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Women and AIDS

NANCY SHAW AND LYN PALEO

In 1983 the first brochure on women and AIDS was produced. Since
then a great deal has happened. With the growing awarencss that
women can contract AIDS has come the realization of needs: that spe-
cialized scrvices should be provided to them and that health care pro-
viders will increasingly come into contact with women who have some
kind of AIDS concern. Some women may have been exposed to AIDS,
others have close friecnds or family members who are ill. Additionally,
many of the health care personnel providing AIDS services are women.

Women At Risk: Epidemiology

AIDS in women prescnts a different epidemiological pattern from that
found among men. The most prevalent risk category is 1V drug use
(53 percent), according to CDC AIDS activity reports. The next cate-
gory, or group of women with AIDS, is onc for which no root of
transmission has been identified, referred to as “nonc/other” by the
CDC (20 pereent) (1986). Included in this risk category arc women
from countrics where a higher proportion of the population has AIDS
or ARC or may be scropositive. This includes women diagnosed in the
United States who immigrated here from Haiti and Zaire. For many of
the women (including the nonimmigrants) in the “nonc/other” cate-
gory, the probable risk factor was heterosexual contact with a man
who was infected with the virus but is not in an identified risk group.
His infection may have been through a person that he did not know to
be in a risk category (for example, his wife, who had a blood transfu-
sion prior to his mecting her).

Another grouping of women in the “nonc/other” category is com-
posed of those who were diagnosed late in their illness or only at au-
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topsy. Because men and their health care providers are more aware of
the possibility of contracting AIDS, male diagnoses may take place at
carlicr stages. This allows more time for adequate investigation into
the source of infection. If more women are diagnosed only at autopsy,
risk factors will be more difficult to determine. Systematic rescarch
has not yet been conducted into this issuc. It is striking, however, that
in only a very small percentage of male AIDS cases is “nonc/other”
listed for patient groups.

Another aspect of surveillance that may affect the female “none/
other” category is that the questions listed on the CDC surveillance
form are not designed to clicit special data on female risk groups. Data
are collected on “homoscexuality,” for example, but the word “lesbian”
is not uscd. Many health care providers are not aware that their female
paticnts may be lesbians. Conscquently, this risk factor may be over-
looked. In a similar vein, questions arce not asked about donor insemina-
tion, although clinical reports demonstrate clearly the possibility of
viral transmission via inscmination.

The third risk catcgory is heterosexual contact. Even though many
morc men than women have AIDS, for about five times as many
women as men is heterosexual contact the suspected route of infection,
according to the CDDC. Onec rcason for this difference is that, re-
gardless of initial route of infection (for cxample, gay activity, hemo-
philia, drug usc, transfusion), there are more males currently carrying
the virus than females. This means that in terms of heterosexual con-
tact, more males are capable of transmitting the virus.

A sccond consideration may be that AIDS is more readily trans-
missiblce from malcs to females than vice versa. Additionally, some het-
croscxual contact includes anal intercourse, an important risk factor
for virus transmission. Rescarch in fypes of heterosexual activity and
virus transmission has yct to be completed. Within the heterosexual
risk category, the partners of the women were predominantly IV drug
users (72 pereent); bisexual men as partners are a much smaller group
(19 pereent) (Hardy 1985).

The fourth risk category for women is transfusions with blood or
blood products, according to the CDC. It accounts for 9 percent of
all female cases. New cases from carlier transfusions will continuc to
appear, but the risk of transfusion-related transmission is currently
near zcero.

A fifth risk category for women is “hemophiliac/coagulation disor-
der.” Four adult females were in this category in 1986. Women do have
coagulation disorders for which they receive the same types of blood
products as arc prescribed for hemophiliacs. As with transfusions,
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the current risk associated with Factor VII blood products is essen-
tially zcro.

In California, women’s risk factors arec somewhat different from the
national onces. Transfusion-related AIDS is a more common cause of
infection than drug usc. Drug use and heterosexual contact are the sec-
ond most important risk factors (California Health Scrvices 1986). Of
the California women who contracted AIDS through heterosexual
contact, two of them had partners who were both 1V drug uscrs and
bisexual. Onc had a partner who was an 1V drug uscr, onc had a part-
ner who was homoscxual/biscxual, onc partner was a_hemophiliac,
and about two we do not have adequate data. In California, as of Scp-
tember 1985, two lesbians were identified with AIDS diagnoses. One
contracted it through a transfusion, the other via IV drug use (Miller
1985).

These data refer to AIDS cases only. We cstimate that there arc ten
times as many ARC cases and one hundred times as many women who
arc infected.

In California, female AIDS cascs arc concentrated in several of the
larger metropolitan arcas: Los Angeles, San Francisco, and Alamcda
County, for example. Although surveillance figures are supposed to re-
fer to the county of residence, they actually represent the county of di-
agnosis. In some cases, but not all, the county of residence is the same.
This fact should be taken into account when services are being devel-
oped and when city and county budgets are being prepared.

There is no evidence that prostitutes constitute a special risk cate-
gory. The CDC documented this, as has preliminary rescarch being
donc in San Francisco (Wofsy ct al. 1986, Schultz ct al. 1986, WykofT
1986). Some prostitutes do get AIDS. To the extent that rescarchers
have been able to isolate prostitution and/or multiple sexual contacts
from such issues as 1V drug use, however, neither the number of sexual
contacts nor the receipt of money for sex (by sex therapists, prosti-
tutes, call girls, and the like) scems to put women at a higher risk for
getting AIDS. Many women who arc in paid sexual activity were con-
cerned about scxually transmitted discases even before the AIDS cpi-
demic. They protected themselves and continuc to protect themscelves
by being somewhat alert to new medical developments in sexually
transmitted discascs and how to avoid them. They may be better pro-
tected than the typical woman who is “just going to a bar” or a woman
who thinks of herself as not sexually active but who “just happens to
have this relationship.” They may be more aware than women who are
involved in serial monogamy-or those whose self-image is “I'm not at
risk so I'm not going to lcarn morce about it.”

Women and AIDS

Transmission and Its Prevention

P’revention of HIV transmission for women is essentially the same as it
is for gay men and will be described below. The safe sex guidelines,
now in usc with gay men, can, with a little creativity, be revised to
apply to women. AIDS is caused by a virus transmitted in some, but
not all, bodily secretions. It can be found in probably cvery bodily se-
cretion, including blood, spinal fluid, secmen, saliva, sweat, and tears.
But that docs nof mcan it can be transmitted via all these routes. The
concentration varics significantly from fluid to fluid. The highest con-
centrations are in blood, spinal fluid, and semen. Even when traces of
the virus arc found in other fluids, saliva, for instance, they may beina
nontransmissible or poorly transmissible form. The concentration
may also be too low for cffective transmission.

The virus can be transmitted through blood, as epidemiological data
indicate, and through semen. Those are the two main bodily fluids to
be wary of. Blood can appear in a varicty of places. One could have
blood in her saliva; in that case, then, her saliva might be an cffective
transmission route. Blood often passes through the colon as a matter
of course, without any illness being present. It is often in feces and
there may be fecal contact in sexual activity, cither advertently or inad-
vertently. Blood is also present in menstrual fluid, which can be in
smaller or larger amounts in vaginal and/or cervical sccretions.

Although numerous studics about transmission of the virus during
scxual activitics between men are in progress, little rescarch has been
completed on sexual transmission and women (with cither a hetero-
scxual or lesbian focus). Finding HIV in vaginal secretions does not
answer the question of vaginal transmission. For that we need an cpi-
demiological study. One epidemiological study addressing this issuc is
the AWARE study at UCSF, under the direction of Constance Wofsy
and Judith Cohen (1986). Very few of the participants thus far have
positive antibody test results, indicating infection. All these women,
however, were IV drug uscers in addition to being at risk through sex-
ual contact. The study (ultimatcly of 500 women at risk) will give us
extensive data concerning virus transmission.

A sccond cpidemiological study of women and AIDS in San Fran-
cisco, conducted by Nancy Padian, focuses on the female sexual part-
ners of gay and bisexual men (1986). The men's blood has been ana-
lyzed for scroconversion since 1980, The female partners of a sample
of the men are being tested for HIV antibody positivity.

The third San Francisco cpidemiological project on AIDS transmis-
sion and women is the Lesbian Insemination Project (LIP), affiliated
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with the AWARE study (Pics 1986). LIP's purposc is to gather more in-
formation about scmen as a transmitter of the virus when the factor of
sexual intercourse is removed. The subjects in this study have a very
low ratc of scxual activity with men, but they have been exposed to
semen through donor insemination. The project investigates antibody
positivity in the women and, in some cascs, their children.

escarch results are important to cducators and health carc providers
who wish to provide accurate information to their clients concerning
transmission and prevention of AIDS. Our approach—in this ficld
where so little is known—is to basc our education on as much knowl-
edge as we can and to make conscrvative reccommendations, crring on
the side of safcty.

For most scxual activity—vaginal intercourse, anal intercoursc, and
fellatio—the most important AIDS transmission risk is semen enter-
ing the body. The best prevention method is condoms. Condoms do
scem to act as an cffective barrier to the virus, just as they act as a bar-
ricr to almost cvery other virus. Condoms can be used in any kind of
intercourse and in fellatio by mutual agreement or, in fact, without it.
Many prostitutes and other women in the sex industry use condoms
without their clients knowing it. The woman holds the condom in her
mouth until she performs fellatio and, with a learned skill and casc,
puts it on the man and takes it off after the act is finished. He never
knows.

Transmission may also occur when scx toys arc shared. Any item
(dildo or vibrator, for example) should not be used internally by both
partners. If it is, it should be clcaned with bleach, alcohol, or hydro-
gen peroxide.

Previous exposure and current sexual activity are two scparate fac-
tors. If two people arc at very “high risk” because of their previous
practices, they still could be presently engaging in very safe sexual
activitics, including usc of condoms. Converscly, they may be two
people whose scxual activitics have been very limited, or they may
have been monogamous for ycars. They do not have a sexual risk fac-
tor, yet they arc very worried: “Well, everyone’s pointing the finger at
us, saying we're going to get AIDS, because we engage in anal inter-
course, and they say that’s how the gay men getit.”

Another aspect of risk is dosc. Rescarchers belicve that repeated
doscs of the virus arc sometimes necessary for infection. One might
have a brush with the virus, some contact with it, and not necessarily
become infected. But infection could also occur after only one exposure.

An cffective lubricant, gel, or spermicide to use with a condom is
nonoxynol-g, which kills HIV in laboratory scttings (Hicks ct al.
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1985). This docs not necessarily guarantee that it will kill the virus in
other scttings. Home usc is different from clinical studies. We cannot
say catcgorically to a client, “If you use nonoxynol-9, you will be
safe.” It will, however, lower the risk of transmission. Nonoxynol-9
lubricants can be applied both inside and outside a condom. Some
condoms are also prelubricated with spermicide. Using a condom ap-
propriately, without user crror, breakage, and so forth, will prevent
the virus from entering the body during cjaculation (Conant ct al.
1985). So, in terms of intercourse, even fellatio, the condom is a very
cffective protective device.

Basically, safe sex boils down to one concept: “Do not allow onc
person’s semen, blood, feces, vaginal sceretions, or, in the case of lac-
tating mothers, mother’s milk, into another person’s body.” That
might mean using condoms; it migght mean not ¢jaculating. Vaginal sc-
cretions may also transmit the virus. 1f a woman were infected, cun-
nilingus might transmit the virus to her partner.

To prevent a partner’s exposurc to her menstrual blood and/or cer-
vical sccretions, a woman can usc a diaphragm and nonoxynol-9, and
have her partner use a condom. Such activity reduces, but doces not
climinate, the risk of transmission.

Another aspect of sexual transmission is saliva and kissing. Saliva
poscs a difficult question for the health educator and mental health care
provider. It is quitc casy to prove that something doces transmit a virus;
all you nced is onc case in which it has. It is much more difficult to
prove that it does not. In all likelihood, saliva docs not transmit the
AIDS virus, unless there is blood mixed in with it. Brushing your
teeth or having cuts or sores in your mouth can produce blood. If the
virus is in the blood, it is then “in” the saliva. But saliva itsclf (or with
minute amounts of blood) has never been implicated in a case of HIV
transmission. The viral concentration is apparently too low. Some
comparisons have been made between HIV and the hepatitis B virus,
which is, similarly, transmitted primarily through blood and semen.
Hepatitis B virus is also found in saliva, but in thirty ycars of rescarch
not one case has been linked to salival transmission. As health care
providers, we must be alert to the client who says, “Oh well, saliva’s
probably risky, and so is semen, and I'm not going to stop kissing, so 1
might as well not stop intercourse without a condom.” Semen is
known to transmit the virus.
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Levels of Risk

Communitics and populations have variable rates of virus exposurc. In
the casc of a community like the gay male community of San Francisco
(with a so pereent infection rate) or the New York IV drug user com-
munity (with as many as 80 percent of the community cxposed), the
basic public health goals should be that everybody engage only in safe
scx, for protection of sclf and others. Community survival will re-
quire major behavioral changes.

In 2 community where the incidence of infection is below 5o per-
cent, perhaps only 1 percent, the average person is less likely to want
to usc condoms. How can onc mandate safe sex for everyone? If one
follows the risk reduction guidclines in all cascs, there would be no
pregnancics. Onc aspect of sexual counscling for the lower risk popu-
lation is education on decision making and risk cvaluation. The client
should be asked, “What level of risk are you willing to take?” Some
people feel that they have very little risk of exposure and that their
partner has little or no risk. They feel safe, or safc enough to do
“cverything.” Some people review their pasts and those of their part-
ners. Others take antibody tests and then decide about sex. Still others
take the attitude that if there’s any risk at all, they would rather avoid
sex. Some risks arc more acceptable than others to an individual. One
person will drive drunk, but always usc a condom. Another is the re-
verse. Partners negotiate to what degree cach wishes to take some sort
of risk.

Pregnancy and Pediatric Issues

Most pediatric AIDS patients (77 percent) contracted the illness via a
parcnt with AIDS or at incrcased risk for AIDS, as of Junc 1986, 224
infants, 114 male and 110 female (CDC 1986). Although there is a
chance of the fetus being exposed to the virus through transplacental
transmission in utero, not cvery baby will be born infected (Scott ct al.
1985). In some cascs, infected women who have given birth to infected
children have later delivered noninfected, healthy children. We cannot
predict whether a specific infant will be born infected. Additionally,
some children who have had positive results on the AIDS antibody
tests remain in good health. Transmission of the virus can also occur
via breast milk. A clinical report from Australia identificd onc infant
who became antibody-positive,_ after its mother received a tainted
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blood transfusion postnatally and then nursed her child over a period
of months (Zicgler ct al. 1985).

If a woman is infected at the start of a pregnancy, what are her
chances of developing the symptoms of ARC or AIDS during the
course of pregnancy? Pregnancy may accelerate the course of illnesses
associated with AIDS and ARC and perhaps also the underlying syn-
drome itself. Counscling women who are already pregnant, and at the
point when abortion is feasible, is a complex and difficult task (San
Francisco Public Health Department 1986).

And lastly, donor inscmination. No women who reccived semen via
donor insemination have yet contracted AIDS. One study in Australia
demonstrated that the virus is transmissible via insemination. Freczing
the sperm may make transmission less likely. Screening programs
similar to those in use in blood banks arc the major technique for pre-
venting transmission via insemination. Typically, a sexual and social
history of the donor, blood tests, and other screens arc used. HIV anti-
body tests arc in routine usc at licensed sperm banks.

Testing for the antibody to HIV is a screening strategy that is being
increasingly applicd as a protection even beyond the blood banking
community. Sperm banks usc it. Some doctors reccommend it for their
paticnts considering pregnancy. Some people want it to feel secure
about their sexual activity. While the test is relatively accurate, it is not
100 percent perfect. Since we are dealing with a potentially deadly ill-
ness, the imperfections of the test arc very important to understand.

The consequence of a false-negative result is that a woman may
wrongly think that she is not carrying the virus and spread it inadver-
tently or misunderstand her real symptoms of AIDS or ARC. In most
testing systems, negative test results arc not a signal to retest and the
result is treated as “truc.” Any woman in a high-risk group who gets
an initial negative result should consider a retest for certainty.

The conscquence of a false-positive result can be unnccessary stress,
anxicty, and fear. Because almost all testing programs include retests
of positive specimens, any woman with an initial positive test is likely
to have her blood retested automatically. Retesting significantly re-
duces the risk of a false result.

Women's Unique Issucs

First, therc is the problem of maternal transmission, alrcady described.
Women at risk for infection are going to be counscled about preg-
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promiscuous women. Prostitutes were described as “a rescrvoir of in-
fections” (Schultz ct al. 1986, Wykoff 1986, Redficld ct al. 1986). Just
as gay men are stigmatized for their sexual activity, so women who
cannot prove that they contracted the virus from their husbands or
from blood transfusions arc also going to be stigmatized and criticized
and blamed for their (imagined) sex life and morals.

Women as Health Care Providers

Numecrically, women constitute the bulk of the carc-giving population
for those who have AIDS. Persons with AIDS are primarily men. The
medical care system itself is dominated by men. This situation mirrors
women's family rolc of filling others’ physical and emotional needs and
being responsible for their daily maintenance. Many of us arc in the
situation of providing extensive service but receiving inadequate rec-
ognition. We have the role (which we have filled for centurics) of car-
ing for the sick, handling emotional problems, handling issues of
nurturance, doing the daily work, doing the dirty work, handling
cverybody’s waste matcrials in onc form or another, being exposcd.
The AIDS cpidemic makes our nurturing roles morc necessary while
simultancously rcducing our sclf-worth. If we begin to complain
about, for cxample, sexism or lack of recognition, we are told, or may
tell oursclves, that we are dealing with a very scrious epidemic, we're
talking about people dying, and after all, 1 am a woman who is not at
much risk. “I'm healthy, what right have 1 to ask for anything?”

We cxpericnce this criticism externally and internally. On the one
hand, women have frustrations about status in the hicrarchical struc-
tures of medicine; and on the other hand, they feel that they should not
complain, Therefore, meeting the challenges of the AIDS cpidemic
may includc addressing the role of women health carce professionals as
well as the needs of women at risk of illness.
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nancy, abortion, breastfeceding, contraception, and antibody tests.
They are going to be cncouraged to share information about their anti-
body status with obstctricians, labor room staffs, and pediatricians.
Some may cven be told to delay pregnancy indefinitely “until morec is
known.” How will women rcact to such advice?

In some citics, women in high-risk groups arc being encouraged to
have antibody testing prior to pregnancy. It is entircly possible that
women, or subgroups of them, and not gay men, will be the first
population to face mass screening for the AIDS virus antibody.

A sccond aspect of AIDS that is unique to women is the social role
of mothering: From this role low two important conscquences. First,
when a woman becomes ill with ARC or AIDS, her role as a primary
care-giver to a child or children or to other adults in the houschold is
immediately affected. The family is severely disrupted, and she hersclf
will have to make many adjustments. Her children may also be indi-
rectly affected by her diagnosis and forbidden to go to school. She has
to decal with a lifc-threatening illness, and she also has to deal with the
impact on her family, and this is a very scrious matter. As stated car-
lier, 53 percent of women with AIDS contracted it through IV drug
usc. A significant number got it through heterosexual contact, most
oftcn with a drug uscr. Demographic studics of such women indicate
that they are likely to have young children and also to be the sole sup-
port of thesc children.

A sccond consequence of the social role of motherhood is care of the
child with AIDS. With AIDS, as with other sicknesses, it is ordinarily
the mother who is expected to care for or manage the care of the child.
But since most pediatric AIDS cases are the result of maternal trans-
mission, the mother may herself be ill. Her illness and responsibility
may be compoundced by illegal survival activity, incarceration, poor
health (caused by drug usc and illnesses associated with its life-stylc),
and the threat of foster care or child abuse proceedings. These are par-
cnting issucs that men rarcly face.

If the mother is healthy enough to care for her child, she must still
handle the complex issues of medical and home care, rescarch inves-
tigations, school access, fricnds, and family stress. CDC recommends
that cvery child be evaluated individually to provide quality care for a
child who cither is infected with the virus or 1s 1ll (Education and Fos-
ter Carc 1985).

Women and AIDS

Resources for Women

Becausce the total number of women infected with HIV is much smaller
than the number of men, the general resources available for women
and thosc that deal with particular problems of women are much more
limited. Let us look bricfly at the arca of drug rchabilitation services—
necessary to combat AIDS transmission via shared needles. Both in
absolute numbers, and in proportion to nced, fewer drug programs
cxist for women than for men (Shaw 1985). Residential programs have
fewer spaces available for women than for men. In addition, most of
the programs will not take women who are pregnant, and those that
will take women who are pregnant will not take them when they are
more than twenty-one weeks pregnant. None will house a woman
with a child.

The only residential substance abuse program in San Francisco that
will take women who are pregnant and/or have children is the Women's
Alcoholism Center, which requires that the woman'’s primary problem
be alcohol, not drugs. As a consequence, a woman with a drug prob-
lem who is at risk for AIDS and has children is forced to leave her chil-
dren in order to be treated in a residential program. She probably will
not be able to have visitors, including her children, for at least two
months. Such rules are standard in many residential programs. These
programs are designed to meet men's needs, not those of women.

Women need AIDS scrvices as well. Many AlDS-focusced organiza-
tions have no women'’s support group or pecople who arc particularly
sensitive to women's issucs. Organization members, clinic staff, and
health department employees may be sensitive to the issues of AIDS in
a general way, but many are not trained to understand those problems
specific to women.

Another aspect of resources and services for women is the need for
cthnic diversity in staff and programs. Most fecmale AIDS cascs are
black or Latino women. Effective educational programs require cultur-
ally sensitive and linguistically appropriate materials, combined with
active outreach. This is not happening so far any place in the United
States. Work with local cthnic health and civic organizations can be an
important stcp in raising community awarencss of AIDS and preven-
tive techniques and assist those affected. Most women with AIDS are
from poor backgrounds. As a whole, they are probably poorer than
men with AIDS. This mcans that more resources are going to be
nceded for women than for men.

At the 1985 International Conference on AIDS in Atlanta, many re-
scarchers discussing sexuality would refer to sexually active men and
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Substance Abuse as a Cofactor for AIDS

BARBARA G. FALTZ AND SCOTT MADOVER

It becomes apparent when we look at the conncction between sub-
stance abusc and AIDS that they are linked in five ways.

The first and most obvious link is the direct transmission of the
AIDS virus through the sharing of hypodermic needles, syringces, and
paraphernalia used in “shooting up” drugs. According to the CDC, 1V
usc is the primary risk factor for 17 percent of persons with AIDS. In
addition, 11 percent of the gay and biscxual men report a history of IV
drug usc, making a total of 28 percent of those with AIDS IV drug
uscrs (CDC 1985).

The second link of substance abuse with AIDS is the transmission of
the virus by infected 1V drug users to their sexual partners in cither
heterosexual or homosexual contact. Of those reported cases of het-
crosexual transmission of the discase in the United States, the over-
whelming preponderance has been in women (CDC 1985).

Third, infected women who are 1V drug uscrs or who are sexual
partners of 1V drug uscrs can transmit the virus during the neonatal
period.

In cohort studics, a corrclation between the use of volatile amyl and
butyl nitrites (poppers) and the development of KS has been demon-
strated (Newell ct al. 1985). Although they arc not dircctly linked to
AIDS, alcohol, marijuana, cocaine, and amphctamines have been
demonstrated to be immunosuppressant. We feel that persons who
have been exposed to the AIDS virus by their sexual partners or
through IV drug use need to reexamine their use of immunosuppres-
sant drugs—particularly their use of poppers.

Finally, there is the factor of increased sexual and needle-using be-
havior while under the influence of alcohol or drugs. In a report pre-
pared for the San Francisco AIDS Foundation, the Rescarch and Deci-
stons Corporation (1985) cited the following findings:
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Women and AIDS

by Nancy Shaw, PhD, and Lyn Paleo

In 1983, the first brochure on women and AIDS was produced. Since
then a great deal has happened. With the growing awareness that women
can contract AIDS has come the realization that specialized services
should be provided to them and that health care providers will
increasingly come into contact with women who have some kinds of AIDS
concern. Some patients may have been exposed to AIDS, others have close
friends or family members who are ill. Additionally, many of the health
care personnel providing AIDS services are women.

Women At Risk: Epidemiology

AIDS in women presents a different epidemiological pattern from the
one found among men. National data show that the most prevalent risk
category 1s IV drug use (53 percent).* The next category, or group of
women with AIDS, is one for which no root of transmission has been
identified, referred to as "none/other” by the Centers for Disease
Control (CDC) (22 percent). Included in this risk category are women
from countries where a higher proportion of the population has AIDS or
AIDS-related complex (ARC) or may be virus seropositive. This includes
women diagnosed in the U.S. who immigrated here from Haiti and Zaire.
For many of the women (including the nonimmigrants) in the "none/other”
category, the probable risk factor was heterosexual contact with a man
who was infected with the virus, but is not in an identified risk group.
His infection may have bheen through a person that he did not know to be
in a risk category (e.g., his wife, who had a blood transfusion prior to
his meeting her).

Another grouping of women in the "none/other” category is composed
of those who were diagnosed late in their illness or only at autopsy.
Because men and their health care providers are more aware of the
possibility that males get AIDS, male diagnoses may take place at
earlier stages. This allows more time for adequate investigation as to
the source of infection. If more women are diagnosed only at autopsy,
risk factors will be more difficult to determine. Systematic research
has not yet been conducted on this issue. It is striking, however, that
in only 5 percent of male AIDS cases is "none/other” listed for patient
groups at the present time.

Another aspect of surveillance which may affect the female
"none/other” category is that the questions listed on the CDC
surveillance form are not designed to elicit special data on female risk
groups. Data are collected on "homosexuality,” for example, but the
word "lesbian”™ is not used. Many health care providers are not aware

*Data are drawn from the CDC AIDS Activity Report for December 30, 1985.
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that their female patients may be lesbians. Consequently, this risk
factor may be overlooked. 1In a similar vein, questions are not asked
about donor insemination, although clinical reports demonstrate clearly
the possibility of viral transmission via insemination.

The third risk category is heterosexual contact. In absolute
numbers, 151 women are in this category. Even though many more men than
women have AIDS, for only 28 males was heterosexual contact was the
suspected route of infection. What are the reasons for this reversal in
absolute numbers when it comes to AIDS transmission via heterosexual
contacts? One factor is that, regardless of initial route of infection
(e.g., gay activity, hemophilia, drug use, transfusion), there are more
males currently carrying the virus than females. This means that in
terms of heterosexual contact, more males are capable of transmitting
the virus.

A second factor may be that AIDS is more readily transmissible from
males to females than vice versa. Whereas semen is a proven route of
virus transmission, the virus has not yet been cultured from vaginal
secretions. Additionally, some heterosexual contact includes anal
intercourse, an important risk factor for virus transmission. Research
on types of heterosexual activity and virus transmission has yet to be
completed. Within the heterosexual risk category, the partners of the
women were predominantly IV drug users (72 percent) and secondarily
bisexual men (19 percent).*

The fourth risk category for women is "transfusions with
blood/blood products.” This category accounts for 10 percent of all
cases. New cases from earlier transfusions will continue to appear, but
the risk of transfusion-related transmission is currently near zero.

A fifth risk category for women is "hemophiliac/coagulation
disorder.” There are four adult females in this category. Women do
have coagulation disorders for which they receive the same types of
blood products as are prescribed for hemophiliacs. As with
transfusions, the current risk associated with Factor VII blood products
is essentially zero.

Maternal Transmission

Seventy-five percent of all pediatric AIDS patients contracted the
f1lness via a "parent with AIDS/or at increased risk for AIDS.” As of
December 30, 1985, there were 172 infants in this category, 87 male and
85 female.

Infection can occur in utero via transplacental transmission. It
might also occur at birth, although this has not yet been demonstrated.
The percentage risk to a child of becoming virus-—infected when the

*Data from CDC, as of September 9, 1985.
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mother is already carrying the virus cannot yet be stated; in some
cases, women who have given birth to infected children have later
delivered noninfected, healthy children. Transmission of the virus can
also occur via breastmilk. A clinical report from Australia identified
one infant who became antibody-positive after its mother received a
tainted blood transfusion postnatally and then nursed her child over a
period of months.

In California, women”s risk factors are somewhat different from the
national ones.* Transfusion-related AIDS is a more common cause of
infection than drug use. Drug use and heterosexual contact are the
second most important risk factors. Of the California women who
contracted AIDS through heterosexual contact, two of them had partners
who were both IV drug users and bisexual. One had a partner who was an
IV drug user, one had a parfﬁg; who was homosexual/bisexual, one partner
was a hemophiliac, and about two we do not have adequate data. 1In
California, as of September, 1985, two lesbians were identified with
AIDS diagnoses. One contracted it through a transfusion, the other via
IV drug use.

These data refer to AIDS cases only. We estimate that there are
ten times as many ARC cases and one hundred times as many women who are
infected. Nationally, this would be 10,000 women with ARC and 100,000
infected. 1In California, it would be an estimated 690 women with ARC
and 6,900 estimated to be infected as of December 31, 1985.

In California, female AIDS cases are concentrated in several of the
larger metropolitan areas: Los Angeles, San Francisco, and Alameda
County, for example. Although surveillance figures are supposed to
refer to the county of residence, they actually represent the county of
diagnosis. In some cases, but not all, the county of residence is the
same. This fact should be taken into account when services are being
developed and when city and county budgets are being prepared.

There i1s no evidence that prostitutes constitute a special risk
category. The Centers for Disease Control have documented this, as has
preliminary research being done in San Francisco. Some prostitutes do
get AIDS. To the extent that researchers have been able to isolate
prostitution and/or multiple sexual contacts from such issues as IV drug
use, however, neither the number of sexual contacts nor the receipt of
money for sex (by sex therapists, prostitutes, call girls, etc.) seems
avoid them. They may be better protected than the typical woman who is
"just going to a bar" or a woman who thinks of herself as not sexually
active but who "just happens fo have this relationship.” They may be
more aware than women who are involved in serial monogamy or those whose
self-image is "I"m not at risk so I“m not going to learn more about it."
to put the woman at a higher risk for getting AIDS. Many women who are

*Data from California Department of Health Services AIDS Activity
Office.
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involved in pald sexual activity were concerned about sexually
transmitted diseases even before the AIDS epidemic. They protected
themselves and continue to protect themselves by being somewhat alert
to new medical developments in sexually transmitted diseases and how to

Transmission and Its Prevention

Prevention of human T-cell lymphotropic virus type III (HTLV-III)
transmission for women is essentially the same as it is for men, with
some minor adjustments. The "safe sex guidelines,” now in use with gay
men, can, with a little creativity, be revised to apply to women. AIDS
is caused by a virus transmitted in some, but not all, bodily .
secretions. It can be found in probably every bodily secretionm,
including blood, spinal fluid, semen, saliva, sweat, and tears. But
that does not mean it can be transmitted via all these routes. The
concentration varies significantly from fluid to fluid. The highest
concentrations are in blood, spinal fluid, and semen. Even when traces
of the virus are found in other fluids, e.g., saliva, they may be in a
nontransmissible or poorly transmissible form. The concentration may
also be too low for effective transmission. The virus can be
transmitted through blood, as epidemiological data indicate, and through
semen. Those are the two main bodily fluids to be wary of. Blood can
appear in a variety of places. One could have blood in her saliva; in
that case, then, her saliva might be an effective transmission route.
Blood often passes through the colon as a matter of course, without any
illness being present. It is often in feces and there may be fecal
contact in sexual activity, either advertently or inadvertently. Blood
is also present in menstrual fluid, which can be in smaller or larger
amounts in vaginal and/or cervical secretionms.

Although numerous studies are in progress concerning transmission
of the virus during sexual activities of men and men, little research
has been completed on sexual transmission and women (with either a
heterosexual or lesbian focus). Current clinical research includes
several attempts to culture the HTLV-III in vaginal secretions. Is the
virus in vaginal secretions? By analogy, we assume that it is. Simply
finding it there will not answer the question of vaginal transmission.
For that we need an epidemiological .study. One epidemiological study
addressing this issue is the AWARE study at UCSF, under the direction of
Constance Wofsy and Judith Cohen. Of 200 women for whom data have been
analyzed, about 10 have positive antibody test results, indicating that
they were infected with the virus. All these women, however, were IV
drug ysers in addition to being at risk through sexual contact. A
detailed questionnaire provides data on all the subjects (ultimately 500
women at risk). The study will give us extensive data concerning virus
transmission.

A second epidemiological study on women and AIDS is being conducted
by Nancy Padian. This study focuses on the female sexual partners of
gay and bisexual men. The men”s blood has been analyzed for
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seroconversion since 1980. The female partners of a sample of the men
are being tested for HTLV-III antibody positivity.

The third San Francisco epidemiological project on AIDS
transmission and women is the Lesbian Insemination Project (LIP),
affiliated with the AWARE study. LIP”s purpose is to gather more
information about semer as a transmitter of the virus when the factor of
sexual intercourse is removed. The subjects in this study have a very
low rate of sexual activity with men, but they have been exposed to
semen through donor insemination. The project investigates antibody
positivity in the women and, in some cases, their children.

Research results are important to educators and health care
providers who wish to provide accurate information to their clients
concerning transmission and prevention of AIDS. Our approach--in this
field where so little is known——is to base our education on as much
knowledge as we can and to make conservative recommendations, erring on
the side of safety.

Sexual Transmission Issues

For most sexual activity--vaginal intercourse, anal intercourse,
and fellatio--the most important AIDS transmission risk is semen
entering the body. The best prevention method is condoms. Recent
research indicates that condoms do act as an effective barrier to the
virus, just as they act as a barrier to almost every other virus.
Condoms can be used in any kind of intercourse and in fellatio by mutual
agreement or, in fact, without it. Many prostitutes and other women in
the sex industry use condoms without their clients knowing it. The
woman holds the condom in her mouth until she performs fellatio, and
with a learned skill and ease, puts it on the man and takes it off after
the act is finished. He never knows.

Transmission may also occur when sex toys are shared. Any item
(dildo or vibrator, for example) should not be used internally by both
partners. If it is, it should be cleaned with bleach, alcohol, or
hydrogen peroxide.

Previous exposure and current sexual activity are two separate
factors. If two people are very "high risk"” because of their previous
practices, they still could be presently engaging in very safe sexual
activities, including use of condoms. Conversely, they may be two
people whose sexual activities have been very limited, or they may have
been monogamous for years. They do not have a sexual risk factor, yet
they are very worried. "Well, everyone”s pointing the finger at us,
saying we're going to get AIDS, because we engage in anal intercourse,
and they say that”s how the gay men get it." 1It”s as if the person
thinks that éIDS is a function of spontaneous combustion.
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Another aspect of risk is dose. Researchers believe that repeated
doses of the virus are sometimes necessary for infection. One might
have a brush with the virus, some contact with it, and not necessarily
become infected. But infection could also occur after only one
exposure.

An effective lubricant, gel, or spernicide to use with a condom is
non-oxynol-9, which kills HTLV-1II in laboratory settings. This does
not necessarily guarantee that it will kill the virus in other settings.
Home use is different from clinical studies. We cannot say
categorically to a client, “If you use non-oxynol-9, you will be safe.”
It will, however, lower the risk of transmission. Non-oxynol-9
lubricants can be applied both inside and outside a condom. Some
condoms are also prelubricated with spermicide. Using a condom
appropriately, without user error, breakage, and so forth, will prevent
the virus from entering the body during ejaculation. So, in terms of
intercourse, even fellatio, the condom is a very effective protective
device.

Basically, "safe sex” boils down to one concept: "Do not let
another person”s semen, blood, feces, vaginal secretions, or, in the
case of lactating mothers, mother”s milk, into another person”s body."
That might mean using condoms. To another couple it might mean not

ejaculating.

Vaginal secretions may also transmit the virus. We do not know
whether they are an effective means of transmission. If a woman were
infected, cunnilingus might transmit the virus to her partner.

To prevent a partner”s exposure to her menstrual blood and/or
cervical secretions, a woman can use a diaphragm, non-oxynol-9, and have
her partner use a condom. Such activity reduces, but does not
eliminate, the risk of transmission.

Another aspect of sexual transmission is saliva and kissing.
Saliva poses a difficult question for the health educator and mental
health care provider. It is quite easy to prove something does transmit
a virus; all ‘you need is one case in .which it has. It is much more
difficult to prove that it does not. In all likelihood, saliva does not
transmit the AIDS virus, unless there is blood mixed in with it.
Brushing your teeth or having cuts or sores in your mouth can produce
blood. If the virus is in the blood, it is then "in" the saliva. But
saliva itself (or with minute amounts of blood) has never been
implicated in a case of HTLV-III transmission. The viral concentration
is apparently too low. Some comparisons have been made between HTLV-III
and the hepatitis B virus, which is, similarly, transmitted through
primarily blood and semen. Hepatitis B virus is also found in saliva,
but in thirty years of research not one case has been linked to salival
transmission. As health care providers, we must be alert to the client
who says, "Oh well, saliva’s probably risky, and so is semen, and I'm
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not going to stop kissing, so I might as well not stop intercourse
without a condom.” Semen 1Is known to transmit the virus.

Levels 9_f Risk

Some communities and populations have a high rate of virus
exposure. Others are much lower. In the case of a community like the
gay male community of San Francisco (with a 50 percent infection rate)
or the New York IV drug user community (with as many as 80 percent of
the community exposed), the basic public health goals should be that
everybody engage only in "safe sex.” This is the only way that people
can protect themselves and others. Community survival will require
ma jor behavioral changes.

On the other hand, in a community where the incidence of infection
is below 50 percent, perhaps only 1 percent, the average person is less
likely to want to use condoms. How can one mandate safe sex for
everyone? If one follows the risk reduction guidelines in all cases,

there would be no pregnancies. One aspect of sexual counseling for the

lower risk population is education on decision making and risk
evaluation. The client should be asked, "What level of risk are you
willing to take?” Some people feel that they have very little risk of
exposure and that their partner has little or no risk. They feel safe,
or safe enough to do "everything.“ Some people review their pasts and
that of their partmer. Others take antibody tests and then decide about
sex. Still others take the attitude that if there”s any risk at all,
they would rather avoid sex. Some risks are more acceptable than others
to an individual. One person will drive drunk, but always use a condom.
Another is the reverse. Partners negotiate to what degree each wishes
to take some sort of risk.

Pregnancy Issues

Although there is a chance of the fetus being exposed to the virus
through transplacental transmission in utero, not every baby will be
born infected. In one study, a mother with several children passed the
virus on to one but not to a later child, even though she herself
continued to be infected. At present, we cannot predict whether a

specific infant will be born infected. Additionally, some children who
test positive on the AIDS antibody tests remain in good health.

If a woman is infected at the start of a pregnancy, what are her
chances of developing the symptoms of ARC or AIDS during the course of
pregnancy? There is some evidence to suggest that pregnancy can
accelerate the course of illnesses associated with AIDS and ARC and
perhaps also the underlying syndrome itself. Counseling women who are
already pregnant, and at the point when abortion is feasible, 1s a
complex and difficult task.
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And lastly, donor insemination. No women who received semen via
donor insemination have yet contracted AIDS. One study in Australia
demonstrated that the virus is transmissible via insemination. Freezing
the sperm may make transmission less likely. Screening programs similar
to those in use in blood banks are the major techniques for preventing
transmission via insemination. Typically, a sexual and social history
of the donor, blood tests, and other screens are used. HTLV-ITI
antibody tests are in routine use at licensed sperm banks.

Antibody Testing Issues

Testing for the antibody to the HTLV-III is a screening strategy
that is being increasingly applied as a protection even beyond the blood
banking community. Sperm banks use it. Some doctors recommend it for
their patients considering pregnancy. Some-people want it to feel
secure about their sexual activity. While the test is relatively
accurate, it is not 100 percent perfect. Since we are dealing with a
potentially deadly illness, the imperfections of the test are very
important to understand.

There are both false—positive and false—negative results. In a
population with a high rate of virus infectivity (e.g., gay men or IV
drug users) there will be more false negatives. In a population with a
low rate of infectivity (e.g., the general population), there will be a
higher rate of false positives.

The consequence of a false negative is that a woman may wrongly
think that she is not carrying the virus and spread it inadvertently or
misunderstand her real symptoms of AIDS or ARC. In most testing
systems, negative test results are not a signal to retest and the result
is treated as "true." Any woman in a high risk group who gets an
initial negative result should consider a retest for certainty.

The consequence of a false positive, on the other hand, can be
unnecessary stress, anxiety, and fear. Because almost all testing
programs include retests of positive specimens, any woman with an
initial positive test is likely to have her blood retested
automatically. Retesting significantly reduces the risk of a false
result.

Women“s Unique Issues

First of all, there is the problem of maternal transmission,
already described. Women at risk are going to be counseled about
pregnancy, abortion nursing, planning pregnancy, contraception, and
antibody tests. They are going to be encouraged to share information
about their antibody status with obstetricians, labor room staffs, and
pediatricians. Some may even be told to delay pregnancy indefinitely
“"until more is known." How will women react to such advice?
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In some citles, women In "high-risk” groups are being encouraged tgq
have antibody testing prior to pregnancy. It is entirely possible that
women, or subgroups of them, and not gay men, will be the first
population to face mass screening for AIDS virus antibody.

A second aspect of AIDS that is unique to women is the female
social role of mothering: From this role flow two important
consequences. First, when a woman becomes ill with ARC or AIDS, her
role as a primary caretaker to the child or children or to other adults
or persons in the household is immediately affected. The family is
severely disrupted, and she herself will have to make many adjustments.
Her children may also be indirectly affected by her diagnosis and
forbidden to go to school. She has to deal with a life-threatening
illness, and she also has to deal with the impact on her family, and
this 1s a very serious matter. Fifty-three percent of women with AIDS
contracted it through IV drug use. A significant number got it through
heterosexual contact, most often with a drug user. Demographic studies
of such women indicate that they are likely to have young children and
also to be the sole support of these children.

A second consequence of the social role of motherhood is care of
the child with AIDS. With AIDS, as with other sicknesses, it is
ordinarily the mother who is expected to care for or manage the care of
the child. But since 75 percent of all pediatric AIDS cases are
currently the result of maternal transmission, the mother may herself be
111. Her illness and responsibility may be compounded by illegal
survival activity, incarceration, poor health (caused by drug use and
its life style associated illnesses), and the threat of foster care or
child abuse proceedings. These are parenting issues that men rarely
face.

If the mother is healthy enough to care for her child, she must
still handle the complex issues of medical and home care, research
investigations, school access, friends, and family stress. CDC

recommends that every child be evaluated individually to provide g'
quality care for a child who is either infected with the virus or is 2
i1}. 5

Resources for Women

Because the total number of women infected with HTLV-III is much
smaller than the number of men, the resources available for women in a
general sort of way and those that deal with particular problems of
women are much more limited. Let us look briefly at the area of drug
rehabilitation services—--necessary to combat AIDS transmission via
shared needles. Both in absolute numbers, and in proportion to need,
there are fewer drug programs for women than there are for men. There
are fewer residential programs with spaces available for women than
there are for men. In addition, most of the programs will not take
women who are pregnant, and even if they will take women who are
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pregnant, they will not take them when they are more than 21 weeks
pregnant. None will house a woman with a child.

The only residential substance abuse program in San Francisco that
will take women who are pregnant and/or have children is the Women’s
Alcoholism Center, and this center requires that the woman”s primary
problem be alcohol, not drugs. As a consequence, a woman with a drug
problem who is at risk for AIDS and has a drug problem, and has
children, is forced to leave her children in order to be treated in a
residential program. She probably will not be able to have visitors,
including her children, for at least two months. Such rules are the
standard in many residential programs. These programs are designed to
meet male needs, not those of women.

Women also need AIDS services attentive to their needs. Many AIDS-
focused organizations have no women”s support group or people who are
particularly sensitive to women”s issues. Organization members, clinic
staff, and health department employees may be sensitive to the issues of
AIDS in a general way, but many are not trained to understand those
problems which are specific to women.

- Another aspect of resources and services for women is the need for
ethnic diversity in staff and programs. Over 70 percent of all female
AIDS cases are black or Latino women. Effective educational programs
require culturally sensitive and linguistically appropriate materials,
combined with active outreach. This is not happening so far in any
place in the United States. Work with local ethnic health and civic
organizations can be an important step in raising community awareness of
AIDS and of the techniques to prevent its spread and assist those
affected. Women with AIDS are from poor backgrounds. As a whole, they
are probably poorer than men with AIDS. This means that more resources
are going to be needed for women than for men.

At the International Conference on AIDS in Atlanta, 1985, many
researchers discussing sexuality would refer to sexually active men and
promiscuous women. Prostitutes were described as "a reservoir of
infections.” Just as gay men are stigmatized for their sexual activity,
so women who cannot prove that they contracted the virus from their
husbands or from blood transfusions are also going to be stigmatized and
criticized and blamed for their (imagined) sex life and morals.

Women as Health Care Providers

Numerically, women constitute the bulk of the caretaking population
for those who have AIDS. Persons with AIDS are primarily men. This
situation mirrors women”s family role of caretaker of others” physical
and emotional needs and their daily maintenance. The medical care
system itself is dominated by men. Many of us are in situations of
providing extensive service but receiving inadequate recognition. As
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women, we are also in roles (which we have filled for centuries) of
caring for the sick, handling emotional problems, handling issues of
nurturance, doing the daily work, doing the dirty work, handling
everybody”s waste materials in one form or another, being exposed. The
AIDS epidemic makes our nurturing roles more necessary while
simultaneously reducing our self-worth. If we begin to complain about,
say, sexism or lack of recognition, we are told, or may tell ourselves,
that we are dealing with a very serious epidemic, we“re talking about
people dying, and after all, I am a woman who is not at much risk. "I“m
healthy, what right do I have to ask for anything?”

We experience this criticism externally and internally. On the one
hand, women have frustrations about status in the hierarchical
structures of medicine; and on the other hand, they feel that they
should not complain. Therefore, meeting the challenges of the AIDS
epildemic may include addressing the role of women health care
professionals as well as the needs of women at risk of illness.
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Women and AIDS ?ﬁ
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In 1983, the first brochure on women and AIDS was produced. " .
then a great deal has happened. With the growing awareness that women
can contract AIDS has come the realization that specialized services
should be provided to them and that health care providers will
increasingly come into contact with women who have some kinds of AIDS
concern. Some patients may have been exposed to AIDS, others have close
friends or family members who are 1ill. Additionally, many of the health
care personnel providing AIDS services are women.

Women At Risk: Epidemiology

AIDS in women presents a different epidemiological pattern from the
one found among men. National data show that the most prevalent risk
category is IV drug use (53 percent).##) The next category, or group of
women with AIDS, is one for which no root of transmission has been
identified, referred to as “"none/other" by the Centers for Disease

ZZ¢>%%) Control (CDC)/L22'percent).&]lncluded in this risk category are women

from countries where a higher proportion of the population has AIDS or
AIDS-related complex (ARC) or may be virus seropositive. This includes
women diagnosed in the U.S. who immigrated here from Haiti and Zaire.
For many of the women (including the nonimmigrants) in the "none/other”
category, the probable risk factor was heterosexual contact with a man
who was infected with the virus, but is not in an identified risk group.
His infection may have heen through a person that he did not know to be
in a risk category (e.g., his wife, who had a blood transfusion prior to
his meeting her).

Another grouping of women in the "none/other" category is composed
of those who were diagnosed late in their illness or only at autopsy.
Because men and their health care providers are more aware of the
possibility that males get AIDS, male diagnoses may take place at
earlier stages. This allows more time for adequate investigation as to
the source of infection. If more women are diagnosed only at autopsy,
risk factors will be more difficult to determine. Systematic research
has not yet been conducted on this issue. It is striking, however, that
in only 5 percent of male AIDS cases is "none/other™ listed for patient
groups at the present time.

Another aspect of surveillance which may affect the female
"none/other” category is that the questions listed on the CDC
surveillance form are not designed to elicit special data on female risk
groups. Data are collected on “homosexuality,” for example, but the
word "lesbian" is not used. Many health care providers are not aware
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that their female patients may be lesbians. Consequently, this risk
factor may be overlooked. In a similar veln, questions are not asked

! about donor insemination, although clinical reports demonstrate clearly
the possibility of viral transmission via insemination.

The third risk category is heterosexual contact. In absolute
fL£§( numbers, _L51 women are in this category. Even though many more men than
514 women have AIDS, for only 28 males was heterosexual contact was the

suspected route of infection. What are the reasons for this reversal in
absolute numbers when it comes to AIDS transmission via heterosexual
contacts? One factor is that, regardless of 1initial route of infection
(e.g., gay activity, hemophilia, drug use, transfusion), there are more
males currently carrying the virus than females. This means that in
terms of heterosexual contact, more males are capable of transmitting

the virus.

A second factor may be that AIDS is more readily transmissible from
males to females than vice versa. Whereas semen is a proven route of
virus transmission, the virus has not yet been cultured from vaginal
secretions. Additionally, some heterosexual contact includes anal

I intercourse, an important risk factor for virus transmission. Research
on types of heterosexual activity and virus transmission has yet to be
completed. Within the heterosexual risk category, the partners of the
women were predominantly IV drug users (72 percent) and secondarily \
bisexual men (19 percent).* /(éﬁ }

. The fourth risk category for women is “transfusions with i
blood/blood products.” This category accounts for K0 percent of allFémﬂygﬁ‘
cases. New cases from earlier transfusions will continue to appear, but
the risk of transfusion-related transmission is currently near zero.

A fifth risk category for women is "hemophiliac/coagulation
disorder.” There are four adult females in this category. Women do
have coagulation disorders for which they receive the same types of
blood products as are prescribed for hemophiliacs. As with
transfusions, the current risk associated with Factor VII blood products
is essentially zero.

¢ Maternal Transmission

IRy TR perpen
Sev nty—f Vgﬁpegpentkpﬁ,allMpediatric AIDS patients contracted the / (? )

o 1llness via a’“parent with AIDS/or at. increased“risk “for 4AIDS." r“As of
3,4m% mber—3 _985,chere_weremf?Zfinfaﬁts*1n?this"Eatégor},387<male and
_B5 female. 12“7 [ ¢

Infection can occur in utero via transplacental transmission. It
might also-ocqur at birth, although this has not yet been-demonstrated.
The percentage risk to a child of becoming virus-infected when the
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mother 1is already carrying the virus cannot yet be stated; in some
cases, women who have given birth to infected children have later
delivered noninfected, healthy children. Transmission of the virus can
also occur via breastmilk. A clinical report from Australia identified
one infant who became antibody-positive after its mother received a
tainted blood transfusion postnatally and then nursed her child over a
period of months.

In California, women~s risk factors are somewhat different from the
national ones.* Transfusion-related AIDS 1s a more common cause of
Infection than drug use. Drug use and heterosexual contact are the
second most important risk factors!ﬂ_ﬁﬁmthe California women who
contracted AIDS through heterosexuaIdcontact, two of them had partners
who were both IV drug users and bisexual. One had a partner who was an
IV drug user, one had a partner who was homosexual/bisexual, one partner
was a hemophiliac, and about two we do not have adequate data. In
California, as of September, 1985, two lesbians were identified with
AIDS diagnoses. One contracted it through a transfusion, the other via
IV drug use.™S A e =CGM€JJ Crt, w\.ﬂJJ—J&

These data refer to AIDS cases only./ We;estim te that there are
ten times as many ARC cases and one hundreg times aé many women who are
infected. Nationally, this would be 10,000 women with ARC and 100,000
infected. 1In California, it would be an estimated 690 women with ARC %"5 O L
and 65900 estimated to be infected as of De 15—1985. 457"/5“~”?¥§. <£{>

g--roo L-.A_f.—-e,l}t/*&-‘w

In California, female AIDS cases are concentrated in several of the
larger metropolitan areas: Los Angeles, San Francisco, and Alameda
County, for example. Although surveillance figures are supposed to
refer to the county of residence, they actually represent the county of
diagnosis. In some cases, but not all, the county of residence is the
same. This fact should be taken into account when services are being
developed and when city and county budgets are being prepared.

There is no evidence that prostitutes constitute a special risk : 5¢
category. The Centers for Disease Control have documented this, as has &U Z
preliminary research being done in San Francisco“™ Some prostitutes do
get AIDS. To the extent that researchers have been able to isolate
prostitution and/or multiple sexual contacts from such issues as IV drug
use, however, neither the number of sexual contacts nor the receipt of
money for sex (by sex therapists, prostitutes, call girls, etc.) seems
avoid them. They may be better protected than the typical woman who 1is
"just going to a bar" or a woman who thinks of herself ag not sexually
active but who *just happens to have thisg relationship.” They may be
more aware than women who are involved in serial monogamy or those whose
self-image is “I“m not at risk 80 I”m not going to learn more about it."
to put the woman at a higher‘risk for getting AIDS. Many women who are

; ;,*D&ta_imm_ﬂaliio:ni&‘bgpa:tdénLhLﬁeal{h%ervfces‘mS—A‘éE ivity
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Involved in pald sexual activity were concerned about sexually
transmitted diseases even before the AIDS epidemic. They protected
themselves and continue to protect themselves by being somewhat alert
to new medical developments in sexually transmitted diseases and how to

Transmission and Its Prevention

Prevention of human T-cell lymphotropic virus type III (HTLV-III)
transmission for women is essentially the same as it is for men, with
some minor adjustments. The "safe sex guldelines,"” now in use with gay
men, can, with a little creativity, be revised to apply to women. AIDS
i1s caused by a virus transmitted in some, but not all, bodily
secretions. It can be found in probably every bodily secretion,
including blood, spinal fluid, semen, saliva, sweat, and tears. But
that does not mean it can be transmitted via all these routes. The
concentration varies significantly from fluid to fluid. The highest
concentrations are in blood, spinal fluid, and semen. Even when traces
of the virus are found in other fluids, e.g., saliva, they may be in a
nontransmissible or poorly transmissible form. The concentration may
also be too low for effective transmission. The virus can be
transmitted through blood, as epidemiological data indiEEEé, and through
semen. Those are the two main bodily fluids to be wary of. Blood can
appear in a variety of places. One could have blood in her saliva; in
that case, then, her saliva might be an effective transmission route.
Blood often passes through the colon as a matter of course, without any
illness being present. It is often in feces and there may be fecal
contact in sexual activity, either advertently or inadvertently. Blood
is also present in menstrual fluid, which can be in smaller or larger
amounts in vaginal and/or cervical secretions.

Although numerous studies are in progress. concerning. transmission
of the virus during sexual activities of men and men, little research
has been completed on sexual transmission and women (with either a
heterosexual or lesbian focus). Current clinical research includes
several attempts to culture the HTLV-III in vaginal secretions. Is the
virus in vaginal secretions? By analogy, we assume that it 1is. Simply
finding it there will not answer the question of vaginal transmission.
For that we need an epidemiological study. One epideﬁiological study
addressing this issue is the AWAﬁg study at UCSF, under the direction of
Constance Wofsy ‘and*Judith: Cohen.9 Of 200 women for whom data have been
analyzed, about 10 have positive antibody test results, indicating that
they were infected with the virus. All these women, however, were IV
drug users in addition to being at risk through sexual contact. A
detailed questionnaire provides data on all the subjects (ultimately 500
women at risk). The study will give us extensive data concerning virus
transmission.

A second epidemiblogical_studyuonuwomenwgnduAIDSvig being -conducted
by Nancy Padian.\ This study focuses on the female sexual partners of
. 8ay and bisexual men. The men”s blood has been analyzed for
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Seroconversion since 1980. The female partners of a sample of the men
are being tested for HTLV-ITII antibody positivity.

affiliated with the AWARE study. LIP-g Purpose is to gather more
information about Seémen as a transmitter of the virus when the factor of
sexual intercourse 1is removed. The subjects in thig study have a very
low rate of sexual activity with men, but they have been exposed to
semen through donor insemination. The project investigates antibody
positivity in the wWomen and, in sope cases, their children.

Sexual Transmission Issues
2 070N 1Ssuds

For most sexual activity~—vaginal intercourse, anal intercourse,
and fellatio--the most important AIDS transmission risk is Semen
entering the body. The best prevention method is condoms. Recent

Condoms can be used in any kind of intercourse and in fellatio by mutual
dgreement or, in fact, without it. Many prostitutes and other women in
the sex industry use condoms without their clients knowing it. The
woman holds the condom ip her mouth until she performs fellatio, and
with a learned skill and ease, puts it on the man and takes it off after
the act is finished. He never knows.

Transmission may also occur when SeX toys are shared. Any item
(dildo or vibrator, for example) should not be used internally by both
partners. If it 1s, it should be cleaned with bleach, alcohol, or
hydrogen peroxide.

Previous €Xposure and current sexual activity are two Separate
factors. If two people are very high risk" becauge of their previous
Practices, they sti]l could be Presently engaging in very safe sexual
activities, including use of condoms. Conversely, they may be two
people whose sexual activities have been very limited, or they may have
been monogamous for years. They do not have a gexual risk factor, yet
they are very worried. "Well, everyone”s pointing the finger at us,
saying we re going to get AIDS, because we engage in anal intercourse,
and they say that-g how the gay men get it." 1It”s ag if the person
thinks that AIDS is a function of spontaneous combustion. ‘



Another aspect of risk 1s dose. Researchers believe that repeated
doses of the virus are sometimes necessary for infection. One might
have a brush with the virus, some contact with it, and not necessarily
become Iinfected. But infection could also occur after only one
exposure.

An effective lubricant, gel, or spermicide to use ;;éﬁﬂa condom is
non-oxynol-9, which kills HTLV-III in laboratory settin Eﬁi}This does
not necessarily guarantee that it will kill the virus in other settings. éz;i} <
Home use 1is different from clinical studies. We cannot say 5fi*’L‘e’
categorically to a client, "If you use non-oxynol-9, you will be safe.” \5Wny“/d>
It will, however, lower the risk of transmission. Non-oxynol-9 +4.3 )
lubricants can be applied both inside and outside a condom. Some F¥5£§ruu€—
condoms are also prelubricated with spermicide. Using a condom VD ieils

appropriately, without user error, breakage, and so _forth, will prevent ;
Z?ZdebfssLhL?

the virus from entering the body during ejaculation o, in terms of
intercourse, even fellatio, the condom is a very effective protective
device. i

Basically, "safe sex™ boils down to one concept: "Do not let
another person”s semen, blood, feces, vaginal secretions, or, in the
case of lactating mothers, mother”s milk, into another person”s body."
That might mean using condoms. To another couple it might mean not

ejaculating.

Vaginal secretions may also transmit the virus. We do not know
whether they are an effective means of transmission. If a woman were
infected, cunnilingus might transmit the virus to her partner.

To prevent a partner”s exposure to her menstrual blood and/or
cervical secretions, a woman can use a diaphragm, non-oxynol-9, and have
her partner use a condom. Such activity reduces, but does not
eliminate, the risk of transmission.

Another aspect of sexual transmission is saliva and kissing.
Saliva poses a difficult question for the health educator and mental
health care provider. It is quite easy to prove something does transmit
a virus; all you need 1s one case in which it has. It is much more
difficult to prove that it does not. In all likelihood, saliva does not
transmit the AIDS virus, unless there is blood mixed in with it. %
Brushing your teeth or having cuts or sores in your mouth can produce
blood. If the virus is in the blood, it is then "in"™ the saliva. But
saliva itself (or with minute amounts of blood) has never been
implicated in a case of HTLV-III transmission. The viral concentration
is apparently too low. Some comparisons have been made between HTLV-III
and the hepatitis B virus, which is, similarly, transmitted through
primarily blood and semen. Hepatitis B virus is also found in saliva,
but in thirty years of research not one case has been linked to salival
transmission. As health care providers, we must be alert to the client
who says, "Oh well, saliva“s probably risky, and so is semen, and I"m
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not going to stop kissing, so I wight as well not stop intercourse
without a condom." Semen is known to transmit the virus.

Levels EE Risk

Some communities and populations have a high rate of virus
€xposure. Others are much lower. In the case of a community like the
gay male community ‘of San Francisco (with a 50 percent infection rate)
or the New York IV drug user community (with ag many as 80 percent of
the community exposed), the basic public health goals should be that
everybody engage only in “safe sex." This is the only way that people

can protect themselves and others. Community survival will require
ma jor behavioral changes.

On the other hand, in a community where the incidence of infection
is below 50 percent, perhaps only 1 percent, the average person is less
likely to want to use condoms. How can one mandate safe sex for
everyone? If one follows the risk reduction guidelines in all cases,
there would be no Pregnancies. One aspect of sexual counseTIEg for the
lower risk population is education on decision making and risk
evaluation. The client should be asked, "What level of risk are you
willing to take?” Seme people feel that they have very little risk of
eéxposure and that their partner has little or no risk. They feel safe,
or safe enough to do “everything . Some people review their pasts and
that®of their partner. Others take antibody tests and then decide about
sex. Still others take the attitude that if there-s any risk at all
they would rather avoid sex. Some risks dare more acceptable than others
to an individual. One person will drive drunk, but always use a condom.

Another 1is the reverse. Partners negotiate to what degree each wishes
to take some sort of risk.

Pregnancy Issues
S Sor el ey SSSues

Althoughnghere_is.a chance of the fetus being exposed to the virus
through‘trans‘lggénfélztrahdmiésion In utero, not every baby will be
born igfegpedﬂ  In one study, a mother with several children passed the
virus on to one but not to a later child, even though she herself
continued to be infected. At present, we cannot predict whether a

specific infant will be born infected. Additionally, some children who
test positive on the AIDS antibody tests remain in good health.

If a woman is infected at the start of a Pregnancy, what are her
chances of developing the Symptoms of ARC or AIDS during the course of
pPregnancy? There is some evidence to suggest that Pregnancy can
accelerate the course of 1llnesses associated with AIDS and ARC and
perhaps also the underlying syndrome itself. Counseling women who are
already Pregnant, and at t € pelnt when abortion is feasible, is a
complex and difficult task/. |
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And lastly, donor insemination. No women who received semen via
donor insemination have yet contracted AIDS. One study in Australia
demonstrated that the virus is transmissible via insemination. Freezing
the sperm may make transmission less likely. Screening programs similar
to those in use in blood banks are the major techniques for preventing
transmission via insemination. Typically, a sexual and social history
of the donor, blood tests, and other screens are used. HTLV-III
antibody tests are in routine use at licensed sperm banks.

Antibody Testing Issues

Testing for the antibody to the HTLV-III is a screening strategy
that is being increasingly applied as a protection even beyond the blood
banking community. Sperm banks use it. Some doctors recommend it for
their patients considering pregnancy. Some people want it to feel
secure about their sexual activity. While the test is relatively
accurate, it is not 100 percent perfect. Since we are dealing with a
potentially deadly illness, the imperfections of the test are very
important to understand.

There are both false-positive and false-negative results. 1In a
population with a high rate of virus infectivity (e.g., gay men or IV
drug users) there will be more false negatives. In a population with a
low rate of infectivity (e.g., the general population), there will be a
higher rate of false positives.

The consequence of a false negative is that a woman may wrongly
think that she is not carrying the virus and spread it inadvertently or
misunderstand her real symptoms of AIDS or ARC. In most testing
systems, negative test results are not a signal to retest and the result
is treated as "true.” Any woman in a high risk group who gets an
initial negative result should consider a retest for certainty.

The consequence of a false positive, on the other hand, can be
unnecessary stress, anxiety, and fear. Because almost all testing

programs include retests of positive specimens, any woman with an
initial positive test 1s likely to have her blood retested

automatically. Retesting significantly reduces the risk of a false
result.

Women”s Unique Issues

First of all, there is the problem of maternal transmission,
already described. Women at risk are going to be counseled about
pregnancy, abortion nursing, planning pregnancy, contraception, and
antibody tests. They are going to be encouraged to share information
about their antibody status with obstetricians, labor room staffs, and
pediatricians. Some may even be told to delay pregnancy indefinitely

“until more is known." How will women react to such advice?
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In some cltles, women In "high-rtgk" groups are being éncouraged to
have antibody testing prior to Pregnancy. It f{g entirely possible that
women, or subgroups of them, and not gay men, will be the firgt
population to face mass screening for AIDS virus antibody.

A second aspect of AIDS that is unique to women is the female
social role of mothering: From this role flow two important
consequences. First, when a woman becomes il11 with ARC or AIDS, her

severely disrupted, and she herself will have to make many ad justments.
Her children may also be Indirectly affected by her diagnosis and
forbidden to 80 to school. She has to deal with a life—threatening
illness, and she also has to deal with the impact on her family, and -
this is g very serious matter. Fifty-three percent of women with AIDS\"
contracted it through IV drug use. A significant number got it through
heterosexual contact, most often with a drug user. Demographic studies
of such women indicate that they are likely to have young children and
also to be the sole support of these children.

the child with AIDS. With AIDS, as with other sicknesses, it ig
ordinarily the mother who is expected to care for or manage the care of
the child. But since 75 percent of all pediatric AIDS cases are
currently the result of maternal transmission, the mother may herself be
ill.  Her 1llnesg and responsibility may be compounded by illegal
survival activity, incarceration, poor health (caused by drug use and
its life style associated 11lnesses), and the threat of foster care or
child abuse Proceedings. These are parenting issues that men rarely
face.

If the mother is healthy enough to care for her child, she must
still handle the complex issues of medical and home care, research
investigations, school access, friends, and family stress. cpc.
fecommends that every child be evaluated individually to provide
quality care for a child who is either infected with the virus or is
111. [%

Resources for Women
— =9 SO0 Women

Because the total number of women infected with HTLV-III is much
smaller than the number of men, the resources available for women in a
general sort of way and those that deal with particular problems of
Women are much more limited. Let us look briefly at the area of drug
rehabilitation services——necessary to combat AIDS transmission via
shared needles. Both in absolute numbers, and inrggopgpgion#tp Reed,
there are fewer. ﬁfhg‘pf@?ﬁﬁé‘f@?fﬁmen' 'thai‘ll"thé'_i:e_'--'afé_-"-fbi'e-ménqr
are fewer residential programs with spaces available for women
| there are for men. In addition, most of the programs will not take
women who are Pregnant, and even {f they will take women who are
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pregnant, they will not take them when they are more than 21 weeks
pregnant. None will house a woman with a child.

The only residential substance abuse program in San Francisco that
will take women who are pregnant and/or have children is the Women”s
Alcoholism Center, and this center requires that the woman”s primary
problem be alcohol, not drugs. As a consequence, a woman with a drug
problem who is at risk for AIDS and has a drug problem, and has
children, is forced to leave her children in order to be treated in a
residential program. She probably will not be able to have visitors,
including her children, for at least two months. Such rules are the
standard in many residential programs. These programs are designed to
meet male needs, not those of women.

Women also need AIDS services attentive to their needs. Many AIDS—
focused organizations have no women”s support group or people who are
particularly sensitive to women”s issues. Organization members, clinic
staff, and health department employees may be sensitive to the issues of
AIDS in a general way, but many are not trained to understand those

problems which are specific to women.

Another aspect of resources and services for women is the need for / o
ethnic diversity in staff and programs. Over 70 percent of all female ct
AIDS cases are black or Latino women. Effective educational programs

require culturally sensitive and linguistically appropriate materials,

combined with active outreach. This is not happening so far in any

place in the United States. Work with local ethnic health and civic
organizations can be an important step in raising community awareness of

AIDS and of the techniques to prevent its spread and assist those

affected. Women with AIDS are from poor backgrounds. As a whole, they

are probably poorer than men with AIDS. This means that more resources

are going to be needed for women than for men.

At the International Conference on AIDS in Atlanta, 1985, many ;
researchers discussing sexuality would refer to sexually active men and C;Q, QJXdlq
promiscuous women. Prostitutes were described as "a reservoir of [yL“Aﬁ¥_ e )
infections.Tﬁ Just as gay men are stigmatized for their sexual activity, £ A
so women who cannot prove that they contracted the virus from their f%“"“fj o F
husbands or from blood transfusions are also going to be stigmatized and -14A‘9’h4/'

criticized and blamed for their (imagined) sex life and morals. AMed bar
I?db(tf‘\l.'(_
e
Women as Health Care Providers 2 0'@
as trese

Numerically, women constitute the bulk of the caretaking population
for those who have AIDS. Persons with AIDS are primarily men. This
situation mirrors women”s family role of caretaker of others” physical
and emotional needs and their daily maintenance. The medical care
system itself is dominated by men. Many of us are in situations of
providing extensive service but receiving inadequate recognition. As
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women, we are also in roles (which we have filled for centuries) of
caring for the sick, handling emotional problems, handling issues of
nurturance, doing the daily work, doing the dirty work, handling
everybody”s waste materials in one form or another, being exposed. The
AIDS epidemic makes our nurturing roles more necessary while
simultaneously reducing our self-worth. If we begin to complain about,
say, sexism or lack of recognition, we are told, or may tell ourselves,
that we are dealing with a very serious epidemic, we re talking about
people dying, and after all, I am a woman who is not at much risic. "I
healthy, what right do I have to ask for anything?"

We experience this criticism externally and internally. On the one
hand, women have frustrations about status in the hierarchical
structures of medicine; and on the other hand, they feel that they
should not complain. Therefore, meeting the challenges of the AIDS
epldemic may include addressing the role of women health care
professionals as well as the needs of women at risk of illness.
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Women and AIDS i’

by Nancy Shaw, Ph.D. and Lyn Paleo

In 1983, the first brochure on women and AIDS was produced. Since
then a great deal has happened. With the growing awareness that women
can contract AIDS has come the realization that specialized services
should be provided to them and that health care providers will
increasingly come into contact with women who have some kinds-of AIDS
concern. Some patients may have been exposed to AIDS, others have close
friends or family members who are ill. Additionally, many of the health
care personnel providing AIDS services are women.

Women At Risk: Epidemiology

AIDS in women presents a different epidemiological pattern from the
one found among men. National data show that the most prevalent risk
category is IV drug use (53 percenﬁ}* The next category, or group of
women with AIDS, is one for which no ro&h&of transmission has been
identified, referred to as "none/other" by the Centers for Disease
Control (CDC) (22 percent). Included in this risk category are women
from countries where a higher proportion of the population has AIDS or
AIDS-related complex (ARC) or may be virus seropositive. This includes
women diagnosed in the U.S. who immigrated here from Haiti and Zaire.
For many of the women (including the nonimmigrants) in the '"none/other"
category, the probable risk factor was heterosexual contact with a man
who was infected with the virus, but is not in an identified risk group.
His infection may have been through a person that he did not know to be

in a risk category (e.g., his wife, who had a blood transfusion prior to
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his meeting her).

Another grouping of women in the '"none/other" category is composed
of those who were diagnosed late in their illness or only at autopsy.
Because men and their health care providers are more aware of the
possibility that males get AIDS, male diagnoses may take place at
earlier stages. This allows more time for adequate investigation as to
the source of infection. If more women are diagnosed only at autopsy,
risk factors will be more difficult to determine. Systematic research
has not yet been conducted on this issue. It is striking, however, that
in only 5 percent of male AIDS cases is "none/other" listed for patient
groups at the present time.

Another aspect of surveillance which may affect the female
"none/other" category is that the questions listed on the CDC
surveillance form are not designed to elicit special data on female risk

groups. Data are collected on "homosexuality,"

for example, but the
word "lesbian" is not used. Many health care providers are not aware
that their female patients may be lesbians. Consequently, this risk
factor may be overlooked. In a similar vein, questions are not asked
about donor insemination, although clinical reports demonstrate clearly
the possibility of viral transmission via insemination.

The third risk category is heterosexual contact. In absolute
numbers, 151 women are in this category. Even though many more men than
women have AIDS, for only 28 males was heterosexual contact was the

suspected route of infection. What are the reasons for this reversal in

*Data are drawn from the CDC AIDS Activity Report for December 30, 1985.
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absolute numbers when it comes to AIDS transmission via heterosexual
contacts? One factor is that, regardless of initial route of infection
(e.g., gay activity, hemophilia, drug use, transfusion), there are more
males currently carrying the virus than females. This means that in
terms of heterosexual contact, more males are capable of transmitting
the virus.

A second factor may be that AIDS is more readily transmissible from
males to females than vice versa. Whereas semen is a proven route of
virus transmission, the virus has not yet been cultured from vaginal
secretions. Additionally, some heterosexual contact includes anal
intercourse, an important risk factor for virus transmission. Research
on types of heterosexual activity and virus transmission has yet to be
completed. Within the heterosexual risk category, the partners of the
women were predominantly IV drug users (72 percent) and secondarily
bisexual men (19 percent).*

The fourth risk category for women is "transfusions with
blood/blood products." This category accounts for 10 percent of all
cases. New cases from earlier transfusions will continue to appear, but
the risk of transfusion-related transmission is currently near zero.

A fifth risk category for women is "hemophiliac/coagulation

disorder."

There are four adult females in this category. Women do
have coagulation disorders for which they receive the same types of

blood products as are prescribed for hemophiliacs. As with

*Data from CDC, as of September 9, 1985.
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transfusions, the current risk associated with Factor VII blood products
is essentially zero.

Maternal Transmission

Seventy—-five percent of all pediatric AIDS patients contracted the
illness via a "parent with AIDS/or at increased risk for AIDS." As of
December 30, 1985, there were 172 infants in this category, 87 male and
85 female.

Infection can occur in utero via transplacental transmission. It
might also occur at birth, although this has not yet been demonstrated.
The percentage risk to a child of becoming virus—infected when the
mother is already carrying the virus cannot yet be stated; in some
cases, women who have given birth to infected children have later
delivered noninfected, healthy children. Transmission of the virus can
also occur via breastmilk. A clinical report from Australia identified
one infant who became antibody-positive after its mother received a
tainted blood transfusion postnatally and then nursed her child over a
period of months.

In California, women's risk factors are somewhat different from the
national ones.* Transfusion—related AIDS is a more common cause of
infection than drug use. Drug use and heterosexual contact are the
second most important risk factors. Of the California women who
contracted AIDS through heterosexual contact, two of them had partners
who were both IV drug users and bisexual. One had a partner who was an
IV drug user, one had a partner who was homosexual/bisexual, one partner

was a hemophiliac, and about two we do not have adequate data. In
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California, as of September, 1985, two lesbians were identified with
AIDS diagnoses. One contracted it through a transfusion, the other via
IV drug use.

These data refer to AIDS cases only. We estimate that there are
ten times as many ARC cases and one hundred times as many women who are
infected. Nationally, this would be 10,000 women with ARC and 100,000
infected. 1In California, it would be an estimated 690 women with ARC
and 6,900 estimated to be infected as of December 31, 1985.

In California, female AIDS cases are concentrated in several of the
larger metropolitan areas: Los Angeles, San Francisco, and Alameda
County, for example. Although surveillance figures are supposed to
refer to the county of residence, they actually represent the county of
diagnosis. In some cases, but not all, the county of residence is the
saﬁe. This fact should be taken into account when services are being
developed and when city and county budgets are being prepared.

There is no evidence that prostitutes constitute a special risk
category. The Centers for Disease Control have documented this, as has
preliminary research being done in San Francisco. Some prostitutes do
get AIDS. To the extent that researchers have been able to isolate
prostitution and/or multiple sexual contacts from such issues as IV drug
use, however, neither the number of sexual contacts nor the receipt of

money for sex (by sex therapists, prostitutes, call girls, etc.) seems

*Data from California Department of Health Services AIDS Activity Office.
avoid them. They may be better protected than the typical woman who is
"just going to a bar" or a woman who thinks of herself as not sexually
active but who "just happens to have this relationship." They may be
more aware than women who are involved in serial monogamy or those whose

self-image is "I'm not at risk so I'm not going to learn more about it."

—
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to put the woman at a higher risk for getting AIDS. Many women who are

involved in paid sexual activity were concerned about sexually

transmitted diseases even before the AIDS epidemic. They protected

themselves and continue to protect themselves by being somewhat alert

to new medical developments in sexually transmitted diseases and how to Jjﬂk{jj/?

heae

Transmission and Its Prevention

Prevention of human T-cell lymphotropic virus type III (HTLV-III)
transmission for women is essentially the same as it is for men, with

some minor adjustments. The "safe sex guidelines,"

now in use with gay
men, can, with a little creativity, be revised to apply to women. AIDS
is caused by a virus transmitted in some, but not all, bodily
secretions. It can be found in probably every bodily secretion,
including blood, spinal fluid, semen, saliva, sweat, and tears. But
that does not mean it can be transmitted via all these routes. The
concentration varies significantly from fluid to fluid. The highest
concentrations are in blood, spinal fluid, and semen. Even when traces
of the virus are found in other fluids, e.g., saliva, they may be in a
nontransmissible or poorly transmissible form. The concentration may
also be too low for effective transmission. The virus can be
transmitted through blood, as epidemiological data indicate, and through
semen. Those are the two main bodily fluids to be wary of. Blood can
appear in a variety of places. One could have blood in her saliva; in
that case, then, her saliva might be an effective transmission route.
Blood often passes through the colon as a matter of course, without any

illness being present. It is often in feces and there may be fecal

sbawé

ACWA-258



contact in sexual activity, either advertently or inadvertently. Blood
is also present in menstrual fluid, which can be in smaller or larger
amounts in vaginal and/or cervical secretions.

Although numerous studies are in progress concerning transmission
of the virus during sexual activities of men and men, little research
has been completed on sexual transmission and women (with either a
heterosexual or lesbian focus). Current clinical research includes

\f,(‘u.‘;
several attempts to culture the HTLV-III in vaginal secretions. Is the
virus in vaginal secretions? By analogy, we assume that it is. Simply
finding it there will not answer the question of vaginal transmission.
For that we need an epidemiological study. One epidemiological study
addressing this issue is the AWARE study at UCSF, under the direction of
Constance Wofsy and Judith Cohen. Of 200 women for whom data have been
analyzed, about 10 have positive antibody test results, indicating that
they were infected with the virus. All these women, however, were IV
drug users in addition to being at risk through sexual contact. A
detailed questionnaire provides data on all the subjects (ultimately 500
women at risk). The study will give us extensive data concerning virus
transmission.

A second epidemiological study on women and AIDS is being conducted
by Nancy Padian. This study focuses on the female sexual partners of
gay and bisexual men. The men's blood has been analyzed for
seroconversion since 1980. The female partners of a sample of the men
are being tested for HTLV-III antibody positivity.

The third San Francisco epidemiological project on AIDS
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transmission and women is the Lesbian Insemination Project (LIP),
affiliated with the AWARE study. LIP's parpose is to gather more
information about semen as a transmitter of the virus when the factor of
sexual intercourse is removed. The subjects in this study have a very
low rate of sexual activity with men, but they have been exposed to
semen through donor insemination. The project investigates antibody
positivity in the women and, in some cases, their children.

Research results are important to educators and health care
providers who wish to provide accurate information to their clients
concerning transmission and prevention of AIDS. Our approach--in this
field where so little is known——is to base our education on as much
knowledge as we can and to make conservative recommendations, erring on
the side of safety.

Sexual Transmission Issues

For most sexual activity——vaginal intercourse, anal intercourse,
and fellatio--the most important AIDS transmission risk is semen
entering the body. The best prevention method is condoms. Recent
research indicates that condoms do act as an effective barrier to the
virus, just as they act as a barrier to almost every other virus.
Condoms can be used in any kind of intercourse and in fellatio by mutual
agreement or, in fact, without it. Many prostitutes and other women in
the sex industry use condoms without their clients knowing it. The
woman holds the condom in her mouth until she performs fellatio, and
with a learned skill and ease, puts it on the man and takes it off after

the act is finished. He never knows.
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Transmission may also occur when sex toys are shared. Any item
(dildo or vibrator, for example) should not be used internally by both
partners. If it is, it should be cleaned with bleach, alcohol, or
hydrogen peroxide gin-o e SQ;;E;%;Q‘ bt predins

Previous exposure and current sexual activity are two separate
factors. If two people are very "high risk" because of their previous
practices, they still could be presently engaging in very safe sexual
activities, including use of condoms. Conversely, they may be two
people whose sexual activities have been very limited, or they may have
been monogamous for years. They do not have a sexual risk factor, yet
they are very worried. "Well, everyone's pointing the finger at us,
saying we're going to get AIDS, because we engage in anal intercourse,
and they say that's how the gay men get it." 1It's as if the person
thinks that AIDS is a function of spontaneous combustion.

Another aspect of risk is dose. Researchers believe that repeated
doses of the virus are sometimes necessary for infection. One might
have a brush with the virus, some contact with it, and not necessarily

become infected. But infection could also occur after only one

exposure.
An effective lubricant, gel, or spermicide to use with a condom is
non-oxynol-9, which kills HTLV-III in laboratory settings. This does
not necessarily guarantee that it will kill the virus in other settings.
Home use is different from clinical studies. We cannot say
categorically to a client, "If you use non-oxynol-9, you will be safe."

It will, however, lower the risk of transmission. Non-oxyno1l-9
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lubricants can be applied both inside and outside a condom. Some
condoms are also prelubricated with spermicide. Using a condom
appropriately, without user error, breakage, and so forth, will prevent
the virus from entering the body during ejaculation. So, in terms of
intercourse, even fellatio, the condom is a very effective protective
device.

Basically, "safe sex" boils down to one concept: '"Do not let

Baﬂeggggrperson's semen, blood, feces, vaginal secretions, or, in the
case of lactating mothers, mother's milk, into another person's body."
That might mean using condoms. To another couple it might mean not
ejaculating.

Vaginal secretions may also transmit the virus. We do not know
whether they are an effective means of transmission. If a woman were
infected, cunnilingus might transmit the virus to her partner.

To prevent a partner's exposure to her menstrual blood and/or
cervical secretions, a woman can use a diaphragm, non-oxynol-9, and have
her partner use a condom. Such activity reduces, but does not
eliminate, the risk of transmission.

Another aspect of sexual transmission is saliva and kissing.

Saliva poses a difficult question for the health educator and mental
health care provider. It is quite easy to prove something does transmit
a virus; all you need is one case in which it has. It is much more
difficult to prove that it does not. In all likelihood, saliva does not
transmit the AIDS virus, unless there is blood mixed in with it.

Brushing your teeth or having cuts or sores in your mouth can produce
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blood. If the virus is in the blood, it is then "in" the saliva. But
saliva itself (or with minute amounts of blood) has never been
implicated in a case of HTLV-III transmission. The viral concentration
is apparently too low. Some comparisons have been made between HTLV-III
and the hepatitis B virus, which is, similarly, transmitted through
primarily blood and semen. Hepatitis B virus is also found in saliva,
but in thirty years of research not one case has been linked to salival
transmission. As health care providers, we must be alert to the client
who éays. "Oh well, saliva's probably risky, and so is semen, and I'm
not going to stop kissing, so I might as well not stop intercourse
without a condom." Semen is known to transmit the virus.

Levels of Risk

Some communities and populations have a high rate of virus
exposure. Others are much lower. In the case of a community like the
gay male community of San Francisco (with a 50 percent infection rate)
or the New York.IV drug user community (with as many as 80 percent of
the community exposed), the basic public health goals should be that
everybody engage only in "safe sex." This is the only way that people
can protect themselves and others. Community survival will require
major behavioral changes.

On the other hand, in a community where the incidence of infection
is below 50 percent, perhaps only 1 percent, the average person is less
likely to want to use condoms. How can one mandate safe sex for

everyone? If one follows the risk reduction guidelines in all cases,

there would be no pregnancies. One aspect of sexual counseling for the
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lower risk population is education on decision making and risk
evaluation. The client should be asked, "What level of risk are you
willing to take?" Some people feel that they have very little risk of
exposure and that their partner has little or no risk. They feel safe,
or safe enough to do "everything." Some people review their pasts and
that of their partner. Others take antibody tests and then decide about
sex. Still others take the attitude that if there's any risk .at all,
they would rather avoid sex. Some risks are more acceptable than others
to an individual. One person will drive drunk, but always use a condom.
Another is the reverse. Partners negotiate to what degree each wishes
to take some sort of risk.

Pregnancy Issues

Although there is a chance of the fetus being exposed to the virus
through transplacental transmission in utero, not every baby will be
born infected. In one study, a mother with several children passed the
virus on to one but not to a later child, even though she herself
continued to be infected. At present, we cannot predict whether a
specific infant will be born infected. Additionally, some children who
test positive on the AIDS antibody tests remain in good h—alth.

If a woman is infected at the start of a pregnancy, what are her
chances of developing the symptoms of ARC or AIDS during the course of
pregnancy? There is some evidence to suggest that pregnancy can
accelerate the course of illnesses associated with AIDS and ARC and
perhaps also the underlying syndrome itself. Counseling women who are

already pregnant, and at the point when abortion is feasible, is a
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complex and difficult task.

And lastly, donor insemination. No women who received semen via
donor insemination have yet contracted AIDS. One study in Australia
demonstrated that the wvirus is transmissible via insemination. Freezing
the sperm may make transmission less likely. Screening programs similar
to those in use in blood banks are the major techniques for preventing
transmission via insemination. Typically, a sexual and social history
of the donor, blood tests, and other screens are used. HTLV-III
antibody tests are in routine use at licensed sperm banks.

Antibody Testing Issues

Testing for the antibody to the HTLV-III is a screening strategy
that is being increasingly applied as a protection even beyond the blood
banking community. Sperm banks use it. Some doctors recommend it for
their patients considering pregnancy. Some people want it to feel
secure about their sexual activity. While the test is relatively
accurate, it is not 100 percent perfect. Since we are dealing with a
potentially deadly illness, the imperfections of the test are very
important to understand.

There are both false-positive and false-negative results. In a
population with a high rate of virus infectivity (e.g., gay men or IV
drug users) there will be more false negatives. In a population with a
low rate of infectivity (e.g., the general population), there will be a
higher rate of false positives.

The consequence of a false negative is that a woman may wrongly

think that she is not carrying the virus and spread it inadvertently or
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misunderstand her real symptoms of AIDS or ARC. In most testing
systems, negative test results are not a signal to retest and the result
is treated as "true." Any woman in a high risk group who gets an
initial negative result should consider a retest for certainty.

The consequence of a false positive, on the other hand, can be
unnecessary stress, anxiety, and fear. Because almost all testing
programs include retests of positive specimens, any woman with an
initial positive test is likely to have her blood retested
automatically. Retesting significantly reduces the risk of a false
result.

Women's Unique Issues

First of all, there is the problem of maternal transmission,
already described. Women at risk are going to be counseled about
pregnancy, abortion nursing, planning pregnancy, contraception, and
antibody tests. They are going to be encouraged to share information
about their antibody status with obstetricians, labor room staffs, and
pediatricians. Some may even be told to delay pregnancy indefinitely
"until more is known." How will women react to such advice?

In some cities, women in "high-risk" groups are being encouraged to
have antibody testing prior to pregnancy. It is entirely possible that
women, or subgroups of them, and not gay men, will be the first
population to face mass screening for AIDS virus antibody.

A second aspect of AIDS that is unique to women is the female
social role of mothering: From this role flow two important

consequences. First, when a woman becomes ill with ARC or AIDS, her
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role as a primary caretaker to the child or children or to other adults
or persons in the household is immediately affected. The family is
severely disrupted, and she herself will have to make many adjustments.
Her children may also be indirectly affected by her diagnosis and
forbidden to go to school. She has to deal with a life-threatening
illness, and she also has to deal with the impact on her family, and
this is a very serious matter. Fifty-three percent of women with AIDS
contracted it through IV drug use. A significant number got it through
heterosexual contact, most often with a drug user. Demographic studies
of such women indicate that they are likely to have young children and
also to be the sole support of these children.

A second consequence of the social role of motherhood is care of
the child with AIDS. With AIDS, as with other sicknesses, it 1is
ordinarily the mother who is expected to care for or manage the care of
the child. But since 75 percent of all pediatric AIDS cases are
currently the result of maternal transmission, the mother may herself be
ill. Her illness and responsibility may be compounded by illegal
survival activity, incarceration, poor health (caused by drug use and
its life style associated illnesses), and the threat of foster care or
child abuse proceedings. These are parenting issues that men rarely
face.

If the mother is healthy enough to care for her child, she must
still handle the complex issues of medical and home care, research
investigations, school access, friends, and family stress. CDC

recommends that every child be evaluated individually to provide
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quality care for a child who is either infected with the virus or is
1135

Resources for Women

Because the total number of women infected with HTLV-III is much
smaller than the number of men, the resources available for women in a
general sort of way and those that deal with particular problems of
women are much more limited. Let us look briefly at the area. of drug
rehabilitation services—-necessary to combat AIDS transmission via
shared needles. Both in absolute numbers, and in proportion to need,
there are fewer drug programs for women than there are for men. There
are fewer residential programs with spaces available for women than
there are for men. In addition, most of the programs will not take
women who are pregnant, and even if they will take women who are
pregnant, they will not take them when they are more than 21 weeks
pregnant. None will house a woman with a child.

The only residential substance abuse program in San Francisco that
will take women who are pregnant and/or have children is the Women's
Alcoholism Center, and this center requires that the woman's primary
problem be alcohol, not drugs. As a consequence, a woman with a drug
problem who is at risk for AIDS and has a drug problem, and has
children, is forced to leave her children in order to be treated in a
residential program. She probably will not be able to have visitors,
including her children, for at least two months. Such rules are the
standard in many residential programs. These programs are designed to

meet male needs, not those of women.
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Women also need AIDS services attentive to their needs. Many AIDS-
focused organizations have no women's support group or people who are
particularly sensitive to women's issues. Organization members, clinic
staff, and health department employees may be sensitive to the issues of
AIDS in a general way, but many are not trained to understand those
problems which are specific to women.

Another aspect of resources and services for women is the need for
ethnic diversity in staff and programs. Over 70 percent of all female
AIDS cases are black or Latino women. Effective educational programs
require culturally sensitive and linguistically appropriate materials,
combined with active outreach. This is not happening so far in any
place in the United States. Work with local ethnic health and civic
organizations can be an important step in raising community awareness of
AIDS and of the techniques to prevent its spread and assist those
affected. Women with AIDS are from poor backgrounds. As a whole, they
are probably poorer than men with AIDS. This means that more resources
are going to be needed for women than for men.

At the International Conference on AIDS in Atlanta, 1985, many
researchers discussing sexuality would refer to sexually active men and
promiscuous women. Prostitutes were described as "a reservoir of
infections." Just as gay men are stigmatized for their sexual activity,
so women who cannot prove that they contracted the virus from their
husbands or from blood transfusions are also going to be stigmatized and

criticized and blamed for their (imagined) sex life and morals.
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Women as Health Care Providers

Numerically, women constitute the bulk of the caretaking population
for those who have AIDS. Persons with AIDS are primarily men. This
situation mirrors women's family role of caretaker of others' physical
and emotional needs and their daily maintenance. The medical care
system itself is dominated by men. Many of us are in situations of
providing extensive service but receiving inadequate recognition. As
women, we are also in roles (which we have filled for centuries) of
caring for the sick, handling emotional problems, handling issues of
nurturance, doing the daily work;-doing the dirty work, handling
everybody's waste materials in one form or another, being exposed. The
AIDS epidemic makes our nurturing roles more necessary while
simultaneously reducing our self-worth. If we begin to complain about,
say, sexism or lack of recognition, we are told, or may tell ourselves,
that we are dealing with a very serious epidemic, we're talking about
people dying, and after all, I am a woman who is not at much risk. "I'm
healthy, what right do I have to ask for anything?"

We experience this criticism externally and internally. On the one
hand, women have frustrations about status in the hierarchical
structures of medicine; and on the other hand, they feel that they
should not complain. Therefore, meeting the challenges of the AIDS
epidemic may include addressing the role of women health care

professionals as well as the needs of women at risk of illness.
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