,
which can identify holes as small as 10
pwm. Recent FDA data indicate that the
average batch of condoms has a water-
leak rate of 0.3%.
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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 um in diameter, too
large to pass through the microscopic
holes detected by routine testing. An
FDA study simulated free HIV in fluid
under pressure and found that most con-
doms leaked no fluid at all, and that
even the worst-performing condom re-
duced estimated viral exposure by
10000-fold. This evaluation was reas-
suring, especially since several extreme
assumptions were made; for example,
the titer of HIV-sized particles used was
100 million times the titer of HIV in
semen.

Epidemiologic and Statistical Studies

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
use condoms 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
and prospective observational studies
have provided evidence that the rela-
tive risk of HIV ‘nfection among con-
dom users is equivalent to that for preg-
nancy, but that the absolute risk of ac-
quiring HIV infection from condom fail-
ure is lower than the comparable risk
for pregnancy. The resulits of two recent
observational studies from the highest-
risk group (discordant couples, in which
one partneris HIV-seropositive and one
is not) have now demonstrated a rela-
tive risk reduction for HIV of 80% or
better. Based on an underlying sero-
conversion rate of 20 in 100 discordant
couples and an 80% risk reduction, four
seroconversions in 100 discordant cou-
ples using condoms are expected per
year,

Consistent with this projection, a re-
cently published prospective study from
Zaire identified an annualized condom-

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 8o. 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 Sez-
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 MD, MPH

Jeffrey A. Periman, MD, MSc
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Editor's Nots: From the Office of the Surgeon General
and the US Public Health Service. Address all comespon-
dence to Dr Periman, Room 300, Executive Plaza North,
Bethesda, MD 20392,
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ABSTRACT

HETEROSEXUAL TRANSMISSION OF HIV IN EUROPEAN COHORT OF
COUPLES

De Vincenzi Isabelle for the European Communities Study Group on heterosexual
transmission of HIV. European Centre for the Epidemiological Monitoring of
AIDS.

Pans, France.

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

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.

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 survival 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%).

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.
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Update: Barrier Protection Against HIV Infection
and Other Sexually Transmitted Diseases

Although refraining from intercourse 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 as 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 “female 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 adjunctively with condoms.*

Two reviews summarizing the use of latex condoms among serodiscordant hetero-
sexual couples (i.e., 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 serodiscordant couples confirmed this
finding and emphasized the importance of consistent (i.e., use of a condom with each
act of intercourse) and correct condom use (4,5). In one study of serodiscordant
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 serodiscordant 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-years 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 among inconsistent users (5).

Condom use reduces the risk for gonorrhea, herpes simplex virus (HSV) infection,
genital ulcers, and pelvic inflammatory disease (2). In addition, intact latex condoms
provide a continuous mechanical barrier to HIV, HSV, hepatitis B virus (HBV), Chla-
mydia trachomatis, and Neisseria gonorrhoeae (2). A recent laboratory study (6) in-
dicated that latex condoms are an effective mechanical 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 were
2% or less for vaginal or anal intercourse (2). One study reported complete slippage

*Single copies of this report will be available free until August 6, 1994, from the CDC National
AIDS Clearinghouse, P.O. Box 6003, Rockville, MD 20849-6003; telephone (800) 458-5231.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES / Public Health Service
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off the penis during intercourse for one (0.4%) of 237 condoms and complete slippage
off the penis during withdrawal for one (0.4%) of 237 condoms (7).

Laboratory studies indicate that the female condom (Reality™ ')—a lubricated poly-
urethane sheath with a ring on each end that is inserted into the vagina—is an
effective mechanical barrier to viruses, including HIV. No clinical studies have been
completed to define protection from HIV infection or other STDs. However, an evalu-
ation of the female condom’s effectiveness in pregnancy prevention was conducted
during a 6-month period for 147 women in the United States. The estimated 12-month
failure rate for pregnancy prevention among the 147 women was 26%. Of the
86 women who used this condom consistently and correctly, the estimated 12-month
failure rate was 11%.

Laboratory studies indicate that nonoxynol-9, a nonionic surfactant used as a sper-
micide, inactivates HIV and other sexually transmitted pathogens. In a cohort study
among women, vaginal use of nonoxynol-9 without condoms reduced risk for gonor-
rhea by 89%; in another cohort study among women, vaginal use of nonoxynol-9
without condoms reduced risk for gonorrhea by 24% and chlamydial infection by
22% (2). No reports indicate that nonoxynol-9 used alone without condoms is effec-
tive for preventing sexual transmission of HIV. Furthermore, one randomized
controlled trial among prostitutes in Kenya found no protection against HIV infection
with use of a vaginal sponge containing a high dose of nonoxynol-9 (2). No studies
have shown that nonoxynol-9 used with a condom increases the protection provided
by condom use alone against HIV infection.

Reported by: Food and Drug Administration. Center for Population Research, National Institute
of Child Health and Human Development, National Institutes of Health. Office of the Associate
Director for HIV/AIDS; Div of Reproductive Health, National Center for Chronic Disease Preven-
tion and Health Promotion; Div of Sexually Transmitted Diseases and HIV Prevention, National
Center for Prevention Svcs; Div of HIV/AIDS, National Center for Infectious Diseases, CDC.
Editorial Note: This report indicates that latex condoms are highly effective for pre-
venting HIV infection and other STDs when used consistently and correctly. Condom
availability is essential in assuring consistent use. Men and women relying on con-
doms for prevention of HIV infection or other STDs should carry condoms or have
them readily available.

Correct use of a latex condom requires 1) using a new condom with each act of
intercourse; 2) carefully handling the condom to avoid damaging it with fingernails,
teeth, or other sharp objects; 3) putting on the condom after the penis is erect and
before any genital contact with the partner; 4) ensuring no air is trapped in the tip of
the condom; 5) ensuring adequate lubrication during intercourse, possibly requiring
use of exogenous lubricants; 6) using only water-based lubricants (e.g., K-Y jelly™ or
glycerine) with latex condoms (oil-based lubricants [e.g., petroleum jelly, shortening,
mineral oil, massage oils, body lotions, or cooking oil] that can weaken latex should
never be used); and 7) holding the condom firmly against the base of the penis during
withdrawal and withdrawing while the penis is still erect to prevent slippage.

Condoms should be stored in a cool, dry place out of direct sunlight and should not
be used after the expiration date. Condoms in damaged packages or condoms that
show obvious signs of deterioration (e.g., brittleness, stickiness, or discoloration)
should not be used regardless of their expiration date.

"Use of trade names is for identification only and does not imply endorsement by the Public
Health Service or the U.S. Department of Health and Human Services.
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Natural-membrane condoms may not offer the same level of protection against
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 viruses in laboratory studies (2).

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 is 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, men 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 use of contraceptive methods in pregnancy prevention (8).
For example, the typical failure rate during the first year of use was 8% for oral contra-
ceptives, 15% 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 is crucial.

The determinants of proper condom use are complex and 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 (70).
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Nosocomial Enterococci Resistant to Vancomycin —
United States, 1989-1993

As part of continual surveillance for antibiotic resistance among 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, 1989, through March 31, 1993. Many of these strains
are resistant to all available antimicrobial agents. This report summarizes that analy-
sis.

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 Enterococcus sp. from nosocomial infections reported to
the NNIS system from January 1, 1989, through March 31, 1993, were examined. Up
to four pathogens could be 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 [ICU] 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 16,571 nosocomial Enterococcus isolates, 10,961 (66.2%) were tested for van-
comycin susceptibility; 278 (2.5%) were resistant. The percentage of nosocomial
enterococci resistant to vancomycin increased from 0.3% in 1989 to 7.9% in 1993
(p<0.0001, 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 13.6% 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 sites had the highest percentage of resistant nosocomial enterococci
(7.8%, 4.1%, and 3.8%, respectively).

Of the 10,961 nosocomial enterococcal isolates tested for vancomycin susceptibil-
ity and reported to the NNIS system, 1881 were 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 vancomycin-susceptible isolates (26 [36.6%] of 71 versus 297 [16.4%] of
1810; p<0.0001, chi-square test). Insufficient data on comorbidity were obtained to de-
termine the relation of the bloodstream infection to death in these 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%, 5.6%, and 3.6%, respectively).
Vancomycin resistance also varied by teaching affiliation of hospital: 14 (0.6%) of
2154 nosocomial enterococci at nonteaching hospitals were resistant versus
264 (3.0%) of 8807 at teaching hospitals (p<0.0001, chi-square test). The percentage of
vancomycin resistance varied also by number of beds in the hospital: none of



C%ef me &é? y(yu,

fou want im fo use  condom,
nis 15 il ou iave fo say. S8

If you'd like information about condoms, HIV, and HIV prevention, call 1-800-342- AIDS {CDC




“If he doesn’t have a
condom,you just
have to take adeep
breath and tell him
togo get one.”

It’s not the easiest thing in the world to say.

But these days, you have to. If you're dating someone who doesn't like condoms, talk before

having sex. Explain how you feel. Offer to help during the awkward moments. pusmmw

And if this doesn't work, ask yourself, is it worth the risk? CTEEATD
For more information on condoms and AIDS, call 1-800-342-AIDS for

answers you can count on. e
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The simple act of putting on a condom can save your life, if th%r'sre used properly

and every time you have sex. For more information about AIDS and condoms,
call 1-800-342-AIDS.
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TALKING POINTS & SUPPORTING DATA:
MMWR ON THE EFFECTIVENESS OF CONDOMS

Latex condoms are highly effective against the sexual transmission of HIV
when used consistently and correctly during sexual intercourse.

New, compelling studies demonstrate that latex condoms are highly
effective when used correctly and consistently. (MMWR)

Two studies present the strongest evidence to date that latex condoms
are highly effective in preventing HIV. The studies monitored people
at extremely high risk by studying couples in which one person was

HIV-positive and the other was uninfected. With repeated exposures to
HIV, condoms proved to be highly effective for couples using condoms
consistently and correctly.

Of 123 couples studied from 1987 to 1991, in which one of the
partners was HIV-infected and they consistently and correctly
used condoms, none of their partners became infected.
However, among 122 couples who inconsistently used condoms,
10% (12 of 122) became infected. (DeVincenzi)

In an Italian study of uninfected female partners of HIV-infected
men, only 2% (3 of 171) of the women whose male partners
always used condoms during sexual activity became infected.
However, 15% (8 of 55) of inconsistent condom users became
infected. (Saracco)

Latex condoms must be used consistently and correctly in order to be
highly effective in preventing the transmission of HIV.

Consistent use means using a condom from start to finish with
every act of intercourse.

Correct use involves a few simple steps.
Use a new condom every time you have sex -- anal, oral or vaginal.
Put the condom on after the penis is erect and before it touches any

part of your partner’s mouth, anus, or vagina. (If the penis is
uncircumcised, pull the foreskin back before putting on the condom).



To put the condom on, pinch the reservoir tip of the condom, then
unroll it all the way down the penis. (If the condom does not have a
reservoir tip, pinch the tip enough to leave a half-inch space for semen
to collect.) Always insure that no-air is trapped in the tip. It can cause
the condom to break.

If you feel a condom break during sex, stop, pull out, and put on a new
condom.

After ejaculation and while the penis is still erect, hold the rim of the
condom and carefully withdraw so no semen is spilled.

Using lubricants: you may want to apply additional lubrication to
reduce the possibility the condom will break. You should only use
water-based lubricants, such as glycerin or over-the-counter lubricating
jelly.

Never use "oil-based” products with condoms, such as cooking or
vegetable oils, baby oil, hand lotion, or petroleum jelly. They can
weaken the latex and cause the condom to break.

Storing condoms: Condoms should be stored in a drawer or closet —
somewhere cool, dry and out of direct sunlight. Changes in
temperature, rough handling or age can make the latex brittle or
gummy. Never use condoms that are damaged or discolored, brittle, or
sticky. And don’t store them in your wallet or car glove compartment
for a long time.

3. Latex condoms are excellent quality products.

Recognizing that latex condoms are highly effective, in April
1993 the FDA announced that labeling for latex condoms should
inform the public that: "if used properly, latex condoms will
help to reduce the risk of transmission of HIV infection and
many other STDs.* Other contraceptives are required to carry a
statement that they do nor protect against HIV infection and
other STDs.

Studies by the FDA Center for Devices and Radiological Health
confirm that latex condoms are a highly effective mechanical barrier to
HIV-sized particles.

During the manufacturing process, condoms are double-dipped
in latex and undergo stringent quality control procedures.
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As a medical device, latex condoms are rigorously tested to ensure that
they meet federal and industry quality assurance standards.

Every condom manufactured in the United States is tested by
manufacturers for defects, including holes or areas of thinning, before

it is packaged.

The FDA randomly tests condoms produced domestically or
imported into the U.S. to ensure that they meet quality
assurance requirements. The standard test used by the FDA is
the water-leak test, in which the condom is filled with 300 ml of
water, stretching it to as much as four times its original size. If
FDA finds that more than 4 per 1000 condoms leak, the lot is
not allowed to be sold here.

When condoms fail, it is usually due to user error.

Most condom breakage is due to incorrect usage rather than
poor condom quality. Common reasons for breakage include
teeth or fingemnail tears, using oil-based lubricants, using old
condoms, exposure to heat, reusing condoms, unrolling the
condom before putting it on, or leaving air in the tip.

There is no indication that condom breakage rates are different
for anal or vaginal intercourse.

Many Americans don’t know that latex condoms provide better
protecuon from HIV than natural membrane condoms, and don't
understand that they should be used from start to finish, or that
only water-based lubricant should be used. It is vital to step up
our efforts in educating the public about correct condom use.

Both refraining from intercourse with infected partners and consistent and
correct condom usage are effective prevention strategies.

A two-pronged AIDS prevention approach is needed in this
country - with messages encouraging both abstinence and the
correct and consistent use of condoms. Both strategies can be
highly effective if practiced all the time.

We know that one of the key determinants of condom use is the
belief that condoms work. Stated another way, sexually active
individuals will be less motivated to use condoms if they don’t
believe that they will be effective barriers. Therefore, it is
important that sexually active individuals get the message that
latex condoms provide effective protection from HIV if they are



used correctly and consistently. We have a responsibility to let
the public know that a compelling case now exists for condom
use as a prevention strategy -- if condoms are used consistently
and correctly.

A clear message about condoms is not incompatible with the
message to young people that initiation of sexual activities at an
early age carries health risks. In fact, recent data from
Switzerland demonstrates that a public education campaign
promoting condom use can be effective without increasing the
proportion of adolescents who are sexually active. (Hausser)



QUESBTIONS & ANSWERS: MMWR ON THE EFFECTIVENESS OF CONDOMS

QUESTION

ANSWER

What about studies that
suggest condoms have as
high as a 15.7%
contraceptive failure rate?

These studies do not
distinguish between
inconsistent and consistent
condom use. Recent studies
show that pregnancy rates
are estimated to be as low
as 2% for couples who use
condoms consistently and
correctly. (Trussell)

Similarly, in two studies
involving extremely high-
risk couples in which one
partner was HIV-infected and
the other was not, condoms
were found to be highly
effective when used
consistently and correctly.

What does highly effective
mean?

We know from the discordant
couple studies that in
extreme risk situations, the
consistent use of condoms
provides a significant
reduction in risk. (Refer
back to Talking Point #1
about discordant couple
studies)

Isn’t it naive to think
that people can use condoms
consistently and correctly?

No, people can use condoms
correctly by following a few
simple steps (See talking
points).

Discordant couple studies
clearly demonstrate that
consistent and correct
condom use is possible if
the couple is highly
motivated.




Can’t condoms break?

Condoms rarely break. 1In
those cases where breakage
occurs, it is usually
related to user error rather
than condom quality.

Using old condoms is a
leading cause of breakage.
Other common reasons for
breakage include fingernail
tears, exposure to heat or
sunlight, reusing condoms,
or unrolling the condom
before putting it on.

Use of oil-based lubricants
such as baby oil, vegetable
0il, petroleum jelly, and
cold cream can weaken latex
condoms considerably and
cause them to break.
Mineral oil, a common
ingredient of hand lotions
can cause a 90% decrease in
condom strength after as
little as 60 seconds of
exposure. (Voeller).




How are condoms regulated
and tested?

Condoms are classified as
medical devices, regulated
by the FDA, and manufactured
according to national
standards.

Every condom sold in the
U.S. is tested by the
manufacturer electronically
for defects, including holes
or areas of thinning, before
it is packaged. During the
manufacturing process,
condoms undergo stringent
quality testing.

In addition, the FDA
randomly tests condoms using
the water-leak test, in
which a condom is filled
with 300 ml of water. If
FDA finds that more than
four per 1000 condoms leak,
the lot is not allowed to be
sold here.

Don’t condoms have
microscopic holes that
allow HIV to pass through?

Condoms are required to
undergo demanding tests,
including tests for holes
before they are sold. If
any holes are found, the
condoms are discarded.

Laboratory studies show that
intact latex condoms provide
a continuous barrier to
microorganisms as well as
sperm.

Researchers studying
surgical gloves made out of
latex found "channels of 5
microns that penetrated the
entire thickness of the
glove.™

The quality of latex condoms
is higher than that of latex
gloves. Condoms are made
differently than gloves.
Condoms are doubled-dipped
in latex while gloves are
only single-dipped. Condoms
also undergo much more
stringent quality control
procedures than gloves.




What about a University of
Texas Medical Branch study
that estimated condoms to
be only 69% effective in
preventing HIV in
heterosexual couples?

The University of Texas did
not conduct a new study. It
is a meta-analysis of
existing studies. That is,
it applied statistical
methods to previously
published studies. This
method has several flaws.
First, the study only cites
data collected prior to July
1990, overlooking recent
studies that provide some of
the most compelling evidence
that condoms are effective.
Second, the study did not
distinguish between
consistent and inconsistent
use of condoms.

Why did the FDA approve the
female condom if it has
proven to be only 74%
effective in recent
studies?

The female condom is the
first barrier method of
contraception available
within the control of the
female partner which
provides some level of
protection against pregnancy
and STDs, including HIV.

As a very new product,
limited studies have been
conducted on its
effectiveness against STDs
and HIV. However, the
clinical data do suggest
that female condoms provide
some level of protection
against some STDs and HIV.

PHS is currently undertaking
additional studies to assess
the effectiveness of female
condoms against HIV and
other STDs as well as to
develop additional methods
of contraception for women.
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Isn’t abstinence the only
foolproof way to prevent
HIV infection?

Refraining from intercourse
with infected partners is
the most effective HIV
prevention strategy. This
is an especially important
message for young people.

There is little disagreement
that premature initiation of
sexual activity carries
health risks. We need to
strive for a climate
supportive of young people
who are choosing to delay
sexual activity.

Periodic abstinence,
however, carries with it
certain risks. A 1988
National Survey of Family
Growth found abstinence to
have a contraceptive failure
rate of 26% when not
practiced consistently. So,
in abstinence =-- as in
condom use =-- consistency is
key.

11

Why are you changing your
position on the
effectiveness of condoms
used in conjunction with a
spermicide?

Scientific studies show that
condoms are more effective
than many people previously
thought and that spermicides
may be less effective than
had been hoped.

CDC recommendations actually
are not changing
significantly. We are
reinforcing the
recommendation to use
condoms. We don’t encourage
the use of spermicides
except as an adjunct to
condoms and for those whose
goal is contraception.
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Is the federal government
advocating/condoning sexual
intercourse outside of
marriage?

There are many sound public
health reasons to abstain
from sexual intercourse,
such as preventing STDs,
including HIV, and unwanted
pregnancy. However, the
federal government does not
determine what is or is not
morally acceptable behavior.

From a public health
perspective, if a person
chooses to have sexual
intercourse, using condoms
correctly every time during
sex is the best way to
prevent HIV infection.
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Why are you releasing this
information now? Aren’t
pecple already using
condoms?

We are releasing this
information now because
recently presented
scientific data sheds new
light on this important
public health issue. We
feel the public needs this
information, and the MMWR is
the most rapid means to
disseminate it to health
professionals and the
public.

Most sexually active people
are not using latex condoms
every time they have sex.

For example, in San
Francisco, only 6% of
heterosexual males with
multiple sex partners
reported always using
condons.

In another study, only about
20% of sexually active
American women reported that
their male partners used
condons.

A national survey of
heterosexual adults with
multiple sex partners found
only 17% used condoms all of
the time (Catania).

One of the key determinants
of condom use is the belief
that they work. Therefore,
it is important for sexually
active individuals to get
the message that latex
condoms can provide
effective protection from
HIV if they are used
correctly and consistently.
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Don’t education programs
about condoms result in
increased sexual activity
among adolescents?

No. Several studies have
shown that levels of sexual
activity among young adults
decreased or remained the
same after sex education
programs which included
information about condoms.

In a recent Swiss study of
16-19 year olds, an AIDS
prevention effort focusing
on condom use did not
increase the level of sexual
activity or the number of
sex partners of young
people. However, condom use
did increase among those
already sexually active.

A 1992 study reported in
Family Planning Perspectives
found that AIDS education
and sex education resulted
in decreases in the number
of sex partners and the
frequency of intercourse.
Having received education
was also associated with
more consistent condom use.
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In choosing a condom, is
there any way to know which
brand is best? Do some
condoms have higher quality
standards than others?

All of the condoms marketed
in-'the U.S. today meet
federal quality assurance
standards. The CDC
recommends latex condoms for
prevention of HIV and STDs.
Consumers should look for
the word "latex" on the
package. Color, shape, and
packaging are all issues of
personal preferece. All are
effective.

¢ e—
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What are you going to do
now that you have this
information? Is the
government going to start a
condom promotion campaign?
Are you going to release
ads on condoms?

The CDC is now planning the
next stage of its HIV Public
Information Program. It
will include the
implementation of a 5-year
prevention marketing program
to prevent the sexual
transmission of HIV among
sexually active young
Americans.

The CDC is faced with
opposition regarding condoms
from both sides of the
issue. Some people want the
CDC to promote only
abstinence as a strategy to
prevent HIV and not to
discuss condoms at all.
Others say the CDC is not
talking enough about
condoms.

The CDC’s education programs
are driven by science. As
the nation’s leading
prevention agency, our
mission is to prevent
disease and protect the
health of all Americans.

For people who are sexually
active, it is our duty to
provide them with accurate,
scientific information about
the effectiveness of condoms
against STDs, including HIV
when they are used correctly
and consistently.

CDC-supported public health
and education programs
provide young Americans with
information about the
actions they can take to
reduce their risk of
acquiring HIV infection,
including delaying and
abstaining from sexual
activity.
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Why are you promoting this
information now?

Two recent studies =--
especially the discordant
couple studies -- have
provided the data to make a
compelling new case for
condom effectiveness.

18

Why are you promoting
condoms even though they’re
not foolproof?

Because they substantially
reduce the risk of HIV
infection during vaginal,
anal or oral sex.
Similarly, we promote many
other health behaviors that
significantly reduce risk,
but do not entirely
eliminate it. For example,
we promote wearing bicycle
helmets which are 85%
effective at reducing injury |
or death and wearing seat
belts which are 40-55%
effective at reducing

injury.
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WAYS 1O LOCALIZE THE MMWR

TiP SHEET

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.

Take advantage of media opportunities

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.

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.

Use the MMWR materials to create tie-in opportunities

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.

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.



CONVEY A NEW PERSPECTIVE: DEVELOP AN OP-ED

TiP SHEET

Op-ed's are an excellent tool to help frame your organization's message about the effectiveness of
condoms and other HIV/AIDS education and prevention issues. To place an op-ed piece in a local
newspaper or magazine isn't complicated -- the key to success is making sure that the key ingredients -
- timeliness, a fresh perspective and factual information -- are presented clearly to an editor.

An opposite-editorial, or "op-ed" as it is commonly referred to, is the page adjacent to (opposite) the
editorial page in newspapers-and is used for columns and opinion articles by newspaper staffers,
syndicated columnists, guest writers and for the newspaper readership. Most newspapers consider this
page as belonging to their readers and look for articles that reflect local concerns, issues and opinions.
Here are some quick tips for successfully developing an op-ed.

DO

v Contact the newspaper or magazine that you want to submit the piece to and find out:
-  Who the piece should be sent to. Typically, this a staff person who works in the editorial
department.
- What the deadline is for submitting the piece, this will vary among daily, weekly or monthly
news publications.
- The recommended length and format for the piece. Most newspapers require the piece to be
typed and doublespaced. The typical length of an op-ed is 800 words.

¢ State your position or opinion upfront in the first paragraph. Editors look specifically for pieces that
convey clearly a position or opinion.

v Make it timely. Examine the newspaper to see what topics are currently being covered by the
newspaper. Generally editors look for pieces that reflect local concerns and issues or national
topics that have a local angle and offer variation on issues. It is unlikely for a newspaper to print
similar op-ed viewpoints on the same day or even during the same week.

v Express your viewpoint in a way that adds to public understanding or offers a fresh perspective.
Reviewers look for pieces that are informative, factual and provide reasoning to back up your
opinion. Being contrary or using humor is fine, as long as it reinforces your lead.

v Remember to submit your name, professional affiliation, job title and phone number.

DON'T

Use jargon or acronyms that won't be understood by the general reader.
Use an op-ed as a forum to personally attack an individual or organization.

Expect to be paid. Newspapers don't compensate readers for sending in a piece.

7o~ <SR S~

Don't be surprised if your piece appears edited. This is what editors do.




FOR MORE INFORMATION

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

National AIDS Information and
Education Program

(404) 639-0956

(404) 639-0973 (fax)

Centers for Disease Control
and Prevention

Mail Stop E-25

1600 Clifton Road

Atlanta, GA 30333

For media inquiries, please contact:

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

CDC National AIDS CDC National AIDS
Clearinghouse Hotline

PO Box 6003 800-342-AlDS
Rockville, MD 20849-6003 800-344-7432 (Spanish)

800-458-5231 800-243-7889 (Deaf)




POPULATION 1992

WHITE MALES

Homosexual white males
Prevalence in white men
Prevalence in gay white males

Prevalence in white heterosexual males

WHITE FEMALES

Prevalence in white females

BLACK MALES

Homosexual Black males

Prevalence in Black men
Prevalence in homosexual Black men

Prevalence in heterosexual Black man

BLACK FEMALES

Prevalence in Black women

HISPANIC MALES
Hispanic Homosexual males
Prevalence in homosexual Hispanic men

Prevalencein Heterosexual Hispanic men

HISPANIC FEMALES

Prevalence in Hispanic females

" wie

1,510,638
226,595
779/100,000
4809/100,000

32/100,000

1,633,333

18/100,000

376,745
52,011
975/100,000
4962/100,000

1511/100,000

406,666

75/100,000

1,180,500
177,083
2300/100,000

376/100,000

1,050,000

27/100,000





