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January 10, 1993 

Raymond Amoury, M. D. 
President 

THE WHITE HOUS E 

WASHINGT ON 

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. 
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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 



January 10, 1993 

Jay Grosfeld, M.D. 
President Elect 

THE WHITE HOUSE 

WASHING TON 

American Pediatric Association 
l3 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 adul t (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 oppor tunity for prevention 
messages both direct and indirect. The survey results confirm 
that a substantial number of phy sicians 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, 

=\''(__:d~ \L\.,---'_,_ ·. 
Kristine M. Gebbie, R.N., M. N. 
National AIDS Policy Coordinator 

Enclosure 



January 10, 1993 

Richard S. Hollis, M.D. 
President 

THE WHITE HOUSE 

WASHINGT ON 

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 f ourth (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. 

Sinc~rely, 

~ebb' Kristine M. G ie, R.N., M.N. 
National AIDS Policy Coordinator 

Enclosure 



January 10, 1993 

Ralph W. Hale, M.D. 
Executive Director 

THE WH ITE HOUSE 

WASH IN G TON 

American College of Obstetricians and 
Gynecologists 

409 12th St., 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 SO 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. 

;!d'L-~ 
Kristine M. Gebbie, R . N., M.N . 
National AIDS Policy Coordinator 

Enclosure 



January 10, 1993 

Leonard Lawrence, M.D. 
President 

THE WHITE HOUSE 

WAS HING T ON 

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 SO 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 adolescen t 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 behavi or. 

I believe that the moments a physician spends with each patient 
are a most important window of opportunity for prevention 
messages both d irect 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 ~ny questions. 

Sin1erely, 

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

Enclosure 



January 10, 1993 

Rosemary Davis 

THE WHITE H OUSE 

WAS H INGTON 

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 11always 11 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. 

Sinc~rely, 

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

Enclosure 



January 10, 1993 

William Coleman, M.D. 
President 

THE WH lTE H O U S E 

WASHINGTON 

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, 

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

Enclosure 



January 10, 1993 

Robert Graham, M.D. 
Vice President 

THE WHITE HOUSE 

WASH INGTON 

American Academy of Family Practioners 
888 Ward Parkway 
Kansas City, MI 64114 

Dearo~ 

The January 7, 1994 Morbidity and Mortality Weekl y 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 littl e 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 
ful l 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 



January 10, 1993 

Paul F. Griner, M.D. 
President 

THE WHITE HOUSE 

WAS HI NGTON 

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 t he 
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. 

SinCfrely, 

\ ) ~ 
~~-.J.--.J} 

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

Enclosure 



January 10, 1993 

Joseph T . Painter, M.D. 
President 

THE WHITE HOUSE 

WAS HINGTON 

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 . 
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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. 

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

Enclosure 
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Assistant Director for 
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Th~ draft Is still subject to change before final printing tonight. 
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Oeeplte ongoing and 1ublt1nt111 lffortl to lmprovt the V10Glne deltverv evnem In 

the United St1te1, vaccln•tlon levall for 2•VNr-oldt f'lm■ln below 90%. In addition, 
coverage IIVlla vary by and ,,. ,ubttantlaf ly IOMr In aome populltlor, groupe, eape• 
ol1lly th~ und.,..rv•d by the health-Gire ■yatam. The prevention of 
v1ccl,,.p~ntabl1 dfllllH In the United St1ta1 wm require thtt uniformly high VIO-­
clnltlan ltvllla for pre1ohool-1;1d chlldr1n be 10hltv1d and 1u1t1lned tn all 
communltlal, 

Dfffereno•• In v1oaln1tlon level, among raclaVtthnlo group, m1y be Influenced bv 
_ 100111 and cultural phenomena and requlrt 1pecl1l lnt1rvtntlon1. For ,umple, In Loa 
An;11 .. , 42'i of H11p1nl0 prt1chool•1g1d ohlldrwn were fully vl00Jn1ttd bV 1;ed 24 
month■, compared with H% of bltck ohlldren, even though Hl1panlo parent■ raported 
low•r mun ~Mull famlly lnoomN (91218 ve $4191) and lowtr m11n y .. ,.. of educa­
tion (8.t v-11'1 VI 12.6 yura) (CDC, unpubll1hld d1tl, ,na~. Although thll ,.part 
documentl gnd11"V100ln1tlon 11 • n1tton1I problem effecting ohlldrtn In 111 demo­
graphic gro\lJ)t, vaccination c)()Vtrege la dlepropcrtlonatttv lowtr among r1c:l1V1thnlc 
mlnorttlel ll')d ptrwon, llvlng below d\t poverty leval. DNpltl l1mlt1tlon1 In th• 11m­
ple 111■ of ~h• 1H2 NHII that precluded eetlm1tlon of vaccination 00wr1ge of 
Hlapanlo populatfon1, the lncr1111d lnold1no1 of m111l11 among Hl1p1nlc1 b1fort 
ind during tltt m111ltt reaurg1nc, ■uggett1 that overtll vaoolnltlon oover191 1111,a 
1ub1t1ntl1lfv! lower In Hlapanlaa th■n in whlta non•Hl1panlct (1-7 ), EmphHII 1hould 
be plaoed o~ lmprovlng coverage of ohlldr1n In r1ol1V1thnlo minority group, end of 
thOH IIYlng '" pov1rty. . 
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4, CDC. ltan rdl for i-tdlltrio lmrnunllttJon PrlGtloel IStandlt'd IL 11N:11, 
e. Orenlttln ~ Atklnaon W, Mnon o, Bernier "H, llrriera to v1ooin1tlng p1'810hool ahUcnn. 

J HNICh Ct~ P'oor UMtrMrwd 1N0:1:S1 ..... 
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&tatN. MMWR 1■1 :-t0(2)!1M, 
7, Olndler JS, ~ WI. Mlrtowltl LE, Hut1Dh1111 18, lpldlffllalogy of mNllw In tht Unl1'Cf 
.._ lft 1• and 181G. l'edJttr lnfeot 0it J 11U;11:M1..& 
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HIV Prevention PrHtl-of ,r1m1ry-C.re Phyalol1n1 -
. United ... 1111 · 

Enoountar1 between patftntl ind hNlth-o,,.. provldert ,,.. Important opportunl• 
ti•• for hum~n lmmunodlflcl1ncy vtrut (HIV> preventlo"• In 1H1, 1&% of U,8, 1dultl 
reported h1\llna been teated for HIV antibody; of th•H, &5" reported their molt reo1nt 
HIV tHt had bttn In • phy1lcl1n'I office or I ho1plt1I ( f ), During 1812, CDC and the 
HNlth AMot.irc .. end Servlcea Admlni1tr1tlon (HASA) 00mml11lon1d ■ n1tlon1I aur­
vay to ch•r•ot•rfze th• typee of HIV prevention Hrvlaa1 provided by primary-care . . 

I • 

:, 2 
OD <AIDS>:• 2 

i 
I 
I • 

; 
: . 



>. SENr·.av: cDc AIDS : 1- s-s4 : , : 20PM : 
SENT ey:xerox Te 1.ecopier 7020 : ,_ 4-84 : 1e:2s ; 

MMWII 

HIV f'rewm/MJ ~-Contlnutd , 

OD (AIDS) ➔ 

4O488iSi50 .. 

-
phy1lol1n1 1r,d b1rrt1r1 to th• provi,lon of th'" 11rvl011, Thia report 1umm1rl&11 the 
r11uhl afthtt IUMV, 

In Oatobel' 1112, 1 que1ti0nnalr• w■a malled to 4011 • prlmary•oare physlolane who 
ware r1ndorhlv Hlected from the American Medloal A■1ooi1tion . (AMA) Phy1lol1n 
Maattrflle, W,hlch comprt ... Ill phy1lcl1n1 In the United Stlttl, The Hmple WII etratl• 
fled by locat1on, rect/eth"lclty, '"d epeclalty, 'Two oategorln of looatlon were defined 
on the b11l1 pf the prevalence of acquired lmn\unodeftclency ayndrome <AIDS) In met­
ropolitan ttltlttlcel .,.... (MSAI): 1) phyalalana praotiolng In the 20 MSAI with th• 
hl;heet preYillenoe 1nd 2) thoae practicing In the rem■lnlnc, MSAt. Physician• Wll'I 
••Iced about their rlak u .... m,nt of new p1tttnt1; HIV counMllng, teetlng, and treat• 
ment praotldN; ■nd batlo und■ratandlng 1nd ,ttttudn rel1ted to HIV Infection and 
persona with HIV dlauie. Thi data were w1lght1d to 1dju1t for untqual probabllltl .. 
of 11leotlon •nd for the varleblllty of r11ponu r1te1 among the ltreta. 

Of the 1718 ellglblet pt,y,1c11n1, 2541 (88%) r11ponded; of theee, 802 Wirt g1n• 
eraltf■mUy practlt~anera; HO, ~dlatrlolan/adolt1oent medloln• · phyalol■n•; 8G$, 
ob1t1trl0(1n/,ineooloplltl (OB/OYN1); ena700, gentrel Internal medicine phy1lol1n1. 
or the ZAii 1pondent1, 78% w1rt man. iwa hundred ,1ghtv (18'6) were 1g1d <31 
v••ra; 1042 (41"), 31-44 y■■r11.and 1123 (44~1, >44 veer,. A total of 1~7 (~) were 
b111d In 1>rN1t1, elngf••P"l•ltv practice,; 442 (1~}, In prlvlM, muttltpte111ty preo~ 
tloM;. 289 (12'9Cr), In hospltal1, publlo cflnfca, and community h■■lth oentera; and 217 
( 10%), from '.leldlmla and other lrwtltutlon,. 'lw1nty-four Ptrctnt of the phyalol1n1 
ware looated In area, wtth high prw1~noet of AIDS, 

Atmoat ait (849') ,.•ponclenta lndlcatld thay •u,uanv• or •,twayw· 11ked ntw 
adult (agtd ~18 yeara) patlentl about clgaretw 1moldng; however, eexual hlatory­
talclng wu 1.-1 frequently reported (Table 1): 48% "kod about uxuelly ttantmlttld 
diaeaa .. (STDt), 31% about condom uu, 2"'- about aexuet orientation, and 22,C. 
about number of sex s,9rtnera. In comperlaon, 84% of all phvelcl1n111ktd new 1dol11• 
cent (agad ,._,, ve•ra> patlentt about otgal'ltt• ,moklng, 18% about &YD,; 12" ■bout 
oondom utt; 34~ •bout number of 11x p■rtn■rl, ■nd 27" ■bout ■-xual artent■tlon, 
One fourth 1a&%) o1 Ill phyelcl1n1 bellevid their Pltlenta would be offendtd by C1Utl• 
tlon• about thtlr ••,cuel b1h1vlort, · 

Th■ pe~nt11;1 of phy1lcl1n1 who lndlc:■twd thay would *llklly" ar "vtry llkely" 
enooura;e HIV teltlng varied by patient rl1k category cr.bl• 2) end ranged from homo­
Hxu11 man with multlpll partners and lnjectlng•drug Ulll'I (9!%) to IIXUIIIV IOtl\11 
edol .. ctnt pjltlentl (40"), 

Mott phytlcl1n1 <M%l lndlotttd that If HIV tNtlng were lndloattd for I petlent, they 
would probably provide the tett oouneellng themaelvu, Factort that either •moder-· 
ately" or •strongly" Influenced phytlclant to ~r for coun•Unc, and tNtlnQ Mher 
than provide'. lt themHlvet were that oouneeflng WN too time consuming (&&"), Infor­
mation w■- Jnaufflolent to enable oounMllng (..a%), and they preferred anonymgue 
teetlna for t~lr petlentl (42%). Moc rNpondenta lndlcatad that their deolalon to rtftr 
wee not Influenced by Inadequate raimburument (88") or dllCOmfort with counHI­
Jng {81%). 

Ninaty..tw,:,.percent of phy■lclan■ lnc:tlclted that thty would countel an HIV-positive 
p1tl1nt to Nlduce the rl1k for tr■n■mltttna HIV, In addition, 7"'-81,C. Indicated thev 

• R~ & of the total prlmery-ce,..· phVolicl1n populltlon. 
+P'hvalclana vimo were not preaotioina In one Dftht Dtlffll!Y'O'rt tPtOllttlN. were prNtlolno out et''" oaunuy, ret1rlcl, or dtDl■Nd wert dllmld 1n111g1bl9. · 
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HIV Prlwntk#t "'°'1oH - Contlttuld 
would coun'81 the patient to notify HX p1rtnar1, rtfwr th• patient to the 10011 h111th 
depanment for 111l1t1nce with th1 notlflc1t1on, or both. 

Of phyalol1n1 In 08/GYN practl011, 81% lndloated they would provide prenatal care 
ind 47% WOAJld provide oontr1ceptlv1 11rvlc11 to all wom1n, regardlaN of th■lr HIV 
111tu1 fTlbl• 3), In oompariaon, 73% would provide prenatal 01r1 ■nd 289' would pro­
vide oontraoJptlve ••rvloe1 to wom,n with HIV, 

Phy1fcf 1ns who reported they would rifer p1tl1nte with HIV for medlo1I 11rvlce1 
lndlo1t1d th♦ primary ru1ont for ref,rring were their l10k of experltnot with HIV 
(839') and th;. ■v1ll1bllltv of other provldere with more expertlu In treating HIV lnfao­
tlon f84%). Overall, 88% Of phyalol1n1 lndloated they btlltved they had an obllgatlon 
w tak• care pf 1omeone fnfeoced with HIV, and 17% Indicated that prof;N1lon11 train• 
lnQ oould hetp •1ncre1N th1lr comfort In oaring for AIDS patltntt.• 
11uoned brt i Lott, l'hD, W ,.,_~,, PltD, Abt AMlool«I,, lno., Ctt'°'IO, L IIIIOlin, ,t,D, 
" Nntldl, ,.,,,.,, Arnflrfolln Medloal ,41sool,don. Div of MfdlolM, lurNU til Htllth ProfNlloN, 
Htlltlt RNOU'"' and 8w, Admlnmmlon. N,i/onal AIDS lnformdon •nd lduo.tlon f'IOll,.m, 
Offfoe of HIV~IDB; Wom.,,~ HNlth ind r .nu,cy Ir, Div of RfJ)r'Odut:tlw HNIHt, Natlon,1 ~ntlr 
for Chronic ~ hwwntlor. llttl HM/th f'rOmotlo~ Div of 8Mu1l1Y nwn,mltt«I m,.,,., 
and HurMn ,,,,.munotMflMntl'/ YIM Prwvtmlon, Ind .. h,vlo••I ltudltl Seotlcm, B•h1vlor,I 
1nd l'revtntlotr lfNHroh Ir, Div of Suua/Jy Tran.miffed O,n,.., and HIV l'rewntlon, N1tlan1I 
Cent., for ,.,.,,_ntlor, Sviol, COC. 
ldltorl1I No1lt: Although prlmery-oere phyalolan• may contribute to th• pr,ventlon of 
HIV tr1n1ml•11on by oounaellng pati•nta who ■ra ■t rlak, the finding■ In thl1 report 
und1r1cor• the 1ubinant1,1 number of phvelol1n1 who IN mlt1lng opr;,ortunltlH to 

;# 6 
OD (AlDS) I# e 

eounHI during tncountert with patlentl, To more effeotlvely uH the11 enoountert 11 ~ 
I mHl'\I 6f t,~v•r.tlo,,, ~l'ryll~ta.," f':111t IT\Ult bl kn6WlldQ61bll 6b~ul HIV inliktlgn : 
1nd lta tran,rnilllon (.1 ). In addition, they ehould be 11n1ltlzld to the lmportanoe of ~tfa 
111111lng pa:tientl' rl1k for HIV lnfeotlon and pnaparad to counMI patlenta, bleed on 
thef r rltk (a): Th1rafora, medical ■choola ind profwelonal org1nl11tlon1 lhould oon-
t lnu, to ,m~h1tln HIV/AIDS prevention and treatment a prlorftlN In training ntW 
and preotlolng PhYllollnt. . . 

The flndln,a• In thll r1port Cln IUltt In the development of HIV prev,ntlon policy 
and program,a. llor mmpl1, the reluct■naa of ,ome phvetolana t0 .... , the r11ky ■ex 
praotlctl of patJtntl undlrlOOrN th• lrnportlnot for pubHo health ag,nolH to Hlllt 
phv11cl1n1 Ii.I Improving rl1k 111u1m1nt ind rl•k•reductlon coun11llng effort• for 
thalr p■tl•n• Ind patltMI' p1rtn1re. Thtlt finding• m■y bl u.-d by HASA to Improve 
training 1trategl11 1nd program, for h11l1h•c1re profe11lon1l1 and AMA and oth■r 
profeialonal ~rganlutl0n1 to develop training obJIOtlvu for prlmery-care phy1lol1n1, 

flinally, th~ fll'ldll'lge In thle rep011 can Htlai In tfforta to 1ehfav1 the n1tlon11 health 
obJtotlv" for the YMr 2000 ,-g•rdlng HIV prevention (4 ), ,:heat obJ■ctlvtl lnolud, 
lnort11lng t0:1t IMlt 80% th• proportion of persont with HIV Infection who havt been 
tuted (obJ~ ,a.a); lnot111fna to at l111t 78'4 tt\1 proportion of primary-care and 
m•ntal hnlffi.cat11 provldere who provide 89tt"'•Pl)ropr'iate counHflna on the prev,n­
tlon of HIV and other 8TDI (obJeotlve 18.t): and lnoreulng to at 1 ... t 50% the 
proportion of prlmarv-o-re ollnloa who acrun, dlagnoee, tteet, oounHI, and provide 
(or rtt.r for) partner nottfloltlon llf'Yloel for HIV Infection and bactarJ1I STDt (obJao­
tlv118. 13), 

• I·• • 
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1, Hardy AM, AdY1n da~IDS knowledg• ■nd 1ttttud1i for '1191: deta from the N1tlon1I 

HHlth lntaMtw Su ty. Vltal and H11lth StatlltlOIJ January e, 1H3: No. 221. 
2, V.ldJ11rrl "0, Holt;l'IY9 Oft, lraolcblll ftM, Am•rloan adulll' tnowltdg1 af HIV t.atlng 1Y1lt-

1bn1ty. Am J l'ubUo HHlttl 1Nli83:12M. 
I. 01rb,r ~. \tlldl•rrl PIO, Holtgrav, DR, It 11. l'l'IVtntlvt "rvlON guldelln11 fDr primary cart 

ollnlolln1 oaitlng for adultl ind adolHctntl Inflated with the human lmmunodeflaltnoy vfrua. 
ArohlvN of ••mltv MedlOlne 1113;2:Nl-71. 

4. PubllD H11ttti ltrvlc.. Htatthy PIOPII 2000; netlontl health promotion 11\d dlMIN prewntlon 
objttOtlvtt-full ,..Port, with commentary, W11hlngton, DC: UI D1p1rtmem of Httlth and Hu• 
man l1rvl01~, Publio Httlth l1rvlot, 11111 DHMI publlCltlon no, (flHl)t1•10212. 

EpldtmloloQfc Not,, and R,port, 

Oooupatton,1 l'Ntloldl Pollonlne In Apple Oroherclt­
Wuhlngton, 1NI 

During JuJy-Oec1mber 189$. th• W■■hlngton 01partm1nt of Health (WDOH) ,,. 
celved ind c()t'lduottd follow--up lnvllttg1tl0n1 of 2e reportl of occup1tJonal lllnUI 
r1l1tad to IJCP.Olure to mwlnphot (Phoedrtn .. ), an orv1nopho1ph1te (O,) lnNCtfcJd•. 
Th• r-.port1 Involved llfnenea during Jun, 13-Augutt ,1, ,m, In per,on, wo-tlng In 
18 different 1ppl1 orch•rd1; all lnvolvtd UH of mevlnphot to control apple 1phld1. 
Thi• report 1ummIrlz" th, ,.,ultl of thN■ lnv11tlgailon1 by WDOH, 

AU the~ wo,a,. w.rt men r,nglng In 101 from 11 to 72 v•ra (median: 
31 y11ra). l!JghtNn (~) were Hllpanlo; eight (11~) want non-Hltptnlo whltet. 
lwentv-threa. (11%) of the worktl'I were l>CJ)otld during mixing ind loading er 1ppll• 
aatlon of m1~lnpho1. Th• other thr•• ( 12%) wire 1xpo11d to mevlnphoe ra1ldun (two 
whll• woridno In olOM proxlmltv to I recently treated orchard and one 1fttr rNnt1rlng 
1n orohard w.lthln 2' houra after It-. ,preyed). 

Of tht 23 worktrt e)(J)ONd during mevlnphot preparation or appllattlon, 22 had 
worked on grcund 1pplloatlon1 and ulld 1n 1lrbl11tt tyttem; one worktd on 1n 1arl1I 
■ppllcatlon. ~I 23 aought m•dlc1I 1tt1ntl0n In emer;1nay d1p1rtmenta, 'Twenty-one 
wrou,. had ,vetemrc manlfenjtlona oh1rect1rtltlo of o, polaanl.no, Including n,u .. a 
(81%), vomltln9 (82%). dluln ... (~), vl1u1I dlaturb1not1 ("'4), WNkneu (18"), 
1bdomln1l pain (28"), h11d1ohe (24%), 1w■1tlng (249'), and e,cce11lvt "llvatlon 
(5~). lwo paraon, had conJun01lvlt11 ontv, which wu attributed to direct ocular ,xpo-
1ure to mevlnph01. 
. Of th• ~ worktr1 who were hoapttlllztd, four requlrld lnten11v8 care. Pl1am1 
and/or rad bfp0d cell chollneaterue 1otivltV w11 d,p,....ed to at lent 28% b1low th• 
lower limit of normal In 14 ("") of th1 1 I worktra tttttd; In addition, for one worker 
the level of 1otMty WII d•pntaed 179f., and for thl'N, ,.~. Atropine WII 1dmln~ 
~ to aH:MVtm hoapltlHncl worbrs and to four of the 14 worktre with 1VStemlo 
mn- who were trNted in the emergency department and ,., .. Nd. l!IQht .. n (88%) 

•u .. of tr1d11n1mN 1, for ld•ntlffaatlon only and do.1 not lmplv ,ndorNmenc Dy th1 l'ublfc 
HHlth It~ or th• U,I, Department of Me.Ith end Humen lervlol1. 

· iThl1 ■ppllca~on teQhnlque lnvolvH tht utt of• tractor-drawn ■pl'lytr with oeclllltfng nouJ• 
that are orl•~ In , flat plant and dlrtot the 1pray mixture Into tht canopv of the trill for 
oompi.t. oov•,.._ 
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January 10, 1993 

THE WHITE HOUSE 

WAS H INGTON 

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. 

Sinc~rely, 

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

Enclosure 
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HIV/AIDS 
PREVENTION 

Centers for Disease Control 
Office of HIV/AIDS 

1600 Clifton Road, N.E., MS D-21 
Building 26, ExeoutJve Park 

Atlanta, Georgra 30333 

FACSIMILE TRANSJWSSION 

TO: Ms. Kristin• Gebbie Fram: 

Natlon•I AIDS Polley Coordinator 

Addre$: The White House 

Teleph<:»ne: (202)832•1090 

Fau.c: (202)632•1096 

Date: _...;...../ /_s,J,....;../9-'-i--

Wanda K. Jones, Dr.P.H. 
Assistant Director for 

Science ... 
Addreu: 28 Exec Pk, MS D-21 
Telephone: {404) 639-0904 
Fax No.: (404) 639-0910 

No. of Pages 
(excludes cover sheet) 

' 
Subject:i MMWR Draft - l,J,\U P~~&Ji~ ... __ 
Notas/C:ommenta: This la th·e latest draft of the upcoming MMWR article. 

Th~ draft Is stlll subJeot to ohange before final printing tonight. 

i# 1 
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D11Plta onoolng and subat1nt111 effortl to Improve the V100lne dellvery IY'tlm In 

the United StltN, vaccln•tion levell for 2•yur-oldt remain b,Jaw 90%. In 1ddttl0n, 
coverage lev1l1 vary by end are ,ubstantt■Jly lawer In 1ome populltlor, group•, espe• 
olally tho•~ und1rHrv•d by the health-oar• ■yatam. Th• prevention of 
v1cclne-p~ntabl1 dl1111e■ In th• United St1t11 wlll require that unlfarmly high vao­
clnnlon lev•I• for pr11ohool-1ged chlldran be 1ohl1ved and 1u1t1lned In all 
communttJ ... 

Dlffereno,t1 In v1oaln1tlon l•v•f• among raolaVtthnlc group, may be Influenced by 
100111 end ~lturaf ph■nom•n• and require 1pacl1l lnt1rventlon1, For e,cample, in Loa 
AnQtlH, ~ of H11penlo pr11ohool•1g1d children were fully vlOOlnated bv teaed 24 
month,, oon,pared with 28% of black ohlldren, even though Hl1p1nlo p1renta reported 
low•r mun JMual flmlly lnoomN (11211 ve $4191) and lowtr mun y11r1 of educa­
tion , ... ~l'I VI 12.& yeara) {CDC, unpubll1hld dltl, 1HI)~ Although thll ,wpart 
docum•ntl 11nd11"V1COln1t(on •• 1 n1tian1I problem affecting ohlldren ln ell demo­
graphic, grov))t, VKC:inatlon coverage la dllpropartlanatety lower among r1cf1Vethnlc 
mJnorltl• aa;d per10n1 flvlng below the poverty lev•l D•plte llmltat1on, In th• 11m­
pl• ■11• of 1h• 1112 NHIS that precludtd tt1lm1tlon of vaccination ooverage of 
Hl1panlo populetlona, th• lncre11td lnoldeno, of m11aJ11 among Hf 1p1nlc1 before 
ind during the m111l11 r11ur;1nct tuggeete that ovel'III v1ocln1tton oover19111111a 
1ubtt1ntl■llY! lower In Hlapanloa than in whita non•Hl1p1nlo1 (S-1), Emph11l1 thould 
be placed orj improving coverage of ohlldren In r1ol1V1thnlo minority group, and of 
tho11 llvlna In poverty. 

I lftlt,.11#1 .,. 
1, M1111Y JT, Moore~ 1'1raon1 VL. T■droa w. D11lgn ind ntlmatlon fOr th• Netlonal HNlth 

lntervltw Se 1t8&-84. N1tlon1I C.ntar for H111th ltatlMlot, Vltll Ht1l11\ Stat 1089:21110). 
2. CDC. M111I nlted 8tlt11, flrtt 21 weekl, 1111, MMWA 1111; .g(4a):11M. 
3. Gold1teln IC , kvia FJ, Daum ~•• Aaouraoy of lmmunllltlon hletorlN-prcvlded. bv adulta H · 

oomp1nylnQ prelOhool Ohlldtln to I pedl■trlo em,rvencv department. JAMA , Na;270:211M. 
,, CDC, lttn~rde for Ptdletrto lmmunladon PraotloN [Standard IJ,.1111:11. 
I. Ortnlttln WA, Atldnaon W, Mno" D, Bernier RH, larrlera to YIOOln1tlng pl'lldlaol ohllehn, 

J MMlth C11'9 Poor UndtrMl'Wd 18'0;11S1._.,. 
I , CDC. Mtt .. :~ vaootnltlon ltvtlt among 11ltot1d group1 of pt'IIChoot-eged ohlldl'ln-Unftld 

lratN. MMWR 1811~2):JN, 
7, Cllndltr JS, ~ WL., M1ttow111 LE, Hutchin• 88, Epldlffltology of mtulw fn tt,1 Unlttd 

ltatll In 1• and 111G. l'tdlltr lnftot Ole J 1112,11:Mt-& 

· Efftotfwn•!' In DI•••• ind Injury l'reventlon 

HIV Prevention Praotlon of Primary-Can Phy1lcl1n1 -
, United ltatet, 1111 · 

Enoountet1 between patlentl ind hulth-oert provtdera are lmpartant opportunl• 
tlH for hum,n lmmunodlflcl1ncy vlru, (HIV) prevention. In 1111, 11" of U,8, 1dultt 
reported h1\llng b11n teated for HIV entlbody; of the .. , 66" report1d their mol1 reo,nt 
MIV tllt hldj betn In • phy1lol1n'1 office or • hotpital ( 1 ), During 1112, CDC and the 
H11lth Reaourc" 1nd Servloe1 Admfnl1tr1tlon (H,.8A) commlulon1d • natlonat aur­
v1v ta ah•r•oterize th• typ .. of HIV prevention eervlca■ provided by prlm1,v-o1r1 
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phy1lol1na er,d l>trrltl'I to th• provi1ton of thN111rvloe1, Thia report aummerl111 the 
re■uhe afth• ■urvev. 

In Ootober 1112, 1 qua1tl0nnalr• waa 1m1ll1d to 4011 • prlm1ry•o1re phyalolana who 
wart randomly ttleoted from the American M1dlo1I A11aci■ttan. (AMA) Phy1lol1n 
Maaterflle, Which comprl••· Ill phy1lcl1n1 In th, United stat ... The nmple Wll ltrltl· 
fled by loc■t1on, r1cl/1thnlclty, ,nd apeclalty. lwo 01te;orlu of looadon wtre defined 
on the b11l1 pf the prev1l1noe of acquired Immunodeficiency eyndrome (AIDS) fn met­
ropolitan etetlttloal 1reaa (MSAt): 1} phyalclana preotiolng In the 20 MSAI with th• 
hlgheet prwalenoe ,nd 2) those praatlclng In th• rem■lnlnc, MSAe. Physician• were ••Iced about their rllk u .... m,nt of new p1tl1nt1; HIV counMling, teltlng, and treat­
ment praotlau; and baalc undaratandlng tnd tttftudN related to HIV Infection and 
persona with HIV dlanie. Th■ d1t1 w1rw w1lght1d to 1dju1t for un1qu1I prababllltl•• 
of HleotJon •"d fc,r the varlebllltv of r11pona■ rate■ ■mong the 1trat1. 

Of the 17a& 1llglbl1t phy1lcl1n1, 2141 (88%) r11p0nded; of 1he11, 802 Wirt gen• 
■rallf1ml raatltlon■ra; 380, ~dlatrlclain/adoteaoent medloln• · phy■lol■n•; 88S, 
obatetrl0f1 ,i.n10olopltta (OB/C3YNa); end'700, gentr•I Internal m1dlcln1 phy1lol1n1. 
Of the 2A8 . apondentt, 71% w•r• men. Two hundred ,1ghty (11'6) were IClld 41 
v••ra; 1042 (-1"), 31-44 y■■rt; •nd 1123 (44%), >~ Y""· A total of 14117 ('°") were 
b11td In private, 1ln;f••P"lelty pr1Ctlae1; 442 (1~), In prfvl~, muttltpte111ty preo• 
doee;. 211 (1*9Ct), In hosplt1l1, publlo cllnle1, and community health oentera; and 217 
(10%), from :tcadlmla and oth1r lnatltutlon,. '1\venty-four Ptrotnt of the phvelol1n1 
ware I~ In 1rea1 with high prev1i.non of AIDS, 

Almoac 1(1 (84") rtapond•nta Indicated th■y •u■uallV- or •,1wayw· nked new 
•dult (1gtd la19 v••ra) patt.nta abaur cigarette amoldng; howevtr, ff)(Ual hlatory­
talclng w11 I•• fNquently reported ~ble 1): 4"' uked ebout uxually ttanamlttld 
diNaa .. (STDa), 11% about condom uN, 2"' about uxuel orl■ntat:lon, and 22" 
about number of ux pertnera. In comparlaon, M% of all phyelol1n111ked naw adole•• 
oem teold 1a-11 yeara> patlentt about cigarette 1moktng, 18% abouf STD,; 129' about 
condom utt; 34" about number of 11,c p1rtn1ra, and 27" about auual orlant■tlon, 
One fourth (a&%) of Ill phyalcl1n, b11f1V1d thlf r p1tl1nt1 would bt offandtd by qu11• 
tlon• about their 1t,cu11 b1h1vlort, · 

The p1rc11nt1191 of phy1lol1n1 who lndlcatad thav would •mealy" or •very llkely" 
enoour,91 HIV teltlng v1rled by patient rl11t Oltegory ~bit 2) and rtnged from homo-
11xu11 men with multlpl1 p111n11'1 1nd lnJeotlng•drug uaert (88%) to 11xu1Uy aotlve 
1dol .. oent s-tl1ntl (40"). 

Molt phyflcl1n1 (8$%) lndloattd th1t If HIV t11tln; were lndlo1tld for I l)ltlent, they_ 
would probably provide the teat oounMUng themNIVH, FIC1ort that tither •moder-
111ty" or •atrongly"' Influenced phytlcl1ra to rtftr for counuflng ■nd taltlng rather 
than provide'. It them11lvet Mrt thlt oouneeUn1 WN too time con1umlng (&l"J, lnfor­
m■tlan w■• Jn•ufflolent to enable aoun••llng (41,.), and they preferred anonymoua 
tNtlng for t•lr l)tltlentl (42'6). MOit rNpondenta lndlcatad that their deal■lon to rifer 
wae not Influenced by Inadequate relmburum1nt (81") or dl1eamtort with oounatl .. 
Ina (81%). . 

Ninatv•twp.percant Df phy1lcl1n1 tndlcatad that they would counttl en HIV-po1ltlve 
p1tl1nt to radum th• rl1k far tr■n1mlttlr111 HIV, In addition, 71"--81" indicated they 

• R~tl "' of the total prlmery-c.re phYflcl•n populttlon. 
t ,hv,lclan1 who were not pr.ctioing In one of the Pl'ifflll'Y"Olrt 1peollltlH. werw pl'Htlolno out at,,,. aou"rry, rtflrtd, or dtNINd wtfl dllmld 1n111,nu. · 

:# 3 
00 (AIDS> :1 a 

. ' 
' 



SENT av:coc AID
S 

i 
,-

5-94 
i 

1 :20PM
 

; 
• .SENr-av:x,rox T&laeopier 1020 ; 1-

4•94
; 1e:2& 

; 

N
O

 
M

M
W

R 
H

IV
 l',.vtnrlon ,.,.._

 .. -
O

m
rln&M

tti 

I l lil n ;; iii ; I; 
.al 

lie 
I
I
 
IS

i 
I 

I 
s;i 

1 
I 

al ~ • "~ 
!If N

 ! 
• ~ 

11 
I 

11. 
ili I! llH

 !I 
li li! 

I 
... 

II sl Ill I 14 ;. 

t I 11 i ii u Iii i I I t . 
~ 

I
I
 
I
I
 •

•
•
•
 =

 "I 
,I lflt i ;; H

 iU
 i ; ; i 

I 
-

11 ,, IIR
 I
~
~
 

• 
)1 i H

 ;; Iii 111 f 
i i 

I.I 
I I 

1
1

 J
I IC 

• 
I 

I ~ 
8 

~~
~•a• 

1
· 

, 
II l al 11!1 iii ! 11 I I 

1 
-

Ill 
Ill H

I 11 • ,. I 

1 , It. II i n n iii ; i ; I t 
If 

_. -
Q

 
I I 

a, 11 
S1 

Iii 
Ill j 

1 

I I 
11" 

"
§

 ;5 1,, ~ ! ~ I. 
I I 

• 
i 11 

i!
 lti 

,~
;ii ~ 

;ii 
:ti I 

.,. •~ '' a~I ~
I
~
 ! I 
l IJ 

t 11'' 11: U
 

m
l h

t
 11 I 

• 1111 

ii 
I ftf ,ahllitJll. !Ju 

OD 
<A

IDS)
➔
 

400
S

H
HO-+ 

i#
 4 

OD
 (AIDS) ;1 4 

Ju
M

w
y,, 11M

 

; l ., I 



SENT BY!CDC AIDS 
: 1-

5-94 : 1:21PM
 : 

00 (AIDS)~ 
SENT ev:xerox r,1eeop1er 1020 ; ,-

4-84
; 1e:2a 

; 
4048898&50~ 

:# 5 
OD <AIDS) ; I 5 

v.La1I,-,11 
H

IV ,,_W
lltt/0" ,,..Mio,, -

C01,tl1tutd 

1 
1 ii Hia ; I I 

I :1 al nu a a 1 
j 

! I •I U
H

 I fi I 

II'' !~~1i ~ 
iii 

§ 
I 

. l 
~

ii! l1 I 
! 

I t 11 Ill! ! i I 
I . I ,1 ii • i • i a 
i ' 11 
f 

. 11 H
n i I I 

~ 11 ii 1116 ! I I 
J ."lifl ;tlii!i 9 e &

 

l• 111 ;au a w i 
l j le IU

I I 1
1

 

I 11,1 H
IB

 I • 8 

M
M

W
R 

111 

t 
i H

 ; IU I J .. j •n f;.,. 
! 

1 

1 i I~
· 

Q
 I

l
l
 a • 

_·116•4 \o
~

"
 

1 , 
' 01'\ _...,),,,.. 

I I h II ; H
I ; ; 

. f4>. 
,J 

Jn
 • ,n

 , • 
. P. 

iii 
In ; u; , " 

----· . 
' I I Iii! 

..... ~ 
•
•
 

:t 1t P: ~ ~~~ ~ ~ 11 
~i ; iii ; 

· 1 
t 1 r i ii i ;;; i ; 1 i · 

I 
I 
I
ll I 

~ i 
is 

f •. t .
.
.
.
.
.
.
.
.
.
.
.
 i 

:,1111::! ! :!~ ~ ; i I 
IJ I 

...... -
-

-
-

-
'1 1 I Ui ; IH i I ' 

-. ; I ~I I 
1111 I i I J · I I I u 

11 ■ 1111 ■ • ! I 
: ' 

U
i:i ~ R

 • ~11 
iJ 

I ii i H
i ; ; i J 

f; 
A

 'Iii 
II 

.. s IJ 

IIJl1luh~ JJ, 
' 

. ~
 --



SENT BY=CDC AIDS i ,- 5- 94 i 1:22PM : 
• SEN-r.ey;xarox re11;op1er 1020 l ,- 4·84; 1e:2s 

OD (AIDS> .. 
4040393950 .. 

• MMWR Jan-,7,1114 

HIV li'NwntlotJ l'rtotloH - ~ntllt111d 

woufd coun~el th• patient to notify HX partnel'I, ...,_, th• patient to the 10011 h11lth 
department for aul1tance with th• natlflc1t1on, or both. 

Of phyllol1n1 In O1/GYN pl'IOtlctt, U% lndloated thay would provide prenatal c1re 
and 47% W®ld provide oontreceptlve 11rvlcn to alt woman, r1gardla11 of th■lr HIV 
1t1tu1 mbl13), In oomparlaon, 73% would provide prenatal oar• ■nd 289' would pro­
vide oontraoJptlve ••rvlc■■ to women with HIV. 

Phy1fcf1ni who reported they would ret.r p1tl1nt1 with HIV for medloal ••rvlcel 
lndlo1ttd th• primary reatont for r.f,rrlng were th•lr laok of txptrlenoe with HIV 
(839') and th■ 1v1ll1bUltv of ether provldere with more expertlu In treating HIV lnfeo­
tlon OM%), dv1r1II, 88% Of phyatol1n1 lndfoattd they btlltvld they had an ObllO■tlon 
w take oare pt 1orneon1 fnftoeld with HIV, and 17% lndlaated that p~lon11 train• 
1"8 ooutd http •1nore1N their comfort In caring for AIDS patlentt. • ff= brt,l Lo~ /ltt°" W ,,,.,.,, PltO, Abt ~ In,., C,,-,o. L IIWOlin, PhD, 
If IMld/, ,.,,,_,, Amwlotn "-dlotl Alloo/non. ON of Mtdlolr,e, lutNU til Ht11th Pro,--on,, 
Httlth ""°",., ""',.. Admfn/sntlon, N,U,,,,,I AIDS lnformdon Ind lduoltlon fltot,,.m, 
omo, of H(VMIDI; Women, HNllh tnd F dlry Sr, Div of lfep,oduoffv, HNIM, N1tlon1I ~nttr 
for Chronlo ,,,_.,. !wwnt/or. Md HM/tit l'romotlon; Div of SMutllY 'D'ln1m/rr«I DIIH•• 
and Human /lftmund,,_M'f "'"" Prewntlon, and ,.hlvlo"•I ltudlt1 &atlM, lth1vlor,I 
1nd l'rwvtntloh lfNNf'Oh Ir, Div of Buu.lly Tranlmlrrld Din,• and HIV l'rewntlon, N1tian1I 
CMW for l'rw9ntlon ~ CDC. 
ldftorl1I -.. Although prlmary-oert phvalcf•n• rnay contribute to th• prevention of 
HIV tr1n1mlftl0n by ooun1ellng patientl who are ■t rlaJc, the flndln;■ In thl• report 
und■racor■ tha 1ubtt1nt11I number of phV1lol1n1 who IN ml11lng opportunltltl to 

i# 6 
OD (AI0S) I# e 

aounHI d"rlng encounter, with patlentt, To more lffeotlvely ua1 th, .. enoountere •• ~ 
A m11r.• or •~r.tl6,,, ~1\,,1~1,." r.1·1t- '"Ult bl kra6WlldCl61bl6 6b6Yi HIV inf4dlon : 
1nd lte tran,rnilllon (.J ). In edditlon, they 1hould be Nntltlzld to the lmporuinoe of ~tP 
IINAlng ~ntl' tl1k for HIV lnfeotlon and prapared to COUftHI patlenta, bleed on 
thalr rl■k (I). TherafoNt, rnedlc■I ■ohoofa ■nd proftRlonal org1nlutlon1 lhould oon-
tlnu, to ems;ih .. 11, HIV/AIDS prevtntlon and trtltmtnt • prlorftl11 In training new 
and practicing phyelollna. . · 

The flndlflll In th11 r9port Cln IN11t In the development of HIV pravtntlon policy 
■nd progra,._ l'or mmpl■, the reluot■naa 01,ome phy1loJan1 to .... , the tlaky ,ex 
practlcu of p1tl1nt1 und1r100rN the tmportlnoe for publlo h11tth 191n0111 to 1ul1t 
phyaJcl1n1 la, Improving rllk ■■-■mint and rl■k-rtductlon coun1allng effort, for 
th1lr pltlen• and p•tltnt1' p1r1n1ra. Th11t flndlnga fflllY bt UMd by HRSA to Improve 
tr•lnlna ltl'll(;IQIN and program, for h111th-c1re proft11lon1l1 •nd AMA and cth■r 
profeialonal ~rg1nfutlon1 to develop training obJeotlve1 for prf m1ry-car1 phyalcl1n1. 

llln1lly, th~ fll'ldf"'g• In thl• repol"t oan tllltt In tfforta to aohlev1 the n1don1I health 
obJeotlv•• for the Y'41r 2000 ,.g•rdlng HIV prevention (4 ), rt,111 obJ■ctlvt1 lnolude 
lnorea1lng to:1t leut 80% th• proportion of p■rsona with HIV Infection who hive bNn 
tuted (DbJ~ 1a.1)1 lnoreulna to at l111t 7M' th• propoftlon of primary-care and 
mental hattlt..qra provldera who provide aa--appropl'late oounullng on the prev•n­
tlon of HIV ilnd other 8TDI (obJtotlve 18.t): and lnore■alng to at l1Ut ~ the 
proportion of prlmary-oa,. of lnl01 who ■crun, dla;nON, treat, oounNI, and provld• 
(or ,.,., for) partner notlfloltfon ..,...ion for HIV Infection and bactar1,1 STDt (obJao­
tlv118. 11), 

I • , 
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-Vtl. U /Nol.~• 11~1, 
HIV~,,,._, Colttln&l9tl 

I • 
1. H1rdy AM, AdYen da~IDI knowledg■ ■nd 1ttltud1110, ·1111: data from the N1tlon1I 

HH!th lntaMIW Su ~. Vital and M11lth Stltlattce, J1nu1ry e. ,na; No. 221. 
2, V.fdl11rrl 110, Holtantw Cit lraolcbltl AM, Am,rloan 1dultl' tnowledg1 af HIV tNtlng av1ll-

1bftlty. Am J l'ubllo HNlth 1Nl;U:12M. 
I , CJ1rb1r ~, \hlldlNrrl ftO, Holtgr1vt DR, tt 11, l'rtvtntlvt "rvlON guld1Jln11 fDr prlm1ry cut 

ollnlclln1 ca~lng for ■dutta ind ■dolHctntl lnftottd with the human lmmun0deflcl1ncy vfrua. 
ArchlYN of hmltv MtdlOlne 1881;2:Nl-71. 

4. PUbllD H11ttt, Strvlct, Hulthy people 2000; nltfontl htllttl promotion and dlNIH prevention 
obJIIOttvet-full rtPort with commtnt1ry, W11hln;ton, DC: UI 01p1rtmtnt of H11lth and HU• 
man larvl., Publlo Ht1lth ltrvlot, 11911 DHHI publlcatlon no, (~Hl)l1•10212. 

Bpldtmlo/ogfc Note, Ind Rtport, 

Oooupatlon•I P'Ntlolde Polaonln1 In Apple Oroharde­
Wllhlngton, 1111 

Durfng ·JuJy-Decemblr 1•93. the Wahington 01p1rtment of Htllt..h (WDOHI r1• 
celved end cpnduoted folfow--up lnvltt'Jgatlon, of U reportl of occupatloMI llln ... 
tllltad to IXS)OIUre to mwlnphOI (N,Oldrlnh), an org1nopho1pfl1te (OP) lnNGtfcld• . 

. Thi rwp0rt1 l~volvtd llfnene1 during Jun, 11-Aug\11111, ,na, In per,on, wo'1c1ng In 
19 different ipplt orchard•; 111 lrwolved UII of mevlnphoa to control apple 1phld1. 
Thia report IummIrlz" th, reeultt of th•• lnvutlgatlonI by WDOH, 

AU the •~ worun were men ..11ngln9 in 111 from 11 "' '12 VNfl (median: 
31 yeara), !IQhtNn ('"') were Hllp■nlo; eight (11,.) wera non~Hlepanlo whltet. 
lwtntv~three; (8") of th• worttl'I were apottd during mixing ■nd l01dl~g or 1ppll­
aatlon of m1~lnpho1. The other thr•• ( 12%) were expo11d to mevlnpho, ra1ldu• (two 
whll• woridno in olOM proximity to a recer,tfy truted orchard and one 1fttr rNnterlng 
an orchard Ylthln 2' houra attar It WM IPITfld>, 

Of the 23 wort,,. ~OMd during rnavlnphot preparation or 1ppttcltfon, 22 had 
worbd on gr.cund 1ppllo1tlon1 and uffd ■n 1lrbl11tt evetem: one worked on ■n 1arl1I 
1pplloatlon. ~I n ,ought medJcaJ au.ntlon In emerg1nay dapartmtnta. 'lwtncy.one 
wroura had 1Y9temfc manlfNtatlona ch11'1Gt1rtttfo of OP polaan{ng, lnoludf ng nau•• 
(81%), vomiting (92%), dlufn ... (41%), v11u1I dl1turb1noe1 (°""), WHknl•• (189(.), 
Ibdomln1f pain (28"), h11daohe (24%), 1W11tlng (249'), and t>COllllvt Nlfvatlon 
(5~). '1Wo p.,.on, had oonJunotlvltl• onfv, which wu ■ttrlbut•d to direct ooulIr 1xpo-
1ure to mevlnpho,. 

Of the NYJn worb" who we,. hoapltallzld, four requlrld lnten1lw cart. Pfaama 
1nd/0r rwd bf.,od cell chollnt1teru1 tctlvttv w11 d1prauld to It tlllt 28% below th• 
lower llmlt of normal In 14 (11") of th1 11 worklre tt1ted; In addition, fer one worker 
the level of 1otJvlty w11 dapreu.d 17", and for thrN, ''"'"'°"· Atropln• wa• ldmln~ 
IMttect to all1MVen hoepftati.d wort,,. and to four of the 14 workera with aywtemlo 
mn- who were treated In th• emergency department and ,., .. ..ct. l!lghtMn (et%) 

•u .. af tr1d11n1mN 1, for ld•nttfla■tlon ontv ind doN noc lmply endorNment bV th1 l'ublfo 
Hutch lll"'Mt or th• U.S. Department of MNtch and Hum1n Servloe1. 

· 1Thla 1ppll~on WQhnlque lnvalYI• the Ult of I tractor-drawn apr1ytr With oaclllltlng nouJn 
thlt ,,. orttitad In II flat plant ind dll'IOt th• 1pray mbcture Into the canopv of tht trNI for 
oompletl oov-rage. 
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DEPARTMENT OF HEALTH & HUMAN SERVICES Public Health Service 

August 3, 1993 

Dear Colleague: 

Centers for Disease Control 
and Prevention (CDC) 

Atlanta GA 30333 

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 earlie·r 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. 

Enclosure 

JV() 
James W. Curran, M.D., M.P.H. 
Assistant Surgeon General 
Associate Director for HIV/AIDS 
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CENTERS FOR DISEASE CONTROL 
ANO PREVENTION 

HIV/ AIDS 
PREVENTION 

~do«t 
Condoms and Their Use in 

Preventing HIV Infection and Other STDs 
With more than 1 million Americans infected 

with mv, 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. 

As these swdies indicate, condoms must be used 
consistently and co"ectly to provide maximum 
protection. Consistent use means using a condom 
from start to finish with each act of intercourse. 
Co"ect condom use should include the following 
steps: 

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

__________ • Use a new condom for each act 

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

of intercourse. 

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

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

'The protection that proper use of latex condoms 
provides against lilV transmission is most evident 
from studies of couples in which one member is 
infected with mv and the other is not, i.e., 0 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 .. 

Condoms and STD I HIV ~vention 

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. 

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. 
1bis 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 onJy 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. 

► Myth #2: HIV can pass through condoms 

A commonly held misperception is that latex 
condoms contain "holes" that allow passage of 1-IlV. 
Although this may be true for natural membrane 
condoms, laboratory studies show that intact latex 
condoms provide a continuous barrier to microor­
ganisms. including HN. as well as sperm. 

Condoms and STD I HN Preuention 2 

► 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. 
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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 
panner 

• Using latex condoms correctly from start to 
finish with each act of intercourse 

Other HW Prevention Strategies 

► Condoms for \Vomcn 

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 detennine its effec­
tiveness in preventing transmission of HIV. 

► Spennicides 

The role of spennicides 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. 
Spcnnicides added to the tip of the condom are also 
not likely to add protection against HIV. 

Making Responsible Choices 

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

For fi,.rther bifonnation. contact: 

CDC Natfortal AIDS Hotline: J -800-S42•AIDS 
Spcudsh..: J-800-344-743.2 

Deaf: 1-800-243-7889 

CDC National A.IDS Cl•arinQhouae 
P.O. Box 6003 
RockuUle, 111D 20B4~00S 

Condoms and STDIHN Prevention 3 J uly 30, 1993 
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In tbe United States and 
througboul the wortd. the majority of 
human immunodeficiency virus 
(HIV) infectiom are sexually trans­
minc:d. All esrirMtcd 12 million other 
sexually trammiUed diseues occur 
annually in the United Scatea. AYCJid.. 
ing sexual iou:rcounc altogether or 
restricting sex to panncrs known to 
be Wll'lfec.1cd will preveal iofection; 
this needs to be promoccd • the most 
etfectiyc lttalqy. Studies show that 
oorrect and oomrislent UK of latex 
condoms is bipty etrectiYe in pre· 
venting scxuaDy trammiacd HIV io,. 

fedion and other aexually transmit• 
ted diseases . The effectiveness of 
condoms depends OD indivGw be­
baw,r leading to comet and oomis­
tent uae. Further lbadies are needed 
to muimm: the use and effective­
ness of coadoms for those who 
choole to be ICDl&Dy active as wcU 
as to develop and evaluate other 
method&, panicularty thole more un­
der the CXJlllrOI ct WODeD. In the in­
terim. our prevention mesuge 
lhould be clear: Wbc:ft used correclly 
andcomiltcndy. aindoawue highly 
dfcc:bve; when Wied ocbcrwilc. they 
are oot. (Am J Public Health. 
1993;83:SOl-503) 
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Commentaiy: Condoms and HIV /STD 
Prevention-Clarifying the Message 

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

More than I million Americans have 
been infected with the human immunodc· 
ficie ncy virus (HIV), and more than 
250 CXX) have already been rcponcd with 
acquired immunodeficiency syndrome 
(AIDS). In the United States and through­
out the world, the majority of HIV infec­
tions a rc sexually transmitted. Funher­
more, an estimated 12 million other 
sexually transmitted diseases occur each 
year m the United States, resulting in mor­
tality and serious morbidiry for many 
thousands of adults and children. 

How can we reduce the sexual trans­
mission of HIV and other diseases'.' 
Avoiding sexual intera>ursc altogether or 
restricting sex to panners 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 corTect 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 s im­
plex virus infection.• 

Two issues generally surface in the 
debate over advocating condom use in the 
prevention of HIV infection: One con­
cerns 1hc concepts of efficacy and effec­
tiveness. the o ther the fear that making 
condoms available will encourage early 
sexual acu~iry among adolescents and cx­
tramantal sex among adults. We deal with 
each argument in tum. 

Condoms arc not 100% efficacious 
and a high degree of indMdual compliance 
is required ror condoms to be effective in 
use. Critics of the role of~ in pre­
vention cne worst-case-scenario csumates 
of condom efficacy and focus on results 
from s tudies that include persons who arc 
inconsistent condom users. 1llc problems 
associat.cd with insisting on providing in­
formation only about perfectly effective 
prevcntlOfl techniques have been f'C(XntJy 
rcw:wcd. ! .4s<icn ions that minimize the 
poc.cntial efficacy of c.ondoms may be self­
fulfilling prophecies. because condoms 
may be used less consl.StCntJy by those who 

do not believe them to be effective. How­
ever, Fineberg ha.s developed a mathcmat• 
ical model that predicts that consistent con­
dom usc could prevent nearly half of the 
sexually transmitted HIV infections m per. 
sons with one sexual panncr and over half 
of HIV infections in persons with multiple 
panncrs.J Such a reduction could help in­
terTUpt the propagation of the cpidc1TUc. 
Therefore. promoting more widespread 
understanding of condoms· efficacy and 
advocating their consistent usc by those 
who choose to be sc:xually active is crucial 
to protecting people from HIV infection 
and 10 slowing the spread of the HIV and 
sexually transmitted disease epidemics. 

The effectiveness of consistent con­
dom use is evident from rea:nt cpidcrru­
ologk studies of couples in which one 
panner has HIV infection. In three such 
prospective studies, consistent condom 
usc provided a 70% to 100% reduction in 
the risk of transmitting HIV infection . ....., 
One of these studies<> makes the cnucal 
distinction between the benefits of consis­
tent and inconsistent condom use. In that 
study. from the European Study Group on 
Heterosexual Transmiss10n of HIV. 563 
couples from nine European Commurury 
countries were evaluated. Overall. 12~ of 
the male panncrs and 20% of the female 
partners of HIV-infected persons became 
infected. However. among the :?4 c.ouplcs 
who consistently used condoms. none of 
the panncrs became infected. By con­
trast. among the 44 couples who rcpon cd 
inconsistent usc of condoms. six female 
partners became infected. For condoms to 
provide a high degree of procccoon agamst 
HIV infection, they must be used cor­
rectly and cons1Stcntly; mconsistcnt con­
dom USC provides an unacceptably low 
ra1c of protection. 

The imponancc of compliance 1s il­
lummatcd by an analogy wnh pregnancy 

The authors arc w11h the Centers for DISCasc 
Concrol and Prcvenuon. Atlant.t. Ga. 

Requcsl.S for repMI.S should be !lenl 10 

James W . CurTan. MD. MPH. Centers for D~­
casc Control and Prevcnuon. lt.00 Chhon RJ. 
Mail Stop D:?I. Allant.1. GA 30333. 

Editor's Nou.. Sec related cd11onal t>v 
Hem IP 4'121 in llu.'1 IMUC. . 
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prevcmion programs. Although typical 
pregnancy rates for couples who use con­
doms arc as high as J()<l;, 10 15%,7·• rates 
arc cs11ma1ed to be as low as :?'it- for cou• 
pies who use condoms correctly and con• 
sistemly: This discrepancy makes clear 
that any condom s1ra1egy must rely on the 
con1inumg bl!ha",or o( the condom user. 
It is necessary. 1hereforl!.10 1ntegra1e con• 
s1s1en1 condom U!;C into our Hrv prevcn-
11on s1ra1e~es. 

Ocspne the widespread understand· 
Lllg thal HIV intecuon is 1.ransmmed scxu• 
ally. most sexually active Americans at risk 
for acquiring HIV infection have inter• 
cou.rsc without using condoms. For exam­
ple. in San Francisco. only 6% of hetero­
sexual males with multiple sex panners 
reponcd always using condoms: a much 
higher proportion (48%) of gay and biscx· 
ual men reponcd always using condoms." 
In another study. only about ~ of sex­
ually active American women reponed 
that their male panncrs used condoms.10 

But even among these couples. oondom 
usc was inconsistent; only one in five who 
rq,oncd condom use said that they were 
used at last intera>ursc. 10 

The factors that contribute to the low 
usc of condoms and the ready acceptanee 
of risk of HIV infection or other sexually 
transmitted diseases arc complex and not 
completely understood. Among hetero­
sexual men and women and gay and bi• 
sexual men in San Francisco,' sexual 
communication between panncrs 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 10 rcpon condom usc by their 
partners than were White women,' na­
tional data sugest that there arc no sig­
nificant differences in rcpons of condom 
use by panners of Black women, non­
Hispanic White women, and Hispanic 
women once social and demographic vari­
ables arc ac.oountcd for.10 This S41(1FSIS 

that poveny and culture an: important de­
terminants of condom use. 

After social and demographic factors 
are controlled for. women with multiple 
partners arc less likely than those with one 
partner to repon consistent condom use, 
perhaps because of the burden of negoti­
ating condom usc with many partners. 1° 
Also, decisions regarding condom use 
may be compl.icaled by strategics for preg­
nancy prn-ention. In Philadelphia" and 
Baltimore, 12 women who had undergone: 
surgical steri.liz.ation were less likely than 
nonsterilizcd women 10 repon condom 
use. It is possible that if the woman is 
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protected against pregnancy. the motrva­
tion of the woman or the man to use a 
condom may be reduced. 

We tum now 10 the second issue of­
ten raised against advocacy of the con­
dom. Many persons assen that those who 
promote condom use 10 prevent HIV in­
fection appear 10 be condoning sexual in­
tercourse outside of marriage among ad­
olescents as well as among adults . Some 
information relevanl 10 this possibiliry is 
now at hand. For example. recent data 
from Switzerland suggest that a public ed­
ucation campaign promoting condom use 
can be effective without increasing the 
proponion of adolescents who are sexu­
ally active. u .14 From January 1987 10 Oc­
tober 1991. sclf•reponed consistent con­
dom use among persons aged 17 10 30 
years increased from 8% to 52o/c in asso­
ciation with the campaign.13 By contrast, 
the proponion of adolescents (aged 16 10 
19 years) who had sexual inte~ did 
not increase over that 3-year period." 

A clear mes.sage 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 activiry. Sexual activiry 
among adolescent women and men in the 
United States has increased steadily since 
the 19?05.'~ 17 The AIDS epidemic has 
brought new dimensions of complcxiry 
and urgency to the debate over adolescent 
sexual activiry. 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 activiry c:arries 
health risks. Therefore, we must exercise 
leadership in encouraging young people to 
postpone sexual activity. Adolescents arc 
bombarded with messages encouraging 
them to "do it." We need to strive for a 
climate supportive of young people who 
arc not having sex and so help to create a 
new health~ricnted social norm for ~ 
lcsoents and teenagers about sexuality. 

As we proc:ccd toward this objective, 
we must be mindful that many will con­
tinue to engage in sexual activiry. It is es­
sential that these youngsters receive the 
message that they must practice safer sex 
and USC condoms. The message that those 
who initiate or continue sexual activiry 
must reduce their risk through COITCCl and 
consistent condom use needs to be deliv­
ered as strongly and persuasively as the 
message ·•0on ·1 do it ." Proceaion of the 

mdivldual and the public health will de­
pend on our ability 10 effectively combine 
these messages. 

Scientific studies are urgently needed 
to funher understanding of how to maxi• 
mizc the use and effectiveness of con­
doms. 10 clarify the effectiveness of other 
barrier methods. and 10 develop and eval­
uate o ther prcvenuve methods. In panic­
ular. studies should address the male. fe­
male. and couple determmants o f 
consistent condom use. including the cru­
cial role of peers and the need for a bener 
understanding of economic and cultural 
vanables. Because the male condom mus1 
be used by the man. a woman at nsk must. 
in pan. rely o n her male panncrtsl to pro­
tect her. Therefore. to enhance the ability 
of women to reduce their risks. funhcr 
evaluation of mechanical and chemical 
barriers-including female condoms-is 
needed, as is the development of new 
methods over which women have greater 
control.'8-21 Fmally. studies should eval­
uate how condom use is related to the use 
of other methods to prevent unintended 
pregnancy so as to address the overaU re­
productive health needs of both panners. 

For adolescents and adults alike who 
have multiple sex partners, panncrs who 
engage in high•risk behaV10rs. or panners 
whose infection status is unknown. the 
risk of HIV infection or other sc,cually 
transmitted diseases can be dramatically 
reduczd by 00l'TCC1 and consistent con­
dom use. Our prevention message should 
be clear on this point: When used cor­
rectly and consistently. condoms arc 
highly effective; when used otherwise, 
they arc not. D 
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Man-To-Woman Sexual Transmission of HIV: 
Longitudinal Study of 343 Steady Partners of Infected Men 

* Alberto Saracco. t Massimo Musicco, t Alfredo Nicolosi, :tGioacchino Angarano, 
§Claudio Arici, §Giovanna Gavazzeni, 11Paolo Costigliola, ,isergio Gafa, 

**Cristina Gervasoni, ttRoberto Luzzati. :;:+Felice Piccinino, §§Francesco Puppo, 
11 11Bemardino Salassa, ~,iAJessando Sinicco, ***Roberto Stellini, tttUmberto Tirelli, 
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Summary: To study incidence and risk factors of heterosexually transmitted 
HIV infection. we followed a cohon of 343 seronegative women, stable, mo­
nogamous partners of infected men whose only risk of acquiring HIV was 
sexual e xposure 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 I 00 py among women who did not always 
use or never used condoms and I . I among those who always used them (rel­
ative risk <RR) 6.6. 95% confidence interval (Cl) 1.9-21.9}. Anal sex was as­
sociated with a risk increase in only those women noc always using condoms 
(RR 1.4. 95% Cl 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 panners of men with symptomatic diseases, with 
a low CD4 + cell number ( < 400 per mm3

) or with a detectable p24 antigen. ln 
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 (;;i, J year) 
showed a lower risk ofseroconversion CRR 0.3. CI 0. 1--0.8). and those panners 
of men positive for p24 antigen in serum had an increased risk of seroconver• 
sion (RR = 4.0. C l 0. 1--0.8). Key Words: Heterosexually transmitted HIV­
Seroconversion-Risk factors . 

Several c ross-sectional studies on heterosexual 
HIV transmission have been conducted on steady 
partners of infected men ( 1-11) and on prostitutes 
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or women with multiple partners (12-18). These 
sur veys consistently s howed 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 
s how 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 
I 11.16,21.Z'.!). Different results were reponed on the 
infectiousness of the infected panner. 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 

T he couples were rccru,ted ,n 16 pan1c1patmg centers: eight 
hospllal dcpanments of mfccuous diseases. five intravenous 
drug user outpaucnl clime~. and three centers for HIV surveil­
lance. All of the HIV-mfcctcd subjects aucnding the centers 
I who were or had previously been intravenous drug users or 
recipients of blood or blood denvativcs as well as men reponing 
homosexual contacts) were asked about their steady heterosex­
ual panners. Each partner who was not already known to be 
HIV-infected was invited for an interview and screening tests . 
The presence of scrum antibodies against HIV was assessed by 
1mmunoenzymatic methods usmg commercially available kits. 
Pos111ve scra were tested again with a second immunocnzymatic 
test and confirmed by Western blot. Scroconversion was defined 
as the development of a positive ELISA test and Western biol 
according 10 international criteria. Information on intravenous 
drug use. sexual intercourse with other subjects at risk. blood 
transfusions or blood-derivative therapies. and prostitution was 
collected in order to exclude subjects with risk factors other than 
sexual exposure 10 their infected panner. 

Between February I. 1987. and May 30. 1991. 368 women 
~croncgauve at the firs1 visit were asked to return 10 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 at least one 
follow-up visit and were included in this study. 

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

Ethical Considerations 

Men and women were separately advised on risk and prcven· 
lion 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 we ncn using intrauterine devicc.s 
(IUDs). it was suggested that they have the device removed. 

Analysis 

Incidence of seroconvers1on was evaluated by the person-year 
method. and scroconversion rates were derived (26). The time of 
seroconversion was convenuonally considered as the midpoint 
between the first seropositive and the last scronegativc test. Rel­
ative risks (RRI were estimated as incidence rate ratios. and 
confidence intervals (Cl) of the rclauve risks were calculated 
with Woltrs method (27 .28). 

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

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

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

RESULTS 

The general and clinical characteristics of the 343 
couples included in the study are shown in Table I . 
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 I). Most men ac­
quired the infection through intravenous drug use 
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TABLE I. Gtnual and clinical charactuistics of tht womtn 
and of tht infrcttd mtn 

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

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

the men trange) 
Men with AIDS 
Men treated with zidovudine 
Man"s method of infection 

intravenous drug use 
other 

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

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

134 ( I 0-1.346) 
47 (13.7% ) 
92 (26.8%) 

270 (78.7%) 
73 (21.3%) 

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. I 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 scro­
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 l.~21.9). 

TABLE 2. lncidtnct ra1t s //RI and rt lativt risks (RRI of 
u mconvtrsion b_v condom ust 

Condom use N py• HIV " IR RR 195% en· 
Never 79 139.3 8 5.7 I 
Not always 55 82.5 8 9.7 1.7 (0.6-4.5) 
Always 171 266.0 3 I.I 0.2 (0. 1--0.7) 

• 95% confidence interval. 
• 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 ,;:; I 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 s ymptomatic 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-I antigens in blood are frequently 
associated with advanced stages of disease. we fo­
cused the analysis on 87 couples with nonconsistent 
use of condoms and where the infected man had a 
CD4 • cell count < 400. As shown in Table 4, this 
subgroup was 28.5% of the entire population but 
contributed to 14 of 19 (73. 7%) of the observed se­
roconversions (incidence rate 9.3 per 100 py). Tak­
ing partners of men asymptomatic and negative to 
HIV antigen (incidence rate 4 .7 per 100 py) as the 
reference category. the incidence was about three 
times higher among partners of symptomatic or an­
tigen-positive men (12.4 and 13.3. respectively . per 
100 py). The joint presence of the antigen and of 
symptoms of AIDS had an additive effect on the 
incidence rate of seroconversion of the woman 
(25.2 per 100 py). 
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TABLE 3. lncidtnct ratts 1/RJ and rtlativt risk!J tRRJ of u roconvrrsion by rtlationship duration , sexual bthavior. history of 
va,rinitis. and oral comractptive use 

Not always-never 

Variables N py" HIV • IR 

Relationship length 
o; J yr 33 39.2 4 10.2 
> l yr IOI 181.8 12 6.6 

Frequency of intercourse 
< 2 weeks 74 129.3 9 6.7 
> 2 weeks 60 92.6 7 7.6 

Anal inte rcourse 
No 113 189.8 13 6.9 
Yes 21 32.1 3 9.3 

Vaginitis 
No 123 200.2 14 7.0 
Yes 11 21.6 2 9.:! 

Oral contraceptive use 
No 123 203.7 16 7.9 
Yes II 18. l 0 0 

• Person years at risk of acquinng the infection. 
• 95% confidence interval. 

Multivariate Analysis 

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

Condom use 

Always 

RR (9.5% en• N py• HIV • IR RR(9.5%Cl)h 

I 26 40.S 3 7.4 I 
0.7 (0.2-2.0) 145 22.5.4 0 0 0 

I 100 1.59.4 I 0.6 I 
I. I 10.4-2.91 71 106.6 2 1.9 3.0 (0.3--32.9) 

I 1.59 246. l 3 1.2 I 
1.4 (0.4-4.8) 12 20.0 0 0 0 

I 162 246 . .5 3 1.2 I 
1.3 (0.J.....5.8) 9 19.6 0 0 0 

I 
0 

160 251.0 3 1.2 I 
11 15.0 0 0 0 

DISCUSSION 

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 I. 1% in those who 
always used this device. Inconsistent use of con­
doms. in this study. had no effect on the risk of 
acquiring the infection. since no significant differ­
ence was noted between those never or not always 
using condoms. 

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

TABLE 4. /nc,dence rates (IRJ and rtlativt risks IRR1 of uroconvrrs,011 by characttrmics of the in(uud mun 

Condom use 

Not alwayi.-never Alway~ 

Vanables r,; Pr~ HIV · IR RR l'J5'7c Cit N PY~ HIV' IR RR 195c;; Cl 1~ 

Disease stage 
Asymptomauc 97 160.7 7 4_.a I I"" 190.9 '.! I.I 
Symptomauc 37 61.1 9 1-1.7 3 4 t l.3-9. U 39 75.:? 1.3 I.~ IO. l-14 111 

V 1ral p24 antigen 
Negative 117 :00.9 I :! 6.0 147 23D ~ 0.9 1 -
Positive 17 30.0 .a 13.3 : .: 10.7-6.91 '.!4 3:!.4 3. 1 3 -I I0.+-40.UI 

CD4 • per mm' 
>400 47 7'.! , I :? :!.7 77 120.6 3 ~.5 
,,;400 117 14'1.II 14 'J -1 '.\ 4 t0.X-14.111 'J4 145.5 (I 0 0 

" Person years at nsk of acqurnn1t lhe infectron. 
• 95'il- confidence interval. 
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TABLES. Incidence ra1es (IRJ and re/alive risks /RR) of 
seroconversion of female sexual par/flers of men w/1h co,r 

coums <400 per mm-' no/ usin11 condoms 

Characteristics r-; py• HIV - IR RR (95% Cit 

Asymptomatic. p24 
anugen negative 47 84.6 4 4.7 

Symptomatic. p24 
anugen negative 6 8.1 12.4 2.6 (0.3-23.3) 

Asymptomatic. p24 
antigen positive ~5 45.2 6 13.3 2.8 10.8-10.0) 

Symptomatic. p24 
antigen positive: 9 11-9 3 25.2 5.4 I 1.2-23.8) 

" Person years at risk of acquinng the infection. 
h 95% confidence interval. 

women who always used them. In couples with in­
consistent use of condoms we have found a high 
infectiousness of partners with symptomatic dis­
ease or those positive to p24 antigen. Furthermore, 
when the man had a CD4 - cell count <400 cells per 
mm3

, the concurrent presence of symptoms of dis­
ease and of p24 antigen in serum carried an additive 
effect on incidence. Based on the incidence esti­
mates of this study. one-quarter of the women not 
using condoms who are partners of symptomatic 
men positive to p24 antigen and with a CD4 - cell 
count of ~ 400 arc expected to seroconvcrt in I 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 (>I year) with an in­
fected man had 70% less risk of seroconversion. 
Some women might carry latent infections that do 
not express antibodies (29) ; in this case, an imbal­
ance in their number between the two groups with 
shorter and longer relationships could explain the 
difference in the risk observed in this study. How­
ever. asymptomatic carriers have been described to 
be rare , and even their existence has been ques­
tioned (30-32). On the other hand, women still se­
ronegative after long-standing relationships with in­
fected men might represent a subpopulation with 
less susceptibility to infection. A lower susceptibil­
ity might be due to genetic factors , which have been 
hypothesized on the basis of variations in c04-
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 frequenc y 
of sexual intercourse. This result does not agree 
with what we observed in the cross-sectional part of 
the study. where women reporting sexual inter­
course more than two times weekly had a twofold 
risk increase (25). A lack of consistency of the risk 
of transmission per each single sexual act with an 
infected person (35,36) has been noted in other 
studies. The lack of association between serocon­
version and frequency of intercourse in this study 
might stem from the small number of seroconver­
sions. which prevents reliable estimates when the 
investigated variable is not strongly associated with 
the risk of seroconversion. 

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

TABLE 6. Rela1ive risks /RR) of seroconvl'rsion l'stimaud by 
mullivariate analysis /Cox 's proportional hazard model/ 

Variables 

Relauonship length 
"' I year 
> I year 

Condom use 
Not always-never 
Always 

Frequency of intercourse 
<2 weeks 
,o;2 weeks 

Anal intercourse 
No 
Yes 

Vaginitis 
No 
Yes 

Panner's disease 
Asymptomatic 
Symptomatic 

Panner's p24 antigen 
Negative 
Positive 

Panner's CD4 • count 
~ 400 
<400 

• 95% confidence interval. 

RR 19.5o/c Cll" 

I 
0.3 10. 1--0.81 

I 
0. I W.0--0.51 

l 
1.3 (0 . .S-3.7) 

I 
I.I {0.3-4.4> 

I 
0.8 {0.2-3,57 I 

I 
2.6 (0.9--7 . 11 

4.0 (l.2-13.) J 

I 
1.2 10.4-4.0) 
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ous findings in the cross-sectional part of the study 
(25.37). No seroconvcrsion was observed among the 
22 women using oral contraceptives. whereas one 
of the two women who used JUDs seroconvertcd. 
As condoms are not completely successful in pre­
venting unwanted pregnancies. it is advisable to use 
oral contraceptives and not IUDs in association 
with condoms when maximal contraceptive efficacy 

is required in women sexually exposed to HIV. 
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From the Surgeon General, 
US Public Health Service 

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 t he 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 hole.s even on mag­
nification at x2000. 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 te.sting of 
condom lots using the water-leak test, 
which can identify holes as small as 10 
µ.m. Recent FDA data indicate that the 
average batch of condoms has a water­
leak rate of 0.3%. 

2840 JAMA, June 9, 1993-Vol 269. No. 22 

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 µ.min 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-perfonning condom re­
duced estimated viral exposure by 
10 000-fold. Thia evaluation was reas­
suring, especially since several extreme 
assumptions were made; for example, 
the titer of HIV-sized particles U8ed was 
100 million times the titer of HIV in 
semen. 

Epldemiok)gk; and StatlaUcal 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 results of two recent 
observational studies from the highest­
risk group (discordant couples, in which 
one partner is 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 discord.ant 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 lOOOOOcondom 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 se.roconversions in 
the United States will be avoided if25%, 
SO'l,, 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 80. We have a responsibility to 
let them know that a compelling cue 
now exists for condom effectiveneu-if 
condoms are used consistently and 
correctly. 

Concluelon 
Our message must be clear and aim• 

pie. 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 unlmown serostatus is unsafe. 
If one engages in these unsafe practices, 
a latex condom should be U8ed every 
time from start to finish. Doing 80 is a 
highly effective way to reduce the risk 
of sexual exposure to HIV. Instroctions 
for proper condom use are contained in 
the FDA brochure Condom.a and Sex­
ually Tranamitted Diseasu . .. Erpeci.al­
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 
Joeeph Kelaghan. MD, MPH 

Jeffrey A. Perlman. MD, MSc 

EIMDr'• Ncllll: From..,. Office 01 .... Sllf9IOII 0... 
91111118 US Pl.tiic HNIII SeMce. ~IICXJITNl)Cn­
Clln09 ID Or Pemwl. Room 300. ~ Pl9Di ,.,,.., 
e.o..a.M020392. 
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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 
.-\IDS. 
Paris, 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<+1 
partner) were included. 

Results: The follow-up rate was 80.4% (304/378). 128 couples (42%) stopped 
sexual contacts Cless 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.S'k 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 wer~ different (p=0.05) between partners reporting 1) no STD(9.5%). 
2l non-ulcerative STD (25.0%), and 3) ulcerative STD 140.0%) 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 
16.7%) 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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589 Update: Barrier Protection Against HIV 
Infection and Other Sexually 
Transmitted Diseases 

597 Nosocomial Enterococci Resistant 
to Vancomycin - United States, 
1989-1993 

MORBIDITY AND MORT ALJlY WEE Kt V REPORT 

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 v irus (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 



590 MMWR August &, 1993 

Barrier Protection - Continued 

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™ t)-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 asper­
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 chlamydia! 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 Hes/th. 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 jellyrM 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. 

1 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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Barrier Protection - Continued 

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 ( 10 ). 

References 
1. CDC. Condoms for prevention of sexually transmitted diseases. MMWR 1988;37:133- 7. 
2. Cates W, Stone KM. Family planning, sexually transmitted diseases, and contraceptive choice: 

a literature update. Fam Plann Perspect 1992;24:7~. 
3. Weller SC. A meta-analysis of condom effectiveness in reducing sexually transmitted HIV. 

Soc Sci Med 1993;1635--44. 
4. DeVincenzi I, European Study Group on Heterosexual Transmission of HIV. Heterosexual trans­

mission of HIV in a European cohort of couples [Abstract no. WS-CO2-1). Vol 1. IXth 
International Conference on AIDS/IVth STD World Congress. Berlin, June 9, 1993:83. 

5. Saracco A, Musicco M, Nicolosi A, et al. Man-to-woman sexual transmission of HIV: longi­
tudinal study of 343 steady partners of infected men. J Acquir Immune Deflc Syndr 
1993;6:497-502. 

6. Carey RF, Herman WA, Retta SM, Rinaldi JE, Herman BA, Athey TW. Effectiveness of latex 
condoms as a barrier to human immunodeficiency virus-sized particles under conditions of 
simulated use. Sex Transm Dis 1992;19:230-4. 

7. Trussell JE, Warner DL, Hatcher A. Condom performance during vaginal intercourse: com­
parison of Trojan-Enz™ and Tactylon™ condoms. Contraception 1992;45:11-9. 

8. Jones EF, Forrest JD. Contraceptive failure rates based on the 1988 NSFG. Fam Plann Perspect 
1992;24:12-9. 

9. Trussell J , Hatcher RA, Cates W, Stewart FH, Kost K: Contraceptive failure in the United States: 
an update. Stud Fam Plann 1990;21:51--4. 

(Continued on page 597) 



Vol. 42 / No. 30 MMWR 597 

Barrier Protection - Continued 

10. Roper WL, Peterson HB, Curran JW. Commentary: condoms and HIV/STD prevention­
clarifying the message. Am J Public Health 1993;83:501-3. 

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, 19'89, 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 





"If he doesn't have a 
condom,you just 
have to take a deep 
breath and tell him 
to go get one." 

But these days, you have to. If you're · someone who doesn't like condoms, talk before 
It's not the easiest thing in the world to sa:~ 

having sex. Explain how you feel. Offer to help · the awkward moments. 
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And if this doesn't work, ask yourself, is it worth the risk? 
For more infonnation on condoms and AIDS, call 1-800-342-AIDS for •.. ,,,,.. answers you can count on. 
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What Have "\bu Got 
AgainstA Condom? 
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The simple act of putting on a condom can save your life, if thev're used properly 
and eve_ry time you have sex. For more infonnation about AII)S and condoms, 
call 1-800-342-AIDS. 
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TALKING POINTS & SUPPORTING DATA: 
Ml\1WR ON TIIE EFFECTIVENESS OF CONDOMS 

1. Latex condoms are hi&hly effective aeainst the sexual transmission or HIV 
when used consistently and correctly durin& 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. Toe 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 lilV-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. (DcVincenzi) 

• 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) 

2. Latex condoms must be used consistently and correctly in order to be 
hiply effective in preventin& the tra~ion or 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 
pan 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 docs 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 condom.i 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 not protect against HIV infection and 
other sms. 

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

• During the manufacturing process, condoms are double-dipped 
in latex and undergo stringent quality control procedures. 



4. As a medical device, latex condoms are ri1orously tested to ensure that 
they meet r ederal 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 siz.e. If 
FDA finds that more than 4 per 1000 condoms leak, the lot is 
not allowed to be sold here. 

S. 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 fingernail 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 
protection from mv 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. 

6. Both ref rainin& from intercourse with infected partners and consistent and 
correct condom usa1e 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 usc is the 
belief that condoms work. Stated another way, sexually active 
individuals will be less motivated to usc 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. (Hausscr) 



QUESTIONS' usms: MMD ON THE EPPECTIVEDSS OF CONDOMS 

QUESTION 

1 What about atudiea tbat 
auggeat condom• bave a• 
bigb as a 1s.,, 
contraceptive failure rate? 

2 What does bigbly effective 
mean? 

3 Ian't it naive to tbink 
tbat people can use condoms 
consistently and correctly? 

ANSWER 

These studies do not 
distinguish between 
inconsistent and conaistent 
condom use. Recent studies 
show that pregnancy rates 
are estimated to be aa low 
as 21 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. 

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) 

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

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



• can't condo•• break? Condoms ra.rely break. In 
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 o i l-based lubricants 
such as baby oil, vegetable 
oil, pet~oleum 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 901 decrease in 
condom strength after as 
little as 60 seconds of 
exposure. (Voeller) . 



5 Bow are condoms regulated 
and teated? 

, Don't con4oas have 
aicroscopic boles tbat 
allow BlV to pass tbrougb? 

7 Researchers studying 
surgical gloves -4• out of 
latu found "cbauels of 5 
aicrons that penetrated th• 
entire thickness of the 
9love." 

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 hole• 
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. 

Condoms are required to 
undergo demanding teats, 
including tests tor holes 
before they are sold. It 
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. 

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. 



• 8 What about a University of 
Tezas Medical Branch study 
that estilllated condoms to 
be only,,, effective in 
preve.nting BIV in 
heteroseJCUal couples? 

t Wby 4i4 the ~DA approve the 
f-le con4oa if it ha■ 
proven to be only 74% 
effective in recent 
stu4ie■? 

The University of Texas did 
not conduct a new study. It 
is a meta-analysis of 
existing studi es . That is, 
it appli ed statistical 
methods to previously 
published studies. This 
method has several flaws. 
First, the study only cites 
data collected prior to Jul y 
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. 

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 soma 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 additi onal methods 
of contraception for women. 



• 10 Ian't abatinence the only 
foolproof way to prevent 
BIV infection? 

11 Wby are you changing your 
poaition on the 
effectiveness of condo•• 
used in conjunction with a 
aperaicide? 

Refraining from intercourse 
with i~fected partners is 
the most effective HIV 
prevention strategy. Thi• 
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 261 when not 
practiced consistently. so, 
in abstinence -- as in 
condom use -- consistency is 
key. 

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. 



12 I• the federal qovernaent 
a4vooatinq/con4onin9 ■ezual 
intercour■• out■i4• of 
marriage? 

There are many sound public 
health reasons to abstain 
from sexual intercourse, 
such as preventing STOs, 
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. 



13 Why are you releasing thi• 
information now? Aren't 
people already using 
condoa■? 

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 moat 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 61 ot 
heterosexual males with 
multiple sex partners 
reported always using 
condoms. 

In another study, only about 
201 of sexually active 
American women reported that 
their male partners used 
condoms. 

A national survey of 
heterosexual adults with 
multiple sex partners found 
only 171 used condoms all of 
the time (Catania). 

One of the key determinants 
ot 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. 



14 Don't education program• 
about condo•• reault in 
increa•ed •ezual activity 
among adolescents? 

15 In choosing a condom, i• 
there any way to know which 
brand i• beat? Do aoae 
condo■• have higher quality 
atan4ar4• than other•? 

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 •ex partners and the 
frequency of intercourse. 
Having received education 
was also associated with 
more consistent condom use. 

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 STOs. 
consumers should look for 
the word "latex" on the 
package. Color, shape, and 
packaging are all issues of 
personal preferece. All are 
effective. 

( - -



16 What are you going to do 
now that you have thi■ 
information? I■ th• 
governaent going to ■tart a 
condo■ promotion campaign? 
Ar• you going to relea■• 
ads on condoms? 

The CDC is now planning the 
next stage of its HIV Public 
Information Program. It 
will include the 
implementation ot 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. 



17 Why are you promoting this Two recent studies --
information now? especially the discordant 

couple studies -- have 
provided t he data to make a 
compelling new case for 
condom eff ectiveness. 

18 Why are you promoting Because they substantially 
condo•• even though they're reduce the risk of HIV 
not foolproof? infection during vagi nal, 

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 bi cycle 
helmets which are es, 
effective at reducing injury 
or death and wearing seat 
belts which are 40-55\ 
effective at reducing 
injury. 
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WAYS TO 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 

,/ 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. 

,/ 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. 

,/ 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. 

,/ 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. 

~ 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 Al DS Information and 
Education Program 
(404) 639-0956 
(404) 639-0973 (fax) 

Centers for Disease Control 
and Prevention 
M ail Stop E-25 
1 600 CI ifton Road 
Atlanta, GA 30333 

For media inquiries, please contact: 

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

CDC National AIDS 
Clearinghouse 
PO Box 6003 
Rockvi I le, M D 20849-6003 
800-458-5231 

CDC National AIDS 
Hotline 
800-342-AIDS 
800-344-7 432 (Span ish) 
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 MA.LES 

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 

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 




