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FOREWORD

. This selected bibliography covers a broad range of published
articles on the costs and utilization of health services by AIDS
patients. In contrast to other AIDS bibliographies, which focus
on the biomedical literature, this bibliography is concerned
solely with major published articles useful tc health services
researchers studying the disease and how it is being dealt with
through the health services delivery system. Included are
articles in scholarly, scientific, and other major publications
onl such topics as insurance coverage by private and public
programs, provision of care by hospitals and community services,
the costs of that care, and policy issues.

This bibliography was constructed by 1) reviewing other biblio-
graphies on AIDS; 2) reviewing the tables of contents of
approximately 25 different health services research and
scientific journals published between January and August 1987; 3)
searching an on-line interdisciplinary AIDS bibliographic data
base maintained by the Food and Drug Administration's medical
library; 4) searching the Science Citation Index for articles
that cite previously published works not listed elsewhere; 5)
reviewing citations and references in articles obtained through
the previous steps; and 6) reviewing newspaper articles from the
New York Times and Washington Post.

The resulting bibliography contains annotated journal citations
arranged alphabetically by principal author within topical
categories. Abstracts as they appeared in the original article
are reproduced here wherever possible. At the end of each major
category, additional references (many of them from nontechnical
periodicals) are also listed alphabetically.

The content of this bibliography is intentionally selective and
is not intended to be comprehensive. For example, the section on
Federal policy certainly does not reflect the full breadth of
Federal activities on AIDS. Health education, testing,
biomedical, and epidemiological literature are included only to
the extent that they are relevant for health services research.
Reports and memoranda reflecting AIDS activities by the Public
Health Service and other Federal agencies are not included here
because they will be inventoried by a comprehensive on-line data
base to be maintained by an AIDS clearinghouse that is under
development. Later, the clearinghouse will be expanded to




include public and private resources and services for AIDS

patients. The clearinghouse will be maintained by the AIDS
Office of the Centers far Disease Control.

J. Michael Fitzmaurice, Ph.D.
Director
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BIBLIOGRAPHIES

l. Abrams, E.J. and K. Patrias (Reference Section, Public Services
Division, National Library of Medicine), AIDS Bibliography 1986 -~
1987. U.S. Department of Health and Human Services, Public Health
Service, National Institutes of Health, June 1987.

This AIDS bibliography includes appropriate books, book chapters, and
journal articles, many with publication dates in 1987.

2. Abt Associates, Inc., "An Annotated Dibliography of Scientific
Articles on AIDS for Policymakers." Prepared for the Office of the
Assistant Secretary for Health, Department of Health and Human Ser-
vices (Contract #282-85-0064), Washington, D.C., May 1987 (available
after November 15, 1987).

3. Institute for Health Policy Studies (School of Medicine,
University of California, San Francisco), MIDS Bibliography, March
1987.

This short bibliography presents books, book chapters, journal
articles, reports, speeches, lectures, and panel discussions dealing
with AIDS. The selection covers health care policies, communlty
responses, and the cost of AIDS to swciety and the individual.
Contributors include Peter S. Arno, Philip R. Lee, Anne A. Scitovsky,
and Mervyn F. Silverman. While several books were in press at the
time this compilation was done, the majority of the bibliography items
are dated 1986.

4. 1Institute for Health Policy Studies (School of Medicine,
University of California, San Francisco), "Completed Institute AIDS
Studies and an AIDS Blbllography." Institute for Health Policy
Studies Report, Spring 1987, 7 (1): 4-7.

Eight completed studies are briefly described: (1) Community-based
Services for AIDS Patients in San Francisco; (2) Policy Response to
the AIDS Epidemic: New York and San Francisco; (3) The Federal Re-
sponse to the AIDS Epidemic; (4) Resources for AIDS Patient Care and
Research; (5) AID53 and Health Policy; (6) AIDS: Past, Present and
Future Issues; (7) Personal and Social Consequences of AIDS Antibody
Testing and Notlflcatlon, (8) Estimates of the Direc’: and Indirect
Costs of AIDS in the United States, 1985, 1986, 1991. Descriptive and
quantitative information on the studies is provided along with the
invegtigators' names, and the date and place of publication of the
studies.




CLASSIFICATION AND DEFINITION OF AIDS

5. Converse, M,E., "ICD-9~-CM Notes: Update on AIDS, 279,19,
Journal of the American Medical Record Association, October 1985,

The World Health Organization Collaborating Center for Classification
of Diseases for North America fecommends that ICD-9~CM Code 279.19 be
used to code acquired immunodeficiency syndrome (AIDS), including
those cases where acquired T-Cell defect ig documented.

6. Des Jarlais, D.C., S.R. Friedman, T.J. Spira et al., "A Stage
Model of HTLV-III LAV Infection in Intravenous Drug Users." National
Institute on Drug Abuse Research Monograph Series, 1986; 67: 328-34.

The purpose of this study was to interpret clinically the "meaning" of
HTLV-III/LAV seropositivity among IV drug users, a task that '"is
complicated by scarcity both of longitudinal data on persons exposed
to the virus and information about the hallmarks of the early stages
of infection, the multiple effects of virus on the immune system, and
immunclogic change due to IV drug use in the absence cf HTLV-~III/LAV,
+ - .« Primary subjects were 270 IV drug users recruited with informed
consent from drug detoxifica_ion and methadone maintenance pPrograms in
New York City in 1984," Additional subjects were 29 IV drug users who
met the CDC surveillance definition for AIDS. "Evidence [was found]
for a cumulative order in lymphocyte abnormalities among persons with
antibodies to HTLV-III/LAV. The abnormalities include a reversed
T4/T8 ratio and low counts of T4 (helper) cells, total lymphocytes,
and B cells, These abnormalities are cumulative in that a person who
has any specific abnormality will typically have all of the preceding
abnormalities in the order. The order generates a model for the
stages of HTLV-III/LAV infection progression and provides a scale that
is potentially useful for assessing the severity of infection at a
single point in time."

7. Hardy, A.M., E.T. Starcher II, W.M. Morgan et al., "Review of
Death Certificates to Assess Completeness of AIDS Case Reporting."
Public Health Reports, July-August 1987; 102 (4): 386-91.

"[The purpose of this study was] to assess the level of reporting of
AIDS cases. . . . The authors reviewed death certificates for periods
of 3 months during July through December 1985 in each of four cities:
Wasnington, DC, New York City, Boston, and Chicago. Since reporting
began in 1981, these cities have reported 38 percent of all AIDS cases
in the United States. peath certificates were selected and matched to
the AIDS surveillance registries in each city, and medical records of
those not on the AIDS registry were reviewed to determine if AIDS had
been diagnosed. fThe estimated completeness of AIDS case reporting to
AIDS surveillance systems was high in all four cities {ranging from 83
percent to 100 percent). fThe unreported cases were similar to re-
ported cases in terms of sex, race, risk factor, and specific diag-
nosis. Of the causes of death examined, AIDS, Pneumocystis carinii




Classification and befinition of Aids

pneumonia, and Kaposi's sarcoma were predictive of AIDS as defined by
the CDC case definition. However, 77 of 588 deaths (13 percent)
attributed to one of these three causes occurred in cases that were
presumptively AIDS but did not meet the diagnostic requirements to be
classified as AIDS for reporting purposes."

8. Havzrkos, H.W., M.S. Gotlieb, J.Y. Killen et al., "Classification
of HTLV~III/LAV-Related Diseases" [Letter]. Journal of Infectious
Diseases, 1985; 152 (5): 1095.

This letter presents a stratification system for human T-lymphotropic
virus type III/lymphadenopathy-associated virus (HTLV-III/LAV)-related
diseases. The system includes seven categories characterized by
various clinical features, such as immune thrombocytopenic purpura
(ITP), unexplained palpable lymphadenopathy for more than 4 months,
minor opportunistic infection, systemic prodrome or watery diarrhea or
sustained weight loss, and AIDS--with and without Kaposi's sarcoma and
with and without opportunistic infection.

9. Norman, C., "A Disease in Many Guises." Science, November 29,
1985; 230 (4929): 1019.

What will happen to the approximately one million people now infected
with the AIDS virus is not 1likely to be known for another 20 years or
so. A broad range of syndromes are occurring in people infected with
AIDS. It is not known what distinguishes infected people who develop
AIDS from those who develop AIDS-relateu conditions and those who
remain free of symptoms. The primary question is what pushes the
viral genes into action. Persons infected wi*h the AIDS virus have
experienced infection of the central nervous system, with resulting
cortical atrophy, meningitis, and motor problems, as well as Guillain-
Barre syndrome. Hodgkin's disease is occurring in AIDS patients, as
is a bizarre form of Burkitt's lymphoma and squamous cell carcinoma of
the head and neck.

10. Norman, C., "HTLV-III and LAV: Similar, or Identical?" Science,
November 8, 1985; 230 (4726): 643.

This paper discusses the controversy over whether HTLV-III and LAV are
the same virus or two different ones. The precise genetic sequences
of the viruses indicate that HTLV-III and LAV are very similar, while
ARV (for AIDS-related virus) is substantially different. With a
genome of nearly 10,000 nucleotides, LAV and HTLV-III differ by only
about 150 nucleotides; ARV differs by almost 600. Restriction enzyme
maps of HTLV-III and LAV are identical, while those of all the other
isolates differ from one another. Methodological difficulties that
make matters even more complex are outlined.
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11. Public Health Service, Centers for Disease Control,
"Classification System for Human T-Lymphotropic Virus Type,
II1I/Lymphadenopathy-Associated Virus Infections." Moroidity and
Mortality Weekly Report, May 23, 1986; 35 (20): 334-90, [Reprinted in
Journal of the American Medical Association, July 4, 1986; 2356 (1).]

A broadly applicable, easily understood classification system for
persons infected with the AIDS virus is needed. The system presented
is primarily applicable to public health purposes, including disease
reporting and surveillance, epidemiologic studies, prevention and
control activities, and public health policy and planning,
Manifestations of HTLV-III/LAV infection are categorized in four
mutually exclusive groups: Group I--acute infaction; Group II-~
asymptomatic infection; Gruoup III--persistent, generalized
lymphadenopathy; and Group IV--other disease. Group IV includes five
subgroups: constitutional disease, neurologic disease, secondary
infectious diseases, secondary cancers, and other conditions.

12, Public Health Service, Centers for Disease Control,
"Classification System for Human T-Lynphotropic Virus Type
III/Lymphadenopathy-Associated Virus Infections." Annals of Internal
Medicine, August 1986; 105 (2): 234-37.

“Infection with the human T-lymphotropic virus type
I7I/lymphadenopathy-associated virus (HTLV-III/LAV) [now human
immunodeficiency virus] can manifest as a spectrum of conditions
ranging from severe immunodeficiency to asymptomatic infection.
Because of the rapid growth of knowledge about this virus, there is a
need for a system to classify patients with the various manifestations
of infection. The system presented comprises four mutually exclusive
groups: I, acute infection; II, asymptomatic infection; IIZI,
persistent generalized lymphadenopathy; and IV, other HTLV-III/LAV
disease (with five subgroups, A to E, and two subcategories, C-1 and
C~2). The classifications should be useful in disease reporting and
surveillance, epidemiologic studies, prevention and control
activities, and public health policy and planning."

13. Public Health Service, Centers for Disease Control,
"Classification System for Human Immunodeficiency Virus (HIV)
Infection in Children Under 13 Years of Age." Morbidity and Mortality
Weekly Report, April 24, 1987; 36 (15): 225-36"

This paper reports on a classification system for HIV infection in
children. It was designed primarily for public health purposes,
including epidemiologic studies, disease surveillance, prevention
programs, and health care planning and policy. Two definitions for
infection in children are presented: one for infants and children up

11




Classification and Definition of Aids

to 15 months of age who have been exposed to their infected mothers
perinatally and another for older children with perinatal infection
and for infants and children of all ages who acquired the virus by
other means. Children who fulfill the definition of HIV infection n.ay
be categorize. into Class P-1 (asymptomatic infectinn) or Class P-2
(symptomatic infection). Infants and children exposed perinatally
whose infection status is indeterminate are in Class P-0. Children in
Class P-1 may be further grouped on the basis of immunologic

testing. Those in Class P-2 may be subclassiied on the basis of the
type of signs and symptoms present.

l4. Public Health Service, Centers for Disease Control, "Revision of
the CDC Surveillance Case Definition for Acgquired Immunodeficiency
Syndrome." Morbidity and Mortality Weekly Report, August 14, 1987; 36
(supplement no. 1S): 35-15S.

A revised case definition for surveillance of AIDS was developed by
CDC in collaboration with public health and clinical specialists. The
revision's objectives were (1) to track the severe disabling morbidity
associated with HIV more effectively; (2) to simplify AIDS reporting;
(3) to increase the definition's sensitivity and specificity; and (4)
to be conzistent with current diagnostic practice. "Major proposed
changes apply to patients with laboratory evidence for HIV infection:
(1) inclusion of HIV enccphaiopathy, HIV wasting syndrome, and a
broader range of specific AIDS-indicative diseases:. . .(2) inclusion
of AIDS patients whose indicator diseases are diagrosed
presumptively;. . . and (3) elimination of exclusions due to other
causes of immunodeficiency." Dilferences in how the definition is
applied to adults and children are described. The new definition is
effective immediately. :

15. Public Health Service, Centers for Disease Control, "Revision of
the Case Definition of Acquired Immunodeficiency Syndrome for National
Reporting--United States." Morbidity and Mortzlity Weekly Report, June
28, 1985; 34 (25): 373-75.

This paper reports a revision of the case definicion of AIDS for
national reportiag in the United States. The revision provides that
only the more severe manifestations of HTLV-III/LAV infection will be
included; that CIDC will develop more inclusive definitions and
classifications of AIDS infection; that certain refinements will be
adopted; that a nistologically confirmed diagnosis of chronic lymphoid
interstif Lal prieumonitis in a child under 13 will be c¢ \sidered
#- ' etive of AIDS unless tests for the virus are nagative; that

with a lymphoreticular malignancy diagnosed more than 3

ter an opportunistic disease marking AIDS will not be

as AIDS cases:; and that a negative result on the serum anti-

t without low numbers of T calls will exclude patient3 from an
PN «gnogis. This revision will result in reclassification of less
tha vercent of cases already reported to CDC.




Classification and Definition of Aids

16. Redfield, R.R., D.C. Wright and E.C. Tramont, "The Walter Reed
Staging Classification for HTLV-III/LAV Infection." New England
Jeurnal of Medicine, January 9, 1986; 314 (2): 131-32.

This paper reports on a staging classification for HTLV-III/LAV
infection adopted by the U.S. Army. 1Its objectives were to provide
uniformity within che military health care system for routine clinical
evaluations of patients with such infections; to.facilitate an
understanding of the natural history of these infections; and to help
evaluate the clinical response to antiviral treatment regimens. The
staging scheme is applicable to adults only. Stage WRO designates
high-risk contacts. Stages WR1 through WRé6 require documentation of
infection by demonstration of HTLV-III antibody on Western blot or
comparable confirmation assay using virus-specific antigens or virus
isolation or poth. Stage WRS5 is defined by complete anergy or thrush
or both. Certain conditions, such as Kaposi's sarcoma, neurologic
disease, fever, night sweats, and sigrificant weight loss, provide the
basis for further staging.

Additional References

17. staff, "cDC Revising AIDS Definition, Includes New 'Presumptive
AIDS' Category." The AIDS Record, December 15, 1986; 1 (2): 1.

18. Staff, "Revised Definition of AIDS" [with flow diagram]. The
Lancet, August 29, 1987; Vol. II for 1987 (8557): 522,




COMMUNITY SERVICES

19. Arno, P.S., "The Nonprcfit Sector's Response to the AIDS
Epidemic: Community-Based Services in San Francisco." American
Journal of Public Health, November 1986; 76 (1l): 1325-30.

"[This paper reports on the key role played by community-based orga-
nizations in San Franeisco] in providing social support services and
public information tec those affected by AIDS. These services have
helped minimize the economic impact of the epidemic by reducing the
level and expense of hospitalization of AIDS patients. During fiscal
year 1984-85, the three largest community-based groups in San
Francisco provided more than 80,000 hours of social support and coun-
seling services, responded to more than 30,000 telephone inquiries and
letters, and distributed nearly 250,000 pieces of literature. Home-
based hospice care was provided to 165 AIDS patients at an average
daily cost of $94 per patient. Community-based organizations require.
. .significant. . .funding from government and private sources. Local
government in San Francisco has provided 62 percent of the revenues
for these groups. [But] they are not viabie without steady volunteer
labor. More than 130,000 hours were donated [in the preceding

year]. There are intrinsic limits to the current dependency on unpaid
labor and contributions made by private charity and local government
[that] will eventually require increased support and intervention at
the state and federal levels."

20. Arno, P.S. and R.G. Hughes, "Local Policy Responses to the AIDS
Epidemic: New York and San Francisco." New York State Journal of
Medicine, May 1987; 87: 264-72.

"[{This paper examines the factors that have contributed to different
policy responses to AIDS in New York City and San Francisco.
Together, New York Ci“v and San Francisco have reported more AIDS
cases than any other “ies in the world; they account for 40 percent
of the national reporu. . total throughout 1986.] Both cities have
spent enormous amounts of local resources in dealing with the
epidemic, but the public policy response has been markedly different
in each city. . . . [Hlistorically, New York has had three times the
AIDG caseload of San Francisco, [but] has consistently gpent less
money on public health education and other nonhospital-related health
care services. The varied policy responses in each city can be
attributed to several factors: differences in the magnitude of the
epidemic; the patient mix; the role of risk groups in the political
and economic life in each community; the scale of public health care
systems, including the number of medical schools; the impact of local
media; and the institutional roles of the respective health
departments. [These cities' experiences may prove useful.] They in-
dicate that each community's response to AIDS will likely reflect the
underlying social, economic, and political characteristics of AIDS
victims and the existing structure and organizational roles of
traditional health care and community-based providers."




Community Services

21. Goldsmith, M. F., "Many Groups Offer AIDS Information,
Support." Journal of the American Medical Association, 1985; 254
(18): 2522-23,

Resource centers for information, counseling, and support for persons
dealing with AIDS have been established around the country. Some of
these groups supply medical services or referrals to physicians know-
ledgeable in this area. fThis report supplies the names, addresses,
and telephone numbers of 11 national organizations and 28 local organ-
izations in 20 states, the District of Columbia, and Canada. The list
includes information and support groups and government information hot
lines.

22. Goulden, T., P. Todd, R. Hay et al., "AIDS and Community
Supportive Services: Understanding and Management of Psychological
Needs." Medical Journal of Australia, 1984; 141 (9): 582-86.

At a public meeting held in response to the first outbreak of AIDS in
Australia, three important needs emerged for Sydney's gay community:
(1) to monitor the reaction of the Australian media to AIDS, (2) to
approach the Department of Health to present the community's case for
medical and public health Iesponses to the disease; and (3) to provide
educational and support services for people with AIDS and for those
with immunodeficiency. Changing behavior, in terms of safer sexual
habits and intravenous drug use, will probably be a major factor in
controlling the spread of AIDS in Australia. Health education should
be subtle and include an awareness that more is needed than facts.
Complications can emerge from the patient's family discovering his
homosexuality for the first time and from the patient's lover and
friends contending with fear, grief, survivor guilt, and anger.
Planning is needed to coordinate home help services and to establish
support groups and psychological assistance for future AIDS patients
and the people close to them.

23. Groopman, J.E. and A. S. Detsky, "Epidemic of the Acquired
Immunodeficiency Syndrome: A Need for Economic and Social Planning."
Annals of Internal Medicine, 1983; 99 (2): 259-61.

This paper points out that major national Planning efforts are neesded
to enable the health care system, as well as the research infra-
structure, to tackle the AIDS epidemic. Planning is needed to help
deal with the coming health care costs, as well as limits on the care
available for people with other disorders. Planning will be needed for
ambulatory care and acute care facilities and personnel. Regulatory
agencies that monitor third-party payment response should begin to
plan their strategy now. Recruitment of blood donors from low-risk
groups will be necessary, as well as blood processing. Education for
persons at high risk of developing the syndrome is likely the greatest
area for prevention. Sensitivity to human rights is vital, and high-
risk groups must be protected from overt or covert backlash. Economic
and social planning must be initiated.
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24. Hamilton, J. 0'C., "Volunteers, Home Care, and Money: How San
Francisco Has Mobilized." Business Week, March 23, 1987: 125.

San Francisco has earned its "pioneering role" in caring for AIDS
patients through the work of a Eraternity of health care pro-
fessionals, volunteers, researchers, 4 service organizations. At
Coming Home hospice, patients are cared for at a daily price of §$140,
compared with up to 10 times that in hospitals. The foundation of the
city's mobilization is the gay community. City and corporate funds
are being spent to support efforts in education, research, care, and
other services. Patients discharged from the hospital have access to
an organized hiome health care network for as little as $90 a day. The
Shanti Proiect, a volunteer organization, provided 110,000 hours of
support for 80 percent of the city's AIDS population last year.
Volunteers are growing scarce, however, and burnout among medical
personnel, along with the growing AIDS population, are subjects of
great concern. A local hematologist has called for federal planning
and the establishment of national regional hospitals that specialize
in treating AIDS.

25. Helgerson, S., "AIDS Project in Seattle, Washington." American
Journal of Public Health, 1984; 74 (12): 1419.

This paper reports on the AIDS Assessment, Education and Surveillance
Project established in Seattle by the King County and Seattle City
Councils. The project includes educational activities, the AIDS
Agsessment Clinic, and a research effort. Although aggregate data
will be reported, patients' confidentiality will be strictly pro-
tected.

26. Kutzen, H., "A Community Approach to AIDS Through Hospice:
Louisiana Frogram Promotes High Quality of Life." American Journal of
Hospice Care, March-April 1986; 17-23.

This paper reports on the impact of AIDS in New Orleans. The Hotel
Dieu Community Hospice, the New Orleans AIDS Task Force, the Found-
ation for Health Education in New Orleans, as well as state agencies
have been involved in combatting AIDS. Legal support came from the
Lambda Legal Defense Fund, the Gay Rights National Lobby, and the
ACLU. Support groups for patients with AIDS, ARC, and persons in
high-risk groups have been formed. The Buddy System trains volun-
teers,and the Archdiocese of New Orleans has helped provide free
housing to indigent ambulatory persons with AIDS. The city's gay male
community began support efforts, and the Louisiana AIDS Community Net-
work coordinates resources. Among the special problems presented by
AIDS in the hospice setting are symptom control, infection control,
and dealing with wide-ranging emotioncl responses to diagnosis by
patients and their loved ones. Hospice is an alternative to
hospitalization and traditional home care services for persons with
AIDS.




Community Services

27. Martin, J.P., "The AIDS Home Care and Hospice Program: A Multiji-
disciplinary Approach to Caring for Persons with AIp3." American
Journal of Hospice Care, March-April 1986; 35-37.

This paper reports on the multidisciplinary approach of the AIDS Home
Care and Hospice Program VNA of San Francisco. Such multidisciplinary
teams should consist of at least six key professionals: attendants

rehabilitation therapists, and physician consultants. A basic intro-
duction to AIDS, the hospice philosophy, pain and symptom management,
infection control, psychosocial issues, and bereavement concerns
should be included in orientation and education for staff members.
Support groups, time off, adequate supervision, and ongoing team
conferences are necessary to help staff deal with the potential
"burnout" of working with AIDS patients. Individual hospices should
address the needs of staff, community and expected patients before the
first AIDS case arrives.

Additional Reference

28. staff, "Survey Finds Support for AIDS Patients." New York Times,
May 22, 1987.
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CoSTSs

29. Arno, P.S., "AIDS: A Balancing Act of Resources." Business and
Health, December 1986; 3 (12): 20-24.

As the AIDS epidemic has placed increasing strains on the health care
system, it has also highlighted some pressing issues in today's rapid-
ly changing health care environment, while posing questions about the
Federal Government's ability to respond to a public health emergency,
the financing of health care, and the role of community-based organ-
izations in managing catastrophic illness. Early in thoe AIDS
epidemic, federal response was marred by a lack of coordination among
government agencies, slow and insufficient funding, and an emphasis on
biomedical research at the expense of health education and prevention
programs. Although lack of chronic care is not new, its effects are
particularly hard on AIDS patients. 1In large cities, AIDS patients do
get some assistance from community-based organizations, but such
models are not available nationwide. How society decides to fight AIDS
will have a profound impact on the future of health policy in this
country.

30. Berger, R., "Cost Anaiysis of RIDS Cases in Maryland." Maryland
Medical Journal, December 1985; 34 (12): 1173-75.

"During the first half of 1985, 69 newly diagnosed cases of AIDS were
reported to the Maryland Department of Health and Mental Hygiene
(DEMH). Planning for the epidemic has been difficult. This report is
the first cost analysis of AIDS cases in Maryland. The projected
hospital cost for AIDS patients in 1985 is $4.125 [million, very]
likely a conservative estimate."

31. Bowen, B.D., "The Medical Ccsts of AIDS in California," pre-
liminary draft, presented to the American Public Health Association,
Las Vegas, October 1, 1986, Blue Cross of California.

This paper reports efforts to estimate medical expenses of AIDS pa-
tients based on insurance company claims data. The problems involved
in using such data are discussed. Identifying AIDS cases presented a
prcblem in terms of coding criteria and how they are applied. In
addition, cases with no hospital stays were excluded. The sample set
studied was not representative of AIDS cases in California. Northern
California is over-represented, while persons whose insurance is not
purchased through a group were excluded. The data analyzed were for
189 persons and 7,465 claims. Unlike many AIDS populations, however,
all the cases studied were employed when diagnosed, Differences in
the number of days per hospital stay accounted for most of the vari-
ance in cost per case. In Los Angeles, that figure was $46,671; it was
$33,909 in San Francisco. The only deaths reported occurred in the
hospital setting.

32. Burda, P. and S. Powills, "AIDS: A Time Bomb at Hospitals'
Door." Hospitals, January 5, 1986; 60 (1l): 54-61.
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The national cost per day for an AIDS patient, according to cDC, is
$830--double the average cost of treating patients with other dig-
orders. Hospitals around the country face enormous risks in the AIDS
epidemic. St. Luke's-Roosevelt Hospital Center in New York City
treats an average of 55 AIDS patients daily; the hospital loses more
than $200 a day per AIDS patient. 1Isolating AIDS patients in private
rooms is used by some hospitals as a way to try to avoid increasing
staff. Some hospitals, such as San Francisco General Hospital Medical
Center, concentrate on discharge planning. Isolating AIDS patients can
create the potential for probloms, however, from discrimination suits
by gay rights groups. Worried staff members are another problem, and
the need for education is significant and ongoing. Routine blood
screening is not recommended, but should be available to staff
requesting it. Dealing with staff members who become ill with AIDS
themselves is yet another threat to hospitals.

33. Clark, J. and D. B. McCallum, The Adequacy of Hospital Reim-
bursement for AIDS Patients. Institute for Health Policy Analysis,
Washington, D.C., 1987.

"The purpose of this study was to explore the financial strain that
AIDS patients have placed on hospitals since 1982. The research seeks
to determine what proportion of hospitals' estimate cost of treating
AIDS patients was reimbursed by various payers: commercial insurers,
Blue Cross/Blue Shield, Medicaid, and self-pay/indigents at two
Washington, D.C., hospitals." Secondly, the efficacy of using Medi-
care's DRGS for reimbursing AIDS care was evaluated. Data from 141
Georgetown University Hospital admissions and 33 D.C. General ad-
missions were studied, for a total of 174 admissions. The results
suggest that hospitals are adequately reimbursed when the payer is a
commercial insurer or Blue Cross/Blue Shield. Medicaid results fluctu-
ate significantly and are difficult to interpret. The results indi-
cate that two DRGs often used for AIDS patients (DRG 398 and DRG 79)
may not accurately reflect the guantity of hospital resources used to
treat such patients. If hospitals are to be adequately reimbursed
through DRGs for AIDS patients, it may be necessary to create a new
DRG (or DRGs) for the AIDS population,

34, Firshein, J,, "AINS Stretching VA's Ability to Treat Veterans,"
Hospitals, February 20, 1986; 60 (4): 33-34.

Manhattan Veterans Administration Medical Center treats more AIDS
patients than any other VA facility in the country. Of 120 acute care
beds, 23 are filled with AIDS patients daily. The VA estimates it
will spend abhout $40 million a year to treat veterans with AIDS. If
the rate of AIDS admissions increases, VA hospitals' capabilities may
be stretched to the breaking point.

35. Hardy, A.M., "Planning for the Health Care Needs of Patients with
AIDS." Journal of the American Medical Association, December 12,
1986; 256 (22): 3140,
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The estimated direct health care costs for the 145,000 AIDS patients
anticipated to need treatment in 1991 is between $8 billion and $16
billion. The AIDS epidemic will also place an enormous burden on
acute care facilities and may increase the need for hospital beds.
Such alternatives as home care, nospices, and long-term care facil-
ities will be needed. Unemployed or low-income patients have in-
adequate insurance coverage already, and many AIDS patients who become
unemployed will lose their coverage. Dependence on city, State, and
Federal health care programs will grow.

36. Hardy, A.M., K. Rauch, D. Echenberg et al., "The Economic Impact

of the First 10,000 Cases of Acquired Immunodeficiency Syndrome in the
United States." Journal of the American Medical Association, January

10, 1986; 255 (2): 209-11.

"AIDS is a serious, fatal disease affecting a relatively young popu-
lation and has a great economic impact. Expenditures for hospital-
ization and economic losses from disability and premature death were
estimated for the first 10,000 patients with AIDS reported in the
United States. Extrapolation of data from surveys done in New York
City, Philadelphia, and San Francisco suggests that these 10,000
patients will require an estimated 1.6 million days in the hospital,
resulting in more than $1.4 billion in expenditures. Losses incurred
for the 8,387 years of work that will be lost from disability and from
the premature death of the 10,000 people will be more than $4.8
billion. The total economic burden of the AIDS epidemic will continue
to rise as the number of diagnosed cases increases. These estimates
reinforce the need for effective diseasze prevention strategies to re-
duce the number of cases."

37. Iglehart, J.K., "Financing the Struggle Against AIDS." New
England Journal of Medicine, July 16, 1987; 317 (3): 180-84.

The federal government has only begun to address how the battle
against AIDS will be waged, who will command it, and how government
and the private sector will pay for it. Since 1981, federal spending
for biomedical research, public health measures, and patient care has
risen from $5.5 million to an estimated current level of $416 million
in fiscal 1987 at DHHS alone. The nation's approach to AIDS has been
evolutionary. Social and political aspects of the matter have been
key to how it has been handled. Congress and the media have been
instrumental in the recent growth in funds and attention paid to the
problem. While the national response to AIDS has pointed out the
diversity of reaction to the health crisis, it has also stressed the
weaknesses of a system of combined private and public medical care
financing that requires patients with AIDS to become impoverished
before they are eligible for Medicaid. Many more people are left at
financial risk since, when they become too ill to work, they lose
their health care coverage.
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38. Johnson, A.M., M.W. Adler and J.M. Crown, "The Acquired Immune
Deficiency Syndrome and Epidemic of Infection with Human
Immunodeficiency Virus: Costs of Care and Prevention in an Inner
London District." British Medical Journal, August 23, 1986; 293
(6545): 489-92,

"The epidemic of AIDS and infection with HIV necessitates early plan-
ning cf services and allocation of resources. The use of hospital
resources by patients with AIDS and the planned additional costs of
clinical and preventive services for the epidemiv of infection with
HIV were calculated for an inner London health district that has
-reated 18 percent of the cases in the United Kingdom. Patients with
AIDS required on average 50 days of inpatient hospital care each at an
estimated current average lifetime cost of 6,800 pounds [$4,143, as of
10/8/871. These costs, however, underestimated the additional capital
and revenue costs of planned new preventive and treatment services,
estimated at 388,000 pounds revenue [$236,370, as of 10/8/87] and
472,000 pounds [$287,542, as of 10/8/87] capital for 1986-87. It is
important to invest now in preventive services throughout the United
Kingdom to reduce the future social and financial costs of AIDS,"

39. Kizer, K., Acquired Immune Deficiency Syndrome in California: A
Prescription for Meeting the Needs of 1990, Report prepared by the
California Department of Health Services, March 1986,

This report was compiled and edited by the Department of Health, with
input from the University of California Systemwide AIDS Task Force and
the state Departments of Mental Health, Alcohol and Drug Programs, and
Corrections. Costs for medical care alone for the 30,000 cases of
AIDS that are expected to have occurred in California by the end of
1990 will approach $3.5 billion; about $270 million of that will come
from the Medi-Cal program. Total public health and medical care
expenditures for AIDS virus infections in the State in this period are
expected to exceed $5 billion. Proposed for FY 1986-87 are the
following: expansion of the AIDS preventive education program, AIDS
surveillance programs, pilot projects to provide less costly AIDS
treatment, preventive education through the AIDS antibody test site
program, and State support services for confirmatory testing and virus
culturing. An increase in the number of epidemiological investiga-
tions on related problems is proposed, as well as creation of special
AIDS researcher positions at the University of California. Budget
additions of $6.388 million to the Department of Health Services and
of $2 million to the University of California are recommended to
implement these proposals. Major urban areas where AIDS case have
been reported are encouraged to establish AIDS treatment centers.
Legislative changes are recommended to al .ow mandatory AIDS virus
antibody testing when compelling public health needs exist and to
permit information reporting to public health and medical authorities
when indicated.
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40, Kizer, K.W., J. Rodriguez, G.F. McHolland et al. A Quantitative
Analysis of AIDS in California. California Department of Health
Services, State of California, Sacramento, March 1986.

This report presents estimates of health care ccsts of AIDS in
California. Relevant data sources werc reviewed; including AIDS
Section Registries of the Department of Health Services, Medi-Cal paid
claims, Medi-Cal eligibility tapes, and Vital Statistics death
registries. The average medical care costs of a Medi-Cal AIDS patient
from disease onset until death was $59,000, based on a life expectancy
of 18 months from diagnosis to death. The average cost to Medi-Cal
for AIDS patients was lower in San Francisco ($52,000) than in Los
Angeles ($70,000) or in the rest of the state ($65,000). Medical
costs for AIDS patients not on Meli-Cal were estimated from billed
amounts on the Medi-Cal claims. The average cost for medicral care for
an AIDS patients in California is estimated at $91,000; it is $74,000
in San Francisco and $109,000 in Los Angeles. Use of hospital care
varied widely. The average length of stay per admission in San
Francisco was 12.1 days, while it wis 17.9 in Los Anglees. The
statewide average was 14 days. 1In contrast to national patterns,
California AIDS pateints are disproportionately white (83 percent).
DHS figures are estimated to understate the extent of California AIDS
cases, as defined by definitions seem too restrictive and that AID3
statistics should be based on the patients' place of residence. The
department also designated five new code numbers for billing treatment
of AIDS patients to Medi-Cal.

. 4l1. Kizer, K.W., J. Rodriguez and G.F. McHolland, An Updated
Quantitative Analysis of AIDS in California. California Department of
Health Services, State of California, Sacramento, April 1987.

This report updates findings about the demography and health care
costs of AIDS in California. Several data sources, including AIDS
Registries of the Department of Health Services, Medi-Cal paid claims,
Medi-Cal eligibility tapes, and hospital charge data, were reviewed.
Data through September 1986 are included in the analysis. 1Identified
as Medi-Cal beneficiaries were 1,103 AIDS patients. The proportion of
AIDS patients covered by Medi-Cal is 20 percecnt, compared with 12 per-
cent the previous year. Medi-Cal expenditures for AIDS cases from
July 1983 through August 1986 were $20.5 million. Of Medi~Cal's AIDS
expenditures, hospital inpatient costs account for 87.1 percent; this
proportion was lower in San Francisco (85 percent) and higher in Los
Angeles (89.6 percent). As of August 1986, the cumulative medical
care costs for AIDS patients in California who have not been covered
by the Medi-Cal program is estimated at $13i.2 million. The total
cost of reported AIDS cases, Medi-Cal or otherwise, is estimated at
$151.7 million. The Medi-Cal costs for AIDS-related complex (ARC) are
estimated at $1 million. The duration of in-patient hospital stay was
found to be 13.6 days statewide: 15.8 in Log Angeles, 11.4 in San
Francisco, 17.9 in San Diego, and 13.4 in all other counties. Steep
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growth in the number of reported cases and associated costs is con-
sistently indicated by the evidence. A continuation of past growth
patterns is assumed.

42. Lee, P.R., "AIDS: Allocating Resources for Research and Patient
Care." 1Issues in Science and Technology (National Academy of
Sciences), Winter 1986; 2 (2): 66-73.

This study examines “he allocation of federal resources for AIDS re-
search and patient care. When the federal government designated AIDS
its number one health priority in May 1984, more than 3,000 cases had
already been reported and thousands infected with the virus. Many
critics believe that insufficient funding and personnel early in the
epidemic limited effective surveillance activities and epidemiological
studies and thwarted medical researchers' ability to respond

promptly. It has been suggested that a more vigorous public health
education effort might have helped curb disease transmission. The
author finds that the inadequate federal response was heavily in-
fluenced by efforts of the Reagan administration to reduce spending on
domestic social programs, to shift federal responsibilities to state
and local governments, and to encourage greater competition and an ex-
pPanded private sector role in health care. Although Congress has now
provided adequate additional funds for AIDS research, the growing
burden of caring for AIDS patients falls on a health care delivery
system suffering from the lack of a national health insurance program
Or any coherent national policy for financing health care.

43. Office of New York State Comptroller, Office of the Special
Deputy Comptroller for the City of New York, "Projected Costs of the
Treatment of Acquired Immune Deficiency Syndrome in New York City,"
Report 11-88, July 8, 1987.

This report projects that by 1991, the total annual cost of treating
AIDS in New York City--including Medicaid, Medicare, and all other
public and private payers-~-could be nearly $2 billion. Slightly more
than half of this «mount represents public funds, including $450
milljon in city funds alone. This estimate reflects only the costs
associated with inpatient hospital care, which now constitute almest
80 percent of AIDS-related expenditures in the city. Other costs are
for outpatient treatment and other AIDS services. Although these
other costs could be significant, a severe lack of information makes
long-range projections impossible. The city projects that expenditures
for AIDS within New York City--from all sources--will total $385
million, of which $98 million will be city funds. The city's pro-
jections are based on historical caseload data, an approach that may
be too limited in that it fails to consider a growing body of scien-
tific knowledge that suggests that the incidence of AIDS could grow
much faster than the city has assumed. Thus, the city is vulnerable
to unanticipated cost increases for the treatment of AIDS. The
report reveals a dichotomy between New York City's programmatic and
fiscal responses to the crisis. On the programmatic side, the city
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has moved to expand dramatically its public education efforts and the
services available for AIDS patients and high-risk groups. On the
fiscal side. however, the city has been slow to respond; a long-
promised AIDS cost study has not been completed and issued. Although
the city has not developed spacific estimates of total AIDS expend-
itures for fiscal years 1989 through 1991, officials maintain that the
Financial Plan includes sufficient funding to meet the expenses assoc-
iated with their AIDS caseload estimates, which are based on histor~-
ical data. This funding has not been identified or quantified.
Funding levels in the Financial Plan could require significant in-
creases. The city's programmatic initiatives could ultimately be
jeopardized because funding levels for those initiativesor for other
services might have to be cut back to accommodate the costs of pro-
viding hospital care for AIDS patients.

44. Office of Technology Assessment (J.E. Sisk, Study Director), The
Costs of Aids and Other HIV Infections: Review of the Estimates.
Staff Paper, May 1987.

This paper analyzes the reasons behind widely divergent estimates of
the costs associated with AIDS. Because the methods used varied sig-
nificantly, the results were not strictly comparable across studies.
With past survival and treatmont patterns, the studies suggest that
AIDS lifetime hospital costs have most likely been under $100,00v;
annual treutment costs for patients alive at any time during the year
have most likely been under $40,000. The studies give an incomplete
picture of costs, however, since they generally excluded most services
outside the hospital and pertained only to adult AIDS patients, not to
pediatric patients or to those with other manifestations of HIV in-
fection. The most comprehensive and rigorous study of national costs
attributed a pricetag of $8.7 billion to AIDS in 1986 and predicted
costs of $66.5 billion by 1991. More than 80 percent of the amount
stemmed from losses in productivity, reflecting the fact that AIDS
afflicts mainly working-age adults. Because knowledge and treatment
of the disease are changing constantly, great uncertainty surrounds
these and other cost projections. Further transmission of the disease
2as not yet peaked, and the percentage of the HIV-infected population
that develops outi.ght AIDS continues to increase. This disease has
become a special case because of the increasing prevalence of AIDS and
HIV infection, its unexpected arrival and uncertain course, and the
age groups afflicted. Continued transmission of the virus raises the
issue cf how to allocate resources between prevention and treatment
and among preventive activities, including education and counseling.

45, Pascal, A., The Costs of Treating AIDS Under Medicaid: 1986~
1991, Rand Note, prepared for the Health Care Financing Admin-
istration, U.S., Department of Health and Human Services, May 1987.

This paper reports the results of a 5-month research effort to esti-
mate Medicaid costs for treating AIDS patients. The study concen-
trated on people who met the CDC definition of AIDS. It is estimated
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that 220,000 cases will require treatment between 1986 and 1991,
Although that figure might serve as a low-range estimate, case load
numbers of 400,000 and 750,000 in 1986-199]1 are more credible mid- and
high-range estimates. It is necessary to project the shares of case
load accounted for by various patient groups because they vary in
initial health and insurance coverage and diagnoses, and each requires
different treatment. Such variations have Jlistinct cost implications,
particularly for Medicaid. Patient-group-share trends show increasing
proportions of IV drug users and the heterosexuals they infect and
declining propor ions of homosexual/bisexual males, Cancers of the
soft tissue will decline, relatively, as an associated pathology,
whereas pulmonary infections and neurologic impairments will increase.

AIDS patients qualify for Medicaid when they meet state income and re-
source limitations. Since most Stop earning income and have only mod-
est assets, use of Medicaid depends largely on the adequacy of private
health insurance coverage. A substantial fraction of Patients have no
coverage because they are unemployed; ancther large fraction may lose
coverage because of the gaps in continuation guarantees under the Con-
solidated Budget Reconciliation Act of 1986 (COBRA); others may
exhaust these COBRA protections. Employer and insurance company dis-
crimination against actual or potential AIDS patients threatens to
deprive some patients of coverage. Public hosnitals are likely to
qualify an increasing number of them for Mediciid. Published esti-
mates of average lifetime treatment costs for AIDS patients range from
$70,000 to $150,000. The variation is due largely to the differences
in hospitalization periods for AIDS treatment. Extension of the low-
cost case management model to places outside San Francisco, which may
not be feasible, would substantially lower average costs. In some
high-impact communities, AIDS could force construction of new skilled
nursing facilities or, less likely, new hospitals. Medical inter-
ventions (such as azidothymidine, A2T) promise lower per-period treat-
ment expenditures but may raise lifetime costs by increasing the
survival rate. AZT does tend to delay access to Medicaid, since it
helps keep people at work. Policy changes would likely have major
Ccost consequences. For example, widening the official definition of
AIDS would raise Medicaid costs; ending automatic disability status
for victims would lower them. Successful promulgation of the case
management approach would reduce treatment costs. Current Medicaid
reimbursement policies are thought to influence treatment toward
hospitalization. Pressure to raise reimbursement rates also seems
likely. The virus's lony incubation period and patients' growing life
expectancies mean, under current policies, more AIDS patients will ugze
Medicare over time. The overall cost consequences of a diversion from
dedicaid to Medicare are unpredictable.

Combining assumptions on case load, Medicaid eligibility, average
treatment costs, and Medicaid reimbursement rates vields a range of
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one as high as $47 billion. The intermediate estimate for total
national medical costs over this period is about $38 billion, with
corresponding extreme estimates of $15 billion and §$113 billion.

Using intermediate estimates, AIDS will account for about 1 percent of
total national spending on health and about 3 percent of Medicaid
program costs. According to the most pessimistic scenario, AIDS
spending wiil absorb 13 .-percent of Medicaid dollars.

46. Scitovsky, A.A., M. Cline and P.R. Lee, "Medical Care Costs of
Patients With AIDS in San Francisc~." Journal of the Amer -an Medical
Association, December 12, 1986; 256 (22): 2103-06.

“This article reports. . .the findings of a study of medical care
expenditures of persons with AIDS treated at San Francisco General
Hospital in 1984. . .. [The mean charge] per AIDS hospital admission
was $9,024; mean charges of patients with AIDS who received all their
hospital inpatient and outpatient care at Sa. Francisco General
Hospital in 1984 ranged from $7,026 to $23,425. and mean lifetime
inpatient charges of patients with AIDS who died and who had received
all their inpatient care at the hospital were $27.5%1. These latter
charges were considerably lower than previously published estimates c.
lifetime direct medical care costs of patients with AIDS, and the
possible reasons for the differences include much lower lifetime use
of hospital services and somewhat lower cost per hospital day."

47. Scitovsky, A.A. and D.P. Rice, "RIDS: The Cost in Dollars." The
Internist, April 1987, 9-15.

This paper reports on a series of new estimates of the direct and in-
direct economic costs of AIDS in the United States. Estimates were
formulated for direct costs for personal medical care costs and non-
personal costs. Personal medical care costs include expenditures for
hospital services, physician inpatient and outpatient services, out-
patient ancillary services, and nursing home, home care, and hospice
services. Nonpersonal costs include those spent for research, blood
screening and testing, replacement of blood, health educatioca and
support services. Indirect costs include morbidity costs and mor-
tality costs. The value of productivity losses due to illness and
disability constitutes morbidity costs. Mortality costs are the pre-
sent value of future earnings lost for those who died prematurely
because of AIDS. According to estimates for 198%, 198€, and 1991, in-
direct costs due to morbidity, and especially prematur: death, make up
about 80 to 84 percent of the total economic cost of the AIDS epi-
demic.

48. S&citovsky, A.A. and D.P. Rice, "Estimates of the Direct and In-
direct Costs of Acquired Immunodeficiency Syndrome in the United
States, 1985, 1986, and 1991." 2ublic Health Reports, January-
February 1987; 102 (l1): 5-17.
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"This paper presents three estimates--ranging from low to high--of the
direct-and indirect costs of the AIDS epidemic in the United States in
1985, 1986, and 1991, based on prevalence estimates provided by the
Centers for Disgease Control, According to vhat the authors consider
their best estimates, personal medical care costs of AIDS in current
dollars will rise from $630 million in 1985 to $1.1 billion in 1986
and to $8.5 billion in 1991, Nonpersonal costs (for research,

ting from morbidity and premature mortality are estimated to rise from
$3.9 billion in 1985 to $7.0 billion in 1986 to $55.6 billion in
1991, While estimated personal medical care costs of AIDS represent

personal health care expenditures for the U,S, Population, they repre-
sent 1.4 percent of estimated personal health care expenditures in
1991, similarly, while estimated indirect costs of AIDS represent 1.2
percent in 1985 and 2.1 percent in 1986 of the estimated indirect
costs of all illness, they are estimated to rise to almost 12 percent
in 1991,

49. Scitovsky, A.A., D.P. Rice, J. Showstack et al., "Final Report:

Estimating the Direct and Indirect Economic Costs of Acquired Immune

Deficiency Syndrome, 1985, 1986, and 1990," Prepared fer The Centers
for Disease Control (Task Order 282-85-0061 #2), March 31, 1986,

This report estimates the direct and indirect costs of AIDS in the
United States for the years 1984, 1985, 1986, and 1990. Estimates are
based on prevalence estimates provided by CDC, which classified by age
and sex all AIDS cases alive at any time in 1984 into three patient
groups: (1) those diagnosed in the previous year who lived all 12
months, (2) those who died during the year, and (3) thsse who were
newly diagnosed and did not die. Within each of the groups, cases
were grouped into the following diagnostic categories: Pneumocystis
carinii pneumonia, other infectious diseases, Kaposi's sarcoma, neo-
plasms, and other conditions. These detailed distributions of AIDS
cases were provided by cDC for 1984, the first year that health de-
partments in the country confirmed all cases using the strict
definition of AIDS. Also, 1984 data are complete, without reporting
lags. CDC estimated the total number of cases in each of the other
Years and assumed that the distribution by age and sex between these
patient groups and diagnostic groups within each patient group re-
mained the same over time. Estimates ware made for direct costs, in-
cluding personal medical care costs and nonpersonal costs, and for
indirect costs, including those for morbidity and mortality.
Psychological costs were not estimated. All estimates are in 1984
constant dollars unless otherwise noted. The direct medical care
costs make up three-fifthg of the total direct costs; the remaining
two-fifths are the nonpersonal costs. The indirect losses incurred by
AIDS patients are significantly larger than the medical care and
noriersonal costs because AIDS affects mrny persons during their most
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Productive times. Of the total estimated indirect costs of $3.3
billion in 1985, 6 percent are for morbidity losses, the estimated
value of losses in productivity resulting from illness and disability
for the 15,400 AIDS cases. The remaining 94 percent of the indirect
costs are the estimated value of productivity losses for 5,500 persons
who died prematurely in 1985 from AIDS. With the projected increase
in prevalence, the total economic costs of AIDS will increase commen-
surately. The number of AIDS cases is estimated to rise from 15,400
cases in 1985 to a high of 76,500 cases in 1990; the total direct and
indirect costs are estimated to rise from $4.1 billion in 1985 to
$19.6 billion in 1990. The distribution by costs by type remains
fairly constant. Applying the expected years of life lost by age and
sex tc the 5,500 deaths in 1985 resulits in a total of 217,693 person
years lost, an average of 40 years per death. 1If losses of future
earnings and an imputed value for housekeeping services by age and sex
are taken into account, $3.1 billion was lost to the economy at a 4
percent discount rate for the 5,500 deaths in 1985. For the 5,046 men
estimated to have died in 1985, losses are valued at $2.9 billion.

Men account for 92 percent of the deaths, 90 percent of the person
years lost, and 94 percent of the mortality costs.

50. Seage, G.R. III, S. Landers, M.A. Barry et al, "Medical Care
Costs of AIDS in Massachusetts." Journal of the American Medical
Association, December 12, 1986; 256 (22): 3107-09

"Previous investigation has suggested that the direct cost of medical
care for the 24,011 reported patients with AIDS may be as high as
$147,000 per patient. To evaluate the use and cost of medical serv-
ices for patients with AIDS in Massachusetts. . .[a] l-year cost of
illness study of 45 AIDS patients [was performed]. Sociodemographic
and clinical data as well as information on medical utilization were
obtained from a review of outpatient and hospital records. Patients
with AIDS required a mean of 3.3 (plus or minus 3.2) hospitalizations
per year and 18.4 (plus or minus 21.8) ambulatory visits per year.
Overall, medical costs averaged $46,505 plus or minus $38,720 per
patient per year, with 91 percent of these expenditures related to use
of inpatient services. These results suggest that the cost of medical
care for AIDS patients may be substantially less than previously
estimated."

51. Sisk, J.E., "The Costs of AIDS: A Review of the Estimates."
Health Affairs, Summer 1987, 6 (2): 5-21.

Estimates of the costs associated with AIDS have varied tremend-
ously. Lifetime hospital costs for an AIDS patient have been reported
from $24,517 to $147,000. Financing reports also range widely. Medi-
caid has been reported to cover the care of 7 to 65 percent of AIDS
patients and private insurance to cover between 13 and 65 percent.
This report analyzes the reasrns for these differ’-3 cost estimates in
18 studies. Problems in predicting costs associated with AIDS are
discussed, and issues related to future estimates are raised.
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DRUG TREATMENT AND VACCINES

61. Bosy, L., "Human Testing of AIDS Vaccine to Begin." American
Medical News, June 12, 1987.

The first phase of human testing of a vaccine against AIDS will begin
in fall 1987; it is expected to take about a year. The first step is
to determine the drug's pharmacological actions--dosage range,
absorption, metabolization, and excretion. Because of the virus's
long incubation period, an effective vaccine may not be available for
up to 10 years. Because the AIDS-linked virus mutates quickly,
several vaccines may be needed.

62. Fischl, M.A., D.D. Richman, M.H. Grieco et al., "The Efficacy of
Azidothymidine {AZT) in the Treatment of Patients with AIDS and AIDS-
Related Complex." New England Journal of Medicine, 1987; 317 (4):
185-91.

"[A study was conducted to test] the efficacy of oral azidotkymidine
(AZT) in 282 patients with AIDS manifested by Pneumocystis carinii
pneumonia alone or with advanced AIDS-related complex. [A double-
blind, placebo-controlled trial was performed.] Subjects were strat-
ified according to numbers of T cells with CD4 surface markers and
were randomly assigned to receive either 250 mg of AZT or a placebo by
mouth every 4 hours for 24 weeks. A total of 145 subjects received
AZT, and 137 received the placebo. The study was terminated early
because of a significant difference in mortality bet-yeen the AZT and
placebo recipients. Nineteen placebo recipients an< 1 AZT recipient
died during the study. Opportunistic infections developed in 45 sub-
jects receiving the placebo, compared with 24 receiving AZT. The
baseline Karnofsky performance score and weight increased statistic-
ally significantly among AZT recipients. A statistically significant
increase in the number of CD4 cells was noted in subjects receiving
AZT. After 12 weeks, the number of CD4 cells declined tc pretreatment
values among AZT recipients with AIDS but not among those with AIDS-
relsted complex. Skin-test anergy was partly reversed in 29 percent
of subjects receiving AZT, compared with 9 percent of those receiving
the placebo. The data demonstrate that AZT. . . can decrease mortal-
ity and. . . opportunistic infections in a selected group of subjects
with AIDS or AIDS-related compler, at least [during] the 8 to 24
weeks. . . of this study."

63. Lane, H.C., H. Masur, E.P. Gelmann et al., "Therapeutic
Approaches to Patients with AIDS." Cancer Research, 1985; 45 (9
supplement): 4674s-4676s.

"The immune systems of patients with AIDS are characterized by a pro-
found defect in the number and function of helper/inducer T-
lymphocytes, particularly at the level of soluble antigen recog-
nition. [Because of] this selective yet profound defect in the immunz
system, these patients are prone to recurrent, severe opportunistic
infections and Kaposi's sarcoma. While therapies exist for some of
these complications of AIDS, no effective therapies exist for the
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underlying immune defect of the syndrome. Reviewed are some recent
attempts at immunologic reconstitution in AIDS patients, using either
whole scale immune reconstitution through use of lymphocyte transfers
and bone marrow transplantation or enhancement of the remaining immune
systems with the T-cell-derived lymphokines interleukin-2 or immune
gamma-interferon. Recent advances in the therapy of Pneumocystis
carinii pneumonia and disseminated cytomegalovirus disease are dis-
cussed."

64. Norman, C., "AIDS Therapy: New Push for Clinical Trials."
Science, December 20, 1985; 230 (4732): 1355-58.

Federal attempts at finding an effective drug therapy against AIDS are
finally beginning to escalate, The task is a formidable challenge.
The virus's complex life cycle gives rise to difficulties. For one
thing, the AIDS virus becomes part of the cell it infects, and the
virus infects the brain. Also, the patient's immune system will
already have been destroyed if drugs are not administered until the
late stages of the disease. It is likely that, when useful therapy is
found, it will have to be administered for life. Limited clinical
trials aie being performed on at least four compounds in the United
States: suramin, azidothymidine (AZT), ribavirin, and HPA-23. Other
antiviral agents undergoing laboratory testing are Foscarnet, Al 721,
and ansamycin. Work is also being attempted with bone marrow
transplants along with antiviral therapy. No pharmaceutical "magic
bullet" is expected.

65. Staver, S., "Drug Approval Brings Hope: M.D., Patients
Optimistic over Retrovir." American Medical News, June 12, 1987.

This paper describes the experiences of Dr. William F. Owen, Jr., in
prescribing Retrovir (zidovudine; also known as azidothymidine, or
AZT) for some of his patients. The physician holds 90-minute patient
meetings to discuss the drug. One man was diagnosed with lymphocytic
interstitial pneumonitis (LIP), later with AIDS. He had developed
esophageal candidiasis and encephalopathy and is severely depressed.
An ARC patient has had dramatic swelling of his parotid gland; his T-4
helper cells are pProfoundly depleted. Both men were put on Retrovir,
and their conditions improved. Another pati~nt, however, has
develcped a painful rash all along his leg. Diagnosed with ARC two
years ago, he does not have a severely enough depleted T-4 helper cell
count to be eligible for Retrovir treatment, even though Dr. Owen sus-
pects it might help him. His condition did improve, however, with
acyclovir.
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79. Bakeman, R., J.R. Lumb, R.E. Jackson et al., "AIDS Risk-Group
Profiles in Whites and Members of Minority Groups" [Letter]. New
England Journal of Medicine, July 17, 1986; 315 {3): 191-2,

This letter to the editor describes AIDS risk group profiles based on
tallies provided by the Centers for Disease Control. "Among those who
have contracted AIDS, 32 percent of the blacks (1490) and 78 percent
of the whites (8915) were homosexual; 13 percent of the blacks (626)
and 11 percent of the whites (1210) were bisexual; and 43 percent of
the blacks (1983) and 14 percent of the whites (1563) were users of
intravenous needles. . . [It is not well known] that 50 percent of
the blacks who have contracted AIDS are heterosexual; that 13 percent
of the blacks who have contracted AIDS are bisexual; that 52 percent

of the women and 60 percent of the children with AIDS are black; or

80. Baker, J.L., G.D. Kelen, K.T. Sivertson et al., "Unsuspected
Human Immunodeficiency Virus in Critically 1171 Emergency Patients."
Journal of the American Medical Association, May 15, 1987; 257 {19);:
2609-11.

"To determine the prevalence of unsuspected human immunodeficiency
virus (HIV) infection in critically ili emergency patients, ., . the
anonymous serum samples of 203 critically ill or severely injured
patients with no history of HIV infection [were examined. It was])
found that six (3 percent) were seropositive for HIV antibody by both
enzyme-linked immunoassay and Western blot analysis. All sero-
positives were trauma victims between the ages of 25 and 34 years,
representing 16 percent of the trauma patients in that age group
(n=37). All seropositives were actively bleeding, and ail required
multiple invasive procedures. History of intravenous drug abuse was
not discriminating in identifying potential seropositives. [It was
concluded] that infection-control Precautions are indicated for hoth
emergency department personnel and prehospital care providers (such as
paramedics, police officers, and fire fighters) when caring for
bleeding patients, whether or not previous suspicion of HIV infection
exists "

8l. Chamberland, M.E., J.R. Allen, J.M. Monroe et al., "Acquired
Immuncdeficiency Syndrome in New York City: Evaluation of an Active
Surveillance System." Journal of the American Medical Association,
July 19, 1985; 254 (3): 383-87.

“In January 1983, the New York City Department of Health initiated an
active surveillance program for AIDS in 19 hospitals and a modified-
active surveillance Program in. . . 69 hospitals. . . Hospital
laboratory and autopsy records in 12 active surveillance hospitals and
3 modified-active surveillance hospitals [were reviewed] 6 months
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later. Patients who had opportunistic diseases characteristic of AIDS
diagnosed in 1982 . . . and 1983 . . . were matched against health
department AIDS surveillance reports. For the 16 months evaluated, 96
percent of patients identified with AIDS in the 12 active surveillance
hospitals and 100 percent of those in the three modified-active sur-
veillance hospitals had been reported to the health department. The
delay between diagnosing a case and reporting it to the health depart-
ment significantly decreased between 1981 and the first six months of
1983 in all hospitals. [It was concluded] that the current surveil-
lance program for AIDS in New York City is effective and that case
repogting is sufficiently complete for accurate analysis of disease
trends."

82. C(Clarke, J.A., "HIV Transmission and Skin Grafts" [Letter]. The
Lancet, April 25, 1987: 983.

This very brief letter describes a case in which a weakly positive
antibody test to human immunodeficiency virus (HIV) developed in a
patient who had received allograft skin from a donor who wa: later
found to have antibodies to HIV. Unfortunately, the skin had been
used before the serological result was available. It is suggested
that the transfer of HIV in a skin graft should prompt reevaluation of
the long~established practice of using sheets of allograft until
autograft cover can be achieved.

83. Curran, J.W., W.M. Morgan, A.M. Hardy et al., "The Epidemiology
of AIDS: Current Status and Future Prospects." Science, September
27, 1985; 229 (4720): 1352-57.

"The reported incidence of AIDS continues to increase in countries
throughout the world. On the basis of a polynomial model for
extrapolation, the cumulative number of cases diagnosed and reported
since 1981 in the United States is expected to double during the next
year with over 12,000 additional cases projected to be diagnosed by
July 1986. The annual incidence rates for single men . . . in
Manhattan and San Francisco, intravenous drug users in New York City
and New Jersey, and persons with hemophilia A ranged from 261 to 350
per 100,000 population during 1984, For single men aged 25 to 44
years in Manhattan and San Francisco, AIDS was the leading cause of
premature mortality in 1984. . . .Infection with HTLV-III/LAV is
considerably more common than reported AIDS in high-risk populations
and can persist for at least several years, so the presence of a
specific antibody should be considered presumptive evidence of current
infection. . . .Most HTLV-III/LAV infections occur through sexual
transmission, use of contaminated needles, and as a result of infected
mothers passing the virus to newborns. . . .[It is suggested] that
widespread community efforts are needed to minimize transmission."
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84. Darrow, W.W., D.F. Echenberg, H.W. Jaffe et al., "Risk Factors
for Human Immunodeficiency Virus (HIV) Infections in Homosexual
Men." American Journal of Public Health, April 1987; 77 (4): 479-83.

"To clavify risk factors for infection with the human immunodeficiency
virus (RIV) . . . 785 homosexual men who had participated in studies
of hepatitis B in San Francisco in 1978-80 [were selected at random]
for a follow-up study of the acquired immunodeficiency syndrome
(AIDS). Although most had not been contacted in over 5 years, 492 (63
percent) were located and enrolled. The 240 (67 percent) who had
developed antibodies to HIV, as measured by an enzyme-linked immu-
nosorbent assay (ELISA), were compared with 119 who had remained
seronegative. 1In multivariate analyses, receptive anal intercourse
with ejaculation by nonsteady sexual partners, many sexual partners
per month, and other indicators of high levels of sexual activity
[were] highly associated with seroconversions. None of the sexual
practices that [were] studied appeared to offer protection against HIV
infection."

85. Deuchar, N., "AIDS in New York City with Particular Reference to
the Psychosocial Aspects." British Journal of Psychiatry, 1984; 145:
612~-19.

The psychosocial, psychiatric, and therapeutic problems facing AIDS
patients, particularly those living in New York City, are discussed.
The prognosis for AIDS is grim (41 percent fatality rate for reported
cases in the United States rising in the months following diagnosis to
over 90 percent in patients who have had the disease for 2 years) and
the psychological impacts for individuals at real risk, including
homosexual men, intravenous drug abusers, and Haitians, should not be
underestimated. Additionally, fear and panic about AIDS appear to be
spreading through society at a rate greater than the disease itself
with effects on the patients themselves that are obvious and devastat=-
ing. 1In general, the concept of sexuality for homosexual men has been
seriously challenged and AIDS panic is showing most often in
individuals whose personalities are generally characterized by
obsessive and paranoid features. Superimposed on a complex set of
reactions to the disease are emotional crises arising out of patients'
mounting isolation and the financial toll of therapy. Comprehens?ve
treatment regimes must start with the education of the general public,
hospital staff, and involve treatment not only of the patient, his
family and friends, but also of members of risk groups suffering from
the AIDS panic.

86. Devita, V., Jr., S. Hellma- ané S.A. Rosenberg, eds., AIDS:
Etiology, Diagnosis, Treatment, and Prevention. Philadelphia: J.B.
Lippincott, 1985.

A comprehensive gource of information on all aspects of AIDS, written
by clinicians and scientists who have made the central contributions
in this field [is presented]. The first part of the book contains a
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discussion of the epidemiology of AIDS and a detailed discussion of
recent developments concerning identification of the viral etiology of
this disease. The underlying immunological defects as well as the
pathologic findings in AIDS patients and patients with AIDS-related
complexes are dealt with in detail. The second part of the book deals
with clinical findings in AIDS patients, including the infectious
complications and malignant tumors that often accompany the disease.
Finally, the psychosocial aspects of AIDS are discussed, as well as
the implications of recent findings for hospital management, patient
and equipment isolation, and other treatment-related issues."

87. Dilley, J., H.N. Ochitill, M. Perl et al., "Findings in
Psychiatric Consultations with Patients with Acquireé Immune
Deficiency Syndrome." American Journal of Psychiatry, 1985; 142 (1):
82-86.

"[Out of 4C AIDS] patients admitted to the wards of a large city
hospital, 13 were seen by the staff of a psychiatric consultation
service. Of these, 1l were gay men and 2 were bisexual men. . . .
Recurrent psychological themes of the 13 patients were: dealing with a
liZe~threatening illness, uncertainty about the implications of an
AIDS diagnosis, social isolation, and guilt over their previous life-
style . . . [The] findings suggest a number of recommendations for the
primary care staff and psychiatric consultant including: (1) health
care providers should review their attitudes and feelings in several
areas. . . .(2) care providers need to openly recognize the frustra-
tions associated with treatment of the disorder. . . .(3) the psychi-~-
atrist needs to review personal doubts [and should be clear about the
nature of his or her involvement with the patient]. . . .(4) the
psychiatrist should be particularly thorough and adept in the assess-
ment Of mood and cognitive disturbances. . . .(5) patients with more
severe disturbance require direct ongoing intervention. . . .(6) lay
volunteers can be very helpful. . . .[and] (7) there is . . . no room
in the care of the AIDS patient for moral posturing."

88. Dolan, M.P., J.L Black, H.A. Deford et al., "Characteristics of
Drug Abusers that Discriminate Needle-Sharers." Public Health
Reports, July-August 1987; 102 (4): 395-98.

"To identify variables that discriminate needle-sharing among drug
abusers, 224 male drug abusers were studied. They had been admitted
to a 30-day inpatient drug treatment program over a 19-month period. .
. .The variables examined were divided into three categories: demo-
graphic . . . personality . . . and drug use patterns. . . .Compared
with other drug abusers, needle-sharers used more multiple drugs, were
more likely to use a "shooting gallery," and had more problems related
to drug use. No demographic or personality variables discriminated
needle-sharers from nonsharers. The data [suggest] that needle-
gsharing is wide-spread in the drug culture. Needle-sharing was not
confined to a particular racial group, educational level, or person-
ality type. These findings can be used to structure education
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programs about AIDS for drug abusers. Drug treatment programs appear
to provide an important opportunity to educate drug abusers about AIDS
and related health issues associated with needle~sharing."

89. Fischl, M.A., G.M. Dickinson, G.B. Scott et al., "Evaluation of
Hetcrosexual Partners, Children, and Household Contacts of Adults With
AIDS." Journal of the American Medical Bssociation, February 6, 1987;
257 (5): 640-44,

"Forty-five adults with AIDS and their 45 spouses, 109 children, and
29 household contacts were studied for evidence of heterosexual,
perinatal, and household spread of human T-cell lymphotropic virus
type III (HTLV-III) infection. Of the 45 spouses enrolled, 26 (58
percent) had antibody to HTLV-III, including 12 (71 percent) of 17
male spouses and 14 (50 percent) of 28 female spouses. Of the 12
seropositive male spouses, 9 were seropositive at enrollment and 3 had
seroconversion., Of the 14 seropositive female spouses, 4 were
seropositive at enrollment and 10 seroconverted. Lack of barrier
contraceptive use and oral sex yere associated with seroconversion.
Of the 10$ children enrolled, 15 had AIDS or an AIDS~related illness,
2 had evidence of passive transfer of maternal antibodies, and 2 had
HTLV-III infection acquired outside the household. None of the 90
seronegative children seroconverted. Of 29 household contacts
studied, none developed antibody to HTLV-III."

90. Fleming, D.W., S.L. Cochi, R.S. Steece et al., "Acquired
Immunodeficiency Syndrome in Low-Incidence Areas: How Safe Is Unsafe
Sex?" Journal of the American Medical Association, Auqust 14, 1987;
258 (6): 785-87.

"Serum specimens from a cohort of persons who attended sexually
transmitted disease clinics in New Mexico during a 2-month period were
tested for human immunodeficiency virus (HIV) antibedy. Twenty-seven
(2.0 percent) of 1374 serum specimens had repeatedly low-positive
reactions by enzyme-linked immunosorbent assay testing, and 22 (1.6
percent) had repeatedly high-positive reactions. All sera (sufficient
for testing by Western blot) with low-positive reactions gave negative
results and all sera (sufficient for testing by Western blot) with
high-positive reactions gave positive results. All persons whose
serum had high-positive reactions were male. Most (86 percent) had
been geen at the only urban sexually-transmitted disease clinic in New
Mexico, and most (72 percent) were openly gay or bisexual. Of all gav
and bisexual men evaluated, 14 percent (16/112) had high-positive
reactions. The relatively high rate of HIV seropositivity among gay
men with other sexually transmitted diseases indicates that
transmission of AIDS is continuing in this low-incidence area and
documents the need for testing and counseling programs in sexually
transmitted disease clinicg."
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91. Fuchs, D., A. Hausen, P. Hengster et al., "In Vivo Activation of
CD4+ Cells in AIDS." Science, January 16, 1987; 235: 356.

This technical commentary proposes an alternative explanation for the
reduced ability of lymphocytes from patients with AIDS and AIDS-

related syndrome (ARC) to react to antigens or to produce IFN-gamma in
vitro. This alternative explanation is based on data from studies of
patients with systemic lupus erythematosus. There is an inverse

correlation between the concentration of serum IFN and the production

of IFN by lymphocytes in culture. The decreased production of IFN-

gamma in patients with AIDS and ARC appears to be restricted to

studies in vitro and thus does not indicate defective IFN-gamma

production in vivo. Additional data support the view that "the |
activation of T cells is important as a cofactor for HIV expression i
not only in vitro but also in vivo, and that the decreased production

of IFN-gamma from cells from AIDS and ARC patients in vitro results |
from the continuous endogenous exposure to IFN in vivo."

92. Gallo, R.C., S.Z. Salahuddin, M. Popovic et al., "Frequent
Detection and Isolation of Cytopathic Retroviruses (HTLV-III) from
Patients with AIDS and at Risk for AIDS." Science, May 4, 1984; 224
(4648): 500-03.

"Peripheral blood lymphocytes from patients with the acquired
immunodeficiency syndrome (AIDS) or with signs or symptoms that
frequently precede AIDS (pre-AIDS) were grown in vitro with added T-
cell growth factor and assayed for the expression and release of human
T-lymphotropic retroviruses (HTLV). Retroviruses belonging to the
HTLV family and collectively designated HTLV-III were isolated from a
total of 48 subjects, including 18 of 21 patients with pre-AIDS, 3 of
4 clinically normal mothers of juveniles with AIDS, 26 of 72 adult and
juvenile patients with AIDS, and 1 of 22 normal male homosexual sub-
jects. No HTLV-III was detected in or isolated from 115 normal
heterosexual subjects. The number of HTLV-III isolates reported here
underestimates the true prevalence of the virus, since many specimens
were received in unsatisfactory condition. Other data show that serum
samples from a high proportion of AIDS patients contain antibodies to
HTLV-III. That these new isolates are members of the HTLV family but
differ from the previous isolates known as HTLV-I and HTLV-II is
indicated by their morphological, biological, and immunological
characteristics. These results and those reported elsewhere suggest
that HTLV-III may be the primary cause of AIDS."

93. Goedert, J.Jd., R.J. Biggar, M. Melbye et al., "Effect of T4 Count
and Cofactors on the Incidence of AIDS in Homosexual Men Infected With
Human Immunodeficiency Virus." Journal of the Amerlican Medical
Association, January 16, 1987; 257 (3): 331-34.
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". . . [Plotential markers and cofactors for AIDS [were pProspectively
evaluated] in 86 homosexual men who were seropositive for human
immunodeficiency virus antibodies. During 3 years of follow-up, 19
men developed AIDS. Risk of AIDS was clearly predicted by the total
number of circulating OKT4-positive lymphocytes (T4 count) at
enrollment, while the corresponding T8 count was unrelated to
subsequent AIDS development. Subjects in Manhattan had a higher risk
of Kaposi's sarcoma than did subjects in Washington, DC, zad the risk
of AIDS tended to increase with numerous homosexual partners. Several
of 40 notential cofactors defined ex post facto, including receptive
fellatio, enemas, methaqualone use, and high levels of antibody to
hepatitis B surface antigen, appeared to be associated with Kaposi's
sarcoma but not with Pneumocystis pneunonia. [Thel] data suggest that
potent cofactors for Pneumocystis pneumonia were not prominent,
pointing to the need For effective drug therapies, particularly to
reduce the high AIDS risk of persons with human immunodeficiency virus

94. Goedert, J.J., R.J. Biggar, S.H. Weiss et al., "Three-Year
Incidence of AIDS in Five Cohorts of HTLV-IITI-Infected Risk Group
Members." Science, February 28, 1986; 231 (4741): 992-95,

"The incidence of AIDS among persons infected with human T-
lymphotropic virus type III (HTLV~III) was evaluated prospectively
among 725 persons who were at high risk of AIDS and had enrolled
before October 1982 in cohort studies of homosexual men, parenteral
drug users, and hemophiliacs. A total of 276 (38.1 percent) of the
subjects were either HTLV-III seropositive at enrollment or developed
HTLV-III antibodies subsequently. AIDS had developed in 28 (10.1
percent) of the seropositive subjects before August 1985. By actu-~
arial survival calculations, the 3-year incidence of AIDS among all
HTLV-III seropositive subjects was 34.2 percent in the cohort of
homosexual men in Manhattan, New York, and 14.9 percent (range 8.0 to
17.2 percsut) in the 4 other cohorts. Out of 117 subjects followed
for a mean of 31 months after documented seroconversion, 5 (all
hemophiliacs) developed AIDS 28 to 62 months after the estimated date
of seroconversion, supporting the hypothesis that there is a long
latency between acquisition of viral infection and the development of
clinical AIDS. fThis long latency could account for the significantly
higher AIDS incidence in the New York cohort compared with other co-
horts if the virus entered the New York homosexual population before
it entered the populations from which the other cohorts were drawn."

95. Gold, J.W.M. and D. Armstrong, "Infectious Complications of the
Acquired Immune Deficiency Syndrome." Annals of the New York Academy
of Sciences, 1984; 437: 383-93,

The infectious complications of AIDS that involve the respiratory
system, central nervous system, and gastrointestinal tract are
discussed. Some infections caused by specific organisms in AIDS
patients have such unigue features that they have been given

\(o 32- 39




Epidemiology

individual attention. Symptoms and treatment of pneumonia caused by
rneumocystis carinii (PCP) and of mycobacterial, cytomegalovirus, and
herpes simplex infections are presented. The cause of AIDS is unknown
and in the absence of a specific etiologic agent or diagnostic test, a
case of AIDS can only be recognized when complications of the immune
deficiency, such as infection or Kaposi's sarcoma occur. "Defective
T-cell function is the principal immunologic defect; there are also
defects, however, in B-cell function that may have some clinical sig-
nificance. It has not yet been possible to reverse the immunologic
deficiency, and this failure has been the principal progneostic factor
in this ‘llness. A number of the infectious complications of AIDS,
however, can be diagnosed and successfully treated."

96. Hardy, A.M., J.R. Allen, W.M. Morgan et al., "The Incidence . ite
of Acquired Immune Deficiency Syndrome in Selected Populations."
Journal of the American Medical Association, 1985; 253: 215-20,

"Population figures were obtained and incidence rates of AIDS for the
12 months from June 1, 1983 to May 31, 1984 were estimated for the
following groups: single (never-married) men aged 15 years or older,
intravenous (IV) drug users, Haitians living in the United States,
persons with hemophilia A and B, female sexual contacts of male IV
drug users, and blood trangfusier recipients. Single men in San
Francisco and Manhattan, IV drug users in New York "ity and New
Jersey, hemophilia A patients, and recent Haitian entrants had the
highest rates of disease (82.0 to 268.9 per 100,0Q0). Male IV drug
users and male Haitians were two to four times as likely to experience
development of AIDS as were females in each group. Persons with
hemophilia A had six times the incidence rate of AIDS as did those
with hemophilia B. . . . Although blood transfusion recipients and
female sexual contacts of male IV drug users had much lower average
yearly rates than did persons in the four other groups (0.4 to 9.4 per
100,000), they still had a higher incidence rate of AIDS than did
persons not belonging to any of these groups (0.1l per 100,000)."

97. Harnish, D.G., O. Hammerberg, I.R. Walker et al., "Early
Detection of HIV Infection in a Newborn" (Letter]. New Zngland
Journal of Medicine, January 29, 1987; 316 (5): 272-73.

The use of in situ hybridization as a relatively rapid, accu «(te
technique to detect human immunodeficiency virus (HIV) infection ecarly
in a newborn is reported in this letter to the editor. A serum sample
from a 20-year-old man with mild hemophilia A was positive for
antibody to HIV. Approximately . year later, the patient's wife (in
the 36th week of pregnancy) was found to have antibody to HIV. After
delivery, the baby w: well with no evidence of infection. Studies
were performed on hep.rinized venous blood taken from both the mc%her
and infant 24 hours after birth. Seven and 14 days after initiat. n
of culture, celis f£rom both the mother and baby were examined for the
T4/T8 ratio and the presence of HIV by in situ hybridization using a
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CDNA probe to HIV. Hybridization with labeled HIV-specific cDNa
demonstrated that both the mother and infant were positive. Counts
indicated that 3.4 vercent of maternal lymphocytes and 3.8 percent of
infant lymphocytes were positive for HIV after 1 week of culture;
after 2 weeks less than 1 percent of maternal lymphocytes were HIV
positive, whereas 3.8 percent of cultured cells from the baby were
still positive. The results suggest that short-term expansion (by
phytohemagglutinin and interleukin-2) of T4+ cells in vitro may
enhance the ability to detect cells infected with virus. The results
also demonstrate that in situ hybridization can be used effectively
for early detection of HIV infection in newborns and should be a
useful method to determine the risk of mother-child transmission.

98. Hopkins, D.R., "Key Epidemiologic Questions About AIDS and
Infection with HTLV-III/LAV." Public Health Reports, May-June 1986;
101 (3): 234-37,

Service (PHS) Executive Task Force on AIDS developed a list of key
epidemiologic questions about AIDS and HTLV-III/LAV infection as part
of the follow-up to the "Public Health Service Plan for the Prevention
and Control of Acquired Immune Deficiency Syndrome." The workgroup's
purpose in developing the list was to provide a framework to help
ensure that studies designed to answer the most important such
questions were completed, under way, or initiated as soon as
possible." General areas of consideration, each with from 4 to 20
specific related questions, include: {1) surveillance and prevalence;
(2) natural history of infection; (3) modes of transmission; (4)
effectiveness of control and Prevention measures; and (5) directly
related laboratory projects.

99. Institute for Health Policy Studies (School of Medicine,
University of California, San FPrancisco), AIDS Activities, March 1987.

Past and present activities of the Institute for Health Policy Studies
(IHPS) are briefly described. These studies have focused on policy
issues, inciuding the response of the federal government, state and
local governments, and the Private sector to the AIDS epidemic; the
organization, management, and financing of community-based services;
and costs c? services. The Institute's AIDS activities currently
include pProviding direction and technical assistance for the AIDS
Health Services Program; providing information, education and
training, technical assistance, and pPolicy research and analysis
related to AIDS service delivery systems and AIDS prevention and
education; participating in a multidisciplinary Substance Abuse and
Mental Health in AIDS Center; conducting a 2-year AIDS Cost of Care
Study in California; ang completing a prospective study of costs of
care in San Francisco. Areas of past research and analysis include
the federal response to the AIDS epidemic; resources for AIDS patient
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care and research; economic and medical care costs of AIDS; AIDS and
health policy; and the personal and social consequences of AIDS
antibody testing and notification.

100. Institute for Health Policy Studies (School of Medicine,
University of California, San Francisco), "AIDS." Institute for
Health Policy Studies Report, Spring 1987; 7 (1l): 1-4.

The current activities of the faculty and staff of the Institute for
Health Policy Studies {IHPS) are described, including the provision of
direction and technical assistance for the ARIDS Health Services
Program, a $17.2 miilion national demonst:ation program; the provision
of information, education, training, technical assistance, policy
research, and analysis related to RIDS service delivery systems, AIDS
prevention, and education through the AIDS Resource Program; the
participation in a multidisciplinary Substance Abuse and Mental Health
In AIDS Center newly established at the University of California, San
Francisco (UCSF) and funded by a 5-year grant from the federal
Alcohol, Drug Abuse and Mental Bealth Administration; and the
conducting of a 2-year AIDS Cost of Care Study in California funded by
the State Department of Health Services, Office of AIDS; as well as a
study of costs of care in San Francisco funded by the university-wide
Task Force on AIDS. The brief description of these activities is
followed by a description of the completed Institute study of
community--based services for AIDS patients in San Francisco.

101. Iversen, O. and S. Engen, "Epidemiology of AIDS ~-- Statistical
Analyses." Journal of Epidemiology and Comwunity Health, 1986; 41:
55-58.

"Some central questions concerning the epidemiology of AIDS are
addressed by statisticcl analyses. Applying standard maximum
likelihood theory to reported cases of transfusion-associated AIDS in
the United States, the mean and standard deviations of incubation time
for AIDS are estimated to be about 60 and 19 months, respectively. If
these parameters are applied to the data from the San Francisco
Centers for Disease Control (CDC) cohort study, we find a good
correspondence between estimated and reported cases of AIDS when the
probability factor p is 0.27 -- meaning that about 27 percent of those
infected with HIV are expected to develop AIDS during a period of 8 to
10 years. Application of the incubation time model and the
probability factor p to the data on transfusion-associated AIDS makes
it possible to estimate the number of transfusion-associated
infections with HIV from 1978 to 1984. These estimates give an
exponential increase in the number of cases, with a relative increase
of 2.74 each year. . . .If the number of persons infected with HIV
increases by a factor of 2.74 each years, this means that the number
of HIV-infected persons doubles every 8.2 months."
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102. Johngson, J.P. and P. Nair, "Early Diacnosis of HIV Infection in
the Neonate" [Letter]. New England Journal of Medicine, January 29,
1987; 316 (5): 273-74.

This letter to the editor states that the prevalence of AIDS among
children in the United States has risen dramatically over the past two
years and that most of these children acquired HIV from an infected
mother during the perinatal period. Unfortunately, until reliable
assays for detection of viral nucleic acids or replication are
available, children born to infected women must be regarded as
infected. Because there is currently no simple method for identifying
infants infected with HIV, it is recommended that all children born to
HIV-infected women should be screened for antibody against HIV after
the neonatal period. fThe authors have documented the early onset of
synthesis of IgG antibody in a child born to an HIV-infected mother.

103. Johnson, J.R., "Heterosexual Transmission of Acquired
Immunodeficiency Syndrome" [Letter]. Journal of the American Medical

Association, May 1, 1987; 257 (17): 2288-89.

This letter to the editor discusses the results of a previous study on
the transmisgion of AIDS in sexually active heterosexual couples
(Fischl, M.A. et al.: Evaluation of heterosexual partners, children,
and household contacts cf adults with AIDS. JAMA 1987;257:640-644),
and suggests that the authors of the study should have emphasized the
additional conclusion, which isg of major potential significance *o
heterosexual couples, that there is an okserved associaticn between

seropositivity for HIV in men and a history of other heterosexual
partners. It is further suggested that this information, if properly

Spouses and monogamous heterosexual couples, as well as to evaluate
any potential household transmission of HIV. However, it is agreed
that multiple heterosexual partners, especially sexual contact with
female prostitutes, may represent an important risk facter for the
heterosexual transmission of HIV.

104. Jones, G.H., C.L. Kelly and J.A. Davies, "HIV and the Onset of
Schizophrenia" [Letter]. The Lancet, April 25, 1987: 982.

This letter to the editor presents the case history of a 27-year-old
man known to have antibodies to human immunodeficiency virus (HIV).
The patient was admitted to the hospital with a suspected diagnosis of
Pneumocystis carinii, and within days his mental state began to
deteriorate, leading to a presumptive diagnosis of acute
schizophrenia. The authors question a link between the man's acute
schizophrenic illness and his HIV carrier status, without symptoms of
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AIDS, stating that HIV seems to be neurotropic, the central nervous
system acting as a sanctuary for the virus. Neurological illness may
develop before or in the absence of HIV-related immuno-deficiency, but
it is contended that this is the first published report of a pure
schizophrenic illness in an HIV seropositive man with a normal
cognitive state and a normal CT scan.

105. Koplan, J.P., A.M. Hardy and J.R. Allen, "Epidemiology of the
Acquired Immunodeficiency Syndrome in Intravenous Drug Abusers."
Advances in Alcohol and Substance Abuse, Fall 1985-Winter 1986; 5 (1-
2): 13-23.

The epidemiology of AIDS in intravenous (IV) drug users is described.
"As of March 12, 1984, 3,694 cases of AIDS [with 1,601 deaths] have
been reported to the Centers for Disease Control. Among “he groups at
increased risk for acquiring AIDS are IV drug users. Six hundred
forty heterosexual IV drug users with AIDS . . . (17.3 percent of
total cases) and 326 homosexual IV drug users with AIDS were reported
(8.3 percent of total cases). This [review of the ¢ 2scriptive]
epidemiology of AIDS in intravenous drug users [raises many unanswered
questions, including -questions relating to geographic spread, rate of
spread, and disease patterns.]"

106. Kristal, A.R., "The Impact of the Acquired Immunodeficiency
Syndrome on Patterns of Premature Death in New York City." Journal of
the American Medical Association, May 2, 1986; 255 (17): 2306-10.

"This report examines the impact of AIDS on patterns of mortality
among persons aged 15 to 64 years in New York City. The New York City
AIDS surveillance registry was matched to the New York City vital
statistics registry to identify deaths caused by AIDS. In 1984, the
AIDS mortality rate per 100,000 persons aged 15 to 64 years was 42.2
for males and 5.3 for females. Analyzed by 5-year age grouys, AIDS
was among the five leading causes of death for males aged 25 to 54
years, and the leading cause of death for males aged 30 to 39 years.
For females, AIDS was the fourth leading cause of death for women aged
25 to 29 years, and the second leading cause for women aged 30 to 34
years. . . .For both men and -;omen in the highest-risk age group, 20
to 44 years, blacks and Hispanics had higher mortality rates than
Asians or whites. [This] higher mortality is believed to be related
to a higher prevalence of drug abuse in these populations and not to
ethnicity per se."

107. Landesman, S.H., H.M. Ginzberg and S.H. Weiss, "The AIDS
Epidemic." New England Journal of Medicine, February 21, 1985; 312
(8): 521-25.

This Special Report reviews the magnitude of HTLV-III exposure, the
outcome of such exposure, the economic burden of HTLV-III-related
disease, and the social, ethical, and public implications of this
epidemic for the future. At present it is impossible to give an
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accurate figure for the total number of persons in this country who
are positive for ETLV-III antibodies; on the basis of the date
presented, it is estimated that the total is at least 400,000 persons,
although the potential pool of pPeople at increased risk of exposure to
the virus is larger. It is suggested that it ig no. unreasonable to
anticipate an increase during the next 2 decades in the number of
long~term sequelae among persons currently exposed to HTLV-III. The
average direct lifetime hospital cost for the care of such patients is
calculated to be $42,000, and it is estimated that AIDS will cost
society more than half a billion dollars during the following calendar
year. The anticipated widespread introduction of :ests for HTLV-III
antibodies has sparked controversy about the complex legal, medical,
social, and ethical issues that would be raised.

108. Lang, W., R.E. Anderson, H. Perkins et al., "Clinical,
Immunologic, and Serologic Findings in Men at Risk for Acquired
Immunodeficiency Syndrome: The San Francisco Men's Health Study."
Journal of the American Medical Association, January 16, 1987; 257
(3): 326-30.

ﬁForty-nine~percent~of-homosexua1/bisexua1 men were positive for
antibody to the human immunodeficiency virus (HIV) in a population-
based probability sample of 1034 single men recruited from San
Francisco. All heterosexual men wer > negative. Among seropositive
men, marked lymphadenopathy was present in 29 percent and 16 percent
had at least two other symptoms or signs suggestive of HIV

infection. However, lymphadenopathy alone failed to indicate severity
of immune impairment. The occurrence of two or more clinical signs
and symptoms, except for marked lymphadenopathy, correlated with HIV
infection, diminished skin test reactivity, and reduction in Leu 3a T
cells. Twenty-nine percent of seropositive men had fewer than 400
absolute Leu 3a T helper cells per microliter. Seronegative
nomosexual/bisexual men did not differ from heterosexual men in any
clinical or laboratory variables except for increased numbers of
suppressor Leu 2a T suppressor cells per microliter."

109. Laurence, J., "The Immune System in AIDS." Scientific American,
Dcecember 1985; 253 (6): 84-93,

The mechanisms by which AIDS affects the immune system are

descr.bed. It is suggested that the collapse of the immune defenses
in AIDS victims stems largely from a reduction in the number and a
change in the function of the T4 lymphocytes, "one of the many
distinct kinds of cells that make up the immune system." An invading
viras ordinarily evokes a complex interplay of the cellular elements
of the immune system. The AIDS virus is not unique in its ability to
avoid destruction by the immune system, and it does so by preemptively
destroying the immune system. In the case of the AIDS retrovirus,
immunosuppr~ssion results from viral infection of T4 lymphocytes,
which orchestrate much of the immune response. It has also been
suggested that the virus elicits the production of anti-T4-cell
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antibodies. Another hypothesis is that a soluble suppressor factor
originates in the envelope of the AIDS virus.

110. Layon,