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Learning objectives 
At the end of this presentation the participant will be able to: 

1) Name the standard treatment for 

primary/secondary vs. early and late latent syphilis 

2) Describe the post-treatment follow-up testing 

recommended for syphilis patients 

3) Understand STI health risks among performers 

in the Adult Film Industry  

4) Identify the roles of local public health agencies 

and CalOSHA, and the Blood Borne Pathogen 

Standard, in the protection of workers in the 

workplace.  
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Centers for Disease Control and Prevention,  

MMWR 2010; 59 (RR 12) 

http://www.cdc.gov/std/treatment/2010/ 



4 



5 

STD Atlas, 1997 

Dr. Joseph Engelman, San Francisco City Clinic 

Primary Syphilis 

• Chancre:  
– Appears 10-90 days after infection 

– Typically single, painless, indurated, clean-based lesion 
with rolled edges 

– More likely to be multiple lesions (40%) and persisting at 
the time of secondary Sx in HIV-infected patients 
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Primary Syphilis  

 Chancre, Tongue 

STD Atlas, 1997 
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Macular 

Rashes of Secondary 

Syphilis 

Palmar 

Papular 

STD Atlas, 1997 

Dr. Joseph Engelman, San Francisco City Clinic 

DDx of the Rash of 2o Syphilis 

Tinea versicolor 
Pityriasis rosea 
Erythema multiforme  
ART Drug reaction  
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Other Manifestations of 2o Syphilis 

Dr. Joseph Engelman, San Francisco City Clinic 

STD Atlas, 1997 

Condyloma lata 

Mucous patches 

Condyloma lata 

Patchy Alopecia 



9 

Syphilis Staging Flowchart 
Symptoms or Signs? 

YES 

1º (Ulcer) 2º (Rash, etc) 

NO 

PRIMARY SECONDARY 
ANY IN PAST YEAR? 

• Negative syphilis serology 

• Known contact to early syphilis case 

• Good history of typical signs/symptoms  

NO YES 

EARLY LATENT UNKNOWN 

or LATE LATENT 

LATENT 
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Diagnosis of Syphilis 

• Serology 

– Non-treponemal (non-specific, cardiolipin-

based)  

– Treponemal (specific to Treponema pallidum)  

• Darkfield microscopy 

• Polymerase Chain Reaction 

• Direct Immunofluorescence 
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Syphilis Screening Paradigm 

Non-treponemal tests 
(i.e., RPR, VDRL) 

• Non-specific to TP 

• Quantitative 

• Reactivity declines 
with time 

TRADITIONAL 

Treponemal tests 
(i.e., TPPA, FTA-Abs) 

• Specific to TP 

• Qualitative 

• Reactivity persists 
over time 

reflex to 
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Syphilis Screening Paradigm 

EMERGING / NEW… 

reflex to 

Non-treponemal tests 
(i.e., RPR, VDRL) 

• Non-specific to TP 

• Quantitative 

• Reactivity declines 
with time 

Treponemal tests 
(i.e., EIA,CLIA) 
• Specific to TP 
• Qualitative 
• Reactivity persists 
over time 
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Syphilis Treatment 
Primary, Secondary & Early Latent 

Recommended regimen for adults: 

 Benzathine penicillin G 2.4 million units IM in a 

single dose 

 No enhanced efficacy of additional doses of BPG, 

amoxicillin or other antibiotics even if HIV infected 

Alternatives (non-pregnant* penicillin-allergic adults): 

 Doxycycline 100 mg po bid x 2 weeks 

 Tetracycline 500 mg po qid x 2 weeks 

 Ceftriaxone 1 g IV or IM qd x 10-14 d 

 Azithromycin 2 g po in a single dose should be 

used with caution 

*Pregnant patients with PCN allergies need to 

be desensitized 
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Syphilis Treatment 
Late Latent or Unknown Duration 

Recommended regimen for adults: 

• Benzathine penicillin G 2.4 MU IM weekly x 3 

weeks (7.2 MU total) 
 

Alternatives (non-pregnant* penicillin-allergic 
adults): 

 Doxycycline 100 mg po bid x 28 days 

 Tetracycline 500 mg po qid x 28 days 

 
*Pregnant patients with PCN allergies need to be desensitized 
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When is an LP indicated? 

• Neurologic or ophthalmic/auditory 
symptoms/signs 

• Evidence of tertiary disease (aortitis, 
gumma)  

• Serologic treatment failure 

• In HIV infection- unless there are 
neurologic symptoms there is NO 
EVIDENCE that an LP/CSF exam is 
associated with improved outcomes 

 



Follow-up and Serologic Response 

after Treatment for P&S Syphilis 

• Follow-up titers should be compared to the 
nontreponemal titer obtained on day of treatment 

• Clinical and serologic f/u: 
– HIV-negative at 6 and 12 months 

– HIV-infected at 3,6,9,12 and 24 months 

• Serologic response is slower in HIV-infected 
patients and those with a previous history of 
syphilis 



Management of Suspected Syphilis 

Treatment Failures 

• Treatment failure is defined as: 
– Slow resolution or relapse of mucocutaneous signs 

– Sustained (greater than 2 weeks) fourfold increase in 
nontreponemal titers 

– Failure of nontreponemal titers to decrease fourfold by 
12 months 

• Management of treatment failure includes: 
–  LP to rule out neurologic site of infection 

– Benzathine Penicillin  G 7.2 million units (2.4 mu 
weekly x 3) 

– Follow serofast titers annually but additional 
therapy/repeat LP not warranted 

– Fluctuating high titers have been observed in HIV 
infected patients  
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Public Health Management of 

Infectious Syphilis Cases 

 

• Report all suspected or confirmed syphilis cases 

to the local Public Health Department within 24 

hours of diagnosis 

 

• Evaluate contacts: 

–  All  contacts should receive an exam and serology  

–  If possible exposure within the past 3 months should 

be treated empirically on day of visit  



Reported STD and HIV to Health Department in Los Angeles 

County, 2010* 

Over 60,000 STD/HIV 
were reported in 
2010 

  74% Chlamydia 

   15% Gonorrhea 

   5% Syphilis 

   6% HIV/AIDS 

* Provisional data 



Primary & Secondary Syphilis Rates per 100,000 Population,  

US, CA, LAC, 2001 - 2009 





Trends of Early Syphilis Cases and AIDS Death in Los 

Angeles County, 1990 – 2010 

As the number of AIDS deaths decreased, the 

number of early syphilis cases reported to the 

Health Department increased 

Introduction of HAART 



Trends of Early Syphilis Cases and AIDS Death in Los 

Angeles County, 1990 – 2010 



• Large revenues: 

– Estimated gross revenue from up to 11,000 films annually: 
as high as $13 billion (estimated retail value of product 
produced in LA County in 2002: $3 billion) 

• In LAC: ~ 200 AFI production companies 

– An estimated 5-10 large companies make >40% of films  

– Approximately 5 major film distributors 

• In LAC: 6,000 workers (total) 

– 1,200-1,500 sex performers (based on 2004 estimates) 

– An estimated 75% of performers are female 

– Only 30-100 regular male performers 

– Many female performers make only one film 

Background  

Adult Film Industry (AFI) 



Current AFI workplace practices increase 
risk: 

• Multiple partners over short time periods 
– increases risk of STD/HIV 

– increases potential for rapid spread 

• Prolonged intercourse 
– inadequate lubrication 

– anogenital trauma w/ bleeding or menstruation, 
resulting in exposure to semen, seminal and 
vaginal fluids, and blood 

• Lack of protective equipment 
– Condoms, dental dams/barriers, lubricants 

Background 



AFI Past Outbreaks 



sc 4/08

- 5/22*

sc 4/08

- 4/01

- 5/7

sc 4/08

- 5/6*

sc 3/31

- 5/7 *

sc 3/30

- 4/12

+5/5

sc 4/07

- 5/7*

sc 4/09

- 5/14*

sc 3/19

- 5/13*

sc 3/19

- 5/10*

sc 3/24

- 5/18*
sc 4/08

-  5/3*

sc 4/09

- 5/10*

sc 4/09

 - 5/7*

sc 4/09

- 5/7*

sc 4/09

- 5/11*

sc 4/12

- 5/12*

sc 4/13

- 4/27*

sc 4/10

- 5/12*

sc 4/12

- 4/26

sc 3/31

- 5/5*

sc 3/24

- 5/10*

sc 3/31

- 5/3*

sc 3/24

- 5/6*

ADULT FILM INDUSTRY HIV OUTBREAK, LOS ANGELES

COUNTY, APRIL 2004

sc 4/01

- 5/6*
sc 3/30

- 6/7*

sc 4/01

- 5/7*

sc 4/01

- 5/24*

sc 3/25

- 6/5*

sc 3/29

- 4/29

sc 4/07

- 6/7*

sc 4/10
- 5/25*

sc 4/10

- 5/25*

sc 4/12

- 5/3*

sc 4/07

- 5/11*

sc 3/24

 - 5/18*

sc 3/24

- 5/15*

sc 4/06

- 5/6*

sc 4/08

- 3/30

sc 4/02

- 5/12*

sc 4/08

- 5/24*

sc 3/27

- 5/18*

sc 4/13

- 5/15*

sc 4/01

- 4/14

- 5/25*

s
c
 4

/0
5

sc 3/27

- 5/29*

FS
sc 3/24

- 5/12*

INDEX

- 2/12

- 3/17

+ 4/09

sc 3/24

- 3/20

+ 4/13

sc 3/24

- 4/13

+ 4/25

sc 4/02

- 5/5*

sc 4/02

- 5/10*

sc 3/28

- 5/10*

= Male, (n=34)

= Female, (n=31)

= Date of last HIV PCR test result

sc
 3

/2
5

sc 3/31

- 5/27*

sc 3/24

- 4/28*

sc 4/25

- 6/23

sc 3/25

- 5/5

sc 4/6

- 4/26

sc 4/5

- 5/5

sc 3/22

- 5/13*

sc 4/13

- 5/12*

sc 4/7

- 5/7*

sc 4/7

- 5/7*

sc 3/25

- 3/22

sc 4/10

(Revised February 4, 2005)

= Date of sexual contactsc

mm/dd

* More than one negative

HIV test result after sexual

contact date

=

= HIV index and outbreak cases



New HIV case in 2009 



Investigation of HIV and Gonorrhea 

Transmission in the Adult Film Industry – 

Los Angeles, CA 2010 



AFI HIV outbreak 
Los Angeles, October 2010 

• 15 sexual contacts w/in 8 wk period (5 male;10 

female) 

• 12 filming locations 

• 10 production companies 

• Condom use 

 During anal sex 

 Not used during vaginal or oral 

Contacts 

N=15 

Infection status 

1 pharyngeal gonorrhea 

2 acute HIV infection 

3 HIV uninfected 

9 unknown status 





Who protects workers? 



EMPLOYER!! 
  



 AFI Think Tank 

In the “Mainstream”: 

http://www.aflcio.org/index.cfm
http://www.mptvfund.org/index.htm
http://www.actorsequity.org/home.asp
http://www.sagindie.org/spotlight.html


Worker Protection: OSHA 

 

• 1970 Occupational Safety and Health Act 

established OSHA and NIOSH 

– Permitted State Plans, if as effective as OSHA 

 

• 1973 California Occupational Safety and 

Health Act established Cal/OSHA from 

existing programs.  



“Occupational Exposure” as 

defined by OSHA 

 “Occupational Exposure” means 

reasonably anticipated skin, eye, mucous 

membrane, or parenteral contact with 

blood or other potentially infectious 

materials (OPIM) that may result from the 

performance of an employee's duties.” (8 CCR 

5193) 



Cal/OSHA Response to AFI 

 Cal/OSHA has determined that if there is 

an employer/employee relationship, 

employers must comply with: 

– Injury and Illness Prevention Program 

regulation (8 CCR 3203) requiring a written 

health and safety program 

– Bloodborne Pathogens (8 CCR 5193) 

– Sanitation codes (8 CCR 3360-3367) 



Cal/OSHA’s Enforcement Team 

• Cal/OSHA has a hotline for employer 

questions and employee complaints 

 (213) 237-9958  

• Enforcement activities in Southern CA are 

assigned through the Anaheim High 

Hazard Unit 

 Legal support from Cal/OSHA and DLSE 

legal units 



Cal/OSHA on the Web 

• Cal/OSHA: http://www.dir.ca.gov/dosh/ 

 

• Cal/OSHA Adult Film Industry Webpage: 

• http://www.dir.ca.gov/dosh/adultfilmindustr

y.html 
 

• Bloodborne Pathogens Standard: 

 http://www.dir.ca.gov/Title8/5193.html 
 

http://www.dir.ca.gov/dosh/
http://www.dir.ca.gov/dosh/adultfilmindustry.html
http://www.dir.ca.gov/dosh/adultfilmindustry.html
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-Controlling exposures, developing an exposure control plan   

-Use of personal protective equipment and engineering controls 

-Hepatitis B vaccine at no cost to employee 

-Confidential medical record 

-Training employees in health and safety hazards 



Current AFI Regulation and Oversight 

• Child pornography statutes 

– 18 USC §§ 2252, 2256-2257 

– California Penal Code §§ 311.3 - 312.7 

– Strictly adhered to by industry 

 

• Filming  permits required  

– By LA city ordinances now Measure B 

– Obtained through multiple agencies, e.g., 

EIDC in Los Angeles 

– Currently not often obtained in L.A. 



Bloodborne Pathogens 

Requirements 
• Written exposure control plan 

• Control measures including engineering 

controls and personal protective 

equipment 

• Training 

• HBV vaccination and post-exposure 

follow-up 

• Confidential records 



Current Industry Practice 
 

• Mostly “business as usual” 

• No widespread changes in industry norms regarding: 

– Non-use of condoms 

– Lack of employer financing of HIV/STD testing, 
vaccine 

– Risky work practices  

– Lack of regular training and education of workers 

– Lack of posted materials on worker rights, health 
information at worksites 

• Though Cal/OSHA holds that AFI must comply with BP: 

– Most citations held after appeal 

– Several subsequent enforcement efforts 

– No apparent self compliance by industry 



Employment Relationship 

• Employer exercises all necessary control by direct or 

indirect means over the work details of the individual (DLSE 

publication citing S.G. Borello & Sons, Inc. v. Department of Industrial Relations (1989 48 Cal.3d 

341) 

 

• Even where there is an absence of control over the 

details, an employer-employee relationship will be found 

if the principal retains pervasive control over the 

operation of the whole, the worker’s duties are an 

integral part of the operation, and the nature of the work 

makes detailed control unnecessary. (DLSE publication citing Yellow 

Cab Cooperative v. Workers Compensation Appeals Board (1991) 226 Cal.App.3d 1288) 

 



Exposure Control Plan is Key 

• Written ECP establishes a matrix of controls 

• Engineering controls 

– Simulation 

– Barrier protection 

– Production techniques 

• Personal Protective Equipment 

– Does not need to appear on screen 

– Use in combination with production techniques (cut-aways, 

etc.) 

 



Exposure Control Plan: Medical 

Surveillance 
• Confidential  

• Mandatory that employer offer 

• Voluntary that employee participate 

• Employer bears all costs 

• Provide HBV vaccine 

• Follow-up for exposure incidents including 

source testing 

 



Exposure Control Plan: Training 

• 14 required elements 

• Done initially and annually 

• Must include specific controls being used 

on the set 

 



Challenges to Enforcement of 

Standards in the AFI 

• Lack of perceived need, free speech vs. 

worker health and safety matter 

 

• Resistance from employers, mobility of 

employees, anti-government views makes 

a highly contentious environment 



  AFI : Lack of Compliance 

• Some AFI employers claim that 
compliance with safety requirements is not 
feasible 

• Some AFI employers see safety 
requirements as an unacceptable increase 
in their costs 

• Some AFI employers point out that 
employees face risks outside of the 
workplace 

• Some AFI employers don’t want 
government “interference.” 



AFI HIV STD 





• 2,633 STIs were diagnosed among 1,849 performers.  

• 72% of infections occurred in female performers.  

• 26% (n=687) had repeat infections within one year of 
the previous infection. 

• Median time to repeat infection: 154 days (~5 mos) 

• Females were generally reinfected earlier than males 
(median 146 vs. 166 days, p=0.11). 

• Female performers were 27% more likely to have a 
repeat infection within one year of their previous 
infection compared to males (prevalence ratio 95% 
CI=1.09-1.48). 

STI Repeat Infection Within One Year 

among AFI Performers: 2004-2007 



STIs among AFI performers: 

2004-2010 



Reported Chlamydia and Gonorrhea 

Infections among AFI Performers  

(2004-2007) 

^Percent by gender; *Percent of total 

  Total Males Females 

STD N % N %^ N %^ 

Chlamydia 1,497 56.9% 529 72.7% 966 50.8% 

Gonorrhea 924 35.1% 161 22.1% 763 40.1% 

Chlamydia*Gonorrhea 212 8.1% 38 5.2% 174 9.1% 

Total 2,633 100.0% 728 27.6% 1,903 72.3% 



STI Repeat Infection among AFI 

Performers (2004-2007) 

  Females Males Both genders 

  N % N % N % 

All cases 1,903 72.3% 728 27.6% 2,633 100.0% 

              

Time to next infection^:             

< 3 months 122 6.4% 29 4.0% 151 5.7% 

< 6 months 327 17.2% 87 12.0% 414 15.7% 

< 9 months 445 23.4% 133 18.3% 578 22.0% 

< 12 months 528 27.7% 159 21.8% 687 26.1% 

            

Prevalence ratio (95% CI) 1.27 (1.09-1.48)     

              

Mean time (days) 167.1   178.5*   170   

Median time (days) 145.5   166*   154   

^Percentage of all infections; *T test (of log[time]) for gender p-value = 0.09 ; **Wilcoxin test for gender p-value = 0.11 



Percentage of Infections with a 

Repeat Infection within One Year 

27% 29% 

21% 

N=576 N=732 N=715 

28% 

N=610 



CT and GC Annual Cumulative Incidence Among 

AFI Performers and the General Population 
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*Range based on population of 2,000-3,000 performers 
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Multi-Anatomic Site Study 
• Recent study of AFI clinic users (Rodriguez et al, 2012) assessed 

prevalence of symptomatic and asymptomatic CT and GC infections at all 

three anatomic sites (urogenital, oropharynx, rectum)  
 

•  168 participants enrolled: 

– 112 (67%) female, 56 (33%) male 
 

– 47 participants (28%) diagnosed for a  total of 96 infections 
 

– 30 women (64%)  and 17 men (36%) were infected with either CT and/or GC. 

Over ½ (61%) were under 30 years of age 
 

– The most common infection pattern was CT and/or gonorrhea infection at all 3 

anatomic sites (n=18; 38%) 
 

– Thirty-five (95%) oropharyngeal, 21 (91%) rectal and 13 (37%) urogenital 

chlamydia and/or gonorrhea infections  were asymptomatic 
 

– Of the 47 infected with GC and/or CT, 60 (63%) of the 96 total 

     infections would have been missed with uro-genital-only screening.  

 



  Total Female Male 

Participant Characteristics No. % No. % No. % 

              

Total Participants 168 100 112 67 56 33 

              

Age, years             

18-19 17 10 17* 15 0 0 

20-24 48 29 46* 41 2 4 

25-29 37 22 26 23 11 20 

30-34 27 16 16 14 11 20 

35+ 39 23 7* 6 32 57 

Median (Range) 27 (18-54) 23* (18-42) 36 (22-54) 

Race/Ethnicity a             

Caucasian 128 79 85 79 43 77 

Latino 13 8 8 7 5 9 

Black 9 6 3* 3 6 11 

Asian 6 4 6 6 0 0 

Other b 7 4 5 5 2 4 

Gonorrhea and/or Chlamydia 47 28 30 27 17 30 

Gonorrhea only 39 23 26 23 13 23 

Chlamydia only 5 3 4 4 1 2 

Chlamydia + Gonorrhea 3 2 0 0 3 5 

Median years in the Adult Film Industry (Range) 
3 (1-18) 3* (1-18) 7 (1-18) 

Time since last worked in an adult film, days c             

< 30 115 69 80 72 35 64 

30-60 34 20 20 18 14 26 

>60 17 10 11 10 6 11 

Condoms on adult film sets d             

Never 46 27 25* 22 21 38 

Sometimes 121 72 86** 77 35 63 

Always 1 1 1 1 0 0 

Condoms off adult film sets d             

Never 38 23 23 21 15 27 

Sometimes 122 73 81 72 41 73 

Always 8 5 8** 7 0 0 



Figure 3. Distribution of site-specific symptomatic and 

asymptomatic gonoccocal and/or chlamydial infections 

among adult film industry workers by anatomic site: 

Los Angeles, CA, May-September 2010 



Conclusions 

• Infection/re-infection estimates for AFI 
performers are likely to be 
underestimated: 

– Performers are tested at clinics other than 
performer testing centers (personal doctor 
or STD clinic) 

– STIs underreported 

– Self-medication/empiric treatment 

– Current screening limited in scope and 
excludes rectal  and oral pharyngeal 
testing 



Conclusions 

• Screening does not prevent infection 

– Provides an opportunity to diagnosis and treat 

infected performers, preventing further spread 

to co-workers and other sex partners 

– Must be combined with barrier protection 

 

• Risk and burden of STIs among AFI 

performers are unacceptably high 



AFI Syphilis Outbreak  

Los  Angeles,  August -- October 2012  



AFI SYPHILIS OUTBREAK  

LOS  ANGELES,  AUGUST -- OCTOBER 2012  

• As of September 12th, there were 8 

confirmed cases, including: 

• 1 case of primary syphilis; 

• 3 cases of secondary syphilis; and  

• 1 case of early latent; others are latent of 

unknown duration.  

• Six of these cases are residents of LAC; 

others reside elsewhere in the U.S., 

including Texas and Florida 

 



*Male Index: 25 Contacts. 

  - 1 Female performer w/ Secondary Syphilis   

 - 14 Epi-Tx: 5 Not infected; 4 Unable to contact; 1 Refused 

testing/Tx 

 

*Female Index: 27 Contacts. 

- 1 Male Index (Secondary above) Not the source of the infection 

- 1 Male partner w/ Primary Syphilis 

 

Able to identify 52 contacts using: 

- Stage names provided from the Index patient’s interviews 

- Stage names provided from Talent agencies contacted 

- Multimedia sources 

- Established communication with AFI clinics 



Able to identify Production and Talent Agencies 

Production Companies:  

  

Total Production Companies Named: 23 

Total Production Companies Contacted: 8 (Of these, 1 responded)  

Total Production Companies Not Contacted: 3 

  

Production Companies Not Contacted Because OOJ: 4 

Production Companies Not Contacted Because Out of Window Period: 2 

Production Companies Not Contacted Because No Locating Info: 6 

  

Talent Agencies: 

  

Total Talent Agencies Named: 5 

Total Talent Agencies Contacted: 3 (Of these, 3 responded)  



Policy Recommendations 

• To date, eight state/national organizations have issued 
policy statements supporting improved worker safety and 
health in the AFI 

– American Medical Association 

– American Public Health Association 

– American Sexual Health Association 

– Beyond AIDS 

– CA Conference of Local AIDS Directors 

– California Medical Association 

– CA STD Controllers Association 

– Communicable Disease Committee, CCLHO 

– National Coalition of STD Directors 

 
 

 



CA STD Controller Association Position Statement:  

 Worker Health and Safety in the Adult Film Industry* 

• State and federal regulatory or legislative actions that would mandate the 

use of condoms in the production of adult films. 

 

• Mandatory medical monitoring and worker health and safety training paid for 

by the industry. 

 

• Creation of an amendment to Section 5193, Bloodborne Pathogens, CA 

H&S Code to require protections for AFI workers to prevent occupational 

exposures to bloodborne and fecal pathogens and STDs. 

 

• Require AFI production companies maintain records available for inspection 

with their Custodian of Record that includes their OSHA-compliant exposure 

control plan that documents that condoms were used in each production and 

that worker health and safety training was provided. 

 This statement was approved by the CSTDCA Executive Committee on 11/5/10. Rev. 11/17/10 



CA STD Controller Association Position Statement:  

 Worker Health and Safety in the Adult Film Industry 

 • Require AFI companies to provide employment records to the state or 
local health department in the course of any investigation of workplace 
transmission or exposure to an infectious disease. 
 

• Increase federal, state, and local resources and support for local, state 
and national legislation that would improve the ability of local health 
departments, state health departments and OSHA (Cal/OSHA) to 
investigate and control occupational exposures to infectious diseases 
and enforce workplace regulations in a timely manner. 
 

• Prohibit distribution and/or sales of adult films where condoms were 
not used by performers to hotels, cable television content providers 
and others in commercial setting that make available to customers to 
the viewing, sale, or distribution of films. 
 

• Mandatory labeling at the beginning of each film that states that the 
adult film was produced pursuant to OSHA (Cal/OSHA) requirements 
and that condoms were used in the production of the film. 
 

• Vigorous enforcement of existing OSHA (Cal/OSHA) standards, i.e., 
the bloodborne pathogen standard, and other occupational standards 
to reduce exposure to infectious diseases within the adult film industry. 

 

 



http://publichealth.lacounty.gov/std/afi.htm 



http://publichealth.lacounty.gov/std/afi.htm 



AHF Policy Advocacy 

City of Los Angeles 

County of Los Angeles: Measure B 
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Measure B  

82 

Support for the condom requirement was strongest in non-white, working 

class neighborhoods, while the upper income mostly white districts in the 

city preferred leaving this question to the actors and producers themselves. 

As the Times puts it: 

Countywide, Measure B won by 56% to 42%, but the ballot initiative 

requiring condoms to be used during porn filming racked up huge margins 

in lower-income neighborhoods that are either heavily Latino, black or both, 

like East Los Angeles (67%); Inglewood (75%); Compton (76%); Los 

Angeles’ 8th City Council District in South L.A (76%); and Willowbrook, 

south of Watts (77%). 

In contrast, neighborhoods voicing the most opposition to a condom 

requirement were higher-income areas that have significant white 

majorities. The “no” vote for the measure rose to 54% in Malibu, Ranchos 

Palos Verdes, Westlake Village and Sierra Madre; 55% in Calabasas, La 

Crescenta, and Topanga; 56% in Redondo Beach; 57% in Hidden Hills and 

Rolling Hills Estates; 58% in El Segundo; 59% in Manhattan Beach; and 

60% in Hermosa Beach. 



Questions? 

Peter R. Kerndt, MD, MPH 

pkerndt@ph.lacounty.gov 

 

Ph (213)744-3093 

mailto:pkerndt@ph.lacounty.gov



