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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
on 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 AIDSpatients. The clearinghouse will be maintained by the AIDSOffice of the Centers for Disease Control.

J. Michael Fitzmaurice, Ph.D.
Director
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BIBLIOGRAPHIES

1. 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 Bibliography 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), AIDS 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, community
responses, and the cost of AIDS to sc)ciety 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. Institute for Health Policy Studies (School of Medicine,
University of California, San Francisco), "Completed Institute AIDS
Studies and an AIDS Bibliography." 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) AIDS and Health Policy; (6) AIDS: Past, Present and
Future Issues; (7) Personal and Social Consequences of AIDS Antibody
Testing and Notification; (8) Estimates of the Direct and Indirect
Costs of AIDS in the United States, 1985, 1986, 1991. Descriptive and
quantitative information on the studies is provided along with the
investigators' names, and the date and place of publication of the
studies.

rt,
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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 Classificationof Diseases for North America recommends that ICD-9-CM Code 279.19 beused to code acquired immunodeficiency syndrome (AIDS), includingthose cases where acquired T-Cell defect is documented.

6. Des Jarlais, D.C., S.R. Friedman, T.J. Spira et al., "A StageModel of HTLV-III LAV Infection in Intravenous Drug Users." NationalInstitute on Drug Abuse Research Monograph Series, 1986; 67: 328-34.
The purpose of this study was to interpret clinically the "meaning" ofHTLV-III/LAV seropositivity among IV drug users, a task that "iscomplicated by scarcity both of longitudinal data on persons exposedto the virus and information about the hallmarks of the early stagesof infection, the multiple effects of virus on the immune system, andimmunologic change due to IV drug use in the absence of HTLV-III/LAV.. . Primary subjects were 270 IV drug users recruited with informedconsent from drug detoxifica_ion and methadone maintenance programs inNew York City in 1984,," Additional subjects were 29 IV drug users whomet the CDC surveillance definition for AIDS. "Evidence (was found]for a cumulative order in lymphocyte abnormalities among persons withantibodies to HTLV-III/LAV. The abnormalities include a reversedT4/T8 ratio and low counts of T4 (helper) cells, total lymphocytes,and B cells. These abnormalities are cumulative in that a person whohas any specific abnormality will typically have all of the precedingabnormalities in the order. The order generates a model for thestages of HTLV-III/LAV infection progression and provides a scale thatis potentially useful for assessing the severity of infection at asingle point in time."

7. Hardy, A.M., E.T. Starcher II, W.M. Morgan et al., "Review ofDeath 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 ofAIDS cases. . . . The authors reviewed death certificates for periodsof 3 months during July through December 1985 in each of four cities:Wasnington, DC, New York City, Boston, and Chicago. Since reportingbegan in 1981, these cities have reported 38 percent of all AIDS casesin the United States. Death certificates were selected and matched tothe AIDS surveillance registries in each city, and medical records ofthose not on the AIDS registry were reviewed to determine if AIDS hadbeen diagnosed. The estimated completeness of AIDS case reporting toAIDS surveillance systems was high in all four cities (ranging from 83percent to 100 percent). The 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
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Classification and Definition 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. Haverkos, H.W., M.S. Gotlieb, J.Y. Killen et al., " Classification
of HTLVIII/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 likely 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-relatec, conditions and those who
remain free of symptoms. The primary question is what pushes the
viral genes into action. Persons infected with 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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Classification and Definition of Aids

11. Public Health Service, Centers for Disease Control,
"Classification System for Human T-Lymphotropic Virus Type,
III/Lymphadenopathy-Associated Virus Infections." Moroidity andMortality Weekly Report, May 23, 1986; 35 (20): 334-9. (Reprinted inJournal of the American Medical Association, July 4, 1986; 256 (1).]

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

12. Public Health Service, Centers for Disease Control,
"Classification System for Human T-Lymphotropic 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
IrI/lymphadenopathy-associated virus (HTLV-III/LAV) (now humanimmunodeficiency virus) can manifest as a spectrum of conditionsranging from severe immunodeficiency to asymptomatic infection.Because of the rapid growth of knowledge about this virus, there is aneed for a system to classify patients with the various manifestationsof infection. The system presented comprises four mutually exclusivegroups: I, acute infection; II, asymptomatic infection; III,persistent generalized lymphadenopathy; and IV, other HTLV-III/LAVdisease (with five subgroups, A to E, and two subcategories, C-1 andC-2). The classifications should be useful in disease reporting andsurveillance, epidemiologic studies, prevention and controlactivities, 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 inchildren. It was designed primarily for public health purposes,including epidemiologic studies, disease surveillance, preventionprograms, and health care planning and policy. Two definitions forinfection in children are presented: one for infants and children up

11
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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 infection) 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
tes"eing. Those in Class P-2 may be subclassified on the basis of the
type of signs and symptoms present.

14. Public Health Service, Centers for Disease Control, "Revision of
the CDC Surveillance Case Definition for Acquired Immunodeficiency
Syndrome." Morbidity and Mortality Weekly Report, August 14, 1987; 36
(supplement no. 1S): 3S-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 consistent with current diagnostic practice. "Major proposed
changes apply to patients with laboratory evidence for HIV infection:
(1) inclusion of HIV enclphalopathy, HIV wasting syndrome, and a
broader range of specific AIDS-indicative diseases:. . .(2) inclusion
of AIDS patients whose indicator diseases are diagnosed
presumptively;. . . and (3) elimination of exclusions due to other
causes of immunodeficiency." DiZferences 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 rase Definition of Acquired Immunodeficiency Syndrome for National
Reporting--United States." Morbidity and Mortality Weekly Report, June
28, 1985; 34 (2S): 373-75.

This paper reports a revision of the case definition of AIDS for
national reporting in the United States. The revision provides that
only the more severe manifestations of HTLV-III/LAV infection will be
included; that CDC will develop more inclusive definitions and
classification! of AIDS infection; that certain refinements will be
adopted; that a histologically confirmed diagnosis of chronic 3ymphoid
interstiftal pneumonitis in a child under 13 will be cLlsidered

otive cr AIDS unless tests for the virus are negative; 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 cells will exclude patients from an

, . ...gnosis. This revision will result in reclassification of less
the, percent of cases already reported to CDC.

12-5-
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Classification and Definition of Aids

16. Redfield, R.R., D.C. Wright and E.C. Tramont, "The Walter ReedStaging Classification for HTLV-III/LAV Infection." New EnglandJournal of Medicine, January 9, 1936; 314 (2): 131-32.

This paper reports on a staging classification for HTLV-III/LAVinfection adopted by the U.S. Army. Its objectives were to provideuniformity within the military health care system for routine clinicalevaluations of patients with such infections; to facilitate anunderstanding of the natural history of these infections; and to helpevaluate the clinical response to antiviral treatment regimens. Thestaging scheme is applicable to adults only. Stage WRO designateshigh-risk contacts. Stages WR1 through WR6 require documentation ofinfection by demonstration of HTLV-III antibody on Western blot orcomparable confirmation assay using virus-specific antigens or virusisolation or both. Stage WR5 is defined by complete anergy or thrushor both. Certain conditions, such as Kaposi's sarcoma, neurologicdisease, fever, night sweats, and significant weight loss, provide thebasis for further staging.

Additional References

17. Staff, "CDC Revising AIDS Definition, Includes New 'PresumptiveAIDS' Category." The AIDS Record, December 15, 1986; 1 (2): 1.
18. Staff, "Revised Definition of AIDS" [with flow diagram]. TheLancet, August 29, 1987; Vol. II for 1987 (8557): 522.

-6-



COMMUNITY SERVICES

19. Arno, P.S., "The Nonprofit Sector's Response to the AIDS
Epidemic: Community-Based Services in San Francisco." American
Journal of Public Health, November 1986; 76 (11): 1325-30.

"[This paper reports on the key role played by community-based orga-
nizations in San Francisco] in providing social support services and
public information to 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 viable 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*t, and San Francisco have reported more AIDS
cases than any other ties in the world; they account for 40 percent
of the national report. , 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. . . . [H]istorically, New York has had three times the
AIDS caseload of San Francisco, [but] has consistently spent 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."

(" 14
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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 personsdealing with AIDS have been established around the country. Some ofthese groups supply medical services or referrals to physicians know-ledgeable in this area. This 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 listincludes information and support groups and government information hotlines.

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

At a public meeting held in response to the first outbreak of AIDS inAustralia, three important needs emerged for Sydney's gay community:(1) to monitor the reaction of the Australian media to AIDS, (2) toapproach the Department of Health to present the community's case formedical and public health responses to the disease; and (3) to provideeducational and support services for people with AIDS and for thosewith immunodeficiency. Changing behavior, in terms of safer sexualhabits and intravenous drug use, will probably be a major factor incontrolling the spread of AIDS in Australia. Health education shouldbe subtle and include an awareness that more is needed than facts.Complications can emerge from the patient's family discovering hishomosexuality for the first time and from the patient's lover andfriends contending with fear, grief, survivor guilt, and anger.Planning is needed to coordinate home help services and to establishsupport groups and psychological assistance for future AIDS patientsand 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 neededto enable the health care system, as well as the research infra-structure, to tackle the AIDS epidemic. Planning is needed to helpdeal with the coming health care costs, as well as limits on the careavailable for people with other disorders. Planning will be needed forambulatory care and acute care facilities and personnel. Regulatoryagencies that monitor third-party payment response should begin toplan their strategy now. Recruitment of blood donors from low-riskgroups will be necessary, as well as blood processing. Education forpersons at high risk of developing the syndrome is likely the greatestarea for prevention. Sensitivity to human rights is vital, and high-risk groups must be protected from overt or covert backlash. Economicand social planning must be initiated.

-8- 15



Community Services

24. Hamilton, J. O'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 fraternity of health care pro-
fessionals, volunteers, researchers, d 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 home health care network for as little as $90 a day. The
Shanti Project, 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 speciali,e
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
Assessment 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 Program 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 emotional responses to diagnosis by
patients and their loved ones. Hospice is an alternative to
hospitalization and traditional home care services for persons with
AIDS.

1L19- 16



Community Services

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

This paper reports on the multidisciplinary approach of the AIDS HomeCare and Hospice Program VNA of San Francisco. Such multidisciplinaryteams should consist of at least six key professionals: attendants(home health aides/homemakers), nurses, social workers, volunteers,rehabilitation therapists, and physician consultants. A basic intro-duction to AIDS, the hospice philosophy, pain and symptom management,infection control, psychosocial issues, and bereavement concernsshould be included in orientation and education for staff members.Support groups, time off, adequate supervision, and ongoing teamconferences are necessary to help staff deal with the potential"burnout" of working with AIDS patients. Individual hospices shouldaddress the needs of staff, community and expected patients before thefirst AIDS case arrives.

Additional Reference

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

17
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COSTS

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 the 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. In 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 Analysis of AIDS 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
(DHMH). 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
problem 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 ',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 (1): 54-61.



Costs

The national cost per day for an AIDS patient, according to CDC, is$830--double the average cost of treating patients with other dis-orders. Hospitals around the country face enormous risks in the AIDSepidemic. St. Luke's-Roosevelt Hospital Center in New York City
treats an average of 55 AIDS patients daily; the hospital loses morethan $200 a day per AIDS patient. Isolating AIDS patients in privaterooms is used by some hospitals as a way to try to avoid increasing
staff. Some hospitals, such as San Francisco General Hospital MedicalCenter, concentrate on discharge planning. Isolating AIDS patients cancreate the potential for problems, however, from discrimination suitsby gay rights groups. Worried staff members are another problem, andthe need for education is significant and ongoing. Routine bloodscreening is not recommended, but should be available to staffrequesting it. Dealing with staff members who become ill with AIDSthemselves 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 thatAIDS patients have placed on hospitals since 1982. The research seeksto determine what proportion of hospitals' estimate.: cost of treatingAIDS patients was reimbursed by various payers: commercial insurers,Blue Cross/Blue Shield, Medicaid, and self-pay/indigents at twoWashington, D.C., hospitals." Secondly, the efficacy of using Medi-care's DRGs for reimbursing AIDS care was evaluated. Data from 141Georgetown University Hospital admissions and 33 D.C. General ad-missions were studied, for a total of 174 admissions. The resultssuggest that hospitals are adequately reimbursed when the payer is acommercial 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 quantity of hospital resources used totreat such patients. If hospitals are to be adequately reimbursedthrough DRGs for AIDS patients, it may be necessary to create a newDRG (or DRGs) for the AIDS population.

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

Manhattan Veterans Administration Medical Center treats more AIDSpatients than any other VA facility in the country. Of 120 acute carebeds, 23 are filled with AIDS patients daily. The VA estimates itwill spend about $40 million a year to treat veterans with AIDS. Ifthe rate of AIDS admissions increases, VA hospitals' capabilities maybe stretched to the breaking point.

35. Hardy, A.M., "Planning for the Health Care Needs of Patients withAIDS." 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, hospices, 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 disease 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 ImmuneDeficiency Syndrome and Epidemic of Infection with Human
Immunodeficiency Virus: Costs of Care and Prevention in an InnerLondon 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 hospitalresources by patients with AIDS and the planned additional costs ofclinical and preventive services for the epidemic of infection withHIV were calculated for an inner London health disttict that hastreated 18 percent of the cases in the United Kingdom. Patients withAIDS required on average 50 days of inpatient hospital care each at anestimated current average lifetime cost of 6,800 pounds ($4,143, as of10/8/87). These costs, however, underestimated the additional capitaland revenue costs of planned new preventive and treatment services,estimated at 388,000 pounds revenue [$236,370, as of 10/8/87] and472,000 pounds [$287,542, as of 10/8/87] capital for 1986-87. It isimportant to invest now in preventive services throughout the UnitedKingdom to reduce the future social and financial costs of AIDS."
39. Kizer, K., Acquired Immune Deficiency Syndrome in California: APrescription for Meeting the Needs of 1990. Report prepared by theCalifornia Department of Health Services, March 1986.

This report was compiled and edited by the Department of Health, withinput from the University of California Systemwide AIDS Task Force andthe State Departments of Mental Health, Alcohol and Drug Programs, andCorrections. Costs for medical care alone for the 30,000 cases ofAIDS that are expected to have occurred in California by the end of1990 will approach $3.5 billion; about $270 million of that will comefrom the Medi-Cal program. Total public health and medical careexpenditures for AIDS virus infections in the State in this period areexpected to exceed $5 billion. Proposed for FY 1986-87 are thefollowing: expansion of the AIDS preventive education program, AIDSsurveillance programs, pilot projects to provide less costly AIDStreatment, preventive education through the AIDS antibody test siteprogram, and State support services for confirmatory testing and virusculturing. An increase in the number of epidemiological investiga-tions on related problems is proposed, as well as creation of specialAIDS researcher positions at the University of California. Budgetadditions of $6.388 million to the Department of Health Services andof $2 million to the University of California are recommended toimplement these proposals. Major urban areas where AIDS case havebeen reported are encouraged to establish AIDS treatment centers.Legislative changes are recommended to aF.ow mandatory AIDS virusantibody testing when compelling public health needs exist and topermit information reporting to public health and medical authoritieswhen 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 were. 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 lifP 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 Medi-Cal were estimated from billed
amounts on the Medi-Cal claims. The average cost for medical 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 was 17.9 in Los Anglees. The
statewide average was 14 days. In 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 AIDS
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.

41. 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. Identified
as Medi-Cal beneficiaries were 1,103 AIDS patiente. The proportion of
AIDS patients covered by Medi-Cal is 20 percent, 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 $131.2 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 Los 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 growthpatterns is assumed.

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

This study examines the allocation of federal resources for AIDS re-search and patient care. When the federal government designated AIDSits number one health priority in May 1984, more than 3,000 cases hadalready been reported and thousands infected with the virus. Manycritics believe that insufficient funding and personnel early in theepidemic limited effective surveillance activities and epidemiologicalstudies and thwarted medical researchers' ability to respondpromptly. It has been suggested that a more vigorous public healtheducation effort might have helped curb disease transmission. Theauthor finds that the inadequate federal response was heavily in-fluenced by efforts of the Reagan administration to reduce spending ondomestic social programs, to shift federal responsibilities to stateand local governments, and to encourage greater competition and an ex-panded private sector role in health care. Although Congress has nowprovided adequate additional funds for AIDS research, the growingburden of caring for AIDS patients falls on a health care deliverysystem suffering from the lack of a national health insurance programor 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 theTreatment 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 treatingAIDS in New York City--including Medicaid, Medicare, and all otherpublic and private payers--could be nearly $2 billion. Slightly morethan half of this .mount represents public funds, including $450million in city funds alone. This estimate reflects only the costsassociated with inpatient hospital care, which now constitute almost80 percent of AIDS-related expenditures in the city. Other costs arefor outpatient treatment and other AIDS services. Although theseother costs could be significant, a severe lack of information makeslong-range projections impossible. The city projects that expendituresfor AIDS within New York City--from all sources--will total $385million, of which $98 million will be city funds. The city's pro-jections are based on historical caseload data, an approach that maybe too limited in that it fails to consider a growing body of scien-tific knowledge that suggests that the incidence of AIDS could growmuch faster than the city has assumed. Thus, the city is vulnerableto unanticipated cost increases for the treatment of AIDS. Thereport reveals a dichotomy between New York City's programmatic andfiscal 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 specific 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 treatment patterns, the studies suggest that
AIDS lifetime hospital costs have most likely been under $100,00u;
annual treatment 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
:las not yet peaked, and the percentage of the HIV-infected population
that develops outzIght 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 Treatin AIDS Under Medicaid: 1986-
1991, Rand Note, prepare for the Health Care Financing A min-
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 loadnumbers of 400,000 and 750,000 in 1986-1991 are more credible mid- andhigh-range estimates. It is necessary to project the shares of caseload accounted for by various patient groups because they vary ininitial health and insurance coverage and diagnoses, and each requiresdifferent treatment. Such variations have 3istinct cost implications,particularly for Medicaid.
Patient-group-share trends show increasingproportions of IV drug users and the heterosexuals they infect anddeclining propor ions of homosexual/bisexual males. Cancers of thesoft 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 privatehealth insurance coverage. A substantial fraction of patients have nocoverage because they are unemployed; another large fraction may losecoverage because of the gaps in continuation guarantees under the Con-solidated Budget Reconciliation Act of 1986 (COBRA); others mayexhaust these COBRA protections. Employer and insurance company dis-crimination against actual or potential AIDS patients threatens todeprive some patients of coverage. Public hospitals are likely toqualify an increasing number of them for Medicaid. 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 differencesin hospitalization periods for AIDS treatment. Extension of the low-cost case management model to places outside San Francisco, which maynot be feasible, would substantially lower average costs. In somehigh-impact communities, AIDS could force construction of new skillednursing facilities or, less likely, new hospitals. Medical inter-ventions (such as azidothymidine, AZT) promise lower per-period treat-ment expenditures but may raise lifetime costs by increasing thesurvival rate. AZT does tend to delay access to Medicaid, since ithelps keep people at work. Policy changes would likely have majorcost consequences. For example, widening the official definition ofAIDS would raise Medicaid costs; ending automatic disability statusfor victims would lower them. Successful promulgation of the casemanagement approach uould reduce treatment costs. Current Medicaidreimbursement policies are thought to influence treatment towardhospitalization. Pressure to raise reimbursement rates also seemslikely. The virus's long incubation period and patients' growing lifeexpectancies mean, under current policies, more AIDS patients will useMedicare over time. The overall cost consequences of a diversion from2edicaid to Medicare are unpredictable.

Combining assumptions on case load, Medicaid eligibility, averagetreatment costs, and Medicaid reimbursement rates yields a range ofestimates for cumulative Medicaid costs in 1986-1991. The intermediateestimate is about $10 billion, although the most optimistic assump-tions yield an estimate as low as $2 billion, and the most pessimistic
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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 will 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 Francisco." Journal of the Amer an Medical
Association, December 12, 1986; 256 (22): 3103-06.

"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 $27f5.1. These latter
charges were considerably lower than previously published estimates c4.
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, "AIDS: 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 education 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 1981, 198E, and 1991, in-
direct costs due to morbidity, and especially premature death, make up
about 80 to 84 percent of the total economic cost of the AIDS epi-
demic.

48. Scitovsky, 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." lublic Health Reports, January-
February 1987; 102 (1): 5-17.
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"This paper presents three estimates--ranging from low to high--of thedirect and indirect costs of the AIDS epidemic in the United States in1985, 1986, and 1991, based on prevalence estimates provided by theCenters for Disease Control. According to vhat the authors considertheir best estimates, personal medical care costs of AIDS in currentdollars will rise from $630 million in 1985 to $1.1 billion in 1986and to $8.5 billion in 1991. Nonpersonal costs (for research,screening, education, and general support services) are estimated torise from $319 million in 1985 to $542 million in 1986 to $2.3 billionin 1991. Indirect costs attributable to loss of productivity resul-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 in1991. While estimated personal medical care costs of AIDS representonly 0.2 percent in 1985 and 0.3 percent in 1986 of estimated totalpersonal health care expenditures for the U.S, population, they repre-sent 1.4 percent of estimated personal health care expenditures in1991. Similarly, while estimated indirect costs of AIDS represent 1.2percent in 1985 and 2.1 percent in 1986 of the estimated indirectcosts of all illness, they are estimated to rise to almost 12 percentin 1991."

49. Scitovsky, A.A., D.P. Rice, J. Showstack et al., "Final Report:Estimating the Direct and Indirect Economic Costs of Acquired ImmuneDeficiency Syndrome, 1985, 1986, and 1990." Prepared for The Centersfor Disease Control (Task Order 282-85-0061 #2), March 31, 1986.
This report estimates the direct and indirect costs of AIDS in theUnited States for the years 1984, 1985, 1986, and 1990. Estimates aiebased on prevalence estimates provided by CDC, which classified by ageand sex all AIDS cases alive at any time in 1984 into three patientgroups: (1) those diagnosed in the previous year who lived all 12months, (2) those who died during the year, and (3) those who werenewly diagnosed and did not die. Within each of the groups, caseswere grouped into the following diagnostic categories: Pneumocystiscarinii pneumonia, other infectious diseases, Kaposi's sarcoma, neo-plasms, and other conditions. These detailed distributions of AIDScases were provided by CDC for 1984, the first year that health de-partments in the country confirmed all cases using the strictdefinition of AIDS. Also, 1984 data are complete, without reportinglags. CDC estimated the total number of cases in each of the otheryears and assumed that the distribution by age and sex between thesepatient 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 forindirect costs, including those for morbidity and mortality.Psychological costs were not estimated. All estimates are in 1984constant dollars unless otherwise noted. The direct medical carecosts make up three-fifths of the total direct costs; the remainingtwo-fifths are the nonpersonal costs. The indirect losses incurred byAIDS patients are significantly larger than the medical care andnonpersonal costs because AIDS affects many 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 to the 5,500 deaths in 1985 results in a total of 217,693 person
years lost, an average of 40 years per death. If 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] 1-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!-1 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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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 azidothjmidine
(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-leen 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 to pretreatment
values among AZT recipients with AIDS but not among those with AIDS-
related 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 complex, 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 immune
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 recentattempts at immunologic reconstitution in AIDS patients, using eitherwhole scale immune reconstitution through use of lymphocyte transfersand bone marrow transplantation or enhancement of the remaining immunesystems with the T-cell-derived lymphokines interleukin-2 or immunegamma-interferon. Recent advances in the therapy of Pneumocystiscarinii 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 arefinally beginning to escalate. The task is a formidable challenge.The virus's complex life cycle gives rise to difficulties. For onething, the AIDS virus becomes part of the cell it infects, and thevirus infects the brain. Also, the patient's immune system willalready have been destroyed if drugs are not administered until thelate stages of the disease. It is likely that, when useful therapy isfound, it will have to be administered for life. Limited clinicaltrials aye being performed on at least four compounds in the UnitedStates: suramin, azidothymidine (AZT), ribavirin, and HPA-23. Otherantiviral agents undergoing laboratory testing are Foscarnet, Al 721,and ansamycin. Work is also being attempted with bone marrowtransplants along with antiviral therapy. No pharmaceutical "magicbullet" is expected.

65. Stayer, S., "Drug Approval Brings Hope: M.D., PatientsOptimistic over Retrovir." American Medical News, June 12, 1987.
This parer describes the experiences of Dr. William F. Owen, Jr., inprescribing Retrovir (zidovudine; also known as azidothymidine, orAZT) for some of his patients. The physician holds 90-minute patientmeetings to discuss the drug. One man was diagnosed with lymphocyticinterstitial pneumonitis (LIP), later with AIDS. He had developedesophageal candidiasis and encephalopathy and is severely depressed.An ARC patient has had dramatic swelling of his parotid gland; his T-4helper cells are profoundly depleted. Both men were put on Retrovir,and their conditions improved. Another pati-nt, however, hasdeveloped a painful rash all along his leg. Diagnosed with ARC twoyears ago, he does not have a severely enough depleted T-4 helper cellcount to be eligible for Retrovir treatment, even though Dr. Owen sus-pects it might help him. His condition did improve, however, withacyclovir.
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Washington Post, May 29, 1987.

74. Kennedy, T.E., "The AZTs of AIDS Research" [Letter]. Wall Street
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75. Schmeck, H.M. Jr., "AIDS Drugs Offer Hope But Cure Remains
Distant." New York Times, March 17, 1987.
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79. Bakeman, R., J.R. Lumb, R.E. Jackson et al., "AIDS Risk-GroupProfiles in Whites and Members of Minority Groups" [Letter]. NewEngland Journal of Medicine, July 17, 1986; 315 (3): 191-2.

This letter to the editor describes AIDS risk group profiles based ontallies provided by the Centers for Disease Control. "Among those whohave contracted AIDS, 32 percent of the blacks (1490) and 78 percentof the whites (8915) were homosexual; 13 percent of the blacks (626)and 11 percent of the whites (1210) were bisexual; and 43 percent ofthe blacks (1983) and 14 percent of the whites (1563) were users ofintravenous needles. . . .(It is not well known] that 50 percent ofthe blacks who have contracted AIDS are heterosexual; that 13 percentof the blacks who have contracted AIDS are bisexual; that 52 percentof the women and 60 percent of the children with AIDS are black; orthat blacks account for 25 percent of all AIDS cases." It issuggested that this information become widely known and "thateffective educational programs for prevention of AIDS be implementedin minority communities."

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

"To determine the prevalence of unsuspected human immunodeficiencyvirus (HIV) infection in critically ill emergency patients. . . theanonymous serum samples of 203 critically ill or severely injuredpatients with no history of HIV infection [were examined. It was]found that six (3 percent) were seropositive for HIV antibody by bothenzyme-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 all requiredmultiple invasive procedures. History of intravenous drug abuse wasnot discriminating in identifying potential seropositives. [It wasconcluded] that infection-control precautions are indicated for bothemergency department personnel and prehospital care providers (such asparamedics, police officers, and fire fighters) when caring forbleeding patients, whether or not previous suspicion of HIV infectionexists."

81. Chamberland, M.E., J.R. Allen, J.M. Monroe et al., "AcquiredImmunodeficiency Syndrome in New York City: Evaluation of an ActiveSurveillance 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 anactive surveillance program for AIDS in 19 hospitals and a modified-active surveillance program in. . . 69 hospitals. . . Hospitallaboratory and autopsy records in 12 active surveillance hospitals and3 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
reporting is sufficiently complete for accurate analysis of disease
trends."

82. 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 waL 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 HTV-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.P. Echenberg, H.W. Jaffe et al., "Risk Factors
for Human Immunodeficiency Virus (HIV) Infecti-EnTi-In HomosexualMen." American Journal of Public Health, April 1987; 77 (4): 479-83.

"To c>rify risk factors for infection with the human immunodeficiencyvirus (BIV) . . . 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. In 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. Nona of the sexual
practices that [were] studied appeared to offer protection against HIVinfection."

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 beunderestimated. 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. In 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. Comprehensive
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 fromthe AIDS panic.

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

A comprehensive source of information on all aspects of AIDS, written
by clinicians and scientists who have made the central contributionsin 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 CaEllAcquired Immune
Deficiency Syndrome." American Journal of Psychiatry, 1985; 142 (1):
82-86.

"[Out of 4G AIDS] patients admitted to the wards of a large city
hospital, 13 were seen by the staff of a psychiatric consultation
service. Of these, 11 were gay men and 2 were bisexual men. . . .

Recurrent psychological themes of the 13 patients were: dealing with a
life-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 eirugs, 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-
sharing 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 appearto provide an important opportunity to educate drug abusers about AIDSand related health issues associated with needle-sharing."

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

"Forty-five adults with AIDS and their 45 spouses, 109 children, and29 household contacts were studied for evidence of heterosexual,perinatal, and household spread of human T-cell lymphotropic virustype III (HTLV-III) infection. Of the 45 spouses enrolled, 26 (58percent) had antibody to HTLV-III, including 12 (71 percent) of 17male spouses and 14 (50 percent) of 28 female spouses. Of the 12seropositive male spouses, 9 were seropositive at enrollment and 3 hadseroconversion. Of the 14 seropositive female spouses, 4 wereseropositive at enrollment and 10 seroconverted. Lack of barriercontraceptive use and oral sex were associated with seroconversion.Of the 109 children enrolled, 15 had AIDS or an AIDS-related illness,2 had evidence of passive transfer of maternal antibodies, and 2 hadHTLV-III infection acquired outside the household. None of the 90seronegative children seroconverted. Of 29 household contactsstudied, none developed antibody to HTLV-III."

90. Fleming, D.W., S.L. Cochi, B.S. Steece et al., "Acquired
Immunodeficiency Syndrome in Low-Incidence Areas: How Safe Is UnsafeSex?" Journal of the American Medical Association, August 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 weretested for human immunodeficiency virus (HIV) antibody. Twenty-seven(2.0 percent) of 1374 serum specimens had repeatedly low-positivereactions by enzyme-linked immunosorbent assay testing, and 22 (1.6percent) had repeatedly high-positive reactions. All sera (sufficientfor testing by Western blot) with low-positive reactions gave negativeresults and all sera (sufficient for testing by Western blot) withhigh-positive reactions gave positive results. All persons whoseserum had high-positive reactions were male. Most (86 percent) hadbeen seen at the only urban sexually-transmitted disease clinic in NewMexico, and most (72 percent) were openly gay or bisexual. Of all gayand bisexual men evaluated, 14 percent (16/112) had high-positivereactions. The relatively high rate of HIV seropositivity among gaymen with other sexually transmitted diseases indicates thattransmission of AIDS is continuing in this low-incidence area anddocuments the need for testing and counseling programs in sexuallytransmitted disease clinics."
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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
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.J., 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 American Medical
Association, January 16, 1987; 257 (3): 331-34.
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". . . [Plotential markers and cofactors for AIDS [were prospectivelyevaluated) in 86 homosexual men who were seropositive for human
immunodeficiency virus antibodies. During 3 years of follow-up, 19men developed AIDS. Risk of AIDS was clearly predicted by the totalnumber of circulating OKT4-positive lymphocytes (T4 count) atenrollment, while the corresponding T8 count was unrelated tosubsequent AIDS development. Subjects in Manhattan had a higher riskof Kaposi's sarcoma than did subjects in Washington, DC, and the riskof AIDS tended to increase with numerous homosexual partners. Severalof 40 potential cofactors defined ex post facto, including receptivefellatio, enemas, methaqualone use, and high levels of antibody tohepatitis B surface antigen, appeared to be associated with Kaposi'ssarcoma but not with Pneumocystis pneumonia. [The) data suggest thatpotent cofactors for Pneumocystis pneumonia were not prominent,pointing to the need for effective drug therapies, particularly toreduce the high AIDS risk of persons with human immunodeficiency virusinfectionand low T4 counts."

94. Goedert, J.J., R.J. Biggar, S.H. Weiss et al., "Three-YearIncidence of AIDS in Five Cohorts of HTLV-III-Infected Risk GroupMembers." 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 prospectivelyamong 725 persons who were at high risk of AIDS and had enrolledbefore October 1982 in cohort studies of homosexual men, parenteraldrug users, and hemophiliacs. A total of 276 (38.1 percent) of thesubjects were either HTLV-III seropositive at enrollment or developedHTLV-III antibodies subsequently. AIDS had developed in 28 (10.1percent) of the seropositive subjects before August 1985. By actu-arial survival calculations, the 3-year incidence o AIDS among allHTLV-III seropositive subjects was 34.2 percent in the cohort ofhomosexual men in Manhattan, New York, and 14.9 percent (range 8.0 to17.2 percent) in the 4 other cohorts. Out of 117 subjects followedfor a mean of 31 months after documented seroconversion, 5 (allhemophiliacs) developed AIDS 28 to 62 months after the estimated dateof seroconversion, supporting the hypothesis that there is a longlatency between acquisition of viral infection and the development ofclinical AIDS. This long latency could account for the significantlyhigher AIDS incidence in the New York cohort compared with other co-horts if the virus entered the New York homosexual population beforeit entered the populations from which the other cohorts were drawn."
95. Gold, J.W.M. and D. Armstrong, "Infectious Complications of theAcquired Immune Deficiency Syndrome." Annals of the New York Academyof Sciences, 1984; 437: 383-93.

The infectious complications of AIDS that involve the respiratorysystem, central nervous system, and gastrointestinal tract arediscussed. Some infections caused by specific organisms in AIDSpatients have such unique features that they have been given
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individual attention. Symptoms and treatment of pneumonia caused by
Pneumocystis 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 prognostic 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 ,,Ate
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 transfusio recipients. Single men in San
Francisco and Manhattan, IV drug users in New York city and New
Jersey, hemophilia A patients, and recent Haitian entrants had the
highest rates of disease (82.0 to 268.9 per 100,000). 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 (0.1 per 100,000)."

97. Harnish, D.G., 0. Hammerberg, I.R. Walker et al., "Early
Detection of HIV Infection in a Newborn" (Lette7T7 New Zngland
Journal of Medicine, January 29, 1987; 316 (5): 272-73.

The use of in situ hybridization as a relatively rapid, acct, gre
technique to detect human immunodeficiency virus (HIV) infection Lady
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 helrinized venous blood taken from both the mother
and infant 24 hours after birth. Seven and 14 days after initiaL. n
of culture, cells from 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 cDNAdemonstrated that both the mother and infant were positive. Countsindicated that 3.4 percent of maternal lymphocytes and 3.8 percent ofinfant lymphocytes were positive for HIV after 1 week of culture;after 2 weeks less than 1 percent of maternal lymphocytes were HIVpositive, whereas 3.8 percent of cultured cells from the baby werestill positive. The results suggest that short-term expansion (byphytohemagglutinin and interleukin-2) of T4+ cells in vitro mayenhance the ability to detect cells infected with virus. The resultsalso demonstrate that in situ hybridization can be used effectivelyfor early detection of HIV infection in newborns and should be auseful method to determine the risk of mother-child transmission.
98. Hopkins, D.R., "Key Epidemiologic Questions About AIDS andInfection with HTLV-III/LAV." Public Health Reports, May-June 1986;101 (3): 234-37.

"The Epidemiology and Prevention Workgroup of the Public HealthService (PHS) Executive Task Force on AIDS developed a list of keyepidemiologic questions about AIDS and HTLV-III/LAV infection as partof the follow-up to the "Public Health Service Plan for the Preventionand Control of Acquired Immune Deficiency Syndrome." The workgroup'spurpose in developing the list was to provide a framework to helpensure that studies designed to answer the most important suchquestions were completed, under way, or initiated as soon aspossible." Gcneral areas of consideration, each with from 4 to 20specific 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) directlyrelated laboratory projects.

99. Institute for Health Policy Studies (School of Medicine,University of California, San Francisco), AIDS Activities, March 1987.
Past and present activities of the Institute for Health Policy Studies(IHPS) are briefly described. These studies have focused on policyissues, including the response of the federal government, state andlocal governments, and the private sector to the AIDS epidemic; theorganization, management, and financing of community-based services;and costs c! services. The Institute's AIDS activities currentlyinclude providing direction and technical assistance for the AIDSHealth Services Program; providing information, education andtraining, technical assistance, and policy research and analysisrelated to AIDS service delivery systems and AIDS prevention andeducation; participating in a multidisciplinary

Substance Abuse andMental Health in AIDS Center; conducting a 2-year AIDS Cost of CareStudy in California; and completing a prospective study of costs ofcare in San Francisco. Areas of past research and analysis includethe 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 (1): 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 AIDS Health Services
Program, a $17.2 million national demonstration program; the provision
of information, education, training, technical assistance, policy
research, and analysis related to AIDS service delivery systems, AIDS
prevention, and education through the AIDS Resource Program; the
participation in a multidiscipl3nary 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 Health 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 Community Health, 1986; 41:
55-58.

"Some central questions concerning the epidemiology of AIDS are
addressed by statistical 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 giiie 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. Johnson, J.P. and P. Nair, "Early Diagnosis of HIV Infection inthe 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 amongchildren in the United States has risen dramatically over the past twoyears and that most of these children acquired HIV from an infectedmother during the perinatal period. Unfortunately, until reliableassays for detection of viral nucleic acids or replication areavailable, children born to infected women must be regarded asinfected. Because there is currently no simple method for identifying
infants infected with HIV, it is recommended that all children born toHIV-infected women should be screened for antibody against HIV afterthe neonatal period. The authors have documented the early onset ofsynthesis 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 MedicalAssociation, May 1, 1987; 257 (17): 2288-89.

This letter to the editor discusses the results of a previous study onthe transmission 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 theadditional conclusion, which is of major potential significance toheterosexual couples, that there is an observed association betweenseropositivity for HIV in men and a history of other heterosexualpartners. It is further suggested that this information, if properlypresented and publicized, could help teach an important lesson andencourage much-needed changes in behavior.

In reply, M.A. Fischl et al. state that the major purpose of theirprospective study was to evaluate the efficiency of and the potentialmechanisms associated with the heterosexual transmission of HIV amongspouses and monogamous heterosexual couples, as well as to evaluateany potential household transmission of HIV. However, it is agreedthat multiple heterosexual partners, especially sexual contact withfemale prostitutes, may represent an important risk factor for theheterosexual transmission of HIV.

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

This letter to the editor presents the case history of a 27-year-oldman known to have antibodies to human immunodeficiency virus (HIV).The patient was admitted to the hospital with a suspected diagnosis ofPneumocystis carinii, and within days his mental state begin todeteriorate, leading to a presumptive diagnosis of acuteschizophrenia. The authors question a link between the man's acuteschizophrenic 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 the 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 6-2scriptive]
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 groups, 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 ;somen in the hiyhest-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 HTLV-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 people at increased risk of exposure tothe virus is larger. It is suggested that it i$ 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 fol. 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 calendaryear. The anticipated widespread introduction of tests 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.

"Forty-nine-percent-of homosexual/bisexual 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 werl 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 Tcells. Twenty-nine percent of reropositive men had fewer than 400
absolute Leu 3a T helper cells per microliter. Seronegative
homosexual/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,
December 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
virus ordinarily evokes a complex interplay of the cellular elementsof 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, J., M. Warzynski and A. Idris, "Acquired Immunodeficiency
Syndrome in the United States: A Selective Review." Critical Care
Medicine, September 1986; 14 (9): 819-27.

"The acquired immunodeficiency syndrome (\IDS) epidemic shows no sign
of waning. Recent calculations suggest that several hundred thousand
asymptomatic people have been infected with the putative AIDS agent
HTLV-III/LAV. This review includes an analysis of . . . means of
preventing transmission of the syndrome and a discussion of the
psychosocial and ethical impacts of the disorder. Also summarized are
epidemiologic and clinical parameters of AIDS in the United States
[with a description of its etiology, immunology, clinical
presentation, and therapy]."

111. May, R.M. and R.M. Anderson, "Transmission Dynamics of HIV
Infection." Nature, March 12, 1987; 326 (6109): 137-42.

"Simple mathematical models of the transmission dynamics of human
immunodeficiency virus help to clarify some of the essential relations
between epidemiological factors, such as distributed incubation
periods and heterogeneity in sexual activity, and the overall pattern
of the AIDS epidemic. They also help to identify what kinds of
epidemiological data are needed to make predictions of future trends.
. . .As such data become available, the models can be made more
detailed and realistic. For public health planning, the dominant
unknown is f, the fraction infected who will eventually develop AIDS .

. . .The duration of infectiousness and the way this duration is
distributed among different infectives is also relevant to estimates
of R, [the basic reproductive rate of the infection]. . . . More
generally, there is need for more studies that combine information
about the epidemiological history of individuals with information
about their sexual habits. . . .From present knowledge, it is not
possible to assess whether R', [the basic reproductive rate for
heterosexual transmission of HIV], is greater or less than unity in
developed countries, and it is thus not possible to say whether HIV
infections could spread epidemically by purely heterosexual
transmission."

112. McAuliffe, K., "AIDS: At the Dawn of Fear." U.S. News & World
Report, January 12, 1987, 102 (1): 60-70.

Up to 10 million people worldwide now carry the AIDS virus and are
potential victims. About 80 nations have reported cases, but the data
are sketchy and dubious except in the United States and a few other
Western countries. Two of every 3 new AIDS cases involve homosexuals,
but the disease is closing in on drug users and on heterosexuals, who
by 1991 may account for 1 in 11 new cases. Official projections may
he much too low, and the United States has moved uncertainly toward
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recognizing the threat and dealing with it. For fiscal 1988, theadministration proposed to spend $534 million, which is far less thanmany experts recommend. AIDS has now been reported in all 50 states,but it is agreed that congested urban areas remain the greatestthreat. The government's sluggishness in recognizing and dealing withAIDS has one major exception: medical investigators at federalresearch centers who have chased any scrap of information that mighthelp them. The desperate need for education reflects the medicalconsensus that a means of arresting AIDS will come no sooner than 5 or10 years. Sources of information and help, with names, addresses, andtelephone numbers, are included.

113. Moss, A.R., G. McCallum, P.A. Volberding et al., "MortalityAssociated with Mode of Presentation in AIDS." Journal of theNational Cancer Institute, 1984; 73(6): 1281-84.

"A population-based survival study was done for all cases of AIDSdiagnosed in the city of San Francisco through May 1983. Follow-upwas obtained for 165 of 173 diagnosed cases. Median survival among 75patients presenting with Kaposi's sarcoma alone was 211 months. Mediansurvival among 90 patients presenting with opportunisO.c infections,primarily Pneumocystis carinii pneumonia, was 9 months; survivl at .21months was 0. Survival among patients presenting with both Kaposi'ssarcoma and opportunistic infections was not statistichlly differentfrom survival among patients presenting with opportune tic infectionsonly. When cases were divided into those diagnosed be ore and afterMay 1982, there was no significant improvement in survival fromdiagnosis in the more recently diagnosed cohort."

114. Moss, A.R. D. Osmond, P. Bacchetti et al., "Ris, Factors forAIDS and HIV Seropositivity in Homosexual Men." American Journal ofEpidemiology, June 1987; 125 (6): 1035-47.
II

. . . [C]ases of AIDS diagnosed in San Francisco, California, during1983-84 [were compared] with human immunodeficiency virus (HIV)antibody-negative neighborhood and clinic controls with a goal offinding risk factors for clinical AIDS. . . .[A]ntibody-7_)sitive . . .[and] antibody-negative neighborhood and clinical controls [werecompared] for risk factors for HIV infection. Odds ratios were 52.0for AIDS and 7.8 for seropositivity for more than 100 sexual partnersversus 0-5 partners when antibody-negative neighborhood, controls werecompared with cases and with antibcAv-positive
neighborhood controls,respectively. Odds ratios were only 1.9 and 3.4 when antibody-negative clinic controls were compared with cases and with antibody-positive clinic controls, respectively. Odds ratios of 4.6-7.3 forrectal receptivity with most or all partners versus none or 1 partnerwere statistically significant, independent of the number ofpartners. Douching before sex was independently associated with oddsratios of 2.2-2.8. There was no evidence for oral-genital, oral-anal,
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or other sexual transmission of AIDS. In multivariate analysis,
independent odds ratios for prior syphilis and for prior giardiasis
were statistically significant or marginally significant in all
comparisons."

115. Mullin, G.E., A.L. Sheppell and L.F. Mayer, "Infection with
HTLV-I and HTLV-III in T8 Lymphoproliferative Disease" [Letter]. New
England Journal of Medicine, May 21, 1987; 316 (21): 1343.

This letter to the editor describes two recent reports on concomitant
infection with human 'T -cell lymphotropic virus types I and III (HTLV-I
and HTLV-III) in which the order of infection is probably earlier
infection with HTLV-I. The spread of HTLV-I to a population at risk in
this population raises the possibility that the first virus acquired
enhances the infectivity of the second. It is suggested that the
level of suppressor -cell function before infection with HTLV-III may
affect the expression of AIDS.

116. Norman, C., "AIDS Virology: A Battle on Many Fronts." Science,
November 1, 1985; 230 (4725): 518-21.

Proof that a retroviru,3 causes AIDS put research on a new footing, but
who should get the credit has become a matter of dispute. Robert C.
Gallo of the National Cancer Institute and his many coworkers firmly
implicated a new retrovirus as the cause of AIDS. Equally important,
Gallo's work enabled large quan of the virus to be grown for
further studies; which led to it production of a test to detect
viral antibodies in human blood s publication of Gallo's work also
marked a turning point in a dispute between Gallo and Luc Montagnier
of the Pasteur Institute in Paris over who should be given credit for
discovering and identifying the cause of AIDS. The priority dispute
has led to a battle between the Pasteur Institute and the U.S. govern-
ment over patents governing the use of kits for testing blood
donations, a patent fight involving millions of dollars a year in
royalties.

117. Oleske, J., A. Minnefor, R. Cooper et al, "Immune Deficiency
Syndrome Children." Journal of the American Medical Association, May
6, 1983; 249(17): 2345-49.

". . . [In this report], eight children from the Newark, New Jersey
metropolitan area, born into families with recognized risks for AIDS
[are described. A group of children with an otherwise unexplained
immune deficiency syndrome and infections of the type found in adults
with AIDS have been encountered.] These patients have had recurrent
febrile illnesses, failure to thrive, hyperg ?'"'aglobulinemia, and
depressed cell-mediated immunity (CMI). Foul Jf these children have
died. . . . The present epidemic of AIDS was originally described in
homosexual men and subsequently in intravenous drug abusers, Haitians,
and hemophiliacs. Profound defects in CMI are associated with
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Kaposi's sarcoma and a variety of serious opportunistic infections. .. .[The] present experience suggests that children living in high-riskhouseholds are susceptible to AIDS and that sexual contact, drugabuse, or exposure to blood products is not necessary for diseasetransmission."

118. Padian, N., L. Marquis, D.P. Francis et al., "Male-to-FemaleTransmission of Human Immunodeficiency Virus." Journal of theAmerican Medical Association, August 14, 1987; 258 (6): 788-90.

"Ninety-seven female sexual partners of 93 men infected with humanimmunodeficiency virus were studied. All of the women had sexualcontact within the year before their partner had been diagnosed ashaving AIDS or was found to have a positive reaction on the humanimmunodeficiency virus serologic test. Fifty-seven percent were thepartners of bisexual men. Overall, 23 percent of the women wereinfected (95 percent confidence interval, 15 percent to 32 percent).The total number of exposures to the index case (sexual contacts withejaculation) and the specific practice of anal intercourse, also withthe infected partner, were associated with transmission. Neithercondom use, total number of sexual partners since 1978, nor lifetimenumber of sexually transmitted diseases was associated withinfection."

119. Peterman, T.A., D.P. Drotman and J.W. Curran, "Epidemiology ofthe Acquired Immunodeficiency Syndrome (AIDS)." EpidemiologicReviews, 1985; 7:1-21.

This extensive review of the literature discusses in detail theepidemiology of AIDS, characterizing the routes of transmission ofthis virus and suggesting strategies for prevention. Theidentification of the retrovirus HTLV-III and the immunologic
abnormalities resulting from infection with HTLV-III are discussedalong with a presentation of the clinical manifestations of AIDS.Surveillance was initiated by requesting that physicians report anycases of Kaposi's sarcoma or P. carinii pneumonia to the Centers forDisease Control (CDC). This surveillance indicates an AIDS epidemiccurve that clearly shows the number of cases is increasing rapidly.The surveillance system has also identified characteristic groups thatare at increased risk for AIDS and has also facilitated epidemiologicstudies, which have characterized risk factors within these groups andhave increased our understanding of the transmission of AIDS.Epidemiology has contributed significantly toward understanding andproviding recommendations to control the AIDS epidemic, and AIDSresearch has contributed to the field of epidemiology.

120. Polk, B.F., R. Fox, R. Brookmeyer et al., "Predictors of theAcquired Immunodeficiency Syndrome DevelOT in a Cohort ofSeropositive Homosexual Men." New England Journal of Medicine,January 8, 1987; 316 (2): 61-66.
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Factors associated with or predir'tive of subsequent AIDS in a large
cohort of homosexual men who were seropositive at the time of
enrollment in a longitudinal follow-up study were determined. "In a
cohort of 1835 homosexual men who were seropositive f r human
immunodeficiency virus (HIV) on entry into a prospective study, AIDS
developed in 59 during a median follow-up of 15 months. . . .In a
multivariate analysis, a decreased number of T-helper lymphocytes, an
increased number of T-suppressor lymphocytes, a low level of antibody
to HIV, a high titer of cytomegalovirus antibody, and a history of sex
with someone in whom AIDS developed were independently associated with
subsequent AIDS. Separate analyses of risk factors for Kaposi's
sarcoma and opportunistic infections failed to support previously
reported associations between the use of nitrites cr an elevated
cytomegalovirus-antibody titer and Kaposi's sarcoma. [It is suggested
that] these variables may be markers rather than determinants of
disease progression. The results may be useful in counseling HIV-
seropositive persons and in designing studies of clinical
interventions."

121. Public Health Service, Centers fo-: Disease Control, Facts About
AIDS. Washington, D.C.: Department of Health and Furman Services,
Public Health Service, Spring 1987.

"This fact sheet describes, in question-and-answer form, accurate
information about AIDS, the risk of contracting AIDS, the actions
individuals can take to reduce spreading AIDS, and current research
and related activities underway in the Public Health Service. . .

.%1DS was first reported in the United States iii mid-1981. Since that
time, the Public Health Service has received reports of more than
33,000 cases. about 58 per.:ent of which have resulted in death. An
estimated o-e and one-half million pecple have been infect 3 by the
virus that c,," yes AIDS cut .;ave no symptoms of illness. AIDS is a
public health problem that merits serious concern It is a major
priority of the U.S. Public Health Service. Researchers in the Public
Health Service and in many major medical institutions have been
working for [6] years to study AIDS and development treatments and
preventive measoJs."

122. Public Health Pervice, Centers for Disease Control, "Hepatitis B
Vaccine: Evidence Confirming Lack of AIDS Transmission." Morbidity
and Mortality Weekly Report, December 14, 1984; 33 (49): 685-87.

"Recent studies have provided important additional assurances
concerning the safety of hepatitis B (HB) vaccine. The vaccine
currently licensed in the United States is produced from pooled plasma
of hepatitis B surface antigen-positive individuals, some of whom are
also in high-risk groups for AIDS, Concern has been expressed that
the etiologic agent of AIDS might be present in the vaccine and
survive the inactivation steps used in the manufacturing procedure. .

. .The effect of the HR vaccine inactivation process on the AIDS virus
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and two other human retroviruses (HTLV-I and HTLV-II) cv...s studied. . ..No residual virus was detected in material treated with formalin orurea, although material treated with pepsin at pH 2 did have residualvirus present. . . .The vaccine contained no detectable AIDS virus-
related sequences at a sensitivity of less than one picogram of DNAper 20-microgram dose of vaccine. . . .No seroconversions weredetected in 19 individuals who had received vaccine manufactured fromplasma pools that contained plasma of homosexual men. . . .To date, 68AIDS cases have been reported among approximately 700,000 U.S. HBvaccine recipients; 65 have occurred among persons with known AIDSrisk factors. . . .[T]he rate of AIDS for HB vaccine recipients invaccine trials among homosexually active men does not differ from thatfor men screened for possible participation in the trials but whoreceived no HB vaccine because they were found immune to HB."

123. Public Health Service, Centers for Disease Control, "Hepatitis BVirus Vaccine Safety: Report of an Inter-Agency Group." Morbidityand Mortality Weekly Report, September 3, 1982; 31 (34): 465-67.

The available data on hepatitis B vaccine efficacy and safety werereviewed by the inter-Agency Group to Monitor Vaccine Development,Production, and Usage. The findings support the statement of theImmunization Practices Advisory Committee (ACIP) on hepatitis vaccine:(1) immediate side effects are minimal after receipt of HB vaccine;(2) no long-term reactions have been reported; (3) the purificationand inactivation process is known to inactivate representatives of allknown groups of animal viruses: (4) each lot is safety tested inprimates; and (5) no known cases of hepatitis B or non-A/non-B
hepatitis have been transmitted by the vaccine and no known occurrenceof AIDS has been associated with the vaccine.

124. Public Health Service, Centers for Disease Control, "Kaposi'sSarcoma and Pneumocystis Pneumonia Among Homosexual Men -- New YorkCity and California." Morbidity and Mortality Weekly Report, July 3,1981; 30 (25): 305-08.

It Is noted that during the previous 30 months, "Kaposi's sarcoma(KS), an uncommonly reported malignancy in the United States, had beendiagnosed in 26 homosexual men (20 in New York City. 6 in
California). The 26 patients ranged in age from 26-51 years. Eightof these patients died . . . all 8 within 24 months after KS wasdiagnosed." Seven KS patients had serious infections diagnosed aftertheir initial physician visit. Six patients had pneumonia (4 biopsyconfirmed as due to Pneumocystis carinii (PC])and one had necrotizing
toxoplasmosis of the central nervous system. It is noted that theannual incidence of KS in the United States has been estimated atbetween 0.02 to 0.06 per 100,000 ) Id that it affects primarily elderlymales. Although it is not certain, that the increase in KS and PCpneumonia is restricted to homosexual men, the vast majority of recentcases had been reported from this group. It is suggested that
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physicians should be alert for Kaposi's sarcoma, PC pneumonia, and
other opportunistic infections associated with immunosuppression in
homosexual men.

125. Public Health Service, Centers for Disease Control,
"Pneumocystis Pneumonia -- Los Angeles." Morbidity and Mortality
Weekly Report, June 5, 1981; 30 (21): 250-52.

"In the period October 1980-May 1981, five young men, all active
homosexuals were treated for biopsy-confirmed Pneumocystis carinii
pneumonia at three different hospitals in Los Angeles, California.
Two of the patients died. All five patients had laboratory-confirmed
previous or current cytomegalovirus (CMV) infection and candidal
mucosal infection." Case reports of the patients are included. It is
noted that Pneumocystis pneumonia is almost exclusively limited to
severely immunosuppressed patients. The fact that these patients were
all homosexuals suggests an association between some aspect of a homo-
sexual lifestyle or disease acquired through sexual contact and
Pneumocystis carinii pneumonia in this population. The observations
suggest the possibility of a cellular-immune dysfunction related to a
common exposure that predisposes individuals to opportunistic
infections.

126. Public Health Service, Centers for Disease Control, "Results of
Human T-Lymphotropic Virus Type III Test Kits Reported from Blood
Collection Centers -- United States, April 22 May 19, 1985."
Morbidity and Mortality Weekly Report, June 28, 1985; 34 (25): 375-76.

In March 1983 the U.S. Public Health Service recommended that members
of groups at increased risk for AIDS refrain from donating plasma
and/or blood. Since that recommendation, evidence has shown that a
retrovirus, human T-lymphotropic virus type III (HTLV-III) is the
cause of AIDS. An ELISA test designed to detect antibody to HTLV-III
was developed. In early March ELISA test kits developed for detecting
antibody to HTLV-III in donated blood and plasma were licensed and
made commercially available. The data shown represent about 7 percent
of all blood collected in the United States during a 1-month period.
They demonstrate rapid implementation of HTLV-III antibody screening
nationally. During this period, 131 blood centers and banks reported
results from screening 593,831 units of blood. An initially reactive
test was found for 5,313 units (0.89 percent); 1,484 units (0.25
percent) were repeatedly reactive. Repeatedly reactive rates varied
by region of the country, ranging from 0.08 percent (Northwest) to
0.32 (Northeast) percent.,

127. Public Aealth Servi::e, Centers for Disease Control, "Update:
Human Immunodeficiency Virus Infections in Health-Care Workers Exposed
to Blood of Infected Patients." Morbidity and Mortality Weekly
Report, May 22, 1987; 36 (19): 285-89.
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"Six persons who provided health care to patients with human
immunodeficiency virus (HIV) infection and who denied other riskfactors have previously been reported to have HIV infection. Four ofthese cases followed needle-stick exposures to blood from patientsinfected with HIV. The two additional cases involved persons whoprovided nursing care to persons with HIV infection. Both had
extensive contact with blood or body fluids of the infected patientand neither observed routinely recommended barrier precautions. TheCenters for Disease Control (CDC) has received reports of HIV
infect-ion in three additional health-care workers following non-needle-stick exposures to blood from infected patients. . . .[It isnoted that additional studies indicate that the precise risk of
transmission during exposure of open wounds or mucous membranes to
contaminated blood cannot be precisely defined but it must be verylow. However,] these cases emphasize the need to implement andstrictly enforce previous recommendations for minimizing the risk of
exposure to blood and body fluids of all patients in order to preventtransmission of HIV infection."

128. Quinn, T.C., "Acquired Immunodeficiency Syndrome: An Update."Epidemiological Bulletin (Pan American Health Organization), 1985; 6(1): 1-9.

Information on all aspects of AIDS is summarized and updated. It isnoted that the vast majority of cases within the United Statescontinue to occur among persons in the major ientified risk
categories, while cases occurring in tropical countries appear to lack
previously recognized risk factors and heterosexual transmissionappears to be a major mode of transmission. The cause appears to bean infectious agent, probably a retrovirus which can be transmitted byintimate sexual contact or by percutaneous inoculation of infectiousblood, through contaminated needles or through blood products. AIDSis a distinctive disease of the immune system in which the commondenominator is a profound immunosuppressed state based on defects ofthe cell-mediated immune system with secondary effects of the hummalimmune system. The clinical spectrum is quite diverse. The treatmentof patients with AIDS has been unrewarding, since the patients areoften infected with multiple opportunistic infectious for which notherapy may be available. Until a vaccine is developed or a
successful treatment is identified, it is likely that the number ofcases of AIDS and related diseases will continue to increase in
epidemic numbers throughout the wdrld.

129. Quinn, T.C., P. Piot, J.B. McCormick et al., "Serologic andImmunologic Studies in Patients With AIDS in North America andAfrica: The Potential Role of Infectious Agents as Cofactors in Human
Immunodeficiency Virus Infection." Journal of the American Medical
Association, May 15, 1987; 257 (19): 2617-21.
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"Serologic and immunologic studies were performed in 38 African and GO
United States patients with AIDS, 100 African and 100 U.S.
heterosexual men and women, and 100 U.S. homosexual men to examine the
potential role of infectious agents in human immunodeficiency virus
(HIV) infection. There were no significant differences in the
prevalence of antibodies to cytomegalovirus, Epstein-Barr virus,
hepatitis A and B viruses, herpes simplex virus, syphilis, and
toxoplasmosis among the African and U.S. patients with AIDS, African
heterosexual controls, and U.S. homosexual men. However, these four
groups all demonstrated a significantly greater prevalence of
antibodies to each of these infectious agents compared with U.S.
heterosexual men. . . .[The] data demonstra that the immune systems
of African heterosexuals, similar to those J.S. homosexual men, are
in a chronically activated state FIssociateo .sith chronic viral and
parasitic antigenic exposure, which riPy cause them to be particularly
susceptible to HIV infection or disease r.rogression."

130. Rivin, B.E., S.M. Monroe, B.P. Hubschman et al., "AIDS
Outcome: A First Follow-Up" [Letter]. New Englan Journal of
Medicine, September 27, 1984; 311 (13): 857.

This letter to the editor describes a New York City Department of
Health follow-up study of the first 1410 cases of AIDS reported in New
York City to quantify more accurately the morbidity, mortality, and
clinical and outpatient course of the disease. Of the 1319 patients
on whom data were collected, 254 were lost to follow-up. Of the
remaining 1065, 69 percent (731) were dead and 31 percent (331) were
alive. Length of hospital stay; information about ambulation, work,
and home-care status; and information about additional diagnoses a,*.
provided. The study updates morbidity and diagnosis-specific mortal-
ity trends, and allows a better understanding of the social and
economic impact of AIDS on New York City, in which AIDS cases account
for 40 percent of the reported national total.

131. Schaffner, A., "Acquired Immune Deficiency Syndrome: Is
Disseminated Aspergillosis Predictive of Underlying Cellular Immune
Deficiency?" Journal of Infectious Diseases, May 1984; 149 (5): 828-
29.

This letter to the editor disputes the contention that disseminated
aspergillosis is at least moderately suggestive of underlying cellular
immune deficiency and is thus a marker-infection for the diagnosis of
AIDS. The fact that steroids render patients susceptible to
aspergillosis cannot be taken as eviett,nce for a role of T cell-
mediated immunity in aspergillosis. Additionally, there are no
experimental data supporting a role for T lymphocytes in immunity to
aspergillosis. In response, and in view of the lack of aspergillus
infections among reported AIDS patients, aspergillosis was deleted
from the list of infections considered at least moderately predictive
of AIDS.
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132. Schecter, J., "The Frustrating Fight Against AIDS." TechnologyReview, July 1987; 90 (5): 65.

The modes of action of the AIDS virus and of the AIDS drug NZT(3'-azido-3'-deoxythymidine) are described. The AIDS virus enters andtakes over a human cell in a way that should give medicine manyopportunities to intervene, but the search for effective drugs andvaccines against AIDS has been disappointing. AZT is the only AIDSdrug the Food and Drug Administration (FDA) has approved forprescription sales. Clinicians have a great deal of hope for AZT, butsince AZT does not kill the virus, patients have to keep on taking thedrug. Moreover, while AZT has worked remarkably well on some AIDSpatients, the side effects make the drug an impossible option forothers. Since AZT also stops other essential forms of DNA synthesis-- in bone marrow, for instance -- it can keep the patient's bonemarrow from churning out essential red and white blood cells.Diieoxycytidine (DDC) is another drug that functions much like AZT,appears to have fewer side effects, and may be similarly effective.At least one major pharmaceutical company is now testing itseffectiveness in human trials.

133. Schupbach, J., M. Popovic, R.V. Gilden et al., "SerologicalAnalysis of a Subgroup of Human T-Lymphotropic
Retroviruses (HTLV-III)Associated with AIDS." Science, May 4, 1984; 224 (4648): 503-05.

"In the studies described in this report, virus-associated antigens inT-cell clones permanently producing HTLV-III were subjected tobiochemical and immunological analyses. Antigens of HTLV-III,specifically detected by antibodies in serum from AIDS or pre-AIDSpatients and revealed by the Western blot technique, are similar insize to those found in other subgroups of HTLV. They include at leastthree serologically unrelated antigenic groups, one of which isassociated with group specific antigens (p55 and p24) and another withenvelope-related (p65) proteins, while the antigens in the third groupare of unknown affiliation. The data show that HTLV-III is clearlydistinguishable from HTLV-I and HTLV-II but is also significantlyrelated to both viruses. HTLV-ITI is thus a true member of the HTLVfamily."

134. Selwyn, P.A., "AIDS: What Is Now Known. I. History andImmunovirology." Hospital Practice, May 15, 1986: 67-82.

"[This] first installment of a four-part summation of the currentstate of understanding of AIDS traces the . . . history of theepidemic. It also reviews the remarkable progress made ininvestigating the viral etiology, the immunologic dysfunctions, andthe patterns of transmission of the syndrome, and evaluates thepossibilities for eventual prophylaxis and therapy." AIDS researchhas progressed dramatically in the few years since the syndrome wasfirst recognized, although the prospect of effective treatment or cure
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remains elusive. Nevertheless, much has been learned about the
virology, immunology, epidemiology, and natural history of AIDS and
HTLV-III infection.

135. Selwyn, P.A., "AIDS: What Is Now Known. II. Epidemiology."
Hospital Practice, June 15, 1986: 127-64.

This second installment of a four-part summation of the current state
of understanding of AIDS presents a detailed discussion of the
epidemiology of transmission and the risk of disease in the major U.S.
risk groups, with applications for the general population as well.
Also included is an examination of AIDS outside the United States.
"Worldwide epidemiologic patterns foreshadow further heterosexual and
vertical transmission of AIDS and highlight the need to address the
full dimensions of a true public health emergency as well as to
protect vulnerable individuals against unwarranted discrimination.
The alternatives may be either an unchecked epidemic or an oppressive
quarantine unparalleled in recent medical history." As the epidemic
begins to extend to other parts of the country outside known high-risk
areas, familiarity with what is known about transmission and
prevention becomes more and more essential.

136. Selwyn, P.A., "AIDS: What Is Now Known. III. Clinical
Aspects." Hospital Practice, September 15, 1986: 119-53.

This third installment of a four-part summation of the current state
of understanding of AIDS focuses on the "clinical aspects of AIDS,
starting with the initial acute infection by HTLV-III/LAV, continuing
through the broad range of AIDS-related conditions, and finally
examining the full-blown syndrome with its associated opportunistic
infections and neoplasms . . . Even as the AIDS epidemic spreads with
apparent relentlessness, so has the knowledge of the natural history
of the HTLV- III /LAV infection. Prodromal syndromes, manifest within
weeks of viral infection, have been defined and temporally related to
seroconersion. Similarly, effects on different organ systems and on
susceptibility to other infections and malignancy have been
delineated."

137. Selwyn, P.A., "AIDS: What Is Now Known. IV. Psychosocial
Aspects, Treatment Prospects." Hospital Practice, October 15, 1986:
125-64.

This fourth installment of a !four-part summation of the current state
of understanding of AIDS "address[es] relevant psychosocial aspects
of the disease, and . . . also consider[s] current and future
prospects for treatment and prevention . . . In the absence of
specific chemotherapy or vaccines, strategies for containing the
epidemic must focus on host and environmental factors -- the
psychosocial front. There is ample evidence that counseling of would-
be blood donors and modification of high-risk practices can prevent
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transmission of HTLV-III/LAV virus and slow, and eventually evenreverse, the growth of the infected population."

138. Shannon, K. and A. Ammann, "Acquired Immune Deficiency Syndromein Childhood." Journal of Pediatrics, 1985; 106 (2): 332-42.

Information is presented that would be useful to physicians faced withthe diagnosis and care of children with AIDS. Specific aspects ofimmunity are discussed, with special reference to the tests ofimmunologic functions that are useful in the evaluation of patientssuspected of having AIDS. The immunopathology, including recentdevelopments related to HTLV-III, is described. The article concludeswith clinical features, laboratory evaluations, and management.Although the cellular immune defects and cause of all cases of AIDSare likely to be similar, certain children are at especially highrisk: those with hemophilia A or B, infants with associated riskfactors (Haitian background, parental intravenous drug abuse, orprostitution), and patients receiving multiple transfusions. AIDSshould be considered in the differential diagnosis of childhood
immunodeficiency and it must be distinguished from congenitaldisorders. The infant or young child with AIDS presents especiallydifficult clinical and social problems related to recurrent infectionand poor nutrition. The important of epidemiologic, clinical, andlaboratory data in diagnosis and the aggressive management ofinfectious complications are emphasized.

139. Stover, D., D.A. White, P.A. Romano et al., "Spectrum ofPulmonary Diseases Associated with the Acquired Immune DeficiencySyndrome." American Journal of Medicine, 1985; 78 (3): 429-37.

"Over a four-year period, 130 patients with [AIDS) were studied toassess the incidence and spectrum of pulmonary disease associated withthis illness. In 61 patients, respiratory abnormalities were eitherpresent on admission or later developed. Multiple pathologicprocesses were present simultaneously in 24 patients and serialpulmonary problems developed in seven patients. Infection was themost common cause of pulmonary parenchymal disease and was due toPneumocystis carinii (35 patients), cytomegalovirus (21 patients),Mycobacterium avium-intracellulare (13 patients), and bacteria (4patients). Noninfectious causes of parenchymal lung diseases werealso frequently seen and included Kaposi's sarcoma (eight patients),ncnspezific pneumonitis (seven patients), and adult respiratorydistress syndrome (four patients). Significant pleural disease waspresent in six cases and was usually related to Kaposi's sarcoma. Abronchospastic disorder developed in four patients. Pulmonaryftriction tests, in particular the diffusing capacity and the differ-ence between rest and exercise alveolar-arterial oxygen tension, werehelpful in screening for pulmonary diseases. Patterns of clinicalfeatures and radiographic abnormalities were recognized and suggestedspecific diagnoses. Overall mortality from respiratory causesidentified during the study was 41 percent, but varied markedly with
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the etiologic agent. Respiratory failure, however, carried a 100
percent mortality despite the underlying cause."

140. Thompson, S. and K. Gietz, "Acquired Immune Deficiency Syndrome
in Infants and Children." Pediatric Nursing, 1985; 11(4): 278-80,
291.

Cases of AIDS are reported among infants and children of high-risk
groups, children with hemophilia, and children receiving blood or
blood components presumably containing the etiologic agent. In
infants and children, AIDS may result from percutaneous inoculation
with blood or blood products. AIDS may also be transmitted during
pregnancy and/or at delivery. Infants and children with AIDS have
abnormal T cell functioning. Because many inherited or congenital
immune deficiency disorders become evident within the first six months
of life, the question is whether these infants have AIDS or a
congenital immune deficiency disorder. With altered cell-mediated
immunity, these infants and children become prey to many opportunistic
organismscausing overwhelming infections. No cure for AIDS currently
exists. Treatment and nursing care are supportive and designed to
prevent and alleviate opportunistic disease.

141. Winkelstein, W. Jr., D.M. Lyman, N. Padian et al., "Sexual
Practices and Risk of Infection by the Human Immunodeficiency Virus:
The San Francisco Men's Health Study." Journal of the American
Medical Association, January 16, 1987; 257 (3): 321-25.

"The San Francisco Men's Health Study is a prospective study of the
epidemiology and natural history of AIDS in a cohort of 1034 single
men, 25 to 54 years of age, recruited by multistage probability
sampling. At entry, June 1984 through January 1985, the
seropositivity rate for human immunodeficiency virus (HIV) infection
among homosexual/bisexual study participants was 48.5 percent. No
heterosexual participants were HIV seropositive. Among
homosexual/bisexual men reporting no male sexual paltners in the two
years before entry into the study, seropositivity was 17.6 percent.
For those reporting more than 50 partners, seropositivity was 70.8
percent. Only receptive anal/genital contact had a significantly
elevated risk of HIV infection. Douching was the only ancillary
sexual practice that contributed significantly to risk of infection."

Additional References

142. Altman, L.K., "AIDS: Questions of Virulence." New York Times,
May 12, 1987.

403. Altman, L.K., "Does the AIDS Virus Work Alone?" New York Times,
may 26, 1987.
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144. Altman, L.,., "Inherited Factor May Play a Role in Risk ofAIDS: Varying Protein Is Tied to Growth of Disease." New York Times,May 10, 1987.

145. Altman, L.K., "Spread of AIDS Virus Is Unabated AmongIntravenous Drug Takers." New York Times, June 4, 1987.

146. Altman, L.K., "Two Virtually Identical Viruses Present New AIDSProblem." New York Times, April 9, 1987.

147. Boodman, S.G., D. Colburn, S. Rovner et al., "AIDS Notebook: 70Transfusion Cases a Year Seen." Washington Post, June 5, 1987.
148. Boodman, S.G., D. Colburn, S. Rovner et al., "AIDS Notebook:AIDS Leading Cause of Death of N.Y. Women Aged 25 to 34." WashingtonPost, June
5, 1987.

149. Boodman, S.G., D. Colburn, S. Rovner et al., "AIDS Notebook:Dentist Becomes Infected With HIV." Washington Post, June 5, 1987.
150. Cohn, V., "Dutch Beekeepers Stung by TV AIDS Campaigns."Washington Post, May 26, 1987.

151. Henig, R.M., "AIDS and Mosquitoes: Transmission by Insects IsDeemed Virtually Impossible." Washington Post, July 7, 1987.
152. Lambert, B., "Deaths from AIDS Soar in New York: City HealthUnit Shows 59% Increase Over 1985 -- Rise Among Women." New Yoe-.Times, July 7, 1987.

153. Okie, S., "World's AIDS Experts C-nvene: 6,000 Expected to HearData on Related Virus and Human Vaccine," Washington Post, June 1,1987.

151. Okie, S., P. Berg and D. Colburn, "AIDS Notebook: Patients'Survival Time Unchanged in Study." Washington Post, June 4, 1987.
155. Schmidt, W.E., "High AIDS Rate Spurring Efforts ForMinorities." New York Times, August 2, 1987.

156. Specter, M., "AIDS Carriers May Be Increasingly Infectious."Washington Post, June 4, 1987)

157. Specter, M., "CDC Report on AIDS Played Down: Health WorkersReassured About Danger of Handling Blood." Washington Post, May 24,1987.

158. Staff, "AIDS" (conference report). The Lancet, July 5, 1986; 2(8497): 51.
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159. Staff, "AIDS: Good News and Bad News [Editorial]." New York
Times, June 15, 1987.

160. Staff, "AIDS Notebook: Programs Focus on Blood Supply."
Washington Post, June 3, 1987.

161. Staff, "'Second AIDS Virus' Stirs New Debate." Medical World
News, April 27, 1987.

162. Staff, "Study Sees Low AIDS Risk for Women in Single Episode."
New York Times, June 6, 1987.

163. Thompson, L., "AIDS and Minorities: As the Disease Claims More
Blacks and Hispanics, Leaders Struggle for Solutions." Washington
Post (Health section), August 11, 1987.

164. Thompson, L., "Genetic Approach Planned for AIDS." Washington
Post (Health section), May 26, 1987.

165. United Press International, "Despite Test, AIDS Virus
Transmitted in Transplant." Washington Post, May 29, 1987.
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166. Bibisi, S., "Federal Attention Prods Many States to TargetAIDS." AHA News, May 11, 1987; 23 (18): 1, 5.

The AIDS-related policies and legislative activities of many statesare reviewed. "In the past two years, state legislatures have beenquick to offer measures to quell the AIDS epidemic, . . . (and] thenumber of states that have either considered or passed AIDS-related
legislation this year more than doubled from last year. . . . Thissession, 44 states have passed or introduced AIDS-related bills, with30 states having considered mandatory premarital testing for AIDSantibodies. . . . Although most state lawmakers are still debating theAIDS-related legislation, 16 states made such bills law this session."

167. Bibisi, S., "Federal Lawmakers Draft New AIDS Bill to ContainCrisis." AHA News, May 11, 1987; 23 (18): 5.

Examples of legislation planned by federal lawmakers to cope with theAIDS crisis are described. While four of the proposed plans wouldprovide financial assistance for treatment, prevention, or research,one would additionally "waive for five years the 24-month waitingperiod of Medicare eligibility for AIDS patients." The formation of apresidential commission on AIDS has also been approved to help
government officials establish a plan for coping with the disease.

168. Fox, D.M., "AIDS and the American Health Polity: The Historyand Prospects of a Crisis of Authority." The Milbank Quarterly, 1986,Vol. 64, Supplement 1: 7-33.

The crisis of authority in the American health "polity" (sic] and itseffects on the response to AIDS are described. It is suggested that,"when the AIDS epidemic began, a propound crisis was transforming theAmerican [conception of and response to health and illness.] Theroots of the crisis . . . include changes in the causes of sicknessand death . . . ; ambivalence . . . about progress of medical researct. . . ; a sense that the cost of health care was rising uncontrollably
. . . ; and an increase in the power of the private sector and thestates." The article analyzes contemporary history, identifies short-comings in American health polity response to illness, and describeshow these flaws have been revealed more clearly by the AIDS epi-demic. It is suggested that "lessons should be drawn from the historyof the response to AIDS of the American health polity. If they arenot, the 1980s (may become a] time when many Americans [become]
increasingly ccmplacent about the consequences of dread disease andunwilling to insist that the individuals and institutions of thehealth polity struggle against them."

169. General Accounting Office, "AIDS Prevention: Views on the
Administration's Budget Proposals -- Briefing Report to the Chairman,Subcommittee on Labor, Health and Human Services, Education and Re-lated Agencies, Committee on Appropriations, United States Senate."U.S. General Accounting Office, Publication No. HRD-87-126BR,
Washington, D.C., August 1987.
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This briefing report [explores] . . . the adequacy of the funding
levels proposed for the Department of Health and Human Services'
Public Health Service and the appropriateness of priorities reflected
in the administration's proposed budget for AIDS prevention. [The
focus is) on education, testing, and counseling services." There was
a consensus among the experts that the proposed funding levels for
prevention activities are not adequate. Specific budget increases
suggested by one or more of the experts, without regard to competing
federal health priorities or fiscal constraints are included. The
experts also suggested that the perceived lack of federal leadership
is at least as troublesome as estimated shortfalls in the budget.

170. Institute of Medicine, National Academy of Sciences, Summary and
Recommendations: Confronting AIDS -- Directions for Public Health,
Health Care, and Research. National Academy Press, Washington, D.C.
1986.

Wide-ranging and intensive efforts to stem the spread of AIDS and a
long-term national commitment to produce a vaccine and therapeutic
drugs al:e suggested. "A massive, continuing campaign should begin
immediately to increase awareness of ways in which persons can protect
themselves against infection. . . . The committee estimates that by
the end of the decade approximately $1 billion annually, much of it
from federal sources, will be needed for education and other public
health measures. . . . The committee also believes that a vaccine and
agents that are acceptably sate for possible long -term treatment and
that effectively halt or cure the disease may not be available for at
least five years. The committee calls for extensive basic and applied
biomedical investigations to better understand the disease and in-
crease the likelihood of producing a vaccine or drug as soon as
possible. . . . Such a program of research would require at least $1
billion in :newly appropriated] public funds annually by 1990 and a
continuing commitment over many years. . . . A $2-billion yearly
expenditure [is] proposed for responding to the [health care needs of
the victims of the] epidemic. . . . The committee believes that the
United States should be a full participant in international efforts on
the problem."

171. Kuller, L.H. and L.A. Kingsley, "The Epidemic of AIDS: A
Failure of Public Health Policy." The Milbank Quarterly, 1986, Vol.
64, Supplement 1: 56-78.

The efforts to reduce the incidence of new infection with HTLV-III/LAV
are described and reviewed. "At present . . . two simultaneous . . .

strategies guide efforts to prevent infection: (1) protection of the
uninfected high-risk individual from infection . . . ; and (2) pre-
vention of the spread of the epidemic into lower-risk populations. . .

. [It is suggested that] to date these efforts have not been very
successful and [that they] represent a failure of public healtn
policy." The paper focuses on the transmission of infection of AIDS
among homosexual men and the approaches that are probably necessary to
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modify the epidemic. "The major efforts with these populations mustbe to prevent the transmission of the infection and disease outside ofthese very high-risk subgroups. At the same time, there must be moreextensive research to reduce the risk of acquiring clinical diseaseamong those already infected.
. . . To date, the federal public healthresponse to control of the epidemic through behavior change has beenweak. . . . [It is suggested] that education will have to beparalleled by vigorous screening and surveillance [and that] the lackof a responsible public health organization for the nation may proveto be the greatest handicap."

172. Lee, P.R. and P.S. Arno, "The Federal Response to the AIDSEpidemic." Health Policy, 1986, 6: 259-67.

"The response of the U.S. government to the AIDS epidemic is reviewedwithin the context of health policy-making in the [United States) ingeneral and the reduced role of the federal government in domesticsocial programs ia particular. This review involves multiple levelsof government, the relationship of government to the private sector,the diffusion of authority within a federal system, the long delays inpolicy implementation because of the absence of mechanisms to dealwith emergency situations, [and] the tendency to fund the response toAIDS from reallocation of appropriated funds, thereby creatingfinancial distress for existing programs. The federal response toAIDS is considered uncoordinated, insufficient and inadequate inparticular with respect to the support of public health education andthe financing of health care for AIDS patients. These are neededwhile a vaccine may still be years away."

173. Matthews, G.W. and V.S. Neslund, "The Initial Impact of AIDS onPublic Health Law in the United States -- 1986." Journal of theAmerican Medical Association, January 16, 1987; 257 (3): 344-52.

"AIDS-related litigation and legislation that have appeared to date[are reviewed, and] some perspective as to the impacts of these casesand statutes on public health law (is suggested]. [The discussion] isgrouped into three parts. Part 1 describes the legal aspects of thevarious state and federal health policies and initiatives to controlAIDS. Part 2 presents the legal liability controversies resultingfrom cases of AIDS transmission. Part 3 describes public health in-volvement in resolving the growing array of AIDS discriminationissues. . . . [It is suggested that] given the emotionally chargedaspects of this disease, it is not likely that all the pending legalissues will be resolved through one comprehensive effort. Rather,[the] issues will probably evolve a step at a time, at distinct ratesof progress yet on many different fronts simultaneously."
174. Norman, C., "Congress Readies AIDS Funding Transfusion."Science, October 25, 1985; 230 (4724): 418-19.
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The Administration's announcement that AIDS is its number one health
priority had come into conflict with the number one economic priority,
which is to reduce the siz) of the federal deficit. "Legislation now
working its way through Congress is expected to push total funds for
[AIDS research and education] over $200 million in fiscal year 1986. .

. . Exactly how the new funds will be spent is unclear, but several
programs will get major boosts. . . . Getting [all the] answers to . .

. the research puzzles is going to take a lot of time, money, and
[effort]. The $200 million about to be approved by Congress for re-
search and education on AIDS is clearly just one installment in what
will be a long and expensive struggle to understand this disease."

175. O'Hara, J.J. and G.J. Stangler, "AIDS and the Human Services."
Public Welfare, Summer 1986; 44 (3): 7-13.

How the individual states will respond to the AIDS crisis and what are
or will be the major issues confronting human services agencies are
discussed. "The climate of Gramm-Rudman makes any large-scale federal
assistance for the care and treatment of AIDS patients appear
unlikely. . . . The issues that need to be considered in developing
[state-wide policies for all state agencies] and the process by which
these policies [are] developed are the focal points of the article."
Services for children with AIDS, services implementation and cost, and
the calming of public fears are discussed with particular reference to
the state. of Missouri. A summary of various legislative proposals
enacted or considered by various states is included.

176. Public Health Service, AIDS Information/Education Plan to
Prevent and Control AIDS in the United States. Washington, D.C.: (2S.S.
Department of Health and Human Services, Public Health Service, Merch
1987.

A massive campaign to educate the public on AIDS is presented. The
effort consists of four major components: (1) the public, making
everyone aware of behavior that puts them at risk; (2) school and
college-aged population, providing an effective channel for instruct-
ing young people about AIDS before and as they reach the ages where
they might engage in behaviors that place them at risk of infection;
(3) persons at increased risk or already infected, making the highest
priority for AIDS information and education efforts to prevent trans-
mission of the virus to others; and (4) health workers, giving them
direct responsibility for patient care, for counseling AIDS patients,
and for providing leadership in informing and educating the public.

177. Public Health Service, Centers for Disease Control, "AIDS:
CDC's Role." Perspectives on Prevention, Spring 1987; 1 (3): 37-40.

The role of the Centers for Disease Control (CDC) in the battle
against AIDS is described. The CDC is the lead agency for surveil-
lance and epidemiology and recently has been designated the lead
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agency to provide information
or education to the public in order toreduce individual risk and to prevent transmission of the disease.AIDS-related activities include national surveillance of the AIDSepidemic; national and international epidemiologic studies to identifyrisk factors and define methods of transmission; the development andevaluation of prevention strategies; development of an animal modelfor AIDS; and provision of technical assistance and consultation tostate and local health departments and community organizationsconducting health education and risk reduction.

178. Public Health Service, Health Resources and Services Adminis-tration, Report of the Surgeon General's Workshop on Children With HIVInfection and Their Families. Washington, D.C.: Department of Healthand Human Services, Public Health Service, Publication No. HRS-D-MC87-1, 1987.

"This Surgeon General's Workshop on Children with HIV Infection andTheir Families provided an opportunity to summarize the currentknowledge about AIDS in children and to make recommendations aboutfuture directions in research, prevention, and amelioration of theeffects of pediatric AIDS." Held at the Children's Hospital ofPhiladelphia on April 6-3, 1987, the workshop covered topics oner&demiology, prevention through education, patient care, servicedelivery, and legal issues relating to pediatric AIDS. The resultingreport includes excerpts from the 15 papers presented to the confer-ence plenary sessions and summaries of recommendations from the 10work groups. Among specific recommendations made were the need forlimited screening studies; trairthg for pediatric subspecialists tocare for children with HIV infection; care of HIV-infected childrenwithin the family (natural or foster) setting; mandatory coverage byall states under Medicaid of approved drugs, foster care, and homenursing care for HIV-infected children; and development of nationalAIDS prevention campaign aimed at adolescents and youth that wouldinclude information on AIDS as well as development of self esteem andpersonal and decisionmaking skills.

179. Runck, B., "NIMH Report: Federal Government Intensifies ItsEfforts in the Mental Health Aspects of AIDS." Hospital and CommunityPsychiatry, March 1986; 37 (3): 219-21.

The concern over the mental health aspects of AIDS and related con-ditions and increased federal surwrt for research and education aredescribed. "For fiscal year 1986, Congress appropriated $5.297million for AIDS activities at the National Institute of MentalHealth.. . . [This] money reflects, in part, intensified AIDS activ-ities throughout the [United States] Public Health Service [(PHS) andincreasing] concern about the mental health aspects of AIDS, [concernthat] has been stimulated by accumulating clinical experience andresearch findings. Approximately three-fourths of the 1986 NIMH AIDSbudget will support research." Other objectives include educatinghealth and me:Ital health professionals who care for people with AIDS
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and related conditions and making information available to scientists,
practitioners, and the public.

Additional References
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Washington Post, June 26, 1987.
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185. Specter, M., "Researchers Protest Exclusion Of Homosexuals From
AIDS Panel: Letter to Reagan Urges Rethinking of Commission's
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187. Bibisi, S., "Medicaid offers states some help for funding AIDS
programs." AHA News, May 11, 1987; 23 (18): 5.

States considering how to deal with the AIDS crisis may find some helpfrom Medicaid. Most state Medicaid programs cover medical costs for
two classes of residents: the financially or "categorically" needy andthe medically needy. In Georgia and Texas, however, patients must"spend down" co become eligible for help for the financially needy.Pennsylvania excludes prescription drugs from its program for the
medically needy, so its AIDS patients are not covered for azido-
thymidine (AZT) therapy. Financially needy AIDS patients can receive
hospital care; rural clinic, physicians' and home health services; aswell as skilled nursing facilities through Medicaid. Some states withlarger numbers of AIDS patients apply for Medicaid waivers from HCFAso they can provide personal care, medical day care, narcotic and drugabuse therapy, nursing, and foster 'are to AIDS patients throughMedicaid.

188' Hammond, J.D. and A.F. Shapiro, "AIDS and the Limits of Insur-ability." The Milbank Quarterly, 1986, Vol. 64, Suppl. 1: 143-67.

This paper reviews the criteria for insurability. Similarly, theproblems of moral hazard and adverse selection are sxamined within thecontext of the insurance technique. The concepts of insurability areuniformly applicable to AIDS across life, health, and liability insur-ance. This report, however, focuses on life and health insurance.Although the liability insurance dimensions of AIDS are new, they showno evidence of being more severe than many other liability expo-sures. Pricing fundamentals are included in the review. Tentativeobservations are offered relative to the insurability of AIDS. Theprincipal one is that economic losses from AIDS cannot adequately beaddressed by the insurance technique.

189. Health Care Financing Administration, Office of the Actuary,"Revised Estimates of Medicaid Impact of AT " Baltimore, Maryland,June 1986.

This report, using assumptions developed at the PHS Coolfont
Conference, estimates the impact of AIDS on Medicaid from 1986 through

Life Insurance, "Results of the Health Insurance Association of

1991.

190. Health Insurance Association of America and American Counci of

11
America and the American Council of Life Insurance AIDS Survey of
Member Companies," 1986.

This paper reports results of an AIDS survey sent to 738 companies
that are members of HIAA and/or ACLI. Included in the results are 325(44 percent) of the companies. The responding companies represent 72percent of the health insurance premiums earned and 72 percent of thelife insurance in force. Highlights of the responses indicate that
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companies rate those with AIDS and ARC as uninsurable. Virtually all
companies use multiple blood tests, aad no company uses ELISA tests
only. Eighty-four percent of the firms use ELISA and Western blot
tests. All companies apply principles in underwriting AIDS, ARC, and
blood test-positive consistently with underwriting other risks. AIDS-
incurred claims average $36,159 per individual for medical expense,
$29,566 for disability, and $33,471 for death. Medical expense claims
on 41 AIDS claimants were for more than $100,000, including 5 for over
$200,000. Death claims on 97 AIDS victims were for $100,000 or
more. Twenty-two percent of the AIDS death claims were in each of the
first two policy years. The medical expense claim experience is only
slightly higher for AIDS claimants who have died than for AIDS claim-
ants who have not died; the experience is similar for AIDS and ARC
claimants. Most companies provide home health care benefits and
skilled nursing facility care benefits; most also provide continuation
and conversion of coverage under group medical expense policies.

191. Hidalgo, J., L. Zawistowich and J. Halpern, Utilization of
Mental Health Services by AIDS Patients Earolled in the Medicaid
Program. Maryland Department of Health and Mental Hygiene, Baltimore,
1987.

This report outlines the plans for a study to assess the volume,
nature, and cost of mental health services used by AIDS patients while
enrollei in the Maryland Medical Assistance (Medicaid) program. The
study will assess the level of mental health morbidity and comorbidity
diagnosed among AIDS patients in the program. The study is intended
to contribute to a better understanding of the unique mental health
needs of AIDS patients during the course of their illness and of the
mix of medical and mental health services provided to AIDS oz,tients in
various settings.

192. Luehrs, J., E. Orlebeke and M. Merlis, "AIDS and Medicaid: The
Role of Medicaid in Treating These with AIDS." Public Welfare, Summer
1986; 44 (3): 20-28.

This paper examines the provision and funding of care for AIDS
patients, with particular focus on the Medicaid program. Key points
are as follows: Care of AIDS patients is paid primarily by private
health insurance and Medicaid. A person diagnosed with AIDS is pre-
sumed to be disabled by the Social Security Administration. Total
Medicaid expenditures are difficult to determine; program records do
not always indicate AIDS as the diagnosis. AIDS patients seem to
spend more time than necessary in high-cost, inpatient hospital
settings. Depending on the number of cases involved, state Medicaid
programs can serre eligible AIDS patients within existing program
structures. Nursing homes and home health agencies are often re-
luctant to treat ''I'DS patients. The paper provides a framework for
asking questions at,out a cost-effective and appropriate rcle for Medi-
caid in meeting the needs of AIDS patients.
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193. McCallum, D. and J. Clark, Sharing the Cost of Caring for theSufferers of AIDS and ARC. Institute for Health Policy Analysis,Washington, D.C., 1987.

This paper reports on the implications of recent moves to containhealth care costs coupled with the naed to care for thousands of AIDSpatients. There are indications that hospitals treating large numbersof patients are incurring substantial losses. Large urban areas arenow and will continue to bear the brunt of financial pressures ofcaring for AIDS patients. Individuals and institutions must faceseveral specific issues related to the cost and financing of AIDS: (1)What will the costs for AIDS be? (2) How will the medical costs ofsufferers of AIDS and ARC be shared: (3) What canbe done to encourageadequate and cost-effective care?

194. Meskin, S. and J. Klemm, "Preliminary Estimate of the Impact ofAIDS on the Medicaid Program," Draft. Health Care Financing Adminis-tration, Baltimore, Maryland, 1985.

This paper discusses some of the difficulties in obtaining accurate,consistent data on federal Medicaid costs for the care of AIDSpatients. The surviving AIDS population over time is projected byestimating new cases with the help of the CDC AIDS data base.

195. Mount, L., Overview of state laws regarding AIDS testing,especially pertaining to the insurance industry [Working Paper,Health Program, Office of Technology Assessment, March 1987].

This paper presents a list of laws pertaining to AIDS testing in 28states and the District of Columbia.

196. Sh&loda, T., "Insurers: Watchful But Not Worried." Hospitals,January J, 1986; 60 (1): 58.

Although health insurers are keeping a watchful eye on the situation,none of the major firms interviewed plans to change application orunderwriting policies to ferret out AIDS patients. Concern is likelyto increase, however, as the AIDS population grows. Presumptivedisability clauses being added to state Medicaid regulations to coverAIDS patients have some states worried, as do risk pools. HMOs arebeginning to feel the effects of AIDS.

Additional References

197. Chase, M., "The Nation Comes to Grips With the Widening Problemof AIDS: How Insurers Succeed in Limiting Their Losses Related to theDisease." Wall Street Journal, May 18, 1987.

f,! 69
-62-



Health Insurance and Medicaid Coverage

198. New Jersey, State of, "AIDS Community Care Alternatives
Program: Home and Community-Based Services Waiver for Persons with
Acquired Immune Deficiency Syndrome (AIDS) or with AIDS-Related
Complex (ARC)." State of New Jersey Department of Human Services,
Division of Medical Assistance and Health Services, CN-712, Trenton,
New Jersey, 1987.

199. Okie, S., P. Berg and D. Colburn, "AIDS Notebook: Insurance,
Budgetary Burden Discussed." Washington Post, June 3, 1987.

200. Schramm, C.J., "Who Will Pay for AIDS, and How? Not Just
Insurance Companies." New York Times, June 22, 1987.

201. Staff, "Who's Paying for AIDS Care?" Medical World News, August
10, 1987; 28 (15): 20.

202. Sullivan, R., "Insurers To Limit Policies of Buyers Refusing
AIDS Test." New York Times, June 5, 1987.

203. Sullivan, R., "U.S. Is Easing Benefits Policy On AIDS Cases."
New York Times, July 28, 1987.

204. Sullivan, R., "Wider AIDS Definition Proposed In Move to Expand
U.S. Benefits." New 7ork Times, May 1, 1987.

205. Trafford, A., "With Millions of Americans Unprotected, National
Health Insurance Gains New Popularity." Washington Post, July 7,
1987.
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206. Andress, J.D. and W.J. Alexander, "Impact of AIDS on Alabama
Hospital Care" [Letter]. Alabama Journal of Medical Sciences, July1986; 23 (3): 257.

This letter to the editor reports on a survey of 39 Alabama residentswho had been reported as having acquired AIDS since 1982. Fourteen ofthese persons were residents of Jefferson County and were hospitalizedin that county for the majority of their inpatient medical care. Theanalysis is projected tc provide a representative sample of the impactof AIDS on hospital care within Alabama. When compared to care de-
scribed in other studies, the Alabama care appears to be more
expensive. It is suggested that the data may assist local hospital
administrators and insurance carriers in planning for the probable
increase in morbidity due to AIDS in Alabama.

207. Andrulis, D.P., V.S. Beers and J.D. Bentley et al., "The
Provision and Financing of Medical Care for AIDS Patients in U.S.Public and Private Teaching Hospitals." Journal of the American
Medical Association, September 11, 1987; 258 (10): 1343-46.

"The National Association of Public Hospitals and the Association ofAmerican Medical Colleges' Council of Teaching Hospitals conducted adetailed survey on hospital care to patients with [AIDS] in major
[United States] public and private teaching institutions in 1985. The169 hospitals treating patients with AIDS that responded to the survey
reported providing inpatient services to 5,393 patients with AIDS.These patients accounted for 171,205 inpatient days and 8,806 in-
patient admissions, with an average length of stay of 19 days. Theaverage costs and revenue for patients with AIDS per day were $635 and
$482, respectively, with Medicaid representing the most frequent
third-party payer. The average inpatient cost per patient year was$20,320. Using Centers for Disease Control estimates of 18,720
patients diagnosed as naving AIDS and alive during any part of 1985,[it was estimated] that the total cost of inpatient care for patientswith AIDS was $380 million for that year. . . . [S]ignificant region-al and ownership differences [were found] in source of payment forpatients with AIDS [as well a$] regional differences in revenues re-ceived foi AIDS treatment. Results indicate that the costs of
treating patients with AIDS will profoundly affect major public andprivate teaching institutions, but that public teaching hospitals instates with restrictive Medicaid programs will be most adversely
affected."

208. Belmont, M. et al., "Resource Util.lzation by AIDS Patients inthe Acute Care Hospital." Draft final report and summary of St.
Luke's-Roosevelt Hospital Center Study submitted to The Health
Services Improvement Fund, Inc., sponsored by Empire State Blue Crossand Blue Shield, December 1985.
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A retrospective study of current AIDS treatment and patterns of care
based on a medical record audit was implemented at St. Luke's-
Roosevelt Hospital Center, a 1,350-bed acute care facility in New York
City. The major objective of the study was to describe the use of
medical, nursing, and social work resources and time according to
patients' severity of illness. The results of the study would be
useful for planning coordinated, cost-effective direct care at the
level most appropriate to the needs of the AIDS patients within and
upon discharge from the hospital. Data analysis supported the study
hypothesis that AIDS patients require distinctly different health care
at predictable stages of illness and that traditional staffing
patterns in the acute care hospital do not provide effective care to
patients in each level of the study classification system. Included
is a summary of behavior problems that impinge on hospital use and
create barriers to discharge. Suggestions are made for alternative
methods of care for persons with AIDS-related complex (ARC). Finally,
areas for future educational and research directions are identified.

209. Graves, E.J. and M. Moien, "Hospitalizations for AIDS, United
States, 1984-5." American Journal of Public Health, June 1987; 77
(6): 729-30.

"Data from the National Hospital Discharge Survey on hospitalizations
for [AIDS] were analyzed for 1984-85. During 1984, an estimated
10,000 discharges from short-stay hospitals had a diagnosis of AIDS.
In 19b5, this figure more than doubled to 23,000. Ninety-seven
percent of all AIDS discharges were male and 85 percent were between
the ages of 25 and 44. Hospitalizations for AIDS accounted for
510,000 days of hospital care and lasted an average of 15.6 days
each-"

210. Green, J., M. Singer and N. Wintfeld, The AIDS Epidemic: A
Projection of Its Im act on Hos itals, 1986-1991. Prepared for the
Committee on a Nat onal Strategy for AIDS, Institute of Medicine,
National Academy of Sciences (undated).

"The AIDS epidemic in the United States will have a dramatic impact on
the health care delivery system, especially on hospital facilities.
By 1991, 12,831 hospital beds in the [United States] will be occupied
by AIDS patients, more than by lung cancer patients or automobile
accident victims. In San Francisco, one of every ten hospital beds
and 19 cents of every dollar spent on inpatient and outpatient therapy
will go to the treatment of In New York, bed need for AIDS will
nearly triple from 645 beds in 1986 to 1,753 by 1991. In the rest of
the country outside these cities, the level of hospital [use] by 1991
(1.14 percent of beds and 3.2 percent of treatment costs) will be
close to what is being experienced in New York City today. The impact
of AIDS on hospital facilities goes beyond these numbers. AIDS
patients require added infection control precautions, nursing cLre,
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supplies, and complex case management services. Perhaps the mostdifficult challenge is to face the task of treating young patientswith a ravaging disease without the ability to offer a cure."
211. Greene, J., "Community Hospitals to Treat More AIDS Patients."Modern Healthcare, May 8, 1987: 12.

"Community hospitals must prepare for an increasing number of patientssuffering from [AIDS]. . . Public hospitals will be deluged bythousands of new AIDS cases in the next five years and must share theburden with community facilities. . . Small numbers of AIDS patientscan be treated in general medical units at community hospitals andoutpatient clinics if [the staff] are properly trained. . .[Additionally, it is suggested that] there should be a team approach .. . [N]o one person can provide all care."

212. McGuirk, K., "Establishing a Dedicated AIDS Unit." Jourr-1 ofNursing Administration, June 1987; 17(6): 25-30.

"In November 1985, St. Clare's Hospital in New York City became thefirst hospital on the East Coast (the second in the country) to open aseparate dedicated unit for AIDS patients. [The] staff succeededdespite some seemingly impossible contradictions: John CardinalO'Connor of the Archdiocese of New York, who has been opposed to thelife-styles of most of the people who would use the unit (gay and IVabusers) urged the creation of the unit; St. Clare's had been bankruptand virtually dismantled just a few years earlier; and the hospitaldid not have the financial resources, facilities, or AIDS patitIntcaseload of the larger, well-known New York medical institutions.Through the perseverance of many individuals, stumbling blocks wereovercome. The lessons learned at St. Clare's can be appliedanywhere."

213. Thomas, E. and D.M. Fox, "An Exploratory Study of the Cost ofTreating Patients with AIDS in Selected Hospitals in Metropolitan NewYork." State University at Stony Brooks draLt final report submittedto the Health Services Improvement Fund, Inc., sponsored by EmpireState Blue Cross and Blue Shield, 1987.

"The costs of inpatient acute-care services for patients with AIDS in1985 [were analyzed] in four hospitals in the New Y014 City metro-politan area . . . The analysis of the cost of AIDS [was thenextended] to another geographicarea and to a larger sample ofpatients, which unlike the samples from San Francisco and
Massachusetts, [included] children. [The annual cost of AIDS wasmeasured] using data for 294 patients . . . [and] compared to 131hospitalized patients in San Francisco and 45 in Massachusetts

. . .[The] lifetime costs for patients who died in 1985 [c:ere computed andthe per diem costs were analyzed] by comparing them with average per
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diem costs incurred by medical/surgical patients . . . The relation-
ship of risk group, diagnosis and payer on cost [was assessed and the
sharing of the cost burden] among third-party payers was estimated."

Additional References

214. Selby, T.L., "N.Y. Hospital Opens Acute Care AIDS Unit."
American Nurse, May 1986; 18 (5): 3, 18.

215. Sullivan, R., "New York to Turn Hospital into AIDS Center." New
York Times, May 28, 1987.

'74 -67-



INTERNATIONAL

216. Bartholomew, C., W.C. Saxinger, J.W. Clark et al., "Transmissionof HTLV-I and HIV Amons, Homosexual Men in Trinida3777ournal of theAmerican Medical Association, May 15, 1987; 257 (19): 2604-08.
This study was conducted to evaluate the introduction of HIV in anarea where HTLV-I is endemic and to evaluate risk factors, outcomes,and the possible interaction of these two retroviruses. The studypopulation consisted of "100 homosexual or bisexual men fromTrinidad. High seropositivity for HTLV-I (15 percent vs. 2.4 percentin the general population) was linked to duration of homosexuality andnumbers of partners, suggesting that HTLV-I, like HIV, can be trans-mitted by homosexual sex. Forty percent of homosexuals compared with0.19 percent of the general population were seropositive for HIV, andsexual contact with U.S. homosexual men and prior history of gonorrheawere major risk factors. The seroprevalence of HIV was three timeshigher than that for HTLV-I, suggesting that HIV is more efficientlytransmitted, especially since HIV appears to have been recently intro-iuced into Trinidad. Altered immune status was promi.ient in individ-uals infected with HIV and coinfectE.d with HIV and HTLV-I. WhetherH7V/HTLV-I coinfection amplifies clinical effects is a hypothesis thatwill require further evaluation."

217. Brunet, J.B. and R.A. Ancelle, "The International Occurrence ofthe Acquired Immunodeficiency Syndrome." Annals of In:ernal Medicine,November 1985; 103 (5): 670-74.

"Through December 1984, a total of 9,932 cases of [A:DS had been]reported, mainly from North and South America and Europe; 85 percentof these cases occurred in the United States. Haiti and the UnitedStates have the highest incidence rates--59 and 36 per millionpopulation, respectively. Rates in the United States range from 0.3((early] in 1981) to 10.4 (end of 1984). Brazil, Canada, Denmark,Switzerland, France, West Germany, the United Kingdom, and theNetherlands show a slower increase.
Homosexual men and intravenousdrug users are still the main risk groups in the United States andEurope. The disease is prevalent in heterosexual Haitians andAfricans whether they live in their own countries or abroad. Cases ofthe syndrome have been identified in Zaire, Rwanda, Zambia, andUganda, but its full extent is not yet known. Consistent with thegeneral history of epidemics, the appearance of geographicallyseparated sites of incidence of the syndrome could be linked topopulation migrations; however, no evidence has been found to identifyan index location."

218. Castro, B.G., J.C.C. Fernandez, E.A. de Castilho et al., "HumanImmunodeficiency Virus Infection in Brazil" [Letter]. Journal of theAmerican Medical Association, May 15, 1987; 257 (19): 2592-93.
This letter stresses that implementing screening blood uralsfusionsfor HIV infection is Brazil is proving difficult because bloodtransfusior 's mainly in the control of private commercial organi-
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zations, most of whidh use paid blood donors. No data are available
on how often such firms screen the blood donations they purchase.
Only about 10 percent of blood is distributed through government
centers; even there screening is not done routinely, in part because
of the high cost of commercial screening kits. More than 1,000 cases
of AIDS were reported in Brazil by the end of 1986, and the distri-
bution seems to be following the same pattern as that in the United
States and Europe. In a serological study of five Brazilian cities,
the authors found 0.12 percent infection in Rio de Janeiro and 0.06 in
Recife. No infection was detected in Curitiba, Salvador, or Macapa,
but sample sizes were too small for them to be expected.

219. Clavel, F., K. Mansinho, S. Chamaret et al., "Human Immuno-
deficiency Virus Type 2 Infection Associatea-Taia AIDS in West
Africa." New England Journal of Medicine, May 7, 1987; 316 (19):
1180-85.

This paper reports clinical, immunologic, and virologic data on 30
patients, almost all from West Africa, infected with a new retrovirus,
HIV-2. The isolation of this retrovirus from two West African patients
with AIDS was recently reported. HIV-2 "is related to but distinct
from the well-characterized AIDS retrovirus, HIV-1. . . . Seventeen of
[the 30] had a clinical syndrome indistinguishable from AIDS (7 of
these 17 died). Others had either the AIDS-related complex or no HIV-
related symptoms." Serum antibodies of all the patients reacted with
HIV-2 in an indirect immunofluorescence assay. "All serum tested
contained antibodies reacting with the envelope glycoprotein of the
virus in an immunoprecipitation assay. Cross-reactivity of serum
antibodies with HIV-1 was detected in a minority of patients and
varied according to the assay used. Retroviral isolates were obtained
from the blood lymphocytes of 11 patients and were all identified as
HIV-2 by nucleic acid hybridization; none hybridized with an HIV-1
probe. Some cases of AIDS in West Africa may be caused by HIV-2, but
the extent of the spread of this virus and its clinical correlates
will require careful epidemiologic [study]."

220. Marasca, G. and M. McEvoy, "Length of Survival of Patients with
Acquired Immune Deficiency Syndrome in the United Kingdom." British
Medical Journal, June 28, 1986; 292 (6537): 1727-29.

This paper reports an analysis of the durations of survival of
patients with AIDS presenting with differing opportunistic diseases.
The analysis was done using "epidemiological data [collected
routinely] at the PHLS Communicable Disease Surveillance Centre. The
overall crude case fatality rate was 55.4 percent (93/168). The
median survival times were: 21.2 months for Kaposi's sarcoma, 12.5
montns for Pneumocystis carinii pneumonia, and 13.3 months for other
opportunistic infections. The shortest median survival time (6.6
months) was found for those with both Kaposi's sarcoma and P. carinii
pneumonia. There were significant differences between durations of
survival of patients with Kaposi's sarcoma and those with all other
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diseases, which indicated impaired cellular immunity apart fromopportunistic infections. This analysis shows that those withKaposi's sarcoma alone have the most favourable prognosis."
221. Norman, C., "Africa and the Origin of AIDS." Science, December6, 1985; 230 (4730): 1141.

The theory that the AIDS virus originated in Africa has been attackedon both scientific and political grounds; some have contended thatsearching for the virus's origin is useless. This paper discussesevidence that the retrovirus isolated from wild African Green monkeysmay have crossed the species carrier and infected man. Serum samplesfrom Senegalese prostitutes were found to be infected with the monkeyvirus, not with AIDS. Antibodies to the monkey virus were found in 30of 289. samples tested. None of those who tested positive for monkeyvirus had any signs of AIDS or AIDS-related disease. It was alsofound that serum from only 53 percent of persons in the Urited Stateswho have antibodies to the AIDS virus react with proteins from monkeyvirus; nearly 100 percent of serum samples from antibody-positiveAfricans cross-react with monkey virus antigens. In addition, a virusfrom macaques that were displaying many of the symptoms of human AIDSpatients has been isolated. This research could result in a usefulmodel for studying AIDS and could help find out what makes the AIDSvirus so pathogenic.

222. Norman, C., "Politics and Science Clash on African AIDS."Science, December 6, 1985; 230 (4730): 1140, 1142.

Evidence prevented at the International Symposium on African AIDS inBrussels indicates that incidence of AIDS is rising sharply inAfrica. Because of political sensitivity, however, not one case of ithas officially been reported. In Africa, spread of the virus islargely through heterosexual contact, and more children are beingaffected in utero. One researcher reported that some 12 percent ofEuropean AIDS cases are in African patients from 21 differentcountries. Another paper (scheduled for but withdrawn from thesymposium) reported that 93 AIDS patients were seen in Kir,hara be-tween October 1983 and December 1984. A particularly aggressive formof Kaposi's sarcoma was found in Lusaka: 13 patients in 1983, 22 in1984, and 19 in the first four months of 1985. Many cases of an AIDS-like illness called "slim disease" have been reported in Uganda, andit has been reported to be spreading in Rwanda end Zaire. Other re-porte. indicate that percentages of serum samples containing antibodiesto AIDS have been rising in Kenya, Rwanda, and Nigeria.

223, Van Griensven, G.J.P., R.A.P. Tielman, J. Goudsmit et al., "RiskFactors and Prevalence of RIV Antibodies in Homosexual Men in theNetherlands." American Journal of Epidemiology, June 1987; 125 (6):1048-57.
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This paper reports on the first staye of a prospective longitudinal
study being conducted to describe and explain the prevalence and
incidence of antibodies to HIV as well as the occurrence of AIDS.
"Blood samples were collected from 741 healthy homosexual men [who
had] multiple sexual partners, between October 1984 and May 1985.
Samples were analyzed for the presence of antibodies to [HIV]. Anti-
HIV [reactions] were demonstrated in 233 (31 percent) of the respond-
ents. Seropositive respondents engaged in anal receptive techniques
with more sexual partners than did seronegative respondents, whereas
seronegatives engaged in manual sexual techniques with more sexual
partners than did seropositives. (To the extent that] it was possible
to control for the interrelations between the measured variables, a
direct relation with anti-HIV was established. [It is concluded] that
when the number of sexual partners is considered a risk factor for
HIV, a clear distinction should be made between the sexual techniques
practiced with these partners." Use of cannabis and/or nitrite was
another risk factor for the presence of anti-HIV.

Additional References

224. Boodman1, S.G., D. Colburn, S. Rovner et al., "AIDS Notebook:
Debate Continues on West African Virus." Wiigton Post, June 5,
1987.

225. Brooke, J., "AIDS Making Rwanda Anxious But Secretive." New
York Times, May 2S, 1987.
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226. Adler, M.W., "Care for patients with HIV infection and AIDS."
British Medical Journal, July 4, 1987; 295: 27-30L

The effect of human immunodeficiency virus (HIV) infection and AIDS onthe hospital service is discussed and some epidemiological and general
questions that need to be answered to plan services are raised. Dif-
ferent approaches that might be used to provide care in the community
are reviewed. It is suggested that "there are many ways to look after
patients with varying dc9rees of HIV Infection and AIDS. . . . (Time]should allow us to develop a series of models that can be evaluated,
such as normal care as carried out at present; more aggressive homecare. . .; and day care either in the community or in the hospital.
Different models of terminal care might also be assessed. . . . Fi-nally, the social and economic costs of different kinds of care needto be studied to help (in achieving] the most efficacious, acceptalle,and cheapest form of care."

227. Bennett, J.A., "What we know about AIDS." American Journal of
Nursing, September 1986; 86 (9): 1016-21.

The current knowledge relating to AIDS is reviewed. Starting with
description of disorders likely to emerge with particular immune de-fects, the article discusses the T4 lymphocyte, cellular and humoral
immunity: transmission, diagnosis, and disorders specifically relatedto AIDS, such as Kaposi's sarcoma and Pneumocystis carinii pneu-monia. Vaccines and prospects for a cure are evaluated; more than
3,000 people with AIDS are enrolled in clinical trials and many others
are participating in tests of experimental antiviral agents. Estimates
that as many as two million Americans may already be infected may lead
to the conclusion that 400,000 Americans may develop AIDS over thenext seven years.

228. Coleman, D.A., "How to care for an AIDS patient." RN, July1986; 49 (7): 16-21.

The positive aspects of the nursing care of AIDS patients are dis-cussed. Caring for a patient with AIDS is considered one of the most
nhallenging of nursing assignments. However, it is also suggested
that "despite the disease's devastating effects and grim prognosis,there are many things that can be done to stabilize patients phys-ically and emptionally so that they can lead productive lives betweenhospitalizations." The first priority is to deal with the physical
symptoms, and specific recommendations are made to deal with respira-
tory distress, skin breakdown, diarrhea, and memory loss. Second, thepatient with AIDS will need as much'emotional support as physical
nursing care; he'll be terribly frightened about what is happening tohim. The nurse must listen to the patient's perceptions and concernsabout his tLeatment and accept his expressions of anger and defeat.
Finally, "the threat of acquiring ,,nother opportunistic infectionhangs constantly over the patier' AIDS. To decrease the danger,
the hospital infections control prL, 2dures must be followed metic-
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ulously." The patient and his family must be taught how to avoid
infection. The nurse can help the patient cope with isolation; build
strength through a proper diet; build stamina through activity; and
finally prepare the patient for discharge.

229. Cummings, M.A., M. Rapaport and K.L. Cummings, "A Psychiatric
Staff Response to Acquired Immune Deficiency Syndrome" [Letter].
American Journal of Psychiatry, May 1986; 143 (5): 682.

This letter to the editor reports a case of AIDS in which ward staff
covertly expressed fear, anxiety, and anger. The "case illustrates
problems of staff countertransference and acting out that will be
common in caring for psychiatrically hospitalized AIDS victims. The
initial avoidance of patient care and the later ovGrreaction to the
patient's behavior in the absence of verbally exhibited fear, anxiety,
and anger regarding contact with the patient demonstrate a range of
malalaptive defenses including repression, denial, isolation of
affect, and projection of anger. [It is suggested that] this case
underlines the imperative need for staff education, verbal ventil-
ation, and physician-staff liaison work to ensure appropriate patient
care and adequate staff support."

230. DeHovitz, J., "Planning for the AIDS Epidemic: Public Health
Control Measures and the Provision of Patient Care." Journal of
Community Health, Winter 1986: 11 (4): 215-18.

This commentary on public health measures and the provision of pat5.ent
care for AIDS patients presents examples of the many problems raised
by the emergence of this disease. Additional important issues are the
provision of services to intravenous drug abusers and developing ap-
propriate medical care services for patients with HIV-related dis-
ease, It is noted that there is an increasing problem of intravenous
drug abusing patients with AIDS being admitted to acute care hospitals
for therapy of an opportunistic infection, responding appropriately to
therapy, and then returning to actively using drugs and exposing
others to HIV infection after discharge. The treatment of AIDS and
the associated conditions will place an increasing burden on the
health care delivery system, a burden that will be shared by an ever-
increasing number of communities. It is suggested that if thin moment
in medical history can be used as an opportunity to examine such
issues as the provision, of health education services and the response
of the medical care system, then the price that is paid will perhaps
not be as devastating as it first appears.

231. DeHovitz, J. and V. Pellegrino, "AIDS Care in New York City:
The Comprehensive Care Alternative." New York State Journal of
Medicine, May 1987: 298-300.

"The scope of the AIDS epidemic in New York and the unique charac-
teristics of the disease demand that hospitals, as the focal point of
the health care system, develop an immediate response to addressing

-73-- 7g 6



Patient Care and Treatment

the needs of persons with HIV infection. The most appropriate andmeaningful approach is one which is comprehensive and incorporatesdiverse le9els of services. The comprehensive care model . . . repre-sents an appropriate hospital-based response to this epidemic for theimmediate future. However, in the absence of an effective vaccine orantiviral therapy to alter the course of the epidemic, [New York City]will be faced with over 10,000 severely ill individuals with HIV in-fection by 1991. As an outgrowth of the implementation of the compre-hensive care model, presumably at multiple hospitals throughout NewYork City, it may become necessary to designate specialized regionalhospital centers for the care of persons with HIV infection. Thisoption, however, requires careful study because of the implications itmay have for further isolation of this population."

232. Gotay, C.C., "Models of Terminal Care: A Review of the ResearchLiterature." Clinical and Investigative Medicine, 1983; 6 (3): 131-41.

"Relatively recent reongnition of the particular needs of those whoare terminally ill has directed attention to the most humane ap-proaches to the provision of care. The strengths and weaknesses of anumber of models for the delivery of terminal care, such as hospital-based programs, freestanding facilities, home care services, and daycare programs, are reviewed and the relevant research literature iscritically evaluated with respect to methodology and findings. Al-though many shortcomings in research design and a lack of compara-bility between studies are noted, the data on hospice care generallyindicate positive outcomes. Future research considerations are pro-posed."

233. Gupta, S. and M.S. Gottlieb, "Treatment of the Acquired ImmuneDeficiency Syndrome." Journal of Clinical Immunology, 1986; 6 (3):183-93.

The article aurveys prevention and treatment moi ties for AIDS andAIDS-related complex that result from infection J., the human T-lymphotrophic virus strain
III/lymphadenopathy-associated virus (HTLV-III/LAV). Four major strategies are discussed: immunotherapy, anti-viral therapies, immunorestorative engineering, and combinationtreatments. The article suggests that recombinant DNA technology isthe only way through which the large amounts of virus-specific pro-teins necessary for an AIDS vaccine can be obtained and points outthat . . . "several investigators have been successful in incor-porating HTLV-1II/LAV into yez...t, bacteria, and mammalian cells."Antiviral therapies employ drugs to destroy the virus or suppress itseffects on CD-4 lymphocytes, thereby allowing the body to regenerateits immune functions. Among the drugs discussed in the article areSuramin, Foscarnet, and AZT (all inhibitors of HTLV-III/LAV "reversetranscriptase activity"), Antimoniotungstate, and Ribavirin. Immuno-restorative engineering may be cellular, biomolecular, or pharmaco-logic. Cellular engineering technologies discussed in the article aretransplantation of bone marrow in patients with acute leukemias and
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aplastic anemia, lymphocyte transfusion, and thymus transplantation
alc-ne or in conjunction with bone marrow transplantation. Variable
results have been obtained with AIDS-related biomolecular engineering,
which employs alpha- and gamma-interferons, interleukin-2, thymic
hormone, leukocyte transfer factor, gamma-globulin, and plasmapheresis
in patient treatment. Pharmacologic engineering using isoprinosine
and imuthiol has shown some positive immunlogic effects in vitro,
suggesting a need for larger scale studies with these compounds es
well as with enkephalins. Finally, it is suggested that combination
treatments would be necessary to treat patients with fully develope3
AIDS because "single-agent therapies" will not be enough. Among the
combinations mentioned for testing were antiviral treatments with bone
marrow transplantation, antiviral agents with interferons or inter-
leukin-2, and pharmacological immunomodulators with antiviral agents.

234. Jackson, M.M., S.A. Healy R.C. Straube et al., "The AIDS
Epidemic: Dilemmas Facing Nurse Managers." Nursing Economics, May-
June 1986; 4 (3): 109-16.

This article distinguishes the facts -rom the myths about AIDS and
describes how the University of California San Diego Medical Center
(UCSDMC) has responded to the AIDS crisis. Basic questions are pre-
sented and addressed: What is AIDS? How is AIDS transmitted? ;ho is at
risk of cone.racting AIDS? How can nurses protect themselves? What is
the prognosis? How can AIDS be prevented? The UCSDMC had an average
daily census of patients with AIDS or AIDS-related complex (ARC) of 5
to 5, with as many as 12 patients on some days. The number i3 in-
creasing steadily. In anticipation of the continuing increase in
numbers of patients with AIDS, UCSDMC established an internal task
force to address several substantive issues such as space allocation
for inpatients; cost of care; patient acuity; outpatient clinic; AIDS
clinical rounds; psychological support needs; educatic:al needs;
development of guidelines; the research implications for the medical
center; reimbursement; long-term care needs; home care needs; and
liaison with other community hospitals. The information is provided
to help other nurse managers who may confront similar problems. A
case history is included.

235. Kaplan, L.D., C.B. Wofsy and P.A. Volberding, "Treatment of
Patients With Acquired Immunodeficiency Syndrome and Associated Mani-
festations." Journal of the Amelican Medical Association, March 13,
1987; 257 (10): 1367-74.

This review of the literature focuses both on treatment of Cie disease
manifestations and on more recent investigations into the use of
immunomodulators and antiviral agents. "Treatment of AIDS is multi-
disciplinary and often involves input from a number of medical sub-
specialties. Treatment of opportunistic infections and malignancies
in AIDS is largely palliative in that these treatments do not reverse
the underlying immunodeficiency. Investigational approaches to the
treatment of this syndrome withimmunomodulators and antiviral agents
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are currently being investigated with the hope that these agents,
either alone or in combination, will be active against this devas-tating disease."

^2f. Kelly, J.A., J.S. St. Lawrence, S. Smith Jr. et al., "Stigmati-zation of AIDS Patients by Physicians." American Journal of Public
Health, July 1987; 77 (7): 789-91.

"A randomly selected sample of physicians in three large cities wasasked to read one of four vignettes describing a patient. They thencompleted a set of objective attitude measures eliciting their reac-tions to the patient described in the vignette. The vignettes were
identical except that the patient's illness was identified as eitherAIDS or leukemia and the patient's sexual preference as either hetero-sexual or homosexual. Harsh attitude judgments were associated withthe AIDS portrayals, as well as much less willingness to interact evenin routine conversation when the patient's inners was identified asAIDS. Increasing numbers of AIDS patients will .a seeking medicalattention from physicians in all areas of the country and :It will beimportant for health care professionals to develop programs which
counter unreasonable stigma and prejudicial attitudes that may beassociated with this illness."

237. Klug. R.M., "Children with AIDS." American Journal of pursing,October 1986; 86 (10): 1126-32.

Attitudes toward and care of children with AIDS are discussed. As thenumber of children with AIDS increases, so does the need for nurses to
provide rational public health education to their communities as wellas compas,Jionate care to children with AIDS and their families.Exposure, disease transmission, and diagnosis are described, followedby a detailed description of the chronic problems of the AIDS child:lactose intolerance, malnutrition, oral lesions, diarrhea, fever,respiratory infections, hypotonia, hypertonia, and pain. Coming togrips with the diagnosis of AIDS involves an evolutionary process forthe family. Uncertainty and ambiguity about outcome add to the stressof the family. Public health agencies are in a position to be instru-mental in providing information to the school systems; until thestigma surrounding AIDS is reduled, public education will remain anunresolved problem.

238. Lewis, C.E., H.E. Freeman, and C.R. Corey, "AIDS-RelatedCompete-c3 of California's Primary Care Physicians." American Journalof Health, July 1987; 77 (7): 795-99.

"A telephone survey of a random sample of primary care physicians
practicing throughout the State of California [was conducted] todetermine their AIDS-related experiences and competencies. Interviewswere completed early in 1986 with 1,000 family and general prazti-tioners and internists, 60 percent of those eligible to [partici-pate]. Data on practice experiences reflect the increased incidence
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of AIDS . . . in Los Angeles and San Francisco. [Among practitioners
in rural areas, 17 percent evaluated possible cases and 50 percent
counseled patients at risk, which] indicated the generalized nature of
the problem. Compared to similar data obtained in levels of
competency in diagnosing and counseling persons with AIDS-related dis-
orders increased in Los Angeles. However, on a statewide basis, a
majority of those inter7iewed lack the AIDS-related knowledge and
skills required to carry out their roles in dealing with AIDS.
Competency was associated with physicians' personal and professional
characteristics and their level of discomfort in dealing with homo-
sexuals."

239. Lutz, S., "Hospices Seen as Alternative for AIDS Care, But
Executives Fear Possible Ramifications." Modern Healthcare, Apri- 24,
1987: ev-62.

"More hospices are being formed, and hospitals are viewing the organi-
zations as a way to provide cheaper care for patients with terminal
cases of AIDS. However, as hospices serve more AIDS patients, hospice
executives worry about the potential impact on reimbursement, fund-
raising efforts, and volunteers. . . . Hospices providL physical and
psychological comfort for people who have terminal illnesses and six
months or less to live. Patients often waive rights to curative
treatments. About 80 percent of hospice care is provided in patients'
homes. Cost-containment pressures of Medicare's prospective pricing
system are causing hospitals to transfer terminally ill patients co
hospices and to form hcspices themselves. . . . Currently, Medicare
pays only 1 percent of the cost of care for all AIDS patients in the
United States. . . . [It is suggested that] the financial problems of
the hospice industry are misleading because many hospices aren't being
run like businesses."

240. Mays, V.M. and S_D. Cochran, "Acquired Immunodef:ciency Syndrome
and Black Americans: Special Psychosocial Issues." Public Health
Reports, March-April 1987; 102 (2): 224-31.

"Approximately 25 percent of persons diagnosed with AIDS have been
black.... Three areas of concern when focusing on AIDS in the black
population [are examined in this paper]: differences from whites in
patterns of transmission of the infection, cultural factors that may
affect health education efforts, and ethnically relevant issues in the
provision of medical care to black per*ons with AIDS. Recognition of
these differences is important in developing appropriate AIDS-related
services for the black population. First, the epidemiologic pattern
of infection in the black population differs from whites.
Currently it is estimated that [blacks are] infectel with the HTLV-
III/LAV virus at a rate estimated to be three times that of whites.
In addition, epidemiologic patterns of viral transmission in the black
comm-Aity suggest a gre ,ter incursion into the heterosexual
population. Second, ea,4cational interventions designed to slow the
rat( of infection need to be sensitive to cultural
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and behavioral differences between blacks and whites who are at in-creased risk for acquiring or transmitting an HTLV/LAV infection. . .. Third, in caring for Clack AIDS patients there are psychological,
sociocultural, and medical care issues that are relevant. . . .Recommendations for research and health education efforts in the blackcommunity are presented."

241. Nelson, W., "Clinical Management of AIDS Patients." CaliforniaNurse, May 1986; 82 (4): 10-12.

This special issue presents an in-depth discussion of the nursing re-quirements of AIDS patients. Working with AIDS .itients requires thebest art and skill nursing has to offer. Nurses have the tools; theyjust need to know which ones to use. Fatigue, malaise, pain, drugtherapy, and side effects are discussed in light of the nurse'sability to bring comfort to the patient. Many patients apparently
know the outcome of AIDS.

742. Public Health Service, Centers for Disease Control, "Education,:id Foster Care of Children Infected with Human T-Lymphotrophic VirusType III/Lymphadenopathy Associated Virus." Morbidity and MortalityWeekly Report, August 30, 1985; 34 (34): 517-21.

This paper presents legal and confidentiality issues, assesses trans-mission risks, and makes recommendations for forming guidelines forthe education and foster care of children infected with human T-lymphotropic virus type III/lymphad nopathy associated virus (HTLV-III/LAV). The 11 recommendations--which were developed by the Centersfor Disease Control (CDC) in consultation with epidemiologists, healthcare professionals, educators, and other child care experts--apply toall HTLV-III/LAV-infected children even if they are asymptomatic or donot meet the case definition of AIDS. (The case definition for AIDSsurveillance of children is included in the article.) The recommen-dations point o _hat education and care decisions for these children
... "should be based on the behavior, neurologic development, andphysical condition of the child and the expected type of interaction
with. others in that setting. ... For most infected school-aged chil-
dren, the benefits of an unrestricted setting would outweigh the risksof their acquired potentially harmful infections in the setting andthe apparent nonexistent risk of transmission of HTLV-III/LAV." Therecommendations also advocate that all schools and day care facilities° adopt routine procedures for handling blood and body and thatpersons involved in caring for and educating HTLV-III/LAV-infectedchildrer maintain confidential records to protect the children'sprivacy. Mandatory screening as a condition for school entry was seenas "not warranted based on available data."

243. Quaggir, A., "Home Care of AIDS Patients Will Remain Rare,Conference Told." Canadian Medical Association Journal, April 15,1987; 136: 867.
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"Home care of AIDS patients will be more ccmmon in t'le future, but the
lack of social supports and the difficulties of care rowan it won't
increase 'astronomically.'" It is expected that the number of AIDS
patients to receive home care will remain small. A major problem of
such care is isolation. In these cases, hospices offer an alternative
type of community-based care."

244. Richardson, J.L., T. Lochner, K. McGuigan et al., "Physician
Attitudes and Experience Regarding the Care of Patients with Acquired
Immunodeficiency Syndrome (AIDS) and Related Disorders (ARC)."
Medical Care, August 1987; 25 (8): 675-85.

"The number of patients with AIDS continues to increase. These pa-
tients require medical care from physicians who are well trained and
who are willing to provide that care. In 1985, . . , a survey [was
done] of 314 heterosexual and homosexual physicians in Los Angeles
County to determine their willingness and perceived ability to care
for patients with AIDS. This survey indicates that most physicians
believe that special clinics staffed by physicians who have a parti-
cular expertise in caring for AIDS patients should be established.
Mary of the physici surveyed indicated that conc.-rns about the risk
of contagion with AIDS is a deterrent to treating AIDS patients.
Current evidence indicates this concern is unfounded. Both hetero-
sexual and ilomosexual physicians indicated a lack of medical knowledge
lnd experience regarding the opportunistic infections and cancers that
are associated with AIDS, although many phleicians it, both groups ex-
pressed a desire to receive more training in this regard. LThe]
survey indicates that there is a definite need for more clinically
based training opportunities for physicians who would like to provide
care for AIDS patients. If such training were to become available, it
is likely that sufficient numbers of physicians would be willing Lc
care for AIDS patients."

245. Schietinger, H., "A Home Care Plan for AIDS." American Journal
of Nursing, September 1986; 86 (9): 1021-28.

While rapid physical changes in AIDS patients can make frequent hospi-
tal stays necessary, usually the bulk of care is provided to people
with AIDS outside the hospital. AIDS presents a continuum of disabil-
ity including acute illness, chronlil aess, and terminal il_ness.
Hospice care (-fives the person wit' AIDS access to an around-the-clock
on-call nurse and usually to more intensive social services, emotional
support, and nursing visits. Hospice home care agencies are by nature
designed to be more involved in the home situation than other home
care agencies. Home care needs run the gamut from homemaker assis-
tance to intensive physical care, and planning the amount of care and
type of sympta; management needed requires id. ntification of the
patient's lev'el of dependence and physical condition. Judicious plan-
ning and some informed juggling of resources can tip the scales in
favor of the person struggling to live his life in peace and dignity.
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246. Shepherd, F.A., Fanning, R. Duperval et al., "A Guide to
the Investigation and Treatment of Patients with AIDS and AIDS-relatedDisorders." Canadian Medical Association Journal, May 1, 1986; 134
(i): 999-1008.

AIDS has become a major public health problem in Canada and else-where. This paper presents a detailed guide to the diagnosis and
treatment of AIDS, AIDS-related complex, and the other specific AIDSrelated diseases, such as P. carinii pneumonia, toxoplasmosis, anddiarrhea. "To ensure waiformity of reporting, the Centers for Disease
Control (CDC) has issued a aefinition of AIDS that require[s] clinicalconfirmation of an AIDS-associated disease, which would in turn lead
to a diagnosis of [acquired] immune deficiency." Investigation of
patients suspected of having AIDS or AIDS-related complex (ARC) re-quires a detailed screening history to obtain background epidemiologic
information and to elicit symptoms that may be suggestive of AIDS orARC.

247. Shine, D., "Diagnosis and Management of Acquired Immune
Deficiency Syndrome in Intravenous Drug Users." Advances in Alcohol
and Substance Abuse, Fall 1985-Winter 1986; 5 (1-2): 25-34.

"Acquired immune deficiency syniirome (AIDS) is r, clinical entity thatis part of a spectrum of immune dysfunction found in specific high
risk groups, among them intravenous (IV) drug users. In drug users,
AIDS almost always presents as an opportunistic infection, usually
Pneumocvstis carinii. The leading etiologic hypothesis is of a viralagent . . . acting on a previously immunocompromised host. Recent
research at hospitals affiliated with t:,e Albert Einstein College of
Medicine, [in the Bronx, New York,] where an unusually large propor-tion of AIDS patients are drug users, is described. Suggestions areadvanced for the management of IV drug users with immune dysfunction."

248. Steinbrook, R., B. Lo, J. Moulton et al., "Preferences of Homo-
sexual Men with AIDS for Life- Sustaining Treatment." New England
Journal of Medicine, February 13, 1986; 314 (7): 457-60.

Homosexual male outpatients with AIDS (n=118) were surveyed in orderto answer these questions: (1) Had they thought about life-sustaining
treatment? (2) What were their preferences about life-sustaining
treatment? (3) How did they react to thinking about life-sustaining
treatment? (4) What were their preferences for discussing such treat-
ment with physici.ans? and (5) Were patients providing advance direc-tives to guide care? Patients had ambivalent bu generally positive
reactions to discussing life-sustaining treatment. "[The] study
suggests that most patients with this illness have thought about life-
sustaining treatment, have preferences about their care, and want to
discuss lifesustaining treatment with their physicians. . . . [It is
suggested] that physicians who care for patients with AIDS and other
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serious chronic illnesses should take an active role in educating
patients about life-sustaining treatment and inviting them to provide
advance directives."

249. Traska, M.R., "No Home Means No Home Care for AIDS PatientF."
Hospitals, January 5, 1986; 60 (1): 69-70.

"Health professionals caring for AIDS patients say that most cases
could be treated appropriately and cost-effectively on a noninpatient
basis. Hospice and home care programs are important alternatives, .

. but providing alternate care to AIDS patients is almost impoPsible
when those patients are homeless." There are ways to deal with
homeless AIDS patients ready for nonhospital care, but they aren't
easy. However, it is noted that finding housing is bound to cost less
than absorbing the cost of acute care.

250. Traska, M.R., "Proper AIDS Care Demands Better Discharge
Planning." Hospitals, January 5, 1986; 60 (1): 70-71.

"The way to ensure best use of nonhospital services and to reduce
lengths of stay for AIDS patients is through proper discharge
planning. . . . The problem is that few hospitals do it effectively. .

. . Appropriate discharge planning becomes the most important factor
for treating AIDS victims. . . . Patients may need nutritional coun-
seling and housekeeping help as well as social services. . . . [It is
suggested that] the biggest problem with discharge planning may be the
conflicting information being given to AIDS patients and their
families."

251. Wolff, P.H. and M. Colletti, "AIDS: Getting Past the Diagnosis
and on to Discharge Planning." Critical Care Nurse, July-August 1986;
6 (4): 76-81.

A detailed guide for discharge planning for AIDS pat'lnts is presented
in chart form. The plan outlines specific goals and nursing interven-
tions to help the AIDS patient. "Nurses are the vital link for
hospitals and patients and the resource for patient education and
discharge planning. Discharge 1;1,1nning should be initiated in the
critical care area; however, it is a responsibil_ty shared with staff
on other units who provide care for the patient. Because each
patient is unique, education should be individualized."

Additional References

252. Gruson, L., IDS Fear Spawns Ethics Debate As Some Doctors
Withhold Care." ' York Times, July 11, 1987.

253. Specte7, M., "Test-Drug Proposal Scaled Back: Persons Near.
Death To Have Freer Access." Washington Post, May 22, 1987.
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254. Staff, "Physicians Increasingly Worried About AIDS Transmission
Risk, as Residents Fret About AIDS Exposure." Medical World News,
August 24, 1987; 28 (16): 12-13.
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255. Dan, B.B., "The Years of Living Dangero,..sly." Journal of the
American Medical Association, March 13, 1987; 257 (10): 1376.

"One major thrust of the battle plan for the war on AIDS revolves
around preventing the transmission cif the causative agent, the human
immunodeficiency virus, and especially preventing its sexual trans-
mission. It has been suggested that . . . it is now a great time to
practice sexual monogamy . . . . Preventing the further spread of this
epidemic makes each person responsible for everyone; we must take care
of each other if we are to take care of ourselves."

256. Darrow, W.W., "A Framework for Preventing AIDS." American
Journal of Public Health, July 1987; 77 (7): 778-79.

It is suggested that the "major part of the solution to AIDS depends
on the rapid dissemination of accurate information . . . Recent
studies suggest that some health care providers and many of the
general public still need to be convinced that AIDS is caused by a
virus that is not casually transmitted. There seems to be no end to
the material being generated to educate the public about the dimen-
sions and severity of AIDS. . . . Yet many important messages are
either not being received or acted on because time is limited for the
practitioner to listen, absorb, and assimilate all the information
available. More effective responses to the AIDS crisis must penetrate
these barriers."

257. Dowdle, W.R,, "AIDS: What Is It? Who Is At Risk? How Can It
Be Prevented?" Public Welfare, Summer 1986; 44 (3): 14-19.

This article d.sscribes AIDS: Who is at risk, the virus that causes it
and its effects, the means of transmission, treatments and vaccines,
how to avoid getting AIDS, and what a person with positive resu:lcs on
the HTLV-III antibody test should do. "Preventige measures will re-
quire changes in personal behavior for many Americans. Studies con-
ducted among homosexucd and bisexual men and intravenous drug users .

. . provide encouraging indications that in these groups such changes
are indeed beginning to occur. Prevention is [the] best current pro-
tection from AIDS ,and from infection with the virus that causes it."

258. Francis, D.P. and J. Chin, "The 2revention of Acquired Immuno-
deficiency Syndrome in the United States: An Objective Strategy for
Medicine, Public Health, Business, at.''. the Community." Journal of the
American Medical Association, March 13, 1987; 257 (10): 1357-66.

"Human immunodeficiency virus (HIV) is one of the most virulent
infectious agents ever encountered. This virus, estimated to kill up
to a half of those infected, has spread to more than 1 million
Americans. There is no safe and effective treatment. Nor is th.,re a
vaccine." From [the authors'] understanding of HIV transmission,
"further spread of the virus can be stopped by the use of various
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techniques. The combined L:e of educatiol -mo:Avatita-skill building,serologic screening, and contact tracing/notification could eliminateor substantially reduce transmission. To accomplish this reduction animmense concerted effort by physicians, public health practitioners,[businesses], and commr ity organizations is required to get acrossthe simple prevention messages. Those messages are: (1) Any sexualintercourse (outside of mutually monogamous or HIV antibody-negative
relationships) must be protected with a condom. (2) Do not share un-sterile needles or syringes. (3) All women who may have been exposedshould seek HIV-antibody testing before becoming pregnant and, ifpositive, avoid pregnancy. Only through a concerted, vigorous, andsustained prevention program that deals frankly with this problem willthose individuals at risk be reached and motivated to take personalresponsibility to protect themselves. Without such an effort, [AIDS]will continue to kill ever-increasing numbers of Americans."

259. Goedert, J.J., "What is Safe Sex?" New England Journal ofMedicine, May 21, 1987; 316 (21): 1339-42.

"Because of the lethality of the HIV epidemic, rational and scien-tifically defined standards of svx that preclude the spread of sex-ually transmitted diseases are required. In the context of an HIV-antibody test that has been documented to be extremely sensitive,[speCific] standards for t :uly safe sex can be defined. HIV testingcan be used as a powerful tool for defining a series of standards forsexual partners that eliminates, with reasonable certainty, thefurther spread of HIV. Such standards provide a defined benchmark forfuture research aimed at evaluating the effectiveness of public healthmeasures in arresting the spread of the virus. The fact that at least10 million American blood donors and some 2 million Americans applyingfor or in the armed forces have been tested demonstrates that theadverse consequences of testing can he limited. [It is suggestedthat] now is the time to minimize the fear and eliminate the risk oftransmitting HIV to loved ones by urging widespread voluntary testingof sexually active adults and by developing standards for safe sex."

260. Greene, W.H., "Infection-Control Policies and AIDS" [Letterwith reply by J.L. Gerberding and M.A. Sande]. New England Journal ofMedicine, June 4, 1987; 316 (23): 1479-30.

This letter to the editor welcomes any suggestions for infection-control procedures and what might be done to ascertain that they arestrictly enforced and periodically monitored to ensure compliance. Inthe end, ensuring compliance is the proper function of the hospitaldepartment with which a given staff member is identifies. How toachieve that coal, both in general and for patients with AIDS inparti 'iular, remains uncertain.

The reply to this letter recommends a policy that emphasizes a strongcommitment to the prevention of the nosocomial transmission of allthese pathogens and proposes that precautions be taken in handling
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blood and body fluids from all patients regardless of whether
infection has been diagnosed,

261. Holmes, P., "Abolishing the Myths about AIDS." Nursing Times,
December 5, 1984) 80 (49): 19.

This article, addressed primarily to those caring for AIDS patients,
suggests that behind the )'eadlines of AIDS are real people with real
problems and that the newspaper horror stories do little to foster the
sensible and humane treatment of AIDS victims by the public or by
nurses. The importance of psycho-social support is emphasized as is a
balanced view of AIDS in relation to nursing practice.

262. Kawata, P., "Stopping the AIDS Epidemic- The News About AIDS
May Not Be Good, But. . . " Public Welfare, Summer 1986; 44 (3): 35.

This very short article stresses that the efforts of various groups to
develop education programs to help in stopping the "transmission of
the AIDS virus has called forth a wide variety of organizations to
form unique partnerships . . . The campaign[s] include[s] television
and radio public service announcements, newspaper and periodical ad-
verisements, billboard advertisements, and an AIDS information hot-
line. The goal of the efforts is to reach the greatest number of
people with accurate, upto-date information about AIDS in order to
counter widespread, irrational fear of the disease."

263. Martin, J.L., "The Impact of AIDS on Gay Male Sexual Behavior
Patterns in New York City." American Journal of Public Health, May
1987; 77 (5): 578-81.

A sample of 745 gay men, ages 20 to 65, were interviewed in 1985 as
part of an effort to determine the impact of the AIDS epidem..c an the
non-ill but at-risk community. Measured in terms of the number of
different sexual partners, sexual activity [was rev-ted to have
declined by 78 percent since hearing about AIDS]. frequency of
sexual episodes involving the exchange of body flu.1:3 and mucous mem-
brane contact [declined by 70 percent], and condom ase during anal
intercourse increased from 1.5 to 20 percent. Abstinence from gay sex
did not change over time.

264. McLaughlin, N., "Warning on 13):Dd Transfusions and AIDS Evoked
Less Public Fear than Expected." Modern Healthcare, May 8, 1987: 86.

"A recent government warning on blood transfusions and the danger of
[AIDS] has failed to produce the onslaught of worried ex-patients that
some hospital executives had expected. The brunt of any public fear
caused by the warning from the Centers for Disease Control [CDC] seems
to have been borne by state and local public health authorities and
AIDS testing centers." It is suggested that the CDC may have unduly
alarmed many people.
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265. Mills, M., C.B. Wofsy, and J. Mills, "The Acquired
Immunodeficiency Syndrome: Infection Control and Public HealthLaw." New England Journal of Medicine, April 3, 1986; 314 (14): 931-36.

Infection control of AIDS and the public health law are discussed.
"The legality of measures to control the spread of infectious diseasesis determined under principles of constitutional law that require theindividual's interest in liberty and privacy to be balanced against
the public's interest in health and safety . . . Legal principlesapplicable to patients with AIDS should therefore apply equally toother persons if their infectiousness is confirmed by the best avail-able testing methods. (Included in the responsibilities of physiciansand patients are the duty to report AIDS, the patient's right to con-fidentiality, the patient's right to full information, the patient'sknowledge of legal risks, and the physician's responsibility fc.,' re-calcitrant patients.] (Where necessary,] public health officials havebroad powers to conduct epidemiologic investigations of infectiousdiseases for well-defined pl.,:poses . . . Because AIDS is fatal and
incurable, (it is suggested that] the courts will defer to the judg-ment of the oedical community and would uphold severe measures ifshown a medical consensus that the measures were necessary andeffective."

266. O'Donnell, L. and C.R. O'Donnell, "Hospital Workers and AIDS:Effects of in-Service Education on Knowledge and Perceived Risks andStresses." New York State Journal of Medicine, May 1987: 278-80.

"Hospital workers were surveyed in 1985 and again in 1986, after theinstitution of in-service training programs, regarding their knowledge(of] AIDS and their perceptions of the risks and stresses of AIDSpatient care. The study found that in-service training was associatedwith reductions in workers' reported stress, perceived risks, andnegative attitudes, and with improvements in knowledge and satis-faction with the quality of care prcAided."

267. Public Health Service, "Public Health Service Plan for thePrevention and Control of Acquired Immune Deficiency Syndrome(AIDS)." Public Health Reports, September-October 1985; 100 (5): 453-55.

"This document provides an outline for ,.he key goals and objectivesthat must be met to achieve prevention and control of AIDS. The plancalls for action by federal agencies, state and local health
departments, professional organizations, attd volunteer groups. Manyof the specific objectives cannot be expressed in measurable termsbecause of inadequate current. information, but they are included . . .even though modification will be made as more data are generated."

268. Public Health Service, Surgeon General's Report on AcquiredImmune Deficiency Syndromt,, Washington,- D.C., October 1986.
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"This is a report from the Surgeon General of the [United States]
Public Health Service to the people of the United State., on AIDS.
[AIDS] is an epidemic that has already killed thousands of people,
mostly young, productive Americans. In addition to illness,
disability, and death, AIDS has brought fear to the hearts of most
Americans, fear of disease, and fear of the unknown. Initial
reporting of AIDS occurred in the United States, but AIDS and the
spread of the AIDS virus is an international problem. This report
focuses on prevention that could be applied in all countries. [The
report informs] about AIDS, how it is transmitted, the relative risks
of infection, and how to prevent it. [It is suggested that for
someone who is] participating in activities that could [cause
exposure] to the AIDS virus, [the] report could [be lifesaving] ".

269. Public Health Service, Centers for Disease Control, "Self-
Reported Changes in Sexual Behavior Among Homosexual and Bisexual Men
from the San FranciscL, City Clinic Cohort." Morbidity and Mortality
Weekly Report, April 3, 1987; 36 (12): 187-89.

"From January 1978 through April 1980, approximately 6,700 homosexual
and bisexual men attending a clinic for sexually transmitted diseases
in San Francisco were enrolled in studies o" the prevalence and inci-
dence of Hepatitis B virus infection . . . From December 1983 through
December 1985, a random sample from this study group was asked to par-
ticipate in studies of [AIDS] by providing further information about
their sexual behaviors. Stud, results show that homosexual and bi-
sexual men in San Francisco have considerably reduced both their
number of nonsteady sexual partners and their participation in
specific sexual practices associated with increased risk of human
immunodeficiency virus . . . infection, especially receptive anal
intercourse."

270. Phein, R. Jr., L. Therrien, J.O. Hamilton et al., "Freeing
Hemophiliacs from the Risk of AIDS." Business :leek, April 13, 1987:
38.

"If a survey by the National Hemophilia Foundation is correct,
[approximately] two-thirds of the nation's 20,C00 hemophiliacs have
already been infected with the AIDS virus through contaminated Factor
VIII produced by companies that extract useful substances from human
blood . . . [While] screening of blood . . . [has] prevented any new
infections from occurring since mid-1985 . . . the promise of clotting
factor produced by recombinant DNA technology may finally be
realized."

271. Ryan, C., "AIDS in the Workplace: How to Reach Out to Those
Among Us." Public Welfare, Summer 1986; 44 (3): 29-33.

Responding to employees with AIDS is the subject of this article.
"Because employees may respond to their AIDS diagnosis or to a related
condition in a variety of ways, managers must be educated about the
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issues, medical facts, and rights of the worker with AIDS. . . .

According to workplace guidelines issued last November by the Centersfor Disease Control, workers known to be infected with the HTLV-III
virus should not be restricted from work solely based on this
finding." Questions that therefore need to be answered and are dis-cussed in this report include routine screening, education of staff,
defusing staff resistance, setting policy, legal issues, and re-
spnnding to employees with AIDS.

272. Winkelstein, W. Jr., M. Samuel, N.S. Padian et al., "The San
Francisco Men's Health Study: III. Reduction in Human ImmunodeficiencyVirus Transmission Among Homosexual/Bisexual Men, 1982-86." AmericanJournal of Public Health, June 1987, 76 (9): 685-89.

"The prevalence and incidence of infection by the human immuno-
deficiency virus (HIV) has been under study in a cohort of 1,034
single men recruited by area probability sampling from a six-square
kilometer area of San Francisco where the epidemic of [AIDS] has beenmost severe. Prevalence of infection among homosexual/bisexual study
subjects increased from an estimated 22.8 percent during the last halfof 1982 to 48.6 percent during the period July through December
1984. During three subsequent 6-month periods, prevalence remained
stable at approximately 50 percent. Annual infection rates, measuredby seroconversion among seronegative study subjects, decreased from arestimated 18.4 percent per year from 1982 to 1984 to 5.4 and 3.1 per-cent during the first and second halves of 1985 to 4.2 percent during
the first six months of 1986. These declines were associated withreductions of 60 percent or more in the prevalence of high-risk sexualpractices associated with both acquiring and disseminating infectionby the human immunodeficiency virus."

Additional References

273. Boodman, S.G., "AIDS Message Misses Many Blacks, Hispanics."
Washington Post, May 31, 1987.

274. Boodman, S.G. and S. Okie, "Aggressive Prevention EffortsProliferate: WHO Official Calls for World Cooperation, Warning ThereAre No Geographic 'Safe Zones'." Washington Post, June 5, 1987.

275. Davidson, J., "U.S. Is Considering Mailing AIDS Data To All
Households." Wall Street Journal, April 8, 1987.

276. Gross, J., "New York Officials Brace for Conflict on Explicit
AIDS Ads." New York Times, May 11, 1987.

277. Gruson, L., "Koop, at Workshop on Children and AIDS, Stresses
Early Education." New York Times, April 7, 1987.
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278. Lynn, F., "Bush Calls for Spending On AIDS and Education." New
York Times, May 22, 1987.

279. McCarthy, C., "AIDS: Waves of Panic." New York Times, June 13,
1987.

280. Pear, R., "AIDS Feared as Occupational Hazard." New York Times,
May 24, 1987.

281. Randolph, F., "AIDS Reporters' Challenge: To Educate, Not
Panic, the Public." Washington Post, June 5, 1987.

282, Rimer, S,, "AIDS Precautions Taken by Dentists." New York
Times, June 6, 1987.

283. ,specter, M., "Hospitals' AIDS Safeguards Debated: Proposal on
Testing Patients Raises Fears of 'Two Standards of Care'." Washington
Post, July 28, 1987.

284. Specter, M., "Many Health-Care Workers Doubt Value of Proposed
AIDS Guidelines." Washington Post, July 29, 1987,

2b5. Staff, "Few Teens Guarding kgainst AIDS." FDA Consumer, July-
August 1987; 21 (6): 3.

286. Staff, "Fight AIDS Now, With Methadone" (Editorial). New York
Times, June 10, 1987.

287. Sullivan, R., "Private Doctors Urged to Battle Spread of 'IDS:
New York Health Chief Requests More Testing." New Yurk Times, May 27,
1987.
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288. Barnes, D.M., "Grim Projections for AIDS Epidemic." Science,
June 27, 1986; 232: 1589-90.

Projections for the AIDS epidemic are discussed. "During the first 5
years of the AIDS epidemic, approximately 35,000 people in the United
States will have developed the disease. Over the next 5 years, the
Public Health Service estimates that [approximately] 235,000 new cases
will occur . . . [Uncertainties as to the numbers who] will go on to
develop the disease . .. leave open the question of projected medical
costs for AIDS . . . Another major question concerns who in the United
States is likely to become infected with the virus during tilt. next 5
years. [At a conference at the Coolfont resort in West Virginia, the
Centers for Disease Control predicted that by 1991] the cumulative
total will reach 201,000 to 311,000 cases [with 179,000 deaths] . . .

[Medical costs were described as "staggering," rising in 1991 to
between $8 and $16 billion. A new Public Health Services report
stresses] the importance of massive education programs targeted at
special populations, including children and teenagers, women, and
minority groups, as well as the general population."

289. Chamberland, M.E., K.G. Castro, H.W. Haverkos et al. "Acquired
Immunodeficiency Syndrome in the United States: An Analysis of Cases
Outside High-Incidence Groups." Annals of Internal Medicine, 1984;
101 (5): 617-23.

"[From June 1, 1981, through January 31, 19841, 201 cases of [AIDS]
were reported involving persons who could not be classified into a
group identified to br at increased risk for .this syndrome. Thirty-
five had received transfusions of single-donor blood components in the
5 years preceding diagnosis of the syndrome and 30 were sexual
partners of persons belonging to a high-risk group. Information was
incomplete for most remaining patients, but because many of these
patients were demographically similar to populations recognized to be
at increased risk for the syndrome, previously identified risk factors
may have been present but not reported for some of them. Addition-
ally, a few persons who met the case definition for the syndrome
probably had other reasons for their opportunistic disease and did not
have [AIDS]. The slow emergence of AIDS in new populations is
consistent with transmission mediated through sexual contact or
parenteral exposure to blood.

290. Goldsmith, M.F., "More Heterosexual Spread of HTLV-III Seen."
Journal of the American Medical Association, June 21, 1985; 253 (23):
3377-79.

Evidence has been presented that heterosexual transmission of AIDS is
something to be reckoned with at this time. In New York City as of
the start of 1985, it was reported that of the 2,997 AIDS cases in
males, 27 occurred in heterosexual men with no recognized risk
factors. Two of the 27 men were sexual partners of female intravenous
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(IV) drug users and 12 reported having one or more sexual encounters
with female prostitutes in the 5 years prior to the diagnosis of
AIDS. In 17 of 41 cases reported at Walter. Reed Army Hospital in
Washington, D.C. there was no evidence of defined risk factors. Two
of these 17 patients could not be associated with any possible risk
factor at all. In 9 patients the most likely means of acquisition of
HTLV-III infection was intercourse with female prostitutes. It is
suggested that heterosexual activity may be an important factor in the
transmission of AIDS and that female prostitutes could be an important
human reservoir of HTLV-III among the heterosexual population.

291. Guinan, M.E. and A. Hardy, "Epidemiology of AIDS in Women in the
United States: 1981 Through 1986." Journal of the American Medical
Association, April 17, 1987; 257(15): 2039-42.

"An analysis of 1,819 cases of [AIDS] in women reported between 1981
and 1986 showed that the majority of women with AIDS were intravenous
drug users. The second most common risk group was heterosexual
contact with a person at risk for AIDS. The proportion of women with
AIDS in this risk group increased significantly between 1982 and 1986,
from 12 percent to 26 percent. This trend may prove to be a good
marker for following trends in heterosexual transmission. Since the
majority of childhood AIDS cases are a result of perinatal trans-
mission from the mother, trends in AIDS cases in women may also pre-
dict future trends for AIDS in children."

292. Harris, J.E., "The AIDS Epidemic: Looking into the 1990s."
Technology Review, July 1987; 90 (5): 58-64.

The available AIDS information is assembled and a prediction made
about the course of the AIDS epidemic over the next 3 to 4 years.
According to the author: "[T]he virus that causes AIDS has already
infected approximately 900,000 individuals in this country. Barring
major changes in sexual behavior and intravenous drug use,
[approximately] 2.5 million people in the United States can be
expected] to be infected by early 1991. The infections will continue
to arise from sexual intercourse and transfers of blood via contamin-
ated needles, not from other personal contacts in the home, school, or
workplace. Unless [a drug is found] that halts the proyression from
initial infection to full-blown AIDS, [it is estimated] that the toll
of the epidemic will reach about 250,000 cases by early 1991. Since
the disease has a long incubation pe.od, most of the people who will
contract the disease by that time are infected now. [The total number
of AIDS cases will be large enough to place a severe burden on our
health-care and insurance systems as well as society at large.]"

293. Jaffe, H.W., D.J. Bregman and R.M. Selik, "Acquired Immune
Deficiency Syndrome in the United States: The First 1,000 Cases."
Journal of Infectious Diseases, August 1983; 148 (2): 339-45.
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"Between June 1981 and February 1983, the Centers for Disease Control
(Atlanta) received reports of 1,000 patients living in the United
States who met a surveillance definition for [AIDS]. Seventy-three
percent of these patients were diagnosed after January 1, 1982. The
1c000 patients included 284 with Kaposi's sarcoma (KS), 497 with
Pneumocystis carinii pneumonia (PCP), 83 with KS and PCP, and 136 with
opportunistic infections other than PCP. The overall mortality has
been 39.2 percent. Cases have been reported from 32 states and the
District of Columbia; New York, California, New Jersey, and Florida
account for 82.7 percent of the reports. All but 61 of the patients
could be classified into one or more of the following groups: homo-
sexual or bisexual men, intravenous drug abusers, Haitian natives, or
patients with hemophilia. Epidemiologic trends in AIDS cases are con-
sistent with the gradual extension of an infectious agent into new
populations."

294. Joseph, rl.C. (Commissioner of Health, New York City Department
of Health), AIDS in New York City: Report to the Mayor, April 1987
-- Inter-Agency Task Force on AIDS.

Public health issues associated with AIDS in New York Ci:y are pre-
sented in this report. As of April 30, 1987, "almost 10,000 cases of
AIDS have been reported and more than half of these people have
died. AIDS is now the leading cause of death in New York City among
men aged 25-44 and women aged 25-29. Hundreds of thousands of New
Yorkers have been exposed to the human immunodeficiency virus. Many
of these individuals are currently infected, but have few if any
symptoms; others have symptoms which, although not yet full-blown
AIDS, are disabling and require intensive health and social service
intervention. By 1991, [it is projected] that New York City will have
seen more than 40,000 cases of AIDS. [The report is submitted] on
behalf of six city agencies which form the Interagency Task Force on
AIDS: [Health and Hospitals Corporation; Human Resources Adminis-
tration; Department of Health; Department of Mental Health, Mental
Retardation, and Alcoholism Services; Commission on Human Rights; and
the Board of Education.] [The report] describes the wide range of
programs initiated in response to the AIDS crisis."

295. Kolata, G., "Mathematical Model Predicts AIDS Spread." Science,
March 20, 1987; 235: 1464-65.

A mathematical model of the AIDS epidemic can be used to provide rough
estimates of ;.he length of time between infection with the AIDS virus
and onset cf actual disease. It will also suggest questions about the
epidemic that can lead to a clearer picture of how AIDS will spread,
particularly among heterosexuals. The model brings into sharp focus
important unanswered questions about AIDS. For example, it is not
known for certain how long people are infectious; it is not certain
what fraction of those who are infected will eventually get AIDS; and
it is unclear whether people who are infected but never get AIDS will
be infectious for the rest of their sexually active lives. The model
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can be used to estimate combinations of parameters that by themselves
may not be amendable to observation. The data on hand can also be
used to estimate how difficult it might be to contain the AIDS epi-
demic. JIn the end, [the] model raises more questions than it
answers. But its importance lies in its new approach to the AIDS
epidemic."

296. Kristal, A.R., "Record Linkage of AIDS Surveillance and Death
Certificate Files: Changes in Premature Mortality Patterns in New York
City." Proceedings of 1985 Public Health Conference on Records and
Statistics, Department of Health and Human Services, DHHS Publication
No. (PHS) 86-1214, Hyattsville, MD, 1985: 261-64.

"This paper describes the techniques and some results of linking
records in the New York City [AIDS] surveillance registry with New
York City death certificates. The purpose of this rssearch is to
better understand AIDS epidemiologically and to describe the impact of
AIDS on mortality patterns in New York City . . . The impact of AIDS
on patterns of premature mortality is profound. Among the two highest
risk groups, gay men and intravenous drug users aged 15-64 in New York
City, AIDS is the single leading cause of death and accounts for more
than a third of all deaths. Even among groups not at high risk of
AIDS . . . AIDS has become one of the leading causes of premature
mortality. Accurate analysis of AIDS mortality is not feasible from
AIDS surveillance or death certificates alone. Surveillance data
underestimate both the number of AIDS cases and the number of cases
reported that have died subsequently." [The approach here is to link
all reported cases in the surveillance registry to their certificate
of death.]

297. McIntyre, M., D.J. Barbour and J.G. Angle, "AIDS Update."
Perspectives on Prevention, Spring 1987; 1 (3): 30-36.

This update of information on the AIDS epidemic includes sections on
statistics education, vaccination, transmission, screening, treatment,
and public policy and includes the following information: (1)
statistically, the projected costs of AIDS treatment appear to be
dropping; (2) AIDS educational programs are increasing nationally
under the leadership of Surgeon General C. Everett Koop and worldwide,
under a priority campaign of the World Health Organization; (3) teams
in Zaire and France have been conducting human experiments to develop
an AIDS vaccine, and researchers have reported that genetic engineer-
ing techniques are being used to develop a synthetic protein that
causes goats to produce antibodies against the AIDS virus; (4) the
AIDS screening program received a setback last November when Congress
banned the Pentagon from using data from AIDS virus testing to dis-
criminate against military personnel; and (5) in January, the Food and
Drug Administration recommended that the drug AZT become the first
commercially marketed treatment of AIDS.
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298. Morgan, W.M. and J.W. Curran, "Acquired Immunodeficiency
Syndrome: Current and Future Trends." Public Health Reports,
September-October 1986; 101 (5): 459-65.

The demographic projections that serve as the basis for the "Public
Health Service Plan for the Prevention and Control of AIDS and the
AIDS Virus" are described in detail. The empirical model projects
that 74,000 patients will be diagnosed in 1991 alone. The number of
cases has increased steadily, but the doubling times continue to
lengthen, indicating that the rate of increase is not exponential.
Ninety-four percent of the total reported adult cases can be placed in
patient groups that suggest a possible means of disease acquisition,
but the geographic distribution of diagnosed adult AIDS cases has
changed markedly from 1983 to 1986, with the proportion of cases
outside New York City and San Francisco increasing significantly. The
distribution of pediatric cases by the patient's age, race, and
geographic region has not changed significantly from 1983 to 1986.
These projections are conservative since they are based only on cases
reported to the Centers for Disease Control (CDC). A review of death
certificates over a 3-month period in four different metropolitan
areas in the United States suggested that an additional 10 percent of
diagnosed cases of AIDS are not reported to the CDC.

299. New York City Department of Health AIDS Surveillance, "The AIDS
Epidemic in New York City, 1981-1984." American journal of
Epidemiology, June 1986; 123 (6): 1013-25.

"Since the epidemic of AIDS was first recognized in 1981, New York
City has had more cases and a higher incidence than any other city in
the world. As of July 31, 1985, 4,133 cases had been reported to the
New York City Department of Health, a cumulative incidence of 59 cases
per 100,000. The incidence of disease continues to increase with each
year of the epidemic, with 28 percent more cases diagnosed and re-
ported in the first 6 months of 1985 than in a similar period of 1984
. . . Surveillance data of the New York City Department of Health
[were examined] for 3,145 AIDS cases for the period 1981-1984 . . . As
in the rest of the United States, the groups most affected include
homosexual or bisexual men who do not use intravenous (IV) drugs . . .

and male and female IV drug users . . . The percentage of cases repre-
sented by [IV] drug users in New York City is higher than in the
United States as a whole and 79 percent of all intravenous users with
AIDS have had residence in New York City. Major changes observed over
the period of 1981 to 1984 include a decrease in the proportion of
homosexual and bisexual men . . . an increase in the proportion of IV
drug users . . . and the appearance of cases in three new groups at
riJk: children of parents in risk groups, transfusion recipients, and
female sexual contacts of men in risk groups."
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300. Norman, C., "AIDS Trends: Projections from Limited Data."
Science, November 29, 1985; 230 (4929): 1018, 1020-21.

The uncertainty of AIDS statistics is discussed. This "uncertainty
stems from inevitable deficiencies in the data from which extra-
polations are being made. It also reflect lack of knowledge of how
effectively the retrovirus that is widely believed to be the prime
cause of AIDS is transmitted sexually from women to men. And it
reflects the lack of firm answers to what may be the most troubling
questions of all: What proportion of people infected with the virus
will go on to develop disease symptoms?. . . The central difficulty in
predicting the likely course of the AIDS epidemic is the long latency
period between infection and the onset of symptoms. [This long
latency period] complicates efforts to control the epidemic . . .

[and] a clearer picture of the likely spread of the disease will only
emerge by tracking the spread of the virus rather than AIDS itself . .

. Although the pattern of diagnosed cases shows little heterosexual
spread of AIDS, far less is known about the spread of the virus itself
. . . If AIDS is not spreading widely into the heterosexual community
in the United States, it will be difficult to equate this with what
appears to be happening in Africa . . . [It is suggested] that the
potential for heterosexual transmission is clear [and that the virus
has been underestimated before.]"

301. Public Health Service, "Coolfont Report: A PHS Plan for Pre-
vention and Control of AIDS and the AIDS Virus." Public Health
Reports, July-August 1986; 101 (4): 341-8.

"This document provides a framework for the steps that must be taken
in five broad areas -- pathogenesis and clinical manifestations,
therapeutics, vaccines, public health control measures, and patient
care and health care needs -- to achieve prevention and control of
AIDS. The current plan is based on estimated changes in the
demographics of AIDS through 1991. It calls for concerted action by
federal agencies, state and local health departments, professional
organizations, and volunteer groups . . . The Public Health Service
(PHS) convened a meeting at the Coolfont Conference Center in Berkeley
Springs, West Virginia, June 4-6, 1986. Eighty-five experts in
various aspects of AIDS, including clinicians, epidemiologists, public
health policy makers, and basic research scientists were invited to
review and modify the [Public Health Services' 1985 comprehensive plan
for the prevention and control of AIDS and the AIDS virus. This
document] is the result of that meeting. It represents a renewed
commitment by the PHS to prevent and control AIDS infection and its
sequelae.

302. Public Health Service, Centers for Disease Control, "Acquired
Immunodeficiency Syndrome (AIDS) Among Blacks and Hispanics -- United
States." Morbidity and Mortality Weekly Report, October 24, 1986; 35
(42): 655-66.
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"In the period June 1, 1981, to September 8, 1986, physicians and
health departments in the United States notified the Centers for
Disease Control (CDC) of 24,576 patients meeting the AIDS case
definition for national reporting. Of these, 6,192 (25 percent) were
black and 3,488 (14 percent) were Hispanic', whereas these groups
represent only 12 percent and 6 percent, respectively, of the United
States population. The proportion of cases by racial/ethnic group has
remained relatively constant over time, but the number of reported
cases of AIDS among persons of all racial and ethnic backgrounds
continues to rise . . . [It is noted that] additional health-
education/risk-reduction projects are needed to actively involve
minority communities in the accomplishment of overall community AIDS
risk-reduction activities."

303. Public Health Service, Centers for Disease Control, "Human
Immunodeficiency Virus Infection in Transfusion Recipients and Their
Family Members." Morbidity and Mortality Weekly Report, March 20,
1987; 36 (10): 137-40.

The Centers for Disease Control (CDC) have received "a report of human
immunodeficiency virus (HIV) infection among multiply transfused
leukemia patients in New York City. In addition, there have been
several reports that persons with transfusion-associated HIV infection
have transmitted the virus to their sexual partners and newborn
children. All infected transfusion recipients described in these
reports had received blood or blood components before routine
screening of donated blood for HIV antibody was begun in the spring of
1985." Mathematical projections from reported transfusion-associated
AIDS cases estimate that approximately 12,000 people now living in the
United States acquired a transfusion associated HIV infection between
1978 and 1984.

304. Public Health Service, Centers for Disease Control, "Trends in
Human Immunodeficiency Virus Infection Among Civilian Applicants for
Military Service -- United States, October 1985 -- December 1986."
Morbidity and Mortality Weekly Report, May 15, 1987; 36 (18): 273-
76.

"Since October 1985, the inited States Department of Defense has
routinely tested civilian applicants for serologic evidence of
infection with human immunodeficiency virus (HIV) as part of their
preinduction medical evaluation. Results from the first 6 months of
testing have been reported previously; results for the first 15 months
provide the opportunity to observe trends of infection in this
population. Between October 1985 and December 1986, 789,578 civilian
applicants for military service were screened. Of these, 1,186 were
confirmed as HIV-antibody positive by enzyme immunoassay and Western
blot immunoelectrophoresis. During the 15-month observation period,
the seroprevalence did not change significantly, either in the aggre-
gate or when analyzed by age, sex, race and ethnicity, or geographic
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region. However, seroprevalence among white males showed a small but
significant decline of 0.02/1,000 applicants tested per month."

305. Public Health Service, Centers for Disease Control, "Update:
Acquired Immunodeficiency Syndrome -- United States" (through December
19, 1983). Morbidity and Mortality Weekly Report, January 6, 1984; 32
(52): 688-91.

As of December 19, 1983, physicians and health departments in the
United States have reported a total of 3,000 patients who meet the
surveillance definition for AIDS. A total of 1,283 (43 percent) co
reported patients are known to have died; the proportion of patients
with Karposi's sarcoma (KS) alone who have died (23 percent) is less
than half that of other AIDS patients. Of the 3,000 patients, 90
percent have been between 20 and 49 years of age. Half of the 3,000
reported AIDS patients have been diagnosed since February 1983. Cases
have been reported from 42 states, the District of Columbia, and
Puerto Rico. Eighty-one percent of the patients were residents of New
York, California, Florida, or New Jersey at the time of the onset of
illness. Not included in the 3,000 case reports are 42 children under
the age of 5 years who meet a provisional case definition for pedi-
atric AIDS.

306. Public Health Service, Centers for Disease Control, "Update:
Acquired Immunodeficiency Syndrome -- United States" (through January
13, 1986). Morbidity and Mortality Weekly Report, January 17, 1986;
35 (2): 17-21.

Between June 1, 1981 and January 13, 1986, physician and health
departments in the United States notified the Centers for Disease
Control (CDC) of 16,458 patients 416,227 adults and 231 children)
meeting the AIDS case definition for national reporting. Of these,
8,361 (51 percent of the adults and 59 percent of the children) are
reported to have died, including 71 percent of patients diagnosed
before July 1984. The number of cases reported each 6-month period
continues to increase, although not exponentially, as evidenced by the
lengthening case-doubling times. Cases have been reported from all 50
states, the District of Columbia, and three U.S. territories.

307. Public Health Service, Centers for Disease Control, "Update:
Acquired Immunodeficiency Syndrome -- United States" (through December
8, 1986). norbidity and Mortality Weekly Report, December 12, 1986;
35 (49): 757-66.

As of December 8, 1986r physicians and health departments in the
United States had reported 28,098 patients (27,704 adults and 394
children) meeting the AIDS case definition for national reporting. Of
these patients, 15,757 (56 percent of adults and 61 percent of
children) are known to have died, including over 79 percent of those
patients diagnosed before January 1985. Since the initial reports of
AIDS in early 1981, the number of cases reported for each 6-month
period continues to increase. However, the iacreases are not
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exponential, as evidenced by the lengthening period of time required
to double the number of cases. During the past 3 months, an average
of 58 AIDS cases have been reported to CDC daily. This compares with
35 cases reported during the same period in 1985, 20 cases in 1984,
and 10 cases in 1983. Cases have been reported from all 50 states,
the District of Columbia, and four U.S. territories.

308. Public Health Service, Centers for Disease Control, "Update on
Acquired Immune Deficiency Syndrome (AIDS) -- United States" (through
September 15, 1982). Morbidit and Mortality Weekly Resort,
September 24, 1982; 31 (37): 507-14.

Between June 1, 1981 and September 15, 1982, the Centers for Disease
Control (CDC) received reports of 593 cases of AIDS. Death occurred
in 243 cases (41 percent). The incidence of AIDS by date of diagnosis
(assuming an almost constant population at risk) has roughly doubled
every half-year since the second half of 1979. An average of one to
two cases are now diagnosed every day. Although the overall case-
mortality rate for the current total of 593 is 41 percent, the rate
exceeds 60 percent for cases diagnosed over a year ago. Almost 80
percent of reported AIDS cries in the United States were concentrated
in six metropolitan areas, predominantly on the east and west coasts
of the country, and approximately 75 percent of AIDS cases occurred
among homosexual or bisexual males, among whom the reported prevalence
of intravenous orug abuse was 12 percent. The article, which includes
a working case definition of AIDS, points out that the entire range of
manifestations of the disease may not be included in the definition.

309. Rauch, K.J., G.W. Rutherford and D.F. Echenberg, "Proportion of
Cases of AIDS Diagnosed in Outpatients" (Letter). Journal of the
American Medical Association, August 15, 1986; 256 (7): 863-64.

This letter to the editor reports on the determination of the
proportion of AIDS cases initially diagnosed in outpatients. Two
hundred consecutive AIDS cases reported to the Department of Public
Health between August 5, 1985 and November 21, 1985 were reviewed.
For 58 of those (29 percent) AIDS was diagnosed in an outpatient
setting. Kaposi's sarcoma was the most common outpatient diagnosis
(60 percent) and Pneumocystis carinii pneumonia was the second most
common (33 percent). It is suggested that hospitals and municipal
health departments that depend primarily on inpatient-based
surveillance and reporting systems may need to consider modifying
their approaches to identify cases of AIDS diagnosed in outpatient
settings.

310. Selik, R.M., H.W. Haverkos and J.W. Curran, "Acquired Immune
Deficiency Syndrome (AIDS) Trends in the United States, 1978 -
1982." American Journal of Medicine, March 1984; 76: 493-500.
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This report summarizes results of surveillance for AIDS in the United
States by the Centers for Disease Control through the first quarter of
1983. Surveillance has been predominantly passive, supplemented by
active follow-up of requests to the Centers for Disease Control for
pentamidine isethionate for treatment of Pneumoc stis carinii
pneumonia. The 1,299 reported cases showed tren s of increasing
incidence among all risk groups: homosexual men (72 percent),
intravenous drug abusers (17 percent), persons of Haitian origin (5
percent), persons with hemophilia (1 percent), and others (6 per-
cent). Cases were reported among residents of 35 states and the
District of Columbia, with the majority from new York (49 percent) and
California (22 percent). Of the 6 percent of patients without well-
established risk factors for AIDS, many have suspected risk factors
(e.g., blood transfusion or a sexual partner in a high-risk group).

Additional References

311. Chase, M., "Spread of AIDS Infection in U.S. May Be Slowing,
Studies Indicate." Wall Street Journal, May 18, 1987.

312. Public Health Service, Centers for Disease Control, "AIDS weekly
surveillance report -- United States," published weekly.

313. Staff, "AIDS Cases by Date of Diagnosis and Standard
Metropolitan Statistical Area (SMSA) of Residence." AIDS Record,
December 1, 1986; 1 (1): 11.

314. Staff, "German Researchers Predict Higher AIDS Rate." AIDS
Record, December 15, 1986; 1 (2): 3.

315. Staff, "Heterosexual AIDS Doubling.' Medical World News,
November 24, 1986: 8.
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The Intergovernmental Health Policy Project (IHPP, at the George
Washington University provided the following bibliography of Stateactivities:

316. Intergovernmental Health Policy Project, "AIDS: Legislative
Interest Intensifies." State Health Notes, May 1987; 73: 1-3.

Between January 1 and April 15, 1987, more than 360 pieces of
legislation related to AIDS were introduced in states around the
country, according to a recent IHPP report. This article summarizes
those bills, which involve such subjects as procedures for blood and
organ donation, research initiatives, and the isolation and quarantineof persons with AIDS. Among the states whose legislative initiativesare described are Virginia, Utah, Colorado, Indiana, Hawaii, South
Carolina, Washington, California, New York, Rhode Island, Illinois,
New Jersey, and Connecticut.

317. Intergovernmental Health Policy Project, AIDS Related Bills
Considered in the 1986 Legislative Sessions. The George Was ington
University, Washington, D.C., January 1087.

318. Intergovernmental Health Policy Project, An Overview of SpecificState Funding for AIDS Programs and Activities. The George Washington
University, Washington, D.C., October 1986.

319. Intergovernmental Health Policy Project, A Review of State andLocal Government Initiatives Affecting AIDS. The George Washington
University, Washington, D.C., November 1985.

320. Intergovernmental Health Policy Project, A Summary of AIDS Laws
from the 1986 Legislative Sessions. The George Washington University,
Washington, D.C., January 1987.

321. Intergovernmental Health Policy Project, A Synopsis of StateAIDS Related Legislation (January - July 1987). The George Washington
University, Washington, D.C., August 1987.

322. Rowe, M.J., A Comparative Review of State-Only Expenditures forAIDS: Major Trends, Fiscal Years 1983-1988. State AIDS Policy
Information and Research Center, The Intergovernmental Health PolicyProject, George Washington University, Washington, D.C., September1987 (forthcoming).
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326. Carlson, G.A. and T.A. McClellan, "The Voluntary Acceptance of
HIV-Antibody Screening by Intravenous Drug Users." Public Health
Reports, July-August 1987; 102 (4): 391-94.

"Intravenous drrg abusers fn a methadone program in Minnesota were
offered HIV-antibody screening to determine the degree of interest in
screening and the extent of infection. Thirty-nine (85 percent) were
willing to be tested. Only seven refused. All patients were aware of
[AIDS] and their high risk of exposure to the AIDS virus through
sharing of injection paraphernalia. None reported exposure to addit-
ional risk factors, such as homosexual or bisexual activity or having
received a blood transfusion. Of the patients tested, none was posi-
tive for HIV antibodies. The high degree of patient interest in
screening was unanticipated as was the lack of positive laboratory
findings for HIV antibodies. Factors associated with acceptance of
testing included patient awareness of high seroprevalence rates, in-
difference to potential negative social consequences of positive HIV-
antibody status, and the voluntary nature of the testing. These
findings raise a cautious sense of optimism about HIV-antibody screen-
ing for similar risk groups."

327. McCombie, S.C., "The Cultural Impact of the AIDS Test: The
American Experience." Social Science and Medicine, 1986; 23 (5): 455-
59.

In March 1985, an ELISA test for serum antibodies to human T-cell
leukemia/lymphotropic virus type III (HTLV-III) was licensed for use
in screening commercial blood products. Controversy over the appro-
priate use and interpretation of this test continues, and some public
health officials in the United States have advocated different
counselling strategies for high and low risk individuals with the sametest results. The response to AIDS illustrates that contagion has a
social definition, even in the context of Western scientific medicine.

328. Meyer, K.B. and S.G. Pauker, "Screening for HIV: Can We Afford
the False Positive Rate?" New England Journal of Medicine, July 23,
1987; 317 (4): 238-41.

The results of widespread screening for the human immunodeficiency
virus (HIV) are discussed. "Plans to test low-risk populations for
HIV antibody generally ignore the possibility of false positive
results. . . . [It is suggested that] if the false positive rate is
not virtually zero, screening a population in which the prevalence of
HIV is low will unavoidably stigmatize and frighten many healthy
people. . . . [It is not known what changes screening would make in
public health and society.] Hasty and indiscriminate screening for
antibody to HIV is imprudent and potentially dangerous, whether we
suggest the tests to young women, require them of engaged couples, or
impose them on our veterans. HIV screening poses questions that are
at once scientific, political, legal, and philosophical."
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329. Stayer, S., "AMA House OKs Broad AIDS Policy: Extensive
Mandatory Tests Opposed" [Annual Meeting Actions]. American Medical
News, July 3/10, 1987: 1, 35-37.

"In a major new policy statement on AIDS, the American Medical
Association has approved a wide-ranging set of recommendations that
may set the stage for development of [a] national policy on prevention
and control of the disease. . . . Many of the report's recommendations
deal with the appropriate role of human immunodeficiency virus (HIV)

antibody testing. The AMA report endorses mandatory testing of immi-
grants and prisoners. . . .The report also backs routine voluntary
testing of surgical patients who are from areas with a high incidence

of AIDS. . . . Education was stressed. . . as being 'the major weapon'
against the spread of HIV infection. . . . Specifically, the report
emphasized the importance of one-to-one counseling. . . In its recom-
mendations on the funding needed to deal with AIDS, the AMA report
said that testing will require 'substantially more resources' than are
currently being made available."

330. Zuckerman, M.B., "AIDS: A Crisis Ignored." U.S. News and World
Report, January 12, 1987; 102 (1): 76.

This editorial questions the obligations of the crisis of AIDS:
Moral, testing, governmental, medical, and educational obligations.
The issues are explosive and controversial, and it is suggested that
the president should take the initiative and form a national
commission on AIDS. "At the heart of the . . . AIDS epidemic, there
are fundamental tensions between the rights of the individual to civil
liberty and the role of the state in assuring the public welfare."
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