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1996 HIV/AIDS Trends Provide Evidence of 
Success in HIV Prevention and Treatment 

Good News Brings New Challenges 

Since 1992, annual increases in AIDS incidence (or the Miimated number of people diagnosed with AIDS 
each year) hftvs slowed to less than 5%. This tread continued in 1996 with an increase of only 2%. refleecmg 
in part rite ongoing success of prevention efforts. Additionally, for the first time in the epidemic, there has 
been a marked decrease in death ntea among people with AIDS. The decline in deaths is likely due to both 
the .slowing of the epidemic overall and to improved irearments over the past several years, which have 
lengthened the lifespan of people wfth AIDS. While it is too soon to dcicrmine the impaet protease inhibitors 
will have on these trends, tticae drugs promise lo further lengthen the lifespan of individuals living with HIV. 

As treatment advances continue to improve survival, we will face a number of key challenges; 

• Firat, if the number of new HTV infections each year (HIV incidence) remains stable or increases, and 
deaths continue to decrease, there will be an increasing number of people living with HIV nnd AIDS. 
Additional resources will likely be needed for aervieec, trutment, and eare. 

I 

• Second, to continue to provide the necessary data to plan, direct, and evaluate HIV prevention efforts, 
HIV/AIDS surveillance systems must adapt to changes in medical practices which increase survival 
following diagnosis of HIV or AIDS. If progression ro AIDS is successfully delayed for an increasing 
number of individuals,. AIDS case reports may no lonfior provide a reliable indication of tmnds in thc 
epidemic and will underrepresem the need for treaiment services. Surveillance systems will therefore 
need to improve methods to monitor the number of individuals with HIV infection. 

• And finally, as we continue to worfc to develop better treatment options, we must not lose sight of the 
fact that preventing HIV infection reduces the number of people who need to undergo complex, costly 
treatment refcinierai. Prevention remains our best and most cost-effeerive approach for bringing the 
HIV/AIDS epidemic under control and savins lives. 

The 1996 Data: Trends in Case Reports, Estimated AIDS iBcidcnce and Deaths 

AIDS Caxei Rspurfad rhrovgh December 1906 

• 581,429 people with AIDS have been reported to date 
• Of thejc, 488,300 (84%) *ere rnen, »5,S00 0 5%) were women, and 7,629 (1%) were children. 
» In 1996. blacks accounted for a larger proportion of AIDS cases (41 %) than whites for the first time. 

The proportion of female AIDS cases continued to increase. In 1996, women accounted for 20% of 
newly reported AIDS cases. 
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'/VeiKb /n /</D5 Incidence ihravgh 1995'. 

Between 1994 and 5995, the esumaxed number of people diagnosed with AIDS (AIDS incidence) increased 
2%, from 61,200 to 62,200. These esdroanes reflect a slowing in the growth of the epidemio, with en average 
of ] S,200 people diagnosed each quarter between January 1994 and June 1996. Hopefully, with a combined 
strategy to prevent new infections and to provide early diagnosis and treatment for people who are infected, 
AIDS incidence vujll soon begin to decline. 

During 1995: 

• AIDS incidence rates per 100.000 people m the population were 7 times higher among blades (99) than 
among whites (IS), and three times higher among Hispanic* (50) than among whites. 

• AIDS incidence rates were much lower among women (10) than among men (48) 
• AIDS incidence remained relatively constant among men who have sex with men (decline of 2%) and 

ID Us (increase of 2V.), but continued to increase substantially among people infected heierosexually 
(L7»/. inerease). 

Trends im Marialhy: 

In 199S, the CDC AIDS surveillance system documented approximately 50,000 AIDS deaths. 199S marked 
the smallest increase to date in AIDS deaths. During the first 2 quarters of 1996, the estimated number of 
AIDS deaths (22,000) was 12% less than thc estimated number of AIDS deaths during the first two quarters 
of 199S (24,900), marking the first decline in AIDS deaths since the beginning of the epidemic. Not 
surprisingly* trends in AIDS doaths closely parallel trends documented recently in AIDS incidence. AIDS 
deaths have not declined among women or among heterosexuals. 

• AIDS deaths declined in all four regions of the country: 
(Northeast 1 S%, South 8%, Midwest 11'/., West 16%) 

• Deaths declined among men by 15% but increased among women by 3%. 
• Deaths among MSM by 18% and 6% among IDUs, but increased 3% among heterosexuals. 
• Deaths declined among all racial/ethnic groups, but declines were greater among whites (21%) than 

among blacks (2%) and Hispanies (10%). 
« HIV infection remains the leading cause of death among 25-44 year olds, accounting for 19% of deaths 

in this age group. 

Trends in AIDS Prevalence: 

The number of people living with AIDS continues to increase, AS of mid-1996, and estimated 223,000 
people were living with AIDS. 

• AIDS prevalence has increased 10% since mid-1995. 
• Thc largest number of people living with AIDS by risk category are MSM (44%). followed by IDU 

(26%), and heterosexuals (12%). 
• The greatest proportionate increase In AIDS prevalence from mid- 199S to mid-1996 aocumd among 

those infected heierosexually (19%), while the greatest increase in the number of people living with 
AIDS occurred among MSM (5000). 



02/26/97 WED 12:33 FAX 2026907318 DHHS/ASPA ©004 

DRAFT press release 

EMBARGOED: 4 P.M. EST Contact: CDC, National Center 
Thursday, February 27,1997 for HIV, STD and TB Prevention 

Office of Health Communication 
(404) 639-8895 

CDC Report Documents First Ever Decline in AIDS Deaths in the U.S. 

For the first time in the AIDS epidemic, there has been a marked decline in the number of 

deaths among people with AIDS, according to a report released today by the Centers for Disease 

Control and Prevention (CDC). 

Today's CDC Morbidity and Mortality Weekly Report documents that deaths among 

people with AIDS declined 12% during the first six months of 1996, compared to the first six 

months of 1995. 

"This is great news for all Americans living with AIDS and those who love them."said 

Health and Human Services Secretary Donna E. Shalala. "Our sustained national investment in 

AIDS research, prevention, and treatment is paying a huge dividend for the American people." 

The decline in AIDS deaths is likely due to improvements in recent years in treatments 

that delay the progression of HIV disease and prevent opportunistic infections, coupled with the 

success of prevention efforts in slowing the growth of the epidemic overall, CDC said. While it 

is too soon to determine the impact that the use of protease inhibitors as part of combination 

therapies will have on these trends, these therapies promise to further lengthen the lifespan of 

individuals living with HIV. 

CDC reports that the estimated number of people diagnosed with AIDS in 1995 (AIDS 

incidence), increased just 2%, reflecting in part the ongoing success of HIV and AIDS prevention 

efforts. As AIDS incidence has stabilized, and deaths have begun to decrease, the number of 
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people living with AIDS (prevalence) has grown, rising 10% since mid-1995. AIDS prevalence 

will continue to increase, the CDC said, underscoring an increasing need for medical and other 

services for people living with AIDS and the critical need for prevention efforts to reduce the 

number of new HIV infections. 

"As we continue to work to develop better treatment options, we must not lose sight of 

the fact that the best way to truly reduce the number of people who will die of AIDS is to prevent 

HIV infection in the first place," said CDC Director David Satcher, M.D, "Prevention remains 

our best and most cost-effective approach for bringing the HIV/AIDS epidemic under control and 

saving lives." 

Trends in AIDS incidence and deaths varied by risk group, gender, and race, and both 

AIDS incidence and AIDS deaths continued to increase among women and among people 

infected through heterosexual contact. While AIDS deaths declined among all racial/ethnic 

groups, declines were much greater among whites (21%) than among blacks (2%) or Hispanies 

(10%). AIDS deaths rose among women (3%) and people infected through heterosexual contact 

(3%). 

"We have made a great deal of progress in both prevention and treatment of AIDS, but 

declines have not yet been seen in all people. As we move forward into the next era in HIV and 

AIDS prevention, we must ensure we reach women and minority communities with effective 

prevention programs and provide access to quality care." Satcher stressed. 

### 

Note: HHS press releases are available on the World Wide Web at: http://www.dhhs.gov. 



The American Academy of Pediatrics 

The American College of 
Obstetricians and Gynecologists 

JOINT STATEMENT 
OF 

THE AMERICAN ACADEMY OF PEDIATRICS 
THE AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS 

The HIV/AIDS epidemic is increasing in women of childbearing age and spreading 
beyond previously defined risk groups and geographic areas. This increase has 
been paralleled by a similar increase in children. We applaud congressional 
concern for and support of efforts to prevent the spread of the AIDS epidemic, but 
urge that the emotion of this complex issue not overshadow the doctor/patient 
relationship which is the foundation to providing effective and efficient medical 
care to these women and children. 

As the primary caretakers of this population, both the American Academy of 
Pediatrics (AAP) and the American College of Obstetricians and Gynecologists 
(ACOG) strongly believe that the answer lies in an aggressive HIV education and 
counseling initiative, not in governmental medical protocols. The best defense is 
a strong offense. We recommend that all pregnant women should receive HIV 
education and counseling as part of their regular prenatal care. We further 
recommend HIV testing in aU pregnant women with their consent. In the event 
of refusal of testing, this should be documented. 

Clear medical benefits of knowing the HIV status of pregnant women and 
newborns have been documented. Treatments are currently available to 
significantly reduce the HIV transmission from mother to infant (zidovudine/AZT). 
This finding represents the most important medical breakthrough in this area in 
recent years. In addition, the lives of the infants, not protected by the AZT 
treatments in utero, may be prolonged by initiating medical care within thc first 
months of life. For newborns whose mother's HIV status was not determined 
during pregnancy, the infant's health care provider should educate the parent(s) 
concerning HIV testing and recommend HIV testing for the newborn. 

We believe that this is the most viable and prudent approach in resolving this 
important issue. We welcome the opportunity of working with policy makers in 
this regard. 

Approved: August 1995 

The American Academy of Pediatrics 202/347-8600 
The American College of Obstetricians and Gvnecoloeists 202/863-2509 



THIS LETTER WAS SENT TO SENATORS KASSEBAUM (R-KS). JEFFORDS (R-VT). 
FRJST (R-TN). KENNEDY (D-MAX AND DODD (D-CT). AND TO REPRESENTATIVES 
BLILEY (R-VA), BILIRAKIS (R-FLV COBURN (R-OK), WAXMAN fD-CA). AND STUDDS fD-MAl 

The American Academy of Pediatrics 

The American College of 
Obstetricians and Gynecologists 

Januarv 19. 1996 

The Honorable Nancy Landon Kassebaum 
United States Senate 
302 Russell Senate Office Building 
Washington. DC 20510 

Dear Senator Kassebaum: 

The House and Senate versions of the Ryan White CARE Reauthorization Act of 1995 contain two significantly 
different approaches to identifying the HIV status of pregnant women and newborns. As conferees work to resolve 
this issue, the American Academy of Pediatrics (AAPI and the American College of Obstetricians and Gynecologists 
(ACOG) write to share the expertise and experience of our national medical organizations. 

We commend Congress for its commitment to address the complex issue of HIV counseling and testing for pregnant 
women and their newborns. As providers of health care for women and children, we are aware of the challenges in 
implementing these important prevention efforts. Thus, we urge you to recognize the complexities of these efforts 
when the conference committee revisits this issue by avoiding the adoption of policies that could hamper ongoing 
efforts of health care providers. In August of 1995. AAP and ACOG issued a joint statement (attached) which 
recommends that all pregnant women receive HIV education as part of their regular prenatal care. We further 
recommend that all pregnant women be tested for HIV with their consent. 

Aggressive education and counseling, as part of a trusting and confidential doctor/patient relationship, are essential to 
stopping the spread of HIV. The AAP/ACOG joint statement closely reflects the Centers for Disease Control and 
Prevention (CDC) guidelines for HIV counseling and voluntary testing of pregnant women, which is the basis for the 
Senate provision in the Ryan White CARE Act. We believe that the CDC guidelines are the most effective and 
efficient approach to achieving a reduction in the transmission of HIV from mother to infant and strongly urge the 
conferees to adopt the Senate provision. 

AAP and ACOG have two significant concerns about the HTV testing provision contained in the House legislation 
version. The bill recognizes the critical leadership role of national medical organizations in establishing mandatory 
HIV counseling and voluntary testing of pregnant women as a standard of care. However, by directing the standards 
medical organizations should set. the bill represents unnecessary and troubling government intrusion into private 
medical practice. We strongly urge conferees to exclude this provision in the final conference agreement. 

In addition, the bill includes an important provision to protect individuals infected with HIV from health insurance 
discrimination but it does not go far enough. The language overlooks the need to protect women who may refuse 
HIV testing from the possibility of losing or being denied" access to health insurance. Such discrimination also occurs 
when women with HIV seek other types of insurance and it is important that there be protections in the law for 
women, regardless of the reason for refiisal of testing. I f this provision is included in the final conference agreement, 
we strongly urge inclusion of language that also protects women who refuse HTV testing. 

As the conference moves forward, we strongly urge that you adopt the Senate provision on HIV testing of pregnant 
women and newborns in the Ryan White CARE Reauthorization Act of 1995. 

Sincerely, 

J6e M. Sanders. Jr.. MD llal^hj'W. Hale. MD 
Executive Director Executive Director 
American Academy of Pediatrics American College of Obstetricians and Gynecologists 

The American Academy of Pediatrics 202/347-8600 
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Women, Children, and HIV/AIDS 
CDC tracks HIV infection and AIDS in two groups increasingly affected by the epidemic- women 
and chtldran-thraugh a number of surveillance programs. Information on the status of HIV/AIDs in 
these groups is critical to plan and evaluate prevention programs, to determine health care resource 
needs, and to better target services and care to those who need them. 

Women end Children Increasingly Affected by AIDS 

Through December 1994, CDC received 
reports of 58,428 cumulative cases of AIDS 
amonQ adult and adolescent women (13 years 
of age and older) in the U.S. Women account 
for more and more AIDS cases-they were only 
7% of all AIDS cases in 1985, but jumped to 
18% In 1994. AIDS is now the fourth leading 
cause of death among women 25-44. And 
AIDS is actually increasing faster in women 
than it la In men. In 1994 alone, 14,081 
women were reported with AIDS. Women of 
childbearing age account for the vast majority 
of those oases: 84% were reported in women 
15-44 years old. 

FIGURE 1, Number and percentage of AIDS cases among women aged*13 years • 
Unfed States, 1985-1994 
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' The AIDS surveillance cesa dsfinlUon was expanded in 1993. 

In 1994, most women with AIDS were 
infected through Injecting drug use-41 %. But nearly as many--38%--were infected through 
heterosexual contact with an infected partner. An additional 19% were initially reported with no 
specific HIV exposure. Historically, when these cases are investigated, it is found that most of . 
these wonnen--66%-have been exposed through heterosexual sex. Heterosexual contact is the 
most rapidly increasing transmission category for women. Comprehensive HIV prevention programs 
for women must address their multlfaceted prevention needs. 

The epidemic in children is closely associated with the epidemic in women. CDC has received 
reports of more than 5,500 cases among children who were infected with HIV through perinatal 
transmission (from mother to child during pregnancy, labor, or delivery) or by breastfeeding. In 
1994, 1,017 pediatric AIDS cases were reported, an 8% increase from the number reported in 
1993. Of these, 92% were mother-to-child transmission. For HIV-infected woman of childbearing 
age, the possibility of perinatal transmission adds an additional important dimension to HIV 
prevention. 
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In 1993, an estimated 7,000 HIV-positive 
women gave birth in the U.S. That's 1 out 
of every 525 live births. Not every baby 
born to an infected mother Is also infected. 
Without preventive treatment, the mother-to-
child transmission rate is 15-30%, or about 
1,000-2,000 Infants In 1993. 

AZT Can Reduce Perinatal Transmission 

A breakthrough study last year showed that 
some pregnant women who are infected with 
HIV but don't yet have any signs of AIDS 
can reduce the chances of transmitting HIV 
to their babies by as much as two-thirds if 
AZT therapy is begun early in pregnancy, 
continued through labor and delivery, and 
provided to the child for the first 6 weeks of 
life. 

Based on these findings, the Public Health 
Service (PHS) issued recommendations in 
August 1994 on using AZT to reduce the risk 
of perinatal transmission. And in July 1995, 
to provide pregnant women the opportunity 
to learn their HIV status es early In 
pregnancy as possible, PHS issued guidelines 
calling for routine counseling and voluntary 
HIV testing for all pregnant women. If 

^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ women do not receive prenatal care, or if for 
any reason their HIV status la unknown at 
the time of delivery, the guidelines 

recommend that HIV testing be offered to them or their babies at or shorty after delivery. 
Implementing these guidelines will reduce the number of children who get AIDS. Just as important, 
targeted prevention programs for women are critical for the health of both women and children. 
The best way to prevent infection in babies is to prevent infection in women. 

Evaluating Prevention Efforts 

It Is critical that resources are directed where they do the most good. To do that, the impact of 
prevention programs must be continuously monitored and changes made to most effectively target 
messages and activities. And surveillance is essential to know where HIV infection is decreasing, 
stabilizing, and increasing so that programs can be directed where they are moat needed. In 
collaboration with community-based organizations, state and local health departments, and other 
federal and private-sector organizations, CDC is committed to ensuring that both the 
implementation and evaluation of HIV prevention programs for women and children continue to be 
priorities in the fight against AIDS. 

Racial/Ethnic and Regional Variations 

* In 1S94, women of color accounted for 
more than three-fourths of all AIDS cases 
among women: African-American women 
represented 57% and Hispanic women 
20%. 

* The Northeast accounted for the largest 
percentage of AIDS cases among women: 
44%. The South followed with 36%; the 
West, 9%; Midwest, 7%; and Puerto Rico 
and U.S. territories, 4%. 

* Most women with AIDS were from urban 
areas, but the South reported more than 
10% of cases from smaller towns and rural 
areas. 

* Of all AIDS cases among women, 61 % 
were reported from just 5 states: New York 
(26%), Florida (13%), New Jersey (10%), 
California (7%), and Texas (5%). 

* HIV infection in childbearing women varies 
by region. From 1989 to 1993, prevalence 
decreased in the Northeast from 4.1 to 3.4 
per 1,000. In the South, It Increased from 
1.6 in 1989 to 2.0 in 1991, and has been 
stable since. 
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CDC Guidellnaa for HIV CounuUng 
and Voluntary Testing for Pregnant Women 

The Centers for Disease Control and Prevention (CDC) has published guidelines that call 
upon medical professionals to provide HIV counseling and voluntary testing for all 
pregnant women. 

In 1993 (the most recent vear for which complete data AM available), an estimated 
7,000 HIV-infected women gave birth in the United States. The prevalence of HIV 
infection in woman giving birth was about 1.6 per 1,000. or about 1 in every 625. 
Assuming an HIV transmission rate from mother to infant of about 15%-30% / about 
1,000-2,000 HIV-infected infants were born in the United States in 1993. 

For HIV-infected women and their infants to benefit optimally from AZT and other 
medical treatment, it is important for women to know if they are HIV-infected before or 
early in pregnancy. CDC guidelines promote early HIV counseling and voluntary testing 
to help women learn if they are infected. This will enable women to seek and receive 
the care they need for themselves and for reducing the chances of transmitting HIV to 
their infants. If women do not receive prenatal care, or if for any reason their HIV status 
is unknown, the guidelines recommend that HIV testing be offered to the mothers or 
their babies at or shortly after labor and delivery. 

RMMrch Showad AZT Significantly Reduces Mother-to-lnfant Transmission 

In February 1994, the results of the National Institutes of Health (NIH) AIDS Clinical Trial 
076 were announced, indicating that zidovudine (ZDV, or AZT) could reduce perinatal 
HIV transmission by as much as two-thirds in some infected women and their babies. 
The results were reported in the New England Journal of Medicine in November 1994. 
In August, the Food and Drug Administration approved AZT use for pregnant women 
and the U.S. Public Health Service issued guidelines on using AZT during pregnancy 
(MMWR 1994;43[RR-111). 

The finding of a 67.5% reduction in HIV transmission is promising, and there were no 
serious short-term side effects observed in the study. But several questions remain 
unanswered. The trial included a select group of women in the early stages of disease, 
who had not previously taken AZT long-term, and who had access to prenatal care. The 
therapy may differ in effectiveness in women who differ from these characteristics. 
Since researchers do not know exactly how the therapy prevented transmission, they 
also don't know the effect of any therapy variations -- such as using AZT only during 
labor or later in the pregnancy, or using it for a shorter time during pregnancy. 
Moreover, scientists don't know about the long-term effects of AZT on both mothers 
and infants. Researchers continue to seek answers to these questions. NIH is 
continuing to monitor the mothers and babies in the trial. 

CDC Guidetims Facts July 1995 
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Couiwling for All Praonant Woman and Voluntary Teatino Work 

Tha combined strategy of HIV counseling for all pregnant women and voluntary HIV 
testing is already proving effective in several communities. Voluntary testing means that 
after a woman receives appropriate counseling from her health care provider, she is able 
to make en informed decision about having a test for HIV. Studies show that when her 
health care provider talks with a pregnant woman about the test and what it means for 
her and her baby, most women choose to be tested and then to be treated as their 
doctor recommends. For example, in one inner-city hospital in Atlanta. Georgia, 96% of 
women chose to be tested after being provided HIV counseling and offered voluntary 
HIV testing as part of prenatal care. 

Offering all women voluntary testing in the context of HIV counseling establishes the 
trusting relationship between a woman and her health care provider that is essential for 
discussions about care and treatment options. 

Although AZT therapy is not 100% effective and the long-term risks to both the mother 
and her child are not yet known, the dramatic reduction in HIV transmission in the trial 
dictates that every HIV-infected pregnant woman should certainly be offered AZT 
therapy to reduce the risk of transmitting the virus to her baby. Because of the 
uncertainties, a woman ahould make a personal decision about taking AZT only after she 
discusses the benefits and potentiel risks for herself and her child with her health care 
provider. 

For Mora Information 

The guidelines, were published on July 7, 1995, in the Morbidity and Mortality Weakly 
Reports (MMWR). CDC developed the guidelines in conjunction with federal, state, and 
local health agencies, health and medical organizations, and members of the affected 
community. They were released in draft form in February and refined in response to 
input received during a 45-day public comment period. 

Printed copies of the "U.S. Public Health Sen/ice Recommendations for HIV Counseling 
and Voluntary Testing for Pregnant Women" and "Recommendations of the U.S. Public 
Health Service Task Force on the Use of Zidovudine to Reduce Perinatal Transmission of 
Human Immunodeficiency Virus" (MMWR 1994;43[RR-111) which has more informetion 
about AZT treatment during pregnancy are available from the CDC National AIDS 
Clearinghouse (CDC NAC). Printed copies may be ordered by calling the CDC National 
AIDS Hotline (1-800-342-AIDS). The Hotline can also provide information about any 
AIDS-related issue. The guidelines are also available alectronically through the CDC NAC 
On-line bulletin board as well as through other HIV/AIDS bulletin boards, including the 
Internet. 

For specific itfomuuion regardini the 0-76 Ctimcal Trial or any other HIV/AIDS clinical trial, call 
the AIDS Clinical Trial Infbmation Service (AOIS) at I-8O0-TRHLS A. For information regarding 
treatment and care of HIV infection and AIDS, mcliuUng use of AZT in pregnant women, call the 
HIV/AIDS Treatment Information Service (ATIS) at 1-800-448-0440. 

CDC Guidelines Facts 2 July 1995 
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Preventing Mother-to-Chttd HIV Transmission 
Through December 1994, CDC received reports of 58,428 cumulative cases of AIDS among adult and 
adolescent women (13 years of age and older) in the U.S. Women account for more and more AIDS 
cases-they were only 7% of all AIDS cases in 1985, but jumped to 18% in 1994. AIDS is now the fourth 
leading cause of death among women 25-44. And AIDS is actually increasing fester in women than it is in 
men. In 1994 alone, 14,081 women were reported with AIDS. Women of childbearing age account for 

the vast majority of those cases: 84% were 
reported in women 15-44 years old. 

Racial/Ethnic and Regional Variations 

* In 1994, women of color accounted for more 
than three-fourths of all AIDS cases among 
women: African-American women 
represented 57% and Hispanic women 20%. 

A The Northeast accounted for the largest 
percentage of AIDS cases among women: 
44%. The South followed with 36%; the 
West, 9%; Midwest, 7%; and Puerto Rico and 
U.S. territories, 4%. 

* Most women with AIDS were firom urban 
areas, but the South reported more than 10% 
of cases from smaller towns and rural areas. 

A Of all AIDS cases among women, 61% were 
reported from just 5 states: New York (26%), 
Florida (13%), New Jersey (10%), California 
(7%), and Texas (5%). 

* HIV infection in childbearing women varies by 
region. From 1989 to 1993, prevalence 
decreased in the Northeast from 4.1 to 3.4 per 
1,000. In the South, it increased firom 1.6 in 
1989 to 2.0 in 1991, and has been stable since. 

In 1994, most women with AIDS were 
infected through injecting drug use (41%); 
but nearly as many-38%—were infected 
through heterosexual contact with an 
infected partner. Heterosexual contact is the 
most rapidly increasing transmission 
category for women. Comprehensive HIV 
prevention programs for women must 
address their multifaceted prevention needs. 
For HIV-infected women of childbearing 
age, the possibility of perinatal transmission 
adds an additional important dimension to 
HTV prevention programs. 

In 1993, an estimated 7,000HIV-positive 
women gave birth in the U.S. That's 1 out 
of every 625 live births. Not every baby 
bom to an infected mother is also infected. 
In fact, without preventive treatment, the 
mother-to-child (also known as perinatal or 
vertical) transmission rate is 15-30%, or 
about 1,000-2,000 infants in 1993. 

Preventing Perinatal HIV Transmission: Community Planning Considerations 
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AZT Reduces Perinatal Transmission of HIV 

Last year, clinical trials in the U.S., Canada, and France conducted by America's National Institutes of 
Health and France's National Institute of Health and Medical Research (INSERM) showed that some 
HIV-infected women could reduce the risk of transmitting the virus to their babies by as much as two-
thirds by taking AZT during pregnancy, labor and delivery, and by giving their babies AZT for the first 6 
weeks after birth. For the first time—and the only time we know of so &r--we can prevent HIV infection 
with a drug. 

Some Unanswered Questions 

The researchers established that AZT treatment was effective and caused no serious short-term side-effects 
for the mothers or infents. The NIH clinical trial included 477 women; during the study, 409 gave birth to 
415 live infants. But several questions remain unanswered. The trial included women with HIV but no 
symptoms of AIDS, who had not previously taken AZT long-term, and who received prenatal care. AZT's 
eflfects may differ in women who don't match those characteristics. Researchers don't know if there would 
be changes in effectiveness with treatment variations, like using AZT only later in pregnancy or during 
labor and delivery, or using it for a shorter time in pregnancy. And they also don't know whether there are 
any long-term side-effects for mothers or children. NIH continues to monitor both mothers and children in 
the trial to answer these important questions. 

But even with these unanswered questions, the finding that AZT treatment can reduce mother-to-child 
transmission by two-thirds is a true prevention breakthrough Women should have the opportunity to 
choose whether to be tested and to choose whether to take AZT if they "re HIV positive. Information is 
empowering. 

CDC Guidelines to Fight PCP in Children 

When pregnant women know they're HIV positive, 
they can also take advantage of preventive treatment 
for Pneumocystis carinii pneumonia (PCP) for their 
babies. CDC guidelines issued in April 1995 
recommend that all children perinataUy exposed to 
HIV begin trimethoprim/sulfamethoxazole (TMP-
SMX) treatment at 4-6 weeks and that HIV-infected 
infants should continue treatment until they're 12 
months old. After 12 months, treatment decisions 
should be based on the child's CD4+ counts and 
whether s/he has had PCP. 

Pregnant Women Should Be 
Counseled About HIV 
and Offered a Test 

To take advantage of this prevention 
opportunity for their unborn children, women 
need to know they're HIV-infected well before 
giving birth. AZT therapy should begin about 
14 weeks into the pregnancy. That's why new 
CDC guidelines recommend routine counseling 
and voluntary HIV testing for all pregnant 
women, as well as medical treatment before, 
during, and after birth. This approach has been 
endorsed by the major medical and public health 
professional organizations in the U.S., including the American Academy of Pediatrics, American College of 
Obstetricians and Gynecologists, American Nurses Association, Association of State and Territorial Health 
Officials, National Alliance of State and Territorial AIDS Directors, and American Public Health 
Association. 

Preventing Perinatal Transmission: Community Planning Considerations 
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What Does AU This Mean for Community Planning Groups? 

Community planning groups may wish to examine their epidemiologic profiles to assess the extent of 
perinatal transmission in their areas. Trends in transmission among women should be analyzed as 
specifically as possible to ascertain any geographic and racial/ethnic variations. A better understanding of 
the epidemic among women will help target specific prevention activities so they are most effective in 
reducing transmission. 

Groups may also consider updating and expanding information about existing HIV prevention activities 
that target women, including pregnant women and women of childbearing age Resource inventories 
should profile how existing providers of HIV counseling and testing services are incorporating information 
about the effectiveness of AZT in preventing perinatal transmission. Also, groups may wish to expand 
their resource inventories to profile all prenatal settings, considering whether prevention information is 
available and accessible and whether HIV counseling and testing are available on-site or through referral. 

Where Do HIV+ Pregnant 
Women Get Care Now? 

A recent ASTHO survey of states 
indicated that prenatal HIV 
counseling and testing and AZT 
therapy are happening most often 
as a collaborative effort between 
the state offices of HIV/AIDS and 
Family Planning or Maternal Child 
Health services. More than half the 
states responding reported they 
have policies or programs in place 
that address the health care needs 
of HIV-positive women. These 
programs are typically referrals to 
hospitals/consortia and Ryan White 
CARE Act programs. 

A key component of comprehensive HIV prevention community 
plans is a description of how primaiy HIV prevention activities 
are linked to secondary HTV prevention activities (that is, 
activities to prevent or delay illness in people with HTV 
infection), including medical and social services. Community 
planning groups will want to understand fully the referral 
patterns for HIV-infected pregnant women, and to identify any 
potential gaps in service coordination and referral patterns. 
Groups should consider working closely with their jurisdiction's 
Ryan White group to understand the important linkages between 
prevention and care activities, especially for women at highest 
risk of HTV infection. 

The new information on preventing perinatal transmission 
should also be considered by community planning groups as they 
evaluate the effectiveness of interventions to meet priority 
prevention needs. Groups may wish to consider whether to 
offer a targeted media campaign to make sure women get the 
information they need, whether counseling and testing services 
should be enhanced, whether referral mechanisms need to be 
strengthened or expanded, or whether other prevention 

interventions should be initiated or enhanced to ensure that pregnant women have every opportunity to 
know their HIV status, to understand the possible risks and benefits of AZT therapy, to take AZT if they 
choose so they can reduce the risk of HIV transmission to their babies, and to ensure their babies get the 
care they need after birth. 

Want More Info? 
The Morbidity and Mortality Report has carried the guidelines for AZT during pregnancy (MMWR 
1994;43[RR-11]), routine counseling and voluntary testing (MMWR l995;44[RR-7])), and PCP 
prevention (MMWR 1995;44[RR-4]). Call the National AIDS Clearinghouse: 1-800-458-5231. 

Preventing Perinatal HIV Transmission: Community Planning Considerations 
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CDC 
CENTERS FOR DISEASE CONTROL 

AND PREVENTION 

HIV/AIDS 
PREVEirnon 

Prevention Communications 
Division of HIV/AIDS Prevention 

FACSIMILE TRANSMISSION 

TO: Richard Sorian 

Phone No.: 202/632-1204 

Fax No.: 202/632-1096 

Date: 01/31/96 

Subject: Info on C&T guidelines 

FROM: Lydia Ogden 
Prevention Communications 

Phone No.: 404/639-0956* 

Fax No.: 404/639-4333 
""Toll-free, 24-hour message service: 

Phone l-80(M47-4784, then dial 329-1659 

Number of Pages: 
(Including this page) 

Comments: This is more than you asked for, but I thought it might be useful.... Hang in 
there. LO 
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They package those attacks in a bunch of focus-group-tested 

half truths designed to keep the public confused long enough to 

allow the legislation to pass. 

And they have tucked away dozens of special interest 

provisions that give the illusion of softening the blow of these 

policies on our nation's health care system. 

But the President and I have been working hard to make sure 

that members of Congress and the people of this country recognize 

the truth about these proposals. 

Let me start with Medicare. The truth i s , the Republican 

proposals would severely undermine the stability of the Medicare 

program and endanger the care that senior citizens and people 

with d i s a b i l i t i e s now receive. 

I was amused to see Haley Barbour, the chairman of the 

Republican National Committee, offering a million dollar reward 

to anyone who can prove the Republicans are cutting Medicare. 

I called June O'Neill, the director of the Congressional 

Budget Office, and told her she should c a l l the RNC right away to 

collect. 
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But the people who are really going to need Mr. Barbour's 

generosity are the millions of senior citizens who are going to 

pay more and get less under the Republican Medicare scheme. 

Because that is exactly what the GOP plan offers. 

I t would require senior citizens to pay an average of $140 

dollars more in premiums every year and provides them with 

benefits that are worth $700 dollars less. 

The Republican plan socks senior citizens with a one-two 

punch that will leave many of them reeling. 

They increase out-of-pocket costs for beneficiaries by $50 

billion dollars over seven years and they reduce spending by $220 

billion dollars during that same time. 

But beyond the numbers, the Republican Medicare plan 

contains a series of policy decisions that would cause permanent 

damage to this vital program. 

The Republican sponsors say they are preserving the 

traditional Medicare program for any beneficiary who wants i t . 

But at the same time they say that very program will "wither on 

the vine." Which is the truth? 
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important aessag* of a l l , to continue to listen to people with HIV, 
to affected cosraunitiea, to their care providers and their loved 
ones, and to work with a l l of us to be here for the cure. 

ThanJc you again. (Applause.) 

THE PRESIDENT: ThanJc you. 

I want to ask one brief question, if I might. One of 
the difficulties that ve have in dealing responsibly with this issue 
involves the dilemma that you just laid out when you said ve ought to 
have voluntary testing, not mandatory testing. And the issue is most 
clearly represented with the whole question of pregnant women now 
given the advances that have been ahovn. I've studied the CDC 
guidelines; I think they're — they make sense to me. I think the 
rest of us who don't know the facts ought to follow people that we 
hire to make these judgments. You know, if there's — i t makes a lot 
of sense to ae. (Applause.) 

But you just said that there were 34,000 people that 
needed your services, and only 10,000 were getting them and ve had to 
find a way to get more people to get voluntarily tested. So how do 
ve close the gap between 10,000 and 34,000? What can ve do? What 
can you do? What can the rest of us do? That's what's driving this 
whole mandatory testing thing. It's not the notion that people are 
out there hiding, trying to avoid getting testing; it's that there's 
this huge gap and that society is being burdened by i t , and so are 
these people. So how do ve close that gap? 

Q I know other speakers today will address, this but 
let me start. Mandatory testing not only v i l l not address this 
problem, i t v i l l further drive people away and be a disincentive to 
their coming into care. (Applause.) 

THE PRESIDENT: So hov do you do it? 

Q Mr. President, let me pick the single example of 
pregnant vomen. At Cook County Hospital, ve have a program with our 
Ob-Gyn physicians in community health centers to engage pregnant 
women and vomen at risk of HIV in voluntary HIV counseling and 
testing. We have an exceptional compliance, veil over 90 percent, 
vith those efforts. You could not improve, and should not improve — 
you can't force or use coercion in this kind of a public health 
problem. The first principle of public health is to engage the 
support and cooperation of the people. 

There are many other creative strategies to reach people 
at risk. I think that Eileen and Sean have spoken to them, and I 
know you'll hear about more today. 

MS. FLEXING; Mr. President, Phill Wilson was in the 
services workshop. He is the public policy director at AIDS Project 
Los Angeles, and an eloquent spokesperson on behalf of people living 
vith Hiv. 
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s Z. Coloper, MIJ^J-

Imp^ct of Mandatory HIV Testing on Infant Mortality 

:cellent|analysis of the potential impact of mandatory 
ng on Outcome of pregnancy in NY State. This material 

hias not been released broadly, but was presented by then State 
ioncr Chjassin to Governor Cuomo's Task Force on Life 
h ad the opportunity to discuss this issue with that Task 

Health CommU 
and the Law. 
Force. I am unaware of y/hat has happened to this group since the 

iitration.. 

I believe this material strongly supports wisdom expressed by the new 
CDC recommendations a'nd the Policy Stalemenl un Perinatal HIV 
Testing of the American Academy of Pediatrics. I look forward to hearing 
from you as we m try to jachieve public understanding and full 
implementation of thc recommendations. 

T h e A • n e n c a n A c a d e m y o f r e d ' a t n o j '3 c o r n r n i t t e d to t h e . ^ i t e v n m e n t of o p T i m o l p h y s i c a l , 

jntai. ana ioc-ai realm tor an infamt. cn»aren, aooiescems. and young aouus. 
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Projected i 

September 27 

rtjpact of mandatory HIV UfSlirnj 

Following our conversation 
l i s t of assumptions underlying 
greater detail the source 
have provided backgrounc 
PNC affects, birth outcomes 
from obtaining PNC by f^ar 
testing. 

for mandatory prenatal 
conservative assumption 
assumption. In contras 
dssumptiohs about breas 
newborn testing shifts 

, 1994 

las r week, I have made several oildilions to the 
j t h e Hiv/i.KW mndel. 1 have described In 

of the data used to develop the model, and I 
information about the reasons for believing that 
and) that snmp high-risk women miyht be deterred 
of learning their HIV status through mandatory 

I have also created 3 ntw models, changing the dssumptions about the 
effectiveness of outreach and jabout the percentage of HIV+ women who would 

see, the conclusions are completely unaffected by 
doubling the assumed impaet ofj outreach. This new assumpl ion dues ivot 
Change the point <tt wlvii.h the ["eduction in cases of HIV among newborns_is 
balanced by excess neonital deaths due to L6W. For both assumptions about 
the impact of outreach 'he net] henefU of mandatary lesilini Is zero i f 1% 
of high-risk women are deterTL'U rrom obtaining I'NC. llnr ln-i'.ik even point 

estingj is at 6%-dcterrL'd usliuj t.ho moro 
about joutreach and at 1% using the more optimistic 
the model 1s more sensilivt: to changes in 

feedirvg rates. The break even point for mandatory 
rom T/S) to over 2 1/2?., and for mandatory [irenatal 

In summary, this model 
mandatory testiny on pt 
mandatory :HIV testing, 
of high Wisk women woul 
of mandatory newborn te 
testing, the analogous 

"9 
testing from 6% to 8% when thej model assumes that 20% Imte.id of 10% of 
the HIV+ mothers will b-easlfued unless identified and warned. Includi 
both of those new assumptions in the model (Table 6) duos not change t.he 
break-even point compared with the model that Includes only Hie increased 
breastfeeding rate. Th: attaqhed tables and graphs showing thc net 
results o'f the last fou - modoljs (Figures ] and ?) demons I. rate these 
relationships more clea-ly. 1 

;iiggests that a very small deterrent effect of 
natal care use would erase thc benefits of 
Regardless of the assumptions used, fewer than ?>% 
J have |to be deterred, from care fur the net impact 
iting to be negative.1 For mandalory prenatal 
joint i's between 6 and 8% dotnrrnd. 
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ON HIV T 
IMPACT OF MANDATORY HIV TESTING 
""lANSMISSIOH AND ON NEONATAL MORTALITY 

Assumptions RaUted to H [V Transmission 

1. Roughly 1600 HIV 
currently half 0 

2. Aggressive 
prenatal care by 

outrehch will reduce the number of women who receive no 
10% (Tables 1, 3, and 5) or 20% (Tables 4 and 6). 

With improvements 
percentage of wofnen 

- from 3Sr. tb 70% in PNC; 
- from 20% tj 40% in the 08 Initiative. 

NOTE: Currervtly 
of counselled 
women in PNC who 

73% of women in PNC receive HIV counselling, and 48% 
women consent to testing. Thus the proportion of aVl_ 

receive HIV testing is 35%.. 

TABLE 1: All 
care will take 
Their mother-to-

TABLES 2-6: Onl 

The transmission 
take AZT is ZS%. 

The rate of 
Tables 1-4: TO% 
HIV+ and warned 
not to. 
Tables 5-6: 20* 

NOTE: Data f'ron 
that even with « 
WJC-enrolled, 1 
Registry data i 
iln'fection to the 

womerl give birth annually in New York State, and 
them {receive no prenatal care (PNC). 

in HJV counseling and testing protocols, the 
tested will double: 

wofnen who know that they ire HIV+ and who are in prenatal 
idovudine (AZT), and none of them will breastfeed, 
child HIV transmission rate will be 8%. 

zi 

y 85% of known HIV+ women will take AZT. 

rate during pregnancy and birth for those who do not 

postjnatal transmission is 15% among those who breastfeed. 
""J' women will breastfeed unless identified as 

breastfeed. None will breast feed if advised 
HIV+ of 

not to 

of HIV+ women will breastfeed unless identified. 

a Ross Laboratories survey of breastfeeding indicate 
ctive promotion of breastfeeding, only 37% of 
dw-income women breastfeed. Furthermore, NYS AIDS 
rjdicateithat two-thirds of mothers who transmit HIV 
ir infants are intravenous drug users, and all drug 
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users are routinely discouraged from breastfeeding due to concern about 
drug exposure for the irifant. An informal survey of NYC providers who 
care for high-ris<c women suggests that the actual breastfeeding rate in 
this high-risk grjup is less than 10%. 

The results of HW testing done at birth (through the 08 Initiative or 
mandatory newborn testing) will be available in time to prevent 
transmission related to breastfeeding. In fact, since results would 
not be available until several weeks postpartum, HIV testing at the 
time of birth would protiably reduce but not eliminate transmission via 
breastfeeding. Therefore, the projections that follow overestimate 
the benefit of mandatory HIV testing at the time of birth. 

Assumptions;Related to Neolnatal Mortality 

1. Calculations are 
77;000 with late 
with early PNC 

7,000 with no PNC, 
(2nd or 3rd trimester) entry into PNC, and the rest 
ased roughly on 1992 birth certificate data). 

based on 290,000 births/year: 
oj- 3rd 

(based roughly 

2. 
care 

care 

Aggressive 
of ho prenatal 
will be incremential 
bring them into 
currently receive 
Tables 1, 2, 3 
each category. 
Tables 4 and 6 asl 

ard 

3. Rates of moderately low 
PNC! as follows: 

outreach will reduce the number of women who receive l i t t l e 
(PNC). The impact of outreach on receipt of PNC 
oitreach to women who currently get no PNC will 
late in pregnancy, while outreach to those who 

late care will bring them into care early. 
5 askume that outreach will affect 10% of women in 

sume a 20% affect. 

and very low birthweight vary with amount of 

no PNC 

tate PN: 

Early PNC 

(based on 1992 b 

MLBW 

15% 

VLBW 

7% 

6% 

2% 

2% 

1% 

rth certificate data). 

! 
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4. TAjBLES 1 and 2: 
ma'ke t he i r r i s k 
eq'-jivaler.t to th 
i t w i l l e l iminat 

TAjBLES 3 and 6: 
half of their extes 

NGiTE: I t is not 
precisely. Some 
receive care ear 
visits themselve 
women. Some of 
pre-pregnancy we 
care. Other i 
measure: wantedfie 
habits, social s 
strong evidence 
outcomes. Severkl 
comprehensive PN 
Hrddle class 
l i t t l e additiona 
status is more 
the medical care 
health education 
the exact magni 
the models that 

Providing prenatal care to women who now get none will 
f low birth weight and very low birth weight 
rates 
all o 

for wcT.en who row receive prenatal care, 
f their excess risk. 

. e. 

Providiing PNC to women who now get none will eliminate 
s ri!sk of LBW and VLBW. 

possible to measure the impact of prenatal care 
of thej differences in outcomes between women who 
y and -those who receive none are not due to the PNC 
, but ito underlying differences in the groups of 
hese differences -- e.g. age, race, SES, smoking, and 
ght can be accounted for in studies of prenatal 

mp^rtant [factors are much more intangible or hard to 
ss of the pregnancy, motivation to practice healthy 

jpport,] drug use. Despite these difficulties there is 
hat prienatal care has a beneficial impact on pregnancy 

studies have shown, moreover, that the impact of 
is greatest among the most disadvantaged women. 

wom0n who jare already healthy and well-nouris-hed may gain 
benefit from PNC. Poor women whose baseline health 
inal' have been shown to benefit significantly from 

nutri|tional support, psychosocial counselling, and 
that are part of comprehensive prenatal care. Because 

ofjthe impact of PNC cannot be measured, most of 
ollowjassume a moderate impact, as described above. 

mirgi 

t Jde 

5. Bir thweight spec 
are: 252 at b i r 
1500-2499 grains; 
on 1993 SPARCS 

Assumptions about Avoidan:e of prenatal Care 

i 

i f i c neonatal mortality rates (per 1000 live births) 
DhweigHts under 1500 grams; 11.6 at birthweights 
and 1J2 at birthweights of 2500 grams and above (based 
ita). 

Voluntary HIV testing programs will have no impact on prenatal care 
attendance rates. \ 

2. 

3. 

Women who do not 
will not be affe 

perceive themselves jto be 
:ted bj mandatory testing. 

Out of 290,000 
perceive themisel 
(ll,200--repor 
behavior (three 

ted 

Ten percent (4, 
additional 30% ( 
d'ata about PNC 

at risk for HIV infection 

births/year in NYS, approximately 44,800 women will 
tfes to;be at risk for HIV, either because of drug use 
on 1992 birth certificates) or because of sexual 

times the number of drug users--see note). 

4S0) „, of'these women currently receive no PNC, and an 
13,440) receive late 'care (based on birth certificate 

rates among drug-users!). 
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NOH: According 
childbearing wpmefi 
through IV drug 
perceive that 
no concrete data 

they 

to data from the NYS AIDS Registry, half as many 
are infected through heterosexual exposure as 
e. Tnis model assumes that many more women will 
are at sexual risk of HIV infection, but there are 

0n this specific issue. 

us 

4. If mandatory HIV 
high risk women 
of learning their 

Separate estimatejs 
these high-risk 
fear of mandatory 

testing is implemented, a small fraction of the 40,320 
0 currj-ently do get PNC may avoid care because of fear 
HIV status. 

wn 

were[calculated assuming that 0%, 1%, S%, and 10% of 
w|omen would be deterred from receiving prenatal care by 

testing. 

NOTE: A 1992 Columbia University study of HIV counselling in NYS's 
family planning and prenatal care programs found that 50% of women 
turned down offerjs of HIV testing. The chief reason given (by 40% of 

testing) was that they did not want to know their HIV 
status. The perclentagejof women who refused testing was highest (70%) 
among those who perceived themselves to be at high-risk for HIV 
infection. 

5. 

6. 

For this analysis 
have the same risjk 

The deterrent 
avoid PNC entire 

effect ofjmandatory testing is all-or-n-othing: women may 
l}y, but j they will not simply delay entry into care. 

NOTE: Mandatory 
home births, but we 
magnitude or impact 

newbjorn testing may also lead to an increase in unattended 
have noidata on which to base projections of either the 
of this: 

women at high risk of HIV infection are assumed to 
of L̂W as other women receiving equivalent PNC. 
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Sources of Data 

6 w Vital Records - The; N 
and deaths in New Yor|k 
collect, a wide range of 
number of prenatal visilts 
demographic variables. 

with information about 
hospital reimbursemenl 

Yorfc State Depanment of Health collects data on births 
through birrh and death certificates. Birth certificates 

data on such issues as date of entry mto prenatal care,, 
health risk factors for mother and infant, and 

SPARCS (Statewide Planning and Resource Cooperative System) is a rich database 
all hospital discharges in New York State. Because 
is linked to SPARCS, this database provides a very 

complete record of hosDitalizatjions, including data about diagnoses, discharge 
status (alive or dead), and limited demographic information. Since over 95% of 
all births occur in hosp tals, it provides a useful, complement to vital records data 
related; to births. 

a n i 
dualls 

New York State AIDS 
designated as "reponab 
clinicai laboratories, 
NYSDOH of all indivi 
infection) is a reportabJ 
individuals with AIDS 
infection (e.g. intravenc 
transmission is responsibl 
Registry also includes 
AIDS. 

gistry r Several dozen communicable diseases are 
" in New York State, meaning that health care providers, 
local (health departments are required to inform the 

th those diseases. AIDS (but not simply HIV 
i disease. The AIDS Registry contains information on all 

reported'] to the Department, including age and source of 
us drug use, heterosexual contact). Since mother-to-child 

le for the vast majority of cases of AIDS in children, the 
on the mother's source of infection in cases of pediatric cata 
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Projected impact of Mandatory 
Summery 

Zidovudine 
acceptance r; 
among HIV-

pregnant 
women 

te 
Eff 

P 
ectiveness of 
'enatal care' 

Effectiveness of 
outreach-1 

Breastfeeding 
rate among 

HIV - women 
unaware of 
their HIV 

status3 

Model 1 100% ; All 10% 10% 

Model 2 85% All 10% 10% 

Mode l3 85% Half 10% 10% 

Model 4 85%; j Half ' 20% 10% 

Model 5 85% Half 10% 20% 

Model 6 I 85% Half 20% 20% 

HIV Testing on Neonatal Mortality and HIV Cases 
of Differences Among Six Models 

1Among groups who recei 
adequate), thd fraction of variation 
differences in amount of preni 
a 7% risk of delivering a very 
have a 1 % risk. Models 1 anc 
women who currently receive 
to 1 %. The Other models 
only eliminate half of their 
excess risk attributable to in 
disinterest in the pregnancy, d 

'e diffeijent amounts of prenatal care (none vs. late vs. 
in [low-birthweight fates that is attributable to 

tal care'. For example, women with no prenatal care have 
ow birthweight infant, while women with adequate care 
2 assume that providing adequate prenatal care for 

none can eliminate all their excess risk, reducing their risk 
that providing theselwomen with adequate care w-ill 
risk (reducing their risk to 470), with the remaining 

hej'ent differences in the w!c 
ug use\ 

assL me 
excess 

/omen, e.g. poor nutritional status. 

2Propqrtion of women with 
adequate care1 in the future: be 

late or no prenatal care currently who wil l receive more 
rause of outreach efforts1. 

J All mbdels assume that wbmen who know that thjey are HIV+ wil l NOT breastfeed. 
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Projected Impact of Mandatory HlV Testing on Neonatal Mortality and HIV Cases 
Summary of Results 

r0s 

ff mandatory HIV testi 
obtaining prenatal care, the 
may outweigh the number of 
shows the "breakeven point" 
equals the number of cases o 
fraction of women at high risl 

Model 

Model 

g deters women who are at high risk for HIV infection from 
suiting (increased number of neonatal deaths due to LBVV 
cases ojf HIV transmissicin prevented. The following chart 
at which the number of!excess neonatal deaths due to LBVV 
HIV transmission prevented. Percentages represent the 

: for H iy infacticn who are deterred from prenatal care. 

Model 

Model 

Model I 

Model 6 

"Break-even" point for mandatory 
• newborn testing 

(°!o of high-risk women deterred 
:from receiving plrenatal care) 

1.1% 

1.2% 

1.2% 

2.6% 

2.7% 
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Projected jlmpact of M^ndiitory Hiv Testing on Neonatal Mortality and HIV Cases 
Summarv of Results 

resu 
If mantdatory HIV testi 

obtaining prdriatal care, the 
may outweigh'the numberiof 
show-s the "brjeak-even poipt" 
equals the number of cases of 
fraction of cvomen at high risk 

.deters women who are at high risk for HIV infection from 
Iting increased number of neonatal deaths due to LBW 

:ases of HIV transmission prevented. The following chart 
at which the number of excess neonatal deaths due to LBVV 
HIV transmission prevented. Percentages represent the 
for HIV infection who are deterred from prenatal care. 

l ! ' 

i| 
|: 

(% of hi, 

i i . • 
"Brealjc-even" point for mandatory testing 

'h-risk \yomen deterred from receiving prenatal care) 

j ' 

New born testing Prenatal testing 

Model 1 • 1.1% 6.6% 
1 

Model 2 ; : 1.2% j 6.4% 

Model 3 ; ; 1.2% ' I 6.0% 

Model 4 j' 1.3% ! 7.0% 

Model 5 :. 2.6% ; 7.8% 

Model 6 ; 2.7% j 8.2% 
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.1 

idatorv newborn HIV resting: LBVV deaths vs. HIV cases. 
1 

Figure ;1. iNet erfect of man 

N 
e 
t 

e 
f 
f 
e 
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t 

Mandatory HIV Testing 
Newborn 

• Model 1 
• Model 4 

5% 6% 
Model 21 
Model 5 i 

107o 

• Model 3 
= Model 6 
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Figure 2.1: Net.erfect of rnahdatory,prenatal HIV testing: llBW deaths vs. HIV cases. 
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- 10 i -
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Mandatory HIV Testing 
Prenatal : 
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PROJECTED 
ON MOTHER-TO-CHILD 

IMPACT OF MANDATORY HIV TESTING 
HIV TRANSMISSION AND ON NEONATAL MORTALITY 

No change in 
PNC or testing 

rates. 

Outreach 
increases PNC; 

testing rajtes 
unchanged. 

Outreach 
+ 

double HIV 
testing rates 
(voluntary) 

All ot aboye + 
mandatdry 
newborn 
testing 

Z9G 

September 21, 1994 

KEY: 

C - cases prevented compared 
w/ no mandatory testing) 
' ( • " : - excess deaths related to 
avoidance oi PNC) 
(# - net effect: excess LBVV 
deaths - HIV cases prevented) 

ASSUMPTIONS: 
1100% acceptance of zidovudine 
full impact of prenatal care 
10% impact of outreach 
t07o breastfeeding rate 
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PROJECTED IMPACT OF MANDATpRY HIV TESTING 
ON MOTHER-TO-CHILD HIV TRANSMISSION AND ON NEONATAL MORTALITY 

No changje in 
PNC or testing 

rates.':' 

Outreach 
increases PNC; 

testing rates 
unchanged. 

Outreach 

double HIV 
testing rates 
(voluntary) 

All of above + 
mandatory 
newborn 

testing 

September 21, 1994 
ASSiUMPtlONS: 

1 100% acceptance of zidovudine 
full impact of prenatal care 
10% impact of outreach 

i 10% breastfeeding rate 
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\ PROJECTEC 
ON MOTHER-TO-CHI 10 

IMPACT OF MANDATbRY HIV TESTING 
HIV TRANSMISSION AljjD ON NEONATAL MORTALITY 

No change in 
PNC or testing 

rates.' 

Outreach 
increases PNC; 

testing rates 
unchanged. 

Outreach 

+ \ 

double HIV 
testing rates 
(voluntary} 

KEY: 

/ mutt) 

(* - cases prevented compared 
w/ no mandatory testing) 
.(* * - excess deaths related to 
avoidance of PNC) 
(rr - net effect: excess LBW 
deaths - HW cases prevented) 

|; % of women at risk for HIV who are deterred from 
! PNC 

1% : 5% 10% 

All of aboye. + 
mandatory 
newborn 
testing 

All1 of above + 
mandatory 

prenatal testing 

September 21 , 1994 

ASSUMPTIONS: 
100% acceptance of zidovudine 
fi j l ! impact of prenatal care 
10% impact of outreach 
l b % breastfeeding rate 
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; !, PROJECTEC 
ON MOTHER-TO-CHILD 

IMPACT OF MANDATORY ^IIV TESTING 
HIV TRANSMISSION AND ON NEONATAL MORTALITY 

No change in 
P N C Or tes t ing 

rates.;;. 

Outreach 
increases PNC; 

testing rates 
unchanged. 

Outreach 
+ • 

double HIV 
testing raites 
(voluntary)-

Alt of above 
mandatory 
newborn 
testing 

September 2 1 , 1994 

I KEY: 

(*) / Sw-

. (" 7 cases prevented compared 
w/ fpo mandatory testing) 

. C " ; - excess deaths related to 

. avoidance of PNC) 

. in T net effect: excess LBW 
•deaths - HIV cases prevented) 

ASSUMPTIONS: 
85% acceptance of zidovudine 
full impact of prenatal care 

i 10% impact of outreach 
10% breastfeeding rate 
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! PROJECTEC 
ON MOThER-TO-CHILD 

IMPACT OF MANDATpRY IrllV TESTING 
HIV TRANSMISSION Af^D ON NEONATAL MORTALITY 

No change in 
PNC or testing 

rates. 

Outreach 
increases PNC; 

testing rates 
unchanged. 

Outreach 
+ 

double HIV 
testing rates 
(voluntary) 

All of aboye + 
mandatory 
newborn 
testing 

September 21 , 1994 

KEY: 

(* - cases prevented compared 
w/ no mandatory testing) 
(** ! - excess deaths related to 
avoidance of PNC) 
(# T net effect: excess LBW 
deaths - HfV cases prevented) 

j % of women at irisk for HIV who are deterred- from 
! ; PNC 

7% 5% 10% 

ASSUMPTIONS: 
815% acceptance of zidovudine 
full impact of prenatal care 
1p% impact of outreach 
10% breastfeeding rate 
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PROJECTED 
ON MOThjiER-TO-CHUD 

MPACT OF MANDATORY HIV TESTING 
TRANSMISSION AND ON NEONATAL MORTALITY 

ASSUMPTIONS: 
85% acceptance of zidovudine 
full ifTjipact of prenatal care 
10% ijmpact of outreach 
10% breastfeeding rate 
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i PROJECTED 
ON MOTHER-TO-CHILD hIV 

No change in 
PNC or jesting 

rates, ji 

Outreach 
increase's. PNC; 

testing rates 
unchahgeid. 

Outreach 

double HJV 
testing; rates 
(voluntary) 

All of above + 
mandatory 
newborn 

testing 

MPACT OF MANDATORY H;IV TESTING 
TRANSMISSION A N ' D ON NEONATAL MORTALITY 

September 2[I, 1994 

: KEY: 

/ r<tKttJ 

(* -leases prevented compared 
w/ no mandator/ testing) 
(•» - excess deaths related to 
avoidance of PNC) 
{# - ;ne t effect: excess LBW 
deaths - HIV cases prevented) 

ASSUMPTIONS: 
! 85% acceptance of zidovudine 
l partial impact of prenatal care 

10% impact of outreach 
I 10% breastfeeding rate 
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JHohL 3. 

IMPACT OF MANDATORY HIV TESTING 
TRANSMISSION AND OISI NEONATAL MORTALITY 

ASSUMPTIONS: 
85% acceptance of zidovudine 

! partial impact of prenatal care 
110% impact of outreach 
1l0% breastfeeding rate 
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i 
1 PROJECTSDilMPACT OF MANDATORY HIV TESTING 

ON MOTHER-TO-CHILD ijllV TRANSMISSION AND ON NEONATAL MORTALITY 

ASSUMPTIONS: 
85% acceptance of zidovudine 
partial impaa of prenatal care 
10% impact of outreach 
1[0% breastfeeding rate 
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PROjECTED IMPACT OF MANDATORY HIV TESTING 
ON MOTHER-TO-CHILD HIV TRANSMISSION AND ON NEONATAL MORTALITY 

No change in 
PNC or; teeing 

rates. 

Outreach 
increases PiNC; 

testing rates 
unchanged. 

Outreach 
i 

+ 
double HIV 
testing rates 
(voluntary} 

All of abovie 
rnandiatory 
newborn 

testing: 

September 21 , 1994 

KEY: 

sr< +et>«jJb*L 

1 (* cases prevented compared 
| w/ nb mandatory testing) 
• (•* p excess deaths related to 
avoidance of PNC) 

1 (# - j net effect: excess LBW 
| deaths - HIV cases prevented) 

ASSUMPTIONS: 
I i 

85% acceptance of zidovudine 
i partjial impaa of prenatal care 
: 20% impact of outreach 
• 10% breastfeeding rate 



JUL-07-1995 15=04 FROM PEDIRTRICS TQ 912024567431 P.12 

PROJECTED 
ON MOTHER-TO-CHI Lb H 

IMPACT OF MANDATORY HIV TESTING 
IV TRANSMISSION AlslD ON NEONATAL MORTALITY 

No change in 
PNC or; testing 

rates. 1 

Outreach 
increases FlNC; 

testing rates 
unchajnged 

Outreach 

double HIV 
testing rates 
(voluntary) 

: KEY; 

( • ) /LB*}-

{* =• cases prevented compared 
w/ n!o mandatory testing) 
(** - excess deaths related to 
avoidance of PNC) 
(# -'• net effect: excess LBW 
deaths - HIV cases prevented) 

% of women at îsk for HIV who are deterred from 
! ! P N C 

1% 1 . 5 % 10% 

September 21 , 1994 

ASSUMPTIONS: 
! 85% acceptance of zidovudine 
j partial impact of prenatal care 
! 20% impact of outreach 
1 10% breastfeeding rate 
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• i 
j , PROJECTiED 

tm 
IMPACT OF MANDATORY HIV TESTING 

ON MOTHER-TO-CHILD t(flV TRANSMISSION AND ON NEONATAL MORTALITY 

C*)i\ /igvi-

1/*/! 
C -i cases prevented compared 
w/ no mandatory testing) 
(** ^ excess deaths related to 
avoidance of PNC) 
(# -j net effect: excess LBW 

ASSUMPTIONS: 
85tyo acceptance of zidovudine 
partial impact of prenatal care 
20% impact of outreach 
10% breastfeeding rate 
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PROjECTED IMPACT OF MANDATORY HIV TESTING 
ON MOTHER-TO-CHILD rtIV TRANSMISSION AND 0 $ NEONATAL MORTALITY 

No! chainge in 
PNC or|tes'ting 

; rat^s. '•• 

Outreach 
increasGjs PNC 

testing) rates 
unchahgeid. 

Outr&ach 

double HjIV 
testing rates 
(voluntary} 

All of abov'e 
mandatory 
newborn 
'testing 

Septembe^ 2 i , 1994 

KEY: 

' r t U t t i 

ft'? 
(* - cases prevented compared 
w/ nb mandatory testing) 
(*• J- excess deaths related to 
avoidance of PNC) 
(# - | net effect: excess LBW 
deaths - HIV cases prevented) 

ASSUMPTIONS: 
8i5% acceptance of zidovudine 
partial [impact of prenatal care 
l|0% impact of outreach 
2|0% breastfeeding rate 
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i ! 

IMPACT OF MANDATORY tfW TESTING 
HIV TRANSMISSION A ^ D Ot i NEONATAL MORTALITY 

ASSUMPTIONS: 
85% acceptance of zidovudine 
partial impact of prenatal care 
10%! impact of outreach 
20%! breastfeeding rate 
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i i 

PROJECTE FED i 
LD H 

IMPACT OF MANDATpRY HIV TESTING 
ON MOTHER-TO-CHILD HIV TRANSMISSION Afĵ D ON NEONATAL MORTALITY 

Sept^mb4r 21, 1994 
ASSUMPTIONS: 

85j% acceptance of zidovudine 
partial impact of prenatal care 
10 
20 

% impaa of outreach 
% breastfeeding rate 



JUL-07-1995 15=06 FROM PEDIATRICS TO 912024567431 P.17 

1 ; 

PROJECTED IMPACT OF MANDATORY H|IV TESTING 
O N M O T H E R - T O - C H I L D H I V T R A N S M I S S I O N AN|D O N N E O N A T A L M O R T A L I T Y 

Not change in 
PNC or'testing 

Outreach 
incneasejs PNC; 

testing! rates 
unchanged. 

Outreach 
! 4 

double H i v 
testing rates 
(vi-olur 

All iof above + 
njiandatory 
jiewborn 
j testjmg 

September 21 , 1994 

KEY: 

(*y / 

fro 
(* =! cases prevented compared 
w/ nO mandatory testing) 
(** - excess deaths related to 
avoidance of PNC) 
(# - ! net effea: excess LBW 
deaths - HIV cases prevented) 

ASSUMPTION?: 
85% acceptance of zidovudine 
pirtial impaa of prenatal care 
20% impaa of outreach 
20% breastfeeding rate 
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PROjECTEOiIMPACT OF MANDATORY HlV TESTING 
Or>l MOTHER-TO-CHILD HIV TRANSMISSION A ^ D OISI NEONATAL MORTALITY 

! !• !• 
i I j -

No chinge in 
PNC o i testing 

ratks. : 

i ' : 

3S0 

/ i s ot, 

i 

Outreach 
incr;eas^s PNC; 

testing, rates 
unchanged. 

! !; ; 

s 

75 

Outreach 

! ^ 
double HIV 
tehingj rates 
(\ioluirltaiV) 

i 

J/5 

/ H 

/ 

^S 

All bf abovje ~ 
mandatory 
newborn 
testing 

! J : 
j i 

£y ( 0 

KEY: 

( * « ) 

(* -: cases prevented compared 
w/ njo mandatory testing) 
(** U excess deaths related to 
avoiidance of PNC) 

' (# - j net effect: excess LBW 
deaths - HIV cases prevented) 

% of women at risk for HIV who are deterred from 
j PNC 

1% j 5 % 10% 

September 21 , 1994 
ASSUMPTIONS: 

85% acceptance of zidovudine 
partial impact of prenatal care 
20% impact of outreach 
20% breastfeeding rate 
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PROJECTED!IMPACT OF MANDATORY HIV TESTING 
l-TO-CHILD HIV TRANSMISSION AND ON NEONATAL MORTALITY 

j HN 

'"f 
(*) 

/ nut*) 

(* - cases prevented compared 
w/ np mandatcrY testing) 
( * ' - excess deaths related to 

• avoibance of PNC) 
(.# - net effect: excess LBW 
deaths - HIV cases prevented) 

"—• 1— % of women at riisk for HIV who are deterred from 
iPNC 

September. 21 , 1994 
! I 

ASSUfUPTIONS: 
85% acceptance of zidovudine 
partial impact of prenatal care 

;20% impact of outreach 
'20% breastfeeding rate 
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Projetted Impact of Mandatory Newborn HIV! Testing 
on Neonatal Mortality and Mother-Child HIV transmission 

Man,' Kpp 
Nloverpbe^ 29, 1994 

egate, MD MPH 

Benefits 

Identify HIV-exposed infants 
• Appropriate early care for HIV-infected infants 
Prej/erjt breast-milk transmission 
Counsel mothers about future childbearing 

OCA-?'- :t.\Le 

Complexities 
J 

Mother's HIV status 'tesjed - majority of HIV+ newborns uninfected 
Posjsibje consequences of testing without consent ' 

i j deter highest risk women from obtaining} prenatal care 
ireduce cooperation with health care for infant; ^ 

1 l ••. 

Variables affecting trade-off 

* compile *r6j> TR^^BICFF 

Benefits of HIV testing 
7 cases prevented 

risk ofbr^ast-milk transmission 
rate of bmastfeeding if HIV status; unknown — ivpUi, KISVAAJ 

\ ^ benefit of early HIV intervention with infected infants 

Co^ts of deterring worn in from prenatal care 
, ? number deterred 

only women at high risk of HIV iipfectibn - drug use, sexual risk 
current rates of prenatal care utilization among high risk women 

j 7 value of prenatal care in preventing bad loutcomes, e.g. low birthweight 
""difficult to assess precisely because of inherent selection bias 

D I G ^ 1 ^ : approaches to controlling bias — PC*? -Ji. PC^P; HA^U.- ; U expe'-^-w--. ' £ 
greatest value for highest risk groups 

MODEL: How large would deterrent effect have to Be to counter benefits of testing? 

Explore implications of'complex web of variabiles 
Testieffect of varying assumptions 
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CDC Urges HIV Counseling and Voluntary Teating for All Pregnant Woman 

Tha Centers for Disease Control and Prevention (CDC) published guidelines today that 

call upon medical professionals to offer routine HIV counseling and voluntary testing to 

all pregnant woman in thu United States. 

The U.S. Public Healtli Service (PHS) guidelines were developed following a National 

Institutes of Health (NIH) study (ACTG 076) demonstrating that pregnant women cen 

reduce the chances of transmitting HIV to their babies by as much as two-thirds If 

zidovudine {ZDV or AZT) therapy is initiated at 14 weeks or as soon ss possible 

thereafter during pregnancy, continued through labor and delivery, and provided to the 

newborn for the first 6 wneks of life. According to CDC, this study offere another 

strong reason for women to seek early prenatal care, and as part of that care, to learn 

their HIV status. 

We have witnessed en unprecedented breakthrough In HIV prevention." said CDC 

D, M.P.H. "Our challenge is to translate the science into 

pregnant woman who may be HIV-infected the bast chance 

to her child." 

chance for a healthy life, free of the AIDS virus, HIV-infected 

women must be reeched ajs early in pregnancy as possible. To achieve that, PHS 

-More-

Director David Satcher, M 

ection and provide for any 

of preventing transmission 

To give babied the bes 
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nationwide. In one inne 
s 

chose to be tested after 

- 2 • 

guidelines recommend routine HIV counseling end voluntery testing for all pregnant 

women a atretegy that has already proven effective in several communities 

-city hospital in Atlanta, Georgia, for example. 96% of women 

being provided HIV counaallng. 

If women do not reciive prenetal cere, or if for any reason their HIV status is 

unknown at the time of delivery, the guidelines eleo recommend thet they be offered HIV 

testing for themselves or their babies shortly after birth. 

Ah estimated 7,000 HIV-infected women give birth in the United States each year. 

HlV transmission rate from mother to infsnt is about 15-30%. 

n rate, about t ,000-2,000 HIV-infected babies are born 

Absent AZT therapy, the 

Baaed on this trensmissic 

established center for HIV 

women who ere infected 

snnuelly. 

"Ultimetely the best wtay to prevent Infection In babies is to prevent infection in 

women, so we must, and will, continue to focus on targeted prevention programs for 

women," said Helena Ga^le, M.D,, M.P.H., ecting director of the CDC's newly 

, STD and T8 prevention. "We must also reach pregnant 

ind give them the opportunity to improve their health and to 

protect their babies from perinatal transmission. To do this, we muat begin by offering 

HIV counseling and voluntery testing to ell pregnent women." 

Gayle stressed, however, thet counseling and testing slone cannot prevent mother-

W-infant transmission. "Sihnply knowing a woman la Infected will hot prevent 

baby. To reduce the chances of transmission, we must 

and care, including AZT therapy.' said Gayle. 

Public health and medical professionals believe thet voluntary testing ie essential to. 

-More-

trensmleeion of HIV to her 

provide ongoing treatment 
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•stabllsh tha truating 

complex decielons abpu 

treatment. 

The U.S. Pubftc Hes/th 

Tasting for Pngnant Women 

Morbidity and Mortality 

with federal, state, and 

members of affected 

As public health and 

PHS la taking etepa tc 

effectiveness. 

•To prevent the contlifiuing 

together to develop polic 

prevention and access to 

- 3 -

pa|tient-provider reletionship necessary for women to make 

care for themselves end their babies end to follow through with 

Service Recommendations for HIV Counseling and Voluntary 

sre being published in the July 1, 1995, edition of the 

Meekly Paport. CDC developed the guidelines in conjunction 

local health agencies, haelth and medical organlzstions, end 

conmunities. 

nedical professionals prepare to Implement the guidelines, the 

ensure that they are rapidly adopted end to evaluate their 

ing toll of HIV/AJDS on women end children, we must work 

es end programs thst provide women both opportunities for 

needed services end care," said Gayle. 

### 
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CDC URGES ALL PREGNANT WOMEN TO TEST FOR HIV 

If you are pregnent, the Centers for Oiaeeee Control and Prevention (CDC) urgea you to 

get tested for HIV. the virus thet causes AIDS. Recent mediesl edvencea from the 

National Institutes of Health show that if you are infected with HIV. early diagnosis and 

treetment with AZT may greatly reduce the chance of trensmittlng HIV to your beby. 

The AIDS virus can be pjaaaed from a mother to e newborn during pregnancy, labor and 

delivery, aa well as through breast-feeding. 

An estimated 7,000 women Infected with HIV give birth every year in the United States 

and about 1,000-2,000 babies are bom infected. With AIDS oases among women 

growing at about 17% a year, more babies may be et risk for HIV. However, if HIV ia 

detected early in pregnancy and a treatment regimen with the drug AZT ia followed, 

hundreds of HIV infections from mother to child mey be prevented each year. 

Because of this tremendoua prevention opportunity, the Public Health Service has issued 

guidellnaa celling for medical professionals to provide routine counseling end offer 

voluntary HIV testing to (ill pregnant women. Research shows that most women ohoose 

to be tested after they dlicuss with their physicians the possible implications of HIV 

infection for themselves ind their babies. If women do not know their HIV status when 

they go into lebor, they siould be offered HIV testing for themselves or their babies 

shortly after their baby is born. 

Learning your HIV status early is important and will allow you to receive cere you mey 

need and to make imporunt decisions ebout the health of your baby. 

For more information about HIV end AIDS, call the CDC's National AIDS Hotline at 

1-800-342-AIDS or (Span 

800-243-TTY), 

ah Service 1-800-344-SIDA) and (Hearing Impaired Service 1-

• i 

: ? 
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HIV Survey of Childbearing Women This CDC survey has been 
conducted since 1988 t o monitor the trends of HIV i n f e c t i o n i n 
ch i l d b e a r i n g women, c h i l d r e n , and i n d i r e c t l y , heterosexual HIV 
transmission. The i n d i v i d u a l i d e n t i t i e s of newborn blood samples 
are removed p r i o r t o HIV t e s t i n g . Because the survey design i s 
population-based w i t h i d e n t i f i e r s removed, and no ex t r a blood i s 
drawn, i t has passed n a t i o n a l and s t a t e IRB (research review 
boards) and a c a r e f u l I n s t i t u t e of Medicine review. I t also 
conforms w i t h World Health Organization standards. Forty f i v e 
States, DC, Puerto Rico and some t e r r i t o r i e s p a r t i c i p a t e . 

ACTG 07 6 Findings and CDC Guidelines The r e s u l t s of the NIH ACTG 
076 t r i a l showed t h a t maternal transmission of HIV could be 
prevented i n two t h i r d s of pregnancies when mothers received AZT 
during pregnancy, at d e l i v e r y , and t h e i r newborns received AZT 
f o r the f i r s t 6 weeks. This i s the f i r s t example of preventing 
HIV transmission. CDC f i r s t issued d r a f t g u i d e l i n e s i n February 
recommending a l l pregnant women be counseled and be encouraged t o 
accept v o l u n t a r y t e s t i n g . Parents whose newborn's status i s 
unknown should be counseled and encouraged t o get t h e i r i n f a n t 
v o l u n t a r i l y t e s t e d . 

The f i n a l U.S. Public Health Service Recommendations f o r HIV 
Counseling and Voluntary Testing f o r Pregnant Women are being 
released J u l y 8, 1995 endorsing the CDC approach. These were 
developed over 2 years i n conjunction w i t h State and l o c a l h e a l t h 
agencies, American Academy of P e d i a t r i c s , American College of 
Obs t e t r i c i a n s and Gynecologists, other p r o f e s s i o n a l h e a l t h care 
p r o v i d e r organizations, and members of the a f f e c t e d community. 
They have been widely endorsed. 

O p p o r t u n i s t i c I n f e c t i o n Guidelines Many i n f a n t s w i t h HIV 
i n f e c t i o n present w i t h Pneumocystis c a r i n i i pneumonia i n the 
f i r s t 6 months of l i f e , a serious and sometimes f a t a l i l l n e s s . 
CDC issued new gu i d e l i n e s i n May 1995 recommending e a r l y 
p r o p h y l a c t i c treatment w i t h a n t i b i o t i c f o r a l l newborns suspected 
of being HIV p o s i t i v e . To prevent pneumonia during t h i s high-
r i s k time, treatment should be s t a r t e d during the f i r s t few weeks 
of l i f e . 

Ackennan L e g i s l a t i o n Cong. Gary Ackerman (D-NY) introduced 
l e g i s l a t i o n w i t h co-sponsors (predominantly Democratic) t o 
requ i r e CDC t o unblind , or n o t i f y , the l e g a l guardians of 
c h i l d r e n who t e s t HIV+. I n 75% of cases, the i n f a n t w i l l be 
negative, but t h e i r mothers are HIV+. There i s no requirement 
f o r care t o be provided t o these babies. Transmission can not be 
prevented a t t h i s time, as mothers who choose t o breastfeed w i l l 
have begun t h i s p r i o r t o t e s t r e s u l t s being a v a i l a b l e . 
Ackerman's concern i s t h a t i n f a n t s receive p r o p h y l a c t i c therapies 
to prolong the le n g t h and q u a l i t y of t h e i r l i v e s . 



PHS Suspension of the Survey On May 11, 1995 Dr. P h i l Lee asked 
States t o suspend the HIV Survey of Childbearing Women, u n t i l a 
c o n s u l t a t i v e process i n v o l v i n g States, n a t i o n a l HIV/AIDS 
organizations, CDC Advisory Committee on Prevention of HIV 
I n f e c t i o n , and other i n t e r e s t e d p a r t i e s could be completed. This 
review was merited i n l i g h t of the new prevention o p p o r t u n i t i e s 
documented by ACTG 076 and the 01 g u i d e l i n e s . Some p u b l i c h e a l t h 
organizations are unhappy about suspending the survey during t h i s 
review, while others voice e t h i c a l concerns about c o n t i n u i n g i t 
i n i t s current format. A p u b l i c meeting sponsored by the PHS i n 
A t l a n t a w i l l be held J u l y 11-12, 1995 on s u r v e i l l a n c e , counseling 
and t e s t i n g needs of women and c h i l d r e n and linkages t o systems 
of care. 

Coburn Amendment t o Ryan White CARE Act Rep. Coburn i s 
c i r c u l a t i n g an amendment f o r the Huse Commerce Committee mark-up 
of Ryan White. This would block States from r e c e i v i n g t h e i r 
T i t l e I I funding unless the State passed a law r e q u i r i n g 
mandatory HIV screening of a l l newborns whose mothers were not 
tes t e d during pregnancy. Each State i s r e q u i r e d t o pass a law 
p r o h i b i t i n g d i s c r i m i n a t i o n i n h e a l t h insurance on the basis of 
HIV i n f e c t i o n . Opposition t o t h i s amendment includes NGA, which 
views t h i s as an unfunded mandate, the insurance i n d u s t r y , and 
mainstream medical groups who oppose f e d e r a l mandates imposed on 
p a t i e n t - p r o v i d e r r e l a t i o n s h i p s . The vote count i s unclear. 

Quick Pros and Cons of Mandatory Testing of Newborns 

Pros: 

* I d e n t i f y 100% of c h i l d r e n exposed t o HIV, 25% of whom w i l l 
develop HIV i n f e c t i o n (1300 - 2000 in f a n t s / y e a r ) 

* I d e n t i f y c h i l d r e n who need p r o p h y l a c t i c medications 
against PCP pneumonia e a r l y during high r i s k p e r i o d 

Cons: 

Too l i t t l e too l a t e , doesn't prevent HIV transmission t o 
i n f a n t s and d i v e r t s focus from p r e n a t a l c o u n s e l i n g / t e s t i n g 
Federal mandate i s i n t e r p r e t e d by NGA as an unfunded s t a t e 
mandate 
P o t e n t i a l high cost t o c h i l d custody systems i f parents 
refuse newborn t e s t i n g and c h i l d r e n must be placed under 
State p r o t e c t i o n 
Viewed as extreme government i n t r u s i o n on medical p r a c t i c e 
by groups such as the AMA, etc 
Mandatory t e s t i n g i s f r u i t l e s s unless HIV+ c h i l d r e n are 
provided follow-up treatment t o improve t h e i r l i v e s . 
Testing s t r a t e g i e s must be l i n k e d t o care. 
I d e n t i f i e s HIV+ mothers without t h e i r consent, r i s k i n g 
t h e i r a l i e n a t i o n from the h e a l t h care system f o r both 
t h e i r own care and t h a t of t h e i r c h i l d 



PHS Two Key R e t i p o n s i b i l i t i e s The primary goals of PHS must be: 

* To prevent new HIV i n f e c t i o n a t every o p p o r t u n i t y and 
reduce the m o r b i d i t y associated w i t h HIV. 

* To monitor the trends of the HIV epidemic w i t h i n the USA, 
the demographics of a f f e c t e d groups and modes of 
transmission, so t h a t e f f e c t i v e prevention s t r a t e g i e s can 
be designed and resources f o r h e a l t h care needs p r o j e c t e d . 

Preventing HIV I n f e c t i o n The most e f f e c t i v e p u b l i c h e a l t h 
s t r a t e g y we have t o prevent new HIV i n f e c t i o n i n c h i l d r e n i s 
counseling pregnant women and o f f e r i n g them v o l u n t a r y t e s t i n g and 
appropriate care. Research shows t h a t done w e l l , over 9 0% of 
pregnant women accept HIV t e s t i n g . Populations o f t e n a t highest 
r i s k f o r HIV are o f t e n poor, engaged i n substance abuse, or 
m i s t r u s t f u l of h e a l t h care systems; t o e f f e c t i v e l y reach these 
women and engage them i n the necessary, and complex, treatment 
regimen they must f o l l o w , h e a l t h providers need t o engage -- not 
a l i e n a t e -- them. A t h r e a t of mandatory t e s t i n g f o r the mother 
or her baby can d r i v e women away from care l o s i n g the 
opportunity to treat both the mother and the baby. The CDC 
guidelines on counseling and testing support t h i s voluntary 
approach, and their implementation i s a high p r i o r i t y . 

I n d i v i d u a l s concerned about the " r i g h t s of the c h i l d " need t o 
recognize t h a t the p a r t i c i p a t i o n / c o o p e r a t i o n of parents and 
caregivers i s e s s e n t i a l i f c h i l d r e n are t o receive needed 
medications at home. The best way t o t r e a t a c h i l d i s t o in v o l v e 
the f a m i l y . The debate must be based i n p u b l i c h e a l t h science, 
and not argued as a c i v i l l i b e r t i e s issue. Rights are an 
ab s t r a c t concept w h i l e the need f o r medical care n e c e s s a r i l y 
involves the f a m i l y . A l i e n a t i n g f a m i l i e s r u i n s t h i s o p p o r t u n i t y , 
unless c h i l d r e n are removed and placed under p r o t e c t i v e custody -
- a d r a s t i c move no one has proposed. 

Monitoring the Epidemic Conservatives and p u b l i c h e a l t h groups 
agree t h a t there i s a c r i t i c a l need t o have good data about the 
demographics of HIV across the country, i f we are t o contain the 
epidemic. There i s anger among some t h a t the CDC survey, the gold 
standard, has been discontinued. I t i s v i t a l t o act q u i c k l y t o 
r e i n s t a t e some form of monitoring t o o l , f o r both p u b l i c h e a l t h 
and p o l i t i c a l reasons. The PHS p u b l i c meeting on J u l y 11-12, 
1995 w i l l review d i f f e r e n t s u r v e i l l a n c e options and i d e n t i f y t h a t 
which i s most appropriate t o support monitoring implementation of 
076 g u i d e l i n e s as w e l l as meeting s u r v e i l l a n c e needs. Findings 
from t h i s meeting w i l l inform PHS considerations of how best t o 
meet s u r v e i l l a n c e needs, w i t h a decis i o n on new s u r v e i l l a n c e 
approaches t o be made by e a r l y F a l l . 
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THE WHITE HOUSE 
W A S H I N G T O N 

July 5, 1995 

MEMORANDUM FOR MEfcANJflE VERVEER AND JENNIFER KLEIN 

FROM: Patsy Flettiingl 

SUBJECT: Proposed column on HTV testing of newborns 

cc: Carol Rasco 

I am pleased that the First Lady wants to do a column on an AIDS-related issue. It would be 
valuable to use this forum to educate the American people about the real progress we have 
made in preventing perinatal transmission of HTV. 

I am concerned, however, about the proposed focus of the column being on the issue of 
mandatory testing of newborns - as opposed to emphasizing the Administration's support for 
a comprehensive program of prenatal counseling, testing, and services to prevent HIV 
infection. The latter is the real answer to pediatric AIDS and would benefit greatly from 
leadership from the highest levels of the Administration to be sure that we do indeed 
implement a comprehensive program. Injecting the issues around mandatory testing of 
newborns poses several policy and political issues that would make the President and his 
Administration vulnerable at this time. 

• An early column on this subject would appear to preempt a decision-making process to 
which the Administration is already committed. When the CDC's seroprevalence survey of 
childbearing women was suspended, the Public Health Service committed to a consultation 
process on newborn screening, among other issues. This will be followed by 
recommendations from the PHS to the Secretary of HHS. That process is under way - a 
public meeting is being held in Atlanta on July 11th and 12th. One of the strongest 
criticisms of previous administrations on AIDS issues was that politics interfered with public 
health. We should at least await the formal recommendations of the PHS before moving 
forward. 

• The Administration could be vulnerable to criticism that it is focusing on a mandatory 
approach without having fully developed a response that would implement the guidelines on 
voluntary prenatal testing. Those guidelines have received wide support. We have an 
obligation to let people know that we are doing everything we can to implement them. We 
have begun that process, but frankly, we are not all the way there. For example, while 
HCFA has mandated that all states cover AZT therapy for infected pregnant women, we 
have not yet convinced HCFA to mandate coverage of the counseling and testing that would 
determine who needs AZT therapy in the first place. 
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• Endorsement of mandatory testing at this time would send a mixed message about the 
intentions of the government. This could actually undermine the success of voluntary 
prenatal testing. Many women may not understand the distinction between a policy of 
voluntary prenatal testing and mandatory newborn testing. The result could be that they shy 
away from prenatal care - undermining our primary objective of preventing perinatal 
transmission. We have considerable history with confused messages. For example, after 
years of advertising and education campaigns, far too many Americans still believe that HIV 
can be transmitted through donating blood because of the publicity around transfusion-
associated AIDS and the transmission of HTV through sharing needles. 

• Supporting mandatory testing of newborns opens a series of questions we are not yet ready 
to answer. Do we mandate treatment of the newborn? Do we assure payment for that 
treatment? Will this be used as a threat to the custody rights of the mother? (And if so, 
when three-fourths of the babies tum out to be uninfected ~ as they will - what do we do 
then?) 

• Finally, the AIDS community's response to this will be extremely negative and hostile. It 
is one thing to accept an amendment that requires mandatory testing on a bill that everyone 
wants to see signed; it is quite another to take the lead on this issue. Certainly the 
gay/lesbian portion of the AIDS community, which has been disappointed with the 
Administration's response on a number of gay/lesbian issues, would consider this a major 
step back from commitments made in the campaign to oppose mandatory testing. I do not 
doubt that as the science advances there is going to have to be a rethinking of some of our 
views on testing, but this may not be the time or the forum to do so. Significant consultation 
with the community should precede such a step. 

In sum, if there is to be a column on AIDS, it is my hope that it will focus on the 
implementation of the voluntary prenatal testing guidelines. This is not to say that the issue 
of what to do about those newborns whose mothers have refused HIV testing should not be 
addressed. Nor is it to say that this does not pose very challenging ethical and policy 
questions. However, I believe at a time when this issue is the source of such confusion and 
hot debate, it would be better for us to focus on the positive things we can and should be 
doing to prevent perinatal transmission in the first place. 

If I can be of any additional help on this matter, please let me know. I would be glad to 
discuss these concerns directly with the First Lady if you think this would be helpful. 



FIRST LADY HILLARY RODHAM CLINTON 
PEDIATRIC AIDS FOUNDATION PSA CAMPAIGN KICK-OFF 

THE WHITE HOUSE 
MAY 22, 1995 

[NOTE: Acknowledgment of Stephanie Amande (almond-a) (HIV-
i n f e c t e d mother) comes at the end.] 

[Acknowledge Patsy Fleming, National AIDS P o l i c y 
Coordinator.] Thank you a l l f o r coming, and thank you f o r the 
c o n t r i b u t i o n s you are making i n the f i g h t against p e d i a t r i c AIDS. 
I'd l i k e t o say a s p e c i a l thanks t o Susie Zeegan and Susan 
DeLaurentis f o r t h e i r t i r e l e s s leadership of the P e d i a t r i c AIDS 
Foundation and of the PSA campaign we are here t o u n v e i l . I sent 
a l e t t e r t o be read a t Elizabeth's memorial service and i n i t I 
wrote t h a t we could best honor her by con t i n u i n g her mission. As 
many of you know so w e l l , Susan and Susie do t h i s everyday, and 
t h i s PSA campaign i s j u s t one example of t h e i r tremendous work. 

Nobody fought harder and d i d more i n the f i g h t against 
p e d i a t r i c AIDS than E l i z a b e t h Glaser. And nobody fought w i t h 
more d i g n i t y and courage. When Elizabeth discovered t h a t she had 
contracted HIV from a blood t r a n s f u s i o n a f t e r the d e l i v e r y of her 
daughter A r i e l , she could have given up. When she discovered 
t h a t A r i e l and her son Jake, born 3 years l a t e r , had both 
contracted the v i r u s , she could have given up. And when A r i e l 
died of HIV i n f e c t i o n at the age of 7, E l i z a b e t h could have given 
up. But instead of g i v i n g i n and g i v i n g up, E l i z a b e t h channeled 
her energy and passion i n t o the f i g h t against p e d i a t r i c AIDS. 

The P e d i a t r i c AIDS Foundation e x i s t s because E l i z a b e t h 
refused t o see h e r s e l f and her c h i l d r e n as v i c t i m s of f a t e . She 
l i t candles of hope f o r c h i l d r e n by i g n i t i n g f i r e s under 
Presidents, Congress, bureaucrats, s c i e n t i s t s and doctors. She 
had tremendous success i n m o b i l i z i n g p r i v a t e support and i n 
g e t t i n g Republicans and Democrats t o work together against AIDS. 
E l i z a b e t h succeeded i n p a r t because she reminded us t h a t everyone 
i s at r i s k -- wealthy or poor, black, white, red, yellow or blue. 
But, more i m p o r t a n t l y , she succeeded because of her enormous 
t e n a c i t y , compassion and grace. 

Paul has continued the f i g h t w i t h a strong sense of 
r e s p o n s i b i l i t y t o E l i z a b e t h -- and t o other women and c h i l d r e n 
who may not have to l i v e w i t h HIV and AIDS because of the work 
t h a t E l i z a b e t h and others began. Again, r a t h e r than g i v i n g i n or 
g i v i n g up, Paul worked ceaselessly w i t h E l i z a b e t h , and continues 
t h e i r commitment t o increase awareness about AIDS and r a i s e funds 
f o r research t o f i n d treatments and a cure. 

The r e s u l t s of Paul and Elizabeth's d e d i c a t i o n and devotion 
are c l e a r . When E l i z a b e t h helped found the P e d i a t r i c AIDS 
Foundation i n 1988, there was no p e d i a t r i c AIDS research agenda. 
Since then, the Foundation has raised $31 m i l l i o n . I t has 



sponsored unique c o l l a b o r a t i o n s among government, businesses, and 
p r i v a t e research i n s t i t u t i o n s . I t s A r i e l Project brought 
together key researchers and c l i n i c i a n s to f i n d a way t o block 
transmission from an i n f e c t e d mother t o her newborn c h i l d . 

Of course, th a t i s why we are here today. Because f i n a l l y 
-- as the p u b l i c service announcement you see on d i s p l a y here 
today says -- there i s "some good news about AIDS." As you know, 
l a s t year, a study sponsored by the National I n s t i t u t e s of Health 
found t h a t drug treatment during pregnancy w i l l s i g n i f i c a n t l y 
reduce the r i s k t h a t an HIV-infected mother w i l l t r a n s m i t the 
v i r u s t o her c h i l d . About 7,000 HIV-infected mothers give b i r t h 
each year, and without treatment, about 25 percent of those 
c h i l d r e n are born i n f e c t e d w i t h HIV. This study shows t h a t 
treatment can reduce the r a t e of transmission from 25 percent t o 
8 percent. 

With t h i s i n f o r m a t i o n comes o p p o r t u n i t y and hope. The 
o p p o r t u n i t y f o r women t o get t e s t e d f o r HIV. The o p p o r t u n i t y t o 
get these women the treatment they need t o help themselves and 
t h e i r babies. And the hope t h a t w i t h the guidance of doctors and 
counselors and the v i g i l a n c e of mothers, we can prevent i n f e c t i o n 
of newborn babies. 

This i s one of those times when Republicans and Democrats 
agree on a common goal -- t h a t mothers should be t e s t e d f o r HIV 
so t h a t we can save k i d s . We need t o do everything we can t o 
p r o t e c t c h i l d r e n who never have t o become HIV-infected. And 
t h a t ' s what t h i s PSA campaign i s a l l about. I n cooperation w i t h 
i t s p a r t n e r s i n business, government, the AIDS community and the 
medical community, the P e d i a t r i c AIDS Foundation's campaign w i l l 
reach out t o give women the i n f o r m a t i o n and encouragement they 
need t o p r o t e c t t h e i r own h e a l t h and the h e a l t h of t h e i r 
c h i l d r e n . 

But i n f o r m a t i o n alone i s not enough. HIV-infected women and 
t h e i r c h i l d r e n must have access t o h e a l t h care and other support 
s e r v i c e s . That's why we p r o t e c t funding f o r the Ryan White CARE 
Act -- which pays f o r AIDS-related drugs and primary care 
serv i c e s , i n c l u d i n g counseling and t e s t i n g . That's why we need 
t o support p u b l i c h e a l t h i n s t i t u t i o n s l i k e the CDC and the World 
Health Organization -- t h a t are working t o stop epidemics l i k e 
AIDS . 

And t h a t ' s why we must p r o t e c t the Medicaid program from the 
severe cuts being considered on the h i l l . The Medicaid program 
covers more than 92 percent of the c h i l d r e n w i t h AIDS. And the 
Health Care Financing A d m i n i s t r a t i o n i s working w i t h s t a t e s t o 
assure Medicaid coverage of AZT f o r the prevention of p e r i n a t a l 
transmission of HIV. We can't l e t budget p o l i t i c s t h r e a t e n our 
a b i l i t y t o prevent HIV i n f e c t i o n i n babies. 



The b a t t l e against p e d i a t r i c AIDS i s being fought every day 
- - b y advocates l i k e the P e d i a t r i c AIDS Foundation, by 
researchers and doctors, by mothers and f a t h e r s , and by so many 
remarkably brave and strong c h i l d r e n . The NIH study -- and t h i s 
campaign t o send the message t o women about the importance of 
g e t t i n g t e s t e d -- show us tha t we can win the f i g h t . That there 
can be more mothers l i k e Stephanie Amande (almond-a), who i s w i t h 
us today, who take advantage of the treatments we know work, and 
who can give t h e i r c h i l d r e n the chance t o grow up without HIV 
i n f e c t i o n . 

# # # 



TO: Hillary Rodham Clinton 
FROM: Jennifer Klein 
DATE: 6/5/95 
RE: Letter to Editor on HIV Testing 

The 25% that Dr. Arons refers to is the actual rate of transmission from mother to 
child. If a woman is HIV positive, there is a 25% chance that her baby will be infected. 
However, almost all babies bom to HIV positive mothers test positive at birth because they 
still have maternal antibodies. Therefore, the initial result is not an accurate test of the HIV 
status of the baby. 

The sentence that you underlined seems to suggest that all states or health care 
providers be required to offer HIV counseling and testing. The American College of 
Obstetrics and Gynecology will release guidelines in September that make voluntary 
counseling and testing the "standard of care" for all pregnant women. This, according to 
physicians, will effectively serve as a mandate because doctors fear that they will be held 
libel in a malpractice suit if they do not follow professional guidelines. 

cc: Maggie Williams 
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(bia Ignores 
JS by Military 

Editor: 
"Colombia Marvels at Drug 

pin: A Chain-Saw Killer, Too?" 
/s article, June 21): You miss a 

' point when you tum to Henry 
aiza Ceballos's role with the army 

id police in what has become 
.cnown as the Trujillo massacre, the 
murder of 107 people in 1990. 

These officers were "corrupt." 
But Maj. Alirio Uruena, who witness­
es say dismembered his victims with 
a chain saw, was also a decorated 
officer promoted after the killings. 
Far from "shocking" the Govern­
ment, the behavior of Major Uruena 
and his men was covered up until 
international pressure marshaled by 
Colombian human rights groups 
forced authorities to agree to a com­
mission to restudy the Trujillo case. 

Only after this commission deliv­
ered its findings was Mr. Uruena 
dismissed. 

For the courts, it is far easier 
to grasp the Scorpion for drug-traf­
ficking than Mr. Uruena, shielded by 
an institutionalized esprit de corps 
that defends even forced disappear­
ance — a secret arrest usually fol­
lowed by execution — as an "act 
of service." Until Colombia inves­
tigates, prosecutes and punishes 
crimes committed by its own, cases 
like Trujillo will remain the rule, not 
the exception. ROBIN KIRK 

Research Associate 
Human Rights Watch-Americas 

Washington, June 21,1995 

The Harm Infant H.I.V. Testing Can Do 
To the Editor: 

Re "AIDS Babies Deserve Help, 
Now" (editorial, June 25): The Ack-
erman-Cobum plan you endorse 
would make AIDS funding to states 
contingent on human immunodefi­
ciency virus testing of all babies 
whose mothers have not accepted 
voluntary testing during pregnancy. 
This would force states to choose 
between violating the rights of preg­
nant and newly delivered women, or 
losing funds for the majority of indi­
viduals with H.I.V.-AIDS who are not 
directly involved in this controversy. 

Talk Radio's Roots 
To the Editor: 

The Freedom of Speech Award to 
G. Gordon Liddy at the radio talk 
show hosts convention should be con­
sidered an aberration (Chronicle, 
June 26). For every Liddy on the far 
right and every leftish host, there are 
hundreds of radio talkers who voice 
no political bent but who host pro­
grams of community service and 
sage advice. They are on 500-watt 
small-town stations as well as boom­
ers, networks and syndicate. 

Talk radio started as "neighbor­
ing" in Iowa in the 1920,s. Despite the 
current in-your-face fad, honest con­
tent remains a grass-roots ingredi­
ent of talk radio. ANNIE BREWER 

Dearborn, Mich., June 26, 1995 
The writer edits Talk Shows and 
Hosts on Radio, an annual directory. 

Because the H.I.V. test at birth iden­
tifies maternal antibodies in the in­
fant, the result would be a profile of 
the mother's H.I.V. status. The pror 
cess would thus amount to mandatory 
testing of all mothers in two stages. If 
they hadn't volunteered during preg. 
nancy, the result would be obtained 
through their infant surrogate. » 

Even without prenatal AZT.^iy 
about 25 percent of infants t e ^ g 
H.I.V. positive are truly infee^d." 
Does that justify overriding the tffiht^ 
to informed consent for the ren&jiF 
ing women who declined testing^; 

Using AZT, the perinatal transoiis-
sion rate has been reduced to SJper-
cent. Thus, a better case can be iffiftie 
to require testing of all pregnant 
women. Unfortunately, involuntary 
testing could further cause wofflpn 
hesitant to interact with the systejn 
to avoid prenatal care altogetheftti 

It would be more constructivevto 
mandate that every pregnant wflm-
an be offered voluntary HIV teffflnfl 
with the assurance that if poslflse, 
she and her family would be emitted 
to comprehensive medical, nutrrtion-
al and social services before, dufSSng 
and after birth. "K: 

Women are more likely to accept 
testing when persuaded that society 
cares about them, rather than'dis­
playing a punitive attitude that deval­
ues the mother in the name of saving 
the baby. PAUL ARONS, MiD. 

Medical Director, Leon Cotiffty 
Public Health mit 

Tallahassee, Fla., June 26,1'095 
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Embargoed for Release CDC Press Contact: 
Thursday, July 6, 1995, 5 p.m. 

CDC Urges HIV Counseling and Voluntary Testing for All Pregnant Women 

The Centers for Disease Control and Prevention (CDC) published guidelines today that 

call upon medical professionals to offer routine HIV counseling and voluntary testing to 

all pregnant women in the United States. 

The U.S. Public Health Service (PHS) guidelines were developed in the wake of a 

National Institutes of Health (NIH) study (ACTG 076) demonstrating that pregnant 

women can reduce the chances of transmitting HIV to their babies by as much as two-

thirds If zidovudine (ZDV or AZT) therapy is initiated early in pregnancy, continued 

through labor and delivery, and provided to the child for the first 6 weeks of life. 

According to CDC, this study offers another strong reason for women to seek early 

prenatal care, and as part of that care, to learn their HIV status. 

"We have witnessed an unprecedented breakthrough in HIV prevention," said CDC 

Director David Satcher, M.D, M.P.H. "Our challenge Is to translate the science into 

action and provide for any pregnant woman who may be HIV-infected the best chance 

of preventing transmission to her child." 

To give babies the best chance for a healthy life, free of the AIDS virus, HIV-infected 

women must be reached as early in pregnancy as possible. To achieve that, PHS 

guidelines recommend routine HIV counseling and voluntary testing for all pregnant 

women •• a strategy that has already proven effective in several communities 

nationwide. In one inner-city hospital in Atlanta, Georgia, for example. 96% of women 

chose to be tested after being provided HIV counseling. 

If women do not receive prenatal care, or if for any reason their HIV status is 

unknown, the guidelines also recommend that HIV testing be offered to the mothers or 
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their babies at or shortly after labor and delivery. 

An estimated 7,000 HIV-infected women give birth in the United States each year. 

Assuming an HIV transmission rate from mother to infant of about 15-30% without 

therapy, about 1,000-2,000 HIV-infected babies are born annually, Moreover, AIDS 

cases among woman are growing at about 17% a year - nearly 6 times the rate for the 

population overall. 

"Ultimately the best way to prevent infection in babies is to prevent infection in 

women, and we must continue to focus on targeted prevention programs for women," 

said Helene Gayle, M.D., M.P.H., acting director of the CDC's newly established center 

for HJV, STD, and TB prevention. "We must also reach pregnant women who are 

infected and give them the opportunity to improve their health and that of their babies. 

To do this, we must begin by offering HIV counseling and voluntary testing to all 

pregnant women." 

Gayle stressed, however, that counseling and testing alone cannot prevent mother-

to-infant transmission. "Simply knowing a woman Is infected will not prevent her from 

transmitting HIV to her baby. To reduce the chances of transmission, we must provide 

ongoing treatment and care." said Curran. 

Public health and medical professionals believe that voluntary testing is essential to 

establish the trusting patient-provider relationship needed for women to make complex 

decisions about care for themselves and their babies end to follow through with 

treatment. 

The U.S. Public Health Sen/ice Recommendations forHiV Counseling and Voluntary 

Testing for Pregnant Women are being published in the July 7, 1995, edition of the 

Morbidity and Mortality Weekly Report. CDC developed the guidelines in conjunction 

with federal, state, and local health agencies, health and medical organizations, and 
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members of the affected community. 

As public health and medical professionals prepare to implement the guidelines, the 

PHS is taking steps to ensure that they are rapidly adopted and to eveluate their 

effectiveness. 

"To prevent the continuing toll of HIV/AIDS on women and children, we must work 

together to develop policies and programs that provide women both opportunities for 

prevention and access to needed services and care," said Gayle. 
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CDC URGES ALL PREGNANT WOMEN TO TEST FOR HIV 

if you are pregnant, the Centers for Disease Control and Prevention (CDC) urges you to 

get tested for HIV, the virus that causes AIDS. Recant medical advances from the 

National Institutes of Health show that if you are infected with HIV, early diagnosis and 

treatment may greatly reduce the chance of transmitting HIV to your baby. The AIDS 

virus can be passed from a mother to a newborn during pregnancy, labor and delivery, 

as well as through breast-feeding. 

An estimated 7,000 women infected with HIV give birth every year in the United States 

and about 1,000-2,000 babies are bom infected. With AIDS cases among women 

growing at about 17% a year, more babies may be at risk for HIV. However, if HIV is 

detected early in pregnancy and a treatment regimen with the drug AZT is followed, 

hundreds of HIV infections from mother to child may be prevented each year. 

Because of this tremendous prevention opportunity, the Public Health Service has issued 

guidelines calling for medical professionals to provide routine counseling and offer 

voluntary HlV testing to all pregnant women. Research shows that most women choose 

to be tested after they discuss with their physicians the possible implications of HIV 

Infection for themselves and their babies. If women do not know their HIV status when 

they go into labor, they should be offered HIV testing at or shortly after labor and 

delivery. 

Learning your HIV status early is important, and will allow you to receive care you may 

need and to meke important decisions about the health of your baby. 

For more information about HIV and AIDS, call the CDC's National AIDS Hotline at 

1-800-342-AIDS or (Spanish Service 1-800-344-SIDA) and (Hearing Impaired Service 1-

800-243-TTY). 



Estimated cost of mandatory testing of newborns whose mother's status is unknown: 

Assumptions: 

• 4.2 million live births annually 
• Cost of testing ranges from $5 to $33 ($5=the cost of the test alone; $33 is the cost of 
counseling and testing at a publicly funded site) 
• What few studies we have show a range of 75% to 96% of voluntary prenatal testing; thus 
the range of newborns that would need to be tested is 4% to 25% (or 168,000 to 1,050,000). 
Note: These studies are at sites that have counseling programs in place. We have no idea 
what the rate of offering HIV testing is in prenatal settings and what the rate of acceptance is 
at the typical prenatal site. 

Costs: 

Low end ($5 x 168,000) = $840,000 
High end ($33 x 1,050,000) = $34,650,000 

lolo vf- i million 



6 Figure 1. Male adult/adolescent AIDS annual ra 
in 1994, United States 

per 100,000 popul tion, for cases reported 

Figure 2. Female adult/adolescent AIDS annual rates per 100,000 population, for cases 
reported in 1994, United States 
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Figure 5. Pediatric AIDS cases reported in 1994, United States 

Figure 6. AIDS cases by quarter-year of report and definition category, reported 1984 through 
1994, United States 
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QVESTipNg AND AWSWEUff; 

HCFA COVERAGE OF HIV SCREENING 
AND TESTING FOR PREGNANT WOMEN 

Must states make HIV testing and counseling available to a l l 
Medicaid eligible individuals? 

Medicaid law requires States to provide for coverage of certain 
broad categories of services such as, inpatient and outpatient 
hospital services, physician services, other laboratory and X-ray 
services, etc. Where HIV testing is related to symptoms present in 
a patient, we believe States are required to cover HIV testing and 
counseling under one of those service categories. 

The law also permits, at State option, coverage of other services 
like c l i n i c , preventive and screening services. In cases where HIV 
testing is purely preventive or screening, states are allowed to 
cover HIV testing (with matching federal payments) i f they wish. 

How are States making HIV testing and counseling services available 
to Medicaid eligible individuals? 

States are likely covering such services under various Medicaid 
service categories, such as: 

o Mandatory services ( a l l States) 

Outpatient hospital services 
Laboratory services 
Early and Periodic Screening, Diagnostic, 
and Treatment (EPSDT) services 
Family planning services 
Physician services 

o Optional services 

Clinic services (51 States, including 
District of Columbia) 
Screening services (32 States) 

Are any State Medicaid programs denying beneficiaries HIV screening 
and counseling services? 

We are not aware of any States denying beneficiaries these 
services. 
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Are there any special Medicaid rules applicable to pregnant women 
or to children? 

Yes. The law provides that States make available to pregnant women 
services which are not otherwise covered under the Medicaid 
program. I f a State chooses, i t could include routine coverage of 
HIV testing and counseling as part of its enhanced package of 
services available to pregnant women. 

With regard to Medicaid eligible children under 21, the law 
requires States to provide a benefit known as Early and Periodic 
Screening, Diagnostic and Treatment (EPSDT) services. Under EPSDT, 
States must make screening services available, which include 
comprehensive health and developmental assessments. Although there 
i s no specific requirement for HIV testing and counseling services, 
physicians and other health practitioners providing EPSDT services 
may use their clinical judgement in determining the extent of 
services needed. 

How many pregnant women obtain HIV screening and counseling 
services through Medicaid? 

Our data show that approximately 665,000 caretaker and pregnant 
women received Medicaid services in fiscal year 1993. (Caretaker 
women are women who are eligible for Medicaid because they care for 
Medicaid eligible children. Some of these women may themselves be 
pregnant.) HIV screening and counseling is available to a l l these 
women at the discretion of their physicians. We hope that the 
publication of CDC's guidelines will make physicians even more 
attuned to the specific medical needs of pregnant women who may be 
HIV+. 

The number of pregnant women who specifically received HIV 
screening and counseling services is difficult to obtain for two 
reasons. First, Medicaid service data is not reported to that 
level of detail. We know how many women get care, but we don't 
know the specifics of each care v i s i t . Second, beneficiaries may 
receive HIV screening and counseling services from non-Medicaid 
providers, including anonymous HIV testing sites and Ryan White-
funded programs. 

How much does Medicaid pay for HIV screening and counseling for 
pregnant women? 

We don't know. We do know that Medicaid (Federal and State funds 
combined) paid nearly $2.5 billion for medical services in fisca l 
year 1993 on behalf of eligible caretaker and pregnant women. 
Without a doubt, this included HIV screening and counseling 
services for women in cases where the physician thought 
screening/counseling was indicated. 


