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CALIFORNIA MODELS FOR WOMEN®S AIDS EDUCATION AND SERVICES:

Introduction: The AIDS Epidemic

To say that the AIDS epidemic continues to arow is to repeat an
cbvious fact. Yet the growth must be observed and understcod I
order to develop policies and programs which can meet and ressond
to the specific groups (including certain subsets of women )
affected by this serious new illness,.

Between January 1§79 and December 1984, a five-year period, 2,954
AIDS cases were reported to the CDC. The case reports multiplieg
at & steady rate, as indicated in Table 1. As of June, 1985, 4%%
of those stricken had died.

Date of diagnosis No. of cases Noe. of deathe Cace fatality

rate

1979 Jan.=Jun. 1 1 1007
Jul.=-Dec. 10 8 80

198C Jan.=Jun. 19 15 79
Jul.=-Dec. 28 28 100%

1%9€1 Jan.=Jun, g1 71 8s
Jul .-Dec. 174 145 82

1922 Jan.=Jun. 352 267 7
Jul .=Dec. &26 443 715

19€3 Jan.=Jun,. 1163 78¢% &S
Jul .-Dec. 1507 ?843 &85

19g4 Jan.=Jun. 22545 1190 S3%
Jul .=-Dec. 272¢ P29 34

Table 1: Number of reported AIDS cases by half-year of diagnosis.
1979-84. Data from Centers for Disease Control, June 2,
1985. Surveillance Report.

The number of cases per million has risen steadily. Between
January and June of 1%gS alone, the number of cases per million
nationally has risen from 35.1 to 44.9. In San Francisco the rate
has climbed from 257.9 to 384.2. (1) The illness has also spread
to new locaticne and populations. Initially concentrated in a few
major metropolitan areas, it is now in all 50 states. The
percentage of total cases in the major cities isg shrinking and the
proportion in more rural states and districts is growing. Table 2
indicates thic trend during the firct six months of 198S.
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SMSA or Residence Datecs of Diagrosis

11781 - 1/21/85% 1/1/81 - é/3/€%

N 4 gcasec p. N 4 gcases p.

million millicon

New York, N.Y,. 285S 36 313 3615 33.9 =%7¢.4
San Franciscc, Ca. F3é& 1.2 287.% 1249 11.7 3€4.2
Miami, F1. 20S 4 187.6 3¢¢g 3.4 224.4
Newark, N.J. 217 3 110.4 270 245 37.2
Elsewhere 3648 44 14.7 S176 48.S 22.9
Total U.S. - 7981 10U 35.1 10478 100.0 4é.¢%

Table 2: Comparison of AIDS cases by Standard Metropolitan Stat-
istical Areas in January and June, 1985. Scurce: COC
Surveillance Reports of 1/21/8% and é/3/8%S.

N = nc. of diagnosed cacses
“ = /4 of total U.S. cases
cacgees p. million = no. of cases per million inhabitants

Al thcocugh the cities with the highest rates of AIDS cases continue
to have more illness diagnosed (e.g., the case per million rate in
San Francisco has jumped from 2E4.%9 to 384.2 between January and
June of 1985), the distribution is broader. The cities listed in
Tabkle 2 Camong the top five in terms of cases per million at both
countings? now have a lesser share of the total number of cacsecs
than ther did in January. This change demonstrates the continuing
rapid spread of the epidemic. The implication for preventive
education and for serwvices is that these alsc must become more
widely distributed outside the major metropolitan areas.

While AIDZ has always affected both men and women and persons of
all sexual orientations, its sexual spread has previously been
more rapid among gay men than among the heterosexual population.
Epidemiclogical evidence indicates, however, that as a sexually
transmitted disease AIDS is currently spreading among
heterosexuals at a progressively faster pace. As Table 3
indicates, the number of AIDS diagnoses for which heterosexual
contact was the primary risk factor rose from 59 in January !%3%
to 97 br June 1985, a é4.4% increase. The number of cases where
homosexual contact was the suspected route rose from 5,742 to
7,732, an increase of 24.54 The heterosexual rate of increase was
1.864 times that of the homosexual contact rate of increace.

y
L .
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uspected Homcsexual and Heteroccexua! Trarcmicszion

Date Male-Male Contact Male—-Female Cortact
#4218 S74¢g S

6/2/°85 7732 97
Numerical Increase 1984 e

v Increazs 24,54 44,4,

Table 2: Number of AIDS diagrnoses by suspected route of sexual

transmission. Data source: CDC Surveillance Reporte,
1721785 and &/3/85.

Interestingly enough, the rates of increase in diagnoces for men
and women during the same period are both around 34%, although the
rate is slightly higher for women (see Table 4). The differerce

f ie not statistically significant.

Date Gender (Adulte & Adolescents)
Mzle Female
1,721/85 7375 Si1t
&/2/89 FELS 489
Numer ical Ircreace 24%3 17e
4 Increaze 23.8% 34.9%

Table 4: Rates of increaze in reported AIDE diagnoses for men and
women between 1/21/85 and 4/3/85. Source of dsta: CDC
Surveillance Reporte. Calculations by author.

Comparisons of Tables 3 and 4 indicate that the rise in AIDS
diagnoses attributed to heterosexual contact is pot simply a
matter of more women being diagnosed. It reflects more
heterosexual transmission for both women and men.

The incubztion time between infection and the emergence of AIDS-
detined illnesses can be from a few monthe to many years. The
lengthy incubation-healthy carrier phenomenon, combined with a
lack of AIDS awareness in the gereral population, means that the
illness rates are only the tip of the iceberg of AIDS infecticor
among hetercsexual men and women.
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In response to the spread of AIDS, including the rise in
hetercsexual cases and the steady increase in numbers of womer and
infarts with the illness, this report will concentrate on the
impact of AIDS on women. It will include an outline of preverntiaon
strategies utilized in California, which may be able to slow tre
increase of Cases, and lessen the morbidity and mortality for
those women who are éxposed to or infected by the HTLU-III virye,

1. UWomer ard AIDS: Transmission and Demograghics

As of June 2, 1985, 738 femalee in the United States had beer
reported to the CDC as having AIDS. The best estimate of women
with AIDS-Related Conditions (ARC) is dpproximately six to ter
times greater than the number with AIDS, 4,428 - 7,380. The best
estimate of those with the virus in their system is 40 to 80 times
the number with AIDS: 44,230 - 73,800, (2) Women comprise 7 of
the national Population of AIDS patiente and probably a similar
proportion of those with ARC or the virus., If the Category "gay
and bisexual men" is excluded, as many ac 20% of AIDS cases are
female, Still, as the figures cited above indicate, there are
thousands of women alreadr infected. They, their sexual partrers,
and their infantes are at immediate risk of developing the fatal
illnesses associated with AIDS,

Sourcez of Transmission
===_tFf% Of Transi

Table 5 indicates the major routes of transmiscsion for AIDE for
women ,

AIDLE Diagnoses Amcrg Wemer

L. S.uq California 2 $an Francicsceo 2
Patient Groups N Z N Z N A
1.V. Drug User 374 50.7 S 21.7 2 22
Hemophiliac 3 .4 - - - =
Heterosexual Contact 88 11.¢9 2 8.7 1 11
Transfusion 42 e.5 v 21.7 3 33
Parent at Riek 4z S.8 2z 8.7 2 22
None Apparent/Unknown 1472 22,2 ? 2%.0 1 11
Total: 7382 100¥% 23 100% @ 100
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Table 5: Reported AIDS cases among women, by patient group
(suspected route of transmicscion) for U.s., California,
and San Francisco since 1981, (On account of rounding,
not all percentages add up to 100.)

1 +from CDC Surveillance Report, June 3, 198%S

2 from California AIDS Activity Office data, 1/7725,
Author’z calculations.

2 from San Francisco Department of Public Heal th datz
4/30785. Author’s calculatione.

ereral lesyes

The most common route of transmicsion for women is IV drug uze

and shared needles (50.7%). This is a significant risk factor
nationally, in California, and in San Francisco. (Because the
state and city numbers are so small, they must be treated with
caution when making generalizations and predictions.) OFf the
other identified routes, heterosexual contact is the next moct
important nationally, Although a substantial number of women have
contracted AIDS through blood or blood products, this risk factor
has essentially ceased to be a threat on account of blood bank use
of virus antibeocdy tests.

A striking number of women (22.é&% nationally (1&47), 394 (%) in
California, and 11% (1) in San Francisco) are listed as being at
riek for "no apparent" or "unknown" reason. The comparable
category ("unknown, other") for malec is only 5.&% nationally
(Jurie 2, 1935 == CDC)>. Some of these womern may be recent Hait:an
imigrants. Haitians in Haiti and recently emigrated to the U.S.
are reported tc be AIDS-antibody postive at a rate of 2%.
Haitians are currently licted as "unknown/other", unless in other
risk categories. Other women in the "unknown" category may have
never been adequately questioned. There may be a sophistication
in surveillance with male cases, which came about as the numbers

grew, that has not fully developed in the surveillance of female
cases. : '

Al though women comprise the bulk of health care workers serving
patients with AIDS, there are no reported cases of transmiscion to
females (or males) associated with exposure to blood, urine,
saliva, or mucous during nursing or other medical care. Neither
superficial contact nor more direct contact, including needle
sticks with contaminated bloocd, have resulted in AIDS, or even in
positive antibody test results.

Sexual Transmiscion

In absolute numbers, more women than men are reported to have
contracted AIDS through heterosexual contact. This could be a
sign that AIDS is more easily trancmitted from males to femalecs.
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1¥f <o, the role of tissue trauma during vaginal and/or anal
intercourse might be a factor together with the dosage transmitted
via semen. This can be compared tc the lecscer potential for
trauma to the male during intercourse and the more limited
opportunity for direct pacssage of vaginal and cervical secretione
intc the male‘s body.

fr the other hand, the male-female differerce in rates of
heterosexual contact leading to AIDS may be a result of the much
higher numbers of men already infected with the virus. On the
basis of AIDE diagnoses, we can estimate that there are ocver 1(
times as many men infected with the virus as there are womer.
While many of these men have contracted AIDS via homosexual
contact, a substantial proportion has been infected via drug use.
Bisexual maleec and a number of gar-identified men have sexual
contacte with women. But even if one excludes both gay and
bisexual men from AIDS staticstics, BOX of the diagnosed AIDS cases
are male. These figures mean that a woman is much more likely to
meet an infected person of the opposite sex than is a man.
Concequently, her chances of being exposed to the AIDS virus via
heterosexual transmiscion are currently greater than a man‘s.

While there ic a tenderncy for some to focus on the risks of
prostitution, all women who have multiple sexual partners increase
their chances of AIDS virus exposure. COYOTE, a U.S. prostitutecs”
organization, reports that nationally nine prostitutes are Known
to have contracted AIDSE. It ie unknown whether these women were
alsc IV users. There is no direct evidence that U.S. prostitutes
or other sex workers, such as sex therapiste and sex surrcgates,
have contracted AIDS as a récult of their sexual activity. As
Corote argues in Appendix 1, sex workere are coften more careful of
diseacse transmiscsion than i1s the average citizen.

Prostitutes (both male and female) who sell sex to finance IV drug
use may be exposed to the virus via shared use of needles. Theyx
are then capable of tranesmitting the virue to others sexually.
Hictorically, female prostitutes have been blamed for the
existence and spread of sexually transmitted diseases in the
gerneral poulation, even when there is contrary evidence. Coyote's
pcesition paper (Appendix 1) attempts to addrecss this scapegoating
phenomenon - in such a way that the commonality between those paid
and those not paid for sex will be understood. Coyote‘s goal in
their paper is to develop a response based strictly on health
concerns.

IV Drug Use and Women

Drug use with shared needliec i€ the most important source of
transmissiorn of the virus to women. RAs Table S indicated, it is
ecspecially important nationally, although leess so in California.
Current estimates, however, are that approximately 10% of the
opiate using population of San Francisco is HTLU=-III! antibody
positive. (3) I4 thies figure continuec to rise, and if the figure
is determined to be similar in other, non-opiate, IV drug userc,
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the spread into the general population will accelerate, both
through shared needles and through sexual contact. Figures from
the San Francisco Department of Public Health from May 30, 1%:ZS,
demonstrate the important role IV use may play in AIDS infectionz,
regardless of gender or sexual activity. (See Table &4.)

Gengder Repcocrted Drug Use = SF AIDS Cacses
Male

Gay 132%

Bisexual 26v

Hetercesexual qév
Female Z227

Table é: Gender and sexuzl orientation (where known) of San
Francisco AIDS cases with I.V. drug use reported by
patient or physician, regardlecss of suspected route
of transmission or primary risk factor. Data from
San Franciscc Department of Public Health, May 30, 1%85S.

Prognocsis for AIDE is poor in IV users, with a higher death rate
(S1.7%) than for AIDS cacses overall (494 . (4

IV drug use ic more heavily concentrated in non-white communities
in the United States than it is among whites. The economice anc
social consequences of racism, together with criminal Jjustice
legiclaticon and enforcement policies have produced a situation In
which the poorer Black and Hispanic communities of the United
States are suffering from an epidemic of drug use. This epidemic,
combined with that of AILS, is having a devastating impact alreacy
in the New York-New Jersey area. With reports that as many as 80-
$C% of opiate users in Manhattan are antibody positive and Knowing
that these are not sexually closed populations, we can see the
seriousness of the community-wide impact of AIDS on Black and
Hispanic populations. Table 7 indicates the ethnic distribution
of IV drug users who have been diagnosed with AIDS.



Reported Drug Use - US AIDS Cacses

Race N “
White 244 1:9%
Black £92 50%
Hispanic 433 21.1%
Native American 2 . 22
Azian - -
Unknown 11

Table 7: Racial distribution of diagnosed AIDS cases with 1.V,
drug use as primary risk factor, U.S. Data source: CDC,
271/85.

These figures lead us to a general consideration of ethnicity and
AIDS in women

Ethnic Dictribution of AIDS in Women

Nationally, women of color have been far more likely to be
diagnosed with AIDS than are white women. Table 8, which compares
California and the rest of the nation, makes thic clear,

Female AIDS Cases

Region

Ca. Elcewhere gLl
Fatient
Faces/Ethrnicity N N N
White 2é 149 175
Black é 340 344
Hispanic 3 149 1S
Other/Unknown - S .. ———
Total: 3s &47 682

Table 8: National Distribution of female AIDS cases by race, as
of May 28, 1938S.

From a quick review of this table, one might incorrectly conclude
that AIDS is not especially a problem for ethnic minority
communities in California. However, the Pacific Center AIDS
Project in Alameda County has found that 17.21% of California AILCS
Cases are in minority communities. (S) 1In Alameda County itsel¥,
the figure is 32.54 (é). Table 9 inidcates that ethnicity varies
among the patient groups (another term for "risk categories”").
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White
Black
Hispanic
Asian
(incl. Am.

Indian)
Unknown

Totals

(by patient

group)

Table 9:

Patient Groups by Risk Factor

Data Source: fram San F

rancisco Department of Public Health.

Male Heterosexual Maternal Other/ TOTALS
Gay/Bisexual 1I.V. Use Hemophilia Tranamission Transfusion Transmission Unknown By Ethnicity
N L} N & N % N % N % N 3 N L N )
992 90 2 25 - - 1 25 4 80 - - 1 25 1000 88.9%
43 4 4 50 - - 2 75 - - 2 100 2 50 53 4.\
56 5 2 25 - - - - - - - - 1 25 59 5.20
RS T - - - = ¥ - - - - 7 .6%
4 .3 - - - - - - - - - - - - 4 .40
2 .l - - - - - - - ~ - - - - 2 2N
1103 1004 8 100% - - 3 100% 5 100% 2 100% 4 1008 1125 1008
AIDS patient groups (primary risk factor) by ethnic origin is San Francisco between Jan. 1, 1981
and May 30, 198S.
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Furthermore, when one analyzec the ethnic distribution of
heterosexually contracted AIDS cases in San Francisco, a broad
ethriic spread immediately emerges, as indicated in Table 10.

Ethnic Grourp He terocexual males and all femalez-

AlDS Diagnoses

N %
White g 3é
Black 10 45
Hispanic 3 14
Acian 1 S
Other = -
Total: 22 1004

Table 10: Ethnic distribution of AIDS diagnoses in San Francisce
among (self-identified) heterosexual males and women
(all sexualities), regardless of risk factor. Data
source: San Francisco Department of Public Health.

The figures in Table 9 make clear that any educational campaign in
San Francisco intended to have an impact beryond the gay community
muet reach beyond the white population to the Black, Hispanic, and
Asian communities. This comment does not imply that the same
multi-ethnic approach should not alsc be used in education and
service for gay San Franciscans. I merely wish to emphasize the
neceszity of multi-ethnic work if one is to reach women who ricsk
contracting AILS, either directly or through their male partrners.

Lecshianse and AIDS

Az of May 20, 19€S, there had been no documented cases of sexual
transmission of AIDS virus between lesbians. There are, however,
a small number of cases of women who define themselves as lecsbians
who have contracted AIDS through shared IV needles and through
heterocsexual contact. Until further research on female
transmission is complete, the risks of lesbian sexual practices as
transmissors of the virus are essentially unknown. The paucity of
research on sexually transmitted disease among lesbians makes most
projections on AICE transmission highly speculative,

14 the virus is found in vaginal and cervical secretions, and/or
the menstrual blood of infected women (as is to be anticipated’,
then it ie as important for women as for men to avoid these flu:cs
wher their partnere are infected or possibly infected.

Two studies currently under way, the AWARE project on AIDS
sercopositivity in women, conducted by Wofser, et al. at UCSF, and
a project at the San Francisco based Lyon-Martin Clinic on

F—e— Ppem— o—
N e e B — — = [ ] TR PR R S — A
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sexually transmitted diseases in lesbians, ma> help answer som= of
thece questions. For a description of the AWARE projects, cses
their attached research propocsals (Appendix 3J.

Dornor Incemination

A major issue confronting leskians ac well as some other courplecs
with fertility problems is donor insemination. There have been no
documented cases of AIDS virue transmission through doncr

insemination. This does not mean that semen without "sex" (-
safe. Rather, it may reflect precautions taken by sperm bankes and

individuals to avoid donations from persons who might be virus
carriers. It may also be related to other factors, such as
minimal tissue trauma andsor limited dose with planned
incemination. However, until more data is collected (and given
the Knowledge that the virus can be contracted from heterosexual
trancemission of semen), almost all physicians and sperm banks
advise against insemination with a donor in a risk catefory. One
strategy for protection in donor insemination is use of the
antibody test when the donor has possibly been exposed or
infected., The Alternative Test Site brochures of the San
Francisco AIDS Foundation (Appendix 4) explain why such screening
is important,

Pregnancy and Maternal Transmicssion

Women are unique in their ability to become pregrnant and bear
children. This special capacity alsc renders them capable of
passing the AIDS virus on to their unborn children. Of the 124
pediatric AIDS cases reported to the CDC by June 3, 1985, %0 (730
are the result of maternal transmission. The mothers were
infected via shared needles or sexual contact. Most appeared
healthy during their pregriancies. The maternal infections were
passed on, however, to the infants, transplacentally, or at birth,
and in some cases poscsibly through nursing. The infants with
AIDE, the many others with ARC, and those children carrying the
virue can anticipate greatly shortened lives with high
susceptibility to opportunistic infections and cancers.

Prevention of maternal transmission can only be accomplished
through education of women at risk for AIDS infection. As will be
discussed in the "Programs" section, such education will require
the combined efforte of health departments, community service
agencies, and health care providers to women. Antibody screening
programs for women at risk can only be one component in this
procecss.

Pediatric AIDS is a phenomenon more common to other areas of the
U.S. than to California. However, nine cases have been reported
in California, two of them in San Francisco. Ethnic minority
children comprise a substantial porportion of the cases -- 33 in
California and 784 nationally. The pediatric AIDS demographics
mirror the female demographics, for obvious reasons.
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II. Current AIDS Prevention Programs for Women

It i universally acknowledged that education is the Key to
stemming the spread and mitigating the effects of AIDS. The
education must include health providers as well as people who hawve
been, or might be, exposed to the AIDS virus. Additionally,
multiple services, ranging from information and referral through
social service and case management to a full range of medical
services, are acutely needed for people with all stages and trpec
of illness and incapacity associated with AIDS. As the previous
section indicates, a growing number of women will be needing both
education and health services. To date, woman-focussed and/or
woman—-censitive AIDS resources have been quite 1imited.

In this section we will review such resources and programs in
Northern California on a county-by=-county basis, beginning with
San Francisco, where the greatest number of women's educational,
resource, and research projects are to be found. Most of these
programsz can be adapted to other counties and adjustments can
easily be made for urban, suburban and rural conditions.

San Francisco City and County

A,  Womer*s AIDE Ne twork

The Women's AIDS Network (WAN) is a volunteer organization
grounded in San Francisco. Its active members come from moct Eay
Area cournties (San Mateo, Santa Clara, Alameda, Marin, Sonocma) acs
well as Sacramento. It draws subscribing members from as far away
as New York, Texas and Georgia.

Formed at a national AIDS meeting in 1983, the Women‘s AIDS
Network initially saw itself as a national organization. When
this proved impractical, it gradually settled into an educational
and advocacy role in Northern California. Its members are
predominant!y women health professionals (physicians, therapists,
educators, nurses, researchers, social workers, etc.) workKing in
AIDS organizations.

For its members, WAN provides a location to exchange information
and ideas. Some of the issues which the organization has
addressed include:

1. members* experierces as women in predominantly male
organizations
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emotional issues of working with people with AIDS and ARC

N

networkKing cpportunites for referrals, advice, employment,
planning

(0]

4. recommendatione for cocordinated, non-duplicative rescource
development

S information sharing concerning research, new programs and
policies, potential speakers for forums, workshope, etc.

é. resource sharing, €.9., loans of audio-visual media

WAN has provided a variety of services to the broader commurity by
sponsoring educational forums and by preparing and distributing
brochures about women and AIDS. WaN sponsored the first Women and
AIDS forum for the general public in the Bay Area in 1982. In
1984, with the assistance of the San Francisco AIDS Foundation, it
sponsored and organized ite second Women and AIDS forum, this cre
for health care providers. Continuing Education credit was
available for nurses. The syllabus for this forum is attaching in
Appendix S, The brochure “"Women and AIDS" was written by two
members of WAN, and then funded, printed and reprinted by the SFAF
(Appendix &>, Currently (June, 1985) WAN is completing its first
newsletter to the general public. The newsletter will have an
initial circulation of 3,000 copies.

Funding for WaN activities has been generated by dues, forum feec,
and a small grant. The erQanization is currently planning a
berefit for newsletter expenses and is selling buttons which sav
"AIDE: Not Just a Man's Issye -- Women*s AIDS Network". (Sce
Appendix 7 for WAN membership form.)

WAN provides a model which can have a significant impact on health
care providers and on consumers. It developed in an area with
many AIDS cases (most of which are male). The region mar alsco
have been conducive to organizational creation. The Sar Francisco
Bay Area is a region with an established history of women
crganizing around health, gay and feminist issues. Still the
network approach can be a strategy worth considering in outlying
Counties, as a mode to generate awareness of AIDE, and as a way of
linking the women health workers of the county into an active
force arcund AIDS iesues. Major values of the network approach
are that it is fairly economical, it breaks down isolation, and it
can grow indefinitely.

B. Women‘e Program, San Francisco AIDS Foundation

In October, 1984, the San Francisco AIDS Foundation (SFAF)
received a grant from the State Department of Health to develop a
pilot program orn Women and AIDS. This project is the only
government funded educational program in the U.S. which is
explicitly focused on AIDS and women. The Foundation hired a
half-time development coordinator (the author of this report).
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Building on earlier work at SFAF, the program has developed an
experimental multi-faceted approach to education, referrale and
resource deviopment concerning women and AIDS. It has taken Sarn
Francisco and nearby California counties as its main focus. 1Its
work between November 1984 and June 1985 is described below.

1. Forumse

The November 1984 "Women at Rick" forum for health care providers
(jointly sponsored by the Women‘s AIDS Network) attracted over 100
participants. The Women‘'s Development Program has also been
involved in a number of other forums and workshops. These have
been directed at three audience categories: health professionals,
women at risk, and the general public.

Forums and workshope for health profescionals included Continuing
Education credit wherever possible to encourage attendance by
nurses and other persons for whom certification credits are
important, A forum conducted for the San Francisco Health
Department focused specifically on women and AIDS, with special
presentations on women and drug use, heteroseuxal and maternal
transmission, and criminal justice concerns. Workshops on “"Women
and AIDS" were also incorporated into other AIDS and women's
health meetings and forums, thus enabling the program to reach a
broader segment of care providers, many of whom might not attenc a
meeting or forum exclusively focused on women or on AIDS or on
"women and AIDS". :

Presentations for the general public were conducted at U.C.
Berkeley, as part of an all-day forum on AIDS, and to
precdominantly lesbian and gar audiences in San Francisco and Santa
Cruz,

Presentations to women at risk through IV drug use andsor multiple
cexual contacts were prepared in cooperation with the San
Francisco Pretrial Diversion Program and a San Francisco Jail
Medical Service social worker, The first workshop, held in May
1985 at the County Jail, utilized a slide presentation, brochures,
Hotline flyers, and a question and answer format for an audience
of 20 female inmates.

A primary goal of the Women‘s Development Program in regard to
education of women at risk has been to train service agency staff
and/or members of the at-risk group toc do trainings themselves.

At the Family Addiction Center for Education and Treatment
(FACET), staff were trained by the program coordinator; at the SF
county jail the initial program for inmates involved both jail and
SFAF staff. The latter is preferable when developing materials
for a2 new audience, as it gives the program developer more direct
opportunity to judge the effectiveness of various educational
strategies.
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The women s program alsoc provided up-to-date information on wcmen
anc AIDS to SFAF Hotline callere, SFAF etaff, health care
profecsionals, and recearchers. In order to provide such
information, an agency or prcogram will need to set aside staff
time to ccllect the information. At the SFAF, the women‘s program
cocrdinator went to the International AIDS conference in Atlarnta
in May 1985 as one part of this procesz. Existing women‘s
organizations and services should be surveyred in regard toc their
abilities to provide AIDS cervices, while existing AIDS
organizations must alsc be reviewed in terms of their service tc
womern. Access to a good medical library and Knowledgeable
individuals are also crucial factors in providing accurate
information to the public.

An additional information gathering strategy used by the women'es
program was the development of an organizational network among
professional AIDS researchers working with human subjects (the Eay
Area AIDS Research Consortium). While the research network was
much broader in scope than "Women and AIDS*, it did include all
Bar Area research projects working with women. It was alsc
responsive to research issues affecting female subjects.

Distribution of information can be a time consuming process. The
SFAF Hotline, which is a primary source of public information on
AIDS in Northern California, uses numerous volunteers. The value
of a hotline approach is that individualized education, directly
responsive to the concerns of the caller, can be provided. At the
SFAF, the Hotline is supplemented witéh brochures and other
maxterials that can be cent to the caller. Additional mass media
arnd group apprcaches fcr more general public education are also
pursued by the Foundation.

The SFAF Hotline was developed to serve three basic clacces of
pecple: the general public, people at risk for ~IDS, and people
with AIDS and ARC., The women‘s program provided additional
training and resource lists to the Hotline staff and volunteers to
help them respond more accurately and sencitively to women's
issues within the three general categories. (See Appendices & and
¥ for support group and drug rehabilitation resources listings.)

S, __Adverticing

Ae a component of the provision of information to the general
public, the women‘s program prepared specific advertising to
encourage women and the non-gay-identified population to call the
Hotline., (See Appendix 10 for advertising copr.)> To reach the
multi-ethnic population of women at risk, advertising was prepared
in Spanish and English. Ads were placed in the Black, Hispanic,
Acsian and white precs, ac well as the gay and lesbian press and in
papers read by prostitutes.
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4. Multi-Ethnic Qutreach

In addition to the bilingual, multi-ethnic advertising campaign
for the Hotline, the program distributed "Women and AIDS"
brochures in Spanish ("Mujeres » AIDS", see Appendix 11) and
recruited Black, Spanish-speaking and bi-cultural volunteers to
work on various ocutreach projects. Coneultation and a propcosal
were also provided to the San Francisco Department of Public

Hexl th concerning a possible mult-ethnic educational program for
teenagers (see Appendix 12). The Women‘s Program Development
Coordinator also participated in the ethnic coutreach committee of
the SFAF.

Where divercse ethnic and/or racial populations are at risk for
AIDES, special advisory committees and outreach work are necessary.
All programs should provide routine Spanish-language outreach in
advertising, written materials, and educational events wherever
there is a significant Hispanic population.

S.___Werk wi th Special Groups of Women at Risk

Proctitutes, women in jail, IV drug users, and women facing
pregnancy after possible AIDS virus exposure: these groups of
women have special needs for AIDS services. The SFAF Women's
Program developed separate files general of information, health,
social services and legal resources, education programs, and
specialists who could work with individuals or groups. The file
development was prepared by literature review and contact with
organizations working with women in these groups. The files were
thern available when requests for acsistance or resources arrived
$rom health care providers, the general public, arnd the women at
risk.

é. Networking and Volunteers

One person can only accomplish a limited amount. Networking and
volunteers can be important extenders. Both approaches were
integral to the SFAF Women's Development Program.

Ne tworking was accomplished through the Women‘'s AIDS Network, the
San Francisco and East Bay Perinatal Forums, SFAF contacts,
COYOTE, the Coalition for the Medical Rights of Women, the Bay
Arexz AIDS Research Consortium (founded by the SFAF), and gay and
lesbian organizations.

The SFAF volunteer network and volunteer coordinator were usec to
recruit volunteers. From San Francisco State University, two
Women's Studies interns and five Health Education interns donated
various amounts of time. One volunteer came through an
alternative sentencing program. Several volunteers either had ARC
or were otherwise exposed to the AIDS virus. Another workKed in an
AlDS-related job. Among them, these volunteers contributed over
450 hours of work in six months.
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Each volunteer had a clearly defined task which was pursued cver
several weeks or months. Two develcped a multi-ethnic adverticing
campaign; one prepared tranclations and trped; another handlied a
mailing list and informaticn requests; four prepared a grant
proposal; and two develcped a major listing of women's health care
providers. In only one case did a person stop working before &
procject ended and then the work was substantially complete.

7 Future Planz

The Women‘s Development Program was charged by the State
Department of Health Services with the development of pilnt
programs and preparation of proposals for future work. It is
anticipated that the program will continue its existing
educational weork, networking, and consultations. The Women's
Program also prepared several proposals for future work:

a. DOutreach to Women‘s Health Care Providers

A Program intern prepared a county by county listing of
women‘'s health care providers in Northern California. The
listing includes all obstetrician/grnecologists, women's
health clinics, and women‘s substance abuse programs in San
Francisco, Alameda, Contra Costa, Lake, Solano, Mendocinc and
San Mateo counties. The listing will be used toc contact
these providers to begin comprehenisve educational programs
about women and AIDS in these counties. This plan was begun
after it was realized that very few women's health care
settings have literature on AIDS and women. Existing
literature and patient education programs which touch on
sexually trancsmitted dicseases have not yet been updated to
include AIDS. The primary goal of this plan is to begin to
change this situation. Implementation of the plan will
require extensive local organizing and cooperation. (See
Appendix 12 for a partial county by county listing.)

b. "Women and AIDS -- Straight Talk"

A second proposal prepared through the program is a
heterosexual education project designed to foster the use of
condome. This proposal, "Women and AIDS -- Straight Talk",
was prepared by San Francisco State University Health
Education students. It i€ attached in Appendix 14,

€. "ARIDS Teenage Awareness Program"

A third propocal was prepared in draft form for the Commurity
Services of the San Francisco Department of Public Health.
This proposal was for a multi-ethnic approach utilizing adult
community leadership to educate teenagers about AIDS (see
Appendix 12)., '

These projects are mentioned here, not only because thes were
generated by the Women‘'s Program of the SFAF, but alsc
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because they can be used as models in other cities, counties,
or states which are developing AIDS awareness and preventicn
programs to protect and serve women.

C. AWARE

The AWARE recsearch project is funded through the University of
California, San Francisco, out of California AIDS research funds.
It is mentioned here because its goal is the generation of
knowledge about women and AIDS and because it provides education,
counseling and referrals to its research subjects, all of whom are
women ,

AWARE is the acronym for Association for Women's AIDS Research and
Education. The emphasis is on research, with the studyr
ecsentially focused on seropositivity prevalence among women at
risk through heterosexual contact. Copies of the project's
research proposals are appended (Appendix 3).

The AWARE project is the first to systematically study women at
risk. It is also the product of cooperative planning and
interaction among physicians, epidemiologists, health service
providers, and advocates for women. It is thus an objective but
somewhat unusual scientific enterprise. Both its research methods
and ite style of working with subjects could be uzefully
replicated in other cities. Additional Bar Area research projects
connected to the AWARE study are investigating the role of donor
incemination, the psychological impact of antibody test result
information, and the AIDS antibody status of women partners of men
with hepatitis B antibodies.

D. AIDS Support Recources for Women in San Francisco

There are a number of health organizatione in San Francisco which
either serve women primarily or have special programs for women.
These organizatione are listed in Appendices 8, 9, and 13. Of
special note in regard to AIDS services are the support groups for
women developed by Shanti and the AIDS Health Project. The AIDE
Health Project provides eight-week structured educational support
groups in which participants assess their response to AIDS and
develop health maintenance strategies.

Both Shanti and the AIDS Health Project were pressed to provide
special services for women. Both report a limited demand. It is
possible that as AIDS antibody testing becomes more widespread and
more women discover they are antibody postive, the demand will
increase.

In the area of susbctarce abuse resources, services for women are
limited. The AIDS Health Project provides some out-patient
eupport groupe. There are few residential drug rehabilitation
programs for women. Many programs will not take children; still
others exclude pregnant women. Currently, only one residential
program in San Francisco will provide accommodations throughout
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pregnancy and for women with children. This is the Pomeroy Houcse
of the Women’s Alcchclism Center. Although Pomeroy Houce requires
that the client‘s major problem be alcohol, it will admit women
with polydrug dependency including opiate use. The staff has alsc
completed a process of in-service training concerning women and
AIDS. Pomercy» Houcse provides an important model for education and

rehakilitation of women at risk for AIDS on account of IV drug
use.
In adcition to the special programs for women noted above, all the

4105 organizations in San Francieco -- e.g., Hospice, Shanti,
Mohilization Against AIDS, and the SFAF -- make their general
services available toc women. The SFAF, for example, offers
comprehensive case management through a social services
department; it alsc provides a food bank for people with AICLS or
ARC, and general referrals., Hospice provides housing services for
pecple confronting death and dring. Shanti provides a variety of
counseling and support for individuale and their loved cnes
facing life—-threatening illness and bereavement, Mobilization
Against AIDS ie an advocacy organization which moniteors
legislation and secures funding for AIDS research and services.

E. San Frarcisco Public Health Department

The Health Department hac begun to apply traditional communicable
dicease tracking and education to heterosexual AIDS cases in San
Francisco. Persons with AIDS (nct persons with positive antibody
test recsulte) are asked to notify their recent and current sexual
partners, Alternatively, if the patient ic uncertain about making
the personal contact, a Health Department Communicable Diceace
Officer will make the contact instead. The goal of the program
tc stem the spread of AIDES through individual educaticn about ¢
e practicesz.

I

The Department cof Public Health also provides extensive funding
for gerneral educaticon and for the Alternative Test Site Centers
for anonymousz antibody testing. This is in addition to its
funding for direct medical, mental health and other services
needed by pecple suffering from AIDS-related illnecscecs.

F. Medical Services in San Francisco

The bulk of Northern California medical services for people with
AIDE and ARC it located in San Franciscc. This results from
several factors: the size and political influence of the Sar
Francisco gar community, the lccal concentration of AIDS cases,
and 3 pre-existing density of health services, physicians,
research facilities, and medical schocls. If special services fcr
women with AIDS were to develop in California, one would expect
them to cccur first in San Francisco. To date the number cof adult
female patients has been low =-- seven with AIDS, and an unknown
number of women with identified ARC symptome. Lyon-Martin Clinic,
a San Francisco women“s clinic originally founded to serwe
‘esbians, has trained ite staff, with the help of AIDS ocutpatient
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clinic staff from San Francisco General Hospital, to be a pre-
screening clinic for AIDS. The AIDS screening clinics in the
City's Public Health Centers, as well ac all other AIDS medical
services, are also available to women. The Lyon-Martin mode |
represents the addition of AIDS-related services within a womar -
focussed organizaiton. The Health Center model represents a
similar expansion of AIDS services for both male and female
clients. In both cases, special training in diagnosis and
treatment is required for phycicians and other staff.

Services for pediatric AIDS patients are limited; referrals are
being made to the pediatric immunclogy service at the University
of California San Francisco Medical Center.

Because AIDS is a chronic debilitating disease, specialized
supplemental services are required for comprehensive care in
addition to the traditional physician services. With women ac
clients, adcditional needs, such as those associated with dependent
childrern and pregnancy, must also be addrecssed. Planning for
clinic and other medical services for women should take these
special needs into account. Section D, above, describes some of
the supplemental services available to women in San Francisco.

Overall, of the Northern California counties, San Francisco has
the greatest variety of educational and service programs directed
at women. We will now briefly examine some of the outreach and
special services to women in other counties. All the counties
listed are in the state service area of the San Francisco AIDS
Foundation. They receive assistance in program development.
Where no organized program exists, the Foundation has provided
some direct education.

Al ameda County

Aside from services provided through the Health Services Agency,
the major AIDS organization in Alameda County is the Pacific
Center ARIDS Project. The Pacific Center provides an information
and referral service, a variety of education programs, and support
groups for people with AIDS as well as for friends, family and
lovers. The Center has initiated several projects specifically
addressing the needs of women:

1. "Women Concerned About AIDS" discussion group == meets once &
week, includes women worKing in the field, women at risk, and
those with friends or family with AIDS.

2. An evening drop-in women's group -- for lesbians, straight anc
bisexual women.

The Center has also been involved in several outreach projects
which touch on the special needs of women:



1. "Talking with Our Kids and Other Parents About AIDE™ -- an
evening forum.

2. An elimination and prevention of racism project (see "Facific
Certer AIDS Project Statement on Racism and AIDS Work", Append: x
125,

Several forume cn AIDS in Alameda County have included workehops
on women and AIDS. '

The Facific Center AIDS Project ie a more typical AIDS
organization for California than ic the SF&F., It has lecss AIDS
funding and a smaller overall budget. Concequently it provides
fewer AIDS-specific services. Similar to many AIDS organizations
throughcut the country, it is based in an insititution which was
initially and is primarily focussed on the needs of the ga» anc
bPisexual commurity.

Other Northern California counties with AIDS education projects
provide even fewer services and educational programe specifically
for womer .

Marin:

Marin AIDS Support Network, the Health Department and the
AICS Advisory Committee are the primary AIDS education
organizations in Marin. Woman focussed work in the county
includes distribution of brochures on women and AIDS.

Marin AIDSE Support Network has a female staff member
‘volunteer) and female board members. The Support Network
hae publicly raiced issues of womern and AIDS in educaticral
ang media settingz. No epecial forums concerning women have
been held.

Sonoms:

Programes for women have included:

A forum on AIDS for the lesbian community.

A section on women and AIDS provided in a recent educational
forum on AIDS for health care providers.

In July, 1985 River Community Services will be helding a cne-
da> forum on women and AICS.

"Women and AIDS" brochuree are distributed regularly.

River Community Services has had female staff who have helped
focus activities on women as well as men. :
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Contra Costa:

Contra Costa has very limited AIDS cervices, primarily
provided by the Pacific Center and the SFAF. The Heal th
Department in Contra Costa has played a very limited role.

"Women and AIDS" brochures have been distributed.
Discussion about women and AIDE has been incorporated intc

general AIDS education, including severa! forums for
substarice abuse profescionals.

The primary AIDS organization in Lake County is the Health
Department,

Brochures on women and AIDS have been distributed.

Discussion about women and AIDS has been incorporated intc
general AIDS education.

Mendccino:

The primary organization for AIDS education is the Heal th
Department.

Brochures on women and AIDS have been distributed.

Discussion about women and AIDS hacs been incorporated into
general AIDS education.

Nap a:
The primary AIDS organization is the Health Department.
Brochures on women and AIDS are being distributed.

Discussion about women and AIDS has been incorporated into
general AIDS education.

Solano:
The Health Department ie the primary AIDS organization in
Solano. There is also an active group of lesbian and gav
volunteeres.

Brochures on women and AIDS are being distributed.

Discuesion about women and AIDS has been incroporated into
general AIDS education.
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As the above survey indicates, when one leaves the Bay Area,
educational, social and medical services for women with AIDS
concerns thin out quickly,.

IIl]. Conclusiones and FRecommendations

Ae Fart Ore of this report makes clear, the AIDS epidemic is
spreading rapidly into new populations. Women and infants will be
affected in increasing numbers. RBecause progrecss toward either
vazcination or cure is slow, education is the most important
strategy available toc 1imit the spread of the illness. Yet
educational programs for health providers, the general public, and
pecple at risk are extremely limited. With the exception of San
Francisco and Alameda counties, where limited women's outreach
projecte have begun, there are ecsentially nc on-going educational
projects specifically designed to educate women and their health
providers about AIDS., Few programs exist to involve women or
their health care providers in the process of stopping the spread
of the illness.

Several California projecte which dc address these concerrns are
described in Section 11, It ie still too early to assescs their
effects thorougly. The study conducted in March 1985 by San
Francisco State students found that 47 out of 100 women did not
Know they could contract AIDS. A total of 44% did not Know any
risk reduction measures. (7) On the other hand, in a focus group
of nine women at risk convened in San Francisco in May 1985 arc
including IV ucere and sexually active women, all were aware that
women could get AIDS and most knew some risk reduction strategies.
Most had also changed their behavicr on account of AIDS, although
few could be caid to have completely protected themselves (see
Appendix 157, Both thece women and those in the San Franicsco
State stucd- wanted mcre information., Research in New York and San
Francisco has demonstrated that AIDS education programs can change
behavior and consequently reduce the rate of the epidemic. (&

~IDS education programes for women precent special challenges.
Women are an aggregate group of individuals., They do not belong
to one community, culture, class or location. Instead, their
lives are organized through a variety of family allegiances,
ethnic groups, residence patterns, and life strles. These
differences mean that programs oriented directiy toward women will
be most succescful if they build on and utilize this diversit)y,
rather than attempting to ignore it.

In some cases the educator may be able to reach a woman through
ethnic media or social organizations; in ancther case, her life
style of drug use may be the Key; for yet another, awareness of
sexually transmitted diseases can be the first step to AIDS
awareness.,

At the same time, efficiency demands that some commonalities Lbe
introduced into educational planning. The education of health and



scocial service providers, as well as community leaders, can save
time for the AIDS educator. Mass media campaigns (such as the one
described in Appendix 14) are also crucial. A "Women and AIDs"
program can pass on basic AIDS information to health providers; jt
should encrouage culturally relevant strategies to educate
clients, patients and community memberc.

Recommerndations

The following recommendations are guidelines for developing AIDS
awareness and service programs directed at women. They are bacsed
on a county/city model. Norne of these recommendations can be
implemented without a basic program of AIDS education and
services. Many counties have no organized AIDS programs. As
thece bacsic programs are initiated, they should incorporate the
following suggestions.

RECOMMENDATION I Comprehensive AIDS education campaigne are
needed on a county-by-county basis. A needs assescsment should
first be conducted which evaluates community awareness, estimated
numbers of AIDS and ARC patients as well as antibody positive
individuals. Variables, such as IV drug use, sexually transmitted
disease patterns, and out of wed]ock pregnancy and teen parent
rates, should also be reviewed in order to plan appropriate and
effective AIDS prevention campaigns which will reach women as well
as men and people of all ages. Public education and health
agencies as well as community organizations should be surveyed tc
assess current service provicions. Assessments concerning women' <
rieks and neede should be incorporated in any broader AlDS-related
needs acssessment.

RECOMMENDATION I11. Local Health Departments should initiate
reviews of existing AIDS education, health, and social servicesz.
These reviews should incorporate women‘s needs.
GQuestions important to service for women include the following:
Are health care providers educated about AIDS and women ?
Do they need additional training?
Is there an AIDS screening clinic or a referral list of
knowledgeable physicians, including family physicians,
OB/GYNs, and pediatricians?

Are appropriate medical services available for people with
ARC and/or AIDE?

What are the special needs of women? Are they being met?
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What services, if any, exist for the woman drug user? Are
they appropriate?

RECOMMENDATION III: Basic AIDS education praograms for health care
providers, for pecople at rick or with ~IDE, and for the gerera)
public should be initiated. Programe should acknowledge and
include women as well as men.

Follewing a needs assessment, an educational strategy can te
developed. FPlanners may find the bock Health Educztion Planring:
A Diagriostic Approach helpful., ($) The first step will be the
establichment of educational pricorities, secondly adequate
funding, staffing, authority and coordination must be assured. &
basic level of community awareness, i.e., Knowledge that the
program exists, should be established. Plannere should develcr a
long-term strategy as well as short term realizable goals.

A variety of specific educational strategies for womer have beer
described in Secticn II. They include:

Outreach to health providers (see Appencicez S, 7, 13 and
143,

Development of an advocac? and information network of womern
working on AIDS issues (see Appendix 7.

Direct media advertising (see fppendix 14 for an educaticnal
model incorporating advertising; alsc see Appendix 10 $or
advertising models).

Uze of existing commun ty institutione -- including hea!th
agencies as we!l as social service, ethnic, religious anc
other cultural! eorganizatione.

Materials development in appropriate languages. In somes
cases 1t may be more efficient to incorporate material abcut
AIDE into existing material, €.9., into media concerning
sexually transmitted diseases.

Education of community leaders (Apperdix 11 presents one
model for this approach),

Specific strategies selected will depend on the community. What
ie mocst important i€ that a plarned pragram be initiated.

RECOMMENDATION IV: Where appropriate, new services should be
initiated. Thie will involue development of a funding base as
well as public and private involvement in planning and provisicrn.
The types of basic services that will be needed include:




'. Anonymous AIDS antibody testing sites

2. AIDS screening services

3. Low-cost and free medical care for persones with AIDS or AlILDS-
related illnecsses

4. Comprehensive sccial services, including mental health,

welfare, disability, food stamps, SSI, unemployment, housing,
legal assistance, nursing care, hcspice arrangements,
religious support, counseling and support groups for family,
lovers and close friends

S. Services should be made available directly or by referral
through traditional health care providers. For women, these
providers include obstetrician/grnecologicsts, family practice
physicians, pediatricians, and health clinics (see listing in
Appendix 13D,

RECOMMENDATION V. Becauce of the diversity that women represent,
all educational campaigns and services for them should be
sensitive tc multi-ethnic, multi-class issues as well as to
lifestrle diversity.

RECOMMENDATION VI. Because of women’s unique reproductive roles,
AIDS programs for women should take reproductive icssues into
account. The iscsues include:

1. birfth control.

2. genitally transmitted diseases.

3. donor insemination.

4. conception and safe sex.

S. antibody screening and pregnancy counseling.

é. maternal trancsmiscion of the AIDS virus.

7. pediatric AIDS, whether caused by maternal transmiscion or
other rcutec.

€. maternal issues with older children, born before the mother’s

ilinecss.
¥. reproductive freedom -- including the right to have or reject
an abortion.

Pursuit of the above recommendations could be a firet step in
meeting the needs of women and the needs of the larger community,
bath gar and straight, young and old -- for a safer way of living
during the era of AIDS.
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Footnotes
CCC AIDS surveillance reportz of 1/21/85 and &/3/85.

These estimates are based on studies which indicate that for
those persons whose blood was antibody pocsitive five years
aga, 5 to 10X have developed ~IDS; another 20% have develcoped
ARC; while approximately 70-80Y% remain healthy.

Estimates from medical staff at Haight-Ashbury Free Clinic and
Bay Area Addiction Research and Treatment (BAART) program
serving methadone clients. May, 1985,

Data from CDC, Feb. 1, 1985,

Pacific Center AIDS Project Statement on Racism and AIDS Work.
See Appendix 2.

[Eid,
Cf. "Women and AIDS =-- Straight Talk", Appendix 14,

Research and Decisions Corporation, "A Report on: Decsigning
an Effective AIDS Prevention Campaign Strategy for San
Francisco: Results from the First Probability Sample of an
Urban Gay Male Community," San Francisco, 1984; S. Schultz, S.
Friedman, A. Kristal, D.J. Sencer, “"Declining Rates of Rectal
and Pharyngeal Gonorrhea among Males == New York City," MMWR,
33:21, &/1/1984,

This text, by Lawrence W, Green, Marshall W. Kreuter, Sigrid
Deeds, and Kay Fartridge (Palo Alto, Marfield Publishing,
1920) provides a practical analytic approach to values,
beliefs attitudes and perceptions which can facilitate or
hinder personal mctivatiocn for change.
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In December of 1985, the Centers for .Disease Control issued recommendations
for the prevention of perinatal transmission of Human Immunodeficiency Virus (HIV).1
These were prompted by increasing rates of seropositivity in women who were IV-drug
users, prostitutes, sex partners of men with AIDS and ARC, and the sex partners of
asymptomatic men, and the evidence of high rates of HIV infection occurring in in-

S

fants born to these mothers. The guidelines called for counseling and encourage-

ment of antibody testing for women in high-risk groups.

In San Francisco -- where AIDS has been predominantly a disease of gay men,
with 97%% of cases still occurring in this group -- little had been done in the
way of community outreach and prevention education for women. With reports of
unpublished studies of seropositivity in IV-drug-using women beginning to show
increasing rates (from 1% to over 5%) in a methadone clinic group within a year's

times, Health Department personnel saw the need for an active intervention program.

Before implementing a large-scale program of health education, and especially
before beginning any kind of testing program in the Department of Public Health's
community clinics, it was decided to survey the women in family planning and preg-

nancy testing clinics to determine their current level of knowledge, attitudes,

and risk status for HIV infection.

METHODS

A survey instrument was developed containing 40 questions. It was translated
into Spanish and Chinese. Health educators and outreach workers from the Communic-
able Disease and Family Planning programs visited each County District Health Cen-

ter. They greeted each client coming in for service and explained the purpose of



the questionnaire: "To help us plan a program for AIDS prevention for women."
The staff assured the women that their responses were totally confidential and
voluntary, and offered them assistance in explaining terms and, in some cases,
reading the questions. A box was provided in which to drop the completed ques-

tionnaires.

RESULTS

The results to follow represent a preliminary analysis of the first 219 ques-
tionnaires. Of the first 237 women who were approached, only 18 (7.5%) refused to
complete one. Although we had anticipated possible lack of acceptance by the cli-
ents due to the number and personal nature of the questions, the health educators

reported that in fact there was considerable interest and enthusiasm expressed, and

tnat clients readily asked for clarification and information.

The population included in this report are 219 women coming in for regular
preventive health care in Women's Clinics at four District Health Centers spread
geographically over the city. Their mean age was 27. The ethnic breakdown inclu-
ded 39.7% White, 32.4% Black, 10.9% Hispanic, 6.4% Chinese, 7.3% Filipina, and 3.3%

Other.

Women were asked to select their primary source of information about AIDS.
645 responded that TV/radio (40%) and newspapers/magazines (24%) were their main
sources. Only 21% respondéd that they got more information from health-related
sources (health care professional 9.3%, AIDS pamphlet 6.1%, medical journal 5.6%).
The remaining 14% chose friends (5.6%), teachers (3.7%), relatives (3.3%), and

other (2.3%).




In contrast, when asked how they would like to receive information, 92% agreed
or strongly agreed that the Health Department should be doing more. Selected ve-
hicles for dissemination of this information included brochures (79.3%), one-to-one
counseling (75.5%), audio-visuals (68.1%), group discussions (62.9%), and hotlines

(62.4%).

A considerable number of questions were designed to assess the knowledge level
of typical clinic clients. When asked to identify modes of transmission for the
AIDS virus, over 90% correctly identified the primary modes (having sex with a bi-
sexual, sharing needles, blood transfusions, transplacental). . However, significant
percentages incorrectly chose examples of casual contact as possible infection
sources. These include kissing (38.8%), sharing utensils (36.9%), hot tubs (30.9%),
and touching (11.5%). In addition, only 58.2% thought that viral transmission was
possible through sex with d& heterosexual, and 25.6% did not think it possible with

an IV-drug user.

Respondents were asked if they had ever heard the term "safe sex" and to iden-
tify unsafe sexual practices. Although 64.2% had heard the term, only 33.6% cor-
rectly identified two or more high-risk behaviors. A significant percentage of
;éspondents thought that known high-risk behaviors were safe -- sex without a con-
dom (90%), oral-anal contact (36.6%), oral-genital contact (42.4%), and exchange

of body fluids (28.1%).

In designing an educational intervention, it was felt that an indication of
attitudes would be helpful. Women were asked whether or not they believed that
HIV-infected individuals posed a risk to non-infected persons in a number of set-
tings. 54.2% thought that HIV-infected individuals should not be in contact with

others either in jobs, living situations, or caring for children.
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Questions had been raised about the need to allocate resources for AIDS pre-
vention in a general women's clinic population. Consequently, we asked women a
number of questions about their own behavior. A total of 37.1% reported one or

1,36 gpecific

more behaviors believed to be risk factors for transmission of HIV.
responses included IV-drug use (11.3%), sex with a bisexual (8.1%), anonymous sex

(21.9%), and sex with an IV-drug user (14.3%).

We attempted to look at some correlations between knowledge, attitudes, and
behavior. Limited numbers allow only a preliminary report at this time. Although
76.6% of respondents agreed that condoms were protective, 73.9% reported rarely or

never using condoms.

We compared reports of "worry" and perceived risk with reported high-risk be-
ha&iors. 43% of respondents said they were worried or very worried about acquiring
HIV infection. There was a significant positive correlation (p =<.0001) between
degree of concern and reports of whether they considered their risk af becoming in-
fected to be very high, nigh, or intermediate (41%). In contrast, thers was a sig-
nificant negative correlation (p = .0l1) between those who perceived themselves to

be at risk and those who in fact reported high-risk behaviors.

DISCUSSION

The results of this survey are extremely useful in making decisions about an
AIDS prevention program for the heterosexual population using Health Department

services.

Most clients are getting their information from the media where sensationalism,

half-truths, and distortions are common. The great majority recognize the need for

4
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more reliable information and would like to see the Public Health Department pro-

vide a number of vehicles for this.

Clients have significant knowledge gaps and misconceptions in the areas of
casual contagion and accurate identification of high-risk behaviors. This combined
with the high incidence of high-risk behaviors make the initiation of an active

education program an urgent matter.

Misconceptions about the risk of contagion in work and household situations

are of great concern.7’8

With conservative initiatives like that of LaRouche in
California, votars need to have accurate information so that fear and ignorance do

not result in a tragic breach of civil rights.

Of possible greatest concern is the discrepancy between knowledge and behaviors
and perceived versus actual risk. Great numbers of women will need to be reassured
through the provision of accessible, accurate information. However, the real chal-
lenge lies in overcoming the denial of those at risk. Obviously, pamphlets and
audio-visuals will not help here. One-to-one counseling, although expensive, may

be the only way to intervene.

CONCLUSION

An in-depth survey of 219 women attending public health clinics for women's
health care revealed that significant numbers are concerned and in need of more in-
formation about HIV infection. The combination of lack of knowledge and participa-
tion in high-risk behaviors warrant immediate active initiation of a health education/

prevention model in public health programs for heterosexual women.
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Serving your patients
in the age of AIDS

By Nancy Stoller Shaw, PhD

Wherever you are located geographically, incorporating an awareness
of AIDS into your practice is vital. As the primary caregiver to many
women, you may be the only physician who will provide the information
that permits early diagnosis. A comprehensive history is paramount.

In August 1986 the Centers for Disease Con-
trol (CDC) changed its method for categoriz-
ing the source of transmission in reported
cases of AIDS. As a result, the number of
women considered to have contracted AIDS
from heterosexual contact rose from 16% to
27%. The number of cases listed as derived
from “unknown source of transmission” ac-
cordingly dropped by the same amount.

The “new” heterosexual female cases in-
clude women who had sexual intercourse with
men from countries in which heterosexual
transmission is believed to play a major role in
spreading human immunodeficiency virus
(HIV), the up-and-coming term for human T-
lymphotropic virus type [II (HTLV-III). The
women in question did not knowingly have
sexual contact with homosexuals, IV drug
abusers, people who had AIDS or AIDS-relat-
ed complex (ARC), or hemophiliacs. The wom-
en did not abuse drugs themselves or report
having had drug transfusions.

If the CDC were similarly to reclassify
women whose sexual partners were from the
US—and there are no compelling epidemio-
logic reasons not to—the percentage of women
whose risk factor was heterosexual activity
would rise to almost 40%. In addition, 9.3% of

Dr. Shaw is women'’s program coordinator, San
Francisco AIDS Foundation, San Francisco, Calif.

female cases to date are the result of blood
transfusions or tlood products; 51.7% are from
sharing IV needles or other drug parapherna-
lia (Figure 1).!

Translating these percentages into num-
bers, we find that since 1981 more than
1,500 US women have been diagnosed as hav-
ing AIDS.! Although figures vary considera-
bly, most experts feel that for every current
AIDS case there are five to ten cases of ARC.
Observers also estimate that for every case of
ARC, five to ten more people may be carrying
the virus but showing no clinical sigms of doing
so. This projection suggests that 7,500 to
15,000 women have ARC and 40,000 to
150,000 more are carrying the virus.

The number of men who are asymptomati-
cally carrying the virus or who have AIDS or
ARC is estimated to be 14 times that of wom-
en. Although many of these men are homosex-
ual, current estimates indicate that some
160,000 to 800,000 heterosexual (not bisexual)
men are also infected with the virus.

A recent study found that the nonmonoga-
mous heterosexual population of San Francis-
co averages four to five partners per year.”
Eleven percent are married. Almost all
400 study subjects were aware of AIDS and
its routes of transmission. Nevertheless, most
have made few or no changes in their sexual
lifestyles since the AIDS epidemic began.
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51.7%
IV drug
abusers

27.1%
Heterosexual
contact

Figure 1. in the CDC's recent
reclassification of AIDS patients, the
proportion of heterosexual contact
more than doubled an earlier figure.
The breakout at right shows the
origins of heterosexual transmission
in identified cases.

"Hemophiliacs/peopie with coagulalion disorders:
biood ranstusion recipents; men oulside US

Source: COC."?

" Women who have AIDS

9.3%
Transfusions of blood
or blood components

0.4%
Hemophilia/coagulation
disorder

20%
Bisexual men

1%
IV drug abusers

Heterosexual i
partner risk !

“

For those who have changed, the major dif-
ferences have been fewer sexual partners and
avoidance of those with known risk—for ex-
ample, men who acknowledge their bisexual-
ity or drug abuse. Some 2,000 to 4,000 hetero-
sexual men and women in the city may already
be infected with the virus. Therefore, the risk
of transmission to the nonmonogamous het-
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erosexual population is considerable. Similar
risks exist in other cities throughout the US.
Demographically, 50% of US women al-
ready diagnosed as having AIDS are black;
27% are white; 22% are Hispanic; and 1% are
from other or unknown backgrounds. Female
cases are currently concentrated in four
states: California, Florida, New Jersey, and




#

New York. These statistics may seem to con-
done relief and minimal interest in the disease
by physicians in other parts of the country. It
is important to remember, however, that
women with AIDS are also found in other cit-
ies and rural areas across the country.

The Public Health Service predicts a con-
tinuing trend toward national dispersion of
cases and an increased rate of heterosexual
transmission. Thus, women with AIDS or
ARC can arrive at almost any practice. How
should you prepare to meet this challenge?

Educating your staff

The first step to providing adequate care is
having a well-trained office staff. Basic educa-
tion about AIDS should be given to all employ-
ees—including nurses, physicians, reception-
ists, and cleaning personnel. While the educa-
tion should be appropriate to the employee’s
specific function, a basic feature of all training
should be attention to staff fears and other
feelings regarding AIDS, death, and dying.
Such training will help prevent the staff from
projecting negative feelings onto patients.

Resources are available through AIDS
agencies, health departments, and medical
centers throughout the US. These materials
can be used in conjunction with inservice pre-
sentations and ongoing training programs.
Education should address risk assessment and
reduction, diagnosis and treatment, psychoso-
cial issues, infection control, and legal and eth-
ical concerns. The Women's Health Outreach,
a project of the Women’s Program of the San
Francisco AIDS Foundation, has published a
spiral-bound 356-page volume containing a
wide range of information.*

Risk assessment and reduction

Because there is no cure or vaccine for AIDS,
the only way to curb the epidemic is to under-

"Women and AIDS Chrecal Rescurce Guide 1s avaiabile from the San Francis-

co AIDS Foundation, 333 Valencia St . Fourth Fioor. San Francisco CA 94013
Postpaid. the book costs $28 ($40 lor non-AIDS -heaith-care providers)

AIDS AWARENESS IN YOUR PRACTICE

stand and prevent its transmission. The obste-
trician-gynecologist’s office is the ideal place
to teach women about this. Current research
indicates that women prefer to receive infor-
mation about AIDS from a health-care profes-
sional and that family planning clinics and pri-
vate physicians are their primary sources of
such contact.*

The clinician can assist the patient in assess-
ing her own risk of exposure. He or she can
also educate her and her sexual partner about
protecting themselves from future exposure.
If the patient is already infected, the physician
or other members of the health-care team can
teach her how to protect a potential sex part-
ner. All health-care workers who have direct
contact with patients should be able to talk
about sex and the use of condoms in specific
terms and in a comfortable, nonjudgmental
manner.

Women at risk who are of childbearing age
should be made aware of the possibility of
perinatal transmission. Staff members should
be kept up to date about the changing views of
researchers about such transmission. If a pa-
tient at risk is pregnant or considering preg-
nancy, the health-care provider should follow
a protocol involving education, counseling,
testing, and appropriate medical and psycho-
logic care.”

Staff should be taught to identify early indi-
cations of substance abuse. Information about
reducing risks for IV drug abusers must be
provided to patients in a supportive way.
Long-term treatment and counseling for drug
abusers are more appropriately provided by
specialists in the field (see “Referral: a prim-
er”).!

How women with AIDS differ from men

Proper diagnosis is a key issue in managing
AIDS and ARC—and no simple matter. Wom-
en may have symptoms different from those of
men. For example, researchers reporting at
the International AIDS Conference in Paris
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An extensive network of community-based
services has been developed in San Francis-
co to meet the needs of patients who have
AIDS, ARC, or positive antibody test results.
Those at risk of infection need special coun-
seling, too. Other services are provided to the
families, lovers, and friends of these patients.

The types of referrals suggested below are
based on the San Francisco experience.
Most such services can be found in any met-
ropolitan area. Women need organizations
and personnel sensitive to their special
needs, including the impact of AlIDS on their
potential for pregnancy and mott.ering.

Start with your city or state health depart-
ment. Each state has appointed an AIDS co-

continual updates of information. If the con-
tact person can't answer your questions, you
may be referred to the CDC.

AIDS information and referral agencies.
Some of these organizations, which are often
the best source of referrals, offer specialized
services for women. AIDS hotlines, found in
all areas of the US, can refer you to the clos-
est agency that has detailed information. That
agency may weli be the local heaith depart-
ment.

Medical care. These services should include
primary AIDS and ARC screening, conven-
tional treatment, and alternative treatments,
including chiropractic, nutrition counseling,
or visualization, a form of therapy in which the
patient visualizes a desired outcome, such as
better health or more energy. Questions to

Referral: a primer

ordinator to remain in touch with the CDC for

ask include: Is antibody testing free? anony-
mous? confidential?

Emergency services should be AIDS-
aware. The staff should be able to provide re-
ferrals to physicians and AlDS-sensitive den-
tists. AIDS/ARC home care is an important
feature, because many patients eventually
require hospice services, public health
nurses, private care, or home food delivery.
Mental health services. Facilities providing
psychological services should offer support
groups, a telephone network for women with
AIDS or ARC, private counseling, and pro-
grams and services for community mental
health, suicide prevention, and psychiatric
emergencies. Counseling is crucial for grief,
death, and dying. .
Social services. Personnel should have list-
ings of local AIDS service organizations; fi-
nancial resources, including medical, gener-
al assistance, food stamps, and advice on
social security and state disability benefits;
housing counseling; legal information and
advocacy; and religious services.

Alcohol and substance abuse services.
Residential and nonresidential programs are
available to varying extents in different parts
of the US. To be sensitive to women's needs,
such programs should accept pregnant
women, provide child care, and be able to
furnish methadone maintenance during preg-
nancy. Be sure not to refer patients to recov-
ery programs that refuse clients who are anti-
body positive to HIV.

—N.S.S.

this summer said that chronic vaginitis was a
common presenting complaint.® Also, women
who have AIDS or ARC are much less likely
than men to have Kaposi’s sarcoma or central
nervous system involvement.®’

Investigators in New York City say that
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AIDS is commonly reported at a later stage in
women than in men. Furthermore, women en-
ter the hospital for initial treatment when the
illness is more severe; in addition, women'’s
average length of stay is longer than men’s.”
To prevent such delays, all staff involved in
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health counseling as well as nurse practition-
ers, physician’s assistants, and other ancillary
staff should know the signs and symptoms of
illnesses associated with AIDS.

Because these diseases are now being stud-
ied so intensively, treatment regimens for
AIDS-related illnesses are being revised fre-
quently. Therefore, the physician should con-
sult with AIDS specialists before prescribing
medication or establishing other treatment
regimens.

Psychosocial issues

Health-care workers should identify their own
assumptions and biases about the stigmatized
populations to which many women at risk for
AIDS belong. These include IV drug abusers,
women who have multiple sex partners, and
members of ethnic groups other than the pro-
vider’s own. Because a woman at risk may
have had a gay or bisexual partner, attitudes
toward homosexuality expressed by the staff
can contribute to the patient’s willingness or
unwillingness to confide certain risk factors.
The epidemic has elicited powerful emotion-
al responses from the public. Physicians and
other health-care workers are affected by soci-
ety’s attitudes. Exploring fear, grief, anxiety,
and other emotions generated by the emer-
gence of AIDS can lead to better patient care
and more careful policy and practice decisions.
Women face the special stresses associated
with the possibilities and uncertainties of ma-
ternal transmission.® Women are also con-
cerned with the responsibility of parenting
and with the prospect of using AIDS services
structured primarily for men. Nevertheless,
women who have AIDS are statistically less
suicidal than men who have the disease.”

Infection control

All staff members who have contact with pa-
tients’ blood should follow standard infection
control procedures similar to those used to
prevent the spread of hepatitis B. Because

HIV has been cultured—with difficulty—from
vaginal secretions, caution should be exer-
cised during pelvic examinations as well.? The
value of taking routine precautions is to pro-
tect staff and patients against unwitting carri-
ers of the virus. Simultaneously, the patient’s
privacy is not compromised by any appearance
of special arrangements. The CDC recom-
mends routine use of infection control proce-
dures in all populations of which any member
could be carrying the virus—including all ob-
gyn patients.'®

Specific infection control measures can be as
simple as using disposable gloves, following
standard procedures to avoid needle sticks,
and proper handling and cleaning of soiled
laundry. More detailed information is avail-
able in a recent CDC report.'!

Legal and ethical considerations

Medical records of women who have AIDS or
ARC or who are antibody positive may re-
quire special handling. In some states it is ille-
gal to divulge the results of an HIV antibody
test without the patient’s explicit consent. In
California, permission must be obtained each
time the information is shared.

Some states enacted such legal restrictions
after patients lost jobs, housing, insurance, or
other services because they had been identi-
fied as having AIDS. Before ordering a test or
recording or sharing information, the practi-
tioner should be aware of local law. Inform the
patient about potential legal or social conse-
quences and relevant legislation. A signed
consent form may be appropriate or required.

Decisions about pregnancy and abortion
should be examined from both medical and
ethical perspectives. Although maternal
transmission is well documented, the degree
of risk is not certain.® Some women wish to
maintain pregnancy, others to terminate it.
The physician must give accurate and sensi-
tive advice when such a decision is necessary.

The clinician may also be asked about future
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pregnancy by women who are healthy but
antibody positive. The current CDC recom-
mendation is that not only women who have
AIDS or ARC but also those who are antibody
positive postpone pregnancy indefinitely.

Educating patients

AIDS educational literature should be accessi-
ble in waiting and examining rooms. Because
AIDS is a stigmatizing illness, women should
be able to pick up this material without draw-
ing attention to themselves.

Printed materials should be available in the
languages spoken by the patient population
being served. Posters and other educational
graphics can be displayed on the walls to
heighten patient awareness. Many such mate-
rials are becoming available, sometimes free
of charge, from local health department au-
thorities and AIDS agencies.

The medical intake form given to all pa-
tients should include questions that specifical-
ly address risk factors. These forms can also
be used to determine a patient’s level of AIDS
awareness about preventive measures.

Information about AIDS transmission and
prevention can be integrated into discussions
about other aspects of health. For example, in
discussing family planning, the physician
might recommend the use of condoms—possi-
bly in addition to other measures—for pa-
tients who have multiple sex partners or who
are uncertain about the viral status of their
steady partners. The topic of AIDS can also be
raised in other discussions of drugs, sex, or
pregnancy. When to bring up the subject may
be determined by information on the intake
and history forms, by the physical examina-
tion, and by laboratory data.

The existence of the AIDS antibody test
should be made known to all patients, whether
they are perceived to be at risk or not. Pa-
tients should not routinely be encouraged to
take the test, however, nor should physicians
order it unless they believe a woman has been

AIDS AWARENESS IN YOUR PRACTICE

exposed to the virus. Patient literature on the
test should cover such issues as anonymous
testing, confidentiality procedures, and legal,
insurance-related, and other potential conse-
quences of being tested. For a 4-minute tape
explaining basic lay information about AIDS,
your patients may call a toll-free number set
up by the CDC: 800-342-AIDS.

Because AIDS is a new, complex, life-
threatening illness, no individual practitioner
can expect to provide everything a patient af-
fected by the disease will need—even if that
patient is a young, healthy woman with no
symptoms other than a positive antibody test.
Knowledge of local resources and a good refer-
ral list are important additions to quality care
provided at the office or hospital.

With proper staff training, a well-estab-
lished program of patient education, and a
backup list of resources and referrals, the ob-
stetrician-gynecologist can provide primary,
“first-stop” diagnosis and service to slow the
AIDS epidemic and help care for those already
affected by it. O ]
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AlDS COUNSELLING STRATEGIES
FOR THE SUBSTANCE ABUSE CLIENT

Introduction

The rapid spread of AIDS has presented enormous challenges for counselors
who work with clients "at risk" for contracting the disease., Working with
key issues., such as sexual behavior, health practices, intimacy, Ffamily
relations, and death, ere difficult to deal with when addressed individually.
In the shadow of AIDS, all of them must be faced simultaneously along
with the prospects of shortened lifetimes, medical uncertainty, and public
fear and hostility.

These challenges are perhaps nowhere greater felt than among couns=lors,
like yourse!f, who work with “substance abusers." Here, all of the issu=s
normally faced by counsslors of AIDS patients or risk groups are present.
8ut the situation is further complicated in this instance by at least three
major aspects of the substance abuse prcocblem:

1. THE NATURE OF DRUG ABUSE ITSELF
2, THE POSITION OF DRUG ABUSERS IN SOCIETY

3, UNDERLYING HEALTH ISSUES

Complications

1. THE NATURE OF ORUG ABUSE ITSELF
when your client is 8 substance abuser, many of your most effective tools
are blunted by the nature of the client's problem. For example:

- Substance abusers are aiready operating well outside the bounds of
scund medical advice; they may be unwilling to trust or believe
your warnings concerning AIOS.

- Substance abuse, for many, is already a8 form of gradual suicide:
self interest and the will to live are less effective as personal
motivators,

- Substance abusers are typically well experienced in the art of
denial: their apparent concern for the threat peosed by AIDS may
be minimal.

- The value systems of substance abusers are often built upon a
fatalistic outlook: AIDS can be more easily accepted, and ignored,
from that perspective.

Intro - 1
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2. THE ORUG ABUSER'S POSITION [N SOCIETY

Because of their status as "outlaws® within society, most drug abuser
clients sre not well served by the community groups which provide help to
those in other risks groups. Even where such groups exists to serve them,
substance atusers are less likely to be sware of them and less likely to
trust them. Unilike other risk groups, such as hcmosexuals, there is little
sense of community among substance abusers.

Similarly, substance sbusers sre often cut off from many of society's basic
institutions. Substance abusers are:

- unlikely to have medical insurance and are thus served
primarily by public hospitals end clinics. which are often
heavily burdened with AIOS patients in other risk groups:

- low on the prigrities of publicly funded physicians, thera-
pists, support groups. and educational campaigns due o
historically poor recovery rates:

- wusually une—ployed and have fewer financial resgurces to

draw o©n;
- often cut off from cammon forms of family anc soczial
support.

without many cf the basic institutions to draw on, substance abusers are
at a distinct disadvantage both in learning how o avoid AIOS and in
coping with it when it Jccurs.

3. UNDERLYING HEALTH ISSUES
The substance abuser's underlying health is likely to be a strong con=
tributor to the prablem, The list of suspected *co-factors" to the

deveiopment of A1OS reads like an inventary of the persgnal practices of

many substance abusers:

- poor nutritional and sanitary practices

- use of immune suppressing drugs. such as marijusna,
alcohol, speed, and poppers

- repeateg bouts of infection and illness

- high stress and the absence of Dbasic life satisfactions

Orug asbuse in any faorm poses 3 direct threat to the body's immune system,
so when the client encounters the AIDS virus. it is with sn already
compromised immune system, Thus the course of the disease for the drug
sbuser is often more rapid and more devastating.

Intro = 2
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Introduction

Resuits

This series of complications for the drug asbuser is already beginning to
show its effect in the annual AIDS statistics. While AIDS has publicly
most often been associated with homosexuals, current trends in some ma jor
Cities show that that may be changing. In the major New York/New Jersey
metropolitan area, for example, the growth rate of AIDS among
homosexuals appesrs to stabilizing. Instead, the groups there at greatest
(and growing risk) are the drug sbusing members of ethnic minorities and
the lower economic classes. The percentage of drug abusers in the caseload
total for these areas is on a stesdy incline.

The problems posed by AIDS for drug abusers concern and effect all of
society. It is in everyone's best interests to take the steps necessary to
slow the transmission of this disease among drug abuse clients. Your rcle
in that process is a key one, however difficult and challenging it may be.

Counselling. Education. and Support

The instruction2l materials which follow are divided into three sections:

SECTION ONE: AIDS COUNSELLING PLAN FODR
SUBSTANCE ABUSE CLIENTS

SECTION TwWO: EDUCATION PLAN FOR IV
(INTRAVENOUS) DRUG USERS

SECTION THREE: GUIDELINES FOR CONDUCTING
SUPPORT GROUPS

Preceding each section is a brief description of its content, objectives, and
a definition of key terms. No sttempt is made, however, to define every
aspect of AIDS. You are encouraged to build your knowledge of this
subject through your reading of related materials elsewhere in this
handbook.

The task you face will not be an easy one. Many of your clients have
already formed aettitudes regarding their response to AIDS. while others
may chose to remain blissfully ignorant. The sad result and greatest
challenge is that many, particularly those most in need, may not want to
hear what you have to say or simply won't let it sink in. Getting through
with your critically important message will take

PERSCNAL CREDIBILITY AND KNOWLEDGE
SINCERE CONCERN AND CONSISTENT SUPPORT
A WILLINGNESS TO CONFRONT DEEP DENIAL.

The payoff, however, is great, both for the client and for society at
large.
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AIDS COUNSELLING PLAN
FOR SUBSTANCE ABUSE CLIENTS

Content and Objectives

The A1GS COUNSELLING PLAN FOR SUBSTANCE ABUSE CLIENTS which
foliows is’ designed to give you practical tools for meeting the AIDS
awareness and coping needs of drug abusers. It addresses the needs of six
key groups of clients you may work with:

GROUP 1: The "WORRIED WELL"
(Clients without symptoms of AIDS or ARC who have
either tested negative to the AIDS/HTLV |1l anti-
body test or who haven't been tesisd).

CROUP 2: "SEERDO-POSITIVES"
(Clients with a positive AIDS/HTLV 111 anti-body test
without an &1DS er ARC diagnosis).

GROUP 3: CLIENTS WITH AIDS RELATED CONDITION (ARC)
(Clients with scme clinical symptoms diagnosed as
beirg AIDS-related but who as yet do not show the
formal indicators of AIDS as cefined by Feceral
governmen: agencies),

GROUP 4: CLIENTS WITH A DIAGNOSIS OF al0s
(Clients who are diagnosed as having the formal
symptems of AIDS),

GROUP 5 CLIENTS WHO ARE ALSO GAY Or BiISEXUAL
(Orug abuse clients whao also acknowledge either a
homaosexual or bisexuasl! preference),

GROUP B: FAMILY MEMBERS of clients with AIDS, ARC., or
SERO-POSITIVES

A counselling plan is presented for €ach group which concludes with a
step-by-step guide for conducting your initial intervention with the
client(s). Some elements of the plans are commen o all of the groups.
while others gre uniquely directad to the special needs of each type of
client. Each COUNSELLING PLAN includes:

I. THE NEED GROUP'S KEY CONCERNS

Il. DESIRED OQUTCOME OF THE COUNSELLING PROCESS

I, SUGGESTED INITIAL INTERVENTION STRATEGY

IV. CLIENT CARE CHECKLIST
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Counselling Plan

The last item, the CLIENT CARE CHECKLIST, is a shortened summary of
the INITIAL INTERVENTION STRATEGY. It cen be used as a record
keeping device to track your interactions with individual clients. When
applied, it serves as a road map of the steps which have been achieved
and those which require additional action. You are encouraged to make file
copies of it for each client you work with, The necessary steps, in some
cases. are Qquite numerous and neither mental record keeping nor File
summaries may be adequate in tracking progress,

Common to all intervention strategies is continued attention to the
underlying drug abuse problem., Despite high degrees of denial, concern over
the impact of AIDS on themselves, their offspring, and their friends or
loved ones may serve to motivate clients to seek trestment for their drug
habits. Unlike drug abuse, where the consequences often accumulate slowly,
the impact of AIDS is clear, devastating. and irreversible. It may help
some clients keep their commitments to dependency treatment programs or
move others to join such programs NOW, rather than in the "near future"”
which so easily eludes them,
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Counselling Plan

GROUP 1: The "WORRIED WELL®

(Counselling clients who do not show symptoms of AICS or
ARC and who have either tested negative to the AIDS/HTLV
11l anti-body test or who haven't been tested at alll.

KEY CONCERNS

a.
B.
c.
0

A!DS awareness/education

Health maintenance G AIDS avoidance

Resource/referral awareness

Oealing with emctions generated by the need for change.

DESIRED OUTCOMES

A,

Changes in behavicr, initiated by the clien:, which reduce
the risx of contracting AIDS or ARC.

Emotional support provided by the counseior to encourage
and support behavioral changes.

lncreased awareness and knowledge of AIDE issues anc
available resources.

INITIAL INTERVENTION STRATEGY

a.

Assess the level of understancing cof basic Aids information
L formulate an education plan based on client neecs (see
other enclosec materials and the "ECUCATICN PLAN FOR
IV ORUG USEZRS. page 3.

Confront denial or lack of commitment to minimize risky
behavior,

Offer hope fcr continued health through preventicn measures
[see recommendations elsewhere in this manual).

Assess the need 0 depth of motivation for referral to
chemical dependency or alcochol! trestment programs.,

Encourage continuing commitment to the recovery process in
treatment for chemicsl/alcohcl dependency [(if alreacy in
such a programl].

Assess the apparent need & refer for medical follow-up.

emotiona! or sexual counselling, or to support groups and
other seif-help programs.

Plan - 8
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Counselling Plan

Help the client verbalize feelings of anger. grief, and loss
generated by the need for change in sexual G drug use
behavior or by possible delay in child bearing.

Involve family G support persons in the assessment §
treatment approach chosen.
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Counselling Plan

GROUP 2: °*SERO-POSITIVES®

(Counselling clients with 8 positiver A10S anti-body test
without an AIDS ar ARC diagnosis).

KEY CONCERNS

AIDS awareness/education, particularly focusing on the
meaningls] of "Sero-Positive”

Health maintenance & AIDS avoidance

Resource/referral awareness

Oealing with emotions generated by the positive test results,
uncertainty, anc the need for change.

DESIRED OUTCOMES

a.

8.

Client will make changes which reduce the risk of
contracting AICS or ARC.

Emationa! support will be provided by the counssior tc
encourage and support behavioral changes.

Client will be able to coze with uncertainty of future
medical protlems.

Client will have increased awareness anc knowlecdge cf AIDS
issues and available resgurces.

INITIAL INTERVENTION STRATEGY:

A

Check the level of understanding of basic AICS infcrmation
€ deveioc an education plan basecd on client needs (see=
other enclcsed materials and the "EDUCATION PLAN FOR
IV DRUG USERS, page #). Review client's understanding of
what a positive resuits does and does not mean,

Confront denial or lack of commitment to minimize risk
behavior,

Offer hope faor continued health through prevention measures
{see recommendations eisewhere in this manuall.

Check the neec £ depth of mctivation for referral to
chemical dependency or alcochol trestment programs.

Eacourage cantinuing commitment to the recovery process in

treatment for chemical/slcohol dependency (if already in
such a8 program],
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Counselling Plan

K.

Check the epparent need € refer for medical follow=-up,
emotional or sexual counselling, or to support groups and
other self-helg programs.

Help the client verbalize feelings of anger, grief, and loss
generated by the need for change in sexual & drug use
behavior or by possible delay in child bearing.

Reinforce the fact that taking action now may help prevent
occurrence of AIDS in the Ffuture.

Discuss “"contagion" issues with client G family members to
allay fears of spread by casual contact

Encourage & support client verbalization of such feelings as:

l. Fear of contracting AIDS

2. Fear of having exposed others to AIDS or doing so
through continued risk behavior

3. Feelings of guilt over risk behavior in the past

Y. Feelings of loss over mecessary behavior changes and
possitie postponement of child-bearing

5. Fear of what others will think or do or of being
isoclated and/or rejected

Involve family G support persons in the assessment 6
treatment approach chosen,
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Counselling Plan

GROUP 3: CLIENTS WITH AN AIOS RELATED CONDITION (ARC)

(Clients with some clinical symptoms diagnosed as being AIDS-
related but who as yet do not show the formal indicators of
AIDS as gefined by Federal government agencies).

I. KEY CONCERNS

A. AIDS awareness/education, particularly focusing on the
meaning of "ARC® snd the outlook for progression toc AIDS

8. Health maintenance [ avoiding further disease progression
C. Resource/referral awareness
O. Dealing with emotions generated by the ARC diagnosis,

uncertainty of medical outlook, and the need for changes in
behavior to prevent progression or transmission of disease,

1l. DESIRED OUTCOMES

A, Client will make changes which reduce the risk of
progressing to AIDS or transmitting AIDS or ARC.

Rchic i

B. Emctional support will be provided by the counseisr to
encourage and support behavioral changes,

)

Client will be able to cope with uncertainty of future
medical proslems.

0. Client will be able to utilize appropriate community social
service, medical, chemical dependency £ alcoheolism
treatment, mental health, vocation, and legal resources,

IIl.  INITIAL INTERVENTION STRATEGY:

A, Check the level of understanding of basic AI10S information
G develop an education plan based on client needs (see
cther enclosed materials and the “EDUCATIONM PLAN FCR
IV DRUG USERS, page t]. Review client's uncderstanding of
what ARC means snd does not mean.

B. Confront denial or lack of commitment to minimize risk
behavior.

C. Offer hope for continued health through prevention measures
(see r=commendations elsewhere in this manuall.
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Check the need [ depth of motivation for referral to
chemical dependency or alcohol trestment programs.

Encoursge continuing commitment to the recovery process in
treatment for chemical/alcohol dependency [if already in
such a program),

Check the spparent need G refer for medical follow-up,
emotional or sexual counselling, or to support groups and
other self-help programs.

Help the client verbalize feelings of anger, grief, and less
generated by the diagnosis, the need for change:in sexual &
drug use behavior or by possible delay in child bearing.

Reinforce the fact that teking action now may help prevent
occurrence of full-blown AIDS in the future.

Discuss “contagion” issues with client & family members to
allay fears of spread by casual contact.

Encourage & support client verbalization of such feelings as:

1. Fear of contracting AIOS

2. Fear of having exposed others to AIDOS or doing so
through continued risk behavior

3. Feelings of guilt over risk behavior in the past

4, Feelings of loss over necessary behavior changes and
possible postponement of child-bearing

5., Fear of what others will think or do or of being
isolated and/or rejected

Compile and distribute a8 list of community resources to
serve people with AIDS concerns or AIDS/ARC diagnosis
(such @s the one in Table | on page &, compiled by UCSF
AIDS Health Project for AIDS anti-body test recipients).

Encourage use of tools learned in recovering from chemical
dependency G alcoholism in coping with this life crisis.

Continue to confront the drug abuse as you would with
other clients not diagnosed with ARC.

Emphasize positive things the client can do to maximize
health and minimize the likelihood of progression to full-
blown AIDS.
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GROUP 4: CLIENTS WITH A DIAGNOSIS OF AIDS

(Counselling clients who are diagnosed as having the formal
symptoms of AI10S).

KEY CONCERNS

a.

0

AIDS awareness/education, particularly focusing ccntagion,
quality of life issues, and possible treatment options:

Health maintenance € avoiding further disease progression;
Resource/referral awareness;

Cealing with emotions generated by the diagnosis,
uncertainty, ancd the need for changes in behavior to extend

life, improve the quality of life, and prevent transmission of
the disease,

DESIRED OUTCOMES

A,

Client will minimize risk behavior and avoid relapse.

Emotiona! suppor: will be provided by the counseler to
encourage anc support behavioral changes.

Client will be able tc utilize appropriate cocmmunitly social
services, medical, chemical depengency G alcsholism
treatment, mental health, vocation, and legal rescurces.

Client will be motivated to continue to benefit from
participation in treatment for dependency.

INITIAL INTERVENTION STRATEGY:

A,

Check the level of understanding of basic A!DS information
£ develop an education plan based on client needs (see
other enclosed materials and the *ZOUCATION PLAN FOR
IV DRUG USERS, page $).

Confront denial or lack of commitment to minimize risk
behavior,

Offer hope for stabilization of health through positive heaith
Care measures (sees recommendations elsewhere in this
manual),
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Check the need & depth of motivation for referral to
chemical dependency or alcohol treatment programs,

Encourage joining or continuing commitment to the recovery
process in treatment for chemical/alcohol dependency.

Check the apparent need and refer for medical follow-up.
emotional or sexual counselling, or to support groups and
other seif-help programs.

Help the client verbalize feelings of anger, grief, and loss
generated by the diagnosis, the need Ffor change in sexual G
drug use behavior or by possible delay in child bearing.

Reinforce the fact that taking action now may help
stabilize the client's health and slow further detericration.

Discuss “"contagion* issues with client & family members to
allay fears of spread by casual contact

Encourage & support client verbalization of such Feelings as:

1. Fear of dying from AIDS

2. Fear of having exposed others to AIDS or doing so
through continued risk behavior

3. Feelings of guilt over risk behavior in the past

4. Feelings of loss over necessary behavior changes and
possible postponement of child-bearing

5. Fear of what others will think or do or of being
isclated and/or rejected

Ccmpile anc cdistribute a list of community resources to
serve people witn AIDS concerns or AIDS/ARC diagnosis
(such as the one in Table 1, compiled by UZSF AIDS
Health Project for AIDS anti-body test recipients],

Encourage the use of tools learned in recovering from
chemical dependency & alcoholism in coping with this life
crisis,

Continue to confront the drug abuse as you would with
othar clients not diagnosed with AI1DS.

Emphasize positive things the client can do to maximize
health.

Extend hope that with continued attention to health matters

that the client can live longer, possibly extending life until
more effective treatments become available.
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Emphasize what control the client does have over the
quality of life for ss long as he/she lives.

Encourage client planning for care of family members and
for financial/legal matters.

Consult with physicians about any possible program
modifications to help client stay in continued treatment,

Set realistic expectations for yourself as a counselcr and
for the client.

Consult with physicians snd other care-givers on medicaticn
issues in order to maximize benefits without abuse of
prescription drugs. See MEDICATION CONTRACT, page &,
if abuse is likely to remain a problem,
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MEDICATION AGREEMENT

Administrative Ottices.
2
&?&:‘;ﬁé‘é’ﬁtwos h . REALIZE THE FOLLOWING
(415) 6260637 PRCBLEMS WITH MY CURRENT USE OF MEDICATION:
« AIDS Mental Heclth (Check if applicable)
Program
« AIDS Prevention Program 1. Feeling Tired or having a clouded mental state.
* Youth & AIDS Prevention 2. Feeling "hyperactive® or nervous.
Program e
« AIDS Health Professional 3. Anticipating my next does shead of time.
Tranung Progrem L. \ . .
4, Wishing for & higher dose or strcnger medication.
¢ AIDS & Substance Abuse
Program 5. Supplementing medication with alcohol or drugs.
-;‘Z;L;g:ﬁfcumelmg 6. Thinking of asking more than one doctor for medication,
7. Other
| AGREE THAT THESE PROBLEMS INTERFERE WITH MY
TREATMENT AND | COMMIT TO THE FOLLOWING
AGREEMENTS:
1. Not to exca2ed the daily dose of medication prescribed.
2. To discuss any medication problems with my primary
Health Care Worker,
3. Not to obtain medication from other sources.
4. Not to self-medicate with alcohol or drugs.
S. Other e
MEDICATION
NAME DOSE FREQUENCY
[ = ———] . .
A project concemned Patient Signature MD/Health Care Worker Date
with AIDS Prevention
and Health Promonon
Uruverary of Califorrua P - 18
SF and Department of i
Public Heauth



Counselling Plan

GROUP S5: CLIENTS WHO ARE ALSO GAY OR BISEXUAL

(Specific counselling needs of gay and bisexual men with
ARC/AIDS or who positive to the AIOS anti-bodyl.

I. KEY CONCERNS

A,

c.

All issues relevant clients with A!D0S, ARC, or paositive

anti-body test results (see GROUPS 2,34 abovel.

|ncreasec attention to Gay/Lesbian ccncerns

Role of lover or closest friend in the treatment process.

1l. DESIRED OUTCOME

A.

B.

cC.

0.

E.

Client wil! minimize risk behavior end avoid relapse

Emoticnal support will be provided by the counselar to
encourage anc support behavioral changes.

Client will be able to utilize sppropriate community social
service, medical, chemical dependency G alcohalism

treatment, mental health, vocation, and lega! resources.

Client will be mozivated to continue to benefit from
participation in treatment for dependency.

Enhanced staff sensitivity to gay/bisexual lifestyles,

Client will make better use of appropriste resources in the
gay/Sisexual community.

111, INITIAL INTERVENTION STRATEGY

A,

Check the level of understanding of basic AlOS information
T develop sn education plan based on client needs (see
other enclosed materisls and the “EDUCATION PLAN-FOR
IV DRUG USERS. page &)

Confront denial or lack of commitment to minimize risk
behavior,

Offer hope for stabilization of health through positive health
care measures (see recommendations eisewhere in this
manuall.
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Counseiling Plan

Check the need and depth of motivation for referral to
chemical dependency aor alcohol treatment programs.

Encourage joining or continuing commitment to the recovery
process in treatment for chemical/alcohol dependency.

Check the appsrent need and refer for medical follow-up,
emotional or sexual counselling, or to support groups and
other self-help programs.

Help the client verbalize feelings of anger, grief, and loss
generated by the diagnosis, the need for change in sexual &
drug use behavior.

Reinforce to client that taking responsibility for one's
health now may prevent AIDS in the future, may help
prevent the progression of AIDS to ARC, or may help
stabilize the client's health and siow further deterioration.

Discuss “contagion® issues with client & "significant others”
to allay fears of spread by casual contact

Encourage and support client verbalization of such feelings
as:

1. Fear of dying from AIDS

2. Fear of having exposed others to AIDS or doing so
through continued risk behavior

3. Feelings of guilt over risk behavior in the past

4, Feelings of loss over the need to make behavior
changes.

5. Fear of what others will think or do or of being
isolated and/or rejected

6. Concerns about forced "coming out” 8s a result of a
possibie A1DS diagnosis

7. Internalized anti-gay feeling stirred up by a possible
diagnosis

8. The difficulties in making changes in sexual and drug
use behavior,

Compile and distribute a list of community resources to
serve pecple with AIDS concerns or AIDS/ARC diagnosis
(such Bs the one in Table 1, page & compiied by UCTSF
AIDS Health Project for AIDS anti-body test recipients).

Encoursge use of tools lesrned in recovering from chemical
dependency G alcoholism in coping with this life crisis.

Continue to confront the drug abuse as you would with
other clients,
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Emphasize positive things the client can do to maximize
heaith and prevent progression to an AIOS diagnosis.

Set realistic expectations for yourself as a counseior and
for the client.

Arrange staff participation in training programs to
sensitivity to Gay/Lesbian concerns, such eas:

h & W —

Fear of rejection

Need for accurate knowledge of gay lifestyle
Resources available within the gay community
Ability of staff tc discuss sexual issues
Internalized homophcotia (se!f hetred, anti-gay

increase

feelings)

Include client's lover or closest friend in treatment process
as a family member, Be prepared tc support that role with
other family members.

Consult COUNSELLING PLAN Ffor Groups 1| - H as

appropriate.

Plan - 18
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Counselling Pian

GROUP 8: FAMILY MEMBERS OF CLIENTS

(Counseilling needs of family members of people with
AIDS/ARC or sero-positivel.

‘KEY CONCERNS

A.
B.

C.

0.

Qutlook for health of family member

Fear of contagion, if any, presented by family member who
is ill

Coping with feelings over the diagnosis or positive test
results

How the family can help - providing support instead of
passing judgment.

DESIRED OUTCOMES

A,

Changes will be made in behavior by family members and
sexual or needie-sharing partners which can help reduce risk
to the affected person.

Emoticnal support will be provided by the counselor to
encourage and support behaviora! changes.

Family member(s] will develop an improved ability to cope
with uncertainty over future medical problems.

Family member(s] will learn to utilize appropriate community
social service, medical, mental health, substance abuse,
vocational and legal resources.

INITIAL INTERVENTION STRATEGY

A.

Check the level of anxiety, concern, snger, grief, etc. Felt
around the AlDS-related diagnosis of the affected person.

Allow for comfortable verbalization of feelings
Check level of understanding of basic AIDS information G
develop an education plan based family members' needs [see

other sections of text].

Offer hope Ffor avoiding further progression of the disease
and for possible improved quality of life.

For family members of people with AIDS, stress the
importance of 8 drug free lifestyle.
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Stress hope for the development of a treetment for A|DS.
Check the apparent need anc refer for medical follow-yup,
ematicnal or sexual counselling, or to suppcrt groups anc

cther self-help groups.

Reinforce appropriate steps as described in Sections 1=V,
Initial Interventions.

Plan - 21
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COUNSELLING PLAN CHECKLIST

GROUP | - °THE WORRIED WELL®

Check understanding of AIDS & develop an  education plan.
Confront denial or lack of commitment to minimize risk behavior.
Offer hope for continued heasalth

Check the need G motivation for referral to dependency treatment
programs.

Encourage continuing commitment to treatment programs.
Check need, refer to medical/support resources for follow-up.
Help client verbalize feelings generated by the need for change.

Involve family © support persons in the assessment § treatment.
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COUNSELLING PLAN CHECKLIST

GROUP 2 - SERO-POSITIVE CLIENTS

A. Check understanding of AIDS & deveiop an education plan.
B. Confront denial or lack of commitment to minimize risk behavior.
C. Offer hope far continued health

D. Check the need & motivation for referral to dependency treatment
programs.

E. Encourage continuing commitment to treatment.

F. Check need, refer toc medical/support rescurces far follow-up.

G. Help client verbalize feelings generated by the need for change.

H. Reinforce taking scticnh now to prevent AI0S in the future.

I. Discuss "contagion” issues with client & family members.

J. Encourage b6 suppcrt czlient vertalization of feelings:

1. . Fear of contracting AIDS

2. Fear of exposing/having exposed others

3. Feelings of guilt sver past risk behavior

4. Feelings of loss over behavior changes and possible postgcnement

of chilg-bearing
S. Fear of isclation/rejection

. Involve family © support persons.
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K.

COUNSELLING PLAN CHECKLIST

GROUP 3 - CLIENTS WITH ®"ARC®

Check understanding of AIDS & develop an education plan,

Confront denial or lack of commitment to minimize risk behavior.

Offer hope for continued health.

Check the need & motivation for referral to dependency treatment

programs,

Encourage continuing commitment to treatment.

Check need, refer to medical/support resources for follow=-up.

Heip client verbalize feelings generated by the the need for change.

Reinforce taking action now to help prevent progression to AIDS in the

future.

Discuss “contagion® issues with client & family members.

Encourage G support client verbalization of feelings

1 Fear of
2. . Fear of
3. Feelings
y Feelings

of child-

s. Fear of

contracting AlDS

exposing/having exposed others

of guilt over past risk behavior

of loss over behavior changes and possible postponement
bearing

isolation/rejection

Compile C distribute list of community resources.

Encourage use

of tools learned in recovering from chemical dependency.

Continue to confront the drug abuse.

Emphasize things client can do to maximize health, prevent further

progression,
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COUNSELLING PLAN CHECKLIST

BROUP § - CLIENTS WITH A DIAGNOSIS OF AIDS

Check understanding of AI1DS £ develop an education plan,
Confront denial or lack of commitment to minimize risk behov‘ior.
Offer hope for stabilization of health, '

Check the need © motivation for referral to dependency treatment
programs,

Encourage continuing commitment to treatment.

Check need, refer to medical/support resources for follow=-up.

Help client verbalize feelings generated by the diagnosis itself and the
neecd for change.

Reinforce taking action now to help stabilize health and slow further
deterigration.

Discuss “contagion” issues with client & family members.
Encourage G support client verbalization of feelings:

1. Fear of contracting AIDS

2. Fear of exposing/having exposed others

3. Feelings of guilt over past risk behavior

4. Feelings of loss over behavior changes and possible postponement
of child-bearing

%, Fear of isclation/rejection

Comgille and distribute @ list of community resources.
Encourage use of tools learned in recovering from dependency.
Continue to confront the drug abuse.

Emphasize positive things the client can do to maximize health, siow
further degeneration,

Ex:end hope that the client can live longer.
Emphasize client control over the quality ef life.

Encourage planning for care of family members and financial
arrangements.

Consult with physicians about program modifications to help client stay
in treatment,

Set realistic expectations for yourself and for client.

Consult medication issues to maximize medication benefit without abuse
of prescription drugs (use medication contract?)
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COUNSELLING PLAN CHECKLIST

GROUP 5 - CLIENTS WHO ARE ALSO GAY/BISEXUAL

Check understanding of AIDS G develop an education plan.
Confront denial to minimize risk behavior,

Offer hope for stabilization of health.

Che:'k need for referral to dependency treatment programs,
Encourage continuing commitment to treatment,

Check need G refer to additional resources for follow-up.

Help client verbalize feelings generated by the need for change.

Reinforce taking action now to help stabilize health and slow further
deterioration,

Discuss "contagion” issues with client & family members.
Enccurage C support client verbalization of feelings:

1. Fear of contracting AIDS

2. Fear of exposing/having exposed others

3. Feelings of guilt over past risk behavior

4, Feelings of loss aover behavior changes and possible postponement
of child-bearing

S. Fesar of isoclation/rejection

l

Compile and distribute a8 list of community resources.
Encourage use of tools lesrned in recovering from dependency.
Continue to confront the drug abuse.

Emphasize positive things the client can do to maximize health, prevent
progression to AIOS.

Set realistic expectations for yourself and for client,

Arrange staff participation in training programs to increase sensitivity to
Gay/Lesbian concerns.

Include lover or closest friend as a family member.

Consult Counselling Plan for Groups ! - 4 .as sppropriate.
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COUNSELLING PLAN CHECKLIST

GROUP 8 - FAMILY MEMBERS OF CLIENTS

Check the level of anxiety, concern, anger, grief, etc. felt arounc the
AlDS-related diagnosis of the affected person.

Allow for comfortable verbalization of Feelings

Check understanding of AIDS information & develcp an education plan
based on family members' needs.

Offer hope for prevention of further progressicn of the dissase or ea:
least improved quality of life.

For family members of people with A(DS, siress the impcrtance of a
drug free lifestyle

Stress hope for the development of a treatment.

Check the apparent need and refer for medical follow-up, emoticnal or
sexual csunselling, or te support groups and other self-nelp groups.

Reinforce appropriate interventions as describec in Sections -1V to
family members.
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SECTION TwO: EDUCATION PLAN FOR IV DRUG USERS
BASIC AIDS INFORMATION SPECIFIC TO IV DRUG USERS

Introduction

Users of intravenously injected drugs are at the greatest risk for contracting and
transmitting: AIDS. In addition to the AIDS-related dengers inherent in any
serious drug use, the use of the needle poses threats of its own and allows a
girect path for the virus to enter or iesve the body. The most powerful step the
IV drug user can take to avoid contracting or spreading AIDS is clearly to
forsake the use of the needle, even if this is sccomplished simply by changing
the manner in which drugs are taken, Unfortunstely. the use of intravenous drugs
hes a powerful lure of its own which won't be easily overcome.

At the very least, you must take special efforts to alert and persuade IV drug
users of the seriousness of the dangers they face. When you can't convince them
to give up the needle, you must share important information about how to
minimize risks in spite of it. This is in way mesnt to accept the use of
intravenous drugs, but instead simply recognizes the on-going reslity of the
needle. While you may not be able to eliminate their use, you can certainly

Cause the user to reconsider the casual and sloppy ways in which they are
utilized.

The following outline lists key points which should be made clear to every needle
user,

I. RISK BEHAVIORS & FACTORS
(The ways in which IV drug users are exposed to AIDS or can transmit it).

A. DIRECT TRANSMISSION BY SHARED NEEDLES & SYRINGES
(permits bicod-to-blood contact, the surest way to transmit the virus)

B. TRANSMISSION TO SEXUAL PARTNERS
(permits body-fluid to body-fluid contact. body fluid to blood contact,
and possible blood to blood contact).

C. TRANSMISSION TO AN UNBORN CHILDO DURING PREGNANCY ("neo-
natal® transmission, direct blood contact).

D. POSSIBLE SUPPRESSION OF THE BODY'S IMMUNE SYSTEM
(caused by alcoho! and most drugs).

E. IMPAIRED JUDGMENT WHILE *UNDER THE INFLUENCE"
(very often leads to increased risk taking in drug and sexual behavior,

opening the client to any of the methods of virus transmission listed
above].
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Il. PREVENTION INFORMATION

A,

ELIMINATING RISK FROM SHARING NEEDLES AND SYRINGES

AIDS PREVENTION MEASURES:

Needle/syringe use:

1. Oon't share needles/syringes - “works”

2. Clean needles & “works" vigorously with bleach or alcohol and
thoroughly rinse with water. DO NOT add bleach or alcohel to your
mix - this won't kill the AIDS virus but might kill you.

3. Boil needles and "works* for 15 minutes

4, Remermber that peaale who "look"™ heslthy can still carry the virus.

ELIMINATION CF RISK FROM SEXUAL TRANSMISSION
AIDS PREVENTION MEASURES

SAFE SEX GUIDELINES
{or see SAFE SEX GUIDELINES elsewhere in this manual]

CONSIDERED SAFE CONSIDERED POSSIBLY SAFE CONSIDERED NOT SAFE

Massage, Hugging _ French kissing (wet) Semen Or urine in moOuTH
Mutual masTurbation Anal intercourse witTh condom Blood contact
Social wissing (dry! vYaginal intercourse w/condom Sharing sex toys or noedles
Body to body rubbing . Sucking, sTop betore climax Rimming, Fisting
Voyeurism, exniditionisa ' Cunnilingus Ana! intercourse, no concom
Fantasy watersportTs, external only VYagina! inTercourse, no concom

Use of spermacical toam (with Non=Qxynol 9)
MINIMIZING RISK FOR NEONATAL TRANSMISSION OF AIDS
{transmission to the fetus during pregnancy)
AICS PREVENTION MEASURES
1. Take AIDS anti-body test to check for exposure to the virus

If negative, wait six months while avoiding unsafe sex, slcohal and
drugs, and shared needles.

[ ]

3. Both partners take anti-body test again. If results is still negative
for both, partners can resume usual sexual practices as long es:

a. bSoth partners avoid sharing share needies, or
bB. both avoid sll unsafe sex with other persons in high risk groups.
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4.

If one or both partners is positive on the test, encourage them to

delay child bearing until trestment for exposure to the virus s
available,

D. HEALTH MAINTENANCE MEASURES

e

Decrease use of all immunosuppressive drugs [marijuana, “speed" or
amphetamines, “poppers" cocaine, alcohol].

Remind clients that "being under the influence” can easily lead to
unsafe sexual and drug-use behavior, thereby increase risk of
exposure to the A|DS virus.

Maintain an adegquate diet

Reduce stress - stay in chemical dependency/alcoholism treatmen:
and maintain a drug free lifestyle,

Get regular medical and dental care.
Get adequate rest and exercise.

Have fun! [Yes, it's still possiblel.
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QUICK GUIDE FOR MINIMIZING THE RISK OF AlDS
(Source UCSF AICS Health Project - AIDS Substance Abuse Program

THE BEST WAY IS TO QU!T SHOOTING DORUGS
- You can ge: help to stop

IF YOU MUST SHOOT UP:

- Don't share needies
- You can get AIDS by sharing a needle or syringe.
- Remember: people can look healthy yet still carry the virus

CLEAN YOUR WORKS:
- Flush neesdle G syringe with Clorox (bleach]l. Rinse well with water
- Or, boil for at least 15 minutes

USE CF OTHER DRUGS:
- Remember: alcohol, marijuana, speed, cocaine, and "poppers” can lower your
resistance.

REDUCE YOUR RI3K OF GETTING AIDS SEXUALLY:

- Use condoms

- Avoid contact with semen (cum] or blood

- Follow SAFE SEX guicelines: it can still be Ffun

- Remember: pezple who lock health can still carcy the wvirus.

- Sex while "high" can increase possibility of taking sexual risks due to
impaired judgment,

IF YOU WANT TO HAVE CHILDREN, GET MECICAL ADVICE IF YOuU:

- have shared nee=dles:
- are/have Seen a sexual partner of someone who useZd nesedies.

KEEP IN GOCO HEALTH:

- Eat well,

- Bet rest and exercise.

- Keep stress low.

- Avoid drugs which can lower your resistance to disease.
- Get a3 check-up ancd dental care regularly.

WANT MORE INFORMATION? [insert local phone numters)

- AI0S HWOTLINE [ ) _ _ _ = _ _ _ _

or (8300) F O R - A 1 D S
- DRUG HOTLINE () _ _ _=____
- OTHER
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SUPPORT GROUPS FOR PEOPLE WITH AIDS RELATED PROBLEMS

The Need:

The prospect of deveioping AIDS, fear of an AIDS or ARC diagnosis, or
even the dncertainty of testing positive on the AIDS anti-body test can
all be frightening experiences. Each can generate a significant life crisis.
One widely used method for helping people cope is the use of SUPPORT
GROUPS. SUPPORT GROUPS, when facilitated by a counselor, provide &
safe, supportive setting in which people in similar situstions can share
their concerns, fears, and solutions.

Although each individual experiences an AIDS-related crisis in a personal

way. groups of people with the most similar interests are easily identified.
These commonly include:

GROUP 1: The "WORRIED WELL"
(Clients without symptoms of AIDS or ARC who have

either tested negative to the AIDS anti-body test or
who haven't been tested).

GROUP 2: *"SERO-POSITIVES"

(Clients with a positive AIDS anti-body test without
an AIDS or ARC diagnosis).

GROUP 3: CLIENTS WITH AIDS RELATED CONDITION [(ARC)
(Clients with some clinical symptoms diagnosed as
being AlDS-related but who as yet do not show the
formal indicators of AIDS as defined by Federal
government agencies).

GROUP 4: CLIENTS WITH A DIAGNDSIS OF AIDS

(Clients who are diagnosed as having the formal
symptoms of AIDS).

GROUP 5: CLIENTS WHO ARE ALSO GAY OR BISEXUAL
(Drug abuse clients who also acknowledge either a
homosexual or bisexual preference),

SUPPORT GROUPS work best when the clients are placed together within

these categories. The priorities of various issues vary substantially from
one group to the next.

Joining such a group may not be easy for all of your clients. Many will
express initial reluctance. When the purpose and function of the group s
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well understood, however, much of this reluctance can be overcome. Joining
such a group, of course, is best when it's & voluntary act.

A good methcd for encouraging people in need to join is to sllow them to
talk with others who have been active in such groups. The benefits to
clients can often be best explained by someone with direct knowledge.

They include:

Qutresach

realization thst many feelings, anxieties, and problems are not
unique and have been faced successfully by others

greatly increased knowledge of AlDS-related topics
new solutions to familiar problems
new information about medicsl options

reinforcement of positive approaches, instead of the negativity and
fatalism often found on the street

meeting new friends who share their concerns and desire to solve
the problems

Potentis! group members can be sought in or through:

SOCIAL SERVICES AGENCIES
DRUG PROGRAMS
ALCOHOL PROGRAMS

FRIENDS AND ACQUAINTANCES OF CURRENT GROUP
MEMBERS

Group Format

while the issues of greatest irnpm;nnce will very depending on which of
the five general catsgories the group falls into, the basic format of the
SUPPORT GROUP should have seversl consistent elements:

1.

There is a strong focus on drug snd siccholism treatment issues,
such as relapse prevention and the use of AA and NA.

An ®"Introduction to the Group® is read esch week,

Esch group meeting begins with a 5 - 10 minute “check-in" by
members to help focus the conversation.

Two fscilitators sre suggested for esch group of 8 - 10 clients.

Counselors snd the group work together to maintain a safe end
supportive atmosphere with room for self-disclosure.
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6. An effort is made to “"reframe” hopelessness into a more positive
view of the situation. Practical, problem-solving spprosches are
used to generate new choices for coping with the situation.

7. Groups typically meet once per week, though other arrangements
are also possible.

Themes and Clinical Issues

The common elements of the format described above are supplemented by
focus on the themes and clinical issues of special importance to the each
group category.

GROUP 1:

GROUP 2:

The *"WORRIED WELL"

(Clients without symptoms of AIDS or ARC who have either
tested negative to the AIDS enti-body test or who haven't
been tested]. Special group focus:

- support in staying clean and sober

- support in making behavior changes to minimize the chances
of contracting AIDS

- sharing sense of guilt over past behavior; providing a safe,
supportive place for airing personal feelings of guilt.

- fesr of intimecy snd sexual expression: impact of AIDS on
sexuslity

- knowledge of AIDS, its causes, effects, and treatment
options [f any)

"SERO-POSITIVES"
(Clients with a positive AIDS anti-body test without an AIDS
or ARC diagnosis). Special group focus:

- group support concerning positive anti-body test result
- what positive resuits DO and DO NOT mean

- support in staying clesan and sober through the sanxiety
period caused by the test result

- support in making behavior changes to maximize the chances
of stopping further progression toward AIDS

= guilt snd internalized homophobia ("I caused this by - using
drugs, or being gay, or being promiscuous.®)

- sharing sense of guilt over past behavior; providing s safe,
supportive place for airing persona! feelings of guilt,
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GROUP 3:

GROUP &:

CLIENTS WITH AIDS RELATED CONDITION [ARC)

(Clients with some clinical symptoms diagnosed as being AIDS-
related but who as yet do not show the formal indicetors of
AIDS es defined by Federal government agencies]. These
clients can have a very wide range of symptoms, ranging from
mild to severe and disabling. Special group focus is on:

lack of 8 clear-cut diagnosis (being in ®“limbo")

intimacy (Should | tell people? If so, how? How close is it
safe to get?]

uncertainty, anxiety over outcome

fear of death

thoughts of suicide

guilt snd internalized homophcbie ("I caused this by - using
drugs, or being gay, or being promiscuous.”)

social support problems, lack of services for ARC patients
(*Can | trust you, the group leaders? Where do | go for
help?]

dealing with people [friends, lovers, employers, family):
rejection by friends; difficulty in discussing diagnosis with
everyone; fear of sexual isclation and rejection

dealing with medical aspects of the illness (frequent
physician visits, treatment options, fatigue)

reasons for abseances which occur within the group [(are they
due to iliness or resistance to discussing emotional
difficulties)

CLIENTS WITH A DIAGNQOSIS OF a10S

(Clients who are diagnosed ss having the formal symptoms of
AiIDS).These clients will slso demonstrate a wide range of
symptoms, sgain ranging from mild tc severe and disabling.
Special group focus on:

need for desling with death snd dying
staying clean and sober to maximize life and it quality
intimacy issues, guilt over past behavior

resource availability; medical options
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GROUP 5: CLIENTS WHO ARE ALSO GAY OR BISEXUAL
(Drug abuse clients who also scknowliedge either a homosexual
or bisexual preferencel. These clients may be part of other
groups, according to situation, or 8 special group of their
own. In special groups of their own, focus is on:

- all issues listed for groups above, according to the medical
situation of the clients

- internalized “"homophobia® - self-hatred many gay people
have learned from generally repressive attitudes toward
homosexuality in society and religion

- guilt over past sexual practices

- sexual "addiction® which sometimes accompanies the drug
addiction [if suggested by group members)

- resources available within the gay community

- coping with forced "coming out” caused by the disease

Group Leader Techniques

Within any SUPPORT GROUP, the role of the group leaders are critical to
success. Leaders must take an active role in facilitating discussion in order
to protect the rights of individual expression. Clients in a group setting
will vary widely in their ability to speak out. If the group is to truly
provide SUPPORT, the leader may often have to model it and sometimes
set standards to avoid dcminance by the most outspoken group members.
SUPPORT can be modeled or demonstrated in several ways:

= protecting everyone's right to free expression as long as it doesn't
harm others
- drawing out incomplete or unclear comments by group members

- keeping the discussion track by providing (or supporting) a
particular focus for each meeting

- when discussion is stifiled, asking questions to generate interest

= linviting the group as & whole to respond to overly aggressive or
destructive behavior

- constructively directing the conversation to avoid clashes and
overly hested disagreements

- constructively cutting off rambling or unfocused contributors for
the good the group as whaole

- occasionally summarizing the points of view which have been
expressed.

- @voiding the temptation to play "expert® within the group or take
too active a8 role in discussions
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A complete set of guidelines for conducting SUPPORT GROUPS would
require s manual of its own. Attention to these few basic points should
make it possible to conduct useful SUPPORT GROUPS for any of the
client categories described. In doing so, you'll learn 8 great deal snd may
help clients accept things they might have rejected had they come solely
from the counselor,
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RECOMMENDATIONS FOR AIDS~-AWARE HEALTH CARE PROVIDERS

Staff Education

* An AIDS-educated staff can be developed and supported by in-
service presentations and trainings. A variety of resources,
including the Women and AIDS Clinical Resource Guide, can be used
in conjunction with these trainings. Education and materials
should address: risk assessment and reduction for women,
psychosocial issues for clients and staff, infection control,
perinatal transmission, legal and ethical issues, drug use,
teenage services, and other relevant topics. Your local AIDS
agency or the San Francisco AIDS Foundation can provide
consultation and resource guides to help develop these trainings.

* It is important for staff to address their fears and other.
feelings regarding AIDS, death and dying, before working with
clients at risk, so that these feelings are not projected onto
clients. The health worker should also be able to talk about sex
and the use of condoms in specific terms, in a comfortable, non-
judgemental manner. Information regarding I.V. drug use should be
offered in the same manner. It may be helpful to have an ongoing
support structure within the work setting, in addition to personal
support networks, to continue to address these issues.

* Since many women at risk of contracting AIDS are members of
stigmatized populations, health workers need to identify their
assumptions and/or biases about these groups. Relevant groups
include I.V. drug users, members of ethnic groups other than the
provider's own, non-monogamous wcemen, and lesbians.

Client Education

* AIDS Educational literature in language(s) accessible to your
clients should be provided in the waiting room. Posters and other
AIDS educational graphics can be displayed on the wall.

* Medical intake and history forms should include questions which
specifically address risk factors for women, including:

I.V. drug use;

Multiple sex partners who may be at risk, particularly gay or
bisexual men, I.V. drug users, and hemophiliacs;

Blood product recipients.

Intake forms can also be used to determine a client's level of
AIDS awareness and knowledge about preventative measures.

* Transmission and prevention information should be provided for
clients in the context of family Planning education and in
discussion of general health maintenance regarding drugs, sex or
pregnancy.



* Information on the AIDS antibody test should be available to
all women, and especially to those who are considering pregnancy
and may be at risk of infection with the virus.

Confidentiality

* Agencies working with clients at risk for AIDS will need
charting protocols that ensure the confidentiality of clients'
AIDS antibody test results. In California, state law requires
such procedures, in order to protect clients' employment and
insurance status. The protocol should include a system which will
protect client confidentiality both within the clinic or office,
and when the record is transferred to another setting, such as a

hospital.

Infection Control

* TIf staff members have contact with clients' bleocod, urine, or
vaginal secretions, infection control guidelines should be
established which are both appropriate to the agency and sensitive
to clients' needs. Specific infection control measures can be as
simple as use of disposable rubber gloves, standard procedures to
avoid needle sticks, and proper handling and cleaning of soiled
laundry and other materials. Refer to the chapter on Infection
Control for more detailed instructions.

Referrals

* Current lists of referrals for health, mental health, social
service and drug recovery programs which are AIDS-sensitive should
be available to both staff and clients. These lists, which can be
maintained in a looseleaf binder, should be updated on a regular
basis. Handouts listing anonymous AIDS antibody test locations
should also be available for distribution to clients. The toll-
free AIDS Hotline numbers (415-853-AIDS in San Francisco, 800-FOR-
AIDS toll-free in Northern California) should be conspicuously
posted.
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E. Other AIDS/ARC-Aware Medical .
Servﬂcas

OB-GYN

Family Planning

Purlhatll

Emergency Services

P. AIDS/ARC-Avare Physician
Referrals
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G. AIDS/ARC-Aware Dentist
Referrals

H. AIDS/ARC Home Care

Hospice

Public Health Nurses

Private Nursing/Home Care

Meals on Wheels

Other




A, Q‘;Q < 0(4
& ()
L i S AP N
Crdl P A S 8¢ Phd
CHECKLIST FOR AIDS-AWARE SERVICES FOR WOMEN “3' ,;é‘ & ,o“’qé e %“'J;
RTINS I A L Rk
<L e & & Sy i
. N Y Y. & & o 0 N 4
*9 *9 Sy c,‘v N QO 'Qt' 0’ ‘? 3)
+ SERVICES NEEDED PROVIDED HERE? REFERRAL (Address, Phone) ° il
f——— ————————————— . ———————————— —— — = —

II. MENTAL HEALTH SERVICES FOR
WOMEN

A. Support Groups for women with
AIDS

B. Support Groups for women with
ARC:

C. Support Groups for "worried

‘well" (e.g. emphases such as

. stress management, sero-pos-
itives, safe sex, women of

color, etc.)

D. Private Counseling for women
with AIDS, ARC, sero-positive,
vorried well
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SERVICES NEEDED

CHECKLIST FOR AIDS-AWARE SERVICES FOR WOMEN

PROVIDED HERE?

REFERRAL (Address, Phone
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G. Community Mental Health

H. Suiéide Prevention

I. Psychiatric Emergency
Services

J. Grief/Death and Dying
Counseling

ITI. SOCIAL SERVICES FOR WOMEN

A. Social Services Departments in
AIDS-specific organizations

B. AIDS/ARC Financial Resources

Medical
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General Assistance

Food Stamps

AIDS/ARC Pood Bank

Social Security

State Disability

VA Benefits

Other

C. AIDS/ARC Housing Programs
for women

D. Legil Information and
Advocacy

E. Spiritual Services
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IV. . ALCOHOL/SUBSTANCE ABUSE SERVICES

A. Alcohol/Substance Abuse
Programs in AIDS-specific
organizations

B. AIDS-Aware NON-RESIDENTIAL
programs available to women

PROGRAM ONE:

a. AIDS education/information

b. Counseling

c. Detox ..

+d. MHethadone maintenance

e. Co-dependency services

PROGRAM TWO:

a. AIDS education/information

b. Counseling

c. Deiox

d. Methadone maintenance

e. Co-dependency services
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PROGRAM ONE:

a. AIDS education/information

CHECKLIST FOR AIDS-A

PROVIDED HERE?

REFERRAL (Address, Phone)

C. AIDS-Aware RESIDENTIAL
programs available to women

ot

b. Number of beds available
c. Accepts women with:
AIDS
ARC
Antibody-positive
Children
d. Detox
e. Methadone maintenance
f. Other Services
PROGRAM TWO:
a. AIDS education/information
b. Number of beds available

C.

Accepts women with:
AIDS

ARC

Antibpdy-positive

Children
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d. Detox

e. Methadone maintenance

f. Other Services

V. AIDS INFORMATION AND REFERRAL
AGENCIES

A. .AIDS Hotlines

B. Other AIDS-Related Agencies

C. Public Health Departments
AIDS Activity Office

Women's Health Services

Minority Health Services

Gay/Lesbian.Health Services
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Community Health Centers

D. Women's Centers and
Switchboards

E. Other




