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Objectives. This study describes
the prevalence and predictors of
human immunodeficiency virus
(HIV) risk behaviors among women
living in low-income, inner-city hous-
ing developments.

Methods. Anonymous question-
naires were administered to 671
women living in 10 inner-city, low-
income housing developments in five
US cities to determine their levels of
HIV risk behavior and predlctors of
HIV risk practices.

- Results. Approximately one third
of women were at high risk for HIV.
because of the risk behavior of their
sexual partners. HIV risk was highest
among women who accurately per-
ceived themselves to be at increased
HIV risk, held strong beliefs about
barriers to condom use, and reported
weak behavioral intentions to reduce

- risk. Women at higher risk were also
younger and reported higher rates of
alcohol and substance use.

Conclusions. HIV prevention ef-
forts are needed for inner-city
women. Interventions should focus
on overcoming women’s barriers to
condom use, strengthening their in-
tentions to change behaviors, and
managing the risk related to their use
of substances. (Am J Public Health.
1996;86:1123-1128)
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Introduction

Human immunodeficiency virus/
acquired immunodeficiency syndrome
(HIV/AIDS) is now the fourth leading
cause of death among adult American
women under the age of 45.! As with the
historical pattern of HIV infection among
men, risk for the discase is not equally
distributed across the entire population of
women but is disproportionately high
among impoverished minority women in
our inner cities. Approximately 77% of
female AIDS cases diagnosed in - the
United States in 1994 occurred. among
African-American and Hispanic women,
although African-American and Hispanic
women make up only 21% of all US
women.2 The epidemiology of HIV infec-
tions among women is also changing, with
heterosexual transmission rather than a
woman’s own injection drug usc now
accounting for the majority of new infec-
tions.> Recent sentinel scroprevalence
studies show increasing levels of HIV
infection among inner-city women scen in
sexually transmitted discase clinics, repro-
ductive health clinics, and urban primary
health care programs.*>

A large number of studies have
identified the prevalence of HIV sexual
risk behaviors among gay or bisexual men
and have examined factors predictive of
gay men’s risk -behavior. Across studies
with various samples, such factors as age,
perceived self-efficacy - of behavioral
change, intentions to practice safer sex,
perceived norms among peers and sexual
partners concerning condom use, sexual
negotiation or assertiveness skills, and use
of alcohol or recreational drugs in associa-
tion with sexual activity-have emerged as

salient predictors of gay men’s sexual risk
behavior.-12

Much less is known about the preva-
lence and nature of such risk behavior and
predictive - factors among inncr-city
women.!? Jemmott and Jemmott!* have
found that normative beliefs concerning
condom use are salient influences on
minority women's intentions to usc con-
doms, while Nyamathi and her collecagues
have reported an active coping style, high
self-csteem, and less drug use as determi-
nants of low levels of HIV risk behavior
among homeless and drug-addicted minor-
ity women. 1346 Sexual communication skills
between partners and enjoyment of con-
dom usc have been shown to influence

- condom use among scxually active urban

women.!” A number of writers have also
noted that social and cultural factors such
as patterns of traditional sex role socializa-
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tion, lack of power in dyadic sexual
relationships, social and economic depen-
dence on a male relationship partner,
male resistance to condom use, and life
chaos associated with impoverishment all
constitute barriers to a woman'’s ability to
take protective steps against sexually
transmitted HIV infection.'®® [n addi-
tion, and in contrast to patterns observed
among men in which sexual HIV risk is
often conferred through having very large
numbers of different partners, women
may be more often at risk because of their
main partner’s extrarelationship sexual or
drug use activity.

The purpose of the present study was
to characterize the nature and prevalence
of HIV risk characteristics in a large
sample of low-income adult women living
in inner-city housing developments. In
contrast to previous research, which has
often relied on small convenience samples
drawn from a single city, the present
research surveyed low-income women in
five American cities. Within the popula-
tion of low-income women, considerable
variability in levels of HIV risk was
expected, with some women at very high
risk and others at little or no risk.
Consequently, a second purpose of the
research was to determine the extent to
which social and psychological character-
istics such as HIV risk knowledge, sub-
stance use patterns, perceived HIV risk,
intentions to change bechavior, percep-
tions of safer sex norms, and beliefs about
condoms predicted HIV risk behavior in
community samples of low-income women.

Methods

Setting and Participants

This rescarch was conducted in spring
1994 in 10 inncr-city, low-income housing
developments in Milwaukee, Wis; Roa-
noke, Va; Cleveland, Ohio; Rochester,
NY; and Tacoma, Wash. These citics
were sclected because, based on local
HIV scroprevalence studics, they arc
typical of middle-sized citics in the United
States that are now cncountering an
increcase in HIV infections among impov-
crished women. Housing devclopments
were sclected primarily because they had
female heads of houschold, were of
moderate size with relatively stable tenant
populations, and were located in disadvan-
taged arcas of the city. Two matched
housing developments were iderified in
each of the five citics. Each development
had 65 to 150 housecholds, and all were
located in central urban arcas with high
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rates of poverty, sexually transmitted
disease, and drug use,

Data were collected from 671 women
in the 10 developments (range: 89 to 207
women per city). All women over the age
of 18 in each development were ap-
proached by female research staff and
asked to participate in the study. Basedon
the housing management’s census from
each development, approximately 80% of
all adult women living in each develop-

" ment completed the survey. The demo-

graphic characteristics (age, race, number
of children, income, and educational
level) of the respondents were compa-
rable to those of all adult female residents
in each of the housing developments. For
cbmpleting the assessment, women were
compensated $15, part of which was
intended to cover the cost of child care.

Assessment Measure

Women completed the assessment in
small groups that met in community
rooms within each housing development.
Because interview data collection meth-
ods may promote inaccurate reports of
sexual or drug use bchaviors owing to
social desirability,?! each woman anony-
mously recorded her responses on a
printed survey questionnaire. To cnsure
that women with low reading levels
understood assessment measures and to
provide an opportunity to explain cach
question in more detail if necessary,
research staff used an overhead projector
to display a facsimile of the questionnairc
and read aloud each item while partici-
pants privately marked responses on their
own form. Content of the questionnaire
was adapted from previous research on
factors related to HIV risk.”22 The
survey measure was pilot tested with 100
women from other housing developments

to ensure that questions were clear and .-

easily understood and to establish psycho-
metric indices of multi-item scales. The
measure, which took approximately 30
minutes to complete, assessed the follow-
ing variables:

Demographic characteristics. Women
indicated their age, race/ethnicity, educa-
tion, income, number of children, history
of HIV testing and treatment for sexually
transmitted diseases, and current relation-
ship status.

HIV risk behavior knowledge scale.
Practical understanding of AIDS risk
behavior and risk reduction steps was
assessed using a 12-item true—false scale.
Sample items included the following state-
ments: “Latex is the best material a
condom can be made of for protection

against the AIDS virus” and “Most
people who carry the AIDS virus look and
feel healthy.” This scale demonstrated
adequate internal consistency (Cron-
bach’s alpha = .74).

Sexual and substance use behavior.
Women were instructed to think about
their sexual behavior during the past 2
months. They were then asked to report
the number of their male sexual partners,
the total number of times they had
intercourse, and the number of times they
used condoms during intercourse over
this specified time period. This format has
been extensively tested, and the “past 2
months” time frame was used because it
elicits reliable reports of sexual behav-
ior. Women described their sexual behav-
ior with both their regular sexual partner
and any other sexual partners. Regular
partners were defined as a man with
whom the respondent had a current or
long-term relationship; other partners
were defined as any other man with whom
the respondent had sex within the past 2
months. Additionally, each woman indi-
cated the number of days in the past 2
months when she used alcohol, mari-
juana, cocaine or crack, and injection
drugs.

Risk level of male sexual partners.
‘Women may be at risk for HIV infection if
they have multiple sexual partners or if
they have an exclusive sexual relationship
with a man who cither injects drugs or has
unprotected sex with other people. There-
fore, participants completed items asscss-
ing the HIV risk behavior of their regular
partner and any other sexual partner.
Using 4-point Likert ratings (from
1 = “surc he did not” to 4 = “surc he
did’’), women were asked to rate how sure
they were that their regular and other
sexual partners had ever injected an
illegal drug or had sex with anyonc elsc in
the past ycar.

Personal risk estimation. Basced on her
behavior over the past 2 months, the
respondent was asked to indicatec her
perceived risk for getting the AIDS virus.
Responscs to this question ranged from
I'= “norisk at ali” to 5 = “a lot of risk.”
The time frame for risk sclf-estimation
was the same as for sexual behavior
self-reports to permit comparison of risk
behavior with risk estimation over the
same period. In addition to its face
validity, this measure has exhibited predic-
tive validity in previous investigations of
HIV risk among gay men. 2%

Risk reduction behavioral intentions.
Women completed a three-item scale
assessing their intentions to use condoms
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during their next intercourse occasion.
Each item consisted of a statement (e.g.,
“I will say no to sex with a male partner if
he will not use a condom”) and a 4-point
Likert scale to indicate her level of
agreement (from 1 = “strongly disagree”
to4 = “strongly agree”). This scale yielded
scores ranging from 3 to 12, with higher
scores indicative of stronger intentions to
engage in safer sex, and it demonstrated
satisfactory intemal consistency (Cron-
bach’s alpha = .82).

Safer sex peer norms. Respondents
completed a four-item scale to assess
perceptions of peer norms concerning
condom use. Each item consisted of a
statement (e.g., “Most of my closest
women friends use condoms when they
have sex with a man™) and a 4-point
Likert scale to indicate level of agreement
(from 1 = “strongly disagree” to 4=
“strongly agree”). This scale produced
scores ranging from 4 to 16 (Cronbach’s
alpha = .82).

Condom barrier beliefs. Four items
were used to assess beliefs about barriers
to condom use. The four items included
the following statements: “Sex is not as
good with a condom,” “Using condoms
means you don’t trust your partner,” “I do
not have a need to use condoms,” and
“My partner would react badly if I
suggested the use of a condom.” Women
again indicated their level of agreement
with each statement using a 4-point Likert
scale (from 1 = “strongly disagree” to
4 = “strongly agree”).

Conversations with male partners about
condoms and AIDS concemns. To assess
the salience of AIDS concems and safer
sex, communication between the woman
and her partner about condoms and
health, and negotiation efforts concerning
risk reduction, the women reported the
number of times in the past 2 months
when they had talked with their partners
about condoms and, separately, about
AIDS concerns.

Statistical Analysis

To identify factors predictive of high
HIV risk among inner-city women, respon-
dents were classified into high or low risk
groups, and the classification was mod-
eled with logistic regression. High-risk
women were defined as those who (1) had
multiple male sexual partners in the past 2
‘months and reported any unprotected
intercourse; (2) had unprotected inter-
course with a partner believed to have
injected illegal drugs or to have had sex
with other people in the past year; (3) had
unprotected intercourse with an HIV-
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positive man; (4) had used injection drugs
in the past 2 months; (5) had been treated
for a sexually transmitted disease in the

‘past 2 months and reported any unpro-

tected intercourse; or (6) had unprotected
intercourse with a regular partner with
whom she had been sexually involved for
fess than 1 year and was uncertain
whether that partner had injected drugs
or had sex with other people. Low-risk
women were those who reported no
intercourse, no occasions of unprotected
intercourse (i.e., no intercourse occasions
when condoms were not used), and
involvement in a mutually monogamous
relationship with a man who she reported
had tested negative for HIV and who she
believed did not inject illegal drugs or
have sex with other people. This classifica-
tion scheme yielded 319 low-risk women
and 206 high-risk women. The remaining
women in the sample could not be reliably
categorized as high or low in risk either
because of missing responses on items
used to determine risk categorization or
because they reported relationships with
regular male partners who did not have
known risk characteristics but were not
described as monogamous. Given uncer-
tainty concerning their risk level, these
women were not included in the risk-level
group comparisons.

A series of univariate logistic regres-
sions was conducted to identify individual
predictor variables of risk classification.
To establish the relative contributions of
predictor variables, many of which were
intercorrelated, a forward stepwise logis-
tic regression analysis was conducted. The
odds ratio was used to assess the strength
of bivariate associations.2

Results

The mean age of surveyed women
was 33.2 years (SD = 11.8, range = 18 to
76), and the average level of education
completed was 11.5 years (SD = 1.9,
range = 3 to 17 years). Eighty-two per-
cent of the women were African Ameri-
can, 10% were White, 5% were Hispanic/
Latina, and 3% were of other ethnicities.
Sixty-three percent of women had house-
hold incomes below $700 per month, and
93% of women had children (mean = 3.1
children, SD = 2.0 children).

HIV Risk Behavior Knowledge

As Table 1 shows, the women’s
knowledge of HIV risk behavior varied;
the mein score for correct answers on the
12-item knowledge measure was 72%.
While most of the women were aware of
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TABLE 1—Percentage of Inner-
City Women (n = 655)
Correctly Answering
Each of 12 items
Constituting an HIV
Risk Knowledge Test*
% Responding
ftem Correctly
Birth control pills pro- 90
tect against the AIDS
virus (F)
{f aman pulls out right 89
before orgasm (cum-
ming), condoms don't
need to be used
to protect against the
AIDS virus (F)
Most people who have 80
the AIDS virus look
sick (F)
Vaseline and other oils 56
should not be used
to lubricate condoms (T)
Latex is the best mate- 46
rial a condom can be
made of for protec-
tion against the AIDS
virus (T)
Cleaning injection 89
needles with water is
enough to kill the
AIDS virus (F)
Most people who carnry 46

the AIDS virus look
and feel healthy (T)

Hand lotion is not a 60
good lubricant to use
with a condom (1)

A woman is not likely to 87
get the AIDS virus from
having sex with a man
" unless he is bisexual (F)

Condoms cause men 74
physical pain (F)

if you're seeing a man 85
and he agrees not to
have sex with other
people, it is notimportant
to use a condom (F)

Always leave some 62
room or “slack” in
the tip of the condom
when putting iton (T)

*Percentages are based on women who
provided responses to all 12 HIV risk
knowledge scale items.

HIV risks related to injection drug use
and heterosexual transmission, there were
also important areas of misconception.
For example, most of the women did not
know that people with HIV often look
and feel healthy and that latex condoms
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TABLE 2—Percentage of Women
(n=671) Livingin
Low-Income Housing
Developments
Reporting Various HIV
Risk-Related Sexual
Behaviors In the Past
2 Months*

% (No.)
Women
Reporting the
Risk Behavior Behavior
Intercourse with two or 14 (97/671)®
more sexual partners
intercourse with a 6 (29/499)°
regular sexual
partner believed to
have injected drugs
Intercourse with a 40 (199/503)°
regular sexual
partner believed to
have had sex with
others in the past year
Intercourse with a 60 (304/510)°
regular partner
whose HIV serostatus
is unknown )
Intercourse with other ~ 9'(9/95)9
sexual partners
believed to have
injected drugs
Intercourse with other 68 (63/93)9
sexual partners

believed to have had
sex with others in the

past year

*Denominators vary because all items do
not pertain to every participant or be-
cause some data were missing. Belief
about partner risk was based on women
reporting that they were “sure” or
“pretty sure” of their partner's risk
characteristics. .

®Pertains to all women.

“Pertains only to women with at least one
sexual partner.

9Pertains only to women with more than
one sexual partner.

afford the best protection against the
AIDS virus. Large proportions of the
women believed that Vaseline, hand
lotions, or oils are good lubricants for
condoms, and more than one quarter of
them belicved that use of a condom
causcs men pain.

Sexual Behavior Patterns

Table 2 summarizes findings with
respect to HIV sexual risk behavior.
During the previous 2 months, 77% of all
respondents reported at least one male
sexual partner and 149 had two or more.
A substantial proportion of thc women
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inner-City Women (n = 494)

TABLE 3—Logistic Regression Analysis of High vs Low HIV Risk among

Age, in decades

HIV risk behavior knowledge score®

Personal risk estimation score

No. conversations about condoms,
past 2 months®<

No. conversations about AIDS
concemns, past 2 months®¢

No. days in past 2 months alcohol or
illegal substances were used®

Safer sex peer norms score®

Condom barrier beliefs score

Risk reduction behavioral intentions score

Univariate Effect Muitivariate Effect
OR 95% ClI OR 95%Cl
0.68 0.6,0.8 0.74 06,09
13 0.6, 3.1

2.0 16,24 1.8 14,22
1.7 1.1,29 1.1 0.5, 2.1
2.2 14,37 13 07,25
22 1.6,3.1 1.7 12,25
092 0.88,0.97 0.98 03,33
0.86 08,09 0.88 08,09
1.1 1.0, 1.2 11 1.1,1.2

Note. OR = odds ratio; Ct = confidence interval.
oL0g,efx + 1) transformation applied to variable.

*Variable not used in multivariate model because of nonsignificant OR.
<Variable did not enter in multivariate stepwise analysis.

were at increased risk of exposure to HIV
because of the risk behavior of their
sexual partners. For example, 40% of the
women with a regular sexual partner and
68% of the women with other sexual
partners believed that their partners had
had sex with someone else during the past
year. Nine percent of the women with
casual sexual partners were cither “sure”
or “pretty surc” that their partners had
injected illegal drugs at sometime in the
past. Condom use varied by partner type;
33% of intercourse occasions with regular
partners were protected while 60% of
intercourse occasions with other partners
were protected (data not shown). Under-
scoring the issue of increased HIV risk
because of partner risk behavior, only
36% of intercourse occasions with regular
partners who were believed to have had
sex with others or to have injected drugs
were protected.

Logistic Regression Analysis Identifying
Factors Differentiating Low-
and High-Risk Women

To identify factors associated with
HIV risk level, we compared the high- and
low-risk groups using a forward stepwise
logistic regression analysis.2¢ Table 3
summarizes the univariate and multivari-
ate logistic regression results. Of the nine
predictor variables investigated, eight were
statistically related in univariate analyses
to risk-group classification and were used
in the regression analysis: (1) respon-
dent’s age, (2) personal risk estimation
score, (3) number of conversations in the
past 2 months with male sexual partners

about using condoms, (4) number of
conversations in the past 2 months with
male sexual partners about AIDS con-
cerns, (5) number of days in the past 2
months in which alcohol or illegal sub-
stances were used, (6) safer scx peer
norms score, (7) risk reduction behavioral
intentions score, and (9) condom barricr
beliefs score. The HIV risk bchavior
knowledge score did not relate in univari-
ate analyses to risk-group classification
and was not used in the regression
analyses. To ensure that regression analy-
sis assumptions were satisfied, a
logyy(x + 1) transformation was applied
to the two conversation indices to reduce
distribution skew, decrease the number of
outliers, and improve the normality of
residuals.®

The multiple logistic regression analy-
sis was used to evaluate all the variables
that were significant in the univariate
analysis. As shown in Table 3, five
variables cntered the multivariate model:
(1) personal risk estimation score, (2)
condom barrier belicfs score, (3) risk
reduction behavioral intentions score, (4)
age, and (5) substance use during the past
2 months. Women who werc at high risk
of HIV infection accurately perceived
themselves to be at increased HIV risk.
High-risk women perceived stronger bar-
riers to condom use, such as the belief
that sex is not as good if condoms are used
and that their male sexual partner would
react badly if condom use were suggested,
and they reported weaker intentions of
engaging in safer sex. Women at high risk
were also younger and reported greater
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rates of alcohol and other substance use
during the past 2 months. HIV risk-group
classification was not statistically associ-
ated with the number of conversations in
the past 2 months about condoms or
AIDS concerns, or with safer sex peer
norms scores.

Overall, of the women included in
the regression analysis, the five-variable
model correctly classified 69% into their
respective HIV-risk category. Specifically,
the model correctly identified 81% of the
women at low risk of HIV infection and
52% at high risk of HIV infection.

Discussion

Many women living in inner-city,
low-income housing developments are at
risk of contracting HIV infection. Women
are at high risk because of their involve-
ment in sexual relationships with regular
partners who have extrarelationship sex
or have injected drugs, or because of their
multiple partners. High rates of recent
treatment for sexually transmitted disease
and low rates of condom use with regular
partners substantiated this risk for many
of the women in our study. A large
proportion of thecse women reported
knowing that their regular sexual partners
had sex with other people, injected drugs,
or were of unknown serostatus, and not
using condoms in more than two thirds of
intercourse occasions with these partners.
These findings underscore that women
may be at risk for HIV because of their
main partner’s extrarelationship activi-
ties, their own practice of having unpro-
tected intercourse with multiple male
partners, or their use of injected drugs. At
the same time, not all the women werc at
risk; a relatively large proportion of
participants were not sexually active in the
past 2 months, had only a single regular
partner not known or believed to be at
elevated risk, or consistently used con-
doms.

Women in this sample exhibited high
overall levels of HIV risk knowledge;
however, they also had knowledge dcficits
related primarily to proper condom and
lubricant use, and misconceptions about
the physical appearance of most people
with HIV infection. A large number of
women had been treated for a sexually
transmitted disease in the past 2 - months,
confirming the HIV vulnerability of these
inner-city poor women.

Social and psychological characteris-
tics predicted the HIV risk level of women
in the sample. Women at high risk for
HIV were younger, held weak behavioral
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intentions to engage in condom-protected
intercourse, perceived greater relation-
ship barriers to condom use, and had
higher rates of substance use. However,
high-risk women also reported accurate
perceptions of HIV risk. These findings
are consistent with social-cognitive??28
and reasoned action? theories that iden-
tify beliefs, skills, self-efficacy, and social
norm characteristics as determinants of
HIV risk behaviors. However, the regres-
sion analysis used in this sample correctly
classified 81% of the low-risk women as
compared to 52% of high-risk women.
This suggests that while the assessed
variables are strongly predictive of risk-
related behavior, additional and un-
assessed factors may influence high-risk
sexual behavior.

These findings support the social-
cognitive HIV prevention approaches that
emphasize the strengthening of behav-
ioral intentions and self-efficacy through
skill development of proper condom use,
behavioral self-management, and sexual
negotiation and communication appropri-
ately tailored for low income, inner-city
women. Group interventions that focus
on increasing accurate perceived risk of
contracting HIV infection, identifying and
managing factors (especially substance

use) related to high-risk behavior, develop-

ing problem-solving skills related to chang-
ing risk behavior, learning sexual commu-
nication and negotiation skills, and
receiving social support for behavior
change efforts have proven effective with
other populations.?*2 However, interven-
tions for women must also incorporate
prevention messages and skills focused on
partner relationships and the issues of
power imbalance in traditional sexual
relationships, social and economic depen-
dence on a male partner, and the priori-
ties of daily life for impoverished women.

Inner-city housing developments are
an appropriate and important setting for
HIV risk reduction interventions as they
constitute identifiable and accessible com-
munities in which to reach adult and
adolescent women at risk for HIV infec-
tion. Characteristics of housing develop-
ments, such as their accessibility, the
potential for multiple contacts, and the
formulation of resident-controlled inter-
vention components, increase the likely
efficacy of such preventive programs.
With the changing epidemiology of HIV

infection among women and the compet-

ing life stress priorities encountered by
impoverished women, innovative HIV
preventive approaches integrated into
health, social service, and residential

HIV and Low-Income Women

activities within housing development com-
munities are urgently needed. O
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“Ever increasing opportunitics for many

February 26, 2003
Dear Milwaukee Community:

I am providing a written support statement in lieu of my attendance at today’s meeting
due to prior obligations. ‘

Without reservation, I support the creation of a disease prevention health center at 76"
Street and Mill Road. 1 contend that the rising rates of sexually transmitted diseases and
the unmarried pregnancy rate of teenage mothers in the Milwaukee community elicit the
need for this type of program which will not offer abortion as a service.

Residents in our community need a place to go for reproductive health education. We
cannot ignore the facts that Milwaukee has the second highest teen pregnancy rate in the
nation, 7,000 teens become pregnant in Milwaukee every year, Milwaukee has the 10
highest national gonorrhea rate, and that every hour a teenager is infected with HIV.
Additionally, the percentage of low birth weight babies born in Milwaukee was above the
average.

Viewing the problem and assessing the need for a solution, it is clear that disease
prevention and reproductive health education is needed to reverse the increasing trends of
these negative findings.

Regards, ’ , S

Rev. Chuck Holloway, MAY
President/Executive Director

Corporate Office: 4098 North Eimhusst Road, Milwaukee, WT 53216 Phone (414) 449-5096 Fax (414) 449-5038
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Lu_fﬁéran Church
- of the
* .. Reformation -
2201 North 35th Styeet February 25, 2003
Milwaukee, W1 53208-1404
444440407
Rev: Mick Ros'chkq,jqastor

Rev. Many-Rawland; paster

Dear City Officials and Friends,

} It is our hope at Reformation and related parishes throughout
the city of Milwaukee that any source of health services that
can be established for our citizens is given high priority by your
Board. If Planned Parenthood is willing and able to provide
such a clinic in the proposed neighborhood, and even offer
basic health care and only limited reproductive health care,
then please grant them — and all of us — the possibility!!

¥

P " When people were denied medical help at hospitals because of
i their race, people of faith were too often behind that sentiment.
We write to say that we are behind you in your decisions to give
the people, all the people, of your city the possibility of
appropriate health care.

Thank you for your consideration.

Sincerely, ' '
Rey. Mary A. Rowland

cc: Rev. Joseph Jackson, President, MICAH
Rev. Pau! Stumme-Diers, Bishop, ELCA

- B2




I'm writing to support the health care being proposed at 76™ and Mill. I have been a
clergywoman for 18 years and have pastored numerous women who have found it
difficult to receive health care services such as being proposed. The cost of denying
access is a cost to our society as a whole - not just in disease, but in the cost of family
cohesiveness. Supporting this type of health care is supporting families.

Nancy Bauer-King

Pastor - Native American Ministry
United Methodist Church
ncbk@wi.net



As a resident and a Parish Nurse in the city of Milwaukee, I have utilized the services of
the Milwaukee Health Department and Planned Parenthood of Wisconsin. Access to
educational materials and health professionals is vital to the health of the residents, and
knowing the great work that both the Health Department and Planned Parenthood do, it
is a great opportunity for all involved to have a combined clinic in the 76th and Mill
Road neighborhood. That area is also out of the reach of the major hospitals and
clinics, so again this would be filling a great gap in health care services. I am strongly
in support of this clinic and have great faith that all patients would be treated with
dignity, with respect for their religious beliefs, and receive great medical care.

Sincerely, -

Patrice Olin, RNC, MS

Pentecost Evangelical Lutheran Church
olin@execpc.com
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Bennker, Colleen

‘From: RRollefson@aol.com -

Sent:  Tuesday, February 25, 2003 3:17 PM

To: Bennker, Colleen

Subject: Re: Planned Parenthood Clinic @76th and Mill

Collen,
I don't think I can attend the meeting, but you are welcome to use the following:

Dear Common Council Members,

| am writing in support of the proposed Planned Parenthood Clinic/Milwaukee Public Health Clinic at 76th and
Mill Road. There is clearly a need for low-cost reproductive health care in this part of the city and a partership
with Planned Parenthood would help to insure its availability for Milwaukee residents.

Sincerely, :

Rev. Richard Rollefson

The Village Church

130 E. Juneau Ave.

Milwaukee, WI 53202

(414)273-7617

2/25/2003



We provide a service toja community of need not being served by others. The well being of the
disenfranchised (no health care) is a basic concern for the faith community.

Rev. Deborah Block
Immanuel Presbyterian Church
deborahblock@mweci.net
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Fax: 286-3456

February 25,2003

: COTmTlOD Councxl President Pratt
200 East Wells Street
Milwaukee, W1 53202

Dear Alderman Pratt:

I absence of an alderman to speak on m’yv'behalf Tam Wnting to inform you that I support

the proposed Planned Parenthood Chmc colldboratlon with the Cxty of Milwaukee Health

D3pdrt1nent _ :

As a mother ot 4 children, I know that my chlldrcn may not always come to me. I would
 like for them to be able to go to a place that I know they will receive honest and

medically accurate 1nformat1on related 1o scxua]ly acuvny

-Thave live at my addrcss for 5 ycars and [ support Planned Parenthood of Wisconsin,

Sincerely,

M(M@

Catina Cotton
5489 North 69™ Street
Milwaukee, W1 53218

TOTAL P.B2
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 Pax: 286-3456

' February 25, 2003

A]dc.rman Jim Bohl _

- 5" District City of Mi lwwl\ee
200 Liast Wells Stecet
Milwaukee, WI 53202

Dear Aldcmmn Bohl:

L

T am writing to inform you that T support the proposed Planned Parenthood Clinjc
u:llaborahon with the Cxty of Milwaukee Iluallh Dupartmmt

As the Alderperson for my nmg,hborhood I

Sincercly,

‘T'oni Jolmsun | A
5766 North 80" Street
Milwaukee, WI 53218

ce: Planned Parenthood of Wisconsin

am askin g that you sul)pbrl the proposal also.
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My n_ameris Marianne Linane. | am a property owning tax paying résident of the City of

. Milwaukee. | am a Registered Nurse by profession and have been since 1963.

My objections to the leasing of property owned by the City of Milwaukee to Planned
Parenthood center primarily around the objectionable use of my tax dollars being to
promote a practice which is morally objectionable to many Milwaukee residents and
taxpayers. And while Planned Parenthood will not be performing any abortions in a city
owned building, they are the largest provider of abortion in the country and will certainly
be referring for abortion from the city owned space which is being proposed for rental to
them. Other testimony either has already, or will, elaborate on this referral process. '

My second objection is that this arrangement will generate further income for Planned
Parenthood from the abortions performed through referral and this constitutes a conflict
of interest in that they will be in a position of promoting their own financial gain by
referring for abortion at the expense of any other perceived good that may come form the

~arrangement. This is a conflict of interest being promoted by the City of Milwaukee.

Planned Parenthood does not need to be in a city owned building. They are capable of
being, and certainly are, located in a number of places throughout the City of Milwaukee
at which locations they can take referrals from any number of agencies including those-
administered by the City of Milwaukee. They have been able to successfully accomplish
this without the use of tax dollars. No one is proposing that this arrangement cease.

| -But additionally, 1 would like to raise to question of just what Planned Parenthood

actually contributes to the betterment of our society by the practices it promotes. | refer
you to one of many recent studies which points, not to a decline in teen pregnancies by
the distribution of condoms and other birth control devices to our youth, but to a'rise in
unwed birthrates despite increased condom use. One of the facts it is important to point
out, and which | do point out to the clients of the Pregnancy Help Center where | am a
volunteer counselor, is that all contraceptives have a predictable failure rate and many
contraceptives rely on proper use for their effectiveness. Teens have never been noted
to be especially faithful at following instructions and today’s teens are no exception. Itis
little wonder that with increased condom or other contraceptive use that increased
pregnancies will result. It is simply a matter of arithmetic: more contraceptive use results
in more sexual activity results in more pregnancies as a matter of mathematical
extrapolation. Anyone can do the math. -

The cliché that “teens will just do it anyway” may be true to some extent. There have -
always been unwed teen pregnancies and most likely always be. Butto promote an
attitude that makes teen sex acceptable is to lower expectations and to insult the
capability of the human spirit in its quest to do better and rise above the impulses of our - -
lower human nature. We are not teaching, and our youth are not learning, the valuable
lessons of self control and denial to accomplish a higher goal, specifically in this case,

that of responsible parenting and citizenship, and, in the long-term scheme, other goals
which will enhance their lives as members of the human family. The practices promoted
by Planned Parenthood do not accomplish this and are detrimental to a healthy society.
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| RESEARCH STUDY:

Higher Unwed Blrthrates Among Teens
Desplte Increased Condom Use

Report finds that overall reduction in
teen pregnancy is due to abstinence,
not increased contraceptive use.

WASHINGTON — On February 10,
the Consortium of State Physicians Re-
source Councils released a report show-
ingthat the cause ofthe overall teen birth
rate decline in the 1990s is not increased
contraceptive use, but a trend toward
sexual abstinence. The report also shows
that among those teens who are sexually
active, the non-marital birth rate has
risen dramatically.

“Our report challenges the consensus

_ ofgovernment funded health agencies that

contraceptive training and the increased
availability of condoms for teens must
play a central role in the prevention of
pregnancy,” said Dr. John Diggs, Consor-
tium spokesman and member of the Mas-
sachusetts Physicians Resource Council.
“The findings of our report show that the
safe sex approach to teen sexuality is a
failure and not at all safe.”
According to the report:

“Programs in safer sex education
and condom distribution” have not
reduced the out-of-wedlock birth-
rates among sexually experienced
teens. It appears possible that pro-
grams aimed at producing absti-
nent behavior have been more sue-
cessful than programs aimed at in-
creasing safer-sex practicesinreduc-
ing unintended births to adolescents.
The authors believe that the correla-
tionbetweenincreased condomusage
and higher out-of-wedlock birthrates
among teens has sigm'ﬁcant public
health policy 1mphcat10ns

The research report, titled The De-
clinesin Adolescent Pregnancy, Abortion
and Birth Rates in the 1990s: What Fac-
tors are Responsible?, was authored by 11
physicians and commissioned by a net-

" work of 13 state organizations represent-

ingover 2,000 physicians. Its conclusions
arelikely to be controversial because they
refute statements by the U.S. Depart-
ment of Health, the Centers for Disease
Control (CDC), and other public health
organizations which creditincreased con-
traceptive use for the decline in the num-
ber of teen pregnancies.

“The Consortium commissioned this
report out of a concern that the interpre-

March-April 1999

' Physicians Resource Council.

tation of declining teen pregnancy/birth/
abortion rates was dictated more by ide-
ology than an objective review of the data,”
said Dr. Diggs.

The report’s major findings show:

v The correlation between condom use
and unintended preghancies is the exact
opposite of that claimed by the public
health community. The fact is, increased
condom use by teens is associated with
increased out-of-wedlock birth rates. The

out-of-wedlock birth rate to-sexually-ex-

perienced teens did not decline from 1988
to 1995, but actually increased 29 per-

cent, despite a 33 percent increase in -

the use of condoms at last intercourse.

v The birth rate decline for all females
aged 15 to 19— from 62.1 births per 1,000
teensin 1991 to 54.7 per 1,000 in 1996 —
is due primarily to the decrease in teen
sexual activity. :

v The proportion of teens choosing ab-
stinence hasbeen growing and the major-
ity ofthat growth hasbeen among teenage
males. In1997,51.1 percent of male teens
had never had sex. This figure compares
to 39.2 percent in 1990. The increase
among female teens has been much less,
from 52.0 percent in 1990 to 52.3 percent
in 1997.

v The abstinence factor in sex educa-
tion programs is a much more reasonable
explanation than the contraceptive com-
ponent for the lower rates of pregnancy,
abortion and births among all teens. A
number of successful abstinence-centered
programs are highlighted in the report.

“The implications of this research to
public health policy are far reaching,”
said Dr. Joanna Mohn of the New Jersey
“This re-
port documents that increased condom
use and higher illegitimacy rates among
teenshave gone hand-in-hand. Such analy-
sis should go a long way to resolve the
current debate about ‘safe sex’ versus
abstinence-centered programs. Absti-
nence, not ‘safe sex,” has proven to be the
successful teen health message

“When Congress decided in 1996 to
allocate $250 million to promote sexual

23

— ENDNOTES, from page 22 ————

were sexually active, and the annual pregnancy

rate was 5.9 percent per year (i.e., 37% x 16%).
When the experiment ended two years later, 46

percent of the school’s female students were ..

sexually active, and thé annual pregnancy rate
among these glrls was 16 percent, so the school’s

overall pregnancy rate was 7.4 percent per year

(i.e., 46% x 16%, or one-fourth higher than when
the experlmeni; started). See 1991 Report, Table
3, p. 11, and Table 8, p. 15.

7.Douglas Kirby, et. al., “The Effects of School-
Based Health Clinics in St. Paul on School-Wide
Birthrates,” Family Planning Perspectives, Janu-
ary/February 1993, pp. 12-16. See Table 2, p. 15.

8. At the end of the two-year experiment, 80
percent of the girls in the school that dispensed
condoms were sexually active, and the annual
pregnancy rate was 11.2 percent per year (i.e.,
80% x 14%). By contrast, only 76 percent of the
girls in the school that dld not dispense condoms

had ever engaged in sex, and the annual preg- -

nancy rate among these girls was only 10 percent,
so theschool’s overall pregnancy rate was only 7.6
percent per year (ie., 76% x 10%). Thus, the
overall pregnancy rate in the school that dis-
pensed condoms was 1.47 times the overall preg-
nancy rate in the otherwise identical sister school

- that did not dispense.condoms. See 1991 Report,

Table 3, p. 11, and Table 8, p. 15.

9. James Trussell, et. al.,, “Condom Slippage
and Breakage Rates,” Faley Planning Perspec-
tives, January/February 1992, pp. 20-23..See p.
20 and Table 1, p. 22.

10. Margaret FlSChl et. al., “Heterosexual
Transmission of Human Immunodeﬁc1encyV1rus
(HIV): Relationship of Sexual Practices to
Seroconversion,” Third International Conference
on AIDS, June 1987, Abstracts Volume, p. 178.

11.Y. Laurian, et. al., “HIV Infection in Sexual
Partners of HIV- Seroposmve Patients with He-
mophilia,” New England Journal of Medicine,
January 19, 1989, p. 183.

12. European Study Group on Heterosexual :

Transmission of HIV, “Comparison of female to

male and male to female transmission of HIV in

stable couples,” British Medical Journal, March
28, 1992, pp. 809-813. See Table 1, p. 810.

13. Isabelle de Vicenzi, et. al., “A Longitudinal
Study of Human Immunodeficiency Virus Trans-
mission by Heterosexual Partners,” New England
Journal of Medicine, August 11, 1994, pp. 341-
346. See p. 343.

abstinence until marriage to teens, the

- sex education establishment derided the

policy, stating that teens needed training
in condom use to prevent pregnancy,” said
Rep. Tom Coburn, M.D. (R-Okla). “This
report debunks that theory and appears to
land on the side of the abstinence advo-
cates.” %

— To obtain copies of The Decline in
Adolescent Pregnancy, Birth and Abortion
Rates in the 1990s: What Factors are Re-
sponsible? call 877-236-5772.

The Consortium of State Physicians Re-
source Councils is an association of more
than 2,000 health professionals who are
dedicated to bringing accurate medical data
topublic health officials and policy makers.

CCL Family Foundations

TEEN PREGNANCY & PREVENTION



. One of the reasons Milwaukee has.the :
highest Black teen pregnancy rate in the
country is because too many people are
 thiding their;heads in the sand.

Too many parents turn their backs on the
sexual activities of thelr children. Too
many children lack the moral foundation,
the biological knowl Qge or the emotional
stability to make lnte ligent decisions.

Too few clerics, com;nunity leaders and
social engineers are committed to their
communal responsibility to provide guid- .
ance and consensus leadership on an issue
that is undermr "'ng the fabrlc of our com-
munity. g :

And lastly, too few.politicians are willing
|to prioritize, or even‘address this epidemic.

A case in pom ‘was shown again last week
when the Mllwa kee‘Common Council
tabled, once agam, a ‘proposal to lease space
at the City Health Department’s faculty on

of Wisconsin. Ci

The lease agreement which is supported :
{by the health comm;ssxoner, community
activists and res1dents of the area would
provide a much nee(fed clinic on the north-
west side, and equally 1mp0rtant, provide
teenagers with easy, conlidential access to
birth control and sexual education, with an
emphasis on abstinence.

Common Council needs to
get collective head out of
the sand and approve
Planne»d'Parenthc_)od clinic

76th and Mill Road to Planned Parenthood _

_ The'reality is too many children are
engaging in unprotected sex. Many are con-
tracting sexually transmitted diseases, and,
hundreds are turning up pregnant each
week. -

‘Blame it on their parents for not encour-

~aging abstinence, or in many cases refusing

to discuss sexuality and its consequences
with them.. ‘

Blame it on the media, or blame iton
peers. The reality is, most teenagers today

* are engaging in sexual activity and they,

and society will suffer the consequences.
‘Teen pregnancy is the leading reason for

girls dropping out of high school, and it is

also a leading contributor to poverty:. Most

- teen mothers are forever trapped in a cycle

of despair and frustration.

The Planned Parenthood ¢linic will not
solve the problem of teen pregnancy in
Milwaukee.. = ,

But it can curb it, and in the process save
lives and break the cycle of poverty that
often follows an unWanted or unexpected
pregnancy. :

It’s time the Common Council pulled it
heads out of the sand and did something

~ proactive to deal with the teen pregnancy:
problem. Supporting the leasing of the clln- _

icisa posmve first step.




My name is Linda Schmidt and I head a group called Citizens for a Pro-life Society-WI.
Over the years since Roe v Wade we have seen the devastating effects of Planned Parenthood.
Promiscuous sex has soared and sex-related disease has skyrocketed concomitantly. In the fiscal
year of 1998, the income of the Wisconsin affiliate of Planned Parenthood was ranked 5™ highest
in the nation, over $15 million. A large portion of that money comes from grants paid by our
own taxes. Why they need money from taxpayers I sincerely don’t know because for the last 8
years Planned Parenthood has shown a profit, nationally of over $6 million. Do we honestly
want PP to proliferate even more? I don’t think so. Most assuredly we do not want them to be
operating in a government-owned facility. PP says they want to serve the community better but
what they really want is to increase their own coffers.

Why don’t we want PP in a government-owned facility? First, it is a conflict of interest
for the government to be supplying rental space to such an organization. Secondly, regardless of
the supposed good it does for the community, PP is the largest provider of abortions in the
nation. We do not want our city government linked to this horrible practice. Even though PP is
not planning to perform surgical abortions in this facility, chemical abortions will be given in the
form of abortifacient birth control pills and women will be referred to facilities that do perforni
surgical abortions. This is not a healthy enterprise with which our city government should be
connected.

I don’t know if many of you have read much about Margaret Sanger, PP’s founder. She
was a white supremacist and called blacks “the weeds of society.” She said that the kindest thing
poor people could do is to “kill their offspring.” She had something called “The Black Project”
in which she laid out a plan to rid society of black people using their churches and ministers.

INSIDEOUS! PP might say that this is no longer true but if you look at the figures you can see
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Good mofning. I am Susan Armacost, Legislative Director of the _
statewide organizatjon, WiSconsin Right to Life, o,ne of thé— 'largest’voluntary
membership organizations of any kind in Wisconsin. In the city of Milwaukee
- alone Wisconsin Right to Life has over 5,000 members.

I am here to testify in oppostion to the plah to place Pianned Parenthood
in a taxpayer-owned building.

The taxpayers of the City of Milwaukee own and méintain all of the city’s
public buildings and many of them, including myself - a City of Milwaukee
resident — do not want Planned Parenthood, .thé state’s largest abortion prdvider
as our tenant. |

Although officials from the City Health Débartment and Planned}
Parenthood have said that Planned Parenthood would not refer women for
abortions from this site, that is simply untrue. |

This project is funded with Title X family planning funds and the current
Title X regulations require that Title X recipients refer women for abortions. I
have attached the pertinent page from the Title X 'regulations to my testimony.

One of Planned Parenthood’s aborﬁon clinics is located in the city of

‘Milwaukee. Planned Parenthood will use the Milwaukee Health Clinic site to refer -
women right over to their own profit-oriented abortion clinic where women mﬁst
put their fnoney down first before getting up on the table 'for‘an abortion.

Selling and performing abortions is a huge money-making erideavqr.' This
proposed “alliancé”’ with the City of Milwaukee would be an extremely profitable
venture for Planned Parenthood. Such a conflict of interest, with the potential

for financial gain, could result in pregnant women being persuaded into



thaining abortions and then funnéled to the Planned -Parer'ﬂ»:hood clinic. And the‘
City of Milwaukee would then be in the business of promoting the abortion
industry. |

If the northwest side of Milwaukee, where I live, is in such desperate need
of Planned Parenthood’s services, then Planned Parenthood_ can rent space in é _
private facility. In that way, taxpayers would not be forced to subsidize the
activities of the state’s largest abortion provider. And it is the taxpayer issue
that is at the heart of Wisconsin Right to Life’s objection to this proposal.

Wisconsin Right to Life urges you fo reject this or any other \préposal that
would involve Milwaukee taxpayers in subsidizing an organization

- that provides or promotes abortion.

W n pIEacEmE 63y ITCER SRS . a0 5 b
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Public Health Service, HHS

the grant, including the regulations of -

this subpart, must sign the application.

(¢) The application shall contain—

(1) A description, satisfactory to the
Secretary, of the project and how it
will meet the requirements of this sub-
part;

(2) A budget and justification of the

amount of grant funds requested;

(3) A description of the standards and

qualifications which will be regquired
for all personnel and for all facilities to
be used by the project; and

'(4) Such other pertinent information

as the Secretary may require.
§59.5 What requirements must be met
by a family planning project?

(a) Bach project supported under this

part my&‘ﬁ
(1) Provide a broad range of accept-

b 4 effective i d LisA
able and effective medically approve : respect to any op ion(s) about which

family planning methods (including
natural family planning methods) and
services (including infertility services
and services for adolescents). If an or-
ganization offers only a single method

of family planning, it may participate -

as part of a project as long as the en-

tire project offers a broad range of fam- '

ily planning services.

(2) Provide services without sub-
jecting individuals to any coercion to
accept services or to employ or not to

employ any particular methods of fam- .

ily planning. Acceptance of services

must be solely on a voluntary basis and
may not be made a prerequisite to eli- :
gibility for, or receipt of, any other :

services, assistance from or participa-

tion in any other program of the appli- on ability to pay, except that charges

cant.!

iSection 206 of Pub. L. 94-63 states: “Any

(1) officer or employee of the United States, .

(2) officer or employee of any State, political
subdivision of a State, or any other entity,
which administers or supervises the adminis-
tration of any program receiving Federal fi-

nancial assistance, or (3) person who re-

ceives, under any program receiving Federal
assistance, compensation for services, who

coerces or endeavors to coerce any person to !
underge an abortion or sterilization proce- .
dure by threatening such person with the .

loss of, or disqualification for the receipt of,
any benefit or service under a program re-
ceiving Federal financial assistance shall be
fined not more than $1,600 or imprisoned for
not more than one year, or both.”

§59.5

(3) Provide services in a manner
which protects the dignity of the indi-
vidual.

(4) Provide services without regard to

; religion, race, color, national origin,
- handicapping condition, age, sex, num-

ber of preg'na.ncies, or ma.ntal status

(i) Offer pregnant women the ‘oppor—
tunity to be provided information and
counseling regarding each of the fol-

. Jowing options:

(A) Prenatal care and delivery;

(B) Infant care; foster care, or adop-
tion; and

©) Pi'e 2L . s

(i) IEreguesteditasprovide such infor-
mation and counseling, provide neu-

: tral, factual information and nondirec-

tlve counsehng on each of the options,
Te SHREEE, except with

the pregnant woman indicates she does
not wish to receive such information
and counseling.

(6) Provide that priority in the provi-
sion of services will be given to persons
from low-income families.

(7) Provide that no charge will be
made for services provided to any per-

- sons from a low-income family except
- to the extent that payment will be

made by a third party (including a gov-
ernment agency) which is authorized to
or is under legal obligation to pay this
charge.

(8) Provide that charges will be made
for services to persons other than those
from low-income families in accord-
ance with a schedule of discounts based

to persons from families whose annual

. income exceeds 250 percent of the lev-

els set forth in the most recent Pov-
erty Guidelines issned pursnant to 42
U.8.C. 9902(2) will be made in accord-
ance with a schedule of fees designed to
recover the reasonable cost of pro-
viding services.

(9) If a third party (inchiding a Gov-
ernment agency) is authorized or le-
gally obligated to pay for services, all
reasonable efforts must be made to ob-
tain the third-party payment without

“application of any discounts. Where the

cost of services is to be reimbursed
under title XIX, XX, or XXI of the So-
cial Security Act, a written agreement
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