
HTLV-III/LAV-Seronegative,
Virus-Negative Sexual Partners
and Household Contacts
of Hemophiliacs
To the Editor.\p=m-\Publicconcern about
the transmissibility of human T-cell
lymphotropic virus type III/lymphad-
enopathy-associated virus (HTLV\x=req-\
III/LAV) has been heightened by sev-

eral reports suggesting the existence
of an antibody-negative, virus-posi-
tive state in some asymptomatic sex

partners of persons who are antibody
positive.1-5We recently evaluated 88
household members and/or sex part-
ners of persons with hemophilia and
found that only two nonhemophiliacs
were HTLV-III/LAV antibody-posi-
tive.6 We report herein the results of
culturing peripheral blood lympho-
cytes of 20 of the nonhemophiliac
contacts whose index hemophiliac
was antibody positive.
Report of a Study.\p=m-\Thesecontacts

included ten of 14 sex partners of 12
persons with either the acquired immu-
nodeficiency syndrome (AIDS) or the
AIDS-related complex, two of 16 sex part-
ners of asymptomatic hemophiliacs, and
eight household members who were not
sex partners (four fathers, three mothers,
and one brother of six asymptomatic
hemophiliacs aged 5 to 13 years). Sex
partners reported having vaginal or oral
intercourse from fewer than once to eight
or more times per month (median, four to
eight times per month); other household
members had nonsexual contact with the
index hemophiliac. Participants were 15 to
71 years old (median, 34.5 years).
Serum samples were collected under

sterile conditions and cells were frozen
and stored at —60 °C until tested.' Serum
samples were assayed for the presence of
antibody to HTLV-III/LAV structural
proteins by Western blot analysis using
the methods of Tsang et al."1 Lymphocyte
samples were cocultured with phyto-
hemagglutinin-stimulated lymphocytes, to
which 5% interleukin-2 had been added.
Lymphocyte cultures were monitored for
viral replication with immunofluorescence
and particulate reverse transcriptase as¬

says'' by persons who were unaware of the
characteristics of the donors. When evi¬
dence of infection was noted by these
methods, the cells were also examined by
electron microscopy for viral particles.
Only one household member was virus

positive. She was the wife of a hemophiliac
patient with AIDS and, at the time of
evaluation, she was both antibody positive

and an AIDS patient."'" The remaining sex

partners and household members had had
no detectable HTLV-III/LAV antibody or

virus.

Comment.—These results, in con¬

trast to those of two frequently
quoted reports,'4 suggest that sex

partners, as well as household con¬

tacts who are not sex partners of
hemophiliacs, are seldom antibody
negative and virus positive. However,
virus may be present in the lympho¬
cytes of some asymptomatic persons
at titers too low to produce infectivity
in culture. Furthermore, the number
of persons tested in both studies is
quite small and thus the significance
of these disparate findings will be
determined by further studies.
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Western blot analysis was performed by J. S. McDou-
fial and M. S. Kennedy of the Centers for Disease
Control, Atlanta.
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The Prevalence of HTLV-III/LAV
Antibodies in Heterosexuals

To the Editor.\p=m-\Theprevalence of
antibodies to human T-cell lympho-
tropic virus type III/lymphadenopa-
thy-associated virus (HTLV-III/LAV)
in those groups with the highest
incidence of acquired immunodefi-
ciency syndrome has been investi-
gated vigorously. Reports of the
heterosexual transmission of HTLV-
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III/LAV from both intravenous drug
abusers and hemophiliacs to their
sexual partners1,2have given credence
to the theory that the virus is being
introduced into populations without
established risk factors in North
America and Europe. The prevalence
of antibody to HTLV-III/LAV in sex-

ually active heterosexuals is unknown
but is thought to be low.
As an adjunct to a study of the

prevalence of antibodies to herpes
simplex viruses in serum samples
obtained from heterosexuals attend-
ing a sexually transmitted disease
clinic during 1985, we determined the
prevalence of antibodies to HTLV\x=req-\
III/LAV. Serum samples were

screened by enzyme immunoassay,
and those found positive were "con-
firmed" by Western blot technique.3
Two (1.1%) of 185 samples were posi-
tive for antibody to HTLV-III/LAV.
Both positive individuals were hetero¬
sexual men. Further follow-up of
these patients was not possible
because personal identifiers had been
removed before we received this col¬
lection of samples.

These results should be viewed as

an observation on the prevalence of
HTLV-III/LAV antibody in a small
group of self-described heterosexuals.
However, these preliminary findings
may suggest the importance of the
timely development of surveillance
efforts among sexually active hetero¬
sexuals. Because of the lengthy inter¬
val between the appearance of detect¬
able antibodies and the onset of
clinical disease, the results of surveil¬
lance based on serological screening
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