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Adolescent Pregnancy

fter asteady increase in the 1970s and 1980s, the

birth rate among U.S. teens aged 15-19 fell 20
percent between 1991 and 1999, according to the Na-
tional Center for Health Statistics (NCHS).!

According to the NCHS, the birth rate for African-
American teenagers saw the most dramatic decline,
falling by 30 percent between 1991 and 1999. Hispanic
teenagers saw the smallest decline at 13 percent.?2 The
NCHS attributes the decline in teen pregnancies over
the past decade to changing attitudes toward premari-
tal sex, aleveling-off of teenage sexual activity, anin-
crease in contraceptive use, and increasing economic
opportunitiesfor teenagers.® Additionally, the propor-
tion of high school students reporting sexual experi-
ence decreased by 8 percent between 1991 and 1999.4
Despite marked improvement, however, unintended
pregnancy among teens remains a serious problem.

* Four in 10 young women become pregnant at | east
once before they reach the age of 20, resulting in
nearly one million adolescent pregnancies each year.
Eight in 10 of these pregnancies are unintended and
79 percent are to unmarried teens.®

* In 1999, 66 percent of female students and 64 per-
cent of male studentsin the 12" grade reported ever
having sexual intercourse, compared with 33 per-
cent of female students and 45 percent of male stu-
dentsin the 9" grade.®

* An estimated 4 in 10 teen pregnancies are termi-
nated by abortion, resulting in 274,000 abortions
among teensin 1996, the most recent year for which
datais available.’

* A sexually active teen who does not use contra-
ception has a 90 percent chance of becoming preg-
nant within one year.?

Congressional Action

Congressfirst attempted to addressthe problem of teen
pregnancy in 1978 with the passage of the Adolescent
Health Services and Pregnancy Prevention and Care
Act. Whilethelaw authorized the devel opment of preg-
nancy prevention programs, fundswere primarily used
to provide services to pregnant and parenting teens.

In 1978, Congress sought to make contraceptive ser-
vices more accessible to sexually active adolescents

by amending thefedera family planning program (Title
X) to require that clinics serve teenagers.

In 1981, a number of health programs, including the
Adolescent Pregnancy Prevention and Care Act, were
folded into a new Maternal and Child Health Block
Grant for states.

Currently, nearly one-third of Title X-funded clinics
clients are teenagers and one-half are women in their
twenties. Many clinics encourage their counselors to
spend extra time with teenage clients and maintain
education and outreach programsaimed at adol escents.
According to the Alan Guttmacher Ingtitute, federally
funded family planning clinics have helped to prevent
5.5 million adolescent pregnancies. ®

By law, Title X clinics must provide confidential ser-
vices to minors, although they are required to encour-
age family participation in aminor’s decision to seek
family planning services. In 1996 and 1997, the House
defeated attemptsto require parental consent or notifi-
cation for minorsusing Title X services. In 1998, dur-
ing consideration of the FY 1999 Labor, Health and
Human Services, and Education appropriations bill
(PL. 105-277), the House approved a parental consent
or notification requirement, but the language was
dropped during a House-Senate conference. Similar
amendmentswere not considered by the 106" Congress.

Abstinence Education

In an effort to focus more attention on promoting ab-
stinence, in 1981, Congress created the Adolescent
Family Life Act (AFLA). Demonstration projects
funded under the AFLA arerequired to promote absti-
nence from premarital sexual activity by encouraging
strong family values; grantees are prohibited from pro-
viding contraceptive services.

InFY 2001, the AFLA received $24.3 million, a$5 mil-
lion increase over FY 2000. In addition to the $50 mil-
lion mandated under the welfare reform law in each of
FY 1998 through FY 2002, abstinence education pro-
grams received $20 million in FY 2000 supplemental
appropriations (PL. 106-246). Abstinence education
programs also received $30 million in advance FY 2002
funding.
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A recent survey found that abstinence-only sexual edu-
cation courses were increasing in the United States.
The survey found that in 1999, 23 percent of second-
ary school teachers surveyed taught abstinence-only
courses compared with 2 percent in 1988. In contrast,
the survey also found that 86 percent of teachers sur-
veyed believed that students who received education
on contraceptives would be more likely to use contra-
ceptives when sexually active than students who did
not receive contraceptive education.°

Welfare Reform

The Personal Responsibility and Work Opportunity
Reconciliation Act, the welfare reform law (P.L. 104-
193) enacted in 1996, has been a vehicle for congres-
sional action on teen pregnancy. One of the stated pur-
poses of the law’s Temporary Aid to Needy Families
block grant wasto prevent and reduce theincidence of
out-of-wedlock pregnancies. Before astate can receive
block grant funds, it must submit awritten plan outlin-
ing how it intends to establish and meet its goal for
preventing and reducing out-of-wedlock pregnancies,
with special emphasis on teen pregnancies. In addi-
tion, the Department of Health and Human Services
(HHS) is required to establish national goals for pre-
venting teen pregnancy and to ensure that at least 25
percent of U.S. communities have teen pregnancy pre-
vention programs in place.

Inan effort to further motivate statesto make teen preg-
nancy prevention a priority, the welfare law provided
for a$20 million bonus grant to each of the five states
that demonstrate the greatest decrease in out-of-wed-
lock births and reduce their abortion rate below the
1995 level. Beginning in FY 1999, the bonusisgranted
in each of FY 1999 through FY 2002.

Thewelfare measure al so imposed restrictions on block
grant assistance for teen parents. States have the op-
tion to deny benefits to unwed teen parents under the
age of 18. In addition, states are prohibited from using
federal grant funds to assist unmarried parents under
age 18 who have not completed high school unlessthey
are attending school or an alternative educational or
training program. Unmarried teens must live with a
parent or in an adult-supervised setting in order to re-
ceive federal assistance.

Finally, the welfare law authorized $50 million ayear
for fiveyearsbeginning in FY 1998 for abstinence edu-

cation programs. Administered under the Maternal and
Child Health Block Grant, programseligibleto receive
abstinence education funds must meet eight criteria,
including the requirement that their exclusive purpose
is teaching the social, psychological, and health gains
to berealized by abstaining from sexual activity. States
are required to contribute $3 for every $4 provided by
the federal government.

National Teen Pregnancy Campaign

In 1995, President Clinton announced the creation of a
private, nonpartisan National Campaign to Prevent
Teen Pregnancy with thegoal of reducing theteen preg-
nancy rate by one-third by 2005. One of the first ef-
forts of the National Campaign was to review evalua-
tion datafor awide range of local teen pregnancy pre-
vention initiatives. No Easy Answers. Research Find-
ingson Programsto Reduce Teen Pregnancy, rel eased
in 1997, concluded that while abstinence-only programs
may be appropriate for younger adolescents such as
junior high students, no published scientific research
existed to demonstrate that such programs have actu-
aly delayed the onset of sexual intercourse or reduced
sexual activity.®t

Thereport a so noted that the overwhelming weight of
evidence shows that sex education programs do not
increase sexual activity among teens, a concern long
raised by critics of sex education. Furthermore, it found
that school and community programs that combine
education, messages about avoiding pregnancy, and the
provision of contraceptives may increase contracep-
tive use and decrease pregnancy rates.'

In 1999, the National Campaign, in conjunction with
HHS, unveiled acomprehensive guide, Get Organi zed:
A Guideto Preventing Teen Pregnancy, that providesa
localized approach to preventing teen pregnancy.:®
Additionally, Advocates for Youth developed a guide
to components of teen pregnancy prevention programs,
which include setting clearly defined and redlistic pro-
gram goals and objectives; encouraging community
collaboration; involving youth in needs assessment,
program design, implementation, and evaluation; cre-
ating activities that are both age and developmentally
appropriate; providing culturally appropriate program
activities; coordinating messages to target both young
women and men; offering long-term and consistent
support; providing information on both abstinence and
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contraception; and ensuring access to contraceptive
services.

A July 2000 study published in Family Planning Per-
spectives found an overal decline in sexual activity
and anincreasein condom use among adol escents aged
15-17. The study drew from data collected for the Na-
tional Survey of Family Growth, the National Survey
of Adolescent Males, the Youth Risk Behavior Sur-
vey, and the National Longitudinal Study of Adoles-
cent Health.'”

Additionally, aJune 2000 survey by the National Cam-
paign found that 63 percent of teenagers polled wished
they had waited longer to have sex. Thirty-seven per-
cent of teens also cited their parents as the greatest
influence on their decisions about sex.'®
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Domestic Violence

1999 study by the Department of Justice's Bu-
reau of Justice Statistics (BJS) found a 21 per-

cent declinein intimate partner violence against women
between 1993 and 1998.* Still, female victims of vio-
lence are more likely than male victimsto identify in-
timates as offenders. A more recent study found that
intimates were the offendersin 20 percent of the over-
all violence against women, compared to 3 percent of
the violence against males.? According to the BJS:

* Onemillion violent crimeswere committed against

persons by their current or former spouses, boy-

friends, or girlfriends.®

* Eighty-five percent of the victimsof intimate part-

ner violence were women.*

* Whiletherewasan overall declinein domestic vio-

lence, African-American women experienced vio-

lence at a rate 35 percent higher than Caucasian

women, and African-American women were more

likely than Caucasian women to report abuse to the

authorities.®

* Women aged 20-24 experienced the highest rates

of intimate partner violence.

* About 4 in 10 female victims of intimate partner

violencelived in househol dswith children under the

ageof 127

Congressional Action

In 1993, Congress gave new authority to the Centers
for Disease Control and Prevention (CDC) to study
domestic violence and devel op effective strategies for
its prevention, including training health care providers
to be better able to recognize victims of domestic vio-
lence.

Additionally, the 1994 Violence Against Women Act
(VAWA) (PL. 103-22) established a number of pro-
grams aimed at combating violence against women. In
addition to creating law enforcement grantsto encour-
agearrests, providingjudicia and court personnel train-
ing in domestic violence, and providing rape preven-
tion programs, the law established the National Do-
mestic Violence Hotline and expanded support for bat-
tered women'’s shelters.

Under the original law, VAWA programs were set to
expire at the end of FY2000. However, prior to ad-
journment, the 106" Congress enacted legislation (P.L.

106-386) to reauthorize all original VAWA programs
for fiveyears, aswell as create anumber of new VAWA
programs. Thebill, sponsored by Rep. Connie Morella
(R-MD) and Sens. Joseph Biden (D-DE) and Orrin
Harch (R-UT), was included in the conference report
accompanying the Victimsof Trafficking and Violence
Protection Act (H.R. 3244).

Health Care Providers Response

Severa studies suggest that battering may be one of
the leading causes of injury to women. The BJS esti-
mates that 37 percent of women treated in hospital
emergency rooms were treated for injuries or symp-
toms associated with physical abuse.® Another 1998
study by the National Institute of Justice and the CDC
reported that each year women make 693,933 visitsto
the health care system as aresult of injuries sustained
from intimate partner violence.® Despite these statis-
tics, amore recent study estimatesthat 6 in 10 women
who were victims of intimate partner violence did not
seek treatment for their injuriesin 1998.1°

A study published in the Journal of the American Medi-
cal Association found that while 79 percent of primary
care physicians screened for partner abuse when a
patient’s visit involves physical injuries, only 10 per-
cent of physicians routinely screened during new pa-
tient visits, and only 9 percent screened during peri-
odic checkups. The study aso found that patient-re-
lated factors were the most common barrier to identi-
fying and referring individual s, with apatient’sfear of
retaliation by the partner cited as the most common
barrier.

While less than half of physicians cited lack of train-
ing, time, and information about local resources as
major barriers to identifying and referring victims of
intimate partner violence, the study suggested that phy-
sicians were not adhering to current screening guide-
lines and opportunitiesto identify abused women were
being missed.*?

In 1999, the Family Violence Prevention Fund, in con-
junction with the Department of Health and Human
Services, issued clinical guidelines on routine screen-
ing for domestic violence. The guidelines are supported
by the American Medical Association and the Ameri-
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can Nurses Association. The guidelines recommend:
* Routine screening for domestic violencefor al fe-
mal e patients aged 14 and ol der in primary care, ob-
gyn and family planning, emergency department,
inpatient, pediatric, and mental health settings;
* Implementation of culturally competent programs
to ensure routine screening of all female patients;
and
* Confidential documentation of the screening out-
comes.®®

Discrimination

Unfortunately, until recently many women wereforced
to pay astiff penalty for seeking medical assistance by
being denied health insurance coverage. A 1995 sur-
vey by the Pennsylvania Insurance Commissioner
found that one-third of the companies surveyed in that
state admitted that they considered domestic violence
as afactor in issuing insurance. In an effort to reverse
that trend, Congress approved legidlation barring group
health plans from discriminating against victims of
domestic abuse. Passed as part of the Health Insurance
Portability and Accountability Act of 1996 (HIPAA)
(PL. 104-191), the law makesit illegal for hedth in-
surersto deny coverage on the basis of medical condi-

L egidation

Domestic Violence | dentification and Referral
Act of 1999 (S. 198)—Sen. Barbara Boxer (D-
CA)

S. 198 would give preferences in the granting of
awards or contracts by the Public Health Service
to those health profession entities that require stu-
dentsto complete coursework/training in theiden-
tification, treatment, and referral of victims of
domestic violence.

Rx for Abuse Act (H.R. 3317)—Reps. Nita
Lowey (D-NY) and Connie Morella (R-MD)

H.R. 3317 would authorize grants to state and lo-
cal entities to strengthen the health care system’s
response to domestic violence. The bill would au-
thorize $11 million for each of FY 2001 through
FY 2003 and $10 million for FY 2004.

tions caused by domestic violence, ahistory of domes-
tic violence, or current status as a victim of domestic
violence.
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Eating Disorders

ating disorders are long-term, complex illnesses

with interacting physical, psychological, and so-
cial components. The eating patterns characteristic of
theseillnesses are often related to the individual’s dis-
torted body image and unrealistic societal idealsof thin-
ness. Eating disorders can lead to lifelong psychol ogi-
cal and physical problems and are destructive not only
to avictim but to family and friends aswell. However,
the United States does not track epidemiological data
on eating disorders, so al statistics are estimates and
most research occurring in the field are patient stud-
ies.!

* More than 90 percent of those with eating disor-
ders are female.2

* The number of American women affected by eat-
ing disorders has doubled to at least five million in
the past three decades.®

* According to the Public Health Service's Office
on Women’s Health (PHS-

eating (characterized by atypical eating behaviors, such
asrestrictive dieting, binging, and purging).®

Approximately 1 in 10 women with anorexia nervosa
will die of starvation, cardiac arrest, or other medical
complications, making its death rate the highest for a
psychiatric disease, according to the National Institutes
of Health. Others suffer for years. In one study, 30 per-
cent of eating disorder victims reported their illness
lasting 1 to 5 years, 31 percent reported 6 to 10 years,
and 16 percent reported 11 to 15 years. Only about
half reported being completely cured.”

The physical effects of anorexia include amenorhhea,
osteoporosis, hair loss, hypothermia, heart ailments,
obstetric complications, and immune system suppres-
sion. One study found that anorexics who devel oped
the disorder during their teenage yearswere at agreater
risk of osteoporosis and that 50 percent of the studied
anorexics had low bone density.®
Additionally, vomiting associated

OWH), 1 to 4 percent of all
young women in the United
States are affected by eating dis-
orders, and anorexia nervosa
ranks as the third most common
chronicillnessamong adolescent
females.’

* A 1997 survey by the Common-
wealth Fund found that onein six
girlsin grades 5-12 said that she
had binged and purged. Fifty-
eight percent of girls in grades
9-12 said they had been on adiet
and onein threethought shewas

Slence surrounds the issue
of eating disorders. Many
states and schools devote
time and resources to very
effective education pro-
grams aimed at preventing
alcoholism, drug abuse, and
HIV/AIDS. Very few schools
and colleges have adequate
eating disorder education
programs.

with bulimia can cause damage to
tooth enamel, the esophagus, and
the salivary glands. The abuse of
diuretics and laxatives can lead to
chemical imbalances. Eating disor-
ders are also associated with ava-
riety of psychological conditions
such as depression, anxiety, and
substance abuse.® One study found
that amost half of the eating disor-
dered patients studied met the cri-
teriafor major depression.°

overweight. Additionally, abused
girls were nearly three times as likely to binge and
purge as girls who had not been abused.®

Eating disorders include anorexia nervosa (character-
ized by self-starvation, an intense desireto bethin, re-
peated dieting attempts, and excessive weight 10ss),
bulimia nervosa (characterized by binge eating fol-
lowed by self-induced vomiting and/or the misuse of
laxatives, diet pills, diuretics, excessive exercise, or
fasting), binge-eating disorder (characterized by re-
peated episodes of uncontrolled eating), and disordered

While there is no known cause of
eating disorders, certain character-
istics have been shown to influence the development
of eating disorders, such aslow self-esteem, poor fam-
ily and peer influences, cultural and mediainfluences
that emphasize thinness, and clinical depression.

Silence surrounds the issue of eating disorders. Many
states and schools devote time and resources to very
effective education programs aimed at preventing al-
coholism, drug abuse, and HIV/AIDS. Very few schools
and colleges have adequate eating disorder education
programs. Prevention programs could help counter
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the societal causes of eating disorders by educating
young people about proper nutrition, normal body de-
velopment and growth, and healthy self-esteem. Pro-
grams aimed at early detection and treatment of eating
disorders are also necessary, according to advocates.
Education programs are particul arly important for ado-
lescents and young adults, since 86 percent of eating
disorder cases begin before age 20.12

Accessto Health Care

Eating disorder advocates are pressing for increased
access to health care not only by calling for mental
health parity, but also by urging health insurance com-
panies to include eating disorders among the list of
covered mental illnesses. Often, health plansplacelim-
its on the treatment they cover for eating disorders or
they exclude eating disorders from the list of mental
illnesses covered by the plan altogether.!3

Under a recent study, 1 in 10 patients received treat-
ment for his or her eating disorder. Additionally, the
study found that theintensity of treatment waslessthan
what isrecommended by clinical guidelines. The study
examined anational database of healthinsuranceclaims
to determine the number of claims for eating disorder
treatment and the type and length of treatment re-
ceived.’

Another 1999 survey of leading eating disorders ex-
perts in the United States found that 96.7 percent be-
lieved that their anorexiapatientswereput in life-threat-
ening situations because health insurance policies man-
dated early discharge. Additionally, 18 percent believed
that insurance companiesindirectly caused at least one
of their patients to die, and 100 percent believed that
some of their patients suffered relapses as a result of
health care coverage limits.®

Congressional Action

The House Appropriations Committee report accom-
panying the FY 1998 Labor, Health and Human Ser-
vices, and Education appropriations bill (PL. 105-78)
urged the PHS-OWH to establish anational mediacam-
paign to educate the public about eating disorders. The
report also encouraged the establishment of atoll-free
number and an information clearinghouse on eating
disorders. Thefirst phase of the“BodyWise Campaign”

devel oped an eating disorders module aimed at middle-
school educators, including teachers, coaches, princi-
pals, and school administrators. The“BodyWise Cam-
paign” isfeatured on the National Women'sHealth In-
formation Center website at www.4woman.org. The
second phase, which will be launched in the near fu-
ture, will target health officials. Additionally, the of-
ficeispartnering with the National Osteoporosis Foun-
dation and the Centers for Disease Control and Pre-
vention to implement the National Bone Health Cam-
paign, the first phase of which will target girls aged 9-
18 with information about behaviors that lead to bone
loss. That campaign is dated to begin in early 2001.1

In 1996, the office al so helped launch the Girl Power!
campaign, anational public health education campaign
for girlsaged 9-14. The goa of the campaignisto pro-
vide the support and encouragement needed to alow
girls to make good health and lifestyle choices. The
office also created a Get Real! Video Kit, which is
aimed at educating college-age women about impor-
tant health issues, including eating disorders.Y’

L egidation

Eating Disorders Awareness, Prevention, and
Education Act of 2000 (H.R. 3928)—Reps. Judy
Biggert (R-IL) and Carolyn Maloney (D-NY)

H.R. 3928 would amend the Elementary and Sec-
ondary Education Act to allow states and local
school districts to use federal education funding
for programs aimed at increasi ng the awareness of
eating disorders among parents and students, and
to train educators on effective eating disorder pre-
vention and assistance methods. The bill also
would require the Departments of Education and
Health and Human Services to develop, distrib-
ute, and promote public service announcementson
eating disorders. H.R. 3928 would require the
National Center for Education Statistics and the
National Center for Health Statistics to conduct a
study on the impact eating disorders have on edu-
cational advancement and achievement.
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Family Planning Informed Consent

he Title X family planning program was created

in 1970 to provide voluntary family planning ser-
vicesto low-incomeindividuals. Forty-nine percent of
all pregnancies are unplanned, roughly half of which
end in abortion.!

* Eighty-five percent of U.S. counties have at |east
one publicly funded family planning clinic. About
one-gquarter of women who obtain family planning
servicesreceivecareat clinicsfundedin part by Title
X.2

* Twenty-four percent of women who usereversible
contraceptives obtain them from a family planning
clinic or from a private doctor reimbursed by Med-
icaid. Family planning clinics are an especialy im-
portant source of carefor teenagers, women of color,
and low-income women.?

Since its inception, the Title X statute has prohibited
the use of federal funds in programs where “abortion
is a method of family planning.” Until 1987, that re-
striction had been interpreted by the Department of
Health and Human Services (HHS) only to forbid the
performance of abortion with federal funds. The pro-
gram guidelinesrequired health care providersto offer
counseling on all legal options regarding a pregnancy,
including abortion, and to refer patients requesting
abortions.

Beginningin 1987, HHS sought to prohibit family plan-
ning clinicsthat received federal funds under the Title
X program from providing abortion information or re-
ferrals to pregnant clients. The HHS regul ations were
tied up inlegal challengesfor several years. Finaly in
1991, the U.S. Supreme Court voted 5-4 to uphold the
policy, ruling that the government could prohibit fed-
erally funded clinics from providing patients with in-
formation about abortion.

In 1992, the Bush administration formally moved to
implement the HHS regul ations. On two separate oc-
casions, Congress voted to overturn the controversial
family planning policy. However, the House narrowly
failed to override presidential vetoes of thelegislation.
While one of the vetoed bills simply blocked imple-
mentation of the regulations, the other would have put
into federal statute the requirement that family plan-
ning providersinform pregnant women about all of their

options for dealing with an unintended pregnancy, in-
cluding abortion.

The Clinton administration formally lifted the restric-
tionsin 1993, at which time HHS proposed new regu-
lations on the issue. On July 3, 2000, HHS published
itsfinal interpretation of the statutory requirement that
no federal funds be used for Title X programsinwhich
“abortion is a method of family planning.” Under the
final rule, Title X clinics may provide counseling and
referral servicesfor abortions, but theinformation must
be presented in aneutral manner. Additionally, Title X
clinics are prohibited from promoting or encouraging
abortion asamethod of family planning. Therule also
clarifiesthat financial separation of non-Title X abor-
tion activities from Title X activities is sufficient to
comply with the law.*

Congressional Action

Theissueof “gagrules’ in government health programs
arose in adifferent context during the 105" Congress.
As Congress moved to pass legislation to balance the
federal budget, anumber of provisions affecting man-
aged care plans that participate in Medicare and Med-
icaid were considered.

One provision approved in the Balanced Budget Act
(PL. 105-33) bars managed care plansfrom restricting
the information a health care provider can provideto a
patient. The so-caled “anti-gag rule’ provision also
included a*“ conscience clause,” which allows a health
plan to refuse to provide information on a service it
finds objectionable on moral or religiousgrounds. The
conference report accompanying the Balanced Budget
Act made clear, however, that states are still obligated
to ensure that covered services, such as nondirective
counseling and referral for the full range of reproduc-
tive health care services, are availabl e through another
system or provider.

During the 106" Congress, the issue surfaced again
during consideration of managed care reform legisla-
tion. Both the House-passed and Senate-passed hills
(H.R. 2990/S. 1344) included an “anti-gag rule” pro-
vision that would have prohibited health plans from
restricting the information a physician may provide a
patient about apatient’sillness and/or treatment; how-
ever, that legislation stalled in conference.
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o Notes
L egl dation 1 The Alan Guttmacher Institute (AGI), Fulfilling the Promise:
Women's Right to Know Act of 1999 (H.R. Public Policy and U.S. Family Planning Clinics (New York:
270)—Rep. Louise Slaughter (D-NY) AGl, 2000) pp. 16, 17.

2 AGl, “Contraceptive Services’ <http://www.agi-usa/pubs/
o flb_contr_serv.html> (8/8/00).
H.R. 270 would amend the Civil Rights Act of 31bid.

1964 to prohibit any state or federal government 4 Department of Health and Human Services, “ Provisions of

authority from restricting a health professional’s | Abortion-Related Servicesin Family Planning Services

right to give, or awoman'sright to receive, infor- 31(:{ ects, Federal Register 65 (July 3, 2000) 128: 41281-41282
. . . ] p://wais.access.gpo.gov> (8/3/00).

mation about reproductive health options, includ-

ing family planning, prenatal care, adoption, and

abortion services.

Patient Right to Unrestricted Medical Advice
Act of 1999 (H.R. 2043)—Rep. Sue Kdlly (R-
NY)

H.R. 2043 would prohibit health plans from re-
stricting the information provided to a participant
about the health status of the participant or the
medical care or treatment for the condition of the
participant, regardless of whether the plan covers
such treatment.
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Health Status of Women of Color

he health status of women of color has come un-

der scrutiny because many health indicatorsfor mi-
nority women lag behind those of their Caucasian coun-
terparts. Although there is now ample data to demon-
strate discrepancies in the health status and outcomes
between women of color and Caucasian women, few
conclusive reasons for these differences have been es-
tablished. This knowledge gap has made forging ef-
fective programs and policies a frustrating process of
trial and error.

Although many generalized pronouncements have been
made on the health status of women of color, these
generally fail to capture the total picture of this popu-
lation, made complex by diverse subsets. This diver-
sity manifests itself in different languages, cultures,
degrees of acculturation, and histories. These differ-
ences may account for some of the difficulty in accu-
rately depicting the health status of this broad spec-
trum of women.

A 1997 report from the Centers for Disease Control
and Prevention showed wide disparities in health-risk
behaviors, even among members of the sameracial and
ethnic group living in different states. The report also
found that African Americans and Hispanics engage
in more health-risk behaviorsand makelessuse of pre-
ventive services.!

The misclassification of race and ethnicity in data col-
lection also contributes to the disparity. For example,
it is not uncommon for some Hispanic, Asian/Pecific,
and American Indian/AlaskaNative women to be clas-
sified as Caucasian on hospital admission records or
death certificates.

Another contributing factor isthe generally sparserep-
resentation of women of color inresearch studies. This
concern has prompted a call for greater outreach to
these communities, as well as increased education for
health care providers and researchers on the impor-
tance of including women of color in studies.

According to the Popul ation Reference Bureau, women
of color are more likely than Caucasian womentolive
in poverty. Of American women currently living be-
low the federal poverty line, 28.5 percent are African
American, 28 percent are Hispanic, 24.9 percent are

Native American, 13.2 percent are Asian/Pacific Is-
lander, and 9.4 percent are Caucasian.? The negative
effect of poverty on health and on accompanying con-
ditions such as housing and violence has been well-
documented.

There also may be specific barriers within the health
care system that limit the access of women of color to
proper services. According to the Public Health
Service's Office on Women's Health (PHS-OWH),
many health care providersand facilities are not sensi-
tive to the needs and preferences of women of color.
The PHS-OWH cites inadequate communication re-
sulting from stereotyping, language barriers, health
information provided at an inappropriateliteracy level,
and alack of culturally appropriate services and edu-
cation material .3

Although specific rates of disease vary greatly by race
and ethnicity, it isinstructive to evaluate afew indica-
tors to understand the depth of the gap between the
health status of women of color and that of Caucasian
women.

Health Indicators

Life expectancy for most women of color islower than
for Caucasian women. Current estimates of life expect-
ancy for Caucasian women is 79.6 years; for Hispanic
women, 77.1 years, for American Indian/Alaska Na-
tive women, 74.4 years, and for African-American
women, 74.1 years.*

Heart disease is the leading killer of women of color,
as it is for all women in the United States. African-
American women and Hispanics, however, have higher
death rates from heart disease than do Caucasian
women. Mortality from coronary heart disease is 40
percent higher among African Americansthan Cauca
sians, while the mortality rate for stroke is 80 percent
higher among African Americans than Caucasians.®
Although family history of heart disease and lifestyle
aremajor risk factorsfor thisdisease, thewide gap has
not been satisfactorily explained.

Breast cancer provides another example of differences
in the health status of women of color as compared to
Caucasian women. Although they develop breast can-
cer less frequently than Caucasian women, African-
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American and Hispanic women have a higher rate of
mortality, due most likely to later diagnosis and treat-
ment.5

Screening for early diagnosis continuesto be akey fac-
tor in breast cancer survival. All groups of women of
color are less likely to receive routine mammograms
after the age of 40 than are Caucasian women. Fifty-
four percent of Asian-American women over the age
of 40, 52 percent of African-American women over
the age of 40, and 51 percent of Hispanic women over
the age of 40 have not had a mammogram within the
past two years. Forty-four percent of Caucasian woman
over the age of 40 have not had a mammogram in the
past two years.’

A recent statistic may indicate that awareness about
breast cancer screening in the African-American com-
munity is beginning to have abeneficial impact. From
1990 to 1998, the death rate from breast cancer among
African-American women decreased by 8 percent. This
isadramatic change from 1980 to 1990, during which
time the death rate for African-American women in-
creased 18 percent. Although this trend is encourag-
ing, it should be noted that from 1990 to 1998, the death
ratefor Caucasian women from breast cancer decreased
by 20 percent.®

Infant mortality rates are frequently viewed by public
health specialists as primary indicators of the health of
a population as a whole. A recent study by the Na-
tional Center for Health Statistics found that the infant
mortality rate for infants born to African-American
women was more than twice as high as those born to
Caucasianwomen at 13.8 deaths per 1,000 live births.®
Native American women followed with arate of 9.3,
while the rate for Caucasian women was 6.0, just be-
low the national average of 7.2.2° According to there-
port, infants of mothers who began prenatal care after
the first trimester or not at all had an infant mortality
rate of 9.4, which was 49 percent higher than the rate
for those who began care in the first trimester.!

HIV/AIDS is a pressing health issue for women of
color. African-American and Hispanic women consti-
tute 77 percent of women with HIV/AIDS.2?2 Asian/
Pacific and American Indian/Alaska Native women
make up less than 1 percent of the total HIV/AIDS
cases among women.® In 1999, HIV/AIDS was the
fifth leading cause of death for women aged 25-44. It
wasthethird leading cause of death for African-Ameri-

can women and the fourth leading cause of death for
Hispanic women in the same age group.*

In addition to HIV/AIDS, racia and ethnic minorities
are disproportionately affected by other STDs. For
some STDs, the reported rate can be as much as 40
times higher for African Americans than for
Caucasians.”1n 1999, African Americans represented
77 percent of all reported gonorrhea cases.Y’

Other diseases that are more prevalent among women
of color include diabetes, rheumatoid arthritis, and lu-
pus, thelatter afflicting African-American women three
times more often than Caucasian women. 8

In some instances, women of color may have alower
incidence of illness, but because they are more likely
to lack access to adequate health care they are diag-
nosed at later stageswhen the health consequences may
be more severe. This phenomenon seemsto bethe case
with mental illness. Women of color utilize outpatient
servicesfar less often than Caucasian women, yet their
rate of inpatient treatment is much higher.® Addition-
aly, Hispanic women have the highest lifetime preva-
lence of depression among all women at a rate of 24
percent.? According to the American Psychological
Association, women of color are more likely than Cau-
casian women to share anumber of socioeconomic risk
factors for depression.?

It also is important to note that violence congtitutes a
more significant health risk for women of color than
for Caucasian women. According to the Bureau of Jus-
tice Statistics at the Department of Justice, African-
American women experienced a 35 percent higher rate
of intimate partner violence than Caucasian women.?
Additionally, 40 percent of African-American women
reported coercive contact of asexual nature before the
age of 18.2 More research is needed to establish the
causes of thesetroubling discrepancies. Also, increased
outreach and education to communities of color regard-
ing prevention and screening may help reduce the gap
in health outcomes.

Need for Culturally Competent Providers

Women's health advocates point to alack of culturally
and linguistically competent health care providersasa
primary contributor to the poor health status of women
of color. According to the American Medical Associa-
tion (AMA), roughly 12 percent of practicing physi-
cians are African American, Hispanic, Asian Ameri-
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can or American Indian/Alaska Native. However, the
AMA believes that many minority groups are
underreported becausethe organization has dataon only
60 percent of all U.S. physicians. Nearly 23 percent of
practicing physicians are female. Of the total number
of female physicians, roughly 14 percent represent
minority groups; however, the race/ethnicity for 49
percent of female physicians is not known to the
AMA %

The AMA recently established a cultural competence
initiative aimed at establishing cultural competence as
the“ Fifth Physician Competence.” Currently, thereare
four competence standards to which physicians are
held: cognitive knowledge, technical skill, behavior,
and managerial competence.® A recently published
Cultural Competence Compendium provides a list of
resources for medical schoals, residency program di-
rectors, and physiciansto assist medical professionals
in providing culturally competent health care.®

According to the PHS-OWH, cultural competence—
more than gender, race, or ethnicity—is the attribute
that best fosters an environment in which patients of
diverse backgroundswill be understood, appropriately
diagnosed, and treated.?’

Within federal agencies, severa programs have been
established to specifically addressthe health of women
of color. Theseincludeinitiativesat the Food and Drug
Administration, Centers for Disease Control and Pre-
vention, Nationa Institutes of Health, Indian Health
Service, Health Resources and Services Administra-
tion, and the Agency for Healthcare Research and Qual-
ity. In addition, the Public Health Service has both an
Office on Minority Health and an Office on Women's
Health, and the Department of Health and Human Ser-
vices hasimplemented a department-wide Initiative to
Eliminate Racial and Ethnic Disparitiesin Health.

Congressional Action

The 106™ Congress enacted legislation (PL. 106-525)
designed to address racial and ethnic minorities. The
law establishes a National Center for Research on Mi-
nority Health and Health Disparities at the National
Institutes of Health (NIH), aswell as Centers of Excel-
lence for Research Education and Training at the NIH.
Additionally, the new law requires the Agency for
Healthcare Research and Quality to conduct research
on how to improve the quality and outcomes of health
care services for minority populations and the causes

of health disparities. The law a so provides for grants
for health professional education curriculum develop-
ment, as well as development of a continuing medical
education incentive program.

Under the new law, the National Academy of Sciences
is required to study the data collection of the Depart-
ment of Health and Human Services (HHS) with re-
spect to race and ethnicity. HHS also is allowed to aid
in the development, implementation, and evaluation
of health professions education in decreasing dispari-
ties in health care outcomes, including cultural com-
petency as a method of eliminating health disparities.
The law aso establishes a national public awareness
campaign to inform the public and health care profes-
sionals about health disparities in minority and
underserved populations.

Additionally, Congress enacted legislation (PL. 106-
554) to provide additional Medicare paymentsto health
care providers. Provisions pertaining to racial and eth-
nic minorities were included in the new law. PL. 106-
554 establishes cancer prevention and treatment dem-
onstration projects for racial and ethnic minorities.
Additionally, thelaw will expand the M edicare+Choice
quality assurance program to include a separate focus
on racial and ethnic minorities, and the Secretary of
Health and Human Services will be required to report
to Congress on how the Medicare+Choice quality as-
surance program is focusing on racia and ethnic dis-
parities. The provisions were included in the FY 2001
Consolidated Appropriations Act (P.L. 106-554).
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HIV/AIDS Prevention

s has been the case for the past severa years,

women are the fastest-growing popul ation group
with HIV/AIDS. While treatment advancements have
led to areduction in AIDS deaths in recent years, the
growing incidence of HIV infection among women
seems to indicate that prevention programs have not
effectively reached many young women or women of
color.

In 1999, HIV/AIDSwasthefifth leading cause of death
in women aged 25-44, the third leading cause of death
for African-American women in this age group, and
the fourth leading cause of death for Hispanic women
in the same age group.! The number of AIDS cases
among female adults and adolescents has more than
tripled over the past 14 years, from 7 percent in 1985
to 23 percent in 1999.2

As of December 1999, women accounted for 32 per-
cent of HIV cases. African-American and Hispanic
women accounted for 77 percent of AIDS cases, while
representing less than one-fourth of women in the
United States.® Among women aged 13-24, women
account for 49 percent of HIV cases.

Many women who were newly identified as HIV-in-
fected reported no known risk factor for infection, pos-
sibly either indicating a lack of knowledge of their
partners’ risk factorsor that their health care providers
did not document the information. According to the
Centers for Disease Control and Prevention (CDC),
more than two-thirds of AIDS casesin women that are
initially reported with no known risk factor are reclas-
sified as contracted through heterosexua contact and
one-fourth are attributed to injection drug use.®

There aso is a strong correlation between infection
with HIV and with other sexually transmitted diseases
(STDs). The presence of STDs increases a woman's
likelihood of both acquiring and transmitting HIV.
Women with STDs are three to five times more likely
to become HIV-infected.® The importance of prompt
detection and treatment is paramount; all sexually ac-
tive women should be screened regularly for STDs.

Prevention M essages

Althoughintheearly 1990s, HIV prevention programs

targeted specifically to women tended to focuson rela-
tively narrow groups, these programs

Given that risk behaviors are most
likely to begin during the teenage
years, individuals who are diagnosed
beforethe age of 25 aremorelikely to
represent newer infections, afact that
can be useful in targeting prevention

Wobmen with STDs are
three to five times more
likely to become HIV-
infected.

are expanding to meet the needs of
all women, particularly minority
women.

A substantial effort hastargeted preg-
nant women for HIV counseling and

efforts.

Sexual Transmission

Since 1994, heterosexual contact has been the leading
source of HIV infection among women, followed by
injection drug use.® In addition to the direct risk of
injection drug use through the sharing of needles, het-
erosexua transmission also is growing as a result of
drug use. Many women are infected through partners
who areinjection drug users. Thus, effective substance
abuse prevention and treatment must be acritical com-
ponent of HIV/AIDS prevention efforts targeted to
women.t Among women reported with AIDSin 1999,
40 percent acquired the virus through heterosexual
contact; intravenous drug use accounted for 27 per-
cent.’

testing. According to the CDC, rates
of perinatal HIV transmission decreased by 75 percent
between 1992 and 1998.1° The CDC attributes the de-
crease to recommendations by the Public Health Ser-
viceto routinely counsel and voluntarily test pregnant
women, as well as offer HIV-positive women AZT
during their pregnancy.* The CDC estimatesthat with-
out current perinatal prevention efforts, an additional
656 infants would be born with HIV, costing roughly
$105.6 million in medical care expenses.’?

Additionally, in 1999, the Institute of Medicine (IOM)
issued a report recommending that the United States
adopt anational policy of universa voluntary HIV test-
ing, with patient notification, as a routine component
of prenatd care.’* The recommendations are supported
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by the American Academy of Pediatricsand the Ameri-
can College of Obstetricians and Gynecologists. How-
ever, despite the decline in perinatal transmission, in-
fection rates for women continue to rise. As a result,
women's health advocates argue that the best way to
prevent HIV infection in babiesisto prevent HIV in-
fection in all women.

Severa studiesindicatethat STD/HIV prevention pro-
grams for women are most effective when they occur
at a place where women go for their health and social
services, including family planning and women's health
clinics, application sitesfor public assistance and food
stamps, and migrant worker camp kitchens. Most re-
cently, the CDC published a compendium of HIV pre-
vention interventions, which detailed effective inter-
vention programs. Recognizing that many women are
at risk due to the behavior of their male partners, be-
havior about which they may or may not have knowl-
edge, many of the programs targeting women focused
on risk-reduction skills, such as negotiation,
assertiveness, and communication.*

Microbicides

Prevention messages that primarily emphasize absti-
nence, partner reduction, and condom use may fail to
recognize that women are not always in control of
when, with whom, and on what termsthey have sexual
relations. Many women's health advocates continue to
press for the development of microbicides—afemale-
controlled method of preventing HIV and other STDs.
A woman could use amicrobicidewithout her partner’s
knowledge to protect herself from HIV, other STDs,
and pregnancy. Researchers are also working to de-
velop a microbicide that could protect against HIV,
whilestill allowing women to become pregnant.®> Sci-
entists are currently pursuing over 50 different prod-
uct leads and advocates believe that with sufficient re-
sourcesamicrobicide may beavailableinfiveyears.'

In July 2000, researchers announced the results of a
study to determine whether nonoxynol-9, aspermicide,
would be effective in preventing the transmission of
HIV. The study enrolled 1,000 HIV -negative sex work-
ersin Africa. Half of the women received the spermi-
cide, whilethe other half received aplacebo. The study
found that women who used nonoxynol-9 became in-
fected with HIV at a50 percent higher rate than women
who used the placebo. Additionally, the morefrequently
women used the spermicide, the higher their infection

risk. As aresult of the study, the CDC recommended
that HIV prevention messages be changed to reflect
that the use of spermicidesalone doesnot prevent HIV
transmission.” The results of the study further high-
light the need to pursue expanded research for HIV
prevention.®

The CDC has primary responsibility within the fed-
eral agencies for HIV education, prevention, surveil-
lance, and popul ation-based research activities. It con-
ducts prevention programs through community-based
organizations, schools, and public information cam-
paigns. A relatively small portion of the CDC's HIV
prevention budget for FY 1999 and FY 2000 was spe-
cifically targeted to women. In FY 1999, $111.6 mil-
lion of the $656.6 million appropriated was spent on
women’s programs. In FY 2000, 17 percent ($118 mil-
lion) of the $694 million appropriated for HIV preven-
tion was estimated to have been spent on programstar-
geted to women.®

After passage of the Comprehensive HIV Prevention
Act in 1993, CDC created the HIV Prevention Com-
munity Planning Initiative, designed to givelocal com-
munitiesinput into prevention programs and to ensure
the devel opment of culturally competent programsthat
best meet the needs of the community. More recently,
the 106" Congressreauthorized (PL. 106-345) the Ryan
White CARE Act with language to ensure that popul a-
tions most affected by HIV/AIDS are represented in
the CARE Act’s HIV Health Planning Councils.

A 1999 IOM report found that the United States did
not have a “comprehensive, effective, and efficient
strategy for preventing the spread of HIV.” Moreover,
the report found that current prevention programs are
not effectively reaching women, youth, and racial and
ethnic minorities. The report recommends a national
prevention goal to avert as many new infectionsas pos-
sible.® Thiswould be accomplished through a six-€l-
ement program, which would include:

* Development of an accurate HIV surveillance sys-

tem;

e Allocation of prevention resources to prevent as

many new infections as possible;

* Direction of prevention activities to HIV-infected

individuals;

* Tranglation of prevention research findings into

action;
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* Investment in the development of new tools and
technologies to expand HIV prevention efforts; and
* Increased efforts to overcome social barriers and
to remove policy barriers that impede HIV preven-
tion.?t

Inresponseto thereport, the CDC released adraft “ HIV
Prevention Strategic Plan Through 2005.” The draft
plans highlights four goals for HIV prevention in the
United States:
* Reduce the number of new HIV infections per year
from an estimated 40,000 to 20,000 by 2005;
* Through voluntary counseling and testing, increase
the proportion of HIV-infected people who know
they are infected from the current 70 percent to 95
percent by 2005;
* Increasethe proportion of HIV-infected peoplewho
are linked to appropriate care, prevention services
and treatment services from the current 50 percent
to 80 percent by 2005; and
* Reduce HIV transmission and improve HIV/AIDS
care and support through partnership with resource-
constrained countries.?

After public commentsare considered, the CDC hopes
to begin implementing the plan by the end of 2000.

Targeted Prevention Services

Because of the connection between heterosexual ac-
tivity and HIV transmission to women, family plan-
ning clinics are a particularly promising site for HIV
education and prevention. An estimated 33 million U.S.
women are in need of contraceptives services and
roughly half of themwill receivethose servicesfroma
publicly funded clinic.?

Family planning clinicsroutinely provide abroad range
of health services including gynecological and breast
examinations, Pap tests, STD and urinary tract infec-
tion testing and treatment, pregnancy testing, diabetes
and high blood pressure screening, prenatal and well-
baby care, and HIV testing. A majority of clinics also
provide servicesto menincluding condom distribution,
STD testing and treatment, and HIV testing—making
these clinics promising sites for educating men about
theimportance of using condomsto prevent HIV trans-
mission. Additionally, 7 out of 10 clinics provide out-
reach and education programs designed to target ado-
lescents.®

A number of family planning clinics provide HIV edu-
cation and testing services, as well as outreach and
education programs. Publicly funded family planning
clinics account for one in four HIV tests; onein three
clinicvisitsarefor other STD services.® After adjust-
ing for inflation, total public funding for family plan-
ning services decreased by 60 percent between 1980
and 1999.% While Title X received a $24 million in-
creaseto $239 millionin FY 2000, the program received
a$15 million increase to $253.9 million in FY 2001.

L egidation

Comprehensive HIV Prevention Act of 1999
(H.R. 2405)—Reps. Nancy Pelosi (D-CA) and
ConnieMorella (R-MD)

H.R. 2405 would direct the Secretary of Health
and Human Services (HHS) to plan, coordinate,
and evaluate HIV infection prevention with the
CDC, the Agency for Healthcare Research and
Quality, the Health Resources and Services Ad-
ministration, the Indian Health Service, the NIH,
the Public Health Service, and the Substance
Abuseand Mental Health Services Administration.
The bill would require each agency to establish
and implement a comprehensive HIV prevention
plan, aswell asan officewithin the agency to carry
out the plan.

H.R. 2405 also includes a section specific to
women. The bill would authorize grants to pro-
vide HIV prevention education to women, sub-
stance abuse treatment for women, HIV preven-
tion counseling for women who engage in sub-
stance abuse, HIV prevention counseling for
women whose partners are substance abusers, and
early intervention services for women.

Notes

1 Centers for Disease Control and Prevention (CDC), HIV/IAIDS
Surveillance Report 11 (1999) 2 <http://www.cdc.gov/hiv/stats/
hasr1102/commentary.htm> (8/1/00).

2 CDC, “HIV/AIDS Among US Women: Minority and Young
Women at Continuing Risk” <http://www.cdc.gov/hiv/pubs/facts/
women.htm> (11/27/00); CDC, HIV/AIDS Surveillance Report
11 (1999) 2 <http://www.cdc.gov/hiv/stats/hasr1102/
commentary.htm> (8/2/00).

3 CDC, “HIV/AIDS Among U.S. Women: Minority and Young

Wobmen’'s Policy, Inc. 49



Women'’s Health Legidation in the 106th Congress

Women at Continuing Risk.”

4 CDC, HIV/AIDS Surveillance Report.

5 Ibid.

6 CDC, “HIV/AIDS Among U.S Women: Minority and Young
Women at Continuing Risk.”

7 1bid.

8 Ibid.

9 Judy Wasserheit, M.D., M.PH., “Epidemiological Synergy:
Interrel ationships between Human Immunodeficiency Virus
Infection and other Sexually Transmitted Diseases,” Sexually
Transmitted Diseases 19 (1992): 61-77.

10 CDC, “HIV Prevention Strategic Plan Through 2005” <http:/
/www.cdc.gov/nchstp/od/news/draft.plan.pdf> (10/18/00).

11 CDC, “ Status of Perinatal HIV Prevention: U.S. Declines
Continue” <http://www.cdc.gov/hiv/pubs/facts/perinatl.htm> (5/
31/00).

12 Ibid.

13 Institute of Medicine, Reducing the Odds: Preventing
Perinatal Transmission of HIV in the United Sates (\Washington:
National Academy Press, 1999).

14 CDC, Compendium of HIV Prevention Interventions with
Evidence of Effectiveness (Atlanta: CDC, Nov. 1999).

15 Lori Heise, “Topical Microbicides: New Hope for STI/HIV
Prevention” <http://www.genderhealth.org/pubs/
publications.htm#Topical Microbicides> (8/10/00).

16 Alliance for Microbicide Development, 2000. Microbicides:
Research and Devel opment Status, February 2000.

17 CDC, “Nonoxynol-9 Trial—The Implications,” August 4,
2000 <http://www.cdc.gov/hiv/pubs/mmwr/mmwr11aug00.htm>
(8/10/00).

18 Susan Okie, “AlDS Study Prompts New Look at Preven-
tion,” New York Times, Aug. 14, 2000, A3.

19 Eva Margolies-Seiler of the CDC's National Center for HIV,
STD, and TB Prevention, email communication with Women's
Policy, Inc., Aug. 21, 2000.

20 Institute of Medicine, No Time to Lose: Getting More from
HIV Prevention (Washington: National Academy Press, 2000).

21 Ibid.

22 CDC, “HIV Prevention Strategic Plan Through 2005.”

23 AGlI, Fulfilling the Promise: Public Policy and U.S. Family
Planning Clinics (New York: AGI, 2000), p. 16.

24 1bid., p. 19.

25 1bid., p. 20.

26 1bid., p. 27.

50 Women's Policy, Inc.



Women’s Health Legidation in the 106th Congress

| nter national Women'’s Health

very year, 585,000 women die from pregnancy-
elated causes; 99 percent of these deaths occur in
developing countries.* Over the past decade, congres-
sional action on international women’s health has fo-
cused primarily on access to family planning services
and the practice of female genital mutilation. More
recently, action has focused on the global HIV/AIDS
epidemic, particularly in Africa. While funding for in-
ternational family planning programs has proven to be
amajor point of contention in both the House and Sen-
ate, legidlation to authorize additional funding for HIV/
AlDS education, prevention, and treatment was enacted
by the 106" Congress.

HIV/AIDS

According to the Joint United Nations Programme on
HIV/AIDS (UNAIDS), 9 million women worldwide
have died from AIDS. In 2000, 2.2 million women
worldwide were newly infected with HIV, and 16.4
millionwomen werelivingwith HIV worldwide. There
were 1.4 million children under the age of 15 living
with HIV.?

Infection rates in young African women are three to
five times higher than the infection ratesin young Af-
rican men.® High infection rates in young women can
beattributed to cultura taboosthat prevent peoplefrom
talking about sex, as well as a myth that sexual inter-
course with avirgin will cure AIDS. One study found
that nearly 75 percent of Mozambican girls aged 15-
19 did not know how to protect themselvesfrom HIV.#

Sub-Saharan Africa bears the brunt of the HIV/AIDS
epidemic, accounting for 71 percent of the global total
of HIV infections.® In 2000, an estimated 600,000 chil-
dren aged 15 and younger became infected with HIV.8
UNAIDS and the World Health Organization (WHO)
estimate that over 90 percent of these new infections
were in babies born to HIV-positive women and al-
most nine-tenths of HIV-infected babies were born in
sub-Saharan Africa.’

Life expectancy in Africa has dramatically dropped
because of HIV/AIDS. Fewer than 50 percent of sub-
Saharan Africans are expected to reach the age of 60,
compared with 90 percent of individualsin industrial-
ized countries.® African economies and infrastructure
are not prepared to deal with the vastness of the epi-

demic. Recently, UNAIDS announced that gender in-
equality wasadriving force behind the HIV/AIDS epi-
demic, saying that theissue hasto be addressed asagen-
cies, governments, and service organizations respond
to the problem.®

The 106" Congress most recently addressed the global
HIV/AIDS epidemic when it enacted the Global AIDS
and Tuberculosis Relief Act (P.L. 106-264). The new
law authorizes $150 million in each of FY2001 and
FY 2002 to create atrust fund under the auspices of the
World Bank to addressthe global HIV/AIDS epidemic.
The trust fund will make grants, rather than loans, to
countrieswith the highest HIV -infection ratesand coun-
tries at risk for high HIV-infection rates. Activities
supported by the fund will include prevention, educa-
tion, treatment and care services, and research and de-
velopment activities. The new law al so authorizes $60
million for tubercul osis prevention and treatment, $50
million for the Global Alliance for Vaccines Initiative
(GAVI), $10 million for the International AIDS Vac-
cinelnitiative (IAVI), and $300 million for HIV/AIDS
prevention activities at USAID.

TheFY 2001 foreign operations appropriationshill (PL.
106-429) included $315 million for global HIV/AIDS
prevention and treatment activities, including $15 mil-
lion for microbicides research, up to $50 million for
GAVI, up to $10 million for IAVI, and up to $20 mil-
lion for an HIV/AIDS program under the auspices of
the World Bank.

A number of legidlative proposalsaimed at addressing
the global HIV/AIDS epidemic were introduced dur-
ing the 106" Congress. For alisting, see Appendix I1.

I nter national Family Planning
International family planning plays a significant role
in stabilizing population growth and safeguarding re-
productive health. In addition to contraceptive care,
population assistance programs provide quality health
care services and public health information.

* In October 1999, theworld’s population reached 6
billion, with an expected increase of 78 million
people each year. The United Nations projects that
the world's population could reach between 7.3 bil-
lion and 10.7 billion by the mid-21% century.°
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* One-half of the world’s women arein their child-
bearing years—and this number increases by about
24 million each year. More than 95 percent of popu-
lation growth occurs in developing countries. !

* Around the globe, it is estimated that more than
150 million men and women want to space or limit
their familiesbut lack accessto family planning ser-
vices.

» Seventy million abortions occur each year and
about 20 million are performed illegaly or in un-
safe conditions, resulting in 76,000 maternal
deaths.'?

* The odds of a woman dying from maternity-re-
lated causes ranges from 1 in 10,000 in Northern
Europeto 1in 23in Africa®

The United States began to emerge as an important
contributor to international family planning more than
three decades ago. In 1967, Congress amended the
Foreign Assistance Act to include family planning ac-
tivities overseas. Most U.S. population assistance is
distributed in one of two ways. Thefirst isthrough the
U. S. Agency for International Devel opment (USAID),
a federal agency that provides funds to developing
countries for economic and humanitarian purposes. A
primary USAID god is protecting the United States
against global threats such as destabilizing population
growth and environmental degradation. A second chan-
nel for U.S. fundsisthrough contributionsto the United
Nations Population Fund (UNFPA), the largest multi-
lateral family planning organization.

However, for more than a decade congressiona de-
bate around international family planning policy has
been dominated by the issue of abortion. During the
last two decades, Congress has voted to withhold funds
from UNFPA because it is active in China, where a
one-child population policy promoted coercive abor-
tions. Funding for international family planning was
further restricted by the “Mexico City policy.” An-
nounced by the United States in 1984 at the U.N. In-
ternational Conference on Population in Mexico City,
the restrictions prohibited the United States from giv-
ing international family planning funds to private or-
ganizations that also provide abortion services. This
policy wasin place until 1993, when the President re-
versed the restriction by executive order.

U.S. international family planning received a 35 per-
cent funding cut from $547 millionin FY 1995 to $365

million in FY 1996. Although supporters of the family
planning program were successful at fending off ef-
fortsto restorethe“Mexico City policy,” opponents of
the program were able to impose new restrictions, in-
cluding a 9-month freeze in funding after which time
funds were allowed to trickle out over a 15-month pe-
riod, with no more than 6.67 percent available in any
one month.

During the next severa years, abortion opponents
sought to prohibit funding of organizationsthat usetheir
own funds to conduct abortion-related activities. With
strong support from the Senate and the White House,
the “Mexico City policy” was dropped in conference
in FY 1997, FY 1998, and FY 1999. Although interna-
tional family planning programsreceived amodest in-
crease from $365 million in FY 1996 to $385 million
in FY 1997, funding restrictions were imposed and the
programs remained |evel-funded through FY 1999.

In FY1999, Congress eliminated the U.S. voluntary
contribution to UNFPA due to controversy surround-
ing UNFPA’s program in China. In past years, Con-
gress approved the $25 million contribution but placed
restrictions on the money: no funds could be spent in
China; U.S. funds had to be kept in a separate account;
and the U.S. contribution would be reduced dollar-for-
dollar by the amount spent in China. In FY 2000 and
FY 2001, Congress reinstated the $25 million contri-
bution to UNFPA with the funding restrictions. In
FY 2000, U.S. funding was reduced by $5 million and
itisestimated that U.S. funding will be reduced by the
same amount in FY 2001.

With the cooperation of the Clinton administration,
Congress enacted aversion of the“ Mexico City policy”
in FY2000. The restriction was written into both the
FY 2000 Commerce, Justice, State, and Related Agen-
ciesappropriationsbill (PL. 106-113) and the FY 2000
foreign operations appropriations bill (PL. 106-113),
which were included in an omnibus appropriations
measure. Under the restriction, organizations that use
their own money to perform abortions abroad or to
lobby foreign governments on abortion policy were
denied U.S. aid. Lobbying was broadly defined to in-
clude “any activity or effort to ater the laws or gov-
ernmental policies of any country.”

The President was all owed to waive therestriction, but
by doing so, the total funds available for international
family planning were reduced by 3 percent. Upon en-
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actment, the President immediately exercised the
waiver, reducing funding from $385 million to $372.5
millionin FY 2000. Additionaly, thetotal funding made
available to groups using their own funds to perform
abortions abroad or to lobby on abortion policy was
capped at $15 million.

The House-passed FY 2001 foreign operations appro-
priations bill (H.R. 4811) included the restriction en-

Legislation

United Nations Population Fund (UNFPA)
Funding Act of 1999 (H.R. 895/S. 965)—Reps.
Carolyn Maloney (D-NY) and ConnieMorella
(R-MD) and Sens. James Jeffords (R-VT) and
Olympia Snowe (R-ME)

H.R. 895/S. 965 would authorize the U.S. $25 mil-
lion voluntary contribution to the UNFPA with cer-
tain limitations. The President would be required
to certify that the UNFPA program in China fo-
cusesonimproving the delivery of voluntary fam-
ily planning information; is designed in confor-
mity with the International Conference on Popu-
lation and Development; is implemented only in
areas of China where all quotas and targets for
therecruitment of program participants have been
abolished; is carried out in consultation with
UNFPA; is subject to regular, independent moni-
toring; and suspends operationsin areaswherethe
program is found to be in violation of the guide-
lines. The U.S. contribution to the UNFPA would
be reduced dollar-for-dollar by any amount the
UNFPA spendsin China unless the President can
certify the conditions outlined in the bill.

Saving Women’s Lives Through I nternational
Family Planning of 2000(H.R. 3634/S. 2380)—
Reps. Carolyn Maloney (D-NY) and James
Greenwood (R-PA) and Sens. Frank
Lautenberg (D-NJ) and Olympia Snowe (R-
ME)

H.R. 3634/S. 2380 would authorize $541.6 mil-
lion for international family planning programs
in FY2001, $366 million for foreign assistance
and environment programs dealing with health and
population, and $35 million for the U.S. contribu-
tion to the UNFPA.

acted last year, while the Senate-passed measure (S.
2522) did not. The final measure (PL. 106-429) does
not include the restriction and provides for a $40 mil-
lionincreasefor international family planning programs
to $425 million. However, the funding will be delayed
until February 15, 2001, alowing the next President
the opportunity to decide whether restrictions should
be imposed on the money.

Female Genital Mutilation

Female genital mutilation (FGM)—sometimes called
“female circumcision”—is the cutting of a female's
genitals. FGM encompasses practices from the partial
removal of the clitoris to infibulation, which involves
the removal of all externa genitalia and the stitching
together of the vulva. It is estimated that between 100
and 140 million women worldwide have undergone
some form of FGM and 2 million girlsare at risk each
year. 4

FGM isusually performed with razor blades, scissors,
or other crude tools—often without anesthetics, anti-
septics, or antibiotics. Immediate complications of
FGM include severe bleeding, shock, and infections
(such as tetanus and septicemia) transmitted through
the unsterilized instruments used. Long-term effects
of FGM include chronic pelvic infections, infertility,
anemia, incontinence, and severe pain during urina-
tion, menstruation, sexual intercourse, and childbirth.®

Theage at which FGM is performed varies among dif-
ferent ethnic groups and may be as early asinfancy or
aslate asthetime of awoman’sfirst pregnancy. How-
ever, itisusually done between the ages of 4 and 10 as
part of a coming-of-age ceremony. The reasons cited
tojustify FGM include purification, personal hygiene,
protection of family honor, and prevention of promis-
cuity. Religion is another reason often given for the
practice, but according to the WHO, no religious tra-
ditionrequiresFGM. Girlsaretaught that FGM makes
them marriageable, will increase the sexua pleasure
of their future husbands, and is required for their ac-
ceptance into the community.

FGM ismost common in aband of 28 countries stretch-
ing across Africa, including Egypt, and in several
Middle Eastern and Asian countries.”” Asimmigration
from FGM-practicing countriesto the West grows, the
practice has been seen in Europe, Canada, Australia,
and the United States.
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Legidation aimed at criminalizing FGM in the United
States became law on September 30, 1996. The
criminaization provision was included in the Illegal
Immigration Reform and Immigration Responsibility
Act of 1996, which became law as part of the FY 1997
omnibus appropriations bill (P.L. 104-208). The pro-
vision criminalizes FGM in the United States and im-
poses fines and up to five years' imprisonment for in-
dividualsfound guilty of performing FGM on girlsun-
der the age of 18. Thelaw aso directsthe Immigration
and Naturalization Service (INS) to educate all immi-
grants who are issued visas on the health hazards of
FGM and the legal consequences of performing the
procedure in the United States. The Secretary of the
Treasury isalso required to identify countriesthat have
traditionally practiced FGM and require the U.S. di-
rectorsof international financia institutionsto actively
oppose nonhumanitarian loans to those countries.

In aseparate piece of legidation approvedin April 1996
(PL. 104-134), Congress directed the Secretary of
Health and Human Services to conduct a study docu-
menting the incidence of FGM in the United States
and to engagein outreach and education efforts. Work-
ing from 1990 Census data, the Centers for Disease
Control and Prevention determined that as of 1990 there
were approximately 168,000 women and girls living
inthe United States who had either undergone the pro-
cedure or were at risk. Acknowledging that the study
had several limitations, such as the inability to quan-
tify the degree of acculturation, researchers conduct-
ing the study said that their numbers probably
underrepresented the actual incidence of FGM in the
United States.’®

Although FGM was criminalized during the 104" Con-
gress, the United States does not officially consider
FGM aform of persecution and thereforeit isnot con-
sidered a sufficient reason to grant asylum. In light of
several highly publicized cases involving African
women who sought, or are seeking, asylum hererather
than be subjected to FGM in their home countries, leg-
islation ispending to include FGM among thoseforms
of persecution for which asylum may be granted.

Congressional Action

TheFY 2001 foreign operations appropriationshill (PL.
106-429) requires the Secretary of State to determine
the prevalence of the practice of FGM and the exist-
ence and enforcement of laws prohibiting this prac-

tice. Additionally, the Secretary is required to make
recommendations on how the United States can work
to eliminate FGM. Report language accompanying the
final bill directsthe USAID to alocate $1.5 million to
develop and integrate educational programs aimed at
eiminating FGM.

L egidlation

Female Genital Mutilation Asylum Protection
Act (H.R. 1849)—Reps. Carolyn Maloney (D-
NY) and Sue Kelly (R-NY)

H.R. 1849 would require the Attorney Genera to
issue regulations that set new standards for asy-
lum seekers. The bill would expand the definition
of “persecution” inthe determination of analien’s
eligibility for asylum to include gender-related
persecution, such as female genital mutilation.
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Mid-life and Older Women

Today, more than 40 million American women are
over the age of 50.! Based on current life expect-
ancies, women spend one-third of their lives in post-
reproductive menopausal years. The health concerns
of older women are different from those of younger
women and older men.

* Breast cancer risk increases with age, with women
aged 50 and older accounting for 77 percent of newly
diagnosed cases and 84 percent of deaths.?

* About 70 percent of all cervical cancer deaths oc-
cur among women aged 50 and older.®

* Half of thewomen over 50 will have an osteoporo-
sis-related fracture in their lifetimes.*

* Two to three times more women than men suffer
from arthritis. By age 65, about 80 percent of women
report arthritic conditions.®

* Onein nine women aged 45-64 has some form of
heart disease; onein three women aged 65 and ol der
has heart disease.®

Although prevention programs and early detection
screenings are available for a number of these health
conditions, many women do not take advantage of
them. The Public Health Service's Office on Women's
Health estimates that only half the women with diabe-
tesare diagnosed, largely dueto alack of testing.” The
proportion of women who receive mammograms and
Pap tests declines with increasing age.®

Cost is often cited as a barrier to health care, particu-
larly preventive care, for women of all ages. Low-in-
come older women are less likely to receive preven-
tive care. The effect of income on accessto preventive
care is of particular concern because so many older
women have low incomes. In 1998, about 13 percent
of women aged 65 and over had incomes below the
poverty level, compared with 7 percent of menthe same
age.® The poverty rate is higher for severa groups of
elderly women—18 percent for widows, 20 percent for
never-married women, and 22 percent for divorced
women. 0

Researcherspredict that poverty among €l derly women
will not decline in the near future with rates predicted
to be the same in 2020. Partly, this is because more
women in the future are likely to be divorced, sepa-
rated, or single asthey age.t

In addition, women usually rely on Social Security for
alonger time period, as their average life expectancy
is seven years longer than that of men.*2 Even when
incomeis adjusted for smaller households, theincome
of older women tends to fall when they are widowed.
In addition, single older women are most likely to in-
cur high medical expenses.’®

Most effortsto increase accessto care for poor women
have focused on women of reproductive age. Care pro-
vided at most women's clinics primarily consists of
family planning and prenatal care. As a result, large
numbers of post-reproductive-aged women havefallen
outside of the health care system.

In recent years, a growing awareness of mid-life and
older women'’s health issues, and the fact that adispro-
portionate number of breast and cervical cancer deaths
occur among low-income older women, hasled to some
progress. Since 1991, more than 2.5 million cancer
screening tests have been provided by the Centers for
Disease Control and Prevention (CDC) through the
National Breast and Cervical Cancer Early Detection
Program (NBCCEDP), which targets free screening
services to underserved populationsincluding low-in-
come, minority, and older women.#

Additionally, as part of the NBCCEDP, the CDC oper-
atesthe WISEWOMAN program to provide screening
for cardiovascular diseases, as well as dietary and
physical activity interventions for women with abnor-
mal test results. These services are currently provided
to some low-income and uninsured women aged 50
and older in three states.*® The CDC hopes to expand
the program to provide screening and follow-up to the
approximately 25,000 women aged 50 and older who
participatein the NBCCEDP in those states. Addition-
aly, the CDC hopes to expand the program to include
additional states.'

However, even when cost barriers to preventive ser-
vices are removed, lack of education about the ben-
efits of these services remains a significant hurdle.
Many older women believe that preventive services
such as mammography and Pap tests are no longer
needed. Many physicians stop recommending Pap tests
for women over 65 who have a history of normal re-
sults, based on the fal se assumption that older women
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do not require testing because they are not sexually
active. However, recent evidence indicates that one-
fourth of new cervical cancer cases occur in women
over 65.77 Further, older women lack knowledge about
where to go for quality health care facilities in their
community or lack transportation to reach facilities
outside the community.

Access to screening for conditions such as breast and
cervical cancer doesnot satisfy women's need for com-
prehensive care. Women of post-reproductive age need
access to quality information, prevention, and treat-
ment for conditions ranging from heart disease to os-
teoporosis. Mid-life and older women require infor-
mation on how lifestyle choices can affect avariety of
health conditions, as well as access to providers who
will respond to their unique health concerns.

In addition, conditions related to menopause can oc-
cur for up to ten years and women whose daily activi-
ties are interrupted by these conditions should be in-
formed about hormone replacement therapy (HRT) and
other coping strategies. Asthey enter their post-repro-
ductiveyears, 75 percent of midlifewomen report some
menopausal symptoms, which can include irregular
menstrual bleeding, hot flashes, night sweats, mood
swings, depression, deeplessness, vaginal dryness, and
urinary tract infections.®® These symptoms result from
anatura decreasein the hormones estrogen and proges-
terone, which regulate the menstrual cycle. In many
cases, doctors prescribe HRT—either asestrogen alone
or as estrogen in combination with progesterone—in
an effort to ease symptoms by restoring hormones to
their premenopausal levels.

Some controversy surroundsHRT because studies show
that it helps to address some health concerns for mid-
life and older women while contributing to the devel-
opment of others. Research has indicated that HRT is
likely to help prevent osteoporosis.?® In addition, it may
help delay the onset of Alzheimer’s disease.®

A number of studies, however, have shown alink be-
tween HRT and breast cancer risk.2! One study indi-
cated that HRT combining estrogen and progestin (a
synthetic form of progesterone) may increase this risk
more than estrogen-only therapy.?? Another recent
study found that women who used estrogen replace-
ment therapy between the ages of 50 and 60 increased
their risk of breast cancer over time by 23 percent. For
womenwho used HRT combining estrogen and proges-

tin for ten years, the risk increased by 67 percent.?®

Other studies are mixed as to whether the short-term
use of estrogen replacement therapy (ERT) and HRT
in postmenopausal women reduces the risk of heart
disease. In 1995, the Postmenopausal Estrogen/Proges-
tin Interventions (PEPI) Trial found that both ERT and
HRT increased thelevel of HDL cholesteral, the “ good”
cholesterol .2 Additionally, the Nurses' Health Study
found that ERT and HRT reduced therisk of death from
heart disease and stroke.”®> However, results from the
Heart and Estrogen/Progestin Replacement Study
(HERS), published in August 1998, found that the use
of estrogen plus progestin in postmenopausal women
with heart disease did not prevent further heart attacks
or death from coronary disease.® Additionally, there
are other health risks associated with ERT, such as an
increased risk of endometrial or uterine cancer and an
increased risk of blood clots and gall bladder disease.

In fact, in April 2000, researchers involved with the
HERS trial announced that women who had been tak-
ing estrogen as part of the study wereat adightly higher
risk for heart attacks and strokes. However, officialsat
the National Heart, Lung, and Blood I nstitute (NHLBI)
at the National Institutes of Health (NIH) cautioned
that the results did not address the long-term benefits
and risks of HRT and should not influence current
medical practice.?’

An August 2000 study published in the New England
Journal of Medicine found that the use of estrogen
aone or estrogen plus progestin did not affect the pro-
gression of heart disease in women whose already had
the disease. The study suggests that “women should
not use estrogen replacement with an expectation of
cardiovascular benefit.” %

There are various non-hormonal strategies recom-
mended to many women by their doctorsasan alterna-
tive or as a supplement to HRT. Some of those strate-
gies include the consumption of soy products, which
are high in phytoestrogens; the use of herbs and vita-
min supplements to hel p balance mood and body tem-
perature; and the consumption of yogurt and/or cran-
berry juice to stabilize the urinary tract.?*® Exerciseis
aso known to be helpful for mood regulation and in-
creased bone strength.

Congressional Action
Committeereport language accompanying the Senate-
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passed FY 2001 Labor, Health and Human Services,
and Education appropriations bill (S. 2553) urged the
National Institute of Neurological Disordersand Stroke
(NINDS) at the National I nstitutes of Health to expand
research on possible connections between HRT and
stroke in women. The NINDS al so was encouraged to
study strategies to help women prevent and recover
from stroke.

Additionally, committee report language accompany-
ing the final FY 2001 Labor, Health and Human Ser-
vices, and Education spending bill (PL. 106-554) stated
that adequate funding was provided to allow the CDC
to expand its WISEWOMAN programs to not more
than 15 states.

Legidation

WISEWOM AN Expansion Act of 2000 (S. 2635/
H.R. 4606)— Sens. Bill Frist (R-TN) and Tom
Harkin (D-1A) and Reps. Rosa Del.auro (D-CT)
and Jim Leach (R-1A)

S. 2635/H.R. 4606 would expand the
WISEWOMAN program through the CDC. The
program would provide preventive health services
tolow-incomewomen for heart disease, osteoporo-
sis, and obesity. S. 2635 would authorize $15 mil-
lion in FY'2001, $20 million in FY 2002, and $25
millionin FY 2003. H.R. 4606 would authorize $20
million in FY 2001, $25 million in FY 2002, and
$30 millionin FY 2003. Both billswould limit ad-
ditional funding for the WISEWOMAN program
for a fiscal year, unless at least $158 million is
spent on the National Breast and Cervical Cancer
Early Detection Program in that fiscal year.
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Osteoporosis

ver the course of a lifetime, bone is constantly

being broken down and rebuilt in aprocess called
bone remodeling. Until around age 30, more bone is
created than is reabsorbed, and bone mass increases.
As people get older, the balance shifts and more bone
is broken down than is replaced. This happens to both
men and women, but because women have less bone
mass to start, the consequences for them tend to be
more severe. In addition, the declinein estrogen levels
at menopause causes bone to be lost at an accelerated
rate, up to 20 percent ayear in the five to seven years
after menopause.t

A leading cause of injury and disability among elderly
women, osteoporosisis characterized by athinning of
the bones which makes them brittle and prone to frac-
ture.

* Twenty-eight million Americans are at risk of os-
teoporosis due to low bone mass and eight million
women have osteoporosis.?

* Of those who have osteoporosis or are at risk to
contract it, 80 percent are women.®

* Onein two women aged 50 and over will have an
osteoporosis-related fracture in her lifetime.*

* By the age of 20, the average woman has acquired
98 percent of her skeletal mass.®

Osteoporosis causes 1.5 million fractures per year,
mostly of the wrist, spine, ribs, and hip. Fractures can
result from everyday activities such asbending to pick
up anewspaper or lifting abag of groceries. Spinefrac-
turescanlead to aloss of height, curvature of the spine,
and chronic back pain. The rate of hip fracturesistwo
to three times greater in women than in men, and a
woman'srisk of hip fractureis equal to her combined
risk of breast, uterine, and ovarian cancer. Caucasian
women aged 65 and older have twice as many frac-
tures as African-American women in the same age
group.®

According to the National Osteoporosis Foundation
(NOF), the direct medical costs resulting from os-
teoporosis total $14 billion per year and constitute 3
percent of all Medicare costs. Without greater preven-
tion efforts, the NOF warns, the cost of osteoporosis
could reach atotal of $62 billion by the year 2020.”

Osteoporosisisa“silent” disease; most women do not
know they are at risk until bone lossis quite advanced
and afracture occurs. Many women also are unaware
that osteoporosisis largely preventable and can often
be treated through a combination of lifestyle, dietary,
and medical approaches. Participating in regular
weight-bearing exercise such as walking or jogging,
and eating adiet highin calcium and vitamin D (which
hel psthe body absorb calcium) throughout life can help
prevent osteoporosi s, although some bonelosswill still
occur. In menopausal years, this may not be enough.®

New Therapies

Several technologies exist for measuring bone density,
which allow doctors to diagnose osteoporosis and de-
termine treatment strategies. |f osteoporosis is diag-
nosed, a number of treatments have been approved by
the Food and Drug Administration (FDA) for both the
prevention and treatment of osteoporosis. Such treat-
mentsinclude calcitonin, anaturally occurring hormone
that slows bonelossin women five years beyond meno-
pause; estrogen replacement therapy, which has been
found to reduce bone loss and increase bone density;
aendronate, adrug that has been shown to reduce bone
loss and increase bone density in postmenopausal
women; fosomax, a nonhormonal drug that prevents
boneloss; and raloxifene, a Selective Estrogen Recep-
tor Modulator (SERM) that acts like estrogen in the
bones and cardiovascular system but blocks estrogen’s
effectsin the breasts and uterus.®

Congressional Action

Despite the recent approval of new drugsfor the treat-
ment and prevention of osteoporosis, moreresearch is
needed to expand the range of treatment options avail-
able to patients. Federal funding for osteoporosis re-
search has more than doubled since 1991 from $60
million to roughly $140 million in 1999.

Congress established the Department of Defense (DoD)
Osteoporosisand Related Bone Disease Research Pro-
gram in 1994 with a $5 million earmark. In FY 2001,
Congress appropriated $6 million. The program is de-
signed to foster innovativeresearch on prevention, early
detection, and treatment of osteoporosis. In conjunc-
tion with the DoD program, a 1998 Institute of Medi-
cine report, Reducing Stress Fracture in Physically
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Active Military Women, found that 10-20 percent of
female recruits experienced a stress fracture during
basic training compared to 5-10 percent of the mae
recruits.®

In addition to funding through the National Institutes
of Health (NIH) and the DoD, in FY 2000, the Veter-
ans Administration (VA) was appropriated $13 million
to research osteoporosis. However, no money was ear-
marked for osteoporosisresearch at the VA in FY 2001.

Research directed at devel oping low-cost screening and
treatment options is particularly important. The rela-
tively high cost of bone mass measurement (ranging
from $50 to $350 depending on the test) may be an
obstacle to wider use. In an attempt to provide greater
accessto bone mass measurement, Congress mandated
Medicare coverage of thetest under the Balanced Bud-
get Act of 1997 (PL. 105-33). Under the law, Medi-
careisrequired to cover bone density testing every two
years for high-risk women.

Education

The NIH Osteoporosis and Related Bone Diseases
National Resource Center was established in 1994 with
a grant from the National Institute of Arthritis and
Musculoskeletal and Skin Diseases at the NIH. The
resource center was created to provide patients, health
professionals, and the public with access to resources
and information on metabolic bone diseases. The origi-
nal four-year grant was renewed in 1998 and extended
through the year 2003. In the next several years, the
resource center will seek to increase awareness, know!-
edge, and understanding of prevention, early detection,
and treatment of osteoporosis.

A recent study published in the Journal of Bone and
Joint Surgery highlights the need for increased educa-
tion for physiciansand patients about osteoporosis. The
study found that of 1,200 older women with fractured
wrists, only one-quarter of the women were screened
or treated for osteoporosis.!

In FY 1999, Congress earmarked $3 million through
the Public Health Service's Office on Women’sHealth
(PHS-OWH) for a National Bone Health Campaign.
The PHS-OWH is partnering with the NOF and the
Centers for Disease Control and Prevention to imple-
ment the campaign. The first component of that cam-
paign, expected to be launched in early 2001, will tar-
get adolescent girls. Statistics show that more than 70

percent of girls aged 6-18 do not meet national guide-
lines for calcium intake, greatly increasing their risk
for osteoporosis later in life.!2

L egislation

Osteoporosis Education and Prevention Act of
1999 (H.R. 2294)—Reps. Shelley Berkley (D-
NV) and Marge Roukem (R-NJ)

H.R. 2294 would amend the Older Americans Act
of 1965 to require agencies on aging to coordinate
education relating to osteoporosis prevention, di-
agnosis, and treatment and to cooperate with states
or localitiesthat haveimplemented such programs.

Public Health Osteoporosis Screening, Diagno-
sis, and Treatment Act of 1999 (H.R. 2471)—
Reps. Eddie Bernice Johnson (D-TX) and Sue
Kelly (R-NY)

H.R. 2471 would make osteoporosis screening a
required primary health service for federal health
centers, and would authorize the Secretary of
Health and Human Servicesto make grantsto states
and local governments for the establishment and
operation of programsfor screening, referrals, and
education.
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Reproductive Health

he magjority of Americans believe that unplanned

pregnancy is a serious problem. When compared
with other Western countries, the United Stateshasone
of the highest rates of unintended pregnancy. While
abortionisone of thiscountry’smost divisive political
issues, most peopl e al so agree that the number of abor-
tions should be reduced.

* Nearly 49 percent of all pregnanciesin the United
States are unplanned, including 8 in 10 pregnancies
among adolescent women.! Of the 39 million women
at risk of unplanned pregnancy, 9 out of 10 areusing
a contraceptive method. Forty-seven percent of un-
planned pregnancies occur among the three million
women who do not use contraception.?

» Half of all unplanned pregnancies in this country
end in abortion. Abortion rates are highest among
women under age 25, unmarried women, poor
women, and women of color. About 14,000 women
have abortions each year as a result of rape or in-
cest.’?

* A woman who wants only two children will need
to use contraception for at least 20 years of her life.*

Congressional Action

Congress cast 120 votes on reproductive rights issues
between 1995 and 1999.5 Although most votes cast
during this period sought to deny the use of govern-
ment fundsto pay for abortion, Congress also voted to
criminalize a specific method of abortion and, in the
House, to deny international family planning fundsto
organizations that use their own funds for abortion-
related services, to prohibit the transportation of ami-
nor across state linesto obtain an abortion, and to make
it afederal crimeto injure or kill an “unborn child.”

The 106" Congress adopted riders to the FY 2001 ap-
propriations bills that restricted access to abortion for
federal workers and their dependents, women in the
military and the Peace Corps, women in federal prison,
low-income women in the District of Columbia, dis-
abled women on Medicare, and low-income women
on Medicaid.

In 1997, Congress voted to revise the existing Hyde
amendment, which bars the use of federal Medicaid
fundsto pay for abortionsfor low-incomewomen. The

revised language seeks to make clear that the Hyde
restriction also applies to Medicaid recipients who
participate in managed care plans. The 105" Congress
aso wrote the Hyde amendment into permanent law
for thefirst time as part of the State Children’s Health
Insurance Program (P.L 105-33). In both cases, excep-
tions are made in cases of rape, incest, or life endan-
germent.

Since the 104" Congress, lawmakers have voted to
outlaw “partial-birth” abortions. The measure was ve-
toed by the President in 1996 and 1997 becauseit lacked
an exception to protect the health of the woman. Addi-
tionaly, on June 28, 2000, the U.S. Supreme Court
struck down a Nebraska law that was modeled after
the bills vetoed by President Clinton.

The 105" Congress successfully implemented contra-
ceptive coveragefor federal employees under the Fed-
eral Employees Health Benefits Program as part of the
FY 1999 Treasury, Postal Service, and General Gov-
ernment appropriationsbill (P.L. 105-277). The provi-
sion was renewed by the 106" Congressin the FY 2000
and FY 2001 Treasury-Postal Service spending bills
(PL. 106-58/PL. 106-554).

Additionally, Title X, the federal family planning pro-
gram, received a $24 million increase to $238.9 mil-
lion in FY2000. The program received $253.9 million
in FY2001.

Since 1973, more than 1,000 bills dealing with repro-
ductive choice have beenintroduced in Congress.® For
alisting of selected hillsintroduced in the 106th Con-
gress, see Appendix Il.
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Sexually Transmitted Diseases

hiletheratesof infection for some sexually trans-

mitted diseases (STDs) have dramatically de-
clinedin recent years, other diseases continueto spread
unabated.

* An estimated 15 million new STD infections oc-
cur each year, with about one quarter of new infec-
tions occurring in teens.

* A teenage woman with asingle exposure to an in-
fected partner hasa 1 percent risk of contracting HIV,
a 30 percent risk of acquiring genital herpes, and a
50 percent risk of contracting gonorrhea.?

* The highest rates of both chlamydia and gonor-
rheain women areamong adoles-
centsaged 15-19.3

In addition, racial and ethnic minorities are dispropor-
tionately affected by STDs. For some STDs, the re-
ported rate can be as much as 40 times higher for Afri-
can Americans than for Caucasians.’® In 1999, Afri-
can-American and Hispanic women accounted for 77
percent of reported AlIDS cases, whilerepresenting less
than one-fourth of U.S. women.®t Additionally, Afri-
can Americans represented 77 percent of al reported
gonorrhea cases in 1999.%

Syphilis

The incidence of syphilis declined 88 percent from
1990 to 1999 to its lowest level since reporting began
in 1941. Syphilis is concentrated
primarily in nine statesin the South,

¢ \Women with STDshave athree-
tofive-foldincreased risk of con-
tracting HIV/AIDS (see HIV/
AIDSResearch, p. 23, HIV/AIDS
Prevention, p. 47).4

e The annual direct medical costs
of STD treatment are estimated
to total at least $8.4 hillion.®

The long-term effects of STDs fall

A teenage woman with a
single exposure to an
infected partner hasa 1
percent risk of contracting
HIV, a 30 percent risk of
acquiring genital herpes,
and a 50 percent risk of
contracting gonorrhea.

with 25 counties accounting for 50
percent of al primary and second-
ary syphilis casesin 1999. Syphilis
rates for African Americans were
30.4 percent higher than theratere-
ported for Caucasians but till rep-
resented a decline from the ratio of
56in 1995. High syphilisrateshave
been associated with poverty and
lack of access to adequate health

disproportionately on women and
infants. If untreated, 20-40 percent
of women infected with chlamydia and 10-40 percent
of women infected with gonorrheawill develop pelvic
inflammatory disease (PID). Among those women who
develop PID, 20 percent will become infertile, 9 per-
cent will have a potentially fatal ectopic pregnancy,
and 18 percent will experience chronic pelvic pain.’
Women infected with some types of human
papillomavirus (HPV) will develop cervical cancer (see
Cervical Cancer/HPV, p. 16).

Untreated syphilis during pregnancy results in infant
deaths in up to 40 percent of cases.” In a pregnant
woman, gonorrhea can result in premature delivery,
spontaneous abortion, blindness, joint infection, or a
life-threatening blood infection in the baby.® Infants
born to women infected with chlamydia may suffer
from neonatal ophthalmiaand pneumonia, and infants
born to women with HPV can have recurrent respira-
tory papillomatosis.®

care.®® Individuals with syphilis
have a two- to five-fold increased
risk of contracting HIV infection: the areas of the
United States with the highest rates of syphilis are the
same areas with the highest rates of HIV/AIDS in
women.*

Chlamydia

Since 1994, chlamydial infections have represented the
largest proportion of STDs reported to the Centersfor
Disease Control and Prevention (CDC). Women with
chlamydia infections often do not have any notice-
able symptoms; chlamydia can cause pelvic inflam-
matory disease—a major cause of infertility—ectopic
pregnancy, and chronic pelvic pain. In addition, chlamy-
dia infection increases the risk of HIV infection.’®

Gonorrhea

Like chlamydial infection, gonorrheais a major cause
of PID. After a 72 percent reduction in the rate of re-
ported cases of gonorrheafrom 1975 to 1997, the CDC
reported the second consecutive year of increased gon-
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orrhearatesin 1999. While some of theincrease could
be explained by expanded and improved screening, the
increase al so reflected ahigher rate of new infections.
Rates were highest in adolescents aged 15-19.16

Genital Herpes

Over the last two decades, the number of Americans
infected with genital herpes hasincreased 30 percent.
Herpes simplex virus (HSV) causes herpes;, HSV-type
2 (HSV-2) usualy affects the genital areaand is more
common in women than men. Women can experience
painful genital lesionsandincreased risk for HIV trans-
mission and infection. If infected during pregnancy,
their infants can acquire potentially fatal neonatal in-
fections. As is the case with many STDs, African
Americans are disproportionately affected; however,
the rate of new infections is increasing most among
young Caucasian teens.'”

Prevention and Screening

Because many infections have no noticeabl e symptoms
and because there is such a stigma attached to STDs,
most Americans underestimate their risk and often
forgo testing.®® Approximately 70 percent of women
with chlamydial infections and 50 percent with gono-
coccal infections experience no symptoms, and are di-
agnosed primarily through screening programs. Infact,
many STDs can be effectively treated with antibiot-
ics.k®

A 1997 Institute of Medicine report concluded that an
effective national STD prevention system does not
exist. The report recommended the development of a
national STD prevention system, employing four ma-
jor strategies at the national, state, and local levels.
» addressing barriersto the adoption of healthy sexual
behaviors,
» developing expanded investment, leadership, and
information systems for STD prevention;
* establishing innovative STD-related services for
adolescents and underserved populations; and
« providing high quality, accessible clinical services
for STDs.®

Sincethereport, acollaborative effort led by the CDC
has been launched to improve national STD preven-
tion and treatment efforts, with a particular focus on
eliminating syphilis from the United States.?*

The geographic concentration and low rate of infec-

tion led to the development of the National Plan to
Eliminate Syphilis from the United States, announced
by U.S. Surgeon General David Satcher in October
1999. The syphiliselimination planincludesfive strat-
egies:

* strengthen community involvement and partner-

ships;

« ingtitute rapid outbreak response;

* enhance surveillance;

« expand clinical and laboratory services; and

« enhance health promation.?

Begun in 1988 as a demonstration project, the CDC'’s
chlamydia screening and preval ence monitoring effort
has been steadily expanded. In locations where large
screening programs have been in place for a number
of years, their effectiveness has been demonstrated
clearly. From 1988 to 1999, the screening programsin
Pacific Northwest family planning clinicsresultedin a
declinein chlamydiarates of 62 percent among women
aged 15-44.2% Publicly funded family planning clinics
have become an important resourcein STD screening.
Sixty-four percent of Title X clinics routinely screen
for chlamydia, while 54 percent routinely screen for
gonorrhea.?*

Despite the effectiveness of such interventions, the
chlamydia screening program continues on a limited
basisin most states. In addition, most men with chlamy-
diaare not diagnosed and treated, sincethese programs
have served only women. However, the expanded avail-
ability of a more sensitive urine test is resulting in
greater testing rates among men. The CDC also ex-
pects that the inclusion of chlamydia screening as a
Health Plan Employer Data and Information Set
(HEDI'S) 2000 measure, used by managed care plans,
will expand screening efforts for women covered by
those plans.®

In the late 1970s a large-scale screening program for
gonorrheain women was implemented, which led to a
steady decrease in gonorrhearatesfor women and men
during the 1980s and early 1990s. However, the gon-
orrhearate for women remained steady between 1998
and 1999, while the rate for men increased by 2.5 per-
cent.?®

The National Institute of Allergy and Infectious Dis-
eases at the Nationa Institutes of Health (NIH) an-
nounced in 1999 the development of a behavioral in-
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tervention that was effective in reducing new cases of
chlamydiaand gonorrheaamong African-American and
M exican-American women who were being treated for
an STD in San Antonio, Texas. About half the partici-
pantsreceived in-depth group counseling to commit to
behavior change and to learn the skills necessary to do
s0, including negotiating safer sex practices. The other
women received standard individual counseling, usu-
ally for aone-time 15-minute session. Thewomen who
were part of the intervention had a 34 percent lower
rate of chlamydia or gonorrhea than the control group
at six months; a 49 percent lower rate between 6 and
12 months, and a 38 percent lower rate during the en-
tire study.?

Whilethereisno curefor genital herpes, scientistsre-
cently announced the devel opment of avaccineto help
prevent the infection in some women. According to
scientists in Belgium, the vaccine was about 73 per-
cent effective in preventing genital herpes sores in
women who never had either form of the virus. It did
nothing to protect men or women who aready were
infected with HSV-1. Thelead investigator who tested
the vaccine suggested that the vaccine would be most
effective for adolescent girls and could indicate that
gender-specific differenceswill befound in other STD
vaccines.?®

A heightened effort al so has been underway to increase
research on the development of gels, foams, creams,
or films, known as topical microbicides, that women
could apply intravaginally before sex to prevent STD
transmission.?® As a woman-controlled method,
microbicides would fill agap in prevention strategies.
The NIH fundstopical microbicide research; however,
many advocates believe the funding should be ex-
panded.® Legidation (H.R. 3891) has been introduced
to expand resources committed to microbicideresearch
(see HIV/AIDS Prevention, p. 47).

Congressional Action

Thefinal FY 2001 Labor, Health and Human Services,
and Education appropriations bill (PL. 106-554) in-
cluded a $26 million increase to $148.26 million for
STD prevention and control activitiesat the CDC. Ac-
cording to the final conference report, a$6 millionin-
crease was provided for chlamydia screening, and a
$14.93 million increase was provided for syphilis pre-
vention.

The Senate committee report included language direct-
ing the CDC to use half of the increased funding pro-
vided in the bill to implement the National Plan to
Eliminate Syphilis. It further directed the agency to
expand chlamydiascreening and servicesand toimple-
ment pilot projects to begin screening and treatment
for men. The Senate committee also urged that the rest
of the increase be used for infertility prevention pro-
grams.

The House committee report included language urg-
ing the CDC to expand its efforts to educate providers
and the public about human papillomavirus.

Both billsincluded report language rel ated to microbi-
cide research (see HIV/AIDS Research, p. 23). The
final bill concurred with the Senate language urging
the establishment of afive-year implementation plan
for microbicide research at the NIH.
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Smoking

obacco use is a public health threat to al Ameri-

cans, but women may be at greatest risk. Smok-
ing-related illnesses and deaths among women continue
to rise, and because of gender differences in reaction
to nicotine, it may actually be more difficult for women
to quit smoking than for men.* In addition, much to-
bacco industry marketing has targeted women and, in-
creasingly, girls.

Tobacco useisthe leading preventable cause of death
among women in the United States, accounting for
morethan 140,000 deaths per year.? Lung cancer mor-
tality rates for women who smoke are 13 times higher
than for women who have never smoked.® Approxi-
mately 22 million adult women smoke.* According to
the National Center for Health Statistics, 22.1 percent
of women aged 18 and over smoked cigarettesin 1998.5

The linkage between smoking, heart disease, and can-
cer appliesto both women and men, but there are other
health risks from smoking that are unique to women.
Theseinclude increased risks of cervical cancer, infer-
tility, and osteoporosis.® A recent study determined that
women smokerswere diagnosed with lung cancer, cer-
vical cancer, cardiovascular diseases, mouth diseases,
and infertility at higher rates than women nonsmok-
ers.’

Maternal smoking also has been associated with mul-
tiple health problems in infants and children, includ-
ing low birthweight, mental retardation, respiratory
problems, and Sudden Infant Death Syndrome. In 1996,
400,000 women reported smoking during pregnancy,
adecline of 26 percent from 1990. The highest rates of
smoking during pregnancy were reported by teens aged
15-19 (17.2 percent).®

Most alarming to health experts is the sharp rise in
smoking among teenage girls. It is estimated that each
day, another 1,500 girls under the age of 18 will smoke
their first cigarette.® The younger the individual when
she starts smoking, the morelikely it isthat shewill be
along-term smoker. Currently, 1.5 million adolescent
girlssmoke cigarettes.’® Throughout the 1980s, smok-
ing increased among girlsunder the age of 18, with the
current rate equal to that of boys in the same age
group.® The smoking rateis higher among Caucasian
and Native American girls and lowest among African-

American and Asian American girls. A recent study
found that 15.6 percent of high school girlsin grades
9-12 were frequent smokers.*?

Socioeconomic factors and educational goals seem to
berelated to smoking among girls.®® Adolescentsfrom
low-income homes, particularly those headed by single
parents, are more likely to begin smoking.

Media images publicized by the tobacco industry are
thought to have a subtle yet pervasive effect on
women’'sand girls' attitudestoward smoking. Tobacco
advertising and promotion have specifically targeted
women with appeal sto beauty, glamour, independence,
defiance, and weight control. This has been true
throughout the 20" century and into the 21 century.

Asearly as 1920, acigarette company urged women to
reach for one of their cigarettes “rather than a sweet”
initsadvertisements. Inthe 1960s and 1970s, at atime
when women’s political power was beginning to grow,
tobacco ads featured women suffragists lighting up
cigarettes. Currently, many cigarettes specifically
geared toward women are marketed under names such
as“dim” and “lite.”** Additionally, according to ato-
bacco company’sinternal memo, in the early 1990s, a
new cigarette was launched and was marketed toward
females aged 18-24 who have “no education, watch
soap operas and attend tractor pulls.” At a subsequent
meeting of the Interagency Committee on Smoking and
Health chaired by the U.S. Surgeon General, this mar-
keting plan was called a “deliberate focus on young
women of low socioeconomic status who are at high
risk of pregnancy.”®

According to a recent study, the tobacco industry has
increased its media advertisements in an effort to re-
cruit new customers, mainly teenagers.’® Inlate 1999,
Philip Morrislaunched a new $40 million “Find Your
Voice” advertising campaign aimed specifically at mi-
nority women.” As a result, the National Coalition
FOR Women AGAINST Tobacco launched a counter
campaign, “Our Voices are Loud and Clear Without
Tobacco.” The campaign designs stickersfor individu-
as to place across cigarette ads in magazines. Indi-
viduals can return the magazines to the publisher or to
the tobacco company.8
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Policymakers have taken arange of actionsto halt the
growth in smoking and limit its devastating impact on
public health.

In 1999, the Centers for Disease Control and Preven-
tion (CDC) launched the National Tobacco Control
Program, which distributed $59 million in FY 2000 for
comprehensivetobacco control effortsaround the coun-
try. The CDC recommends four program goals: pre-
vention of tobacco use in adolescents, promotion of
cessation among adults and adol escent smokers, elimi-
nation of exposure to second-hand smoke, and identi-
fication and elimination of health disparities.’®

In FY 2000, the National Institutes of Health (NIH)
spent $392.5 million in smoking and health research
and $529 million on tobacco research. The NIH ises-
timated to spend $414.23 million on smoking research
in FY 2001 and $557.8 million on tobacco research in
FY2001.°

Legidation

Medicare, Medicaid, and MCH Smoking Ces-
sation Promotion Act of 2000 (H.R. 5208)—
Reps. Diana DeGette (D-CO) and Connie
Morella

H.R. 5208 would provide for coverage of smok-
ing cessation programs under Medicare, Medic-
aid, and the Maternal and Child Health Block
Grant.

Congressional Action

TheFood and Drug Administration (FDA) issued regu-
lationsin August 1996 aimed at reducing easy access
to tobacco by children. The regulations included re-
guirements of age verification for over-the-counter
sales, prohibitions on free sample cigarette distribu-
tion, and several restrictions on the format and place-
ment of cigarette advertising that might be seen by
children.2 While Congress appropriated funding to the
FDA for thisprogram, in early 2000, the U.S. Supreme
Court ruled that the FDA did not havethelegal author-
ity to regulate tobacco. Therefore, no money was ap-
propriated for the FDA programin FY 2001. However,
there has been discussion in Congress that action may
be forthcoming to approve legidation providing such
authority to the FDA.
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Veteran Women’s Health

Women represent the fastest-growing group of new
veterans, atrend that is expected to escalate as
the presence of women in the military increases. Ac-
cording to the Department of Veterans Affairs (VA),
there are more than 1.2 million women veterans, mak-
ing up approximately 4.8 percent of the veteran popu-
lation. In addition, women currently represent roughly
15 percent of active duty military personnel. By the
year 2010, women will constitute 10 percent of all vet-
erans.’

With this growth has come increased attention to the
unique health care needs of women veterans. The VA
has long been criticized for its treatment of women
veterans, particularly initsresponseto their health care
needs. In 1982, the General Accounting Office (GAO)
reported that VA facilitieswere not meeting the health
care needs of women veterans.2 Many women veter-
ansdid not even know they were eligiblefor VA medi-
cal services. In addition, the GAO found that many VA
medical centers did not provide basic gynecological
care like breast exams and Pap tests. The lack of pri-
vacy for women veterans also ranked as a major con-
cern, with many hospitalslacking privatetoilet and bath
facilities for women.

A decade later, the GAO conducted a second assess-
ment, concluding that although progress had been
made, a number of problems remained. Two problems
identified by the GAQ in its 1992 report were the spo-
radic availability of gender-specific cancer screening
services for women at VA medical facilities and the
failure to adequately monitor in-house mammography
programs.® These findings were particularly trouble-
somein light of a1985 VA survey that found that the
lifetime prevalence of cancer in women veterans was
nearly twice that of the general adult female popula-
tion, atrend that has held constant over the past de-
cade.

The mental health needs of women veterans also have
been long overlooked. In fact, until recently, women
were not considered to be at risk for post-traumatic
stress disorder becausethey were not involved in com-
bat. This misconception has been refuted by severa
studies of Vietnam-erawomen, which documented se-
rious mental health problems related to their wartime
experiences.® Expertsalso believe the Persian Gulf War

experience may have presented some unique mental
health issuesfor women. It wasthefirst timein history
that women with small children were deployed for war-
time service.

Despite the passage of a1992 law aimed at improving
health care services for women veterans, problemsin
VA medical facilities were still reported. Specifically,
women veterans reported a lack of patient privacy, a
shortage of gynecologiststhat caused long waiting lists,
a failure to provide routine cancer and osteoporosis
screening, undertrained staff who wereinsensitiveand
inattentive to women’s health needs, and limited out-
reach to women. In 1993, the VA Inspector General
surveyed medical centersto determine how effectively
they were meeting the needs of women veteransand to
evaluate the scope of gender-specific services. Only
one in eight of the hedlth care facilities evaluated by
the Inspector General met the VA’'s definition of com-
prehensive services for women veterans.® A separate
survey of all VA medical facilities found that nearly
half of the sites (75 of 166) had no women’s health
clinic of any type.”

Morerecently, the VA Advisory Committee on WWomen
Veterans issued a 1998 report with 42 recommenda-
tionsdealing with arange of issues, including outreach,
health care, benefits entitlement, homeless veterans,
and Women Veteran Coordinators.®

Although the VA has attempted to respond to women
veterans' needs with women’s clinics and other gen-
der-specific services at each VA facility, it is currently
considering whether to continue these services.®

Congressional Action

Congress attempted to address some of theseissuesin
1992 with the passage of the Veterans Health Care Act
(PL. 102-585). In response to the increasing number
of servicewomen reporting widespread sexual assault
and harassment in the military, the bill authorized coun-
seling servicesfor women veteranswho were sexually
assaulted during active duty. The bill also authorized
the VA to provide general reproductive health care,
including Pap tests, breast exams, and mammography.

An ambitious effort to provide a broad package of pri-
mary and preventive health care services for women
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veterans died in the fina days of the 103 Congress
after House and Senate conferees failed to resolve an
abortion dispute. In the end, the only provisionsto be-
comelaw narrowly expanded counseling and treatment
services for sexual trauma and required the VA to in-
clude women and minorities in clinical research and
testing where possible.

During the 104" Congress, however, legisation was
passed that required the VA to take three actions to
improve the health of women veterans. First, the VA
must implement mammography standards consistent
with the Mammography Quality Standards Act of 1992
(PL. 102-539) by accrediting and inspecting VA fa
cilitiesthat perform mammographies. Second, each VA
medical facility must be surveyed to identify deficien-
ciesrelating to the personal privacy of women patients
and to develop plans to correct those deficiencies. Fi-
nally, the Center for Women Veterans must assess the
use of VA health services by women veterans (includ-
ing counseling for sexual trauma and mental health
services) and identify barriers faced by women veter-
ans seeking health services.

The 105" Congress reauthorized the sexual trauma
counseling program through the year 2001 and made
several minor changes to the program. According to
the VA, in 1999, 50 percent of all women assaulted in
the military developed signs of post-traumatic stress
disorder, and 60 percent of all women in the military
have experienced at least one instance of sexua ha-
rassment or assault while on active duty.X

Despite Congress' commitment to continuing the
sexual trauma counseling programs, women veterans
and their advocates pressed the 106" Congressto make
the program permanent. Additionally, women veter-
ans sought to change the requirementsfor program eli-
gibility. Under current law, women who are sexually
assaulted or harassed while on active duty are eligible
to receive counseling services; however, women serv-
ing in the Reserves or National Guard are not eligible
for counseling if the incident occurs while they are on
“active duty for training.” While the House Veterans
Affairs Subcommittee on Oversight and I nvestigations
held a hearing on women veterans, there was no con-
gressional effort to make the sexual trauma counseling
program permanent.

The 106" Congress enacted legislation (PL. 106-413)
to makewomen veteranseligible for aspecial monthly
compensation award for the service-connected loss of
one or both breasts, including aloss due to amodified
mastectomy. The language is similar to a bill (H.R.
3998) sponsored by Rep. Lane Evans.

Legidation

Veterans Sexual Trauma Treatment Act (H.R.
1799/S. 1579)—Rep. LuisGutierrez (D-IL) and
Sen. Olympia Snowe (R-ME)

H.R. 1799/S. 1579 would make the VA sexual
trauma counseling program apermanent program.
The bill also would expand the program to pro-
vide treatment to women veterans seeking coun-
seling services and would make all women veter-
ans eligible for the program regardless of their
military status or duty. The bill would require the
VA to provide outreach to promote the program,
aswell as report to Congress on the implementa-
tion of the program.
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Women’s Health Offices

he first office on women’s health was established

at the Nationa Institutes of Health (NIH) in 1990.
The Public Health Service (PHS) established an Of-
fice on Women's Health (OWH) the next year.

Today, each of the agenciesthat make up the PHS have
either established an office on women’s health, desig-
nated a women'’s health coordinator, or designated a
women’s health liaison. In addition to the NIH and the
PHS, offices on women's health currently exist within
the Centersfor Disease Control and Prevention (CDC),
the Food and Drug Administration (FDA), and the
Substance Abuse and Mental Health Services Admin-
istration (SAMHSA). The Agency for Healthcare Re-
search and Quality (AHRQ) and the Health Resources
and Services Administration (HRSA) have women's
health coordinators. The Indian Health Service and the
Health Care Financing Administration have designated
women's health liaisons. The only offices established
by statute, however, are those at the NIH and
SAMHSA !

Women'’s Health Offices
CDC-OWH: The CDC Office of Women’s Health
worksto ensurethat women's health needs arereflected
inthe agency’swork and wasfunded at $1.3 millionin
FY2000.2 Priority issues include violence and injury,
sexually transmitted diseases, including HIV/AIDS,
tobacco use, older women’shealth, reproductive health,
and breast and cervical cancer.® The office also devel-
oped and distributed state-specific information on risk
and prevention of cardiovascular diseases, violence
against women, and sexually transmitted diseases.*

FDA-OWH: The FDA Office of Women's Health
worksto ensurethat the FDA isresponsiveto the needs
of womeninitsregulatory and oversight functionsand
was funded at $1.7 million in FY2000.° The Office
also “promotesan integrative and interactive approach”
to women'’s health issues within the FDA and works
with partners outside the agency to further its objec-
tives. The Office spearheaded “Women's Heal th: Take
Timeto Care,” athree-year public awareness campaign
about the safe use of medicines; the FDA-OWH and
its partners distributed six million copies of the bro-
chure, “My Medicines.”®

NIH-ORWH: The NIH Office of Research on
Women’s Health works both within the NIH and
throughout the scientific community to accomplishiits
mandateto “ strengthen, devel op, and increase research
into diseases, disorders, and conditions that affect
women, determine gapsin knowledge about such con-
ditions and diseases, and establish a research agenda
for the NIH for the future directionsin women’s health
research; ensure that women are included as partici-
pants in NIH-supported research; and develop oppor-
tunities and support for recruitment, retention, reentry,
and advancement of women in biomedical careers.”’
The office was funded at $20.4 million in FY2000.2

The NIH-ORWH held a series of four meetings across
the country in 1997 and 1998 to update the women's
health research agenda at the NIH; this effort culmi-
nated in a 1999 report, “Agenda for Research on
Women's Health for the 21st Century.”® In FY 2000,
the NIH-ORWH established the Building Interdisci-
plinary Research Careersin Women's Health program,
which trains researchers studying women'’s health.®

PHS-OWH: Through its collaborations with private
organizations and public agencies, the PHS-OWH co-
ordinateswomen's health initiatives across the federal
agencies and within HHS. Some of its partnerships
include: the PHS Coordinating Committee on Women's
Headlth, the Collaborative Group on Women and HIV/
AIDS, the Federal Interagency Working Group on
Women’'s Health and the Environment, and the National
Advisory Council on Violence Against Women. The
PHS-OWH also created and maintains the National
Women's Health Information Center, the gateway to
information from the federal government on women’s
health (1-800-994-woman or www.4woman.gov).
The office was funded at $15 million in FY 2000.*2

SAMHSA-OWH: The SAMHSA Associate Admin-
istrator for Women’s Services |eads the Women, Chil-
dren, and Families Team (WCF) for the agency, which
was funded at $500,000 in FY2000.** The WCF pro-
vides leadership in developing and implementing the
agency’splansin regard to women’s priorities, includ-
ing early intervention and treatment for women with
addictive and mental health disorders, violence against
women, HIV/AIDS and other STDs, and community-
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based integrated services for children and families af-
fected by substance abuse and mental illness.** Addi-
tionally, the WCF developed training for gender-spe-
cific substance abuse and mental health prevention and
treatment programs.?®

Women’'s Health Coordinators

AHRQ: The Agency’s focus on the quality and out-
comes of health care services is reflected in the
women'’s health programs priorities. These include
development of research examining male-female dif-
ferencesin the aggressiveness of treatment for women
with cardiovascular disease, assessing the impact of
race and age on access to treatments for breast cancer,
and evaluating the costs and effectiveness of health
careinterventionsfor victims of domestic violence and
sexual assault. AHRQ also reviews new screening tech-
nologies for cervical cancer and other preventive care
services.’* AHRQ'swomen'’s health programislegis-
latively established under the Office of Priority Popu-
lations Research and was funded at $315,000 in
FY 2000.Y

HRSA: In keeping with its mission to expand primary
and preventive health care services to underserved
populations, the HRSA Senior Advisor for Women's
Health works to ensure that the agency’s programs
adequately servewomen and girls, particularly women
of color. Some of the agency’sprioritiesinclude health
education and training projects to improve the deliv-
ery of “culturally competent” quality health services
to women; community-based health services, such as
Girl Power!, aprogram targeted to girls aged 9-14; the
promation of disease prevention and healthy living
through the assistance of the Maternal and Child Health
Services Block Grants; and expanded accessto prena-
tal care and other preventive health care through its
Health Centers Program.*® In FY 2000, $354,000 was
allocated to address women's health at HRSA under
the Senior Advisor.®®

L egidation

Women’sHealth Office Act of 2000 (H.R. 4483/
S. 2675)—Reps. Connie Morélla (R-MD) and
Carolyn Maloney (D-NY) and Sens. Olympia
Snowe (R-ME) and Barbara Mikulski (D-M D)

H.R. 4483/S. 2675 would provide statutory autho-
rization for women’s health offices at the CDC,
FDA, HRSA, AHRQ, and HHS.
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