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L
esbian & Gay Youth: Care & Counseling is Uie 
lirst book on Uie care, counseling and support 

J needs of lesbian and gay youtli and young adults. 
Wi-itten in an e.isy-to-read fonnat, this comprehensive 
text takes the mystique out ot sexual orientation issues. 
Included are: giudelines I'oi- assessment, treatment, 
pi-eveution and i-eleri-al, tlte latest researcli and current 
practice by leading ex|)ei-Ls in adolescents, lesbian and 
gay liealth and mental liealtli and HiV/AlDS.
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... One of those rare books that clinicians 
will refer to frequently, that educators will 
rely on for years to come, and that both 
parents and teens will read more than once.

Steven E. James. PhD, Society for the 
Psychological Study of Lesbian, Gay and 
Bisexual Issues Newsletter, a division of the 
American Psychological Association
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YoutnCare & Courtselmg

Caitliii Ryan, MSW & Donna Enttennan. IMD
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A l•esoul•ce for

counsclors • physicians 

teachers • parents 

and. ereryonc. who ct.rres 

for a.doleseenls

Visit oui' webpage at tlu.‘
GLBd' Youth Resource website 

and reatl a sam|)le chapter:

http://niembers.aol.c()mA)uryoutli/feat/leat5.htm

Ai’ni/ahli; a I Inciil tmoksloms

Ryan and Futterman have set the standard of care 
for lesbian, gay, bisexual and transgender youth. 
This book will save lives!

— Rea Carey. Director, National Youth Advocacy Coalition



Wha’i Peoplu Say About 
Lesbian & Gay Youth: Cabe & Counseling

The most important book to emerge on gay, lesbian and 
bisexual youth... Anyone involved with adolescents and 
young adults should read this book.

Gil Herdt, PhD, San Francisco State University 
i Andy Boxer, PhD. University of Chicago,
Authors, Children of Horizons

The authors should be commended for compiling a superb 
array of scientific information to help improve the health 
status and well being of a most vulnerable segment of our 
population.

Arthur B. Elster, MD, Director, Department of Adolescent 
Health, American Medical Association

The definitive Dr. Spock of the 90's for parents of gay and 
lesbian youth and young adults. A must-read for everyone 
concerned about adolescents.

Catherine Tuerk, President, Metro DC Chapter, Parents, 
Families & Friends of Lesbians & Gays (PFLAG)

... An essential resource for every educator and 
counselor who works with adolescents.

Kevin Jennings, Executive Director, GLSEN 
(Gay, Lesbian and Straight Education Network)

Thank goodness this practical book is now available to 
those working with gay and lesbian youth. The book is as 
tremendous as the need for it. Read it. Use it!

Elizabeth Birch, Executive Director,
Human Rights Campaign

Lesbian, gay, bisexual, and transgender youths are coming 
out at earlier ages, and many experience intense difficul­
ties. This book is a strong dose of prevention for many of 
these difficulties. It is a book that will save lives.

Anthony R. D'Augelli, PhD, Professor of Human 
Development, Penn State

About the Authors:
CAIT'LIN RYAN iw a (.clinical .social woi-ker, 
educator and researcher who has worked 
on lesbian and gay health and mental health 
issues for more than 20 yeai-s. Her work 
has been acknowledged by many organiza­
tions and groups, including the National 
Association oi Social Worker’s "Social 
Worker of the Year” in 1088.

DONNA PU'ri'HRlVlAN is an adolescent 
medicine specialist, Associate Professor of 
Pediatrics at .Albert Einstein College of 
Medicine and Director of the Adolescent 
AIDS ProgTam at Moiitefiore Medical 
Centei'. She has worked on lesbian and gay 
health issues since the 1970s.

ORDERING INFORMATION

Available from Columbia University Press in 
May 1998 —call: 1-8t)0-944-8648

Visit our webpage at the GLUT NVmlh Resoui'ce 
w(?bsite and read a sample chapter; 

http://niembers.Hol.com/ouryoiith/feat/feal5.litm

ISBN: 0-23M1191-1! paper $21 
ISBN: 0-2.S1-11190-8 cloth $45

Also araUuhle at local booksloreK

An Essential Resource eor the Ofeice, 
Clinic, Classroom and Community

Every hour, two Americans under the age of 22 contract HIV 
and confront a health care system that often fails them. 
This book, in the hands of AIDS service and care providers 
on the frontlines, will change that.

Daniel Zingale, Director, AIDS Action Council

An invaluable resource for every clinician who works with 
adolescents.

Terry Stein, MD, Professor of Psychiatry,
Michigan State University

There’s no longer any excuse for failing to teach about 
lesbian and gay youth in “mainstream” psychology, 
sociology or social work courses. Whether one assigns the 
book to students, who will find it very readable, or uses it 
as a reference source, this manual is essential for anyone 
who teaches these issues.

Suzanne Kessler, PhD, Professor of Psychology,
Purchase College

An essential resource guide for activists, concerned 
educators, clinicians, journalists, policy makers and 
family members of lesbian and gay adolescents.

Urvashi Vaid, Director, Policy Institute,
National Gay & Lesbian Task Force

...A sensitive, factual, most important set of data, guide­
lines, and information that will be useful to young people 
and the adults who care about them.

Karen Hein, MD, Executive Officer, Institute of Medicine, 
National Academy of Sciences

An entire generation has desperately needed this book... 
If professional ethics have any meaning, health care 
providers will grab this book and get to work while there 
is still time to save the minds and spirits of so very many 
young people under siege.

David S. Bucket, Staff Attorney, Lambda Legal Defense 
and Education Fund, attorneys in the Jamie Nabezny 
anti-gay school violence case in Wisconsin



U.S. INTERNATIONAL STRATEGY ON HIV/AIDS 

INTERNATIONAL ORGANIZATIONS MEETING 

JULY 28, 1998

MEETING AGENDA

INTRODUCTION

1. Overview of new strategy

• Aims to discuss progress since 1995 strategy and
remaining challenges, highlighting developing countries' 
success stories, i.e. Thailand and Uganda, others?

2. Target audience

• Host countries (U.S. missions and embassies will serve as 
information conduit)

• International organizations
• Non-governmental organizations
• Developing countries

3. General Objectives

• Raise awareness of the issues and (not in order of 
priority)
Enhance collaboration between federal and international 
agencies/organizations

• Increase affordability/accessibility of treatment in 
developing countries by enhanced international 
collaborations/public/private partnerships

• Increase political and economic commitment by foreign
leaders /

• Foster greater involvement by NGO's and industry in AIDS 
policy and program formulation

• Encourage efforts of UNAIDS and other international 
organizations

• Consider human rights implications of HIV/AIDS
• Highlight women and HIV/AIDS issues

4. Specific Issues

Prevention ~
AIDS-Orphans
Complex issues surrounding treatment equity

• vaccine research



W'

• behavioral research/behavioral change interventions
• microbicide development

r

DISCUSSION: Enhanced coordination/collc±>oration between USG 
and international organizations/donors in HIV/AIDS programs

. Jr

5. Program Priorities/Programs for 1998-2000

6. Issues/Concerns
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department of health & HUMAN SERVICES Public Health Service

Centers for Disease Control 
and Prevention (CDC) 

Atlanta, GA 30333

June 25,1998

Dear Colleague:

We would like to call your attention to the attached article that is being released in tomorrow’s 
Morbidity and Mortality Weekly Report. The article documents the substantial progress made in 
the control and prevention of syphilis in the United States. From 1990 to 1997, syphilis rates 
declined 83 percent in the United States and are at their lowest level since reporting began in 
1941. We are very pleased about this. However, this isn’t the whole story. A closer look 
reveals that despite the overall declines, syphilis continues to be a serious problem in the 
southern United States and in a small number of urban areas outside the South. In fact, 85 
percent of all cases were reported from only 6 percent of the counties in the United States. The 
author emphasizes the fact that this is a great opportunity, while the disease is highly focused, to 
make a major impact toward the elimination of syphilis in the United States. Essential to further 
control or elimination of this disease will be a strong, concentrated effort with diverse 
organizations, public health professionals, the private medical community, and other partners in 
STD and HIV prevention working together.

1 hope you find this information useful- As always, if you have any questions, please don’t 
hesitate to call any of us in the NCHSTP Office of Communications at 404-639-8890.

Sincerely,

Melissa Shepherd
Associate Director for Communications
Director, Office of Communications
National Center for HIV, STD, and TB Prevention
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MORBIDITY AND MORTALITY WEEKLY REPORT

Primary and Secondary Syphilis— United States, 1997
Syphilis is an acute and chronic sexually transmitted disease (STD) caused by in- 

fection with Treponema pallidum. The disease is characterized by skin and mucous 
membrane lesions in the acute phase (primary and secondary [P&S] syphilis) and le­
sions of the bone, viscera, and cardiovascular and neurologic systems in the chronic 
phase. Because syphilis enhances transmission of human immunodeficiency virus 
(HIV), prevention of syphilis is important for controlling HIV (7). During 1986-1990, an 
epidemic of syphilis occurred throughout the United States (2). Syphilis rates began 
to decline in 1991 and have declined each year since that time. To determine whether 
this decline is reflected in changes in the epidemiology of syphilis, CDC analyzed noti­
fiable disease surveillance data for 1997. This report summarizes the findings of the 
analysis, which indicate that reported P&S syphilis cases declined 84% from 1990 to 
1997, that syphilis remains substantially more common in non-Hispanic blacks than in 
other racial/ethnic groups, and that it continues to be concentrated in the Southern 
region of the United States.

Summary data for syphilis cases reported to state health departments for 1997 
were sent quarterly and annually to CDC. Data from states included the total number 
of syphilis cases by county, sex, stage of disease, racial/ethnic group, and 5-year age 
group. Data on reported cases of syphilis in the P&S stages were analyzed for this 
report because those cases best represent incident cases (i.e., newly acquired infec­
tions within the evaluated time period). P&S syphilis rates were calculated per 100,000 
persons using population denominators from the Bureau of Census {2).

In 1997, the incidence of P&S syphilis in the United States was 3.2 per 100,000 
population (Figure 1). Rates of P&S syphilis were higher in the South (6.6 per 100,000 
population) than in the Midwest (2.0), Northeast (1.1), and West (1.0).* The South is 
the only region that has not achieved the revised national health objective for 
2000 (HP2000) of four cases per 100,000 population (objective 19.3) [2). In 1997, a total 
of 41 (82%) states had P&S syphilis rates below the HP2000 objective, and 21 states

T/^rt^I^asfe^nnecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Penn­
sylvania, Rhode Island, and Vermont; Mldwesf=\W\r\o\^, Indiana, Iowa, Kansas, Michigan, Min­
nesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, aj'd Wi^sconsm; 
5ot/r/7=Alabama, Aricansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, t^uisi- 
ana, Maryland, Mississippi, North Carolina, Oklahoma. South Carolina, Tenne^ee, Texas, 
Virginia, and West Virginia; l4fesP=Alaska, Arizona, California, Colorado, Hawaii, Idaho, Mon­
tana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
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Primary and Secondary Syphilis — Continued - tm-,
FIGURE 1. Primary and secondary syphilis rates*, by year — United States, 1970-1997

1970 1973 1976 1979 1982 1985 1988 1991 1994 1997

Year
•Per 100,000 population.

(42%) reported 10 or fewer cases of P&S syphilis (Table 1). Montana, New Hampshire, 
North Dakota, Vermont, and Wyoming reported zero cases of P&S syphilis. No cases 
of P&S syphilis were reported in 1997 from 2324 (75%) of 3115 counties. Rates of P&S 
syphilis were below the HP2000 objective in 2698 (86%) counties. A total of 31 (1-0%) 
counties accounted for 50% of P&S syphilis cases, and 186 (6%) counties accounted 
for 85% of all reported P&S syphilis cases (Figure 2).

P&S syphilis rates for blacks remained substantially higher than those for non- 
Hispanic whites and Hispanics. In 1997, the P&S syphilis rate for blacks was 22.0 per 
100,000, compared with 1.6 for Hispanics and 0.5 for non-Hispanic whites. The overall 
male-to-female P&S syphilis rate ratio was 1.2; this rate ratio was higher for Hispanics 
(2.1) than for blacks (1.3) and non-Hispanic whites (1.2). P&S syphilis rates were high­
est for Hispanic women aged 15-19 years (2.7), for black women aged 20-24 years 
(47.9), and for non-Hispanic white women aged 25-39 years (1.2). P&S syphilis rates 
were highest for Hispanic men aged 25-29 years (5.5) and for black and non- Hispanic 
white men aged 35-39 years (50.6 and 1.2, respectively).

From 1990 to 1997, P&S syphilis rates declined 84% in the United States, in all re­
gions (95% in the Northeast, 91% in the West, 80% in the South, and 73% in the Mid­
west), and in all but two states (Indiana and Kentucky). Rates in Indiana and Kentucky 
peaked in 1993 and have declined steadily since that time. Rates of P&S syphilis were 
below the revised HP2000 objective in 86% of all counties in 1997, compared with 69% 

in 1990.
P&S syphilis rates have declined for all racial/ethnic groups; the largest decline oc­

curred among Hispanics (90%) followed by blacks (85%) and non-Hispanic whites 
(81%). The P&S syphilis male-to-female rate ratio has remained stable for all races. 
Reported by: Div of Sexually Transmitted Diseases Prevention, National Center for HiV, STD, 
and TB Prevention, CDC.
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Primary and Secondary Syphilis — Continued
TABLE 1. Reported primary and secondary syphilis rates*, by state and sex — United
States, 1997

State Male Female Total

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana

11.1
0.3
4.3
5.8
1.7 
0.5
2.3
3.4
2.4
9.0 
0.2 
0.2 
4.2 
2-4 
0.2
1.4
3.7
8.4 
0.2

19.8
1.5
1.8 
0.5

14.5
2.1 
0

8.2
0
1.7 
7.9 
0.7 
0.3 
1.5
2.7 
1.3
5.1 
0 
0
3.2 
2.7 
0.3 
0.8
3.3
3.3 
0.2

15.4
1.0
1.4 
0.2

14.2
2.2
0

9.6 
0.2 
3.0
6.9 
1.2 
0.4
1.9
3.0
2.1
7.0 
0.1 
0.1
3.7 
2.6 
0.2
1.1
3.5 
8.4 
0.2

17.6
1.3
1.6 
0.3

14.4
2.1
0

State Male Female Total

Nebraska
Nevada
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Total

0.4
0.5
0
2.4
0.5
0.9

10.3
0
2.2
4.0
0.5
1.2
0.2

11.5
0.3

14.7
3.3
0.3
0
3.8
0.3
0.1
1.6
0

0.2
0.8
0
1.4 
0.6 
0.6
9.4 
0
1.8
3.1
0.1
0.8
0.2
9.0
0

13.5
3.3
0.2
0
3.3
0.3
0
1.9
0

0-3
0-6
0
1.9
0.5
0.8
9.8
0
2.0
3-5
0.3
1.0
0.2

10.2
0.1

14.0
3.5
0.2
0
3.5
0.3
0.1
1.7
0

» Per 100.000 population.

Editorial Note: The findings in this report document substantial progress in the control 
and prevention of infectious syphilis in the United States. P&S syphilis is at its lowest 
level since reporting began in 1941. Although syphilis remains an endemic disease in 
parts of the South, rates in this region have declined 80% since 1990. The South has 
had the highest syphilis rates since the 1940s, in part because of limited access to 
health care in many parts of the South. Despite substantial declines in P&S syphilis in 
all racial/ethnic groups, syphilis continues to disproportionately affect blacks. Report­
ing of syphilis has presumably been biased toward over-reporting of infections in per­
sons of minority races/ethnicities who attend public STD clinics; the degree to which 
this bias influences disease rates across racial/ethnic groups is unknown. Reasons for
these reported racial disparities require further investigation.

At least four factors may have contributed to the recent decline in syphilis. First, 
after recognition of the epidemic in the mid-1980s, increased state and federal re­
sources were invested in syphilis control programs {3). These resources were used 
for both traditional (e.g., partner notification and clinical services) and nontraditional 
(e.g., community-based screening and outreach and risk-reduction counseling) activi­
ties (3). Second, since the mid-1980s, a variety of HIV prevention activities have been 
implemented throughout the United States. Although these activities probably con­
tributed to declines in all STDs, it is unknown how these activities contributed to the 
prevention of specific bacterial STDs. Third, a decline in crack cocaine use (4) may 
have resulted in a decline in the incidence of syphilis. Use of crack cocaine and ex­
change of sex for drugs were major contributors to the recent syphilis epidemic (5). 
Finally, the presence of acquired immunity in the population at risk following the epi­
demic may have contributed to the decline (6,7 ).
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Primary and Secondary Syphilis — Continued
FIGURE 2. Counties with primary and secondary syphilis rates above or
heaKh objective for 2000 of four cases per 100,000 population — United States, 109/

A concerted effort while rates are low and disease is focal could contribute to the 
possible elimination of domestic transmission of syphilis in the United States (5). In 
1996, the Council of State and Territorial Epidemiologists proposed that syphilis sur­
veillance systems be evaluated and strengthened, that treatment and prevention 
efforts be enhanced in areas of substantial ongoing transmission, that a national 
workgroup be convened to evaluate the possibility of elimination of domestic syphilis 
transmission, and that ongoing support for syphilis control be maintained or 
enhanced until domestic syphilis is eliminated. A recent Institute of Medicine report 
on STDs in the United States suggests that STD surveillance systems use new infor­
mation technology, be accurate and timely enough to identify national and local 
trends in STD incidence, and provide the data necessary to direct local activities {9), 
CDC is working toward improving syphilis surveillance on a national level by encour­
aging state and local health departments to discontinue aggregate syphilis reporting 
and to collect, analyze, take action on, and report line-listed case reports of syphilis 
electronically to CDC. These line-listed data will provide an opportuni^ to analyze 
case reports at the county level by a variety of demographic characteristics and other 
potential risk factors for STD.

Syphilis is increasingly manifested as an epidemic rather than an endemic disease 
in the United States; focal outbreaks are still occurring (5). Optimal combinations 
of several different prevention and control strategies may be useful for areas with
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Primary and Secondary Syphilis — Continued
different levels of morbidity (i.e., to prevent importation into those areas without 
disease and to intensify detection and control in those areas with substantial morbid­
ity), Several state and local health departments have developed enhanced syphilis 
control and elimination plans (e.g., California, Florida, Massachusetts, and San Diego 
County). Components of such a plan could include an evaluation and enhancement ot 
the surveillance system, a review of the epidemiology of syphilis in the local area and 
development of targeted interventions if applicable, and enhancement of screening 
for syphilis in high-risk populations (e.g., correctional and drug-treatment facilities 

and emergency departments).

^'!^7o^sSurth H, Mosha F, Todd J, et al. Impact of improved treatment of sexually transmitted 
diseases on HIV infection in rural Tanzania: randomised controlled trial. Lancet 1995;346-530 6. 

2- CDC. Sexually transmitted disease surveillance, 1997. Washington, DC; US Department of
Health and Human Services, CDC, September 1998 (in press).

3. Webster LA, Rolfs RT. Surveillance for primary and secondary syphilis—United States, 1991.
MMWR 1993;42(no. SS-3):13-9. .. „ . . u-

4. Golub AL, Johnson BD. Crack's decline: some surprises across U.S. cities. Washington, DC.
National Institute of Justice, July 1997. . - * ,

6 Rolfs RT, Goldberg M, Sharrar RG. Risk factors for syphilis: cocaine and prostitution. Am J
Public Health 1990;80:853-7. .

6. Nakashima AK, Rolfs RT, Flock ML, Kilmarx P, Greenspan JR. Epidemiology of syphilis m the 
United States, 1941-1993. Sex Transm Dis 1996;23;16-23.

7. Garnett GP, Aral SO, Hoyle DV, Cates W, Anderson RM- The natural history of syphilis: im­
plications for the transmission dynamics and control of infection. Sex Transm Dis 
1997;24:185-200.

8. St. Louis ME, Parley TA, Aral SO. Untangling the persistence of syphilis m the South. Sex
Transm Dis 1996;23:1-4. .

9. Institute of Medicine. The hidden epidemic: confronting sexually transmitted diseases. 
Washington, DC: National Academy Press, 1997.

State-Specific Pregnancy Rates Among Adolescents —
United States, 1992-1995

In the United States during 1985-1990, the pregnancy rate for persons aged 15- 
19 years increased 9% (7). From 1991 to 1992, however, the rate declined substantially 
in 31 of the 42 states* for which data were available (.2); from 1992 through 1995, the 
birth rate declined steadily (5), and state-specific abortion rates decreased annually 
(4,5). This report presents estimated state-specific pregnancy rates for 1992-1995 for 
adolescents aged <19 years by age and race and the percentage change in state-spe­
cific pregnancy rates for persons aged 15-19 years for 1992 to 1995. The findings indi­
cate a downward trend in pregnancy rates for persons aged 15-19 years during
1992-1995 for all 43 states for which data were available.

Number of pregnancies was estimated as the sum of live births, legal induced abor­
tions. and estimated fetal losses (i.e., spontaneous abortions and stillbirths) among

*Thev/ord"st^te" in this report includes the District of Columbia except where explicitly noted, 
t State-specific adolescent pregnancy rates for 1992 were previously reported by CDC {2 ). Data 
for 1992 are reported here because of the inclusion, for the first time, of animated fetal losses 
in the calculation of pregnancy rate. Adolescent pregnancy rates published by CDC before this 
report should not be used together with those reported here in time senes analyses because 
of this change in methods.
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Pregnancy Rates— Continued
adolescents aged <19 years. Data about live-born infants were obtained from birth 
certificates and were reported by the mother's state of residence. Because abortion 
data by residence were not available for all states, abortions were reported by state of 
occurrence.^ Estimates of fetal loss were based on sample survey data of women 
aged 15-^4 years from the 1988 and 1995 National Survey of Family Growth (N5FG).
A national estimate of fetal loss for all adolescents aged 15-19 years was derived from 
NSFG data and was used to create annual estimates of fetal losses based on the num­
ber of live births and legal induced abortions in a given year (CDC, unpublished data, 
1998). Denominators were obtained from postcensal population estimates provided 

by the Bureau of the Census (5).
Rates were calculated as the number of pregnancies per 1000 females aged 15-17, 

18-19, or 15-19 years, Because most pregnancies (98% of live-born infants and 94% of
legal induced abortions) among persons aged <15 years occur among those aged 13- 
14 years (CDC, unpublished data, 1995; 7), the number of persons aged 13-14 years 
was used as the denominator when the rate was calculated for the <15-year age 
group. Legal induced abortions for which mother's age or race was unknown were 
included in categories based on the distribution of mothers with known age or race. 
Changes in pregnancy rates for persons aged 15-19 years from 1992 to 1995 were 
tested for statistical significance at p<0.05.

Although abortion totals were available for all states, age-specific data were only 
available from 43 states for 1992-1995; abortion data stralified by age and race were 
available from 37 states for 1992-1995. Because adequate age and Hispanic ethnicity 
data for women who had abortions were available for only 19 states in 1992, 21 states 
in 1993 and 1995, and 22 states in 1994, pregnancy rates by ethnicity are not included.

Pregnancy rates for persons aged 15-19 years ranged from 63.3 (Wyoming) to 
126.0 (Georgia) in 1992H; from 62.0 (Minnesota) to 122.0 (Georgia) in 1993; from
57.1 (North Dakota) to 119.0 (Texas) in 1994; and from 56.3 (North Dakota) to
117.1 (Nevada) in 1995 (Table 1). In each year, the rate was highest for persons aged 
18-19 years and lowest for those aged <15 years. During 1992-1995, the pregnancy 
rate for persons aged 15-19 years decreased in each of the 43 states for which age- 
specific data were available. Declines ranged from 2.8% (Arkansas) to 20.1% (Ver­
mont); all but one of these decreases were statistically significant.

Rates declined for persons aged 18-19 years in all 42 reporting states from 1992 to 
1995. However, pregnancy rates increased for those aged <15 years in nine of 
40 states for which data were available and for those aged 15-17 years in two of 
42 states. Rates for persons aged 15-19 years were, in most cases, higher for blacks 
than for whites among states for which data were available (Table 2). However, in 24 of 
the 26 states for which data were available, the decline in pregnancy rate for blacks 
was greater than for whites from 1992 to 1995.

From 1992 to 1995, abortion and birth rates declined for persons aged 1&-19 years. 
Of 43 states for which data were available, 40 reported a decreased adolescent

Spor 47 reporting areas during 1992-1994 and for 48 areas in 1995, the number and charac­
teristics of persons who obtained legal induced abortions were provided by the central health 
agency (state health departments and the health departments of New York City and the Distrirt 
of Columbia). For five areas during 1992-1994 and for four areas during 1995, data about the 
number of abortions were provided by hospitals and other medical facilities.

IlDistrict of Columbia is not included in these comparisons because its pregnancy rates were 
higher than for any state, in part because of large numbers of abortions among nonresidents.
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abortion rate (CDC, unpublished data, 1992, 1995), and birth rates declined in 50 of 
51 states (2,3). Relative decreases in abortion rates generally exceeded declines in

and Health Promotion, CDC.
Editorial Note: The findings in this report indicate a downward trend m adoiescent 
pregnancy rates during the first half of the 1990s. Adolescent pregnancy rates 
declined in states with high and with low rates, suggesting the potential for all states

to achieve lower adolescent pregnancy rates.
The estimation of adolescent pregnancy rates was limited by the lack of age- 

specific data for eight states and adequate race-specific abortion data for 17 states. 
The lack of age-specific abortion data by ethnicity in most states also limited this 
analysis because the ethnic composition of state populations is an important determi­
nant of state variations in pregnancy rates.

Legal induced abortions reported to CDC may undercount the true number of abor­
tions. Use of abortion data by state of occurrence rather than by state of residence 
may have overestimated the abortion rate in states with large metropolitan areas that 
might draw from adjoining states, such as New York City and the District of Columbia. 
Estimates of fetal loss are subject to underreporting, especially because of unrecog­
nized early fetal losses; fetal loss estimates are based on small numbers of adolescent 
pregnancies. Therefore, pregnancy totals based on births, legal induced abortions re­
ported to CDC, and fetal loss estimates may underestimate the actual pregnancy rate. 
However, underreporting probably remains relatively constant from year to year and 
is unlikely to affect the trends in this report substantially.

Sexual experience, sexual activity, and effective contraceptive use are important 
determinants of changes in pregnancy rates. After increasing in the 1980s, the esti­
mated proportion of adolescent females aged 15-19 years who were sexually experi­
enced (i.e., ever had sexual intercourse) and the percentage who were sexually active 
(i.e., had had sexual intercourse within 3 months of interview) stabilized from 1988 to 
1995 (8). The proportion of adolescents who reported having used contraception at 
first intercourse increased from 1988 to 1995 (3) but little change was found in the 
proportion of persons aged 15-19 years who reported using a contraceptive method 
within 1 month of interview (8). Among those who reported using a contraceptive 
method within 1 month of interview, use of oral contraceptives declined from 1988 to 
1995, and use of condoms and long-acting contraceptive methods increased.

Sexual experience and contraceptive use may be influenced by motivation to avoid 
pregnancy, access to health-care services, income, education, and other factors. Sus­
taining the downward trend in adolescent pregnancy will require solutions that ad­
dress complex individual and community-level factors that can affect adolescents' 
sexual and reproductive behavior. Programs designed to reduce adolescent preg­
nancy that address an array of risk factors (e.g., socioeconomic disadvantage, poor 
educational and employment opportunities, or lack of social support) in addition to 
specific skills to postpone sexual experience and increase contraceptive use may be 
more effective in reducing adolescent pregnancy than programs focusing exclusively 
on changing sexual beliefs or behavior (70). Additional characteristics of effective 
programs are strong educational components, messages tailored to the needs of



CB
cr
tsj
Ln

m

TABLE 1. Pregnancy rales* for adolescents aged <19 years, by age group and statet, and percentage changes rates for 
15-19-year-olds — United States, 1992-1995 —Continued
-------------------------------------------------------------------^ % Change

in rate for
icKw 15-19-YM«-olds

1992 _____ 1W3________ _________ 1394________ ________1995--------------- from 1992
to 1995>

State <15 15-17 18-19 15-19 <15 15-17 18-19 15-t9 <15 15-17 18-19 15-19 <1S 15-17 IB-19 15-19

Alabama
Arizona
Arkansas
Colorado
Connecticut
District of Columbia
Georgia
Hawaii
Idaho
Indiana
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota

10.8
6.5
8.2
6.5
7.7 

36.1
12.5
7.8
2.3
4.8
5.8
7.1

10.3
2.5
8.5
5.7 
6.0
3.7 

12.9
5.5
4.2
3.9
8.6
6.8
5.8 

10.1 
10.0

5.3
4.8
7.4 
7.3
0.9
*»

71.7
76.0
66.1
61.4 
63.6

1
82.0
66.5 
3B.5 
50.0
63.3
61.4
73.3
37.6
60.5
50.0
56.7
37.4
33.9
55.5
51.2
41.7
77.3
51.9
78.9
76.4
60.5
31.6 
52.2
57.6
54.9
58.5
08.1
42.6

164.4 109.9
192.4 122.1
166.4 107.0
144.0 94.2
135.5 92.8

1 245.7
108.6 126.0
149.3 101,9
119.9 70,4
136.4 85,2
164.0 102.6
148.1 96.4
162.5 109.2
104.4 65.1
134.2 90.7
125.3 82.0
148.1 94.0
107.9 65.1
169.5 118.8
147.0 92.0
132.6 82.8
124.1 74.7
195.9 125.0
126.9 82.2 
182.B 120.0
169.0 113.9
183.5 123,4
115.5 63.9
140.0 80,0
156.0 95,5
127.2 84,6
166.6 103,9
153.7 103.8
113.3 70.1

11.6
5.6
7.7
5.0
7.4 

28.4 
12,3

5.6 
2.3
4.2
6.6
6.7
9.9
2.8 
0.8
6.0
5.7
3.5

13.2 
6.0
3.2
3.3
7.4
6.8
5.9 
9.3
9.5 
»«•
5.6
4.9 
6.0
5.9 
9.0
1.9

72.8
73.9
64.0
58.1
63.5 

1
81.9
64.5
39.2
48.3
63.1
61.7
73.2
36.9
61.3
49.1
55.9
35.9
77.7
52.7
48.6
40.4 
76.B
52.1
77.6
77.2 
79.1
30.7
54.3
58.5
54.6
63.6
65.0
38.1

158.3
187.3 
161.6
134.4
130.3 

11
181.1
153.4 
110.1
132.0
164.4 
142.7
158.4
103.3
129.3
138.4
139.1
102.9
167.9
137.6
127.5
119.9
184.7
117.1
179.5
168.2 
178.4
112.9 
140.2
151.0
124.7
171.6
147.1
104.9

10B.1
118.4
103.7 

88.0
90.2

270.1 
122.0
102.1

67.3 
82.6

102.6
94.3

107.6
63.4
88.4 
86.1
89.2 
62.0

114.2
86.3
79.1
72.5

113.8
78.0

117.6 
113.8
119.7

62.3
09.0
94.3
82.9

107.7
98.9
64.2

10.6
6.7
8.1
4,9
5.6

75.5 160.6 
74.7 183.7 
68.B 166.6 
S6.3 130.2
62.5 122,1 

1 1

110,1
117,1
108.3 

85.1 
85.8

267.3

10.1 71.1 158.2 106.3 -3.3
6.3 70,5 164.4 10B.2 -11.4

6B.1 15B.3 104.1 -2.0
54,2 121.0 80.4 -14.7
53.8 114.7 77.3 -16.0

S 1 229.6 -6,6

8.4
4.2
5.0

26.0
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12.4 80.0 175,3 117,5 11.9 79.2 ■172.4 115,6 -8.3

6.4 68.4 152.9 103.7 7,3 58.5 139.4 92.3 -9.4 1
2,7 358 99,9 61.2 2.9 35,1 105.6 63,4 —9.9 V

5.1 49.8 133.6 83.4 4.8 49,9 132.0 82.4 -3.2

5.3 60.5 154.5 96.9 7.1 59.6 150.7 94.9 -7.5

6.6 69.7 144.8 93.5 5.8 55.9 138.0 88,6 -6,1

9.6 71.4 156,7 105.6 8,2 63,7 149.9 98.2 -10.1 §
2.6 33.0 102.2 60.0 2.7 36.3 94.2 58,7 -9,8

8,4 57.6 129.6 85.0 7.0 54,9 123.3 01.4 -10.2

5,5 47.9 127.9 00.2 4.3 44.3 113.1 71.8 -12.5

5.7 53.0 137.4 86.1 5,3 50.1 12B.9 80.6 -14,2

3.5 34.4 100.8 59.8 2.7 34.0 92.9 56.4 -13.3

11.6 73.9 156.0 106.8 10.8 73,4 147.8 103.1 -13.2

5.6 51,0 138,5 85.0 5.2 46.7 131.0 79.3 -13.8

3.6 43,1 123.1 73.7 2.7 43.9 11B.6 72.8 -12.0

3.8 42.3 120.6 73.6 3.1 38.9 103.5 64.6 -13.5 o
6,6 76.1 180.4 116.6 6.7 74.6 185.1 117.1 -6,3 n

6.3 49.6 116.7 75,9 5.0 46.3 112.6 72.0 -12.4

S.8 74.2 167.3 110.1 6.7 70.2 164,4 106.8 -11.0 1-a

8.7 76,1 165.9 111.9 7.8 70.0 160.0 105.8 -7,1 a36
10.3 80.4 175.2 118.4 9.6 75.4 168.5 112.4 -0,9

#• 27.4 104,8 57.1 »* 30.6 97.0 56.3 -11.8 <-
5.4 53.1 136.1 86.0 4.8 51.5 132.4 03.3 -5.4 c3
5.0 59.2 146.7 93.0 5.4 58.2 146.9 92.5 -3.2 n SB

6.5 48.8 116.7 76.4 5.6 44.4 113,9 71.6 -15.3 A
7.5 61,4 162.2 101.1 5.3 54.1 154.4 93.5 -10.1

8.5 60.8 143.1 99.0 B.B 64.8 142.0 96.0 -7.5 (0
CD

»» 35.1 102,5 61.2 1.8 34.0 99.0 59.5 -15.1 0> •nd
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Tennessee 9.3 69.4 170.2 110.9 8.5 66,6 167.8 107.5 9.0 66.0 170.5 107.3 7.7 64.1 167.1 104.5 -5.8
1 1 1 1Texas 7.7 77.4 109.0 122.3 7.7 77.2 185.4 120.8 7.6 78.0 180.9 119.0 7.3 76.6 176.7 116.3 -4-8

Utah 3.0 37.2 110.S 65.6 2.4 36.6 104.4 62.9 2.2 35.0 96.5 59.1 2,2 34,3 92.7 68,1 -11.5

\/ernnont 3,4 45.5 132.1 81.0 3.0 44.0 124.9 76.2 3.2 41.2 118.8 71.6 3,4 36.7 109,3 64,7 -20.1
V V 1 1 ■ I ^Virginia 7.2 58.0 141.3 93.2 7.1 56.4 135.9 89.6 6.7 56.0 136.8 89.2 6.2 54,4 127,8 64.2 —9.6

Washinaton B.O 64.1 1B5.8 100.4 5.3 62.2 153.2 96.2 5,3 59,4 142.5 91.9 5.2 56.8 137.0 88.2 -12,1

West Virginia 3.8 45.9 125.2 78.0 4.9 46,5 121.3 76.7 3.5 46.8 115.2 73.5 3.7 43.7 117.4 73.3 -6.0

Wisconsin 4.B 41.6 110.1 71,7 4.7 39.7 109.3 67.2 4.1 37.4 101.4 62.4 4.1 36.2 96.5 59.2 -17.4

«« 31.8 114.5 63.3 34 6 109,0 63.2 2.5 31.0 105.3 69.1 *#• 30.7 102.7 58.0 -8.4

I§ i

f

55̂
'Pregnancy rate coum not oe caicuiatea lor me laiiowiny Mdiea ubi-<iu»c »icy u«j nui 
Delaware, Florida, lllinoia, Iowa, New Hampshire, and Oklahoma.

«AII percentage changes except for Arkansas were statistically significant at p<0.05.
tPregnancy rate cculd not be calculated because the state did not provide abortion data for ca^in age groups. 

•^Pregnancy rate was not calculated for groups with <20 pregnancies or <1000 adolescent females.
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TABLE 2. Pregnancy rales* for adolescents aged 15-19 years, by race^ and stated and percentage change in rate — United 

States. 1992-1995—Continued _____________________________________ '

<jy

s

1992 1993 1994 1995
% Change in rate 
from 1992 to 1935

State White Black White Black White Black White Black White Black

Alabama 66.5
Arizona 120.6
Arkansas 90.5
Colorado 1
Georgia 93.9
Hawaii 76.3
Idaho 70.0
Indiana 74.2
Kansas 91.7
Kentucky 89.1
Louisiana 77,0
Maine 64.8
Maryland 60.2
Minnesota 55.8
Mississippi 84.8
Missouri 71.9
Montana 72.9
Nevada 120.2
New Jersey 48.6
New Mexico 120.6
New York 91.2
North Carolina 98.2
North Dakota 56.4
Ohio 1
Oregon 93.6
Pennsylvania 63.1
Rhode Island 92.0
South Carolina 80.9
South Dakota 54.8
Tennessee 91.3
Texas 115.8

158.8
177.6
168.2

1
192.1

184.8
249.9
176.8 
157.7tt

jut

161.7
257.2
159.4
219.4

201.9
211.9
118.9
207.4
183.2

1
214.3
249.4
249.8 
141.1

191.6
175.5

84.9 
116.8
88.5 

H
92.1
75.2
66.6
72.4
92.0
87.4
73.7 
62.6
58.7
52.9
77.7
69.0
70.4

115.3
48.4

116.4
89.6
95.2
55.3 

H
92.4
61.6 
95.7
78.9 
51.2
88.1 

115.7

156.9
158.2
158.4

T
182.4

178.1
232.6
171.3 
157.4<t

153.4
227.5
157.2
197.3 
**

160.4 
211.0
126.7
211.9
177.9

1
218.2
246.6
240.4
130.7 

»»
186.0
166.0

85.6
116.3
91.5 

II
88.9
73.6
60.7
74.1
88.5
86.4
73.7
59.1
58.2
51.3 
73.2
69.6
66.5

114.4
46.1

109.5
88.9
95.2
50.7
70.9
90.5
56.8
90.6
78.2
50.3 
88.5

115.0

161.0
152.5
168.3

1
174.4

169.6
210.7
171.8 
152.0^+

146.6
213.9
146.7 
183.1

163.0
200.3
103.8
203.9
172.1

185.4
206.4
224.9
225.0 
131.6

«•
181.8
157.0

84.9 
109.0
88.3

1
90.2 
51.7
63.3
74.1
85.9
82.2
71.6
57.6
58.1
47.1
72.7
66.4
65.5

117.7
46.4

106.8
85.4
92.5
49.6
69.2
90.5
53.7
83.5
78.6
48.7
87.3 

114.3

146.8
113.4
158.6 

1
165.6
80.0
•*

158.4
210.7
156.4 
136,1’f

132.3
215.1
137.7 
161.0

141.5
177.5
99.6 

186.0
157.8

173.4 
184.7
208.1
197.2
123.3 

•»*
170.6 
142.2

-l.B
-9.6
-2.4

-3.9
-32,2
-9.7
-0.2
-6.3
-7.7
-6.9

-11.1
-3.4

-15.6
-14.3
-7.6

-10.3
-2.0
-4.5

-11.4
-6.3
-5.8

-12.1

-3.4
-15.0
-9.2
-2.8

-11.1
-4.3
-1.3

-7.6
-36.2
-5.7

-13.8

-14.3
-15.7
-11.5
-13.7tt

-18.2
-16.4
-13.6
-26.6

-29.9
-16.2
-16,2
-10.3
-13.9

-13.8
-16.6
-21.1
-12.6

-11,0
-19.0
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Utah 
Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin

64.0
80.6
74.2 
t

76.2 
53.4

164.4

137.4 
267.6

61.5
75.9
72.2 

H
75.0
51.2

153.3 
1

135.1
239.3

57.7
71.6
72.9

II
71.5
48.2

148.4
T

138.8
212.3

56.6
65.4
68.5 

1
71.1
46.5

139,0
1

137.6
194.9

-11.5
-19.0
-7.7

-6.7
-13.1

-15.5

0.2
-27.2

'§ 5

^ I
I -VlSCUtl^lll --------

widelv bv^state and because abortion information was not available on the race breakdown of ^ |

■■ ___ ■_?____^1.1 ,.1. A <4TPregnan^y^rat'rwas nmSulat^^^ race information was nnissing for ^

*» Pregnancy rate was not calculated for groups with <20 pregnancies or <1000 adolescent females. 
t^Rate and percentage change is for all races other than white.
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different groups of adolescents, and youth development approaches that seek to
strengthen self-esteem and planning for the future (7f7).

In 1995, CDC funded 13 Community Coalition Partnership Progrannsforthe Preven 
tion of Teen Pregnancy to demonstrate how communities can mobilize resources in 
support of community-wide, sustainable efforts to prevent initial and repeat adoles­
cent pregnancies. Rigorous evaluation of adolescent pregnancy prevention measures 
is an essential component of these community demonstration programs. The identifi­
cation of effective strategies will assist state and local agencies in implementing suc­
cessful approaches to continuing the downward trend in adolescent pregnancy.
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MMWR 1996;44:677-84. , j
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Progress Toward Poliomyelitis Eradication
Europe and Central Asian Republics, 1997—May 1998

In 1988, the World Health Assembly resolved to eradicate poliomyelitis globally by 
2000 (7). In 1995, the World Health Organization (WHO) European Region (EUR), com­
prising 51 member states (including Israel and the Central Asian Republics), acceler­
ated efforts toward polio eradication. Improvements in status have been reported 
previously (2-4). This report summarizes progress toward polio eradication during 
1997-1998*, demonstrating that polio incidence has decreased to seven cases in 1997 
and two cases in 1998, and surveillance has improved substantially.

Supplemental vaccination activities. Since 1995, National Immunization Days 
(NIDs)^ were conducted in 18 contiguous countries of the WHO Eastern Mediterra­
nean (eight countries: Afghanistan, Iran, Iraq, Jordan, Lebanon, Pakistan, Palestine,

*The report contains data reported to EUR through May 30, 1998. Surveillance data for 1997 
have been updated (2).
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Poliomyelitis — Continued
and Syria) and European regions (10 countries: Armenia, Azerbaijan, Georgia 
Kazakhstan, Kyrgyzstan, Russian Federation, Tajikistan, Turkey, Turkmenistan, and 
Uzbekistan) as part of Operation MECACAR (Eastern Mediterranean, Caucasus, and 
Central Asian Republics). Reported coverage leyels were >95% in 1997 with two doses 
of oral poliovirus vaccine (OPV), similar to levels achieved during previous years {2). 
Beginning in the autumn of 1997 with "mopping-up" vaccination, coordinated activi­
ties in countries of the two regions continued as "Operation MECACAR Plus"; NlDs 
were conducted in April and May 1998, but final results are not available. Additional 
coordinated NIDs and "mopping-up" vaccination will continue through 2000 in se­
lected countries, depending on the quality and results of local acute flaccid paralysis 

(AFP) surveillance.
Surveillance. AFP surveillance and virologic testing of stool specimens from AFP 

cases is a key strategy recommended by WHO for polio eradication. By 1998, a total of 
17 countries where polio is endemic or was recently endemic have established AFP 
surveillance; in addition, 18 countries where polio is not endemic also report AFP sur­
veillance data (Table 1). From January 1997 through May 1998, three countries (Alba- 
nia, Belarus, and Kyrgyzstan) consistently achieved the minimum AFP reporting rate 
indicative of a sensitive surveillance system (at least one nonpolio AFP case per 
100,000 children aged <15 years annually); reported rates for the Russian Federation 
in 1997 and 1998 and for Ukraine in 1997 are difficult to interpret because of the Inclu­
sion of cases of isolated facial paralysis. In addition, 13 other countries are close to 
achieving or have provisionally achieved the minimum reporting rate in 1998. The 
overall rate of collection of two adequate stool samplesif from persons with reported 
AFP cases increased to approximately 70% in 1997 and in 1998 (Table 1). During 1997- 
1998, few countries consistently achieved the WHO-recommended target of two ade­
quate stool specimens collected from at least 80% of AFP cases. Beginning in 1998, a 
total of 29 of 35 countries are reporting case-based AFP surveillance data weekly to 
the WHO regional office. Completeness of reports received for weekly reporting is 
83%; for the six countries still reporting aggregate counts of AFP cases monthly, com­
pleteness is 69%.

EUR laboratory network. The EUR polio laboratory network consists of 35 labora­
tories: 30 national laboratories, two subregional reference laboratories, and five re­
gional reference laboratories (two of which are national laboratories) {5). WHO 
accreditation of national laboratories based on six objective criteria (5) is being imple­
mented; 20 laboratories have received full accreditation. Four laboratories received 
provisional accreditation pending further experience or improvements in specific 
areas. Based on the status of accreditation, of the 1596 AFP cases reported in 1997, a 
total of 448 (28%) stool specimens were processed for virus isolation in fully accred­

ited laboratories.

tMass campaigns over a short period (days to weeks) in which two doses of OPV are admin­
istered to all children in the target age group, regardless of previous vaccination history, with
an interval of 4-6 weeks between doses. . ^

«Focal mass campaign in high-risk areas over a short period (days to weeks) m wh'ch two 
doses of OPV are administered during house-to-house visits to all children in the target age 
group, regardless of previous vaccination history, with an interval of 4-6 weeks between doses 

llTwo stool specimens collected at an interval of at least 24 hours within 14 days of onset of 
paralysis. WHO recommends that >80% of patients with AFP have two adequate specimens 
collected {4).
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Poliomyelitis — Continued
TABLE 1. Number of reported cases of nonpotio acute flaccid paralysis (AFP), nonpolio 
AFP rate* and percentage of persons with reported AFP with two stool specimen^ 
by year arid country — European Region (EUR), World Health Organization, 1997 and

1998+ _______________________ _________
1997 1998

Country

No.
nonpolio 

AFP cases
NonpoHo 
AFP rate

% of persons 
with AFP with 

two stool 
spsdnieiis*

No.
nonpolio 

AFP cases
Nonpolio 
AFP rate

% of persons 
with AFP with 

two stool 
specimens*

Albania 
Armenia 
Azerbaijan 
Belarus 
Bosnia and 

Herzegovina 
Bulgaria 
Croatia
Czech Republic
Estonia
Georgia
Greece"
Hungary**
Israel
Italy
Kazakhstan
Kyrgyzstan
Latvia
Malta""

12
15
13
34

1
9
3
9
3
7

17
55
35
24
0
3

1.11
1.45
1.0S
1.53

0.20
0.61
0.32
0.49
1.03
0.55

1.02
0.65
0.69
1.39
0
3.61
0.35

93%
93%
77%

100%

100%
100%

67%
78%
33%
86%

18%
36%
60%
63%
0
0
0

3
4 
1

20

1
9 
0

10
1
4 
0
5
6

30
10 
8 
0 
1 
5

1.11
0.91
0.24
2.13

1.16
1.28
0
1.28
0.32
0.77
0
0.65
0-85
0.83
0.61
1.42
0
2.85
0.50

33%
75%

100%
40%

100%
38%

50%
0

75%

20%
17%
33%
80%
88%

100%
0

Poland 49 0.59 55% 11 0.31 36%
Portugal
Republic Of Moldova

0
8

0
0.68

0
88%

0
9

0
1.82 56%

Romania 39 0.89 100% 31 1.67 81%

Russian Federation B89 4.07 71% 223 4.08 92%

Slovak Republic 3 0.25 100% 2 0.40 0
Slovenia 0 0 0 0
Spain” 5 0.46 100% 23 0.83 52%
Switzerland 15 1.18 7% 1 0.19 0
Tajikistan 6 0.25 71% 2 0.20 100%

Former Yugoslav
Republic of 
Macedonia 4 0.67 75% 1 0.39 100%

Turkey 135 0.62 65% 98 1.07 50%
Turkmenistan 9 0.56 56% 5 0.74 80%

Ukraine 149 1.76 79% 23 0.64 87%

Uzbekistan 14 0.15 86% 22 0.5B 91%

Federal Republic
1 Qdof Yugoslavia 14 0.62 64% 17 1 .yo DD /O

Total 1589 1.12 69% 586 1.83 70%

*Per 100,000 children aged <15 years. The rata for 1998 is annualized.
spaJ/menrJollerted «°an^inte^a^ of at least 24 hours within 14 days of onset of paralysis and 

adequately shipped to the laboratory.
'AFP surveillance began in aarly 1998.

»*AFP surveillance began in January 1998.
'^AFP surveillance began in July 1997.
*®AFP surveillance began in autumn 1997.
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Poliomyelitis — Continued
Incidence of polio. From 1991 through 1996, the number of confirmed polio cases** 

reported annually in EUR ranged from 177 to 297; in 1997, only seven cases from two 
countries (Tajikistan and Turkey) were reported. Wild poliovirus type 1 was isolated in 
six cases in one southeastern province of Turkey during July-December 1997 '^3). To 
date, Turkey has reported two cases of polio from an adjoining province; one case had 
onset of paralysis in January and the other in April 1998. All recent isolates of wild 
poliovirus type 1 in Turkey are related to a single Middle East genotype. Because of 
inadequate stool specimen collection from some AFP cases in which there was resid­
ual paralysis, death, or loss to follow-up, 19 polio-compatible cases were reported m

1997 from seven countries. -x
Certification process. The European Regional Commission for the Certification of 

Poliomyelitis Eradication has begun reviewing comprehensive documentation on the 
vaccination and surveillance activities of EUR countries. All member countries have 
been asked to form national certification committees to objectively review country 
vaccination, laboratory, and epidemiologic surveillance data and submit relevant 
documentation to the regional commission. Documentation from the countries of 
Europe in which there has been an absence of reported cases for >8 years will be
sought in 1998, followed by review for the other countries through 2000.
Reported by: Communicable Diseases and immunization Unit, Worid Health Organization 
Regionai Office for Europe, Copenhagen, Denmark; Expanded Program on Immunization, Global 
Program for Vaccines and Immunization, World Health Organization, Geneva, Switzerland. Res­
piratory and Enteric Viruses Br, Div of Viral and Rickettsia! Diseases, National Center for 
Infectious Diseases; Vaccine Preventable Disease Eradication Div, National immunization Pro­
gram, CDC.
Editorial Note: Polio transmission has been interrupted in most EUR countries where 
polio was previously endemic; this status is attributed to improvements in routine 
vaccination coverage and the successful implementation of NIDs through Operation 
MECACAR. In addition, surveillance activities in most EUR countries have improved. 
The quality of surveillance and laboratory performance in many areas of the region 
needs further improvement, particularly in all areas where polio was recently en­
demic, to ensure that indigenous transmission has been interrupted and that any 
transmission secondary to imported poliovirus is promptly detected.

WHO staff and consultants are assessing AFP surveillance systems and laboratory 
performance in 15 countries to determine how further improvements can be made; 
this is in anticipation of needing to provide definitive AFP and virologic surveillance 
data supporting the certification process. The incidence of facial paralysis has been 
unexpectedly high in some countries, possibly attributed to a high incidence of borre- 
liosis. Reporting of facial paralysis has obscured the sensitivity of some surveillance 
systems monitoring paralytic illnesses more consistent with clinical polio. With the 
collection of information about individual AFP cases, future monitoring of AFP surveil­
lance will provide more homogeneous data across EUR.

Southeastern areas of Turkey adjacent to Syria, Iran, and Iraq remain at high risk for 
wild poliovirus transmission; wild polioviruses have been isolated from AFP cases 
throughout 1997 in Iran and Iraq (4). Most areas of Tajikistan, Turkmenistan, and

**A confirmed case of polio is defined under the virologic scheme of classification as AFP 
with laboratory-confirmed wild poliovirus infection; in countries where virologic suveillance 
is inadequate, clinical cases have either residual paralysis at 60 days, death, or no foMow-up 
investigation at 60 days. Most countries in EUR use the virologic scherrie of dassmcation 
of AFP cases, for which some AFP cases with residual paralysis at 60 days, death, or no 
follow-up investigation may be considered as polio-compatible cases.
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Poliomyelitis — Continued
Uzbekistan remain at risk for polio because of confirmed ongoing poliovirus transrnis- 
sion in Afghanistan (4). Importation of wild poliovirus or continuing low-level indige­
nous transmission may not be detected because of weak surveillance and/or 
laboratory deficiencies. Interregional and intercountry efforts are ongoing to coordi­
nate surveillance and supplementar/ vaccination activities in these key high-risk bor­
der areas. Supplemental vaccination activities will continue to be organized through 
2000 under Operation MECACAR Plus to interrupt any remaining chains of poliovirus 
transmission. Mopping-up campaigns will be conducted in October and November 
1998 in the high-risk areas that border countries of the Eastern Mediterrean Region
where polio is endemic or was recently endemic.

EUR priorities toward polio eradication by 2000 include 1) strengthening AFP sur­
veillance systems throughout the region (including accreditation of all laboratories), 
particularly in the Caucasus, Turkey, and the Central Asian Republics; 2) ensuring that 
high-quality NIDs or sub-NlDs are conducted through Operation MECACAR Plus in 
selected countries with persistent high risk for wild poliovirus circulation caused by 
low vaccination coverage, weak surveillance, and/or administrative problems; 3) im­
plementing coordinated supplemental vaccination activities among key border area 
populations; 4) maintaining and strengthening the political commitment of govern­
ments for polio eradication and certification; 5) consolidating the support of donor 
governments and partner agencies to ensure sufficient financial and human re­
sources; and 6) progressing in the formal process of certification.

Polio eradication efforts in EUR have been supported by the governments of coun­
tries where polio is endemic or was recently endemic, WHO, United Nations Children s 
Fund (UNICEF), Rotary International, U.S. Agency for International Development, CDC, 
and through contributions from Canada, Denmark, European Union, Finland, France, 
Germany, Greece, Hungary, Italy, Japan, Luxembourg, Monaco, Netherlands, Nonway, 
Switzerland, and the United Kingdom.

1. World Health Assembly. Global eradication of poliomyeiitis by the year 2000. Geneva, 
Switzeriand: Worid Health Organization, 1988; resoiution no. 41.28.

2-CDC. Progress toward poliomyeiitis eradication—Europe and Central Asian Republics, 1991- 
September 1997. MMWR 1997;46:994-1000.

3. CDC. Progress toward poliomyelitis eradication—Turkey, 1994-1997. MMWR 1998;47:116-20.
4. CDC. Progress toward global eradication of poliomyelitis, 1997. MMWR 1998;47:414-9.
5. CDC. Status of the global laboratory network for poliomyelitis eradication, 1994-1996. MMWR 

1997;46:692-4.
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FIGURE 1. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending June 20. 1998, with historical data — United States

DISEASE DECREASE

Hepatitis A

Hepatitis B

Hepatitis, C/Non-A, Non-B 

Legioneiiosis 

Measies, Total

Meningococcal Infections 

Mumps

Pertussis

Rubella

0.125

CASES CURRENT 
INCREASE 4 WEEKS

1,614

546

220

48

8

166

29

262

19

Ratio (Log Scale)* 

[Tm Beyond Historical Limits

^Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals.

TABLE I. Summary — provisional cases of selected notifiable diseas^. 
United States, cumulative, week ending June 20,1998 (24th Week)

-;no reported cases 
•Not notifiable in all states,

Cum. 1996 Cum. 1996

Anthrax
Brucellosie
Cholera

31
3

Poliomyelitis, paralytic’
Psittacosis

2

20

Congenital nibella syndrome 
Cryptosporldiosis*
Diphtheria
Encephalitis: California*'

eastern equina*
St. Louis* 
western equine*

2
814

1
2

Rabies, human
Rocicy Mountain spotted fever (RMSF) 
Streptococcal disease, invasive Group A 
Streptococcal toxIc-shock syndrome*
Syphilis, congenital**
Tetanus
Toxioshoek syndrome

68
1,066

33
128

11
63

e
Hansen Disease
Hantavirus pulmonary syndrome*’
Hemolytic uremic syndrome, post-diaritieal* 
HIV infection, pediatric*'

54
4

14
106

Trichinosis
Typhoid fever
Yellow favor

o
130
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TABLE II. Provisional cases of selected notifiable diseases. United States, 
weeks ending June 20,1998, and June 14,1997 (24th Week)

I Eschenchia 
ceB 0157:H7

Chlamydia Gonorrhea

Reporting Area 1998 1997
Cum.
1998

Cum.
1997

I Cum. Cum. | Cum. I 
1998 1 1998 I 1998 |

Cum.
1997

Hepatitis
C/NA.NB

Cum. I Cum. 
1998 I 1997

UNITED STATES 
NEW ENGLAND 
Maine 
N.H.
Vt.
Maas.
R. l- 
Conn.

MID. ATLANTIC 
Upstate N.Y.
N.Y. City 
N.J.
Pa-

E.N. CENTRALOhio
Ind.
111.
Mich.
Wia.

W.N. CEhTTRAL Minn.
Iowa
Mo.
N. Dak.
S. Dak.
Nebr.
Kans.

S. ATLANTIC 
Del.
Md.
D. C- 
Va,
W. Va.N.C.
S.C.

FIb-

E. S. CENTRAL 
KLy.
Tenn.
Ala.
Miss.

W.S. CENTHAL 
Ark.
La.
Okie.
Tex-
MOUNTAIN
Mont.
Idaho
Wyo.
Colo.
N. Mex.
Ariz.
Utah
Nev.
PACIFIC
Wash.
Dreg.
Calif.
Alaska
Hawaii
Guam
P.R.
V.l.
Amcr. Samoa C.N.M.I.

20,034
640

13
21
10

275
58

263
5,695

710
3,153

993
939

1,518
281
293
610
252
82

351
56 
20

176
4
9

36
50

5,037
57 

571 
413 
368

47
335
316
608

2,320
788
101
272
233
182

2,473
81

415
134

1,843
725

13
14 
2

127
111
286

57
115

2,807
203

BB
2,463

12
41

834
17

25,974
897

25
14
18

416
70

354
8,265
1.336
4,130
1,783
1,010
1,809

394
328
602
394

91
520
83
80

254
4
2

48
63

6,477
m742
469
E52
38

363
295
850

3,051
807
112
354
196
146

2,590
96

493
138

1,863
751

18
22
13

194
66

188
60

190
3.858

287
144

3,377
22
28

2
760

35

230,084
8,701

419
424
179

3,874
I, 153 
2,652

28,966
N

15,749
4,626
3,591

40.052
11,395
3,288

II, 444 
9,898 
4.027 

13,981
2,016
2,010
5,376

290
765

1,020
2.505

49,973
1,172
3,794

N
4,623
1,298

10,324
8,650

11,394
8,818

16.992
2,834
5,934
4,564
3,660

35,058
1,442
5,872
4,646

23,098
8,007

556
874 
301

1,772
3.534

717
253

34,454
4,907
2,584

25,060
875 
968

B
U
N
U
N

225,050
7,943

427
365
186

3,279
948

2,748
26,631

N
13,890
4,706
8,035

33,354
10,171
3,991
6.018
8.235
4,939

14,494
3,019
2,149
5,353

392
563
902

2,116
40,021

612
3,366

N
5,205
1,400
7,722
5,657
4.426

11,633
15.572
3.016 
5,823 
3,716
3.017 

22.058
1,297
3,671
3,349

13,741
13,358

470
658
255

2,770
1,865
5,180

785
1,375

51,619
4,197
2,154

43,858
635
775
193

U
N
U
N

606
84

5
12

1
47

3
16
61
39

3
19 
N

106
26
25
29
26 
N 

76
30 
17 
10

1
1
7
9

41

11
1

N
N

11
1
4 

12
39
10
20 
9 
U

42
1

6
35
59

4
6
1

19
9
N

13
7

99
23
27
47

2
N
N

N
N
N

305
60

16
3 

30
1

10
10

5
4 
1

60
n
20

13
16
36
20

12
1
1

16
1
4

7
1
3

11
6
9
8
6

66
22
23
18

U
U
U
U

138,335
2,297

25
42
13

920
172

1,125
16,020
2,761
6,757
2,631
3.851

26,758
6,752
2,063
8,995
7,324
1,604
6,805

708
638

3,928
29

125
346

1,031
39,972

637
4,194
I, 629
2,759

370
8,622
5.588
9,341
0,834

16,040
1,610
6,024
5,718
3,688

19,926
1,128
4,800
2.530

II, 468
2,953

23
78
15

1,054
329

1,296
66
92

7,504
858
34S

6,010
162
1B5

2
187

U
0
7

128,357
2,678

25
56 
24

1,012
216

1.345
16,156
2,797
6,149
3,336
3,874

19,770
6,255
Z.717
2,940
5,816
2,051
6,372
1.050

580
3.418

24
57 

324 
919

38,291
524

5.397
1.B86
3,607

440
7,512
5.115 
5,728 
8.082

15,348
I. 912 
4,792 
5.210 
3,434

15,094
2,113
3.444
2.116 
7,422
3,500

20
47
25

823
418

1,654
no403

II, 139 
896 
320

9,510
185
228

27
298

U
U

16

1,827

18
1

186
140

46
239

6
3

11
219

108
5

11
88

2
2

94

5
412
1
968

70
n
56

3
U

507
3
9 
2493

226
4 

66 
37 
13 
51

3
19
13

378
10 
2

311
1

54

U
U

1,589
30

1
26

3

159
123

35
305

7
9

50
Z21

18
32

2
IS
4
2
2
7

104

10
8

28
24

172
7

105
6

54
186

5
96

4
81

145
10
23
36
19
30
17
3
7

457
14

2
359

61
uu2

N; Not notifiable U; Unavailable no reported obsbeIN rNuiiiuuiiauie ...muyumvis..- ___ ______ C.N.M.L; Commonwealth of Northern Mariana Islands
♦Updated monthly to tnrDh/ision ^HIV/AIDS Prevention-Sun/Cillance and Epidemiology. National Center for HIV, STD, andTB Prevention, 
last update May 24, 1998-

iNational Electronic Telecommunications System for Surveillance.
^Public Health Laboratory Information System.
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TABLE II. ICont'd.) Provisional cases of selected notifiable diseases. United States, 
weeks ending June 20,1998, and June 14,1997 (24th Week)

Reporting Area

Lagiofiellosis
Cum-
1998

Cum.
1997

Lvme
DiaeaEB

Cum.
1098

Cum.
1997

Malaria
Cum-
1998

Cum.
1997

SYphillS
(PrinaiV & SeMndaryl

Cum.
1998

Cum.
1997

Tuberculoaia
Cum.
199B»

Cum.
1997

Rabies,
Animal
Cum.
1998

UNITED STATES
new ENGLANDMaine
N.H.
Vt.
Mass.
R. I.
Conn.
MID. ATLANTIC 
Upstate N.Y.
N.Y. City 
N.J.
Pa.

E.N. CENTRAL
Ohio
Ind.
III.
Mich.
WlB.

W.N. CENTRAL 
Minn.
Iowa
Mo.
N, Dak.
S. Dale Nebr.
Kans-

S. ATLANTIC Del.
Md.
D. C.
Va.
W. Va.N.C.
S.C.
Ga.
Fla.

E. S. central
Kv-
Tenn.
Ala.
Miss.

W.S. CENTRAL 
Aric.
La.
Okla.
Te*.
MOUNTAIN
Mont.
Idaho
Wyo.
Colo- 
N. Me>t 
Ariz.
Utah
Nev.
PAOFIC
Wash.
Dreg.
Calif.
Alaska
Hawaii
Guam
Rfi.
VI.
Amar. Samoa C-N.M.I.

23
1
2
1
9
4
6

100
2B
19
4

49
143
63
19
14
29
16
34
3
4 

12

27
1
4
4
B
5 
5

66
15
3

11
37

141
62
24

5
31
19
26

1
7
2
2

2,204
543

1
13
3

12B
31 

470
1,221

684
3

193
361

34
32 

2

21
9
9

1.655
402

3
7
3

55
43

291
947
122
76

268
461

30
12
9
2
7
U

20
11

494 641 3,035 3,961 3.438 9,056

19 31 36 77 146 197
3 1 1 - U 15
3 2 1 - 2 6

2 3 - 1 3
11 16 22 39 119 109
2 2 _ 1 24 13

8 9 37 u 51

126 184 99 197 244 1,376
33 27 16 20 U 191
60 110 22 36 U 714
19 35 18 86 244 283
14 12 43 55 u 187

46 69 409 349 230 309
3 6 74 109 5 146
3 7 66 75 U 70

15 30 157 36 226 423
24 17 89 59 u 122

1 9 23 70 u 4B
30 19 70 76 116 228
13 5 3 13 U 64
3 6 _ 3 u 20

10 S 54 39 BO 91
2 - . - U 5

3,179
620
101
33
30

200
35

221
686
4S6

U
66

114
42
33

2
6
1

330
63 
73 
17
64 
54

12
3

1
10
3

1
2

1
1 2

1
2

4
8

1
20

5
18

6
38

2
57

60 51 197 160 118 109 1,279 1,603 662 1.390 IrOOS
7 5 4 32 1 2 15 14 ■ 14 17

12 11 136 102 41 ao 306 448 132 136 245
4 3 4 6 7 7 36 51 53 46 -
5
N

10
N

14
4

2 19 26 84
2

130
3

lie
24

140
24

317
41

6 9 7 8 7 353 326 193 172 136

5 2 1 1 4 7 148 197 142 113 7Z
1 2 1 15 13 231 283 U 260 B1

19 14 23 9 23 7 104 141 u 485 96

19
<1*1

19
5

23
6

35
5

13
1

IB
4

523
58

B5S
72

160
u

561
80

121
19

5 6 8 12 B 4 265 355 u 208 70
3 2 9 4 4 4 121 222 160 181 32
U 5 U 14 U 3 79 209 U 92 U

16 5 10 10 17 7 389 526 53 1,146 103
5 3 1 1 52 87 53 98 21

1 1 4 4 134 185 - 86 -
a 1 _ 2 2 2 24 56 U 97 52
9 3 5 4 10 - 179 198 u 876 -

29
1

25
1

3 6 24 35
2

87 94 194
12

245
6

74
2B

1
s

2
1
5

1
1

3 2 1 ; 4
2

5
2 39

1 2 7 16 7 2 U 48 1
2 9 5 12 4 27 17 -A 7 1 4 4 62 69 92 111 7

15
1

5
3 1 1

1 2
4

3
2

3
6

28
29

10
46

1

42
4

22
6

52
1

46
1

101
9

172
8

143
9

191
6

1,633
17

3,107
128

198

a 9 9 10 2 4 U 68 -
15 43 36 82 148

3
132 179

1
1,520

20
2,778

42
181

17
1 1 • - 1 3 - 1 76 91 ■

. _ 3 - 13 -

. 3 109 101 46 88 27

, cc
 ,

U
u

U
U

U
u uu

U
U

U
U

1
uu
7

U
U
8

U
U

U
U

N'Not notifiable U: Unavailable no reported cases
-rAddicional Information about areas displaying “U' for cumulative 1999 Tuberculosie caees can be found in Notice to Readers, MMWR

VOL 47, No- 2, p. 39.
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TABLE III. Provisional cases of selected notifiable diseases preventable by vaccination.
United States, weeks ending June 20,1998,

and June 14,1997 I24th Week) ________

rting Area

//. ifttluenfae, 
invasive

1998* 1997

Hepatitis (Viral), by type Measles (Hubeolal

1998 1997

Total

Cum.
1998

Cum.
1997 1999 1998

Cum. I I Cum |l998| 1998
■ Cum. I ^rr>. 

1998 I 1997

UNITED STATES
new ENGLAND
Maine
N.H.
Vt.
Mass.
R. l.
Conn.

MID. ATLArsTTIC 
Upstate N.Y.
N.Y. City N.J.
Pa.

E.N. CENTRAL
Ohio
Ind.
III.
Mich.
Wls.
W.N. CENTRAL 
Minn.
Iowa
MO.
N. Dak.
S. Dak.Nebr.
Kans.

S. ATLANTIC 
Del.
Md.
D. C.
Va.
W. Va.N.C.
S.C.
Ga.
Fla.
E. S. CENTRAL 
Ky.
Tenn.
Ala.
Miss.
W-S. CENTRAL 
Ark.
La.
Okla.
Tax.
MOUNTAIN
Mont.
Idaho
Wyo.
Colo.
N. Mex.Ariz.
Utah
Nev.
PACIFIC
Waah.
Oreg.
Calif.
Alaska
Hawaii
Guam
P.R.
V.l.
Amar. Samoa C.N.M.I,

10,113 12,022 3,538 4.2B0
30

Z
5
2

19
2

74
29
13
28

4
82
34
24
23

39
25

1
0

5
111

12
4

13
4

23
21
31

4
20

7
u

29

13
14 
2

65

14
5 

38
4
6

85
3

29
27

1
5

2
U
u

32
3
4
2

20
2
1

89
6

22
25
16
86
42

0
24
11

27
18
3
3

2
1

6
3

16
3

20
9

35
4 

22
8
2

20
1
6

17
2

64

1
1
9
6

23
3 

21
126

2
22
97

1
4

uu
5

128
13
7

10
38

9
51

636
152
174
140
170

1,249
159
73

218
713

86
826

60
365
325

3
B

15
52

886
2

162
26

124
1

48
16 

236 
269
171

10 
117
44
U

1,965
40
40

260
1,637
1,606

51
126
23

123
62

1,025
108
68

2,623
556
194

1,839
11
23

23
U
U

300
41
17
7

148
26
61

1,123
137
485
166
325

1,382
192
141
340
«)6
103
926

86
133
500

9
13
38 

147
656

13 
110

14 
87

6
103
64

120
139
320

36
194
49
39

2,554
119
106
709

1,540
1,901

49
76
19

219
147
671
331
109

3,660
251
169

3,125
22
73

172
U
U

1

9
1

15
25

511
143
132
90

146
351

33
26 
66

210
16

165
16
26
86
4
1
7

15
505

79
6

51
3

82
3

62
199
157
22

134
31
U

598
34
45 
31

488
396

3
17

2
46 

161 
107
37
23

785
61
53

660
6
5

245
U
U
7

78
5
5
3

35
8

22
645
118
262
125
142
722

41
52

140
225
264
249

16
19

187
1

8
16

49B
3

75
21
57

6
106
57
47 

122
315

19
205

32
59

496
34
57
17

368
409

5 
14 
14 
80

139
64
48 
25

838
34
55

732
11
6
3

660
U
U

25

13
1

U
U
u

1
1
u

u
u

u
uu

uu

36
1

11
2

8
1

12
1
3

U
U

72
10

1

1
16
4
5 
2 
5 
7

11
2

4
7

2
13

10

3

U
U
1

N: Not notifiable U; Unavailabia no reported cases
*Of 122 cases among children aged <5 years, serotype was reported for 66 and of those, 30 were type b. 
^For imponed measles, casea include only those resulting from Importation from other coontries.
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TABLE III. (Cont'd.) Provisional cases of selected notable diseases preventable 
by vaccination. United States, weeks ending June 20,1998,

Reporting Area

UNITED STATES 
NEW ENQLAND Maine 
N.H.
Vt.
Ma$s-
H.l,
Conn.
MIO- ATLANTIC 
Upstate N.Y.
N.Y, CitV 
N.J.
Pa.
E.N. CENTRAL
Ohio
Ind-
III.
Mich.
Wis.
W.N. CENTRAL 
Minn.
Iowa
Mo.
N. Dak.
S. Dak.Nebr.
Kans.

S. ATLANTIC 
Del.
Md.
D. C.
Va.
W. Va.N.C.
s.c.Ga.
Fla-
E. S. CENTRAL 
Ky.
Tenn.
Ala.
Miss.

W.S. CENTRAL 
Ark.
La.
Okla.
Tex.
MOUNTAIN
Mont.
Idaho
Wyo-
Colo.
N. Mex.
Ariz.
Utah
Nev.
PACIFIC
wash.
Drag.
Cellf.
Alaska
Hawaii
Guam
P.R.
V.l.
Amer. Samoa 
C.N.M.I.

Meningococcal
Disease Mumps Pertussis

Cum. 1 Cum. 
1998 1 1997

1 Cum. 1 Cum. 
1998 1 1998 1 1997

1 Cum. 1 Cum. 
1998 1 1998 1 1997

Hubdla

199fl
T Cum. I 

1998 1
Cum.
1997

67
4
4
1

32
3

23
139
36
15
37 
51

202
83
25 
47
26 
21

116
19
16 
46

4
U
u

115
11
11
2

62
8

21
194
46
33
37
78

281
103
33
62
36
25

137
23
27
64

1

1
9
U
u uu

u

15
3
4 
1 
7

39
19 
3 
1

16

20 
10
6
3
1

2
4 
1

34
5 
1 
E

22
36
13
4
8

10
1
B
3
4

6
5
U

322
5 

27
31 

250
3
6

249
120

4
5

120
182
71
48
14
32 
17

153
86
38
12

524
6

61
164
271

12
10

186
63
45
11
67

231
68 
27
30
31 
75

139
86

8
22

2
3

1
U
u

1
4
U
u
4

U
U
u

2
U
u

u
u

u
u
u

242
32

in
104

2
4
1

13

2

U
U

56

13
2

11

o
4 4 1 5 3 . - -

23 14 . - - 8 15 - 11 •
248 315 1 32 36 4 121 195 1 6 17

1 4 - 1 - -
■ ■

22 31 _ . 1 - 25 74 -
■

-
5 . _ - 1 2 -

■

22 31 - 4 4 - 6 19 - • 1
7

34
13
55 - 7 7

■ 1
42

4
46 - 3

37 38 _ 4 9 - 13 9 -
■ 6

55 60 _ 1 5 1 4 6 -
■

•
70 78 1 16 10 3 28 35 1 3

103 134 1 1 19 - 48 44 -
■ 1

16 35 _ _ 3 - 18 11 “ ■* “

40 43 1 1 3 • 17 15 - - 147 39 6 - 13 12 ■

-
U 17 u u 7 U U 6 u U

155 187 31 40 1 124 70 • 62 3

22 25 _ - - 16 4 - '
35 33 _ 2 n - 1 11 - " *
26 23 _ . - - 13 6 - "

■

72 106 29 29 1 94 47 - 62 3

83 114 21 44 16 435 660 ■ 5 4
2 7 _ - - 1 7 - -

■

4 7 3 2 1 177 429 - - 1
3 1 1 1 - 7 4 - - -

19 31 4 3 5 85 159 -
■

15 19 N N N 2 64 32 ■ \ ■

26 26 4 27 7 68 15 - 1 3
g 11 _ 3 6 1 22 4 -

■

3 12 U 6 5 U n 10 u 1 ■

291
38

419
51

1 65
5

99
12 1

306
136

396
177 .

55 85 N N N - 17 23 - * 7193 2S0 1 45 71 4 147 185 - 2
1
4

1
2 - 2

13
5
n

■ 2
4

2
9 - 2 7

U
u

N; Not notifiable U: Unavailable no repoaed cases
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
June 20,1998 (24th Week)

Reporting Area

All Cau$0». By Age (Yearal
All

Ages >65 145-64 25-441 1-24 I <1

PM"
Total

NEW ENGLAND 
Boston. Mass. 
Bridgeport, Conn. 
Cambridge. Maes.
Fall River. Mass. 
Hartford, Conn. 
Lowell, Mbeb.
Lynn, Mass.
New Bedford, Mass. 
New Haven, Conn. 
Providence, R.L 
Somervllle, Mess. 
Springfield. Mass. 
Waterfaury, Conn. 
Worcester, Mass.
MID. ATLANTIC 
Albany, N.Y 
Allentown, Pa. 
Buffalo, N.Y,
Camden, N.J. 
Elizabeth, N.J.
Erie, Pa.
Jersey City, N.J.
New York City, N.Y. 
Newark, N.J. 
Pateraon, N.J. 
Philadelphia, Pa. 
Pittsburgh, Pa.§ 
Reeding. Pa. 
Rochester, N.Y. 
Schenectady, N.Y. 
Scranton, Pa.
Syracuse, N.Y. 
Trenton, N.J.
UticB, N.Y
Yonkers, N.Y.
E.N. central 
Akron, Ohio 
Canton. Ohio 
Chicago. 111. 
Cincinnati, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Dayton, Ohio 
Detroit, Mich. 
Evansville, Ind.
Fort Wayne, Ind. 
Gary, Ind.
Grand Rapids, Mich. 
Indienapolls, Ind- 
Lansing, Mich. 
Milwaukee, Wis. 
Peoria. III.
Rockford, III.
South Bend, Ind. 
Toledo, Ohio 
Youngstown, Ohio
W.N. CENTRAL 
Des Moines, lows 
Duluth. Miitn. 
Kansas City, Kane. 
Kansas City. Mo. 
Lincoln. Nebr. 
Minneapolis, Minn. 
Omaha, Nebr.
St. Louie. Mo.
St. Paul, Minn. 
Wichita, Kans.

508
119

41
18
29
41
27 
13 
16
34 
49

0
35 
25 
60

2,043
53
IB
88
28 
19
36 
34

1,064
60
21

200
92
23

113
33 
31 
92
19
20 
U

1,950
38
34 

393
89

109
192
120
197
37 
44 
12 
62

178
47 

107
41
48 
53 
79 
70

753
U

32
28

107
43

188
96

111
84
85

359
77
33
14 
23 
26 
16 
11 
12 
27 
39

0
18
20
42

1,428
38
15
69
16 
10
30 
19

741
27
13 

129
64 
19 
86 
26 
26
70
14 
16 
U

1,313
26
31 

234
65
70 

121
B3

119
30
38 
8

48
126
36
71 
30 
2B
39 
59 
51

536
U

24
21
70 
36

138
71 
65 
62 
50

92 33 n 13 35
27 5 5 5 13

5 3 - - 1
2 2 - - 2
4 2 - -

■

a 5 1 1 -7 4 _ - 1
2 a

- -3 1 - - 2
4 2 _ 1 3
6 z 2 2

to 2 1 4 2
3 1 1 - 3

13 4 1 - 6
396 155 3Z 31 B2

10 1 3 2
2 1 - -13 1 5 - 2
7 5 • - 3
5 4 - - -5 - - - .7 7 1 - -209 78 15 21 39

17 11 4 . 1
5 2 1 - -42 22 4 3 11

19 6 1 2 3
4 - - - 1

17 8 - 2 4
5 2 _ - 2
5 - - - -17 5 - 14
4 1 - - -3 1 - - .U U U U U

393 151 47 43 102
12 - - - -2 - 1 - 2
91 43 12 11 28
15 5 1 2 7
25 9 2 3
48 14 7 2 16
23 11 2 1 5
53 13 B 3 7
4 2 - 1 2
4 1 1 • 2
4 - - 1
7 4 1 2 7

36 10 3 3 -8 2 1 - 5
21 B 2 5 8

5 4 - 2 2
13 6 .. 1 4
6 5 1 2 2
8 4 5 3 2
B 9 - 2 2

107 49 23 2B 46
U U U U U
7 1 - 2
3

10
6

26
12
23

9
11

2
10

1
16
4 
9
5 
3

Reporting Area
All Causes, By Age lYeats)

All U6S Ages 45-64 |z5-44l I-24I
p&r
Total

S. ATLANTIC 1,630 1,023
Atlanta, Ga. 560 340
Baltimore, Md. 211 119
Charlotte. N.C. 93 88
Jacksonville, Fla. 130 84
Miami, Fla. 110 82
Norfolk, Va. 52 33
Richmond, Va. 56 36
Savannah, Ga. 48 29
St. Petersburg, Fie. 53 42
Tampa, Fla. 172 110
Washington, D.C. 135 80
Wilmington, Del, 10 2
E.S. CENTRAL 795 540
Birmingham, Ala. 174 115
Chattanoog^a, Tenn. 66 48
Knoxville, Tenn. 64 50
Lexington, Ky. 64 46
Memphie, Tenn. 178 115
Mobile, Ala. 87 60
Montgomery, Ala. 39 22
Nashville, Tenn. 123 84
W.S. CENTRAL 1,309
Austin, Tex. 75
Baton Rouge, La- 36
Corpus Christi, Tex, 46
Dallas, Tex. 174
El Paso, Tex. 63
Ft. Worth, Tex. 95
Houston, Tex. 381
unle Rook, Ark. 60
New Drieans, La. 107
San Antonio, Tex. 186
Shreveport, La. U
TVilsa, Okla. 106
MOUNTAIN 1.038
Albuquerque, N.M. 113
Boise, Idaho 36
Colo. Springs. Colo. 55
Denver. Colo. Ill
Las Vegas, Nav. 189
Ogden, Utah 24
Phoenbc, Ariz, 225
Pueblo, Colo. 30
Salt Lake Dty, Utah 112
Tucson, Ariz. 143
PACIFIC 1,842
Berkeley, Calif. 16
Fresno, Cairf. 108
Glendale, Calif. 40
Honolulu, Hawaii 67
Long Beach, calif. 73
Los Angeles, Calif. 503
Pasadena. Calif. 23
Portland, Oreg. 100
Sacramento, Calif. 162
San Diego. Calif. 145
San Francisco, Calif. 136 
San Jose, Calif- lS8
Santa Cruz, Calif. 29
Seattle, Waah. 136
Spokane, Wash. 59
Tacoma, Wash. 87

375
134

51
IB
32
19
6

16
13
6

43
27

8
162

35
13
11
13
32
22

9
27

152
64
28

5
8
5
5
2
3
4 

11 
17

55
14

1
3
2

16
3
8
8

46
13
10

1
3
4 
3

2
1
3
6

15
4
3

9
2
3
3

3
2
1

5
5

22
5

87
15
25
13 

7

3 
1

7
14
2

48
15 
5 
7
4 

11

2
4

TOTAL 11,088’

B42 262 128 43 34 69
52 15 6 1 1 6
10 14 7 3 2 -36 5 1 1 3 6

114 26 18 10 6 7
42 13 5 1 2 4
68 14 10 2 1 2

214 83 48 10 6 23
33 15 7 2 3 -67 25 15 4 6 -140 31 7 6 2 16
U U IJ U u U

76 21 4 3 2 5
688 188 101 30 30 60
72 24 14 1 2 4
26 5 1 - 4 1
32 13 7 - 3 5
75 12 12 4 8 5

123 39 19 8 13
19 2 2 1 . 4

136 46 26 8 8 12
23 5 2 - - 2
75 20 10 3 4 6

107 22 B 5 1 8
1,334 332 105 33 38 127

12 4 - - - -81 16 7 3 1 -34 6 - - - 3
49 12 2 2 2 3
51 18 3 - 1 11

366 86 30 9 10 24
16 5 1 ■ 1 1
7B 11 4 4 3 9

119 34 8 1 - 19
98 31 11 2 3 13
92 30 8 2 4 18

119 25 6 4 4 9
20 7 2 - - 3
85 29 14 5 3 1
48 5 4 - 2 7
64 13 5 1 4 6

8,063 2,307 929 280 272 656

included.
JsScrs^rif l?^eng« In mporting methods in this Pennsylvania dty, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks.

^Total includes unknown ages.
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Assessing Risk in the Absence of 

Information: HIV Risk Among 

Women Injection-Drug Users 

Who Have Sex with Women
Rebecca M, Young, Gloria Weissman, and Judith B. Cohen

Introduction

Lesbian/bisexual lojecdoa Drug 
Users (IDU) arc women of color 
and white women; they are addicts 
as well as casual users; they are "bar 
djtes,” women in jail, streetwalk­
ers and call girls, teenagers, moth­
ers, homeless, and employed. Some 
identify as “lesbian,” “gay,” "bisex­
ual,” or “straight” (‘Tm not a les­
bian but ray lover is”), and some 
simply don’t identify. What these 
women do have in common is that, 
by virtue of their occasional or ex­
clusive choice of other women as 
their sexual partners, they are ig­
nored, confiised, mistreated, and 
miseducated by the vast majority of 
AIDS research, education, and serv­
ice programs.

Women IDUs who have sex 
with other women fall into a num­
ber cf oved^ipkig categories in terms 
of demogr^hic c^acteristics, 
sexual idenliiy, and behaviors. The
^ttht*t*lA.'Vnm^isadpctoralcandidaxein 
sodome^eel sdiencs at Columbia Unb>er- 
swjt New York Cfy.
Gloria Weissman MA, is Chief of the Baa- 
em Streets ^anch, Division of HIV Serv. 
ices, Health Resources and Services Admini. 
oration, RockviUe, MD.
Jodith B. Cohen PhD, is Research Epidemi- 
olo^m iheDMsion of AIDS, Deparmetu 
of Medtdne, <md Director of the Assoeiadon 
for Women’s AIDS Raearch and Educanon 
(AWARE), at the Urdvadt^ of California, 
San franeisco.

terms “lesbian” and “bisexual” are 
used most appropriately to describe 
sexual identity or orientation, yet 
sexual identify is not always congm- 
ent with sexual behavior.’ When we 
discuss research findings in this 
article, we will specify whether we 
are comparing groups of women 
according to the gender(s) of their 
sexual partners, or according to 
sexual identity, or both. However, 
we lack a satisfactory term to de­
scribe the entire group of women 
who either have female sexual 
partners or identify as lesbian or 
bisexual, or who do both. We will 
use “lesbian/bisexual” to refer to 
this group in the more general dis­
cussions and recommendations, 
though we consider this an imper- 
fea solutioD.

This clarification of terms points 
to a fundamental difficulfy in as­
sessing and Feduciug the HIV risk 
of women who both inject drugs 
and have sex with other women: 
lesbian/bisexual IDUs are at risk 
for HTV not only because of their 
sexual and injection behaviors, but 
(at least for those who are to some 
extent lesbian identified) sometimes 
also by the protection they believe 
is afforded by their “low-risk” les­
bian identity. Their personal per­
ception of HTV risk is fiirther lim­
ited by a systematic failure to gather 
information about lesbian and bi­

sexual women’s risk. While the risk 
of woman-to-woman transmission 
appears to be lower than transmis­
sion via same-gender sex among 
men or sex between men and 
women,^ it is a mistake to focus 
solely on woman-to-woman sexual 
transmission as the factor that dif­
ferentiates risk among lesbian and 
bisexual women from risk among 
heterosexual women.^ Further, 
specific information about woman- 
to-woman sexual transmission is 
badly lacking and will continue to 
be (^cured by current research 
methodologies.* In the place of sci­
entific evidence, women who have 
sex with other women are forced to 
rely on a priori assumptions of re­
duced risk.^ Institutional denial of 
the possibilify of lesbian risk by 
researcher^ pofify makers, and drug- 
treatment as well as HIV-prOgram 
staff has resulted in a stark f^ure 
to provide appropriate lisk-reduc- 
don education to this group.* 

Different subsets of women 
meeting a behavioral definition of 
lesbian/bisexual IDUs may be at 
risk in different ways and can be 
reached by different outreach and 
edneation strategies. Lesbian injec- 
don-dnig users can be at risk be­
cause of risky injection practices; 
sex with female and mde sexual 
partners, including sex for drugs or 
money; and, for some, because of

Sam Friedttan, NDBI - Special Editor for this issue of AIDS & Public Policy Journal 
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ihe disniissal and/or negadoa of 
their risk by virtue of their lesbian 
identity. Those IDU s who self-ideo' 
tify as “lesbian” or "gay (women)” 
are susceptible to institutionally 
supported denial of HIV risk and 
the accompanying dismissal of the 
need for risk-reducing activities, face 
overt and subtle hostility from pro­
grams targeting women or IDUs in 
general, receive limited and often 
conflicting information about the 
risk of sexual activities in which they 
engage, and are not reached by or 
included in many research and 
educadon programs.

Those female IDUs who do not 
identify as lesbian but who do have 
sex with other women may be missed 
by programs for several additional 
reasons. Drug and HTV programs 
offer these women confusion, mis­
information, and especially absence 
of information about what kinds of 
sexual behaviors with other women 
constitute HTV risk. These women 
may feel alienated (based on their 
sexual behavior, regardless of their 
sexual identity) from heterosexual 
drug-using, drug-treatment, and 
mainstream communities, and they 
may feel ambivalent toward and/or 
lack contact with lesbian and gay 
cdmmiinily programs, the only ones 
that have undertaken some smaH 
initiatives and produced limited ma­
terials specifically addressing HTV 
ritics for le^ian and laseaial women. 
Finally, because lesbian and gay 
communities, like other communi­
ties, are stratified and segmented, it 
is likely that lesbian and gay com­
munity programs do not adequately 
seek and reach the injectors within 
their communities.

Available Evidence <» Risky 
Drug-Using and Sexual 

Behaviors

Although limited, the existing 
data on HIV risks of lesbian/bisex­
ual IDUs arc extremely provoca­

tive. The Association for Women's 
AIDS Research and Education 
(AWARE) is a research program 
that has been assessing HTV infec­
tion risk from drug use and sexual 
behavior among women in San 
Frandsco and Alameda counties. 
The AWARE program is one of the 
few large HTV research endeavors 
that has gathered information on 
both sexual identity and sexual 
behavior. Since 198^ 711 women 
have participated in the AWARE 
project: 69 percent are black, 21 
percent are white, 6 percent arc 
Latina, and 4 percent are other 
women of color-mduding Native 
Americans, Asians, and Pacific Is­
landers. The majority of the women 
(56 percent) are between 25 and 35 
years of age, 17 percent arc under 
25, and 27 percent are more than 35 
years old. The average age is 32 
years. Virtually all of the women 
(99.7 percent) who have been a part 
of the research to date have used 
drugs, including alcohol, during the 
three years prior to entry, with most 
reporting more than one kind of 
drug use. Of the sample, 41 percent 
have injected drugs, and 32 percent 
have used crack cocaine. In describ­
ing themselves, 76 percent of the 
women said they were “exclusively 
heterosexual,” and 3 percent de­
scribed themselves as "exclusively 
homosexual.” The remaining 21 
percent described themselves as 
preferring some combination of 
partners of both genders, across a 
seven-point range from "mostly 
same-sex” to “mostly other-sex” 
paimers.

In the AWARE sample, HTV 
risk piatlices and seroposidvity rates 
differed by both the gender(s) of 
sexual partners reported and by the 
respondents’ self-assigned sexual 
identity. Women vriio had had one 
or m(»e female sexual partners rince 
1980 (n = 329) were nearly twice as 
likefy to iqect drugs during the same 
time period as women who had had

no female sexual partners (76 per­
cent versus 42 percent),’ Women 
who had had at least one female 
sexual partner in the three years 
prior to entry were also much more 
likely to have engaged in anal inter­
course with a male partner than 
women who had no female partners 
were (33 percent versus 19 per­
cent). The difference is even more 
Striking when the prevalence of anal 
intercourse is examined according 
to the self-described sexual identity 
of respondents. Twice as many 
women who identified as either 
exclusively homosexual or as bisex­
ual had en^iged in anal intercourse 
with a male partner during the last 
three years; 32pcrccntofboth these 
groups compared with 16 percent 
of women who identified as exclu­
sively heterosexuaL

Differences in HTV infection 
rates again emphasize the impor­
tance of separating sexual identity 
and sexual behavior. Self-identified 
lesbians weremore likely to be sero­
positive than women identifying as 
either bisexual or heterosexual (15 
percent versus 13 percent and 11 
percent, respectively)- In contrast, 
fewer w^omen who reported having 
had any female ^evnal partners since 
1S>80 were HTV seropositive than 
were women wdio reported having 
had no female sexual partners (10 
percent versus 15 percent).

The National AIDS Demon­
stration Research (NADR) Proj­
ect, established 1^ the National 
Institute on Drug Abuse in 1987 
and comprising 40 grants and con­
tracts in 59 sites around the coun­
try, represents the largest research 
endeaver undertaken to date to assess 
sexual and dmg-osing behavior of 
IDUs and their sexual partners. 
According to Samuel Friedman of 
National Devebpment and Research 
Institutes, Inc. (NDRI), in an analy­
sis of NADR data on female drug 
injectors from 14 US dties, women 
w4o reported having had sex with
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other women in the $ix months prior 
to intcndew “were more likely to; 
use amphetamines or poppers; be 
homeless; inject only with illicit 
syringes, rent used syringes, inject 
at drug dealers’ houses, share syr­
inges with more people; and have 
sex for drugs, or for money” than 
women IDUs with no female sexual 
partners were.* Most significantly, 
women who had had any female 
sexual partners were more likely to 
seroconvert during the six-month 
period: this is consistent with the 
higher seroprevalence reported 
among lesbian/bisexual IDUs in at 
least two other studies.’

Several other studies have re­
ported that as many as half of ail 
self-identified leshiam periodically 
have some sex with men.’’Although 
no studies to date indicate the fre­
quency of such encounters, what 
information has bed gathered about 
lesbians’ actual sexual practices and 
the characteristics of their male 
partners presents troubling news 
about HfV risks. In a study of fe­
male sexual behavior conducted in 
1987 by researchers of the Kinsey 
Institute, 46 percent of self-identi­
fied lesbians (n = 262) had had sex 
with men since 1980. Of this group, 
32percent were aware that the male 
partner was behaviorally bisexual 
(that is, regardless of sdual iden­
tity, these men actually bad sex with 
both men and women). Of the 
women with bisexual mate partners, 
45 percent reported penile-anal 
intercourse; 88 percent of lesbians 
reporting sex with any men since 
1980 reported penile-vapnal inter­
course, and 30 percent reported 
penile-anal intercourse. Only 8 
percent of the lesbians in this highly 
educated sample who practiced 
penile-anal intercourse always used 
condoms; less than 5 percent of the 
sample always used condoms for 
penile-vaginal intercourse." Data 
about drug injection among these 
women were not available.

In a small study of IDUs in San 
Francisco who self-identified as 
lesbian, 53 percent (n = 28) re­
ported sex with men in the previous 
five years: 25 percent for drugs or 
money, and 26 percent for other 
reasons-^

There is a widespread belief 
and some empirical evidence that 
lestnans are more likely than hetero­
sexual women to abuse alcohol and 
other drugs.** There are, however, 
major methodological probloois with 
virtually all of the studies that are 
usually quoted to support this trend," 
infhiftmg lack of oompaiablc hetero­
sexual control groups, sampling 
problems (such as drawing study 
subjects from patrons ofgaybais),** 
and “the lack of a sianc^d and 
universal operational definition of 
sexual orientation.”*® The question 
will not be resolved in the foresee­
able future, since no substantial 
funding has yet been made avail­
able for research in this area.

A study of500lesbian/bisexual 
women conducted by the Lesbian 
Information Project, Sydney, Aus­
tralia,*’ revealed substandsd levels 
of injection-drug use; 23 percent of 
the sample had injected drugs; of all 
injeaors, 59 percent bad hqected in 
the last five years, and 36 percent 
had injected in the last year.** Many 
of these women had multiple risks 
for HIV: of the IDUs, 90 percent 
had also had sex with men. Sexual 
identity again was shown to be an 
inappropriate predictor of sexual 
behavior: 90 percent of the sample 
self-identified as “lesbian,” “dyke,” 
or “^y,” yet 79 percent of the samjJe 
had had sex with men.**

Increased Risk Due to Inaccurate
or Unavailable Infonnation

At the present time, we lack 
critical information needed to as­
sess and reduce risk among les­
bian/bisexual IDUs. Most HTV/ 
AIDS research does not anempt to

gather infonnation about lesbian/ 
bisexual women,*® nor does more 
general research on drug use or 
drug treatment. Equally important, 
mu^ of the research conducted to 
date is structured in a way that makes 
it impossible to glean infonnation 
relevant to lesbian/bisexual IDUs 
from the data that have been col­
lected.** For example, research in­
struments concerned with HIV risk 
often equate “sof* vnth Intercourse" 
(that is, activities that require penile 
penetration) and sexual identity with 
sexual behavior.** Further, the US 
Centers for Disease ConlroPs (CDQ 
AIDS case-reporting protocol util­
izes hierarchical categories mixing 
behaviors and sexual identities, but 
docs not include Icsbian/bisexual 
women in the protocoL

A glaring example of how these 
researdi Ixases operate can be found 
in the National Household Sero­
prevalence Pilot Survey, funded by 
the CDC and conducted in a repre­
sentative sample of households in 
Dallas County and Pittsburg in 
1989 to 1990- The following intro­
duction appears for the sexual-prac­
tices questions in this self-admini­
stered questionnaire:

For the next qwcstioiis, when we ask if you 
“bad sei^' «qtb a peuon, wc arc asking cnfy 
if you had intcicouise with that peison. 
There are two types of inteicourse:

vaginal intercourse is when a 
man’s penis is inside a woman’s vagina.
anal intercourse is when a man’s
penis is inside his palmer's anus or icc- 
rum.®

In this surv^, sex can only occur 
if at least one parmer is a man. Far 
from being the exception, this defi­
nition is the rule in HTV research." 
Some other surveys get one step 
closer to admovtiedte^ between 
women but do not systematically 
follow thiou^ with appropriate 
phrasing of questions and response 
categories to capture relevant in- 
foimation. For example, the AIDS
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Inidal Assessment (AlA) and AIDS 
Final Assessment (AFA) question­
naires developed by tbc National 
Insdtute on Drug Abuse for the 40 
National AIDS Demonstration 
Research (NADR) programs do 
include questions about the gender 
of sexual partner(s) and about use 
of latex barriers/dental dams for 
cunnilingus and asdlingus.

Many of the questions about 
latex barriers/dental dams, how­
ever, (and initially, aU of them) were 
asked and coded together with 
questions about use of condoms. 
This obscured accurate reporting in 
several ways; (1) Interviewer in­
structions for including “latex bar­
riers/dental dams'’ were confusing 
and changed several times through­
out the use of the AlA and AFA. As 
a result, many interviewers did not 
read “latex barriers/dental dams” 
on the questions about the use of 
barriers for sex but simply read 
“condoms.” (2) The frequency of 
condom use is not a good predictor 
for the same respondent's use of 
latex barriers/dental dams. Indtid- 
ing both of these items in the same 
question almost certainly distorted 
the frequency of barrier use for 
cttimiBngns and anilingus. (3) Rea­
sons for not using latex barriers/ 
dental dams arc very likely to be 
different from reasons for not using 
condoms, yet this information can­
ned be ana^^ separately from the 
AIA or AFA. (4) Thousands of in- 
terwews vrere conducted hefoie the 
questionnaire was edited to include 
“latexhaniers/dentaldams” onthe 
questions about cunnilingus and 
anilingus. Prior to the change, the 
mterviewers’ instructions were to 
ask about frequency of these activi­
ties with and without condoms.

Another weakness is that the 
questionnaire collected extensive 
demographic information, includ­
ing race/ethnkity, religion, employ­
ment, domidle, and so on, to assist 
in appropriately targeting educa­

tion and service programs, yet no 
questions were asked about sexual 
identky/orientation. Althoi^ neariy 
none of the investigators analyzing 
NADR data have reported on les­
bian sexual behavior, those who do 
so (such as Friedman, er at., refer­
enced above) are forced to specu­
late about sexual identity based on 
the reported gender of sexual part­
ners in the sixmonfhs prior to inter­
view, a method that is demonstra­
bly unrehaUe for exuapolahag sexual 
idend^/orientation.^ Some o£ these 
problems have been corrected in 
the new Risk Behavior Assessment 
(RBA) instrument, which NIDA has 
used in new programs since De­
cember 1991.^ In particular, the 
new instrument includes a question 
on sexual identic, wfakh should make 
future data gathered by NIDA- 
fiinded programs much more use­
ful

One of the most pov^crful 
policies affecting research and pro­
gram development in the AJff>S 
epidemic has been the CDC’s 
method of AIDS case reporting by 
hierarchical, identic-based, and 
mutually exclusive (sic) transmis­
sion categories. In the most com­
plete assessment of lesbian/bisex­
ual women's HIV risk that we have 
reviewed, “Lesbian Exclusion from 
HTV/AIDS Education: Ten Years 
of Low-Risk Identity and H^Risk 
Behavior,” Rebecca Cole and Salty 
Cooper criticize the reporting sys­
tem on many grounds.*' They are 
especially concerned about its lack 
of a female-to-fexnale transmission 
category and the impossibihty of 
reporting multiple transmission 
routes for infeaed women. Cases 
with multiple risks are asrigned to 
transmission categories based on 
epidemiological distribution of early 
AIDS cases is the US, with those 
populations in which the most AIDS 
cases are identified proxying for 
transmission routes t^t are then 
assumed to be most effeedve/risky.

As another critic of the pohey has 
observed, “if jou are a lesbian rVDU 
with an IVDU partner, the possibil­
ity of woman-to-woman transmb- 
sion would be ignored and you vrould 
be counted solely as an IVDU, even 
if you never shared needles.”** 

This reporting strategy distorts 
the picture of AIDS distribution 
and HIV transmisrion in three 
important ways: first, it uses labels 
of sexual identity as proxies for sexual 
behaviors; second, it disallows the 
recognition of multiple routes of 
potential eiiqxsure to HIV; and third, 
it is teleological preferentially as­
signing cases to categories deemed 
as “more likety routes of transmis­
sion” (thereby inflating the number 
of cases in these categories), then 
asserting that these routes are more 
likety because of the greater num­
bers of cases in those categories. 
The categories as structured are 
purticularty damaging to our ability 
to assess HIV/AIDS risk for les­
bian/bisexual women or to deter­
mine how maity lesinans have AIDS. 
For its classification purposes, the 
CE>C identifies a lesUan as a woman 
“who has not had sex with a man 
smee 1977.” *Thc CDC’s arbitrary 
definition of a lesbian misses the 
mark by a wide mar^ The effect, 
however, is that the CDC actively 
seeks to mle out woman-to-woman 
transmission, wfaOe it seeks toprove 
transmission by routes that it has 
fisted as more l£kety. If a woman has 
any other identifiable risk factor, 
she is not conridered to be exposed 
by woman-to-woman sexual activ­
ity, regardless of the relative fre­
quency or other spedfic details of 
die various activities. Fittingly 
enough, women infected only 
through sex with other women are 
listed in this system as “Other/un­
known.”**’ It is alw relevant to note 
that a much higher proportion of 
women than men vrith AIDS are in 
this category. There is uo way to 
detenainc how strongly this dis-

TT/S0'd u w n 0 £S:ST 866T-i0-inr



Volume 7, Number 3 AIDS & Public Policy Journal 179

torts tie categorical distribution of 
cases, but the method is fundamen­
tally flawed.

Much cf the nfarmation needed 
to address issues of HTV among 
lesbians is unavailable simply be­
cause basic HTV research has not 
focused adequately on the needs of 
women. Many critics have asserted 
that AIDS research and policy of­
ten cast women as “vectors^ of HIV/ 
AIDS: dangerous channels of infec­
tion who threaten men and babies, 
rather than individuals whose health 
and well being are of primary con­
cern.*’ Since lesbians are, mistak­
enly, assumed neither to be moth­
ers nor to have sex with men, HIV 
research on lesbians is particularly 
unUkcIy to be done.

The strong tendency to study 
and describe not simply “women" 
but “women of reproducrive age” 
suggests that the concern for women 
among many epidemiologists and
poli^ makers is not primarily based 
on concern forwoinen's ownhealth. 
Instead, it reflects a primary con­
cern for protecting men and in­
fants, and for keeping women’s 
reproductive abilities—that is, their 
potential to produce the "best qual­
ity" fetus/baby for sodety-intacL** 
This is further reinforc^ by the 
lack of attention to HTV symptoma­
tology and etiology in women, the 
ladc of access to clinical trials, and 
the ladc of development of appro­
priate AlDS-reiated services focused 
on women as whole beings (as 
opposed to actual or potential 
mothers or partners of men).® A 
single sentence foundina May 1989 
issue of CDCs MoJbidity & Mortal­
ity Weekly Reports is revealing:

Most hctcTOScxually acquired cases, exdud- 
iag U.S. icsidcDts bom in Haiti or Africa, 
conrinue to be in wtMnen (7S percent), 
blacks or hispanics (70 percent), and part­
ners of IV-dmg users (71 percent). Thus, 
heterogexuaily acquired AIDS in the 
United Stattrt has been focused in donnsm- 
pfacoBy Biserete population ffoups (erapba- 
$b added].**

This astonishing classification of 
“demographicaHy discrete popula­
tion groups” can only be accom­
plish^ if one is white and male, and 
by the initial limitation, heterosex­
ual

“DemographicaHy discrete” is 
a comforting phrase of limitation, 
and by delineating the groups thus 
contained, specifies who is worth 
being concereed abouL As long as 
heterosexually acquired cases re­
sult from transmission to women 
(or radal/ethnic mmorities, or the 
socially marginal partners of injec­
tion-drug users, who are conceived 
of as women in any case), then the 
problem is discrete and therefore 
limited.® Lesbians will not be stud­
ied or educated about AIDS unless 
this notion of women as vectors of 
HIV infection is challenged.

Program Bias

Lesbians and bisexual women 
face discrimination in many drug 
and alcohol treatment programs.® 
Drug-treatment staff generally have 
little or no training in sexu^ty,® 
and widespread confurion prev^ 
about the meanings of and differ­
ences among sexual orientation, 
sexual identity, sexual behavior, 
gsnder orientafion, and gender iden­
tity.** Althou^ the 1973dedsionby 
the American Psychiatric Associa­
tion to remove homosexuality from 
its official list of mental diseases 
was echoed in drug-treatment pro­
grams wdth the recognition that 
chan^g sexual orientation is not a 
le^tixnate goal of drug treatment, 
in many programs that recogni­
tion has never been supported with 
even the most basic information, 
training, or specific counseling poli­
cies. Currei^y, required sexuality 
training is primarily AIDS related, 
and lesbians are addressed periph­
erally if at alL Althou^ no research 
has been done to determine the 
extent of this problem, each of the

authors has information about spe­
cific instances in which lesbian and 
bisexual women's sexual orienta­
tion inappropriately became the 
focus of their drug treatment; this is 
corroborated by critiques of lesbi­
ans’ experiences in alcohol pro­
grams.*

According to Donna Marie 
Alexander, who spent seven years 
as a staff therapist for a residential 
drug-treatment program and who 
is currently Director of Counseling 
and Advocacy for the Washington, 
DC, Rape Crisis Center, such inci­
dents are still not unusual:

Receatly, I was couttsclins a youdg lady at 
the (Rape Crisis) Center who is a lesbian 
and an incest snivivcir. In a group session 
that she attends at a drug oeannent pro­
gram, other clients told her that she should 
have been able to stop the sexual abuse (at 
an early age), that she isa lesbian because of 
the abuse and that she has just never given 
herself a chance with men. The counselor 
didn't DHi^ that dscnssioii, but he agiced 
with it, and certainly didn’t talce the oppor­
tunity to contiadict any of that misinforma­
tion.

Lesbian and bisexual clients often 
face hostility from both staff and 
other clients, and, as in the anec­
dote died above, often do not re- 
odve counseling for thdr drug prob­
lems because attention is inappro­
priately deflected to their sexual 
orientation/*

In such a dimate, it is not sur­
prising that HTV/AIDS education 
and outreach programs, many of 
which are run by drug-treatment 
agencies or former drug-treatment 
staff do not adequately reach les­
bian and bisexual women injectors. 
Onty a handful of NIDA’s 40 NADR 
programs oqplidtly sought out les­
bian/bisexual IDUs and their sex­
ual partners for indusion in the 
research and education programs, 
and none received special funding 
for these efforts. The NADR proj­
ects that were taigeted just to women 
did work sensitively with lesbian 
and bisexual women and benefitted
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Erom the formal and informal guid­
ance and support of lesbian profes- 
sonals. The Sexual Partners Out­
reach Program sites, in which staff 
made an effort to identify and ad­
dress lesbian IDUs, reached a much 
higher proportion of women vdio 
reported sex Mvdth any female part­
ners: 22.9 percent of the female 
IDUs in the programs targeting 
women (n = 558) reported at least 
one fonale sexual partner compared 
to 9.5 percent of female IDUs in 
NADR programs as a whole (n = 
11,575)."

Lesbian/Bisexual IDUs Would 
Benefit from Targeted Education

Many communities that are 
targeted for special HIV education 
programs are targeted not so much 
because of the different nature of 
their risk vis a vis other groups, but 
because of their potential resistance 
to (or, more positively, the prob­
able inappropriateness of) messages 
from/for a dominant group.

The AIDS educatirm motto, ‘It’s 
not who yon are, it's what you do,” 
is absolutely true in the most literal 
sense. Nonetheless, the now stan­
dard procedure of "targeting” cer­
tain population groups for educa­
tion and services reflects an under­
standing that “^o you are” may 
Hoogly influence what yon do and 
in context yon do it: it also 
determines to a large degree what 
information and services will reach 
you to affect your future behavior 
and health. In fact, while behavior 
determines whether or not one 
becomes infected, so do other fac­
tors, such as the prevalence of HTV 
among one's network of sexual and 
needle-sharing partners, and the 
norms, e:q>ecutions, and resources 
of the groups to which individuals 
belong. Researchers must improve 
understanrflngofboth  behavior mtJ 
identity as crudal components in 
strate^es for hemming the qadenuc.

In spite of the increased risk 
behavior and demonstrated high 
seroprevalence of lesbian IDUs, to 
our ^ovriedge there has not been a 
single program in the US that spe- 
dficaUy targets them for AIDS 
prevention. Lesbian IDUs are told 
(usually implidtly or by omission) 
thar they are not at risk for HIV/ 
ADDS because of their status as 
lesbians. Yet, at the same time, they 
are told that they are at risk by 
virtue of their drug use. Messages 
for the female sexual partners of 
women IDUs are even more con­
fusing. On the one hand they are 
told flathrtbat cme should avoid sex 
withIDUsand always practice safer 
sex; on the other hand, they are 
given risk-reduction guidelines that 
are irrelevant for their sexual be­
havior, such as “always use con­
doms” (which categorically defines 
“IDU sexual partner” as male). 
Further, most programs provide no 
images that make it appear safe to 
disclose lesbian sexual behavior to 
risk-reduction counselors or out­
reach staff.

An interesting (though specu­
lative) po6s3nSty, wfai^ at least some 
providers of le^an health services 
suggest, is lesbian-identified 
IDUs are at increased risk because 
they feel proteaed from HTV by 
their lesbian identity." The strong 
denial that is so often a major cop­
ing mechanism for the drug user 
may enable them to believe that 
bei^lednan (and the reduced sexual 
risk that they beHeve that this con­
veys) "cancels out” their dnig-in- 
jection risks. An alternate interpre­
tation of the data on increased les­
bian/bisexual risk is that same-sex 
activity among women IDUs is an 
indicator of marginality: this may 
be the subset of female injectors 
who are most likely to take risks, 
least likely to be reached by educa­
tion and health programs, and least 
receptive to the programs that do 
reach them. Both hypotheses should

be tested in programs specifically 
targeting lesbian/btsexual IDUs.

Lesbians (as well as hetero­
sexuals of both genders, bisexuals, 
and gay men) participate in many 
behaviors that have nothing to do 
with their sexual identity but winch 
place them at risk for HTV (and 
other diseases). Further, the other 
identities that lesbians “wear” are 
often hostile or oblivions to the 
realities of le^ian existence. As 
Rebecca Cole and Salty Cooper 
observed:

AU lesbians belong to incial and ctluiic 
commtt&ities, but their paiticiilar expeiv 
ence of being a lesbian in those communi­
ties nay not be leflected in the communi­
ties' oiltuially-appiopriate HIV/A1D$ 
picvenlion strategies. The degree of invisi­
bility and isolation that lesbians confiont in 
the racial, ethnic, and religious commurn- 
ties horn which they come, and in the health 
fields, has put lesbians tviih [and, wc would 
add, at risk for} AIDS and HIV infection in 
tremendous ensis."

ReemnmendatioDS

Although the NADR programs 
were not looking for lesbian/bisex- 
ual IDUs, nearly one in ten of the 
women injeaors reached by these 
studies reported at least one female 
sexual partner. The proportion of 
lesbian/bisexual women in the 
NADR study therefore represents 
a/TowTuim estimate of female IDUs 
vdio have sex with other women, 
and lesbian/bisexual IDUs are a 
cignifiraTir at-iisk gToup. We know 
from experience that marginalized 
groups cannot be reached adequately 
through more generalized efforts. 
This recognition has led to targeted 
programs for people of color, for 
IDUs and their sexual partners, for 
incarcerated populations, etc. We 
must apply tl^ lesson to lesbian/ 
bisexual IDUs-tripty maigbalized 
as women, IDUs, and lesbians/bi- 
sexuals, or quadrupty mar^nalized, 
for the many lest^/bise:^ IDUs 
of color-if we are to reduce their
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HtV risks, to order to provide this 
popularion with the information and 
support necessary to reduce their 
substantial HTV risks, the foflowing 
steps will be necessary:

1. The CDC should collect and 
report transmisrion data by be- 
havioH)ased categories only, 
rather than the mixture of 
behavior and identity catego­
ries that are now used.

2. The CDC should alter its re­
porting protocol to encourage 
collection and reporting of mul­
tiple risk behatnors, rather than 
the mutually exclusive hierar­
chical categories now used.

3. Future studies of HIV infec­
tion risk must consciously seek 
to collect relevant information 
about lesbians, especially les­
bian IDUs. At aminimum, this 
would indude asking unbiased 
questions about sexual behav­
ior that would allow an accu­
rate reflection of lesbians’ sex­
ual activities, with both female 
and male partners; gathering 
infonnation about both sexual 
behavior and sexual identity, 
adding questions about the 
sexual orientation and behav­
iors of subjects’ partners; con­
sulting with lesbian sexuality 
profesrionals or others who are 
familiar with and comfortable 
withlesbias sexuality about the 
design of research and educa­
tion programs; and providing 
sensitivity training about lesbi­
ans and bisexual women for all 
of the stafik of these programs. 
The success of the AWARE 
project (as well as the small 
San Francisco Lesbian IDU 
Project) in reaching lesbian/ 
bisexual IDUs and gathering 
relevant data about their sex­
ual and drug-using risks sug­
gests that targeted programs 
can identify and work with this 
group.

4. Programs for IDUs must de­
velop materials that explicitly 
address lesbian and bisexual 
IDUs, stressing the data that 
suggest increased HTV risk and 
the importance of redudng risk 
from l^th drug-using and sex­
ual behaviors.

5. Targeted ethnographic research 
must be undertaken that is spe- 
ciflcally designed to describe 
and accent the HIV risk behav­
iors in which lesbian IDUs 
engage. This should include 
questions about: self-described 
sexual orientation; drug-using 
and equipment-sharing behav­
iors; (bug-uring and equipment­
sharing networks; perception 
of and esqjericnce with drug- 
treatment programs, AIDS 
outreach and education pro­
grams, and AIDS service pro­
viders; sexual behavior and risk- 
reduction activities; information 
on sexual partners, including 
the partners’ gender, sexual 
orientation, drug-using behav- 
ior, known HTV risk or infeo 
tion, and networks; level of 
knovdedge rega^thog HIV trans­
mission from sexual and drug- 
uriug bchariois; self-perception 
of HIV risk and measures of 
perceived (m)volnerability, con­
tact with and efficacy of other 
HTV risk-reduction counseling 
and education programs; and 
lesbian group identity among 
female injectors who have sex 
with other women.

6. Research on the dmg-treatment 
experience of lesbian clients 
must be systematically funded 
and implemented. The vast 
anecdotal evidence of discrimi­
natory, inappropriate treatment 
of lesbian diems must be tested 
in a rigorous manner. This re­
search should indude, at a 
minimiiiri; a comparison of 
lesbian, bisexual, and hetero­
sexual female clients on meas­

ures of treatment outcome, 
clients’ perception of the pro­
gram’s efficacy, drug history at 
admission, clients’ support sys­
tems after treatment, and iden­
tification with staff as role 
ipodek; a comparison of les- 
Kan clknR m conventional treat­
ment programs versus clients 
in lesbian and gay programs 
such as pride Institute and in 
women-only programs; assess­
ment of programs’ c^ability to 

lesbian clients, induding 
availability of appropriate fam­
ily counseling, knovdedge and 
attitudes of treatment staff on a 
range of sexuality issues, and 
polides and practices regard- 
mg employment of lesbian and 
gay staff; and an assessment of 
the resources and support avail­
able to programs to improve 
their ability to serve lesbian 
clients, induding what relevant 
training is offered, what train­
ing is delivered, and what train­
ing is required on relevant sexu­
ality issues.

Summary

A pattern of increased HIV 
infection risk among women IDUs 
who have sex with other women is 
emer^g from a number of recent 
studies. HIV infection risk may dif­
fer according to both the gender of 
sexual partners and self-reported 

identity. Increased risk is 
evident in spite of standard HTV 
research practices that obscure and 
fail to collect information relevant 
to lesbian/bisexual IDUs, and in 
spite of the powerful myth of les­
bian invulnerability to HTV/AID$, 
While lesbian/biscxual IDUs ap­
pear to be at greater risk for acquir­
ing HIV, this groty is not adequate^ 
reached by HTV programs target­
ing either women or IDUs m gen­
eral, and currently there are no 
programs focusing on this group.
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At rime, there is no excuse for 
coDtinning to ignore lesbian/bisex- 
ual IDUs in HTV research and edu­
cation.
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