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CALIFORNIA MODELS FOR UOMEN^S AIDS EDUCATION AND SERVICES

Introduction: The AIDS Epidemic

To say that the AIDS epidemic continues to grow is to repeat anobvious "fact. Yet the growth must be observed and understood inorder to develop pol icies and prograrris which can meet and respondto the speci"fic groups (including certain subsets o-f women)a-f-fected by this serious new illness.

Between January 1979 and December 1984, a -five-year period, 8,954AIDS cases were reported to the CDC. The case reports multipliedat a steady rate, as indicated in Table 1. As o-f June, 1985, 49%o-f those stricken had died.

Date o-f diagnosis No. o-f cases No. o-f deaths Case -fatality
rate

1979 Jan.-Jun. 1 1 1007.Ju1.-Dec. 10 8 80%198C Jan.-Jun. 19 15 79%Ju1.-Dec. 28 28 100%1981 Jan.-Jun. 81 71 88%Ju1.-Dec. 174 145 83%1 982 Jan.—Jun. 353 267 76%Ju1 .-De c. 626 443 71%1983 Jan.—Jun. 1 163 789 68%Ju1.-Dec. 1507 964 65%1984 Jan.-Jun . 2256 11 90 53%Ju1 .-Dec . 2728 929 34%

Table 1: Number o-f reported AIDS cases by hal-f-year o-f diagnosis.1979-84. Data -from Centers -for Disease Control, June 3,1985. Surveillance Report.

The number o-f cases per million has risen steadily. BetweenJanuary and June o-f 1985 alone, the number o-f cases per millionnationally has risen -from 35.1 to 46.9. In San Francisco the ratehas climbed -from 287.9 to 384.2. (1) The illness has also spreadto new locations and populations. Initially concentrated in a -fewmajor metropolitan areas, it is now in all 50 states. Thepercentage o-f total cases in the major cities is shrinking and theproportion in more rural states and districts is growing. Table 2indicates this trend during the -first six months o-f 1985.
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SMSh or Residence Dates o-f Diaqnosis

1/1 /81 - 1/21/85 1/1/81 - 6/3/85

N % cases D. N % cases D

mill ion mill 1 on

New York, N.Y.
San Francisco, Ca.
M i am i , F1 ,

Newark, N.J.

2855
936
305
217

36
12
4

3

313
287.9
187.6
110.4

3615
1249
368
270

33.9
1 1 .7
3.4
2.5

396.4
384.2
226.4
137.3

Elsewhere 3668 46 14.7 5176 48.5 23.9

Tota1 U.S. 7981 100 35.1 10678 100.0 46.9

Table 2: Comparison o-f AIDS cases by Standard Metropolitan Stat¬
istical Areas in January and June, 1985« Source; CDC
Surveillance Reports o-f 1/21/85 and 6/3/85.

N = no. o-f diagnosed cases
oi total U.S. cases

cases p. million = no. o-f cases per million inhabitants

Although the cities with the highest rates o-f AIDS cases continue
to have more illness diagnosed (e.g., the case per million rate in
San Francisco has Jumped -from 264.9 to 384.2 between January and
June o-f 1985), the distribution is broader. The cities listed in
Table 2 (among the top -five in terms o-f cases per million at both
countings) now have a lesser share o-f the total number o-f cases
than they did in January. This change demonstrates the continuing
rapid spread o-f the epidemic. The implication -for preventive
education and -for services is that these also must becorrie more

widely distributed outside the major metropolitan areas.

While AIDS has always a-f-fected both men and women and persons o-f
all sexual orientations, its sexual spread has previously been
more rapid among gay men than among the heterosexual population.
Epidemiological evidence indicates, however, that as a sexually
transmitted disease AIDS is currently spreading among
heterosexuals at a progr ess i ve 1 y -faster pace. As Table 3
indicates, the number o-f AIDS diagnoses -for which heterosexual
contact was the primary risk -factor rose -from 59 in January 1935
to 97 by June 1985, a 64.4% increase. The number o-f cases where
homosexual contact was the suspected route rose -from 5,748 to
7,732, an increase o-f 34.5% The heterosexual rate o-f increase was
1.86% times that o-f the homosexual contact rate o-f increase.
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Suspected Homosexual and Heteroc&xual Tr an s-m i ss i on

Date Male-Male Contact Ma 1e-Fema1e Contact

1/21/85 5748 59

6/3 '85 7732 97

Numerical Increase 1984
'A Increase 34.5/1

Table 3: Number o-f AIDS diagnoses by suspected route o-f sexual
transmission. Data source: CDC Surveillance Reports,
1/21/85 and 6/3/85.

38
64. 4*'.

I n ter est i ngl y enough, the rates o-f increase in diagnoses -for men
and women during the same period are both around 347., although therate is slightly higher -for women (see Table 4), The di-f-ference
is not statistically signi-ficant.

Date

1/21/85

6/3/85

Gender (Adults ^ Adolescents)

Ma. 1 e Fema 1 e

7375 511

9869 689

Numerical Increase 2494
7 I n c r e a « e 3 3 . 87.

1 78
34 .9/;

Table 4: Rates o-f increase in reported AIDS diagnoses -for men and
women between 1/21/85 and 6/3/85. Source o-f data: CDC
Surveillance Reports. Calculations by author.

Comparisons o-f Tables 3 and 4 indicate that the rise in AIDS
diagnoses attributed to heterosexual contact is not simply a
matter o-f more women being diagnosed. It re-flects more
heterosexual transmission for both women and men.

The incubation time between infection and the emergence of AIDS-defined illnesses can be from a few months to many years. The
lengthy incubation-healthy carrier phenomenon, combined with a
lack of AIDS awareness in the general population, means that the
illness rates are only the tip of the iceberg of AIDS infection
among heterosexual men and women.
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In response to the spread o-f AIDS, including the rise inheterosexual cases and the steady increase in numbers o-f women andin-fants with the illness, this report will concentrate on theimpact o-f AIDS on worrien. It will include an outline o-f preventionstrategies utilized in California, which may be able to slow theIncrease o-f cases, and lessen the morbidity and mortality -forthose women who are exposed to or in-fected by the HTL^-I I I virus.

I. Ulomen and AIDS; Transmission and Derrioor aph i cs
As o-f June 3, 1985, 738 -females in the United States had beenreported to the CDC as having AIDS. The best estimate o-f womenwith AIDS-Related Conditions (ARC) Is approximately six to tentimes greater than the number with AIDS, 4,428 - 7,380. The bestestimate o-f those with the virus in their systerri is 60 to 80 timesthe number with AIDS: 44,280 - 73,800. (2) Ulomen comprise 7V, o-fthe national population o-f AIDS patients and probably a similarproportion o-f those with ARC or the virus, I-f the category "gayand bisexual men" is excluded, as many as 20X o-f AIDS cases are■female. Still, as the -figures cited above indicate, there arethousands o-f women already in-fected. They, their sexual partners,and their in-fants are at immediate risk o-f developing the -fatalillnesses associated with AIDS.

Sources o-f Transmission

Table 5 indicates the major routes o-f transmission -for AIDS -forwomen.

AIDS Diaonoses Arriong Ulorrien

U.S . 1 Cal i -f or n i a 2 San Fr anci
Patient Groups N 'A N 7 N 7
I .U*. Drug User 374 50.7 5 21 .7 2 22Hemophiliac 3 .4 - -

-
-Heterosexual Contact 88 11 .9 2 8,7 1 1 1Trans-f us i on 63 8.5 5 21 .7 3 33Parent at Risk 43 5.8 2 8.7 2 22None Apparent/Unknown 167 22.6 9 39.0 1 il

Total: 738 1007. 23 1007. 9 1007
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Table 5: Reported AIDS cases among women, by patient group
(suspected route o-f transmission) -for U.S., Cali-fornia,
and San Francisco since 1981. (On account o-f rounding,
not all percentages add up to 100.)

1 -from CDC Surveillance Report, June 3, 1985

2 -from Cali-fornia AIDS Activity O-f-fice data, 1/7/35.
Author's calculations.

3 "from San Francisco Dep ar tmien t o-f Public Health data,4/30/85. Author's calculations.

General Issues

The most common route o-f transmission -for worrien is IV drug useand shared needles (50.7X). This is a signi-ficant risk -factor
nationally, in Cali-fornla, and in San Francisco. (Because the
state and city numbers are so small, they must be treated with
caution when making generalizations and predictions.) O-f the
other identi-fied routes, heterosexual contact is the next most
important nationally. Although a substantial number o-f women have
contracted AIDS through blood or blood products, this risk -factorhas essentially ceased to be a threat on account o-f blood bank use
o-f virus antibody tests.

A striking number o-f women (22.6X nationally (167), 39/ (9) in
Cali-fornia, and 11/ (1) in San Francisco) are listed as being atrisk -for "no apparent" or "unknown" reason. The comparable
category ("unknown, other") -for males is only 5.6/ nationally
(June 3, 1935 — CDC). Some o-f these women may be recent Haitian
imigrants. Haitians in Haiti and recently emigrated to the U.S.
are reported to be AI DS-an t i body postive at a rate o-f 2/.
Haitians are currently listed as "unknown/other", unless in other
risk categories. Other worrien 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 o-f -female
cases.

Although women comprise the bulk o-f health care workers servingpatients with AIDS, there are no reported cases o-f transmission to-females (or males) associated with exposure to blood, urine,saliva, or mucous during nursing or other medical care. Neither
super-ficial contact nor more direct contact, including needlesticks with contaminated blood, have resulted in AIDS, or even inpositive antibody test results.

Sexual Transmission

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 transmitted -from males to -females.
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I "f so, the role o-f tissue trauma during uaginal and/or anal
intercourse might be a -factor together with the dosage transmitted
via serTien. This can be compared to the lesser potential -for
traurria to the male during intercourse and the more limited
opDortunity -for direct passage o-f vaginal and cervical secretions
into the male^s body.

On the other hand, the male--female di-f-ference in rates o-f
heterosexual contact leading to AIDS may be a result o-f the much
higher nufT.bers o-f men already in-fected with the virus. On the
basis o-f AIDS diagnoses, we can estimate that there are over 10
times as many men in-fected with the virus as there are women.

Ulh i 1 e many o-f these men have contracted AIDS via horriosexual
contact, a substantial proportion has been in-fected via drug use.
Bisexual males and a number o-f gay-i den t i-f i ed men have sexual
contacts with women. But even i-f one excludes both gay and
bisexual men -from AIDS statistics, BOX o-f the diagnosed AIDS cases
are male. These -figures mean that a woman is much more like.ly to
meet an in-fected person o-f the opposite sex than is a man.
Consequently, her chances o-f being exposed to the AIDS virus via
heterosexual transmission are currently greater than a mane's.

While there is a tendency -for some to -focus on the risks o-f
prostitution, all women who have multiple sexual partners increase
their chances o-f AIDS virus exposure. COYOTE, a U.S. prostitutes'
organization, reports that nationally nine prostitutes are known
to have contracted AIDS. It is unknown whether these women were

also IV users. There is no direct evidence that U.S. prostitutes
or other sex workers, such as sex therapists and sex surrogates,
have contracted AIDS as a result o-f their sexual activity. As
Coyote argues in Appendix 1, sex workers are o-ften more care-ful o-f
disease transmission than is 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 o-f needles. They
are then capable o-f transmitting the virus to others sexually.
H t st or I cal 1 y , -female prostitutes have been blamed -for the
existence and spread o-f sexually transmitted diseases in the
general poulation, even when there is contrary evidence. Coyote^s
position paper (Appendix 1) attempts to address 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 Drue Use and U'orr.en

Drug use with shared needles is the most important source o-f
transmission o-f the virus to women. As Table 5 indicated, it is
especially important nationally, although less so in Cali-fornia.
Current estimates, however, are that approx i mate 1 y 1 OX o-f the
opiate using population o-f San Francisco is HTLV-III antibody
positive. (3) I-f this -figure continues to rise, and i-f the -figure
is determined to be similar in other, non-opiate, IV drug users.
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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 o-f Public Health from May 30, 19S5,
demonstrate the important role IV use may play in AIDS infections,
regardless of gender or sexual activity. (See Table 6.)

Mai e
Gay 13*/.
Bisexual 26'/,
Heterosexual ^6'/,

Female 22%

Table 6: Gender and sexual orientation (where known) of San
Francisco AIDS cases with I.^/*. drug use reported by
patient or physician, regardless of suspected route
of transmission or primary risk factor. Data from
San Francisco Department of Public Health, May 30, 1985.

Prognosis for AIDS is poor In I'v' users, with a higher death rate
( 51 .7!'! > than for AIDS cases overall (49%) . (4)

IV drug use Is more heavily concentrated in non-white communities
in the United States than it is among whites. The economics and
social consequences of racism, together with criminal justice
legislation and enforcernent policies have produced a situation in
which the poorer Black and Hispanic communities of the United
States are suffering from an epiderriic of drug use. This epidemic,
combined with that of AIDS, is having a devastating Impact already
in the New York-New Jersey area. With reports that as many as 80-
9C% 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 lU" drug users who have been diagnosed with AIDS.
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Reported Drug Use - US AIDS Cases

Race N %

Ulh i te 264 197:
Black 692 50'/.
Hisp an i c 433 31 .1/.
Native American 3 .22:
As i an - -

Unknown 1 1

Table 7: Racial distribution o-f diagnosed AIDS cases with I.V.
drug use as primary risk -factor, U.S. Data source: CDC,
2/1/85.

These -figures lead us to a general consideration o-f ethnicity and
AIDS in women

Ethnic Distribution o-f AIDS in Ulomen

Nationally, women o-f color haue been -far more likely to be
diagnosed with AIDS than are white women. Table 8, which compare
Cali-fornia and the rest o-f the nation, makes this clear.

Female AIDS Cases

Reoion

Ca. Elsewher e A1 1

Pat 1e n t
Race/E thnici tv N N N

Ulh i t e 26 149 175
B1 ack 6 340 346
H1 span i c 3 149 152
Other/Unknown —c. 9 9

Total: 35 647 682

Table 8: National Di str i bu t i on o-f -female AIDS cases by 1
o-f May 28, 1935.

FroiTi a quick review o-f this table, one might incorrectly conclude
that AIDS is not especially a problem -for ethnic minority
communities in Cali-fornia. However, the Pac i-f i c Center AIDS
Project in Alameda County has -found that 17.21K o-f Cali-fornia AID
cases are in minority communities. <5) In Alameda County itsel-f
the -figure is 32.5% <6>. Table 9 inidcates that ethnicity varies
among the patient groups (another term -for "risk categories").



Race
Patient Groups by Risk Factor

Male
Gay/Bisexual I.V. Use

Heterosexual MaternalHemop>hilia Transmission Transfusion Transmission
Other/
Unknown

TCriALS
By EthnicityN % N & N % N % N % N % N % N %Vlhite 992 90 2 25 - - 1 25 4 80 - - 1 25 1000 88.9%Black 43 4 4 50 2 75 2 100 2 50 53 4.7%Hispanic 56 5 2 25 -

- - -
- - - - 1 25 59 5.2%Asian 6 .5 - - - -

- - 1 20 - - -
- 7 .6%Other

(incl. Nn.
Indian)
Unknown

4

2

.3

.2
—

4

2

.4%

.2%

Totals
(by patient

1103 100% 8 100% - - 3 100% 5 100% 2 100% 4 100% 1125 100%
grtjup)

Table 9j AIDS patient groups (primary risk factor) by ethnic origin is San Francisco between Jan. 1, 1981and May 30, 1995. Data Source: from San Francisco Department of Public Health.



Page 10

Furthermore, when one analyzes the ethnic distribution o-f
heterosexually contracted AIDS cases in San Francisco, a broad
ethnic spread immediately emerges, as indicated in Table 10.

Ethnic Group Heterosexual males and all -females-
AIDS Diaonoses

N %

Wh i t e 8 36

B1 a c k 10 45

H i sp an i c 3 14

As i an 1 5

Other — ——

Total : 22 100%

Table 10: Ethnic distribution o-f AIDS diagnoses in San Francisco
among (sel-f-identi-fied) heterosexual males and women
<all sexual i t i es) , regardless o-f risk -factor. Data
source: San Francisco Department o-f Public Health.

The -figures in Table 9 make clear that any educational campaign in
San Francisco intended to have an impact beyond the gay community
must 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 also be used in education and
service -for gay San Franciscans. I merely wish to emphasize the
necessity o-f multi-ethnic work i-f one is to reach women who r i sk
contracting AIDS, either directly or through their male partners.
Lesbians and AIDS

As o-f May 30, 1985, there had been no documented cases o-f sexual
transmission o-f AIDS virus between lesbians. There are, however,
a small number o-f cases o-f women who de-fine themselves as lesbians
who have contracted AIDS through shared IL' needles and through
heterosexual contact. Until -further research on -female
transmission is complete, the risks o-f lesbian sexual practices as
transmissors o-f the virus are essentially unknown. The paucity o-f
research on sexually transmitted disease among lesbians makes most
projections on AIDS transmission highly speculative.

I-f the virus is found in vaginal and cervical secretions, and/or
the menstrual blood of infected women (as Is to be anticipated),
then it 1s as important for women as for men to avoid these flu;cs
when their partners are infected or possibly infected.

Two studies currently under way, the AWARE project on AIDS
seropositiVity in women, conducted by Uofsey, et al . at UCSF, and
a project at the San Francisco based Lyon-Martin Clinic on
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sexually transmitted diseases in lesbians, may help answer some o-f
these questions. For a description o-f the AWARE projects, see
their attached research proposals (Appendix 3).

Donor Insemination

A major issue con-fronting lesbians as well as some other couples
with -fertility problems is donor insemination. There have been no
documented cases o-f AIDS virus transmission through donor
insemination. This does not mean that semen without "sex" is
sa-fe. Rather, it may re-flect precautions taken by sperm banks 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 and/or limited dose with planned
insemination. However, until more data is collected (and given
the knowledge that the virus can be contracted -from heterosexual
transmission o-f semen), almost all physicians and sperm banks
advise against insemination with a donor in a r i sk cate-fory. One
strategy -for protection in donor insemination is use o-f the
antibody test when the donor has possibly been exposed or
in-fected. The Alternative Test Site brochures o-f the San
Francisco AIDS Foundation (Appendix 4) explain why such screen i ng
is impor t an t.

Pregnancy and Maternal Transmission

Women are unique in their ability to become pregnant and bear
children. This special capacity also renders them capable o-f
passing the AIDS virus on to their unborn children. O-f the 124
pediatric AIDS cases reported to the CDC by June 3, 1985, 90 (73X)
are the result o-f maternal transmission. The mothers were

in-fected via shared needles or sexual contact. Most appeared
healthy during their pregnancies. The maternal in-fections were
passed on, however, to the in-fants, transp 1 acen tal 1 y, or at birth,
and in some cases possibly through nursing. The in-fants with
AIDS, the many others with ARC, and those children carrying the
virus can anticipate greatly shortened lives with high
susceptibility to opportunistic in-fections and cancers.
Prevention o-f maternal transmission can only be accomplished
through education o-f women at risk -for AIDS in-fection. As will be
discussed in the "Programs" section, such education will require
the combined e-f-forts 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
process.

Pediatric AIDS is a phenomenon more common to other areas of the
U.S. than to California. H^ever, 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 78% nationally. The pediatric AIDS demographics
mirror the female demographics, for obvious reasons.
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II. Current AIDS Prevention Programs -for Women

It is universally acknowledged that education is the key to
stemrrjing the spread and mitigating the e^-fects oi AIDS. The
education must include health providers as well as people who have
been, or might be, exposed to the AIDS virus. Additionally,
multiple services, ranging -from in-formation and re-ferral through
social service and case management to a -full range o-f medical
services, are acutely needed -for people with all stages and types
o-f illness and incapacity associated with AIDS. As the previous
section indicates, a growing number o-f women will be needing both
education and health services. To date, woman—focussed and/or
woman-sensitive AIDS resources have been quite limited.

In this section we will review such resources and programs in
Northern Cali-fornia on a coun ty-by-coun ty basis, beginning with
San Francisco, where the greatest number o-f women^s educational,
resource, and research projects are to be -found. Most o-f these
programs can be adapted to other counties and adjustments can
easily be made -for urban, suburban and rural conditions.

San Francisco City and County

A. Women^s AIDS Network

The Women^s AIDS Network (WAN) is a volunteer organization
grounded in San Francisco. Its active members come -from most Bay
Area counties (San Mateo, Santa Clara, Alameda, Marin, Sonorria) as
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 itsel-f as a national organization. When
this proved impractical, it gradually settled into an educational
and advocacy role in Northern Cali-fornia. Its members are

predominantly women health pro-f ess i onal s (physicians, therapists,
educators, nurses, researchers, social workers, etc.) working in
AIDS organizations.

For its members, WATj provides a location to exchange in-formation
and ideas. Some o-f the issues which the organization has
addressed include:

1. members^ experiences as women in predominant1y male
organizations
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2. emotional issues oi working with people with AIDS and ARC

3. networking opportunites -for re-ferrals, aduice, employment,p1anning

4. recommendations -for coordinated, non-dup 1 i cat i ve resourcedeve1opmen t

5. in-formation sharing concerning research, new programs and
policies, potential speakers -for -forums, workshops, etc.

6. resource sharing, e.g., loans o-f audio-visual media

WAN has provided a variety o-f services to the broader community bysponsoring educational -forums and by preparing and distributingbrochures about women and AIDS. WAN sponsored the -first Women andAIDS -forum -for the general public in the Bay Area in 1983. In
1984, with the assistance o-f the San Francisco AIDS Foundation, itsponsored and organized its second Women and AIDS -forum, this one■for health care providers. Continuing Education credit wasavailable -for nurses. The syllabus -for this -forum is attaching inAppendix 5. The brochure "Women and AIDS" was written by twomembers o-f WAN, and then -funded, printed and reprinted by the SFAF(Appendix 6>. Currently (June, 1985) WAN is completing its -firstnewsletter to the general public. The newsletter will have aninitial circulation o-f 3,000 copies.

Funding -for WAN activities has been generated by dues, -forurri -fees,and a small grant. The organization is currently planning abene-fit -for newsletter expenses and is selling buttons which say"AIDS: Not Just a Man'^s Issue — Women^s AIDS Network". (SeeAppendix 7 -for WAN membership -forrri.)

WAN provides a model which can have a signi-ficant impact on healthcare providers and on consumers. It developed in an area withmany AIDS cases (most o-f which are male). The region may alsohave been conducive to organizational creation. The San FranciscoBay Area is a region with an established history o-f womenorganizing around health, gay and -feminist issues. Still thenetwork approach can be a strategy worth considering in outlyingcounties, as a mode to generate awareness o-f AIDS, and as a way o-flinking the women health workers o-f the county Into an active-force around AIDS issues. Major values o-f the network approachare that it is -fairly economical, it breaks down isolation, and itcan grcxj i nde-f i n i te 1 y .

B. Women^s Prooram. San Francisco AIDS Foundation
In October, 1984, the San Francisco AIDS Foundation (SFAF)received a grant -from the State Department o-f Health to develop apilot program on Women and AIDS. This project is the onlygovernmient -funded educational program in the U.S. which isexplicitly -focused on AIDS and women. The Foundati on hired ahal-f-time development coordinator (the author of this report).
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Building on earlier work at SFAF, the program has developed an
experimental mu 1 t i--face ted approach to education, re-ferrals and
resource devlopment concerning women and AIDS. It has taken San
Francisco and nearbx Cali-fornia counties as its main -focus. Its
work between November 1984 and June 1985 is described below.

1. Forums

The November 1984 "Women at Risk" -forurri -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 o-f other -forums and workshops. These have
been directed at three audience categories: health pro-f ess i onal s,
women at risk, and the general public.

Forums and workshops -for health pro-f ess i onal s included Continuing
Education credit wherever possible to encourage attendance by
nurses and other persons -for whom cer t i-f i cat i on credits are

important. A -forum conducted -for the San Francisco Health
Department -focused spec i-f i cal 1 y 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 o-f care providers, many o-f whomi might not attend a
meeting or -forum exclusively -focused on women or on AIDS or on
"women and AIDS".

Presen tat i ons -for the general public were conducted at U.C.
Berkeley, as part o-f an all-day -forum on AIDS, and to
predominantly lesbian and gay audiences in San Francisco and Santa
Cruz .

Presentat Ions to women at risk through IV drug use and/or multiple
sexual 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
o-f 20 -female inmates.

A primary goal o-f the Women^'s Development Program in regard to
education o-f women at risk has been to train service agency sta-f-f
and/or members o-f the at-risk group to do trainings themselves.
At the Family Addiction Center -for Education and Treatment
(FACET), sta-f-f were trained by the program coordinator; at the SF
county Jail the initial program -for inmates involved both Jail and
SFAF sta-f-f. The latter is pre-ferable when developing materials
-for a new audience, as it gives the program developer more direct
opportunity to Judge the e-f-f ec t i veness o-f various educational
strategies.
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2. I n-f orma t i on and Re-ferrals

The women's prograrri also provided up-to-date in-formation on women
and AIDS to SFAF Hotline callers, SFAF sta-f-F, health care
pr o-f ess i onal s, and researchers. In order to provide such
1 n-forma t i on , an agency or program will need to set aside sta-f-f
time to collect the i n-f ormat i on. At the SFAF, the women ^s program
coordinator went to the International AIDS conference in Atlanta
in May 19S5 as one part of this process. Existing worrien^s
organizations and services should be surveyed in regard to their
abilities to provide AIDS services, while existing AIDS
organizations must also be reviewed in terms of their service to
women. 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's
program was the development of an organizational network among
professional AIDS researchers working with human subjects (the Bay
Area AIDS Research Consortium). Uhi1e the research network was
much broader in scope than "Women and AIDS", it did include all
Bay Area research projects working with women. It was also
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 supp 1 erriented wit6h brochures and other
materials that can be sent to the caller. Additional mass media
and group approaches for more general public education are also
pursued by the Foundation.

The SFAF Hot!ine was developed to serve three basic classes of
people; the general public, people at risk for AIDS, 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 sensitively to women''s
issues within the three general categories. (See Appendices 8 and
9 for support group and drug rehabilitation resources listings.)

3. Adver tisino

As a component of the provision of information to the general
public, the women^s program prepared specific advertising to
encourage womien and the non-gay-i den t i f i ed population to call the
Hotline. (See Appendix 10 for advertising copy.) To reach the
multi-ethnic population of women at risk, advertising was prepared
in Spanish and English. Ads were placed in the Black, Hispanic,
Asian and white press, as well as the gay and lesbian press and in
papers read by prostitutes.
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4. Mu1ti"Ethnic Outreach

In addition to the bilingual, multi-ethnic advertising campaign
•for the Hotline, the program distributed •Ulomen and AIDS"
brochures in Spanish ("Mujeres y AIDS", see Appendix 11) and
recruited Black, Spanish-speaking and bi-cultural volunteers to
work on various outreach projects. Consultation and a proposal
were also provided to the San Francisco Department o-f Public
Health concerning a possible mult-ethnic educational program -for
teenagers (see Appendix 12). The Uomen^s Program Development
Coordinator also participated in the ethnic outreach committee o-f
the SFAF.

Where diverse ethnic and/or racial populations are at risk -for
AIDS, 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 signi'ficant Hispanic population.

5. Work with Special Groups O'f Women at Risk

Prostitutes, women in jail, IV drug users, and women -facing
pregnancy a-fter possible AIDS virus exposure: these groups o-f
women have special needs -for AIDS services. The SFAF Women^s
PrografTi developed separate -files general o-f i n-format i on , health,
social services and legal resources, education programs, and
specialists who could work with Individuals or groups. The -file
development was prepared by 1iterature review and contact with
organizations working with women in these groups. The -files were
then available when requests -for assistance or resources arrived
-from health care providers, the general public, and the women at
r i sk .

6. Networkino and k)olunteers

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.

Networking 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 o-f Women, the Bay
Area AIDS Research Consortium (-founded by the SFAF), and gay and
lesbian organizations.

The SFAF volunteer network and volunteer coordinator were used to
recruit volunteers. From San Francisco State University, two
Women"'s Studies Interns and -five Health Education interns donated
various amounts o-f time. One volunteer came through an
alternative sentencing program. Several volunteers either had ARC
or were otherwise exposed to the AIDS virus. Another worked in an
AIDS-related job. Among therri, these volunteers contributed over
450 hours o-f work in six months.
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Each volunteer had a clearly de-fined task which was pursued over
several weeks or months. Two developed a mu1ti-ethnic advertising
campaign; one prepared translations and typed; another handled a
mailing list and in-formation requests; -four prepared a grant
proposal; and two developed a major listing o-f women''s health care
providers. In only one case did a person stop working be-fore a
project ended and then the work was substantially complete.

7■ Fu ture PIans

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

a. Outreach to Worrien^s Health Care Providers

A Program intern prepared a county by county listing o-f
women^s health care providers in Northern Cali-fornia. The
listing includes all obstetrician/gynecologists, women^s
health clinics, and women^s substance abuse programs in San
Francisco, Alameda, Contra Costa, Lake, Solano, Mendocino and
San Mateo counties. The listing will be used to contact
these providers to begin compr ehen i sve educational prograrris
about women and AIDS in these counties. This plan was begun
a-fter it was realized that very -few women^s health care

settings have 1iterature on AIDS and women. Existing
1iterature and patient education programs which touch on
sexually transmitted diseases have not yet been updated to
include AIDS. The primary goal o-f this plan is to begin to
change this situation. Implementation o-f the plan will
require extensive local organizing and cooperation. (See
Appendix 13 -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 o-f
condoms. This proposal, "Worrien and AIDS — Straight Talk",
was prepared by San Francisco State University Health
Education students. It is attached in Appendix 14.

c. "AIDS Teenage Awareness Program"

A third proposal was prepared in dra-ft -form -for the Comrriunity
Services o-f the San Francisco Department o-f 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 they were
generated by the Women^s Program o-f the SFAF, but also
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because they can be used as models in other cities, counties,
or states which are deueloping AIDS awareness and preuention
programs to protect and serue women.

C. AUARE

The AUARE research project is "funded through the University o-f
Cali-fornia, San Francisco, out o-f Cali-fornia AIDS research "funds.
It is mentioned here because its goal is the generation o-f
knowledge about women and AIDS and because it provides education,
counseling and re-ferrals to its research subjects, all o-f whom are
women.

AUIARE is the acronym -for Association -for Ulomen^s AIDS Research and
Education. The emphasis is on research, with the study
essentially -focused on ser opos i t i v i ty prevalence among women at
risk through heterosexual contact. Copies o-f the projects
research proposals are appended (Appendix 3).

The AWARE project is the -first to systematically study women at
risk. It is also the product o-f cooperative planning and
interaction among physicians, epidemiologists, health service
providers, and advocates -for women. It is thus an objective but
somewhat unusual scienti-fic enterprise. Both its research methods
and its style o-f working with subjects could be use-fully
replicated in other cities. Additional Bay Area research projects
connected to the AWARE study are investigating the role o-f donor
insemination, the psychological impact o-f antibody test result
i n-f ormat i on, and the AIDS antibody status o-f women partners o-f men
with hepatitis B antibodies.

D. AIDS Support Resources -for Worrien in San Francisco

There are a number o-f health organizations in San Francisco which
either serve women primarily or have special programs -for women.
These organizations are listed in Appendices 8, 9, and 13. O-f
special note in regard to AIDS services are the support groups -for
women developed by Shanti and the AIDS Health Project. The AIDS
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 becorries more widespread and
more womien discover they are antibody postive, the demand will
i ncrease.

In the area o-f susbstance abuse resources, services -for women are
limited. The AIDS Health Project provides some out-patient
support groups. 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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pregnancx and -for women with children. This is the Porriero/ House
o-f the Women's Alcohol isrri Center. Although Pomeroy House requires
that the client's major problerri be alcohol, it will admit women
with pol/drug dependency including opiate use. The sta-f-f has also
completed a process o-f in-seruice training concerning women and
AIDS. Pomeroy House provides an important model -for education and
rehabilitation o-f women at risk -for AIDS on account o-f I'v' drug
use .

In addition to the special prograrris -for women noted above, all the
AIDS organizations in San Francisco — Hospice, Shanti,
Mobilization Against AIDS, and the SFAF — make their general
services available to women. The SFAF, -for example, o-f-fers
comprehensive case rrianagement through a social services
department; it also provides a -food bank -for people with AIDS or
ARC, and general re-ferrals. Hospice provides housing services -for
people con-fronting death and dying. Shanti provides a variety o-f
counseling and support -for individuals and their loved ones
-facing 1 i-f e-threaten i ng illness and bereavement. Mobilization
Against AIDS is an advocacy organization which monitors
legislation and secures -funding -for AIDS research and services.

E. San Francisco Public Health Department

The Health Department has begun to apply traditional communicable
disease tracking a'nd education to heterosexual AIDS cases in San
Francisco. Persons with AIDS (not persons with positive antibody
test results) are asked to noti-fy their recent and current sexual
partners. Alternatively, i-f the patient is uncertain about rriaking
the personal contact, a Health Department Corr»mun i cabl e Disease
0-f-ficer will make the contact instead. The goal o-f the program is
to stem the spread o-f AIDS through individual education about sa-^e
sex p r a c tic e = .

The Department o-f Public Health also provides extensive -funding
-for general education and -for the Alternative Test Site Centers
-for anonymious antibody testing. This is in addition to its
-funding -for direct rriedical, mental health and other services
needed by people su-f-fering -from AIDS-related illnesses.

F, Medical Sei'vices in San Francisco

The bulk o-f Northern Cali-fornia medical services -for people with
AIDS and ARC is located in San Francisco. This results -fromi
several -factors: the size and political in-fluence o-f the San
Francisco gay community, the local concentration o-f AIDS cases,
and a pre-existing density o-f health services, physicians,
research -facilities, and medical schools. I-f special services -for
women with AIDS were to develop in Cali-fornia, one would expect
them to occur -first in San Francisco. To date the number o-f adult
-female patients has been low — seven with AIDS, and an unknown
number o-f women with identi-fied ARC symptoms. Lyon-Martin Clinic,
a San Francisco women^'s clinic originally -founded to serve
lesbians, has trained its sta-f-f, with the help o-f AIDS outpatient
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clinic sta-f-f irom San Francisco General Hospital, to be a pre-
screening clinic -for AIDS. The AIDS screening clinics in the
cit/^s Public Health Centers, as well as all other AIDS medical
services, are also available to women. The Lyon-Martin model
represents the addition o-f AIDS-related services within a woman-
•focussed or gan i za i ton . The Health Center model represents a
similar expansion o-f AIDS services -for both male and -ferriale
clients. In both cases, special training in diagnosis and
treatment is required -for physicians and other sta-f-f.

Services -for pediatric AIDS patients are lirrnted; re-ferral s are
being made to the pediatric immunology service at the University
o-f Cali-fornia 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. Uith women as
clients, additional needs, such as those associated with dependent
children and pregnancy, must also be addressed. Planning -for
clinic and other medical services -for women should take these
special needs into account. Section D, above, describes some o-f
the supplemental services available to women in San Francisco.

Overall, o-f the Northern Cali-fornia counties, San Francisco has
the greatest variety o-f educational and service programs directed
at women. Ule will now brie-fly examine some o-f the outreach and
special services to women in other counties. All the counties
listed are in the state service area o-f the San Francisco AIDS
Foundation. They receive assistance in program development.
Where no organized programi exists, the Foundation has provided
some direct education.

Alameda County

Aside -frorri services provided through the Health Services Agency,
the major AIDS organization in Alameda County is the Pac i-f i c
Center AIDS Project. The Pac i-f i c Center provides an in-formation
and re-ferral service, a variety o-f education programs, and support
groups -for people with AIDS as well as -for -friends, -family and
lovers. The Center has initiated several projects spec i-f i cal 1 >
addressing the needs o-f women;

1. "Women Concerned About AIDS" discussion group — meets once a
week. Includes women working in the -field, women at risk, and
those with -friends or -family with AIDS.

2. An evening drop-in worrien'^s group — -for lesbians, straight and
bisexual women.

The Center has also been Involved In several outreach projects
which touch on the special needs o-f women:
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1. "Talking with Our Kids and Other Parents About AIDS" — an
euen i ng -for urn .

2. An elimination and preuention o-f racism project (see "Paci-fic
Center AIDS Project Statement on Racism and AIDS Work", Appendix
1 2) .

Several "forumis on AIDS in A1 amieda County have included workshop =
on women and AIDS.

The Pac i-f i c Center AIDS Project is a more typical AIDS
organization -for Cali-fornia than is the SFAF. It has less AIDS
•funding and a smaller overall budget. Consequently it provides
■fewer AI DS-spec i-f i c services. Similar to many AIDS organizations
throughout the country, it is based in an insititution which was

initially and is primarily -focussed on the needs o-f the gay and
bisexual community.

Other Northern Cali-fornia counties with AIDS education projects
provide even "fewer services and educational programs sp e c i-f i c a 1 1 y
■for women .

Marin ;

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

Marin AIDS Support Network has a -ferriale sta-f-f member
•'volunteer) and "femiale board members. The Support Network
has publicly raised issues o-f worrien and AIDS in educaticnal
and media settings. No special -forun-is concerning womien have
been held.

Son onri a ;

Prograrris -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 CoiTimun^ty Services will be holding a one-
da.> -forum on women and AIDS.

"WotTien and AIDS" brochures are distributed regularly.

River Community Services has had -female sta-f-f who have helped
-focus activities on women as well as men.
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Contra Costa;

Con tra Cost a has very 1 imited AIDS services, primar 11y
provided by the Pacific Center and the SFAF. The Health
Department in Contra Costa has played a very limited role.

"Ulomen and AIDS" brochures have been distributed.

Discussion about women and AIDS has been incorporated into
general AIDS education, including several forums for
substance abuse professionals.

Lake ;

The primary AIDS organization in Lake County is the Health
Depar tmen t.

Brochures on women and AIDS have been distributed.

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

Mendocino I

The primary organization for AIDS education is the Health
Depar tmen t.

Brochures on women and AIDS have been distributed.

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

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 is the primary AIDS organization in
Solano. There is also an active group of lesbian and gay
volun teers.

Brochures on women and AIDS are being distributed.

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



Page 23

As the abCv^e survey indicates, when one leaves the Bay Area,
educational, social and medical services -for women with AIDS
concerns thin out quickly.

III. Conclusions and Rec on-ime nda t i ons

As Part One o+" this report makes clear, the AIDS epidemic is
spreading rapidly into new populations. Women and in-fants will be
a-f-fected in increasing numbers. Because progress toward either
vaccination or cure is slow, education is the most important
strategy available to limit the spread o-f the illness. Yet
educational programs -for health providers, the general public, and
people at risk are extremely limited. With the exception o-f San
Francisco and Alameda counties, where limited women^s outreach
projects have begun, there are essentially no 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 projects which do address these concerns are
described in Section II. It is still too early to assess 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 cou 1 d contract AIDS. A total of 64'/, 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 and
including I'J users and sexually active women, all were aware that
women could get AIDS and most knew some risk reduction strategies.
Most had also changed their behavior on account of AIDS, although
few could be said to have completely protected themselves <see
Appendix 15>. Both these women and those in the San Franicsco
State study wanted more 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. (8^

AIDS education programs for women present 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 styles. These
differences mean that programs oriented directly toward women will
be most successful if they build on and utilize this diversity,
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 another 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 be
introduced into educational planning. The education of health and
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social service providers, as well as corrvriun i ty leaders, can savetime -for the AIDS educator. Mass media campaigns (such as the onedescribed in Appendix 14) are also crucial. A "Women and AIDS"
program can pass on basic AIDS in-formation to health providers; Itshould encrouage culturally relevant strategies to educate
clients, patients and comrriunity merribers.

Recommienda t i ons

The -following recorrimendat 1 ons are guidelines -for developing AIDSawareness and service prograrris directed at women. They are based
on a county/city model. None o-f these recommendations can be
implemented without a basic prograrri o-f AIDS education and
services. Many counties have no organized AIDS programs. Asthese basic programs are initiated, they should incorporate the-following suggestions.

RECOMMENDATION I: Comprehensive AIDS education campaigns areneeded on a county-by-county basis. A needs assessment should
-first be conducted which evaluates community awareness, estimatednumbers o-f AIDS and ARC patients as well as antibody positiveindividuals. k)ariables, such as lU drug use, sexually transmitteddisease patterns, and out o-f wedlock pregnancy and teen parentrates, should also be reviewed in order to plan appropriate ande-f-fective AIDS prevention campaigns which will reach women as well
as men and people o-f all ages. Public education and health
agencies as well as community organizations should be surveyed to
assess current service provisions. Assessments concerning women'srisks and needs should be incorporated in any broader AIDS-related
needs assessment.

RECOMMENDATION II. Local Health Depar tnrien ts should initiate
reviews o-f existing AIDS education, health, and social services.
These reviews should incorporate women^s needs.

Questions 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 re-ferral list o-f
knowledgeable physicians, including -family physicians,
OB/GYNs, and pediatricians?

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

What are the special needs o-f women? Are they being met?
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What services, i-f any, exist -for the woman drug user? Are
they appropriate?

RECOMMENDATI ON III; Basic AIDS education programs -for health care
providers, for people at risk or with AIDS, and for the generalpublic should be initiated. Programs should acknowledge andinclude womien as well as men.

Following a needs assessment, an educational strategy can be
developed. Planners may find the book Health Education P1 ann!no;
A Diaonostic Approach helpful. <9) The first step will be the
establishment of educational priorities, secondly adequate
funding, staffing, authority and coordination must be assured. A
basic level of community awareness, i.e., knowledge that the
program exists, should be established. Planners should develop along-term strategy as well as short term realizable goals.
A variety of specific educational strategies for worrien have been
described in Section II. They include:

Outreach to health providers (see Appendices 5, 7, 13 and14) .

Development of an advocacy and information network of women
working on AIDS issues (see Appendix 7).

Direct media advertising (see Appendix 14 for an educational
model incorporating advertising; also see Appendix 10 for
advertising models).

Use of existing community institutions — including healthagencies a« well as social service, ethnic, religious andother cultural organizations.

Materials de ve 1 oprrien t in appropriate languages. In somie
cases it fTiay be more efficient to incorporate material aboutAIDS into existing material, e.g., into media concerningsexually transmitted diseases.

Education of community leaders (Appendix 11 presents onemodel for this approach).

Specific strategies selected will depend on the community. Whatis most important is that a p1anned program be initiated.

RECOMMENDATION IV: Where appropriate, new services should beinitiated. This will involve development of a funding base aswell as public and private involvement in planning and provision.The types of basic services that will be needed include:
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1. Anonymous AIDS antibody testing sites
2. AIDS screening services
3. Low-cost and "free medical care -for persons with AIDS or AIDS-

re1 a ted illnesses
4. Comprehensive social services, including mental health,

wel-fare, disability, -food stamps, SSI, unemployment, housing,
legal assistance, nursing care, hospice arrangements,
religious support, counseling and support groups -for -family,
lovers and close -friends

5. Services should be made available directly or by re-ferral
through traditional health care providers. For women, these
providers include obste tr i c i an/gynecol og i sts , -family practice
physicians, pediatricians, and health clinics (see listing in
Appendix 13).

RECOMMENDATION U. Because o-f the diversity that women represent,
all educational campaigns and services -for them should be
sensitive to mu1ti-ethnic, multi-class issues as well as to
li-festyle diversity.

RECOMMENDATION UI , Because o-f women's unique reproductive roles,
AIDS programs -for women should take reproductive issues into
account. The issues include:

1 . birth con trol .

2. genitally transmitted diseases.
3. donor insemination.
4. conception and sa-fe sex.
5. antibody screening and pregnancy counseling.
6. maternal transmission of the AIDS virus.
7. pediatric AIDS, whether caused by maternal transmission or

other routes.
8. maternal issues with older children, born before the mother's

i11ness.
9. reproductive freedorri — including the right to have or reject

an abor tion.

Pursuit of the above recommendations could be a first step in
meeting the needs of women and the needs of the larger community,
both gay and straight, young and old -- for a safer way of living
during the era of AIDS.
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Footnotes

1, CDC AIDS surweillance reports o-f 1/21/85 and 6/3/85.

2, These estimates are based on studies which indicate that -for
those persons whose blood was antibody positive -five years
ago, 5 to 10/. have developed AIDS; another 20/ have developed
ARC; while approximate1y 70-80/ remain healthy,

3, Estimates "frorri medical staf-f at Ha i gh t-Ashbur y Free Clinic and
Bay Area Addiction Research and Treatment (BAART) program
serving methadone clients. May, 1985,

4, Data -from CDC, Feb, 1 , 1985,

5, Pac i-f i c Center AIDS Project Statement on Rac i srri and AIDS UJor k .

See Appendix 2,

6, Ibid.

7, C"f. "Ulomen and AIDS — Straight Talk", Appendix 14.

S. Research and Decisions Corporation, "A Report on: Designing
an E"f"fective AIDS Prevention Campaign Strategy -for San
Francisco: Results -frorri the First Probability Sample o-f an
Urban Gay Male Community," San Francisco, 1984; S, Schultz, S.
Friedman, A, Kristal, D.J. Sencer, "Declining Rates o-f Rectal
and Pharyngeal Gonorrhea among Males — New York City," MfiUJR,
33:21, 6/1/1984.

9. This text, by Lawrence Ul. Green, Marshall Ul. Kreuter, S i gr i d
Deeds, and Kay Partridge (Palo Alto, May-field Publishing,1980) provides a practical analytic approach to values,
belie-fs attitudes and perceptions which can -facilitate or
hinder personal motivation -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).^
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-
2 3fants 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,
4

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 S%) in a methadone clinic group within a year's

time^. 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

1



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

that 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% Filipiiia, and 3.3%

Other.

Women were asked to select their primary source of information about AIDS.

64% responded that TV/radio (40%) and newspapers/magazines (24%) were their main

sources. Only 21% responded 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%).
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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 a 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

respondents 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

13 6
more behaviors believed to be risk factors for transmission of HIV. * ' Specific

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¬

haviors. 43% of respondents said they were worried or very worried about acquiring

HIV infection. There was a significant positive correlation (p =<C.0001) between

degree of concern and reports of whether they considered their risk of becoming in¬

fected to be very high, high, or intermediate (41%). In contrast, there was a sig¬

nificant negative correlation (p = .01) 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
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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
7 8

are of great concern. ' With conservative initiatives like that of LaRouche in

California, voters need to have accurate information so that fear and ignorance do

not result in a tragic breaph 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 III (HTLV-III). The
women in question did not knowingly have
sexual contact with homosexuals. IV dioig
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 ofwomen
whose risk factor was heterosexual activity
would rise to almost 40%. In addition, 9.3% of

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

female cases to date are the result of blood
transfusions or blood products; 51.7% are from
sharing IV needles or other drug parapherna¬
lia (Figure 1).*
Translating these p>ercentages 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 signs 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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Women who have AIDS

9^
Transfusions of blood
or blood components

0.4%

Hemophilia/coagulation
disorder

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.

XemoQhiiiacs/peopi* wi<h coagulation dtsofoers:
blood transfusion recip«nts: rnen outside US.

Source COC '^

Heterosexual
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¬

erosexual population is considerable. Similar
risks exist in other cities throughout the US.
Demogp^phically, 50% of US women al¬

ready diagnosed as having AIDS are black;
27% are white; 22% are Hispanic; and 1% are
ft^m other or unknown backgrounds. Female
cases are currently concentrated in four
states: California, Florida, New Jersey, and
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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 i.ssues, infection control, and legal and eth¬
ical concerns. The Women's Health Outreach,
a project of the Women's Program of the San
FrancLsco 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 Omcal Resource Gmde « avariabie from the San Francts-
CO AIDS Fourxjation. 333 Valencia Si. Fourth Floor. San Francisco OA 94013
Postpaid, the ixxA costs S28 (S40 tor non-AlOS-heaith-care providers)

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-
iKuicy, 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
providetl 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 Pau*is
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Referral: a primer
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 AIDS on their
potential for pregnancy and mothering.
Start with your city or state health depart¬

ment. Each state has appointed an AIDS co¬
ordinator to remain in touch with the CDC for
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 well be the local health depart¬
ment.

Medical care. These services should include

primary AIDS and ARC screening, conven¬
tional treatment, and altemative 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

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 AIDS-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-
lx>dy 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

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 e.xamining 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 discu.ssions
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 ofAIDS 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

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
e.xplaining 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 impoitant 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. □
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AIDS COUNSELLING STRATEGIES
FOR THE SUBSTANCE ABUSE CLIENT

Introduction

Th* 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, family
relations, and death, are 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 counselors,
like yourself, who work with "substance abusers." Here, all of the issues
normally faced by counselors of AIDS patients or risk groups are present.
But the situation is further complicated in this instance by at least three
major aspects of the substance abuse problem:

1. THE NATURE OF DRUG ABUSE ITSELF

2. THE POSITION OF DRUG ABUSERS IN SOCIETY

3. UNDERLYING HEALTH ISSUES

Complications

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

- Substance abusers are already ooerating well outside the bounds of
sound medical advice: they may be unwilling to trust or believe
your warnings concerning AIDS.

- Substance abuse, for many, is already a 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 posed by AIDS may
be minimal.

- The value systems of substance abusers are often built upon ^
fatalistic outlook: AIDS can be more easily accepted, and ignored,
from that perspective.
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2. THE DRUG ABUSER'S POSITION IN SOCIETY
Because their status as "outlaws' within society, most drug abuser
clients are 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 abusers are less likely to be aware of them and less likely to
trust them. Unlike other risk groups, such as homosexuals, there is little
sense of community among substance abusers.

Similarly, substance abusers are 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 and clinics, which are often
heavily burdened with AIDS patients in other risk groups:

- tow on the priorities of publicly funded physicians, thera¬
pists. Support groups, and educational campaigns due to
historically poor recovery rates:

- usually unemployed and have fewer financial resources to
draw on;

- often cut off from common forms of family and social
support.

Without many cf the basic institutions to draw on. substance abusers are
at a distinct disadvantage both in learning how to avoid AIDS and in
coping with it when it occurs.

3. UNDERLYING HEALTH ISSUES
The substance abuser's underlying health is likely to be a strong con¬
tributor to the problem. The list of suspected "co-factors" to the
development of AIDS reads like an inventory of the personal practices of
many substance abusers:

- poor nutritional and sanitary practices
- use of immune suppressing drugs, such as marijuana,

alcohol, speed, and poppers

- repeated bouts of infection and illness
- high stress and the absence of basic life satisfactions

□ rug abuse in any form poses a direct threat to the body's immune system,
so when the client encounters the AIDS virus, it is with an already
com.promised immune system. Thus the course of the disease for the drug
abuser is often more rapid and more devastating.

Intro - 2



Introduction

Rssuita

This series of complications for the drug abuser 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 major
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 appears to stabilizing. Instead, the groups there at greatest
{and growing risk] are the drug abusing members of ethnic minorities and
the lower economic classes. The percentage of drug abusers in the caseload
total for these areas is on a steady 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 role
in that process is a key one. however difficult and challenging it may be.

Counselling. Education, and Support
The instructional materials which follow are divided into three sections;

SECTION ONE: AIDS COUNSELLING PLAN FDR
SUBSTANCE ABUSE CLIENTS

SECTION TWO: EDUCATION PLAN FDR 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 attempt 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 attitudes 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 Lt sink in. Getting through
with your critically important message will take

PERSONAL 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

Concent and Objectives
The AIOB COUNSELLING PLAN FOR SUBSTANCE ABUSE CLIENTS whichfollows is' designed to give you practical tools for meeting the A) 05awareness and coptng needs of drug abusers. It addresses the needs of sixkey groups of clients you may work with;

GROUP 1: The 'WORRIED WELL*
(Clients without symptoms of AIDS or ARC who haveeither tested negative to the AIDS/HTLV III anti¬
body test or who haven't been tested'.

GROUP 2: "SER0-P051TIVE3"
(Clients with a positive AIDS/HTLV III anti-body testwithout an CIDS or ARC diagnosis].

GROUP 3; CLIENTS WITH AIDS RELATED CONDITION (A ?. C](Clients with seme clinical symptoms diagnosed as
being AlOS-related but who as yet do not show the
formal indicators of AlOS as defined by Federal
government agencies].

GROUP M: CLIENTS WITH A DIAGNOSIS OF AIDS
[Clients who are diagnosed as having the formal
symptoms of AlDSl.

GROUP 5: CLIENTS WHO ARE ALSO GAY OP. BISEXUAL
(Drug abuse clients who also acknowledge either a
homosexual or bisexual preference}.

GROUP 5: family MEMBERS of clients with AIDS. ARC. or
SERO-PQSITIVES

A counselling plan Is presented for each group which concludes with astep-by-step guide for conducting your initial intervention with theclient(s]. Some elements of the plans are common to all of the groups,while others are uniquely directed to the special needs of each type ofclient. Each COUNSELLING PLAN includes:

I. THE NEED GROUP'S KEY CONCERNS

H. DESIRED OUTCOME OF THE COUNSELLING PROCESS

III. 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 can 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 quite 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 treatment 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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GROUP 1: The 'WORRIED WELL*

(Counselling clients who do not show symptOTis of AIDS op
ARC and who have either tested negative to the AlOS/HTLV
III anti-body test or who haven't been tested at sill.

1. KEY CONCERNS

A. AIDS awareness/education
B. Health maintenance C AIDS avoidance
C. Resource/peferral awareness

0. Dealing with emotions generated by the need for change.

II. DESIRED OUTCOMES

A. Changes in behavior, initiated by the client, which reduce
the risk of contracting AIDS or ARC.

B. Emotional support provided by the counselor to encourage
and support behavioral changes.

C. Increased awareness and knowledge of AIDS issues and
available resources.

III. INITIAL INTERVENTION STRATEGY

A. Assess the level of understanding of basic Aids information
C formulate an education plan based on client needs [see
other enclosed materials and the "ED'JCATIGN PLAN PGR
IV DRUG USERS, page •].

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

C. Offer hope for continued health through prevention measures
(see recommendations elsewhere in this manual).

D. Assess the need S depth of motivation for referral to
chemical dependency or alcohol treatment programs.

E. Encourage continuing commitment to the recovery process in
treatment for chemical/alcohol dependency (if already in
such a program).

P. Assess the apparent need & refer for medical foMow-up.
emotional or sexual counselling, or to support groups and
other self-help programs.
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G. Help the client vepbaiize Feelings of anger, grief, and loss
generated by the need for change in sexual & drug use
behavior or by possible delay in child bearing.

H. Involve family Q support persons in the assessment C
treatment approach chosen.
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GROUP 2: ■SERO-POSITIVES*

{Counselling clients with a positive AIDS anti-body test
without an AIDS or ARC diagnosis!.

I, KEY CONCERNS

A. AIDS awareness/education. particularly focusing on the
meaningts! of "Sero-Positive"

6. Health maintenance G AIDS avoidance
C. Resource/referral awareness

D. Dealing with emotions generated by the positive test results,
uncertainty, and the need for change.

n. DESIRED OUTCOMES

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

B. Emotional support will be provided by the counselor tc

encourage and support behavioral changes.

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

D. Client will have increased awareness and knowledge of AIDS
issues and available resources.

III. INITIAL INTERVENTION STRATEGY:

A. Check the lev-t of understanding of basic AIDS infcrmation
G develop an education plan based on client needs (see
other enclosed materials and the "EDUCATION PLAN PGR
IV DRUG USERS, page I]. Review client's understanding of
what a positive results does and does not mean.

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

C. Offer hope for continued health through prevention measures
(see recommendations elsewhere in this manual!.

D. Check the need G depth of motivation for referral to
chemical dependency or alcohol treatment programs.

E. Encourage continuing commitment to the recovery process in
treatment for chemical/alcohol dependency (if already in
such a program].
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F. Check the epparent need C reFer for medical follow-up,
emotional or sexual counselling, or to support groups and
other self-help programs.

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

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

1. Discuss "contagion" issues with client C family members to
allay fears of spread by casual contact

J. Encourage & support client verbalization of such feelings as:

1. 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
M. 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

K. Involve family & support persons in the assessment L
treatment approach chosen.
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GROUP 3: CLIENTS WITH AN AIDS 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 defined by Federal government agencies].

I. KEY CONCERNS

A. AIDS awareness/education. particularly focusing on the
meaning of "ARC" and the outlook for progression to AIDS

B. Health maintenance B avoiding further disease progression

C. R esou'ce/referral awareness

0. 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.

II. DESIRED OUTCOMES

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

3. Emotional support will be provided by the counselor to
encourage and support behavioral changes.

C. Client will be able to cope with uncertainty cf future
medical problems.

D. Client will be able to utilize appropriate community social
service, medical, chemical dependency C alcoholism
treatment, mental health, vocation, and legal resources.

III. INITIAL INTERVENTION STRATEGY:

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

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

C. Offer hope for continued health through prevention measures
(see recommendations elsewhere in this manual].
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D. Check the need G depth of motivation For referral to
chemical dependency or alcohol treatment programs.

E. Encourage continuing commitment to the recovery process in
treatment for chemical/aIcohol dependency [if already in
such a program].

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

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

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

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

J. Encourage G support client verbalization of such feelings as:

1. 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
H. 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

K. Compile and distribute a list of community resources to
serve people with AIDS concerns or AIDS/ARC diagnosis
[such as the one in Table 1 on page •. compiled by UCSF
AIDS Health Project for AIDS anti-body test recipients],

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

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

0. 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 M: CHENTS WITH A DIAGNOSIS OP AIDS

(Counselling clients who are diagnosed as having the formal
symptoms of AIDS].

1. KEY CONCERNS

A. AIDS awareness/education, particularly focusing contagion,
quality of life issues, and possible treatment options;

3. Health maintenance C avoiding further disease progression;

C. R esource/referral awareness;

C. Dealing with emotions generated by the diagnosis.
uncertainty, and the need for changes in behavior to extend
life, improve the quality of life, and prevent transmission of
the disease.

II. DESIRED OUTCOMES

A. Client will minimize risk behavior and avoid relapse.

8. Emotional support will be provided by the counselor to
encourage and support behavioral changes.

C. Client will be able to utilize appropriate community social
services, medical, chemical dependency C alcoholism
treatment, mental health, vocation, and legal resources.

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

III. INITIAL INTERVENTION STRATEGY:

A. Check the level of understanding of basic AIDS information
D develop an education plan based on client needs (see
other enclosed materials and the "EDUCATION PLAN FOR
tV DRUG USERS, page t].

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

C. Offer hope for stabilization of health through positive health
care measures (see recommendations elsewhere in this
manual].

Plan - 13



Counselling Plan

0. Check the need & depth of motivation for referral to
chemical dependency or alcohol treatment programs.

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

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

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

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

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

J. 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
k. 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

K. Compile and distribute a list of community resources to
serve people witn AIDS concerns or AIDS/ARC diagnosis
Isuch as the one in Table 1. compiled by UCSF AIDS
Health Project for AIDS anti-body test recipients],

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

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

N. Emphasize positive things the client can do to maximize
health.

0. 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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P. Emphasize what control the client does have over the
quality of life for aa long as he/she lives.

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

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

S. Set realistic expectations for yourself as a counselor and
for the client.

T. Consult with physicians and other care-givers on medication
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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AIDS
HEALTH
PROJECT

AdmlBlstratlieOttlcea.
MEDICATION AGREEMENT

333 Vblenaa Street
San Francisco. CA 94103
(415)626-6637

• AIDS Mental Hecltn
Propiam

• AIDS Prevention Progiam

• Vouth 8t AIDS Prevention
Proaiccm

• AIDS Health Professional
Trconmg Progrcm

• AIDS & Substance Abuse
Program

• HTLV-IE Counseling
Program

. REALIZE THE FOLLOWING

PROBLEMS WITH MY CURRENT USE OF MEDICATION:

[Check if applicable]

1. Feeling Tired or having a clouded mental state.

2. Feeling "hyperactive" or nervous.

3. Anticipating my next does ahead of time.

M. Wishing for a higher dose or stronger medication.

5. Supplementing medication with alcohol or drugs.

6. Thinking of asking more than one doctor for medication.

7. Other

I AGREE THAT THESE PROBLEMS INTERFERE WITH MY
TREATMENT AND I COMMIT TO THE FOLLOWING
AGREEMENTS:

1. Not to exceed 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,

k. Not to self-medicate with alcohol or drugs.

5. Other

MEDICATION

NAME DOSE FREQUENCY

Aproieaconc»me<i Patient Signature MD/Health Care Worker Date
wiih AIDSPievBnaon
and Healtn Promonon
UmvBrsTy ot Cahlomia o i -« i «
SSand D^partmant ot
PublicHaaitn
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GROUP 5: CHENTS WHO ARE ALSO GAY OR BISEXUAL

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

I. K€Y CONCERNS

A. All issues relevant clients with AIDS. ARC. or positive
anci'body test results (see GROUPS 2.3.M above}.

B. Increased attention to Gay/Lesbian concerns

C. Role of lover or closest friend in the treatment process.

II. DESIRED OUTCOME

A. Client will minimize risk behavior and avoid relapse

B. Emotional support will be provided by the counselor to
encourage and support behavioral changes.

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

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

E. Enhanced staff sensitivity to gay/bisexual lifestyles.

F. Client will make better use of appropriate resources in the
gay/bisexual community.

Ml. INITIAL INTERVENTION STRATEGY

A. Check the level of understanding of basic AIDS information
develop an education plan based on client needs (see

other enclosed materials and the ^EDUCATION PLAN- FOR
IV DRUG USERS, page •].

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

C. Offer hope for stabilization of health through positive health
care measures (see recommendations elsewhere in this
manual].
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D. Check the need and depth of motivation for referral to
chemical dependency or alcohol treatment programs.

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

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

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

H. 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 slow further deterioration.

I. Discuss "contagion" issues with client C "significant others"
to allay fears of spread by casual contact

J. 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

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" as a result of a
possible AIDS diagnosis

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

6. The difficulties in making changes in sexual and drug
use behavior.

K. Compile and distribute a list of community resources to
serve people with AIDS concerns or AIDS/ARC diagnosis
(such as the one in Table 1. page S compiled by UCSF
AIDS Health Project for AIDS anti-body test recipients].

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

M. Continue to confront the drug abuse as you would with
other clients.
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N. Emphasize poaicive things the client can do to maximize
health and prevent progression to an AIDS diagnosis.

0. Set realistic expectations for yourself as a counselor and
for the client.

P. Arrange staff participation in training programs to increase
sensitivity to Gay/Lesbian concerns, such as:

1. Fear of rejection
2. Need for accurate knowledge of gay lifestyle
3. Resources available within the gay community

Ability of staff to discuss sexual issues
5. Internalized homophobia (self hatred, anti-gay feelings]

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

S. Consult CCUNSELLING PLAN for Groups 1 - M as
appropriate.
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GROUP fl: FAMILY MEMBERS OF CLIENTS

(Counselling needs of family members of people with
AIDS/ARC or sero-positive).

I. KEY CONCERNS

A. Outlook for health of family member
B. Fear of contagion, if any. presented by family member who

is ill
C. Coping with feelings over the diagnosis or positive test

results
D. How the family can help - providing support instead of

passing judgment.

II. OESIREO 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.

8. Emotional support will be provided by the counselor to
encourage and support behavioral changes.

C. 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.

III. INITIAL INTERVENTION STRATEGY

A. Check the level of anxiety, concern, anger, grief, etc. felt
around the AI OS-related diagnosis of the affected person.

B. Allow for comfortable verbalization of feelings

C. Check level of understanding of basic AIDS information C
develop an education plan based family members' needs (see
other sections of text).

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

E. For family members of people with AlOS. stress the
importance of a drug free lifestyle.
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F. Stress hope Tor the development of a treatment for AIDS.

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

H. Reinforce appropriate steps as described In Sections i-IV,
Initial Interventions.
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COUNSELLING PLAN CHECKLIST

GROUP I - -THE WORRIED WELL*

A. Check understanding of AIDS G develop an education plan.

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

C. Offer hope for continued health

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

E. Encourage continuing commitment to treatment progfams.

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

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

H. Involve family G support persons in the assessment G treatment.
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COUNSELLING PLAN CHECKLIST

GROUP 2 - SERO-POSITIVE CLIENTS

A. Check understanding of AIDS C develop an education plan.

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

C. Offer hope far continued health

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

E. Encourage continuing commitment to treatment-

f. Check need, refer to medical/support resources far follow-up.

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

H. Reinforce taking action now to prevent AIDS in the future.

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

J. Encourage C support client verbalization of feelings:

1. ..Pear of contracting AIDS
2. Fear of exposing/having exposed others
3. Feelings of guilt over past risk behavior
M. Feelings of loss over behavior changes and possible postponement

of child-bearing
5. Fear of isolacian/r-jection

K. Involve family C support persons.

Plan - 23



Counselling Plan

COUNSELLING PLAN CHECKLIST

GROUP 3 - CLIENTS WITH 'ARC*

A. Check understanding of AIDS & develop an education plan.

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

C. Offer hope for continued health.

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

E. Encourage continuing commitment to treatment.

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

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

H. Reinforce taking action now to help prevent progression to AIDS in the
future.

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

J. 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
M. Feelings of loss over behavior changes and possible postponement

of child-bearing
5. Fear of isolation/rejection

K. Compile G distribute list of community resources.

L. Encourage use of tools learned in recovering from chemical dependency.

M. Continue to confront the drug abuse.

N. Emphasize things client can do to maximize health, prevent further
progression.
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COUNSELLING PLAN CHECKLIST

GROUP 1 - CLIENTS WITH A DIAGNOSIS OF AIDS

A. Check understanding of AIDS & develop an education plan.
B. Confront denial or lack of commitment Co minimize risk behavior.
C. Offer hope for stabilization of health.
D. Check the need & motivation for referral to dependency treatment

programs.

E. Encourage continuing commitment to treatment.
F. Check need, refer to medical/support resources for follow-up.
G. Help client verbalize feelings generated by the diagnosis itself and the

need for change.

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

I. Discuss "contagion" issues with client & family members.
J. Encourage G support client verbalization of feelings:

Fear of contracting AIDS
Fear of exposing/having exposed others
Feelings of guilt over past risk behavior
Feelings of loss over behavior changes and possible postponement
of child-bearing
Fear of isolation/rejection

K. Comp'Me and distribute a list of community resources.
L. Encourage use of tools learned in recovering from dependency.
M. Continue to confront the drug abuse.

N. Emphasize positive things the client can do to maximize health, slow
further degeneration.

0. Extend hope that the client can live longer.

P. Emphasize client control over the quality of life.
Q. Encourage planning for care of family members and financial

arrangements.

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

S. Set realistic expectations for yourself and for client.
T. 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

A. Check understanding of AIDS G develop an education plan.

B. Confront denial to minimize risk behavior.

C. Offer hope for stabilization of health.

0. Check need for referral to dependency treatment programs.

E. Encourage continuing commitment to treatment.

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

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

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

I. Discuss "contagion" issues with client G family members.

J. Enccurage 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
M. Feelings of loss over behavior changes and possible postponement

of child-bearing
5. Fear of isolation/rejection

K. Compile and distribute a list of community resources.

L. Encourage use of tools learned in recovering from dependency.
M. Continue to confront the drug abuse.

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

D. Set realistic expectations for yourself and for client.

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

Q. Include lover or closest friend as a family member.

S. Consult Counselling Plan for Groups 1 - M .as appropriate.
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COUNSELLING PLAN CHECKLIST

GROUP 6 - FAMILY MEMBERS OF CLIENTS

A. Check the level of anxiety, concern, anger, grief, etc. felt around the
AI OS-related diagnosis of the affected person.

B. Allow for comfortable verbalization of feelings

C. Check understanding of AIDS information C develop an education plan
based on family members' needs.

□ . Offer hope for prevention of further progression of the disease or a:
least improved quality of life.

E. For family members of people with AlOS. stress the importance of a
drug free lifestyle

F. Stress hope for the development of a treatment.

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

H. Reinforce appropriate interventions as described in Sections l-IV to
family members.
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SECTION TWO: EOUCATION PLAN POR 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 dangers inherent in anyserious drug use. the use of the needle poses threats of its own and allows a
direct path for the virus to enter or leave the body. The most powerful step theIV drug user can take to avoid contracting or spreading AIDS is clearly toforsake the use of the needle, even if this is accomplished simply by changingthe manner in which drugs are taken. Unfortunately, the use of intravenous drugshas 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 meant to accept the use of
intravenous drugs, but instead simply recognizes the on-going reality 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 areutilized.

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 S SYRINGES
(permits blood-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 CHILD DURING PREGNANCY ("neo¬
natal* transmission, direct blood contact].

D. POSSIBLE SUPPRESSION OF THE BODY'S IMMUNE SYSTEM
(caused by alcohol 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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IV Drug User Plan

M. PREVENTION INFORMATION

A. ELIMINATING RISK FROM SHARING NEEDLES AND SYRINGES

AIDS PREVENTION MEASURES:

Needle/syinge use:

1. Qon't share needles/syringes - "works"

2. Clean needles & "works" vigorously with bleach or alcohol and
thoroughly rinse with water. 00 NOT add bleach or alcohol to your
mix • this won't kill the AIDS virus but might kill you.

3. Boil needles and "works* for 15 minutes

M. Remerr.ber that people who "look" healthy can still carry the virus.

8. ELIMINATION OF RISK FROM SEXUAL TRANSMISSION

AIDS PREVENTION MEASURES

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

CONSIDERED SAFE CONSIOEREO POSSIBLY SAFE CONSIDERED NOT SAFE
Massage, Hugging ^ French kissing (wet) Semen or urine in inouT*i
Mutual aasturbatidn Anal intarcourse «irh condom Blood contact
Social kissing (dr>) Vaginal intercourse »/condom Shsring sex toys or needles
Body to body rubbing Sucking, stop before ciinax Rimming, Fisting
Voyeurism, etft ibitionism Cunnilingus Anal intercourse, no condom
Fantasy XaTerseorTs, external only Vaginal intercourse, no condom

use of soeraacidal foam (eitn Mon^xynoi 9)

C. MINIMIZING RISK FOR NEONATAL TRANSMISSION OF AIDS
(transmission to the fetus during pregnancy]

AIDS PREVENTION MEASURES

1. Take AIDS anti-body test to check for exposure to the virus

2. If negative, wait six months while avoiding unsafe sex. alcohol 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 as:
a. both partners avoid sharing share needles, or
b. both avoid all unsafe sex with other persons in high risk groups.
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IV Drug User Plan

M. If one or both partners is positive on the test, encourage them to
delay child bearing until treatment for exposure to the virus is
available.

d. health maintenance measures

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

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

3. Maintain an adequate diet

M. Reduce stress - stay in chemical dependency/alcoholism treatment
and maintain a drug free lifestyle.

5. Get regular medical and dental care.

6. Get adequate rest and exercise.

7. Have fun! (Yes. it's still possible!.
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QUICK GUIDE FQR MINIMIZING THE RISK OF AIDS
(Source UCSF AlOS Health Project - AIDS Substance Abuse Program

1. THE BEST WAY IS TO QUIT SHOOTING ORUGS
- You can get help to stop

2. IF YOU MUST SHOOT UP:
- Don't share needles
- You can get AlOS by sharing a needle or syringe.
- Remember: people can look healthy yet still carry the virus

3. CLEAN YOUR WORKS:
- Flush needle & syringe with Clorox [bleach]. Rinse well with water
- Or. boil for at least 15 minutes

M. USE OF OTHER ORUGS:
- Remember: alcohol, marijuana, speed, cocaine, and "poppers" can lower your

resistance.

5. REDUCE YOUR RISK OF GETTING AIDS SEXUALLY:
- Use condoms
- Avoid contact with semen [cum] or blood
• Follow SAFE SEX guidelines: it can still be fun
- Remember: people who look health can still carry the virus.
- Sex while "high" can increase possibility of taking sexual risks due to

impaired judgment.

6. IF YOU WANT TO HAVE CHILDREN. GET MEClCAL ADVICE IF YOU:
- have shared needles:
- are/have been a sexual partner of someone who used needles.

7. KEEP IN GOOD HEALTH:
- Eat well.
- Get rest and exercise.
- Keep stress low.
- Avoid drugs which can lower your resistance to disease.
- Get a check*up and dental care regularly.

a. WANT MORE INFORMATION? (Insert local phone numbers)

- alos hotline (
or I

- drug hotline (
- other

] -

F 0 R - A I 0 S
]
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SUPPORT GROUPS FOR PEOPLE WITH AIDS RELATED PROBLEMS

The Need:

The prospect of developing AIDS. Fear of an AIDS or ARC diagnosis, or
even the uncertainty of testing positive on the AIDS anti-body test canall be frightening experiences. Each can generate a significant life crisis.One widely used method for helping people cope is the use of SUPPORTGROUPS. SUPPORT GROUPS, when facilitated by a counselor, provide asafe, supportive setting in which people In similar situations 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 AIDS-related but who as yet do not show the
formal indicators of AIDS as defined by Federal
government agencies].

GROUP M: CLIENTS WITH A DIAGNOSIS 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 withinthese categories. The priorities of various Issues vary substantially fromone group to the next.

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

A good method for encouraging people in need to join is to aiiow them to
talk with others who have been active in auch groups. The benefits to
clients can often be best explained by someone with direct knowledge.
They include:

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

- greatly increased knowledge of AI OS-related topics
- new solutions to familiar problems

- new information about medical 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

group members can be sought in or through:

SOCIAL SERVICES AGENCIES

CRUG PROGRAMS

ALCOHOL PROGRAMS

FRIENDS AND ACOUAINTANCES OF CURRENT GROUP
MEMBERS

Group Format

While the issues of greatest importance will vary depending on which of
the five general categories the group falls Into, the basic format of the
SUPPORT GROUP should have several consistent elements:

1. There is a strong focus on drug and alcoholism treatment issues,
such as relapse prevention and the use of A A and NA.

2. An "Introduction to the Group" Is read each week.

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

*4. Two facilitators are suggested for each group of 8 - 10 clients.

S. Counselors and the group work together to maintain a safe and
supportive atmosphere with room for self-disclosure.

Outreach

Potential
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6. An effort Is made to "reframe" hopelessness into a more positive
view of the situation. Practical, problem-solving approaches 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 end 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: 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]. 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.
- fear of intimacy and sexual expression: impact of AIDS on

sexuality
- knowledge of AIDS, its causes, effects, and treatment

options [f any]

GROUP 2: '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 results 00 and DO NOT mean

- support in staying clean and sober through the anxiety
period caused by the test result

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

- guilt and internalizad homophobia ("1 caused this by - using
drugs, or being gay. or being promiscuous."]

- sharing sense of guilt over past behavior: providing a safe,
supportive place for airing personal feelings of guilt.
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GROUP 3: CLIENTS WITH AIDS RELATED CONDITION [ARC]
(Clients with some clinicsl symptoms diegnosed es being AIDS-
related but who as yet do not show the formal indicators of
AIDS es defined by Federal government agencies]. These
clients can have a very wide range of symptoms, ranging from
mild CO severe and disabling. Special group focus is on:

.■ - lack of a clear-cut diagnosis (being in "limbo")
- Intimacy (Should I tell people? If so. how? How dose is it

safe to get?)
- uncertainty, anxiety over outcome

- fear of death

- thoughts of suicide
- guilt and internalized homophobia ("I caused this by - using

drugs, or being gay. or being promiscuous."]
- social support problems, lack of services for ARC patients

("Can I trust you. the group leaders? Where do I go for
help?)

- dealing with people (friends, lovers, employers, family):
rejection by friends: difficulty in discussing diagnosis with
everyone: fear of sexual isolation and rejection

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

- reasons for absences which occur within the group (are they
due to illness or resistance to discussing emotional
difficulties)

GROUP M: CLIENTS WITH A DIAGNOSIS OF AIDS
(Clients who are diagnosed as having the formal symptoms of
A IDS).These clients will also demonstrate a wide range of
symptoms, again ranging from mild to severe and disabling.
Special group focus on:

- need for dealing with death and 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 acknowledqe either a hornosexuai
or bisexual preference]. These clients may be part of other
groups, according to situation, or a 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 snd 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 dominance 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 stifled, asking questions to generate interest
- inviting the group as a whole to respond to overly aggressive or

destructive behavior

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

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

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

- avoiding the temptation to play "expert" within the group or take
too active a role in discussions
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A complete set of guidelines for conducting SUPPORT GROUPS would
require ■ manual of its own. Attention to these few besic points should
make It possible to conduct useful SUPPORT GROUPS for any of the
client categories described. In doing so, you'll learn a great deal and 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 usedin 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 withclients at risk, so that these feelings are not projected ontoclients. The health worker should also be able to talk ahout sex
and the use of condoms in specific terms, in a comfortable, non-judgemental manner. Information regarding I.V. drug use should beoffered in the same manner. It may be helpful to have an ongoingsupport structure within the work setting, in addition to personalsupport 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 theirassumptions and/or biases about these groups. Relevant groupsinclude I.V. drug users, members of ethnic groups other than the
provider's own, non-monogamous women, and lesbians.

Client Education

* AIDS Educational literature in language(s) accessible to yourclients 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 orbisexual 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 forclients 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

* If staff members have contact with clients' blood, 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 (415-863-AIDS in San Francisco, 800-FOR-
AIDS toll-free in Northern California) should be conspicuously
posted.
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Referrals
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Private Nursing/Home Care

Heala on Wheela
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SERVICES KEEDED PROVIDED BERET REFERRAL (Address, Pftone)

II. MENTAL HEALTH SERVICES FOR
WOMEN

A. Support Groups for vosion with
AIDS

B. Support Groups for women with
ARC:

C. Support Groups for "worriod
well" (e.g. siBphsses such ss

. stress sukhsgement, sero-pos-
itivon, safe sex, women of
color, etc.)

D. Privsto Counsoling for women
with AIDS, ARC, sero-positive,
worrfod well
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G. Cofiiminlty HentsI Health^

R. Sulcida Prevention

I. Psychiatric Emergency
Services

J. Grief/Death and Dying
Counseling

III. SOCIAL SERVICES FOR WOMEN

A. Social Services Departments in
AIDS-specific organizations

B. AIDS/ARC Financial Resources

Medical^
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General Aaelatence_

Food Stempe

AIDS/ARC Food Bank.

Social Security

State Dlaability,

VA Benefits

Other

C. AIDS/ARC Housing Programs
for wosien

D. Legal Information and
Advocacy

E. Spiritual Services
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IV. ALCOHOL/SUBSTANCE ABUSE SERVICES

A. Alcohol/Substance Abuse
Progrsaia in AIDS-speclfic
organisations

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

PROGRAM ONE:

a. AIDS education/information

b. Counseling

c. Detox ■

•4. Methadone Maintenance

e. do-dependency services

PROGRAM TVO:

a. AIDS education/information

b. Counseling

c. Detox

d. Methadone maintenance
e

e. Co-dependency services



C. AIDS-Aware RESIDENTIAL
programs available to women

PROGRAM ONEi

a. AIDS education/information

b. Number of beds available

c. Accepts wbiaen witht
AIDS

ARC

Antibody-positive

ChiIdren

d. Detox

e. Methadone maintenance

f. Other Services

PROGRAM TWOi

a. AIDS education/information

b. Number of beds available

c. Accepts women with:
AIDS_^

ARC

Antibody-positive

ChiIdren

• I III*
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CHECKLIST FOR AIDS'AWARE SERVICES FOR WOMEH

SERVICES NEEDED PROVIDED HERE? REFERRAL (Addreas, Phone)

d. Dtttox

e. Hethadone auintenance^

f. Other Servlcea

y* AIDS INFORMATION AND REFERRAL
AGENCIES

A. AIDS Rotllnea

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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Conmunitv Health Centers

D. Women's Centers and
Switchboards

E. Other
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