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Notice to readers: This'lssue oLthe .Report initiates the following: 1) three months of data col­
'Iectedu~der the ..1993 AIDS surveillance case definition for adults and adolescents are included in 
the ;eport; 2) Table 2 uses rev'i~ed M~tropolitan\,.Statistical Area definitions issued in December 
1992; 3) s'everal tables ~frid figures have·been expanded to provide separate tabulations for adulV 
adolescent males and females and to provide additional tabulations for the most recent 12-month 
period; and 4) volume and issue numbers have been added to the title page. See technical notes 
for additional information. . 
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Table 1, AIDS cases and annual rates per 100,000 population by state, reported April 1991
ithrouglJ Mal'ch 1992, April 1992 through March 1993 ; and cumulative totals,by 

. state and' a~le ;group,' through March 19932 
; . 

Apr. 1991- Apr. 1992- Cumulative totals 
Mar. 1992 Mar. 1993 

Adults/ Children 
State of residence No. Rate No. Rate adolescents <13 years old Total 

Alabama 404 9.9 667 . 16.1 • 2,013 43 2.056 
Alaska 22 3.9 15 2.5 136 3 139 
,Arizona :312 8.3 1.080 28.2 2,704 13 2.717 
Arkansas 199 8.4 415 17.3 1,093 18 1,111 
Califomia 8,!501 28.0 12,916 41.7 53,516 335 53.851 
Colorado .. 439 13.0 1,010 29.2 3,143 19 3.162 
Connecticut :542 16.5 868 26.3 3,330 91 3,421 
Delaware 88 12.9 266 38.3 681 7 688 
District of Columbia 738 123.3 895 151.8 4,403 69 4,472 
Florida 5,590 42.1 7,655 56.2 27,692 684 28,376 
Georgia 1,470 22.2 2,277 33.6 B,261 80 8,341 
Hawaii 191 .16.8 105 9.0 967 7 974 
Idaho .. 34 3.3 62 5.8 178 2 180 
Illinois 1,681 14.6 2,392 20.5 8,970 122 9,092 
Indiana 404 7.2 531 9.4 2,010 15 2,025 
Iowa 96 3.4 204 7.3 539 5 544 
Kansas 165 6.6 306 12.2 934 5 939 
Kentucky 161 4.3 246 6.6 953 12 965 
Louisiana 882 20.7 914 21.3 4,215 61 4.276 
Maine 56 4.5 77 6.2 362 2 364 
Maryland 997 20.5 1,521 30.8 5,757 132 5,889 
Massachusetts 969 16.2 1,443 24.1 5,872 112 5,984 
Michigan 816 8.7 1,212 12.8 4,121 61 4,182 
Minnesota 197 4.4 520 11.6 1,574 12 1,586 
Mississippi 212 8.2 341 13.1 1,261 20 .1,281 
Missouri 685 13.3 1,709 32.9 4,349 31 4,380 
Montana 25 3.1 31 3.8 116 1 117 
Nebraska 63 4.0 135 8.4 394 3 397 
Nevada 247 19.2 442 32.4 1,366 13 1,379 
New Hampshire 47 ,4.3 89 8.1 337 6 343 
New Jersey ~!.318 29.9 2,910 37.4 15,759 412 16,171 
New Mexico 111 7.2 269 17.0 751 2 753 
New York ~r,731 42.8 11,032 60.9 53,962 1,192 55,154 
North Carolina 616 9.1 713 10.4 3,034 72 3,106 
North Dakola 1 0.2 4 0.6 29 29 
Ohio 663 6.1 951 8.6 4,080 61 4,141 
Oklahoma 256 8.1 593 18.5 1,573 15 1,588 
Oregon 287 9.8 629 21.0 1,978 9 1,987 
Pennsylvania 1,214 10.1 1,674 13.9 7.519 111 7,630 
Rhode Island 101 10.1 164 16.3 649 9 658 
South Carolina 374 10.5 862 23.7 2.342 32 2.374 
South Dakota 7 1.0 23 3.2 53 2 55 
Tennessee 393 7.9 681 13.5 2.229 22 2,251 
Texas 3,210 18.5 5,482 31.0 20,462 200 20,662 
Utah 146 8.2 264 14.5 752 16 768 
Vermont 17 3.0 31 5.4 127 2 129 
Virginia 627 10.0 1,201 18.8 4,009 75 4,084 
Washington 591 11.8 563 10.9 3,538 18 3,556 
West Virginia 69 3.8 47 2.6 301 4 305 
Wisconsin 207 4.2 234 4.7 1.124 11 1.135 
Wyoming 12 2.6 33 7.1 87 87 

U.S. total 45,184 17.9 68,704 26.9 275,605 4,249 279,854 

Guam 2 1.5 2 1.5 12 12 
Pacific Islands. U.S. 1 0.9 3 3 
Puerto Rico 1,414 39.8 2.447 68.2 9.081 226 9.307 
Virgin Islands, U.S. 22 21.5 42 40.8 139 5 144 

Total 46,622 18.2 71.196 27.4 284,840 4,480 289,320 

1 Includes 3 mon1hs of data collected under the 1993 AIDS surveillance case definition for adults and adolescents. 
2 During the first quarter of 1993, CDC received reports of 35,779 cases and 11,471 deaths among adults/adolescents and 219 cases and 103 deaths 
among children. 
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. 'T~bi~'''2\AIDS;.:c·ases'and annual rates, per 100~0'00, population, by metropolitan area 
with 500,000 or more population, 'repor~edAprii 1.991 through March 1992, 

.' .APr:i,t1992 through March 19931; and cumulative totals, by area and age group, 
.through March 1993 

Apr. 1991- Apr. 1992­
Mat. 1992 Mar. 1993 Cumulative totals 

Adults} Children 
Metropolitan area of tesidence2 No. Rate No. Rate adolescents <13 years old' Total 

Akron, Ohio 

Albany·Schenectady, N.Y. 

Albuquerque, N.M. 

Allentown. Pa. \ 

Ann Arbor. Mich. ' 


, Atlanta. Ga. 

Austin. Tex. 

Bakersfield. Calif. 

Baltimore, Md. 

Birmingham, Ala. 


, Boston, Mass .. 
Buffalo, N.Y. 

Charleston, S.C. 

Charlotte, N.C.· 


, 'Chicago, III. 
CinGinnati, Ohio 
Cleveland, Ohio 

'Coh.imbus, Ohio 
'Dallas, Tex. 


'Dayton, Ohio 

" Denver, Colo. 


betroit, Mich. 

EI Paso, Tex. 

Fort Lauderdale, Fla. 

Fort Worth, Tex. 

Fresno, Calif. 

Gary,lnd. 

Grand Rapids, Mich. 

Greensboro, N.C. 

Greenville, S.C. 

Harrisburg. Pa. 

Hartford, Conn. 

Honolulu, Hawaii 

Houston, Tex. 

Indianapolis. Ind. 

Jacksonville, Fla. 

Kansas City, Mo. 

Knoxville, Tenn. 

Las Vegas, Nev. 

Uttle Rock, Ark. 

Los Angeles, Calif. 

louisville, Ky. 

Memphis, Tenn. 

Miami, Fla. 

Milwaukee, Wis. 

Minneapolis-Saint Paul. Minn. 

Nashville, Tenn. 

New Haven, Conn. 

New Orleans, La. 

New York, N.Y. 3 


Bergen-Passaic. N,J. 

Jersey City, N.J. 

Middlesex. N.J. 

Monmouth-Ocean. N.J. 

Nassau-Suffolk, N. Y. 

Newark. N.J. 

New York. N. Y. (1983 MSA definition) 


Norlolk. Va. 

Oakland, Calif. 


36 

91 

69 

33 


. 38 

1,093 


225 

61 


561 

115 

854 


98 

78 


100 

1,461 


112 

206 

123 

818 


65 

368 

625 


31 

938 ) 

192 

79 

39 

50 


114 

47 

43 


163 

138 


1,183 

196 

270 

276 


35 

195 

70 


3,130 

81 


129 

1,976 


107 

169 

120 

338 

518 


8,947 

268 

434 

199 

141 

306 

956 


6.641 

133 

481 


5.4 
10.5 
11.5 

5.5 
7.6 

35.8 
25.7 
10.8 
23.2 
13.5 
15.1 
8.2 

14.9 
8.4 

19.5 
7.3 
9.3 . 
9.0 

29.9 
6.8 

22.1 
14.6 

5.1 
72.9 
13.8 
10.1 

6.4 
5.2 

10.7 
5.6 
7.2 

14.5 
16.2 
34.4 
13.9 
28.9 
17.2 

5.8 
21.1 
13.5 
34.9 

8.5 
12.6 

100.0 
7.4 
6.5 

12.0 
20.7 
40.0 
52.7 

20.9 
78.4 
19.4 
14.2 
11.7 
52.5 
77.7 

9.1 
22.8 

42 

108 

163 

58 

37 


1,547 

462 

71 


971 

207 


1.238 
72 


176 

146 


2.094 

148 

291 

197 


1,574 
84 


838 

793 

77 


906 

237 

112 

52 


101 

120 

169 

56 


342 

82 


2,019 
224 

863 

753 


39 

342 

172 


4,344 

112 

260 


1,707 

130 

459 

212 

463 

467 


12,669 

346 

344 

285 

278 

398 


1,084 
9,921 

248 

1.027 

'6.3 
12.3 

. 26.5 
9.5 
7.3 

49.2 
·51.2 

12.0 
. 39.7 

24.1 
22.0 

6.0 
32.6 
12.0 
27.6 

9.5 
13.1 
14.1 
56.2 

8.7 
48.9 
18.4 
12.2 
68.7 
,16.6. 
13.9 

8.4 
10.4 
11.1 
19.8 

9.3 
30.4 

9.5 
56.8 
15.7 
89.8 
46.4 

6.4 
34.3 
32.8 
47.8 
11.6 
25.2 
84.6 

8.9 
17.5 
20.8 
28.3 
35.8 
74.5 

27.0 
62.1 
27.6 
27.6 
15.1 
59.6 

115.9 

16.7 
48.0 

195 

506 

441 

236 

157 


6,135 

1,452 


249 

3,499 


615 

5,252 


493 

501 

582 


7,914 

646 


1,152 

862 


5,258 

403 


2,595 

2,872 


241 

4,469 

1,094 


407 

192 

290 

520 

391 

269 


1,087 

725 


8,181 

949 


1,910 

2,065 


184 

1,053 


437 

18,760 


406 

763 


8,061 

614 


1,398 

717 


1,981 

2,534 


63;021 

1.982 
2,556 
1,337 
1,108 
2,376 
6,429 

47.188 

865 

3,691 


12 , 
1 

4.;;.,:: .. ·. 
'4 


39 

13 


3 .... 
104 	 . ,,\'. 


11 

97 


5 

3 

9 


109 

9 


23 

6 


24 

8 


14 

45 


1 

103 


12 

4 

1 

2 


11 

1 

6 


18 

5 


80 

4 


'50 

7 

2 


13 

8 


140 

7 

6 


234 

7 

9 

9 


70 

34 


1,495 

50 

69 

30 

33 

60 


179 

1,071 

22 

25 


195 

518 

442 

240 

161 


. 6,174 

1,465 


252 

3,603 


626 

. 5.349 


498 

504 

591 


8,023 

655 


1,175 

868 


5.282 

411 


2.609 
2.917 

242 

4,572 

1,106 


411 

193 

292 

531 

392 

275 


1,105 

730 


8.261 
953 


1,960 

2,072 


186 

1,066 


445 

18.900 


413 

769 


8.295 

621 


1,407 

726 


2.051 
'2,568 

64.516 

2,032 
2,625 
1,367 
1.141 
2,436 
6,608 

48,259 

887 

3.716 
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Table 2. AIDS cases and .annualratesperJ 00,000, population, by metropolitanarea 
, 	 with 500,000 ormorepopulatiqri~ reported April 1991 through March 1992, 

April 1992 through Marc~ 19931; and cumulative totals, by area and age group, 
through March 1993 - Continued 

Apr. 1991- Apr. 1992­
. Mar. 1992 Mar. 1993 Cumulative totals 

Adults] Children 
Metropolitan area of residence2 No. Rate No. Rate adolescents <13 years old Total 

Oklahoma City, Okla. 103 10.6 278 28.3 745 1 746 
Omaha, Neb. 46 7.1 104 15.8 287 1 288 
Orange County, Calif. 645 26.4 429 17.3 2,438 16 2,454 
Orlando, Fla. 391 30.8 838 63.8 2,060 37 2,097 
Philadelphia, Pa. 934 18.9 1,293 26.1 5,760 77 5,837 
Phoenix, Ariz. 237 ·10.4 843 36.1 2,045 9 2,054 
Pittsburgh, Pa. 120 5.0 164 6.8 902 4 906 
Portland, Oreg. 237 15.1 566 34.8 1,716 6 1,722 
Providence, R.I. 94 10.3 154 16.8 610 8 618 
Raleigh-Durham, N.C. 140 15.9 144 15.8 684 17 701 
Richmond, Va. 136 15.4 281 31.3 832 12 844 
Riverside-San Bernardino, Calif. 385 ,14.1 794 27.8 2,268 25 2,293 
Rochester, N.Y. 92 8.6 95 8.8 557 8 565 
Sacramento, Calif. 261 :18.8 335 23.3 1,229 14 1,243 

, Saint Louis, Mo. . 
Sal\ Lake City, Utah 

371 
125 

14.8 
11.3 

791 
240 

31.4 
21.2 

2,053 
668 

-.. 21 
12 

2,074 
680 

Sar1'Antonio, Tex. 217 16.1 308 22.5 1,350 14 1,364 
San'Diego, Calif. 573 22.5 1,167 44.9 4,232 30 4,262 
,San Francisco, Calif. 1,994 122.9 3,430 209.0 15,303 26 15,329 
.San Jose, Calif. 172 11.4 284 18.8 1,199 10 1,209 
San Juan, P.R. 842 45.4 1,669 89.0 5,876 147 6,023 
Sarasota, Ra. 124 24.7 117 22.8 485 10 495 
Scranton, Pa. 23 3.6 48 7.5 167 3 170 
Seattle, Wash. . 429 20.6 433 20.4 2,673 10 2,683 
Springfield, Mass. 98 16.3 177 29.5 501 15 516 
Stockton, Calif. 49 9.9 46 9.1 231 8 239 
Syracuse, N.Y. fiT 7.6 66 8.7 352 6 358 
Tacoma, Wash. 38 6.3 38 6.1 237 8 245 
Tampa-Saint Petersburg, Fla. 517 24.6 995 46.6 3,104 50 3,154 
Toledo, Ohio 29 4.7 72 11.7 230 3 233 
Tucson, Ariz. 56 8.3 181 26.4 492 3 495 
Tulsa, Okla. 89 12.3 185 25.1 476 5 481 
Ventura, Calif. 62 9.2 101 14.7 323 1 324 
Washington, D.C. 1,352 .31.5 1.771 40.6 7,936 115 8,051 
West Palm Beach, Fla. 408 '46.0 733 80.6 2,568 98 2.666 
Wichita, Kansas 60 12.2 86 17.2 252 2 254 
Wilmington, Del. 64 12.3 193 36.3 500 6 506 
Youngstown, Ohio 17 2.8 22 3.6 130 130 

Metropolitan areas with 
500,000 or more population 39,005 24.8 59,552 37.4 242,761 3,767 246,528 

Metropolitan areas with 
50,000 to 499,999 population 4,851 10.4 7,532 15.9 27,033 447 27,480 

Non-metropolitan areas 2,558 4.9 3,915 7.4 14,079 246 14,325 

Total4 46,622 18.2 71,196 27.4 284,840 4,480 289,320 

, Includes 3 months of data collec'led under the 1993 AIDS surveillance case definition for adults an
2Based on Metropolitan Statistical Areas (MSA) revised December 1992. See technical notes. 

d adolescents. 

3The current MSA definition for New Yori< City includes several fonnel1y independent MSAs (listed in italics). Because of the epidemiologic signif· 
icance of these areas, case counts and rates will continue to be listed in this table. See technical notes. 

4 Totals include 987 persons whose area of residence is unknown, 
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Table, ~~':;iAl~,?J?~§~~J?YJlge.,group,.e:){P9sure.ca,;egory, and ~ex" reported A~ril 1991 
, "":,;;~~'rqu,~h :M~(S!1~.1~9,2;l~prjl.~,992JlJrp.~gh.lVlarch 199~~y~,",d cUl~ulatlve totals, 
:;'; ,; . '·~by!:.ag~:g~q~p 'a,n~, ~xpo~~re categ9t~,;through ~'t~rch 19~3, United Sta,tes 

Males Females T913ls 

Apr, 1991­
Mar. 1992 

Apr. 1992­
Mar. 1993 

, Apr. 1991­
Mar. 1992 

Apr. 1992­
'Mar. 1993 

Apr. 1991­
Mar. 1992 

Apr. 1992­
Mar. 1993 

Cumulative 
to13l 2 

, 
Adult/adolescent ... 
exposure category No. ('Yo) .. No. (0/0) No. (0/0) No. ('Yo) No. ('Yo) No;, ('Yo) No. (0/0) 

Men who have sex with men 
Injecting drug use 
Men who hav.e sex with men 

. and inject drugs 
Hemophilia/coagulation disorder 

. Heterosexual contact: 

24,997 (62) 
8,393 (21~
2.608 ( 7 

333 ( 1) 
1.407 ( 4) 

35.106 
12,879 
3.864 

696 
2.400 

(58) 
(21~
,( 6 

( 1) 
( 4) 

2.797 

9 
2,264 

(48) 

( 0) 
(39) 

~,359 

18 
3.672 

(44) 

( 0) 
(37) 

24.997 
11,190 

2,608 

342 
3,671 

(54) 
(24;
(6 

( 1) 
( 8) 

35.106 
17,238 
3,864 

714 
6,072 

(50) 
(24~
( 5 

( 1) 
( 9) 

160.345 
65,778 
18,041 

2,519 
19,178 

(56) 
(23) 
(6) 

( 1) 
( 7) 

Sex with injecting drug user '.,,' 
Sex with bisexual male ' 
Sex with person !l',(ith hemophiUa 
Bom in Pattern-If' counfTy ". 
Sex with person born 

611 

5 
318 
20 

911 

4 
409 
28 

1,335 
156 
19 

176 
.23 

' 1,793
' 265 

39 
222 

19 

1,946 
156 
24 

494 
43 

2,704 
265 

43 
631 

47 

'9,676 
980 
154 

3,251 
234 

'.! 

in Pattern-/J counfTy 
Sex with transfusion rscipisnt 

with HIV infection 
29 35 54 68 83 103 370 

Sex with HIV-infected person, 424 1,013 501 1,266 925 2,279 4,513 
risk notspecifisd 

Receipt of blood transfusion. 
blood components. or Jissue4 

Other/risk not identified" 

428 

1.898 

(1) 

( 5) 

550 

5,071 

( 1) 

( 8) 

263 

488 

( 5) 

( 8) 

359 

1,450 

( 4) 

(15) 

691 

2.386 

( 2) 

( 5) 

909 

6,521 

( 1) 

( 9) 

5,384 

13,595 

( 2) 

( 5) 

Adult/adoleScent subtotal 40,064 (100)60,566 (100) 5,821 (100) 9,858 (100) 45.885 (100) 70.424 (100) 284,840 (100) 

Pediatric «13 years old) 
exposure category 

Hemophilia/coagulation disorder 
Mother withfat risk for HIV infection: 

26 ( 6) 
352 (87) 

16 ( 4) 
322 (88) 307 (92) 

2 ( 0) 
385 (94) 

26 ( 4) 
659 (89) 

18 ( 2) 
707 (92) 

194 
3.887 

( 4) 
(87) 

Injecting drug use 
Sex with injecting drug ussr 

, Ssx with bIsexual mals 
.Ssx with person with hsmophiUs 
Bom in Psttsrn-II counfTy 
Ssx with psrson born 

in Pattsm-II counfTy 
Sex with transfusion racipient 

. with HIV infection 
Ssx with HIV·infectsd person, 

risk not specified 
R8Csipt of blood transfusion, 

.blood componsnts, or /issue 
Has HIV infection. 

144 
6() 

9 
5 

22 
1 

34 

11 

65 

107 
52 

3 
1 

21 
3 

25 

16 

93 

133 
56 
5 

15 
1 

2 

17 

6 

72 

134 
61 
8 
3 

15 
3 

2 

52 

10 

97 

277 
116 

14 
5 

37 
2 

3 

51 

17 

137 

241 
113 
11 
4 

36 
6 

3 

77 

26 

190 

1,768 
761 
83 
20 

293 
20· 

. 18 

234 

90 

600 
risk not specifisd 

Receipt of blood transfusion, 
blood components. or tissue 

Risk not identified 

22 

3 

( 5) 

( 1) 

13 

13 

( 4) 

( 4) 

15 

12 

( 4) 

( 4) 

7 

14 

( 2) 

( 3)' 

37 

15 

( 5) 

( 2) 

20 

27 

( 3) 

( 3) 

315 

84 

( 7) 

( 2) 

Pediatric subtotal 403 (100) .364 (100) 334 (100) 408 (100) 737 (100) 772 (100) 4,480 (100) 

Total 40,467 60,930 6,155 10,266 46,622 71,196 289,320 

llndudes 3 months of data collected under the 1993 AIDS surveillance case definition for adults and adolescents. 
2tndudes 6 persons known to be infected with human immunodeficiency virus type 2 (HIV·2). Soo JAMA 1992;267:2nS·9. 
3See technical notes. 
4Twenty adults/adolescents and 2 children developed AIDS after receiving blood screened negative for HIV antibody. Five additional adults develooed AIDS 
after receiving tissue or organs from HIV-infected donors. Two 01 the 5 received tissues or organs from a donor who was negative.for HIV antibom .. I the bme 
of donation. See N Engl J Msd 1992;326.726-32. 

S"Other" refers to 8 health-care workers who developed AIDS after occupational exposure to HIV infected blood, as documented by evidence of seroconversion; 
to 2 patients who developed AIDS after exposure to HIV within the health-care setting. as documented by laboratory studies: to 1 person who acqUired HIV 
infection perinatally and was diagnosed with AIDS after age 13; and to 1 person with intentional self-inoCUlation of blood from an HIV·infected person, "Risk nOI 
identified" refers to persons whose mode 01 exposure to HIV is unknown. This inCludes persons under investigation: persons who died, were 10SI to follow-up, 
or dedined interview; and persons whose mode of exposure to HIV remains unidentified alter investigation. See Figure 6. 
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Table 4. Male adult/adolescent AIDS cases by exposure category and race/ethnicity, reported 
. . April 1992 through March 19931, and cumulative totals, through March 1993, United 

States 

White, not Hispanic Black, not Hispanic Hispanic 

Apr. 1992­
Mar. 1993 

Cumulative 
total 

Apr. 1992­
Mar. 1993 

Cumulative 
total 

Apr. 1992· 
Mar. 1993 

Cumulative 
total 

Exposure category No. (%) No. (%) No. (%) No. ("!o) No. (%) No. ('Yo) 

Men who have sex with men 23.211 (74) 110.868 (79) 7.084 (38) 29.108 ( 42) 4.341 (43) 18.438 (46) 
Injecting drug use 2.855 ( 9) 10.319 (7) 6.319 (34) 24.231 (35) 3.638 (36) 15.200 (38) 
Men who have sex with men 2.204 (7) 10.339 ( 7) 1.083 ( 6) 4.986 ( 7) 534 ( 5) 2.582 ( 6) 
and in ject drugs 

Hemophilia/coagulation disorder 560 ( 2) 2,018 ( 1) 79 ( 0) 207 ( 0) 45 ( 0) 190 ( 0) 
Heterosexual contact: 411 ( 1) 1.326 ( 1) 1.529 ( 8) 5.125 ( 7) 447 (4) . 1,056 ( 3) 

Sex with injecting drug user 155 686 583 1.772 172 511 
Sex with person with hemophilia 1 8 1 3 1 3 
Born in Pattern·IF countlY . 7 406 2,247 11 
Sex with person born 7 49 18 67 3 11 

in Pattern·1I countlY 
Sex with transfusion recipient 11 58 14 35 8 29 

with HIV infection 
Sex with HIV-infected person, 237 518 507 1,001 263 491 

risk not specified 

Receipt of blood transfusion. 356 ( 1) 2,331 ( 2) 113 ( 1) 535 ( 1) 72 ( 1) 341 ( 1) 
blood components, or tissue 

Risk not identified3 1.750 ( 6) 3.881 ( 3) 2.212 (12) 4,314 ( 6) 1.011 (10) 2.329 ( 6) 

Total 31,347 (100) 141,082 (100) 18,419 (100) 68,506 (100) 10.088 (100) 40,136 (100) 

Exposure category 

AsianiPaclflc Islander 

Apr. 1992­ Cumulative 
Mar. 19113 total 

No. ('Yo) No. (%) 

American Indian/Alaska Native 

Apr. 19112­ Cumulative 
Mar. 19113 total 

No. (0/0) No. (0/0) 

Cumulative totala4 

Apr. 1992­ Cumulative 
Mar. 1993 total 

No. (%) No. (%) 

Men who have sex with men 264 (71 ) 1,292 (79) 113 (67) 310 (65) 35,106 (58) 160.345 (64) 
Injecting drug use 15 ( 4) 58 ( 4) 14 ( 8) 51 (11 ) 12.879 (21) 49.962 (20) 
Men who have sex with men 11 ( 3) 41 ( 3) 27 (16) n (16) 3,864 ( 6) 18.041 ( 7) 
and inject drugs 

Hemophilia/coagulation disorder 9 ( 2) 28 ( 2) 3 ( 2) 11 ( 2) 696 (1) 2.460 ( 1) 
Heterosexual contact; 9 ( 2) 20 ( 1) 1 ( 1) 5 ( 1) 2,400 ( 4) 7.540 ( 3) 

Sex with injecting drug user 7 4 911 2.980 
Sex with person with hemophilia 4 15 
Born in Pattem·1I countlY 3 409 2.274 
Sex with person born 1 28 128 

in Pattem·1I countlY 
Sex with transfusion recipient 2 2 35 125 

with HIV infection 
Sex with HIV·infected person, 5 7 1.013 2.018 

risk not specified 

Receipt of blood transfusion. 8 ( 2) 64 ( 4) ( 1) 3 ( 1) 550 ( 1) 3.280 ( 1) 
blood components. or tissue 

Risk not identified 58 (16) 126 ( 8) 10 ( 6) 19 ( 4) 5.071 ( 8) 10.735 ( 4) 

Total 374 (100) 1,629 (100) 169 (100) 476 (100) 60,566 (100) 252.363 (100) 

1 Includes 3 months 01 data collecleej under the 1993 AIDS surveillance case definition for adults and adolescents. 

2See technical notes. 

3"Risk not identified" refers to persons whose mode of exposure to HIV is unknown. This includas persons under investigation: persons who died, were lost to 

follow·uP. or declined interview: and persons whose mode of exposure to HIV remains unidentified after investigation. See Figure 6. 


4 Includes 534 men whose race/ethniclty IS unknown. 
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;' :::, , Table ~.:: Female ad uItlad.olesce,nt~AI.DS.,.~.ases by. exposure ·category and racelethn icity I 

;;":;;' ::,.: ;", '; ~- repo·rted:~Aprih1992.through,March::19931, and cumulative totals, through 
March 1993, United States 

White, not Hispanic Black, not Hispanic Hispanic 

, 'Apr. 1992- ".. .' Cumulative Apr. 1992­ Cumulative Apr. 1992­ Cumulative 
Mar. 1993 total Mar. 1993 total Mar. 1993 total 

, Exposure category ,No. ('Yo) No. ' ('Yo) No. ("10) No. ('Yo) No. ('Yo) No. ('Yo) 

Injecting drug use 1,047 (43) 3,481 (42) 2,459 (46) , ,,9,097 (53) 818 (41) 3,136 (47) 
Herriophilia/coagulation disorder 9 (0) 39 (0) 6 (0) 14 ( 0) 2 ,(0) 5 ( 0) 
Heterosexual contact: 859 (35) 2,748 (33) 1,959 (37) 6,147 (36) 813 (41) 2,634 (40) 

. :: 

Sex with injecting drug user 
Sex with bisexual male 

378 
121 

1,342 
495 

892 
94 

,3,366 
337 

509, 1,938 
39 121 

Sex with person with hemophilia 28 112 8 18 3 7 
Born in Pattern-1/2 country 2 218 965 3 8 
Sex with person born in 12 18 91 3 

Pattern-II country 
Sex with transfusion recipient 44 155 14 45 8 40 

with HIV infection 
Sex with HIV-infected person, 287 630 715 1,325 251 517 

risk not specified 

Receipt of blood transfusion, 177 ( 7) 1,282 (16) 104 ( 2) 465 ( 3) 65 ( 3) 297 ( 4) 
blood components, or tissue 

Risk not identifiect3 331 (14) 708 ( 9) 821 (15) , 1,562 ( 9) 277 (14) 545 ( 8) 

Total 2,423 (100) 8,258 (100) 5,349 (100) 17,285 (100) 1,975 (100) 6,617 (100) 

Exposure category 

AslanlPaclHc Islander 

Apr. 1992­ Cumulative 
Mar. 1993 total 

No. ('Yo) No. ("10) 

American Indian/Alaska Native 

Apr. 1992­
Mar. 1993 

No. ("!o) 

Cumultalve 
total 

No. ("!o) 

Cumulative totals4 

Apr. 1992­ Cumulative 
Mar. 19113 total 

No. ("10) No. ("10) 

Injecting drug use 8 (13) 26 (15) 14 (SO) 43 (55) 4,359 (44) 15,816 (49) 
Hemophilia/coagulation disorder 1 ( 2) 1 ( 1) 18 ( 0) 59 (0) 
Heterosexual contact: 31 (49) 68 (39) 8 (29) 20 (26) 3.672 (37) 11,638 (36) 

Sex with injecting drug user 8 21 6 15 1,793 6,696 
Sex with bisexual male 9 21 1 3 265 980 
Sex with person with hemophilia 
Born in Pattern-JI country 

2 
1 

39 
222 

139 
977 

Sex with person born in 19 106 
Pattern-II country 

Sex with transfusion recipient 2 4 68 245 
with HIV infection 

Sex with HIV-infected person, 11 19 2 1,266 2.495 
risk not specified 

Receipt of blood transfusion, 10 (16) 49 (28) 3 (11) 8 (10) 359 ( 4) 2.104 ( 6) 
blood components, or tissue 

Risk not identified 13 (21) 31 (18) 3 (11) 7 (9) 1,450 (15) 2.860 (9) 

Total 63 (100) 175 (100) 28 (100) 78 (100) 9,858 (100) 32,477 (100) 

'Indudes 3 months of data collected under the 1993 AI DS surveillance case definition for adults and adolescents. 

2See technical notes. 

3"Risk not identified" refers to persons whose mode 01 exposure to HIV is unknown. This includes persons under investigation; persons who died. were lost to 

follow-up, or declined interview; and persons whose mode 01 exposure to HIV remains unidentified after investigation. See Figure 6. 

41ndudes 64 women whose racele,thnicity is unknown, 
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Table 6. Pediatric AIDS cases by exposure category and race/ethnicity, reported April 1992 
through Mal'cl:t 1993, and cumulative totals, through March 1993, United States 

.'. White, not Hispanic . Black, ncit Hispanic Hispanic 

Apr: 1992­
Mar. 1993 

Cumulative 
total 

Apr. 1992­
Mar. 1993 

Cumulative 
total 

Apr. 1992­
Mar. 1993 

Cumulative 
total 

Exposure category No. ("!o) No. ("!o) No. ("!o) No. ("!o) No. ("!o) No. ("!o) 

Hemophilia/coagulation disorder 
Mother with/at r,isk for HIV infection: 

9 ( 7) 
100 (83) 

131 
598 

(14) 
(66) 

3 
442 

( 1) 
(95) 

26 
2,300 

( 1) 
(94) 

5 (3) 
155 (90) 

33 ( 3) 
957 (88) 

Injecting drug use 
Sex with iniecting drug user 
Sex with b,sexual male 
Sex with person ~ith hemophilia 
Bom in Pattern-II country 
Sex with person born in 

Pattern-II country .. 
Sex with transfusion recipient 

with HIV intection 
Sex with HIV-infected.person. 

risk not specified 
Receipt of blood transfusion, 

blood components. or tissue 
Has HIV intection, risk not specified 

32 
13 
10 
2 

9 

5 

28 

269 ' 
111 
37 
12 
3 

6 

41 

26 

93 

148 
58 

1 
1 

36 
6 

50 

11 

131 

1,044 
348 

28 
5 

288 
18 

4 

127 

40 

398 

55 
40 

2 

18 

10 

29 

443 
295 

17 
3 
2 
1 

8 

62 

24 

102 

Receipt of blood transfusion, 
blood compollents, or tissue 

Risk not identified" 

6 

6 

( 5) 

( 5) 

162 

16 

(18) 

( 2) 

5 

17 

( 1) 

. ( 4) 

70 

51 

( 3) 

( 2) 

8 

4 

( 5) 

( 2) 

75 

17 

( 7) 

( 2) 

Total 121 (100) 907 (100) 467 (100) 2.447 (100) 172 (100) 1,082 (100) 

AalanlPaclfic Islander American Indian/Alaska Native Cumulative totals3 

Apr. 1992­
Mar. 1993 

Cumulative 
total 

Apr. 1992­
Mar. 1993 

Cumulative 
total 

Apr. 1992· 
Mar. 1993 

Cumulative 
total 

Exposuro category No. (%) No. (%) No. ('Yo) No. (%) No. (%) No. (%) 

Hemophilia/coagulation disorder 
Mother with/at risk for HIV infection: 1 (100) 

3 
9 

~16)
47) 

1 
4 

(20) 
(80) 

1 
14 

(7) 
(93) 

18 
707 

( 2) 
(92) 

194 
3,887 

( 4) 
(87) 

Injecting drug use 
Sex with iniecting drug user 
Sex with bIsexual male 
Sex with person with hemophilia 
Bom in Pattern-II country 
Sex with person born in 

Pattern-II country 
Sex with transfusion recipient 

3 
2 
1 

1 
2 

5 
3 

241 
113 

11 
4 

36 
6 

3 

1,768 
761 
83 
20 

293 
20 

18' 
with HIV infection 

Sex with HN-inf6cted person, 
risk not specified 

Receipt of blood transfusion, 
blood components, or tissue 

Has HIV infection, risk not specifiod 2 

2 

4 

II 

26 

190 

. 234 

90 . 
." 

600 

Receipt of blood transfusion, 
blood components, or tissue 

Risk not identified 

7 (37) 20 

27 

( 3) 

( 3) 

315 

84 

( 7) 

( 2) 

Total 1 POOl 19 (100) 5 (100) 15 (100) 772 (100) 4,480 (100) 

1 See technical notes. 
2"Risk not identified" reters to persons whose mode of exposure to HIV is unknown. This includes persons under investigation: persons who died, were Jostlo 

lonow-up.or declined interview: and persons whose mode 01 exposure to HIV remains unidentified after investigation. See Figure 6. 
31ncludes 10 children whose race/ethnicity is unl<J1own. 
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Table 7. 	AIDS cases in adolescents and adult~. under age 25. by sex and exposure category. 
reported AprU 1'991 thr()~gh March 1992. Apri11~92 through March 19931, and 
cumulative totals through March 1993, United States 

13-19 years old 	 20-24 years old 

Apr. 199', ­
Mar. 1992 

Apr. 1992­
Mar.lg93 

Cumulative 
total 

Apr. 1991­
Mar. 1992 

Apr. 1992­
Mar. 1993 

Cumulative 
total 

Male exposure category No. (%) No. . (%) No. (%) No. (%) No.. (%) No. (%) 

Men who have sex with men 30 (29) 67 (29) 273 (33) 687 (60) 1,092 (61) 5,745 (65) 
Injecting drug use 5 ( 5) 11 ( 5) 55 ( 7) 171 (15) 191 (11 ) 1,077 (12) 
Men who have sex with men 4 ( 4) 6 ( 3) 40 ( 5) 120 (10) 138 ( 8) 920 (10) 
and inject drugs 

Hemophilia/coagulation disorder 48 (47) 112 (48) 359 (43) 43 ( 4) 103 ( 6) 321 (4) 
Heterosexual contact: 2 ( 2) 12 ( 5) 25 ( 3) 51 ( 4) 83 ( 5) 304 ( 3) 

, , 

Sex with injecting drug user 5 9 25 28 115 
Sex with person with hemophilia 1 1 1 
Bom in Paltern-I,z country 1 8 7 12 89 
Sex with person born in 1 ' 1 1 

Pattern-II country 
Sex with transfusion recipient 2 6 

with HIV infection 
Sex with HN-infected person, 5 6 17 41 92 

risk not specified 

Receipt of blood transfusion, 5 ( 5) .. 5 ( 2) 32 ( 4) 10 ( 1) 11 ( 1) 75 ( 1) 
blood components, or tissue 

Risk not idenliliectl 8 ( 8) 19 ( 8) 44 ( 5) 61 ( 5) 168 ( 9) 382 ( 4) 

Male subtotal 	 102 (100) 232 (100) 828 (100) 1,143 (100) 1,786 (100) 8,824 (100) 

Female exposure category 

Injecting drug use 13 (27) 13 (11) n (23) 115 (33) 184 (29) 765 (36) 
Hemophilia/coagulatlon disorder 1 ( 2) 4 ( 1) 4 ( 1) 8 (0) 
Heterosexual contact: 24 (50) 68 (59) 170 (50) 186 (53) 310 (48) 1,037 (49) 

Sex with injecting drug user 15 29 101 112 160 612 
Sex with bisexual male 1 4 8 15 15 86 
Sex with person with hemophilia 2 2 6 1 5 22 
Born in Pattern-II country 1 3 9 8 6 58 
Sex with person born in 1 1 2 1 10 

Pattern-II country 
Sex with transfusion recipient 5 

with HIV infection 
Sex with HIV-infected person, 4 29 43 49 124 244 

risk not specified 

Receipt of blood transfusion, ( 2) 5 ( 4) 30 ( 9) 11 ( 3) 15 ( 2) 71 (3) 
blood components, or tissue 

Risk not identified 9 (19) 30 (26) 58 (17) 38 (11) 129 .(20) 244 (11 ) 

Female subtotal 48 (100) 116 (100) 339 (100) 350 (100) 642 (100) 2.125 (100) 

Total 150 348 1,167 1,493 2.428 10,949 

, Indudes 3 months of data collecl
2See technical notes. 

ed under Ihe 1993 AIDS surveillance case definition for adults and adolescents, 

3"Risk not identified" refers 10 persons whose mode of exposure to HIV is unknown. This inCludes persons under investigabon; persons who died, were lost 10 
follOW-Up, or declined interview; and persons whose mode of exposure to HIV remains unidentified alter investigation. See Figure 6. 
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Table 8 AIDS 'cases by sex, age at diagnosis, an'dracelE~thnicity, reported through March 
. 19931, United States . '" .' 

White, not Black, not AsianlPacific American Indian! 
Males . Hispanic' Hispanic. Hispanic Islander Alaska Native Total 2 

Age at diagnosis (years) hlo. ' . (%) No. (%) No. (%) . No. ("!o) No. ("!o) No. (%) 

Under 5 304 ( 0) 1.063 ( 2) 443 ( 1) 7 ( 0) B ( 2) 1.828 ( 1) 
5-12 228 ( 0) 168 ( 0) 132 ( 0) 6 ( 0) 1 ( 0) 535 ( 0) 

13-19 393 ( 0) 261 ( 0) 157 ( 0) 8 ( 0) 9 ( 2) 828 ( 0) 
20-24 4.222 ( 3) 2.817 ( 4) 1.693 ( 4) 57 ( 3) 21 ( 4) 8,824 ( 3) 
25-29 20.725 (15) 10.323 (15) 6.618 (16) 222 (14) 92 (19) 38.057 (15) 
30-34 3<~.997 (23) 16.222 (23) 10,009 (25) 334 (20) 132 (27) 59.804 (23) 
35-39 31,424 (22) 16.219 (23) 9,022 (22) 359 (22) 98 (20) 57.256 (22) 
40-44 2~~,304 (16) 10,629 (15) 5.917 (15) 279 (17) 61 (13) 39.282 (15) 
45-49 1:;1,155 ( 9) 5.540 ( 8) 3.136 ( 8) 180 (11 ) 31 ( 6) 22.090 ( 9) 
50-54 i',130 ( 5) 3,083 ( 4) 1.723 ( 4) 88 ( 5) 13 ( 3) 12,065 ( 5) 
55-59 ~>.147 ( 3) 1,754 ( 3) 1.008 ( 2) 51 ( 3) 10 ( 2) 6,992 ( 3) 
6<H>4 ~~,487 ( 2) 949 ( 1) 499 ( 1) 16 ( 1) 7 ( 1) 3~963 ( 2) 
65 or older 2.098 ( 1) 709 ( 1) 354 ( 1) 35 ( 2) 2 ( 0) 3.202 ( 1) 

Male subiotal 141,614 (100) 69,737 (100) 40.711 (100) . 1,642 (100) 485 (100) 254.726 (100) 


Females 


Age at diagnosis (years) 


Under 5 302 ( 3) 1,050 ( 6) 413 ( 6) 6 ( 7) l,n7 ( 5) 
5-12 . 73 ( 1) 166 ( 1) 94 ( 1) 6 ( 3) 340 ( 1) 

13-19 
2()"24 
25-29 

84 
542 

1,532 

( 1) 
( 6) 

(18) 

200 
1,085 
3.145 

( 1) 
( 6) 

(17) 

52 
4n 

1,396 

( 1)
(n 
(20) 

1 
7 

18 

( 1) 
( 4) 

(10) 

1 
7 

15 

( 1) 
( 8) 
(18) 

339 
2,125 
6,114 

( 1) 
( 6) 

(18) 
30-34 1,925 (22) 4.549 (25) 1,717 (24) 34 (19) 24 (29) 8.264 (24) 
35-39 1,467 (17) 3,993 (22) 1.358 (19) 28 (15) 11 (13) 6.873 (20) 
4()"44 853 (10) 2,148 (12) 783 (11) 34 (19) 10 (12) 3.835 (11 ) 
45-49 448 ( 5) 898 ( 5) 353 ( 5) 16 ( 9) 5 ( 6) 1.726 ( 5) 
50-54 295 ( 3) 554 ( 3) 214 (3) . 9 ( 5) 1 ( 1) 1,074 ( 3) 
55-59 295 ( 3) 312 ( 2) 124 ( 2) 7 ( 4) 1 ( 1), 741 ( 2) 
60-64 228 ( 3) 199 ( 1) 69 ( 1) 10 ( 6) 2 ( 2) 508 ( 1) 
65 or older 589 ( 7) 202 ( 1) 74 ( 1) 11 ( 6) 1 ( 1) 878 (3) 

Female subtotal 11.633 (100) 18,501 (100) 7.124 (100) 181 (100) 84 (100) 34,594 (100) 

Total 150,247 88,238 47,835 1,823 569 289,320 

'Indudes 3 months of data collected under the 1993 AIDS surveillance case definition for adults and adolescents. 
21ndudes 537 males and 71 females whose racefethnicity is unknown. 
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,M:'I·il:avl?I!3;.,~~.\A~ps,~~ses~2ca~e~t~~~HtY'P~t~~,~,:.ar.ld deaths, by half-year and age group, through 
, ':-March 1993, United States ", ,"--" " " 

.,:.,1, ' , "Adults/adolescents Chiidren <13 old 
,', 

, Cases diagr(o.sed~ ,C~se-fatality , Deaths occurring Cases diagnosed Case-fatality Deaths occurring 
.- Half-year during interval -, rate 'during Interval during Interval rate during interval 

Before 1981 84 84.5 31 7 71.4 

1981 Jan. - June 
July - Dec., 

97 
206 ~ : 

89.7 
90.3 

39 
88 

11 
5 

81.8 
100.0 

2 
7 

1982 Jan: - June 
; ... ! ',' July - Dec., 

" 
);'H:}:~ 

1983'Jan. - Jun'e 
,J~ly- Dec. 

406 
700 

1,289 
1,654 

92.1 
91.0 

93.8 
93.2 

154 
289 

524 
938 

13 
15 

33 
42 

84.6 
80.0 

100.0 
90.5 

8 
5 

13 
,16 

1984 Jan. - June 
"July - Dec. 

.,2,576 
3,392 

92.7 
92.9 

1,407 
1,974 

52 
59 

84·6 
83.1 

26 
22 

1985 Jan. - June 
July- Dec. 

4,922 
6,343 

92.3 
91.4 

2,827 
3,891 

98 
129 

76.5 
82.2 

44 
70 

,,1'986 Jan. - June 
July - Dec. 

8,359 
9,968 

90.2 
88.2 

5,102 
6,560 

135 
188 

83.0 
70.7 

64 
92 

1987-Jan. - June 
, July- Dec. 

12,990 
14,397 

88.5 
85.3 

7,599 
7,985 

222 
257 

70.7 
66.1 

118 
168 

1988 Jan. - June 
July - Dec. 

16,604 
17,124 

82.8 
82.0 

9,370 
10,709 

256 
339 

64.1 
58.7 

134 
173 

1989 Jan. - June 
July - Dec. 

19,585 
19,707 

77.5 
75.0 

12,492 
14.383 

339 
335 

58.7 
53.1 

170 
185 

1990 Jan. - June 
July - Dec. 

21,392 
20,846 

68.2 
62.4 

14,072 
14,940 

349 
371 

47.9 
38.8 

192 
190 

1991 Jan. - June 
July - Dec. 

23,690 
24,610 

53.3 
42.5 

15,497 
16,818 

338 
287 

38.5 
27.2 

158 
185 

1992 Jan. - June 
July- Dec. 

26,228 
22,768 

28.9 
15.4 

16,345 
13,125 

342 
228 

27.2 
19.3 

160 
133 

1993 Jan. - Mar. 4,903 6.2 2,509 30 10.0 18 

Total3 284,840 63.2 179,917 4,480 52.6 2,358 

ICase-fatality rates are calculated for each half-year by date of diagnosis. Each 6-month case-fatality rate is the number of deaths ever reported 
among cases diagnosed in that period (regardless of the year of death), divided by the number of total cases diagnosed in that period, multiplied by 
100. For example, during the interval January through June 1982. AIDS was diagnosed in 406 adults/adolescents, Through March 1993. 374 of 
these 406 were reported as dead. Therefore, the case fatality rate is 92.1 (374 divided by 406, multiplied by 100). The case-fatality rates shown here 
may be underestimates because reporting of deaths is incomplete. Reported deaths are not necessarily caused by HIV-related disease. 

210cludes 3 months of data collected under the 1993 AIDS surveillance casedefintions for adults and adolescents. 
3Death totals include 249 adults/adolescents and 4 children known to have died, but whose dates of death are unknown. 
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Table 10. 'AIDS cases. by year cif diagnosis and definition categor·Y~~!diagn6sed,through· : -.., 
. March 1993', United States . ,';" -:::Yit.:\: ,;' ";".~ 

Period of diagnosis 

Before 
Mar. 1989 

Apr. 1989­
Mar. 1990 

Apr. 1990­
Mar. 1991 

Apr. 1991­
Mar. 1992 

Apr. 1992­
Mar. 1993 

Cumulative 
total 

Definition category Nro.' (%) No. (%) No. (%) No. (%) No. (%) No. (%) 

Pre-1987 definition 91,625 (81) 27,899 (68) 27,561 (63) 27,953 (55) 17,188 (42) 192,226 (66) 

1.987 definition 20,524 (18) 12,521 (30) 14,334 (33) 16,552 (33) 11,581 (28) 75,512 (26) 

1993 definition:2 528 ( 0) 820 ( 2) 2,042 ( 5) 6,210 (12) 11,982 (29) 21,582 ( 7) 

Severe HIV-related 
immunosuppression3 

381 671 1,668 5,470 11,094 19,284 

Pulmonary tuberculosis 136 137 354 686 708 2,021 

Recurrent pneumonia 9 12 18 49 157 245 
Invasive cervical cancer 4 3 8 25 41 

Total l1~!.G77 (100) 41,240 (100) 43,937 (100) 50,715 (100) 40,751 (100) 289,320 (100) 

• 1includes 3 months of data coliectEld under tha 1993 AIDS surveillance case definition for adults and adolescents. 
2PerSons who meet only the 1993 AIDS case definition and whose date of diagnosis is before January 1993 were diagnosed retrospectively. The sum 
of diagnoses listed for the four conditions under the 1993 definition do not equal the 1993 definition total because some persons have more than one 
diagnosis from the added conditicms of pulmonary tuberculosis, recurrent pneumonia, and invasive cervical cancer. 

3Defined as CD4+ T-Iymphocyte count of less than 200 celiS/ill or a CD4+ percentage less than 14 in persons with laboratory confirmation of HIV 
infection. 

Table 11. Health-carE! workers with documented and possible occupationally acquired AIDSI 
HIV infection, by occupation, reported through March 1993, United States 1 

Documented Possible 
occupational transmlsslon2 occupational transmlsslon3 

Occupation No. No. 

Dental worker, including dentist 6 
Embalmer/morgue technician 3 
Emergency medical technician/paramedic 7 
Health aide/attendant 7 
Housekeeper/maintenance worio,er 5 
Laboratory technician, clinical 14 12 
Laboratory technician, nonclinical 1 1 
Nurse 12 17 
Physician, nonsurgical 4 8 
Physician, surgical 2 
Respiratory therapist 1 
Surgical technician 1 
Technician/therapist, other than those listed above 3 
Other health-care occupations 2 

Total 36 75 

1Health-care workers are defined as those persons, including students and trainees, who have worked in a health-care, clinical, or HIV laboratory set· 
ting at any time since 1978, Se(1 MMWR 1992;41 :823-5. 

2Health-care workers who had documented HIV seroconversion after occupational exposure: 31 had percutaneous exposure, 4 had mucocutaneous 
exposure, 1 had both percutaneous and mucocutaneous exposures. Thirty-three exposures were to blood from an HIV-infected person, 1 to visibly 
bloody fluid, 1 to an unspecified fluid, and 1 to concentrated virus in a laboratory. Eight of these health-care workers have developed AIDS. 

3These health-care workers have been investigated and are without identifiable behavioral or transfusion risks; each reported percutaneous or muco· 
cutaneous occupational exposul'es to blood or body fluids. or laboratory solutions containing HIV, but HIV seroconversion specifically resulting from 
an occupational exposure was not documented. 
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Table,:!1'2~'"fAdult/aq.9lesc~nJ'AIOS ,cases:by siogle5a n~f. multiple~xposure.cat~gories, reported 
- through March 1993, United States '. , ::;,< .':'::, ':..' -"",' '. 

AIDS cases 

Exposure category , No, (%) 

.Single mode of exposure' 
Men~ho hav.e sex with men 
Injecting drug use 
Hamophilia/coagulati?1) disorder 
Heterosexual contact 
Receipt of transfusion 1 

Receipt of transpl~:IOt'of tissues/orgi:l.ns2 

Other 

Single mode of exposure subtotal 

Multiple modes of exposure 

Men who have sex with men; injecting,drug use 

Men who have sex with men; hemophili'a/coagulation-disorder 

Men who have sex with men; heterosexual contact 

Men who have sex with men; receipt of transfusionltransplant 


'Injecting drug use; hemophilia/coagulation disorder 
Injecting-drug use; heterosexual contact 
Injecting drug use;receipt of transfusion/transplant 
Hemophilia/coagulation disorder; heterosexual contact 
Hemophilia/coagulation disorder; receipt of transfusion/transplant 
Heterosexual contact;receipt of transfusion/transplant 
Men who have sex with men; injecting drug use; hemophilia/coagulation disorder 
Men who have sex with men; injecting drug use; heterosexual contact 
Men who have sex with men; injecting drug use; receipt of transfusion/transplant 
Men who have sex with men; hemophilia/coagulation disorder; heterosexual contact 
Men who have sex with men; hemophilia/coagulation disorder; receipt of transfusionitransplant 
Men who have 'sex with men; heterosexual contact; receipt of transfusion/transplant 
Injecting drug use; hemophilia/coagulation disorder; heterosexual contact 
Injecting drug use; hemophilia/coagulation disorder; receipt of transfusionitransplant 
Injecting drug use; heterosexual contact; receipt of transfusionitransplant 
Hemophilia/coagulation disorder; heterosexual contact; receipt of transfusionitransplant 
Men who have sex with men; injecting drug use; hemophilia/coagulation disorder; 


heterosexual contact 

Men who have sex with men; injecting drug use; hemophilia/coagulation disorder; 


receipt of transfusionitransplant 

Men who have sex with men; injecting drug use; heterosexual contact; 


receipt of transfusionltransplant 

Men who have sex with men; hemophilia/coagulation disorder; heterosexual contact; 


receipt of transfusionitransplant 

Injecting drug use; hemophilia/coagulation disorder; heterosexual contact; 


receipt of transfusionitransplant 


Multiple modes of exposure subtotal 

Risk not identified4 

154,623 
55,818 

1,846 
18,500 

5,379 
5 

12 

236,183 , 

16,205 
69 

3,179 
2,30~ 

73 
8,501 
1,003 

16 
644 
678 

16 
1,404 

350 
3 

24 
144 

16 
23 

338 
13 

2 

5 

59 

6 

35,074 

13,583 

(54) 
(20) 

(1 ) 
(6) 
(2) 
(0) 
(0) 

(83) 

(6) 
(0) 
(1 ) 
(1 ) 
(0) 
(3) 
(0) 
(0) 
(0) 
(0) 
(0) 
(0) 
(0) 
(0) 
(0) 
(0) 
(0) 
(0) 
(0) 
(0) 

(0) 

. (0) • 

(0) 

(0) 

(0) 

(12) 

(5) 

Total 284,840 (100) 

'Includes twenty adults/adolescents and 2 children who developed AIDS after receiving blood screened negative for HIV antibody, 
2Five adults developed AIDS after receiving tissue or organs from HIV-inlected donors. Two 01 the 5 received tissue or organs from a donor who was 
negative for HIV antibody at the time of donation. See N Engl J Mad 1992;326:726-32. 

3"Other" refers to 8 health-care workers who developed AIDS after occupational exposure to HIV-infected blood. as documented by evidence of sero· 
conversion; to 2 patients who developed AIDS after exposure to HIV within the health-care setting. as documented by laboratory studies; to 1 person 
who acquired HIV infection pennatally and was diagnosed with AIDS after age '13; and to 1 person with intentional self-inoculation of blood from an 
HIV-infected person, . 

hRisk not identified" refers to persons whose mode of exposure to HIV is unknown, This' includes persons under investigation; persons who died. ' 
were lost to follow-up, or declined interview; and persons whose mode of exposure to HIV remains unidentified after investigation, See Figl:lre &. ' 
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Figure 1. Male adultJadoiescent AI OS annual rates per 100,000 popu lation, for cases reported 
April 1992 through March 1993, United States (N=60,566) 

1.6 

6.6 

17.7 

P.R. 1411.11 

Legend 
(ra'. per 
l00.000l 

~ 
O-24.9 
25-49.9 

:;0-14.9 

75. 

u.s. Rale: 60.9 

Figure 2. Female adult/adolescent AIDS annual rates per 100,000 population, for cases 
reported AlPrii 1992 through March 1993, United States (N=9,858) 
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\ '( (Figure '3~ l;Male adultladoles~fi!fI,tjAID.$,casfi!s ~eporte(t ApriL199?th~ough March 1993,. 
. United States;(N~pO~566).~·r'·."'· :"_;,";'-" .: ...,: ,.\'''.., '. . . •i ' . 

Figure 4. Female adult/adolescent AIDS cases reported April 1992 through March 1993, 
United States (N=9,858) 
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Figure 5. Pediatric AIDS cases reported April 1992 through March 1993, United States (N=772) 
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Figure 6. Results of investigations of adult/adolescent AIDS cases with risk not identified, 
reported through March 19931 .. 

22,547 	AIDS cases Initially reported 
with risk not identified 

9,544 Interviews or other13,003 Incc)mplete 
follow-up InformationInformation 

~-
10,300 Under 2,703 Died, declined 580 Risknot 12 Other3 8,952 Redassified 


investigation interview. or lost identified 2 

to follow-up 


1 Excludes 84 children under 13 years of age whose risk is notidentified: 74 children who are under investigation and 10 who have died, declined interview, or 
were lost to follow·up. An additional 175 children who were initially reported with a risk not identified have been reclassified alter investigation. 

2Heterosexual transmission, 510 of the 580 persons who had no risk identified alter follow-up responded to a standardized questionnaire: 173 (37%) 
of 469 persons responding to qtJestions related to sexually transmilled diseases gave a history of such diseases and 114 (36%) of 315 interviewed 
men reported sexual contact with a prostitute. Some of these persons may represent unreported or unrecognized heterosexual transmission of HIV, 
See MMWR:38:423·4. 429·34, 

3Eight are health·care workers who developed AIDS after occupational exposure to HIV·infected blood, as documented by evidence of seroconver· 
sion; 2 are patients who developed AIDS after exposure \0 HIV within the health-care selling. as documented by laboratory studies: 1 is. 
a person who acquired HIV infection perinatally and w?s diagnosed with AIDS after age 13; and 1 is a person with intentional self· 
inoculation of blood from an HIV·infected person, 
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-'';' , :Technical' notes 

Surveillance and reporting of AIDS 

All 50 states, the District of Columbia, U.S.depen­
dencies and poss~ssions, 'and independent nations 
in free association with the United States1 report 
AIDS cases to CDC using a uniform case definition 
and case report form. The original definition was 
modified in 1985 (MMWR 1985;34:373-5), in 1987 
(MMWR 1987;36[suppl. nO.,1S]:1 S+15S), and again 
in 1993 (MMWR1992;41[no. RR-17]:1-19). The revi­
sions incorporated a broader range of AI DS-.indicator 
diseases and conditions and used human immuno­
deficiency virus (HIV) diagnostic tests to improve the 
sensitivity and specificity of the definition. 

For persons with laboratory-confirmed HIV infec­
tion, the 1987 revision incorporated HIV encephalo­
path, wasting syndrome, and other indicator 
diseases that are diagnosed presumptively (Le., 
without confirmatory laboratory evidence of the 
opportunistic disease). In addition to the 23 clinical, 
conditions in-the 1987 AIDS case definition, the 1993 
expanded case definition for adults and adolescents 
includes HIV-infected persons with CD4+ T-Iympho­
cyte counts of less than 200 celiS/ill or a CD4+ 
percentage of less than 14, and persons diagnosed 
with pulmonary tuberculosis, recurrent pneumonia 
(more than 2 episodes in a 12-month period), and 
invasive cervical cancer. This expanded, definition 
requires laboratory·confirmation of HIV infection in a 
person with a CD4+ T-:lymphocyte count of less than, 
200 cellS/ill or with orie of the added clinical condi­
tions, Persons who meet the criteria for more than, 
one definition category are classified hierarchically in 
the following order: pre-1987, 1987, and 1993. Per­
sons in the 1993 definition category only meet the 
1993 definition. 

Each issue of this report includes information 
received and tabulated by CDC through the last day 
of the previous quarter. Data are tabulated by date of 
report to CDC unless otherwise noted. Data for U.S. 
dependencies and possessions and for associated 
independent nations are included in the totals. 

Age group tabulations are based on the person's 
age at diagnosis of AIDS: adultladolescentcases 

'Included among the dependencies. possessions, and independent 
nations are Puerto Rico, the U.S. Virgin Islands, Guam, American 
Samoa, the Republic of Palau, the Republic of the Marshall Islands. 
the Commonwealth 01 the Northem Mariana Islands. and the Feder· 
ated States 01 Micronesia. The latter 5 comprise the category "Pacific 
Islands. U.S." listed in Table 1. 

include persons 13 years of age and older; pediatric 
cases include children under 13 years of age. 

Metropolitan areas with 500,000 or more popula­
tion are included in this report. On December 31, 
1992, the Office of Management and Budget 
announced new Metropolitan Statistical Area (MSA) 
definitions which reflect changes in the U.S. popula­
tion determined by the 1990 census. These new 
definitions in many cases are substantially different 
than the MSA definitions they replaced. The cities 
and counties which compose each metropolitan area 
in Table 2 (except for the areas indented under New 
York City as explained below) are listed in the publi­

'cation "Metropolitan Area Definitions as of December 
31, 1992" (available from National Technicallnforma­
tion Service, accession no. PB93-111-292). The cur­
rent MSA designation for New York City includes the 
formerly independent MSAs of Bergen-Passaic, 
N.J.; Jersey City, N.J.; Middlesex, N.J.; Monmouth­
Ocean, N.J.; Nassau-Suffolk, N.Y.; and Newark, N.J. 

, The metropolitan area definitions are the MSAs for 
all areas except the 6 New England states. For these 
states, the New England County Metropolitan Areas 
(NECMA) are used. Metropolitan areas are named 
for a central city in the MSA or NECMA, may include 
several cities and counties, and may' cross state 
boundaries. For example, AIDS cases and annual 
rates presented for the District of Columbia in Table 
1 include only persons residing within the geographic 
boundaries of the District. AIDS cases and annual 

. rates for Washington, D.C., in Table 2 include per­
sons residing within the metropolitan area, which 
includes counties iri both Maryland and Virginia. 
State or metropolitan area data tabulations are 
based on the person's residence at diagnosis of the 
first AIDS-indicator disease(s). 

Data in this report are provisional. Reporting 
delays (time between diagnosis and report to CDC) 
vary widely among exposure, geographic, racial/eth­
nic, and age categories, and have been as long as 
several years for some cases. About 55 percent of all 
cases are reported within 3 months of diagnosis, but 
about 20 percent are reported more than 1 year after 
diagnosis. 

Although completeness of reporting of diagnosed 
cases varies by geographic region and population, 
studies conducted by state and local health depart­
ments indicate that reporting of AIDS cases in most 
areas of the United States is more than 85 percent 
complete (J ACQuir Immune Oeric Syndr, 1992;5: 
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257-64; and Am J Public Health 1992;82:1495-9). 
In addition, multiple routes of exposure, opportunistic 
diseases diagnosed after the initial case report was 
submitted to CDC and vital status may not be deter­
mined or reported for all cases. Caution should be 
used in interpreting case-fatality rates because 
reporting of deaths is in~omplete. 

:Exposure categories 

For surveillance -- purposes. AIDS cases are 
counted only once in a hierarchy of exposure cate­
gories. Persons with more than one reported mode 
of exposure to HIV are classified in the category 
listed first in the hierarchy. except for men with both 
a history of sexual contact with other men and inject­
ing drug use. They make up a separate category. 

"Men who have sex with men" cases include men 
who report sexual contacl with other men (Le., homo­
sexual contact) and men who report sexual contact 
with both men and women (Le., bisexual contact). 
"Heterosexual contact" cases include persons who 
report either specific hElterosexual contact with a 
person with (or at increased risk for) HIV infection 
(e.g., an injecting drug user), or persons presumed 
to have acquired HIV infElction through heterosexual 
contact if they were born in countries with a distinc­
tive pattern of transmission termed "Pattern II" by the 
World Health Organization (MMWR 1988;37:286-8, 
293-5). Pattern II transmission is observed in areas 
of sub-Saharan Africa and in some Caribbean coun­
tries. In these countries, most of the reported cases 
occur in heterosexuals and the male-to-female ratio 
is approximately 1 :1. Inj,acting drug use and homo­

sexual transmission either do not occur or occur 
rarely. 

"Risk not identified" cases are persons with no 
reported history of exposure to HIV through any of 
the routes listed in the hierarchy of exposure catego­
ries. Risk not identified cases include persons who 
are currently u'nder investigation by local health 
department officials; persons whose exposure his­
tory is incomplete because they died, declined to be 
interviewed, or were lost to follow-up; and persons 
who were interviewed or for whom other follow-up 
information was available and no exposure mode 
was identified. Persons who have an exposure mode 
identified at the time of follow-up are reclassified into 
the appropriate exposure category. 

Rates 

Rates are calculated on an annual basis per 
100,000 population, based on U.S. Bureau of Cen­
sus data from the 1990 census, and on extrapola­
tions from the 1990 census and official Census 
Bureau estimates for 1991. Each 12-month rate is 
the number of cases for a 12·month period divided 
by the 1991 or 1992 population, multiplied by 
100,000. 

Case-fatality rates are calculated for each half­
year by date of diagnosis. Each 6-month case-fatality 
rate is the number of deaths ever reported among 
cases diagnosed in that period (regardless of the 
year of death). divided by the number of total cases 
diagnosed in the period, multiplied by 100. Reported 
deaths are not necessarily caused by HIV-related 
disease. 

May 1993 19 • HIV/AIDS Surveillance 



... .. • # !" 

.' 


,,­

DEPARTMENT OF 
HEATLH AND HUMAN SERVICES 
Public HeatthService 
Centers for Disease Control 

and Prevention 
Atlanta, GA 30333 

Official Business 
Penalty for Private Use $300 

FIRST CLASS MAIL 

POSTAGE & FEES PAID 


PHS/CDC 

Permit No. G 284 




JUN- 3-93 THU 16:04 NAT ASSN COMN HLTH eTRS FAX NO, 202 6~9 e~18 

AIDS Case CoUnt9 for Selected Metropolitan Area9 
Ck;9' over ~oo,ooo Pop"I"';on. EXCl,UOING the Top ~Q AIDS C~ie" 

1481ropvlllan f'l:!..­
Akron 
Allentown 
AU31in 

Balo(.uifil!ld 

BirmlnghiJil 

Bridgeport 


Ch!!ltiollton. SO 

Cl'larlotte. NC 

Clncinl1ali 


Clevehand 

Columbull 

Deyton 


Freano 

Grand Rapids 

Greensboro, Ne 


Greenvl!lo, SC 

Harr!lIburg 

Honolulu 


Indlanapolie 

Jecksonvllle 

K~o.s City 


Knoxville 
wVtgas 
I.ittle Rock 

Loul$ville 

MemphiS 

MI!waukee 


MiMeap¢!is-St. Paul 
New Haven 
Norfolk 

Oklahoma City 

Omaha 

Orl8l'ldo 


PhooniK 

PoI1land. OR 

Ralelgn.Oumarll 


Rlohmand 

Rach631er 

Sacramento 


Sal\ Lake City 

8an Anlonicl 

Scranton 


Springfield. MA 
Syracuae 
T~6do 

Tucecn 
Tul::iB 

. Wilmington. DE 

Worcester, MA 

Oo9ll110t include: 

(Cum",;"'ive caS68 all'\(;o 1981) 

Total TOI..I Pel Incr"a~UJ 


121J1f91 12131/92 In One Year 

-.,JQCI"....: ~~A.~ -138 11~ 30% 

19& 241 22,. 
924 1,178 27'l'fo 

16& 217 29% 
398 509 28% 

114 662 24% 

298 383 ;!9% 
'41~ 034 29% 
458 S1~ 27% 

164 957 25'11. 
817 800 30% 
268 359 25~ 

271 360 
53%/144 176 2Ail'r. 

362 465 28% 
./ 

163 247 41'lio 
2eE> 2~ 20% 
616 118 17% 

825 790 26% 
1,015 1.381 SS% 
',2~ 1.!26 24% 

141 175 19% 
872 8511 28% 
2S3 371 47°.­

280 SeQ :"6% 
400 623 35% 
4133 $91 28% 

928 \.118 20% 
800 1.010 26% 
602 769 2S% 

455 581 29% 
174 211 2S% 

1.120 1.417 27% 

1.150 	 1,404 22% 
8e9 1,231 23'110 
497 588 HI% 

S2S 691 31% 
439 53~ 2:!'110 
871 1,146 . 3'''' 
4111 !l35 29% 

.1,014 1.241 22% 

11'16 207 25% 

308 413 34')& 

199 270 36% 
165 1ea Z!% 

295 394 34% 

263 345 31% 
328 444 35% 

~ 30$ 30% 

901.1(19; HIV/AIDS $"'tvein8l'lce Report. CDC 

;:.. ~e$ d1agnosed but not ref,)Qlted. 

:> CsaBS not dlsgnooed (e.g. not $6en by e 00C\0f). Ot 


:> tho:;a in wllh HIV-e(lU$l!d sympto"" b:.Jt not CDC-d.,t!l1ed AJDS. 


Pltleo of diagnOlJia may not he place of subsequent r",~kl9nce. 

Ptsparecf by: Na1iOMI Asaoclallon a' Commun1ly Hoallh Canl\lrs 



--

_ ........._----­

NATIONAL 
COMMISSION 
ON AIDS·· 

Report Number Three: 

Research, the 
Workforce and the 

. HIV Epiden1ic in 
Rural An1erica 



CoMMISSIONERS . 

June E. Osborn, M.D., Chairman 

David E. Rogers, M.D., Vice-Chairman 


Diane Ahrens 

Scott Allen 


Harlon L. Dalton, Esq. 

Eunice Diaz, M.S., M.P.H. 


Donald S. Goldman, Esq. 


Don C. Desjarlais, Ph.D. 


Larry Kessler 

Charles Konigsberg, M.D., M.P.H. 


Belinda Mason 


Honorable J. Roy Rowland, M.D. 


Honorable Dick Cheney 


Honorable Edward J. Derwinski 


Honorable Louis W. Sullivan, M.D. 


NATIONAL CoMMISSION ON 
ACQUIRED IMMuNE DEFICIENCY SYNDROME . 

1730 K Street, N.W., Suite 815 
Washington, D.C. 20006 

(202) 254-5125 (FAX] 254-3060 

August 21, 1990 

President George Bush 

The White House 

Washington, DC 20500 


Dear Mr. President: 

Since our last report to you, the 

National Commission on AIDS has traveled 

to rural Georgia to better understand the 

impact of the mv epidemic in rural commu­

nities across the country. Two formal hear­

ings have examined the current status of 

mv research and drug development and 

looked at the mounting hardships which 

shortages in health care personnel are 

imposing on people with mv infection and 

AIDS. A working group of the Commission 

also met with public health officials and 

others from the Southwest region of the 

country in D8Jlas and heard poignant testi­

mony about the lack of many basic publicly 

supported services needed by people 

affected by the mv epidemic. The enclosed 

report highlights the National Commission's 

most recent findings. Again it containS a 

short series of recommendations for swift 

action. 


b
cerely,. ~ 
 !1.­..' 
t.~.)v~£· 

CJune E. Osborn, M.D. David E. Rogers, 14 . 
Chairman Vice Chairman 
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AIDS IN RURAL AMERICA 

_OVERVIEW 

The number of new AIDS cases diagnosed 
in rural communities across the country is 
growing at an alarming rate. Although the epi­
demic continues to be most severe in urban 
areas, there has been a 37 percent increase in 
diagnosed AIDS cases in rural areas compared 
to a 5 percent increase in metropolitan areas 
with populations of over 500,000 in just a one 
year period. In Georgia the number of AIDS 
cases has tripled in the past two years. For the 
first time, the spread of disease in rural Georgia 
and small cities has equalled the growth of HIV 
infection in metropolitan Atlanta. 

This is happening all across the country. 
The Commission was told of alarming rates of.' 
increase in HIV infection in Arkansas, Mississippi 
and rural communities in Texas. It is happening 
tragically and secretly without adequate health 
care services or human support in these rural 
areas. 

-FINDINGS 

• In rural America, there is an epidemic of 
fear and bigotry, fanned by the absence of edu­
cation and knowledge, surrounding HIV infec­
tion and AIDS. Like much of urban America, 
rural communities are just beginning to confront 
the realities of HIV infection and AIDS. The fear 
of being "found out," we were told, is almost as 



great as the fear of the disease itself. As one 
Commission member, Belinda Mason, noted, "I 
have seen rural America at its warm, supportive 
best and at its close-minded, bigoted worst." 

In one communily we learned of a young 
man who sneaks out to his mother's car at night, 
covers himself with a blanket and waits for his 
mother to come out al: dawn to drive him many 
miles to another county where he can receive' 
treatment anonymously. When he returns home 
he remains in the car covered by the blanket 
until sundown when he creeps back into his 
mother'S trailer home. All this, to prevent others 
from knowing that his mother is housing and 
caring for a son who has AIDS. Little will be 
known of his life - only that he died of AIDS. 

One man told us of being "thrown out of 
my church and told not to come back" A local 
doctor told us, "We've had people lose their jobs 
and get kicked out of their apartments." Another 
told us, "President Bush talks about those 
thousand points of light, but whenever people 
hear that I have HIV, the lights go out and I am 
in the dark" 

In Texas we we:re told that the isolation 
and stigmatization of people with AIDS in rural 
areas is similarly severe. "Even a family is apt to 
reject the patient because of fear that the neigh­
borhood or community will respond hatefully." 

• AIDS education is virtually non-existent 
and desperately needed in rural communities. 
This includes even the simplest of education 
about HIV infection for health care providers. 
Ignorance and misinformation are seriously 
hampering if not crippling efforts to treat those 
who are sick; clearly contributing to the rapid 
increase in rates of HIV infection in rural 
America; and contributing greatly to the discrim­
ination against and ostracism of people living 
with HIV infection and AIDS.. 

Drug education, prevention, and treatment 
programs range from grossly inadequate to non­
existent. If there is to be any hope of stemming 
the tide of what one health official described as 
"three epidemics - AIDS, drugs and SID 
(sexually transmitted diseases)" - services for all 

of these disease problems and educational pro­
grams designed to contain them must be dra­
maticallyexpanded. 

One infectious disease specialist from 
Macon, Georgia expressed great concern about . 
the spread of AIDS into families, noting that he 
was currently seeing five families in which both 
parents are infected with HIV. The growth in the 
number of heterosexual cases of AIDS, in rural 
communities, particularly among women, (many 
in their teens), is often attributed to the combi­
nation of crack cocaine, trading sex with multi­
ple partners for drugs or money, and rising rates 
of syphilitic infections which seem to increase 
transmission of HIV infection. In the last five 
years, the number of new cases of syphilis has 
increased tenfold in Southeast Georgia. 

• The Singular lack of access to· primary 
health care services in rural America was shock­
ing and heartrending. The Commission's first­
hand look at rural communities made graphic 
and personal reports of "a rural health care 
crisis evidenced by rising rural maternal and 
infant mortality rates, lower health status of rural 
Americans compared to those living in cities, 
[and] a greater proportion of rural Americans 
lacking any health insurance" (Senate Report 
101-127). AIDS is dramatically accentuating the 
problem. 

In Macon, Georgia, the Commission visited 
the Bibb County HIV Ambulatory Clinic where 
health care providers were virtually over­
whelmed with the increasing number of people 
with HIV infection and AIDS needing treatment 
and support services. As the need for services 
increases, the dollars decrease. The Bibb County 
HIV Ambulatory CliniC, operated by the Bibb 
County Health Department, receives no direct 
financial assistance whatsoever from the federal 
government. Given the rising demand for 
services this can no longer continue. Federal 
assistance is essential for this clinic and other 
similar clinics serving the growing numbers of 
people living with HIV infection and AIDS. 
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mv RESEARCH AND 
DRUG DEVELOPMENT 

_OVERVIEW 

On Mav 7 and 8. the Commission con­
vened hearings to review the current status of 
HIV-related biomedical research efforts and the 
status of new clinical drug trials. Representatives 
from the National Institutes of Health (NIH), 
Institute of Medicine, ACT UP, the American 
Foundation for AIDS Research. Project Inform, 
American Association of Physicians for Human 
Rights, and others were invited to report fO the 
Commission on their ongoing efforts to support 
and monitor private and public HIV-related 
research efforts. The Commission will continue 
to rely on these organizations, with expertise to 
carefully examine many complex scientific 
issues, to keep us apprised of research efforts 
and findings. 

While the investment of public and private 
funds into HIV-related research is impressive, 
and the fundamental biomedical knowledge 
about HIV infection acquired over a very short 
time remarkable, the transfer of knowledge and 
treatment to those who are HIV infected falls far 

. short of the mark. To put it bluntly, the number 
of people involved in clinical trials (12,000) 
versus the number of people eligible for clinical 
trials is pitifully small. The ground rules for 
trials seem often too rigid to permit many (such' 
as drug users) from being included. People of 
color, women, and children are grossly under­
represented in federally financed trials. This 
limits access to experimental therapies as well as 
basic health care services many receive only 
through participation in trials. Communication 
between researchers, people living with HIV 
infection and AIDS, and the public is not being 
done well, accentuating all the problems noted 
above. Much of the blame for many of these 
problems rests with academic health centers. 
These centers and the federal government must 
do better. A clear, crisp, well articulated clinical 
research strategy is simply not in evidence. 



Also grossly apparent is that many people 
seeking access to experimental therapies are 
simply not getting basic health care services for 
HIV-infection and AIDS. Clinical trials cannot 
exist or be productive in a health care vacuum. 
They must be part of a comprehensive health 
care system which ensures adequate access and 
reimbursement for all kinds of care needed, in­
cluding experimental therapies for HIV-infection 
and AIDS. 

_FINDINGS 

• Opportunistic infections are usually the 
cause of death for people with AIDS, yet the 
NIH has been slow in expanding its AIDS­
related research activities to include research on 
drugs to manage opportunistic infections. The 
Commission agrees with all those who have 
called for a greater. priority to be given to re­
search related to these infections without slack­
ening research on drugs to treat HIV. infection 
and AIDS. Clearly, both are vitally needed and 
the dollars to ensure both are essential. 

• Severe criticism was repeatedly expressed 
about the lack of results from the sizable invest­
ment (to date, approximately $428 million) in 
the AIDS Clinical Trials Group Program (ACTG). 
It was pointed out that the majority of FDA 
approved drugs for AIDS and AIDS-related 
opportunistic infections have all been developed 
outside the ACTG program. 

Heated criticism about the limited number 
of participants in ACTG trials continues. Barriers 
contributing to the low level of participation in 
clinical trials, in addition to those already men­
tioned, include lack of adequate transportation, 
day care needs, exclusion of persons with 
hemophilia, and lack of access to basic medical 
services and clinical trial information. These 
barriers all demand aggressive attention and 
solutions, not more discussion. 

• People of color are grossly under-repre­
sented in clinical trials. Approximately forty­
three percent of all AIDS cases are seen in men 
and women of color. Yet only approximately 23 

percent of the participants in clinical tri:.ds are 
men and women of color. 

The Commission was told that this under­
representation was of concern to the NWD and 
that efforts were underway to increase minority 
participation in clinical trials. The Commission 
strongly supports these efforts and believes these 
efforts should be swift and carefully monitored 
to assure their success, with the results promptly 
reported to the public. 

• Women, particularly women of color, have 
traditionally experienced difficulty qualifying for 
clinical trials. One witness told the Commission 
she has attempted to qualify for a research 
protocol for two years. "In this country," she 
said, "women have been secondary to men with 
AIDS, and most recently are secondary to babies." 

According to the Chief of Perinatology at 
Harlem Hospital, "This historical precedent for 
excluding women of childbearing age from treat­
ment trials can no longer be allowed. On the 
other hand, including women, especially preg~ 
nant women, only for the sake of improving the 
outcome of the child, is also intolerable. Women 
have a right to be included simply because they 
are infected and are dying. No other reason is 
needed." The Commission emphatically agrees. 

• For a parent whose child is diagnosed with 
AIDS and whose only hope lies in the child's 
participation in an AIDS-related clinical trial, the 
exclusion of children from trials certainly high­
lights one of the gross inequities in our research 
programs. Since the early days of the epidemic, 
parents have been demanding that children be 
included in AIDS-related clinical trials and that 
parents and patient advocates be included in 
decisions about the care of their child. 

Traditionally, children have been denied 
access to experimental drugs because of the 
unresolved ethical dilemma of whether or not to • 
include children in trials. In fact, the Director of 
Pediatric AIDS Research at the National Cancer 
Institute told the Commission how efforts to 
increase participation of children in clinical trials 
were hampered by the lack of a national 
consensus on this major ethical question. Clearly, 

. • < ~.: 



science has moved forward to where the inclu­
sion of children in experimental therapies is 
essential. 

The location of clinical trial sites and the 
availability of affordable transportation to them 
are crucial factors in making clinical trials acces­
sible to children. We heard from one mother 
who traveled from Florida, to North Carolina 
and finally to Maryland before she could get her 
daughter into a clinical trial. We were also told 
that unless transportation is available and afford­
able it can be impossible for many people to 
travel even 45 minutes away from home. These 
are problems we can address and must address 
qUickly. 

• The Commission believes the NIH Com­
munity Program for Clinical Research on AIDS 
(CPCRA) is an imaginative and positive step. 
Because of a different philosophy and an 
aggressive grassroots impetus, these trials should 
help include people of color, women, intra­
venous drug users, children and other under­
represented communities in clinical trials. The 
Commission heard testimony from three physi­
cians participating in the CPCRA program. All . 
testified that the program would enable greater 
participation of people in trials at the places 
where they receivt~ primary health care. "Clinical 
trials conducted in the primary care setting," 
according to one physician, "have access to 
large numbers of patients and are likely to fill 
quickly and finish as rapidly as possible." We 
also heard testimony from the National 
Hemophilia Foundation (NHF) about an ACTG­
without-walls concept that demonstrates com­
munity programs do not sacrifice scientific value 
and integrity. The Commission strongly encour­
ages continuation and expansion of the CPCRA 
program in parallel with the steps necessary to 
strengthen the ACTG's. 

• Complaints were expressed about delays in 
the publication of clinical trial information. One 
witness urged all agencies sponsoring clinical tri­
als in HN/ AIDS "to be more accountable to an 
anxious public, and that they actively and 
expeditiously release specific data concerning 
the results of their clinical trials." 

• One impression needs swift settlement \\-'c' 
were also told that there currently exists u per­
ception of conflict of interest for some investiga- -' 
tors who play an advisory role with the NIH in 
setting national AIDS research priorities. One 
witness called on the Secretary of Health and 
Human Services "to mandate the full disclosure 
of all consulting relationships these investigators 
maintain with pharmaceutical companies." This 
deserves a prompt response from the Depart­
ment of Health and Human Services. 

_SUMMARY 

As is apparent, the Commission is worried 
about the status of clinical treatment trials. We 
are vividly aware of the enormous challenge 
confronting all scientists in developing new 
drugs and therapies for HN and opportunistic 
infections. The obstacles are many and the 
successes, still sadly enough, are all too few. 
But the hope for thousands of people still rests 
with our clinical trial programs. Clearly these 
must be made more encompassing, more read­
ily acces-sible to all, easy to find, well managed 
and well coordinated. There are many problems 
which need attention. We know.they are being 
addressed but we can and must do better, 
swiftly and visibly. 
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PERSONNEL AND 
WORKFORCiE 

-oVERVIEw 
On July 18 and 19, the Commission 

convened a hearing to examine the personnel 
shortages which are hampering our response to 
the HIV epidemic. Physicians, nurses, dentists, 
social workers, allied health workers, volun­
teers, and representatives from the federal 
government and professional organizations 
presented the Commission with a picture of a 
national health care workforce confronted with 
increasing demands and decreasing support and 
re-enforcements. We were also reminded that 
unrealistically low health care reimbursement 
rates, especially rates for outpatient services, 
continue to serve as institutional disincentives 
for many health care providers to care for 
people with HIV infection and AIDS. 

_FINDINGS 

Dentists 

While there does not appear to be a 
national shortage of der).tists, we heard repeat­
edly about a serious shortage of dentists willing 
to treat people with HIV infection and AIDS. 
We were told that since the early days of the 
epidemic many dentists did not treat people 
with AIDS because they were afraid and be­
cause they felt dentists had a traditional right to 
choose their own patients and refuse to see 
those who were suspected of or who openly 
admitted to being inf(~cted. "Happily," we were 
told by the American Dental Association, "not 
all dentists chose this avenue of escape, and the 
avenue has been closing as understanding of 
the disease has grown, as courts have declared 
this kind of behavior unacceptable, as dentists 
have become more comfortable with the disease 
and as their sense of moral and professional 
responsibility has replaced their initial fears." 

While the Commission helieves more 
dentists are willing to treat people with HI\' in­
fection and AIDS than in the early days of the 
epidemic, the number remains grossly inade­
quate and unacceptable. The difficulty. and in 
many cases complete inability, of obtaining 
dental services is still an all too common prob­
lem for people living with HIV infection and 
AIDS. One witness told us of only two dentists 
in his community who would accept Medicaid, 
neither of whom would see him due to his HIV 
infection. One dentist's excuse was that his 
office was carpeted and he would not be able 
to sterilize the room after the visit. The other 
dentist said she had plants and could not take 
the risk of him infecting her plants and her 
plants then infecting her other patients. That 
particular witness did find an oral surgeon who 
was willing to see him, but only if he would 
come after hours, come in the back door, and 
not tell anyone he had been there. 

As one Commissioner put it, "Whether it is 
in rural communties or big cities, when it comes 
to dentists, I just keep hearing people with HIV 
infection and AIDS saying, 'I can't get help.'" 

Nurses 

The current nursing shortage continues to 
be of crisis proportions. The Commission heard 
testimony from experts who have studied the 
overall nursing shortage. It is clear to us the .' 
shortage promises to get worse in the future 
unless it is addressed now. We were told the 
Department of Health and Human Services and 
Department of Labor are predicting that the 
need for Registered Nurses will increase by 60 
percent in the next 10 years. And, contrary to 
popular opinion, there is no untapped resource 
of trained nurses. One witness told us that only 
4 percent of licensed Registered Nurses are 
working outside of nurSing. 

While efforts are underway to address the 
overall nursing shortage, special efforts are 
needed to better understand and address how 
the shortage is compounded by the HIV 



epidemic. Misinformation and fear about caring 
for people with HIV infection and AIDS and the 
considerable emotional strain that often comes 
with caring for people with HN infection and 
AIDS are issues which must be confronted if we 
are to prevent nurses from avoiding the field. 

Physicians 

A shocking number of physicians are re­
luctant to take care of people living with HIV 
infection and AIDS. The New York Times re- . 
cently reported that "with an estimated 200,000 
people infected with the virus, New York City 
has more AIDS cases than any other City in the 
world. Still,the city's Health Department records 
show that 78 percent of local physiCians and 
dentists have never done a single AIDS test. 
Although the city has about 25,000 physicians, 
the Gay Men's Health CriSis, the largest volun­
teer AIDS agency, has a referral list of just 45 
qualified private AIDS specialists in Manhattan 
who are willing to take patients. There are only 
one or two for each of the city's other four 
boroughs which have half of the City's cases." 
Nationally, the PhYSicians Association for AIDS 
Care has a referral list of only 2,000 physicians, 
a tiny fraction of the country's total of 600,000. 

One witness told us of a recent study that 
estimated only "10 percent of internal medicine 
residents have a strong commitment to the care 
of HIV infected people and are likely to include 
them in their post-training practice. About 25 to 
30 percent have a definite aversion to HIV work 
and are planning their professional lives to 
aVOid contact with these patients, The remain­
ing 65 percent are neutral or uncommitted in 
their stance towards the AIDS epidemic." 

Unwillingness or reluctance to care for 
people with HIV infection and AIDS is often at­
tributed to fear of occupational risk and lack of 
adequate training and expertise in treating HIV 
infection and AIDS. The Commission believes 
both of these concerns should be acknowl­

. edged and addressed. Support at every institu­

. tional level is needed for education about occu­
pational risks, training in the use of universal 

precautions, and the provision of adequate 
eqUipment. Support is also needed (0 develop a 
comprehensive HIV/AIDS educational str.negy 
that effectively meets the needs of all physi­
cians, particularly primary care physicians. After 
all, as one wimess reminded us, if you consider 
that we have one million or more cases of 
persons infected with HIV across the country, it . 
can no longer be acceptable for a physician or 
dentist to offer as an excuse, "I don't have 
expertise in relation to this particular disease." 
They simply must acquire the expertise. 

Finally, we were told that "physicians who 
do not intend (0 work with HIV infected 
patients are characterized by negative attitudes 
toward people from predominant HIV risk 
groups, dislike working with an incurable 

.' disease which produces progressive loss of 
function and decreasing dependency, and a 
weak sense of professional responsibility." 
These findings certainly have important implica­
tions as we attempt to increase the willingness 
of physicians to work with people with HIV in­
fection and AIDS, and to ensure access to care. 

Social Workers 

Many people living with· HIV infection and 
AIDS have relied on social workers for much of 
their care. Social workers have developed many 
of the early models of AIDS services and com­
munity care and provided all levels of service 
for patients and families. The number of social 
workers across the country (500,000 in total) 
falls far short of the growing need. Social work­
ers have long gone unsupported and ume­
warded. It is time that changed. 

Allied Health 

Clearly, physicians, nurses, dentists, and 
social workers arle not the only care providers in 
the HIV epidemic. Indeed, allied health workers 
do much of the hands-on care provided to 
people with HIV infection and AIDS. One 
witness pointed out there are 85 allied health 
professions, representing one-to two-thirds of 
the entire health workforce. These professionals 



are the hundreds of thousands across the coun­
try who draw blood, process HIV antibody tests, 

. provide respiratory therapy, physical therapy, 
nutritional therapy and countless other health 
care services so many of us take for granted. 
There is a shortage of allied health professionals 
and, we were told, the shortage will be greater 
than the current physician and nursing shortage. 

Public Health 

The Commission also recognizes that there 
is an increasing need for public health special- . 
ists such as epidemiologists and biostatisticians. 
Nurses, physicians, dentists and others trained 
specifically in public: health and often serving in 
community settings need support and re-en-:­
forcement. Schools of public health must 
expand and enrich HIVI AIDS specific programs 
in their curricula and training opportunities. 

Volunteers 

Volunteers are now and always have been 
at the heart of our response to the HIV/AIDS 
epidemic. They provide many of the services 
traditionally proVided by paid profeSSionals. "It 
is the volunteers," we were told, "who do the 
job, and most important in some ways it is the 
volunteers who save all of us millions of dollars 
every Single year in this epidemic." 

But all too often volunteers are viewed as 
a free resource, whl~n in fact volunteers require 
financial and management support for recruit­
ment, training and coordination. The cost effec­
tive doll,!rs to train and support one of our most 
valuable resources iln the HIV/AIDS epidemic 
simply must be given priority in government 
grants and agency operating budgets. In addi­
tion, one witness told us, something as simple 
and inexpensive as the President inviting AIDS 
volunteers to the White House would not only 
honor AIDS volunteers but would also send the 
message that our country is still in the midst of 
an HIVIAIDS epidemic anq volunteers are key 
to the country's response. 

-SUMMARY 

Finally, the Commission heard from ex­
perts about the ethical dilemmas confronting 
health care workers in the HIVIAIDS epidemic. 
Concerns about occupational risk duty to treat. 
the right to know a patient'S HIV antibody 
status, emotional stress and strain, and assisting 
patients to make treatment decisions were all 
raised as difficult, sensitive issues that we must 
begin to confront and to assist health care 
workers to resolve. Caring for people with HIV 
infection and AIDS will challenge health care 
providers to overcome their fears, ignorance 
and prejudices. For many this will not be easy. 
But, as one witness reminded us, "We have 
taken on difficult tasks before." What we must 
do, he said, "is teach people a set of skills that 
we have largely ignored: how to relate to 
patients, how to understand their frame of 
reference .... We are defined by our patients and 
by the depth and breadth of care that we 
provide for them ...we must encompass that 
when we become a professional." . 

It is clear to the Commission that effective 
AIDS education programs are needed for all 
health care workers. This includes those who 
are currently practicing, as well as those in 
training. We must support and re-enforce those 
who have chosen to provide the care and 
services needed over the last decade to people 
living with HIV infection and AIDS. We can no 
longer rely on what one witness called "people 
with a calling." By a personal demonstration of 
tolerant, less judgmental, more accepting, more 
compassionate, and more constructive attitudes 
toward all people living with HIV infection and 
AIDS, each of us could help this nation move 
more swiftly toward the changes that must 
come if we are to truly care for all people and 
control the HIV epidemic. 



vigorous in monitoring their perform:mce, The Commission makes the• Aggressive efforts must be made (0 overcomefollowing rec:ommendations: the obstacles to participation for many who are 
under-represented. Success in this area can only 
be measured by increased participation in trials', 1. A comprehensive community-based pri­


mary health care system, supported by adequate 

funding and reimbursement rates, is essential 
~or the care and trealment of all people, includ­
109 people living with HIV infection and AIDS. 
The Commission highlighted this need in its first 
report and continues to believe that lack of 
access to primary care services provided by 
adequately trained primary care providers is un­
dermining current efforts in HIV / AIDS research 
prevention and treatment. The development of' 
a comprehensive system with linkages to 
research protocols, existing community-based 
services, hospitals, drug treatment programs, 
local health departffil~nts, and longterm care 
facilities, based .on a foundation of adequate 
support, is long overdue and should be a top 
priority for the federal government. 

2. AIDS education and outreach services in 
rural communities should be expanded and 
designed to provide clear and direct messages 
about how HIV is and· is not transmitted and 
the kinds of behaviors that may place a~ 
individual at risk for HIV and other sexually 
transmitted diseases. Expansion of programs, 
resources and health care providers is also 
needed to respond to rural America's need for 
prevention and treatment programs that address 
the ~h~ee epidemics of HIV infection, drug 
addlctton and sexually transmitted diseases. 

3. The NIH clinical trials program is in serious 
trouble. The limited number of enrollees in 
trials and the lack of demographic and geo­
graphic diversity of the participants threatens 
the succ~s.s of t~e program and denies many 
people hvmg with H[V infection and AIDS the 
opportunity to participate in experimental drug 
therapies. The academic health centers involved 
~ave not ?een as vigorous as one would hope 
m advancmg these trials, nor has the NIH been 

4. There is a desperate need for more 
research on the management of opportunistic 
i~ections, usually the cause of death for people 
With AIDS. The NIH simply must expand the 
level of research in this area. This expansion 
must not come at the expense of other research 
efforts and should be an integral part of a 
comprehen~ive AIDS research plan. This plan 
should outltne the AIDS research priorities and 
goals for the entire NIH, and the resources 
n~eded t? achieve them. The plan should be 
v.:ldely dISseminated and should incorporate the 
views of persons living with HIV infection and 
AIDS. 

5. There is a shortage of crisis proportions of 
health care providers capable and willing to 
care for people living with HIV infection and 
AIDS. This crisis will only get worse as the HIV 
epidemic continues into the 1990's. Action must 
be taken now to increase and improve the 
effectiveness of all programs designed to 

I educate and retain practicing health care 

I professionals, and to create incentives for 

I 
i 

providers to care for people in underserved 
areas. Existing programs such as the National' . 

I Health Service Corps should be expanded. New 
programs such as those outlined in the 
Disadvantaged Minority Health Improvement 
Act (H.R. 3240) should be created. And, specific 
HIV/ AIDS fellowships and training programs 
should be established and supported to prevent 
a crisis of greater magnitude. 

6. Volunteers should be publicly recognized 
not only for the iiwaluable contribution they 
have made to people living with HIV infection 
and AIDS, but also for the way in which they 
fight fear and bigotry by fostering compassion 
and caring. The cost effective dollars needed to 



recruit, train, support and manage volunteers 
must be provided by the government and the 
private sector, and recognized as essential to 
our national response to the HN epidemic. 

U. S. Government Printing Office: 1990 - 277-840 (21003) 
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In Thefollowing arlicl,e Marwlu.(Babbie) , 
Peterson, PhD. director of the AIDS ser­
viceinlhe VeLeronsHeahhA.dm.irJistration. f ., 
ourlines lite ~~gin.ning ofVHA 's AiDSpro- · 
gram and describes fu1url! plans. 

The Veterans Healtli Administr.ition has . 
provided health care services to eligible 
vetenms with fITV infectionandAIDS since 
the beginning 'of me epidemic. One of the 
first cases of AIOS reported in me country 
was seen at (he New York VA Medical 
Center (VAMC) in 1979. 

By 1983. 211 cases of AIDS were re­
ported by 46 medical celltus. Since that 
time, the growta,of the epidemic. its char­

acteristics and the distribution of AIDS 
Cases in VA h~1S essentially mirrored rbat 
Seen in the nation.. 

By October ~'l, 1992, 157 medical cen­
ters had reported 14.319 cases of AIDS, or 
approximately () per cent of the adult cases 
reported in the Ilation. During fiscal 1991. 
V A treated approximately 15,000 patients I 
with HIV infection or AIDS. ' - I 

AlthoughAIJ)S cases havebeenreported 
by the majority of VA's 171 medical Cen- • 
ters, t\:le geograrJluca1 distn"bution coniin- ': 
ues to be more concentrated in facUities 
locatedin largep,rban areas in coastalst;ttes.· 
~pproximatcl1 baI.f of the AIl?~::8lSes 
treated in VA have beeJ;1 seen in 12 medicill 
centerS in New York, New Jersey. Ronda. 
California. Wasbingto~ D.C Puerto Rico 
and Texas.Amoilgthose facilities. the most 
heavily irnpacteCl remain thelie with 63riy. 
heavy caseloads. namely the West Los 
Angeles, San Francisco; Miami and -New 
YorkVAMCs. 

Specialized. Uni.s 
Because of the: early impact of the epi­

demic. the Veteraas Health AdtniniStration 
responded qUicldy to the epidenlic.: C~­
cal care issues were spearbeaded,by the 
New Yod; V AMC, ymere.in late 1981 the 
facility developed an ir:rp;niOlC.A1DS ami­
cal Unit. Atthattirne. approximately2S per 
cent of the patielltS seen in the tQ~cal 
service were AID:) patients.. 

This unit was quickly followed by the 
development of other inpatient AIDS clini­
cal units at Miami and West Los Angeles 
and an outpatient l::are model at Sao Fran-' 
cisco VAMC. 

These fOllr units serve as models fV[' 
comprehensive and coordinated inpatient 
and outpatient. c:::a«: through a multi-disci­
plirutt7t tapproacfL They also serve as a 
milieu forclioical research. ancducatlonaI 
environmentfortrainingofresiderus.medi­
cal students and health care professionals. 

Research 
Biomedical and bea1ili civires '~~Ch 

has alW3j'S served as co crstone for the 
enhancement and improv ent o{the stan... 
dard of care provided t VA patients. 
Through (he MediCJ!l R Service ca. 
reer development. merit r iew and coop­
erative studies programs, AIDS related 
projectS on a diverse Tang of biomcrucal. 

basic ~ lWd clinical 
duC1J;d. 

In flSCall991, more 
DO~-VA funded AIDS ch projects i 

i 

orvA'mc:di-
! 
! 

c;alcentelS.Eariyin tbeep' ic, tbeMedi­
cal Rcseardl. Setviceesw,· ed six AIDS 
research centers to provide , 
HIV and AIDS researdl. ., 

These centf:rS are locatJ;:d at the Balti- ~ 
more, Dw:bam.. Houston. N Y0Ik. San, ' 
Diego, and San Francisco A Medical! 
Centers. { 

A \'arlety9QfI\'/AIDS projects " 
in virology, molecular biolo • llnmanol­
ogy. p~,and ioical care 

anc trea!melltlSLi: i!!. progress. A resean:h­
etS are at the forefront of bio edicil and . 
clinical resean;b. Fot example the r~entJy ~; I. 

publisbed results of the V A ooperative : . 
study on early versus late nt with·: 
zidovudine in patients wi~ .I?tOmatic .. 
mv infection was ~ first to the . 
questioll:ofwherher_~y ram tthan late(,"; 
useofAZTprolongslife.Num uspubli. . 
cations and prcsentatioas at ·ona! and 
internatiOllal conferences C3n cn:dited to , 
VlIA staff involved in both h and . 
clinical care activities. 

. ! 
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Resource utilization needs for each of 
the four stages ofHlV infection ate tnlcked 
in'the registry. The AIDS model has been 
incorporated into an overall Resource Plan­
ning and Management process for resource 
distribution system-wide, Althou~~h a pre­
liminarycostingstudy was completed early 
in tbe epidemic, the need for 4l. formal 
researcb' project related to costing and paw 
dent outcome has beenrecommel1ded by 
the group. Such a multi-center study is in 
the proposal development stage. 

Protection o(h.eaIth care workers against 
bloodbome pathogens has received increas­
ing atteoti~n with the publication of the 
OSHA standard on occupational exposure 
to blqodborne pathogens. To meet !'he an­

DeCEM8ER 1 ~2 

I 
ricipa[ed implementation of the S(lIlI04:td., \ 

the AlOS Service fonned an iRterdiscipli- I 
nary group ofadvisors (0 assist in thedevel­
opment of ;1 national approach to this im­
portam area in June of [990. Many of the 
suggestion... made during a meeting of that 
group were incorporated in a national train­
ing program implemented through the'Or; 
flee ofAcademic Affairs in la(efiscal1991 
and'throughout fiscal 1992­

Si nce the standard offers a unique opper­
{unity for Interdisciplinary as well as inter­
agency collaboration, the program focused 
on team training of core staff responsible 
for coordination and oversightofthe OSHA 
standard in eacb medical center in the sys­
tem. Other activities include the recent for­
mation of another ex~ interdiscipliIlllIY 
advisory group to address specific ques­
tions reh:ted to the standard via a newsletter 
format. 

The quality of care and ethical issues 
which arise in the care of AIDS patients arc 
also being addressed. Guidelines forev~u· 
ation of ethical issues are being developed 
throu2h YHA·snarional6tbicscenier. Clini­
cal indicators for national implementation ! 
are in the developmental stage.. It is antici- ' 
pated that the national HlV registry may:i 
also be a useful source of information in I' 

this process.. , 
In general, issues surrounding HIV in· : 

feedon and AIDS of national interest are 
those wbicb affect VA as well. VHA staff 
participatein'national as well as local inter­
agency iss,ues and etforts. ReproseoWion 
On the National AIDS Gom.tniSSion .is p~ 
vided by the Office of the Secretary. 

future PIann.iIJg 
Care of HIV infected and AIDS patients 

is being incorporated into the National 
Health Care Plan for VHA. Future plans 
include the continuing development of 
model specialized.progx:at:llS..w:lle.!:t.Jl.~.[' 
to meet the changing face of,the epideinic. 

As care of tbe mv infected and, AIDS I 
patients becomes one ofloll, tenn commit- . 

, 

men{ 0 an outpatient basis. disc;re(e outpa- \ 
• ..• • I

!:Ient C nICS 10 pnmary care settmgs are 
project d. Additional clinical units in those 
areas n w becoming heavily impacted by 
the epi ernie have been proposed. 

Ane model ofcare recently proposed is 
, the de !opment of AIDS long-term care 
prog s. These programs-wouJd focus on 
the nee s of special populations requiring 
She:lte~environments such as the home­
less. th withoutcommunity support sys­
tems. chronicalJy mentally ill Or pa­
tienrs w,th HIV related dementias. 

Such~rogramswould entail thecoopera­
tive Pljning efforts of acute. long-term 
aDd ext ~ed care facilities within the sys­
~m. ' 

Throu h our educational. research and 
elinical dare foci aDd-the dedication of our 
health cab providers, researchers and edu­
catiOnal~.we be1ieve VHA can beproud 
of its t asc to the AIDS epideillic. 
Through oordinared planning, we feel con­
fident of ur ability to condn,ue to meet the 
needs of ligible veterans with HIV infec­
tion aDd AIDS and look forward to the 
challeng of the flllw-e. ,jI 

http:specialized.progx:at:llS..w:lle.!:t.Jl


..EdUC3~&'Q 
VA baS h"ad a strong <:om.milment to­

combatingthe AIDS epidemic through edu­
cation. A national educatio~ plan "vim spe. 
cific training initiariv~ was developed by 
lhe Office of Academic Affairs in fIScal 
1988. The goaIs of the:; initiatives are to 
enhance -the Quality and humaneness of 
care and to promote behavior to prevent 
-transmission and reduce the risk of infec­
tion. 

A number of programs to educate both 
VA staff and vetenlnS and their filmilies 
about AIDS have been implemcntl~ Ini­
tial efforts were directed toward training a 
cadreofstaff at each ofthe medicaJ. .c.ellte1S 
to address local areas of educational need. 

The training progr.uns.incIuded'1 train­
the-tr.1iner program for staff charged with 
facility employee training on mv preven­
tion and transmiSsion. including the use of 
t:t.n.ivasaI pn:cautions, and a (patiellt heallh 
education program designed specifically to 
prepan: caregivers tococducr.pre-and post­
lUV anbOody test education and cot1DSel­
ing for patients. Since completion of those 
efforts, training for new staff is conducted 
on an annual basis. 

Several other national programs have 
been conducted to meet thc changin~: edu­
cational needs associated with ilieepidcmic. 
These programs include one designed (0 

sssist staff at V A health care facilities to 

integrate HN disease prevclltioll aaivitjes 
-into substance abuse tre.aanenr.- in order to 
facilitate both addiction recovet)' and HlV 
disease prevention. 

Other activities have included a fai:ility 
based AIDSIHIV education demonstration 
project to fund new approaches to edluca· 
tion at the loc.aI level and discipline--spe· 

-cific edueaIiODal programs for physicians. 

..1_.:..... social wOl:k.us and Vet CenterU1A~~. .-.. 

personneL Four teleconferences on a vari­
ety orHlV/AlDS clinical topics have been 
offered on an annual basis. 

Health Care Services 
A wide array of services to meet the 

Illedi~ and psychosocial needs of mv 
infected and AIDS patients are available at ! 
VHA facilities. Depending upon the size ! 
and mission of the facility, these sen'ices I 
nmge from mv antibody testing and coun­ j 

seling and outpatient management to the : 
provision of specialized treat1l1ents. Ser­
vices may be proVided in a variety of set· ­
rings in ponwy. extended and loog teim 
facilities. In genetaJ.. care of HIV infecttd 
and AIDS patientsis provided at lhefacility 
closest to the patient's home. 

Adherence to strict confidentiality and 
non-discrlminar:ion in admission and trca.t­
ment are mandated by legislation. mv 
antibody testing is performed only with the 
voluntary and written infonned consent of 
the patient and all testing mustbe accompa­
nied by pre- and post-test counseling. The 
medical records and informarionrelaIed to 
HIV antibody testing and diagnosiS have 

i additional confidentiality requirements. 

\ Program. Admi.nistr.ation
i The AIDS Service was formallyestab­
i lished (0 advise the ChiefMedical Director 
I on policy issues related to the epidemic. 
, coocdlna!e the national progam ofeduca· 
_non, reseatCh aDd clinical C3.fe on f!IV1 
: AIDS~-setve;'as'l.iai.sot( -fot':C9J,l~9iial 
: amil)U4t~-a£fairi.imdpM\iia?&r~fa..l tion tomeCJiciiJ.-cerlids. - - -- -:-:-' .~ 

National policy.has bc:cn developed Oil a 
wide range of HIV/AIDS related: Issues 
including AIDS case reporting, confidenti­
ality andHIV anbOodytesti.D.gandcoUnseI. 
iDg~_ :imple~e-n!atiOri- of univeis3I ~\1-
lions and post-exposute -management. of 
empl9Yces accidentally exposed to blOod 
and body fluids. The servicc was also 
charged- with the fomwioll and mainte­
na:Dc:e of a national database on AIDS to 
detennine the impact o£thccpidem.ic on the 
sys.teIn and to plan for future need.$. Tbi..s 
database W3.i established with reporting 

n:qUi:rements to the \1HA adiWnistralivc 
offices beginning in 1983. 
- Sharing information is a key element of 
any national program. Networking among 
staff is t:ncouraged through the national 
training programs. The AIDS Service pub­
lishes a quarterly newsletter.· the 
AIDSGRAM, thar.is disseminated to AIDS 
coordinators and directors in each medical 
center. 

The ne sletter conL'lins information 
about the emograpby and geograp~ica1 
distributio of the epidemic and arncles 
pertinent t the VA policy. care. research 
and educali nal activities. 

Anic1es om ~taff in VHA health care 

=~cq~ 
The n~or a local as- well as national 

database t track patients lhrough lheir 
Stages ofill ess and to crack resource needs 
for care idet:\tified by staff in the large 
medical ce teJ;S as early as 1987. In re­
sponse to at need. an advisory group of 
HIVIAIDS leld experts and San Francisco 
Informatio System Center staffbegan de­
velopment fan HIV registrY. to be utilized 
on the dece lized bospiral computer sys. 
tem at each acility. - . 

This re' was distnbu[ed to all medi­
cal r:tnters n late 1991. Patients in four 
stages of di ease. mv infection through 
AIDS. are e tered into the database at ea.c:h 
medical ce f. Each stage of disease is 
defined by count level and clinical 
criteria Sue .ve stages reflect increas­
ing severity f disease. 

Demo 'c,diagnosticanddrug infor­
mation as w II as information on inpatient 
stays and 01.1 atient visits are provided for 
each patient. [a_entered. and e.xuacted at 

the local m ·cal center is then autormJti­
\ cally trans to a national database. 

Both the and national databases 
have beeD d ...eloped ro strictly mailltain 
patient conti entiaUty. This database win 
be LlSed for ontinuing assessment of the 
impactaod wthofthe epidcmicin VA as 
well as for p . g future programmatic 
and R;$OIl(Ce eeds. It is also expected to 

by which a large patient 
population y be followed through the 
various SCI1ge or ~ infection as well as a 
means of d . the na.t1lCal history of 
AIDS .in au of expanding dnlg tre:iJ­

-:!!#~:ap!l: S patients continues to be 
Wi-a.rearequi ng definition and study. In 
1990. another dvisory group of field ell.­
pens was fo ulalcd to develop l'l.I1 AIDS 
model for cost timation and resource dis­
tribution in peration with the Boston 
Development enter. This group worked 
in COncert wi the expen: panel in the 
development 0 the HIV registry in antici­
pation ofin -ing ICSOUrce requirements 
as a patient p gresses throuil\ increas­
inglysevere.s es of mI!~~!: - F- I) ::: 
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AIDS Patient Registry ­ Demographic U"'''"'''''"'I~'''' 
Cumulative Totals to December 31, 1992 

Cumulative tolell: 14,649 
New patie.nts reported in month noted: 

October 
November 
December 

Year to date 

. 139 

150 
180 

2.241 

Risk Factor: Number 
Homosexual or Bisexual 6.980 
IV Dreg User 3.957 
Both Homosexual &. N 

Drug User 954 
Heterosexual contact 458 
Transfusion (TRF) 511 
Unknown or unreported 1,789 

Percent 
47.65 
27.0l 

6.51 
3.13 
3.49 

12-21 

Ethnic: 
White 
Black 
Hispanic 
Unreported 
Pacificl Asian 
American Indian 

Sex: 
Male 
Unreported 
FemaJ~ 

7,383 50.40 
5,123 34.97 
1,725 11.78 

356 2.43 
36 024 
26 0.18 

14.411 98.38 
168 1.14 
70 0.48 

A-non lo<li311 0.1119. 

O'IJ lea. 2'11 3'1t 49ir ''It 6.. 7Cj\; 8'1. 
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Letter to the National ColDllliaa1on on' AIDS 

From· the Pres)icient 

DUrinq the pa.t tbr.....nd....a-hal.f. year.,. the NationaL.. 

cOlmIlission on AIDS has made an. enormouacontribution to the nation' 

through its'· Elfforta to illuminate the problema and. propose the: 

solutions to 1t:b.e tragedy of AIDS. You have labored. to inform .the 

qovermaent, t:b.a public, and the Concp."ess of.. the extent- and the 

aeverity of~1ia epidemic. 

I.write to thank you for your work and to let you know that it­

has fallen on fertile ground. pOJ." this Administration will strive 

aa none befor,! it to carry. out your.··recommendations with concern, 

oODibtent and resolve. 

I have rtaviewed the letter and. recommendations you aubmittecl 

to me in Janulary. They are baaec:t, I' am sure, on evidence qainad 

through your inv..tigatioDs, hearings and. reviews. The 

recODD'Ilendatiorls speak to the need. for' swift and heroic action to 

stop the swaeI' of AIDS throughout this nation and the world. 

As I - si:ated durinq the ca:mpaiqn, I am committed to.. 

implementinq ~ many of the COlIDIlisaion' s recommendations. This. 
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proce•• has al.ready bequn. Aa you know, amanq the firBt budqat:a.ry 

actions taken, by my Administration was a request for 9reatly 

increased fun.dinCJ for AIDS research and prevention, and full 

funding- of tht~ Ryan White compreh9naiV9 AIDS R.esources Emerqency 

Act. My budqEtt request. for fiscal year 1994 includes a 78 percent 

increase for Ryan White, 18 percent for AIDS research and 27 

parcen1= for PJ~av.ntion. 

Moreover, on' June 10, I siqned into law the National 

Inatitute. of :Kea~th Revitali2ation Act that eatabliahea'the Office 

on AIDS Resea:rch which will coordinate all AIDS research in ,the 

NIH. In add1t~1on, the Centers for Disease Control and Prevention 

haa aaked. a dliatinguiahed. group ofaxperta from outside CDC to 

undertake a critical review of the entire AIDS prevention program. 

This review iSI now in proqress. 

'lou are tlndoubtadly aware that i have ~;;U'" 
effel'~ to pl.~18 ~ hiqh~y qualif~eci ~son~ th~osition of AIDS 

' c ct\<"-i l.st'ut\Vt03t§\tt txW~J. t,,Ot:~·b). l.j?~~) t- .. '.t..Po l .1.CJY oor rI,a or~ tv Aoon &1 r •• g.1_1ea... pel!ll.~a.eR W~~ 

~~i ' ,
all eHp8&=t was TIl 11 have my full support l.n providinq leadershl.p and 

coordination amonq all relevant executive branch departments. 

I underst,and that the Commission i~ about to issue a final 

report, and aSI you do so, I wish to offer my qratitude for your 

invaluable eeZ"t.'ioo to the nation. 'lour work will quide us through 

the cOJllinq mon'the and years as we continue the fiqht aqainst this 

traqic disease. 

http:pel!ll.~a.eR
http:budqat:a.ry
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Phone: (212) 966-8700 
Fax: (212) 334-8417 

Ellice Diu. M.s..M.P.It 
770 KriItcD CouI1 
Santi Bubam. CA 93111 
Phone: (805) H1410S 
Pax: (805) 681-1332 

.,.., D. FIsher 
FarniJ¥ AIDS Network 
678 Front st., SUite ISO 
Grand Rapids. MI 49504 
Pbot.Iti~ (616) 4S1-:?J61 
F~ (&16) 451-9180 

Donald S. Goldman., F.q. 
Ill6 New Court Bu11d1na; 
50 West Market Street 
N.-wark, NI 07Ull·2192 
Phone: (201) 6l1.sosS 
Fat: (201) 621..m6 

Lawtell. J. K..... 
Blec:.udve DiNciot 
AIDS Al=t1on Committee 
131 Car.don Street 
BoGtoa, MA 02116 
Phone: (617) 4J7.QOO (J23P) 
Pax: (617) 431..6445 

a.rla Kanlpbers. Jr,Jd.D.,M.P.H. 
Director, Division of PubUQ HeaJth 
Delaware Health IIl1d Social Serviael 
Iesse Cooper BuUdlng, Room 121 
Water &. FcckraJ StrcN 
r..t Ollke Box m 
DoTer. DE 19903 
l'txlne: (302) 739-4100 
Fax: (302) 739-6659 

Jteprosent.at.iYe J. Ro, RowiUld 
2134 Rayburn Houso Ofticc BuIlclll1a 
Wa8hiogtol'l, D.C. 20510 
Phone: (2(2) 22.S-6531 
Fax: (202) 225-77l9 ' 
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FROM: I 
suamCT: ! 

i 
In the FY93 budg,et, the Department of Defen1C was givc::n $20 milli.on Cor trials of 1he AIDS 
vaccine, gpl60, manufactured by lIoficrogenesis. While questions were mised about Jhe 
appropriateness Ol~ this pattieuIM expenditure, the best that could be gotten at the tini~ wu the 
opportunity for th·, NIH and FDA to comment within ~ months, with the money aQing to other 
DOD HIV-related research if this study was fourHl to be flawed. " -I 

The time for l\'lH/FDA comment was early in this adminiAtmtion, and there was no~ong voice 
forcing a clear statement regarding the scientific flaw. in the study and allowing for OD to 
invest the money '~sewhere. (It is not worth space here rcc:onstru.ctini this period·· ce it to 
say that hindsight would .5\l8gc~t a v~ different process than that which was used.) 

There has also been adebate with the manufacturer of &p160 reaaniin, their in~ that the 
vaccine for the triiLl be purchASed, something which hu nevet' happened in other vacCine trials. 
At the present, the Dle.nufa.cturw has offered one ycar of ftt.c vaccine (within a lhree year study), 
a step whieh leave:! other manufacturers of vaccine concerned. aboullevel playing t1 ds as their 
products come to trial. 

The DOD believes that they are ob11sated to proceed With &..e Conpssionally man 
Bpl6(), deapita the fact that the sdentifio community has bec:n dear in ident:if)in& th 
this atudy, and in identifying the more important questions which could be answen=ci 
point. Initial steps li'lave been taken on th. lItudy. 

On behalf of the Adminisaation. I have Informed thole who have asked, including s 
members of CongnlSs, that from an AIDS policy viewpoint the itudy as J).ow cnvisi 
wise Uge of fu.."\ds, lmd that the priority for $20 million in HIV vaccine-related res 
DOD or HHS would be at Ii more basic level that a trial of a specific agent. 

\ 
I­
I' 

-----..,.--------..,--,..----.,..... .--... ----_.'I' "" 
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There is interest on the part of the HlV community in general, and legislators conctirned about 
health martel'S in approaching Senator Johnston and the DOD appropriation9 comm~' with a 
proposal which \vould. allow for ~ better investment of these funds. I would like eo currence 
from you and appropnatc others tn the White House 1:0 send the attach~~-W~ tor 
Inouye, Senator Kennedy, Repf8lentative Waxman and Representative; ~ , 

Given the timing of work on approprtatlons. the letter would need to be sent within be next day 
or so, which maJ~ the reviev.' process tight. Please call me with any Q.uestions. 1\ 

cc: Steve Richetti 

---------+------,.._--­
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DRAFT 


There have been a number of qlJ.atiORs asked about the trial of OPl60 vaccine abo 
conducted by the Department of Defense. This is a study speclfic.al1y mandated in 
appropriations proceu, and funded at $~O million. 

Tn the opinion of many in the scientific and AIDS-interested communilyt in which I 
lhis stngle-va.cdne trlal is not a useful investment at the present time. While the s y could 
be slightly improved by comparing this product to other vaccines. that would cost ore and 
be only a sli,htly better investment. It would be far wiser to allow an appropriate .t:W 

process to identUy more buU:: research questions esaential to the 8U~sful develop ent of a 
vaccine, whether thempcutic Of preventive. 

If it would be po:lsible to identify some amendment to the mslin, lanauqe which auld 
allow a reconsideration of dUll 5tud)' I and the possible reinvestment of these funds, I would 
be delighted to wark with you or your staff. 

cc: Shalala 
Aspin 

Raato 


---.......~-- ........- .......-.-.-. '--"'--"'-. 
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Oftlce of the Natiow AIDS Poley ~......... __••v 

Bzen.tift Olllae of the lPreIItdat 
7801'7tI1 street. N.". hite 10&0 

",uhi n _OIl., D.C. :&0100 

.Phone: (202)832-1090 
Fax: .(202)832..1OH 

DeliverTO:~ 

sent From: 

--.;z: )t3iatl~.G~~I)' A,~ N," Ne (J N" ~N NllttJoJo!nal,AIDS Policy COOrdlnato,.
&:: '~,,-~-

Number oCPqea: .; t .Cftwp Fax Number: </~,- tilt 1J8 _ 

Me• .,e: 

Date:.....",.........~ 

......,."....... ~.,' .........,...-. '-,,,-.-'r 
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•THE WHITE HOLISE 

WASJ.1INGTON 

November 16~ 1993 

:Ga.ry RamafaCii, M.D. 
,lUUili8tant Prc,fasaor 
Depa~tment of Pediatrics 
The University of Mir...neeota Hospital and Clinic 
Loring Park Offioe Building 
.429 Oak Grove Street 
Minneapolie, MN 55403 

Dear Dr. Remafedi: 

I am just sta'rting my review of ageIlcy proposal. foz; the F 95 
nudg~~. ThQ funding for Ryan White programs, includiIlg Ti le IV,
is of particular concern and I will ~e paying close attent on to 
rQquQ8t8 in thia area. The pediatric programs yeu describ na~e 
been a critical part of our efforts to serve ch1l~ren with HlV. 
Thank you for writing. 

Sincerely, 

. J_.. " U 
..\:--..~\...........~ \ ~~ 


~z;iatine M. Gebbie 

National AIDS Policy Coordinator 


cc: ca.rol RaSCO I Domestl.(! POlicy Council 
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OFFICI 
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-----.~----------~ ~ 
~~------------~ ___________..

__________...J 

____

__

J 

DRAr,. REAPON8K 'OR CHR By, 

PJ:.IU\SB R1i:Pt"Y (CO" '1'0 CHR) I 

'LaASS "DVtIIIlS DY: 

LEt'S DISCUBSI_____________-:--_--l 

FOR YOUR INFONG'1'IOll: 

ADLY V8lKO FORM «:01)8r _____________ 
F1LB; __________________________________ 

RliTURN ORIGINAL '1'0 c:lllh-..,._____~_____ 

S~.DULEt_______________________________ 

REMl'JU(S; 

i 
I 
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AMex 
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Vol'i61y Clwh Cltj~II',H<litpltQj 
6Jl-6Z7-66 0 
FfL'I: 612-.6 7·6819

November 3, 1993 

'Carol H. Rasco 
Auistant to 1he President for Dommie Polley 
Executive Oifice of the President 
The White HOUle 

Wuhington, D.C. 20500. 

Dear MI. hleo: 

The Youth and AIDS ProjetU haa been a Pedtatrir;;/Family AIDS Dcm nstration 
Program sinc)! 1990; this fUnding allows us to provide case manasement and s pportive 
services to our CUl'Tent I;:ase load of29. I am writing to thank you for suppo' the FY 
1994 conaoHdation of fUndinS for the Pediatricl.Family AIDS Demon.!ltration Program 
within Title IV of the Ryan White CARE Act, and to urge a significant in for Title 
IV in the Preaident'$ budget request for FY H~9~. 

As you know, Congress recently comp]eted the LaborlHHS appropriations nfercnec. 
Despite tho President's reque" of 521 million for the. PedlatrlcIFami AIDS 
Demonstrat1c)ns and $6 million for Title IV in FY 1994, the final appropriation was only 
$22 mU1lon. ThIs represents a $1 million increase out of a total increase of' $2 amillion 
for other Titles of the C.AR.B Act The Youth aad AmS Projeet8 and other ediatrict 

adolescent and family AIDS demonstrations that arc now a part of Title IV ave b=on 
essentially leil1el funded for the past three years. 

I am now writing to strongly urge that Title IV ofilia Il.yan W'hite CARE Act be' creased 
to $42 million in FY 1995. While consolidation of ftmding within Title IV wi 
the dellvery ()l services and access to clinical trials for our clients a1l"ected by 
it does ftot diminish the need for substarrtial new funding in ll'Y 1995. 

As you know, HIV infec:tion rates amone women, adolescents and children hi: 
increased. In FY 1991-92, the Youtb and AIDS Projects had L\ cue load or 
men and women who were FfIV seropositive; in FY 15192-93 1 that number gr 
The Youth lind AIDS Projcctl anticipates adding II.l1 additional IS new HIV S opc&itive 
Clientll during the 1993.94 fiscal year. The 1992 report of the U.S. oUle of 
Itepresentatii,..!a Select Committee 01\ Children, Youth, and Familie'l titled of 
Denial: T;e'n!! Iml A.lUS In America. reported that during the two years p r to the 
report, "the number of teens and young adults (ages 13-%4) who were diagn sed wlth 
AIDS incrcllllcd by 77%. More than half oEU.S, AIDS cases among persons s 13.24 
have been r~~orted during the put three years ofthe decade-old epidemic," 

'"~T"'l' ..- .•. -~-.-. -, 
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Title IV of tlflc CARE Act haa now become an important fOoUl of providin,s funds to 
deliver specialtted pediatric a.nd adolescent HlV comprehensive services throu hout the 
United States. Ifyou or your staif nood further infonnation related. to proSt' s funded 
under Title IV, please contact David HlU"Vey. Coordinator for Public Policy at the National 
Pediatric HIY Resource Center (202-289-5970) in Washinston, D.C. Ifyou n d further' 
infonnation rn]ated to scrvi.C:C5 for adolescenu, pleue contact Ille at (612) 627·6 20. 

Thank you for your conJideration. oitrus request. 

Cordially. 

Gary Rema£edl, M.D. 
Assistant Professor 
Departmen.t c.tPediatrics 
Director, Youth and AIDS ProJectS! 
Adolescent Etealth Program 
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UNIVERSITY OF MINNESOTA 
'.111" dIIdAIDS Ptfdtt« 

AddelWlI Health 
VAriuy ChW Childrm" R",pl;aJ 

November 3, 1993 

Kristine Gebbile, R.N. 

National .AIDS Policy Coordinator 

Tho White House 


. 7S0 17th Street, NW 

Washington, D.C. 20503 


Dear Ms. Gebbie: 

The Youth and AIDS Projem has been a Pediatric/Family AIDS Demon tration 
Program since 1990; this funding allows us to provide case management a.nd su ortive 
services to out' current cue load of 2!il. 1 am writing to thank you fbr supporting 
1994 ~onIJolid!tion of funding for tho PcdiatriclFamily AIDS Demonstration 
within Title IV of the Ryan White CARE Act, and to urge a significant increaSe 
IV in the President's budget ftqUGst for FY 1995. 

As you know;' Congress rec~tly completed the LaborlHHS appropriations co 
Despite the President's request of $21 million for the PediatrlcJFamUy 
Demonstrations and $6 million fbr Title IV in FY 1994, the final a.ppropriation 8 only 
$22 million. '.i'his represents a $1 million increase out of a total increase of 5210 million 
for other Title:s of the CARE Aot. The Youth and AIDS Projects and other p diatric. 
adolescent and family AIDS demo:nrltatiOnJ that are now a part of Title IV ha e been 
essentially level funded for the put three years. 

I am writing 1;0 strongly urge tha.t as the Department of Health and Human 
finishes its FY 1995 budget requegt and mbmitl it to the Office of Manag 
BudSet. that the funding request for Title IV ofthe Ryan White CARE Act be inc 
$42 million. W'hile consolidation of fUnding within Title IV will enhance the del' ory of 
services and access to clinical trials for our clients affected by mv disease, 1t d es not 
diminish the need for substanti4l now funding in FY 1995. 

A, you know, HIV infection rates among women, adolosoer.rte and ehildren have rapidly 
increased. In:PY 1991-92. the Youth and AIDS Projem had a CASe load of 1 young 
men and women who were mv seropositive; mFY 19~·93t that number gre to 29. 
The Youth and. AIDS lTojects anticipzrtca adding an additional 15 new HlV sero sitive 
clients during the 1993.94 fiscal year. The 1992 report of the U.S. H use of 
Representative's Select Committee on Children. Youth, and Families, titled D de of 
Denial: TeenalWd AIDS In America. reportc:d that duriI1& the two year3 prior to 

http:Telecopi.er
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report, lithe n'Lunber of teeni and yO\lDS adults (ases 13.24) who wire diasnos cl with 
AIDS inerea/Mtd by 77%. More than half' of U.S. AIDS casos among persons a.g 
hil,ve been repcmed during the past three years of the decade-old epidemic. II 

Title IV of the CARE Act ha! now be~lOme an important focus of providini 
deliver !ipeci.ali2ed pediatric and adolescent mv comprehensive services thro out the 
United States. If you or your lid need· further information related to programs funded 
under Title IV" please contact David HaIVeY, Coordinator fur Public Policy at the ational 
Pediatric mv Resource Center (202..289-5970) in Washington. D.C. Ifyou need further 
information related to service! fur adolescents, please contact me at (612) 027-08 O. 

Thank you for your consideration ofthh requcst. 

Cordially, 

Gary Remafedi, M.D. 
Assistant Prok:ssor 
Department of'Pediatrics 
Direotor, Yout:b. and AIDS Projects 
Adoleacent Helllth Program 

~. 

. ...._....-_._...... '._--,­
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OFFICE OF VACCINES RESEARCH AND REVIEW 

CENTER FOR BIOLOGICS EVALUATION AND RESEARCH 


U.S. FOOD AND DRUG ADMINISTRATION 


-----_._--------------------------------------­
FACSIMILE TRANSMISSION RECORD 

~ NUMBER OF PAGES (INCLUDING COVER SHEET) 

TO: ~~~~_~________________________________ 

%=,~~!!..:.'"--------------------------­
FAC;SIMILE TELEPHONE NUMBER: ;1.02" if$'(, "'2.g.,e- .­
VOICE TELEPHONE NUMBER,_________ 

FROM: &.~~~-------. --------------­
~--------------- ...------------------­
FACSIMILE TELEPHONE NUMBER: (3011 480.409] 
VOICE TELEPHONE NUMBER~ (301) 402..152j 

OAT f.:!:.I!..e.(~ TI M E :'..Io':lJ::.;:..::So::..:::"~__ 

MESSAGE:~~-~-~..:-"~!..~J:!~~~io~--­
---~..:~~---~~~.:..-~L.-==.=.·r~~.M'~~~~.h.---­
-~~~~---------------------------------------

WllE.: This tren.minion is from a XEROX 7033 tflll.oopier. If you dO not 
receive til legrble document, or do not receive aU Of the pages t please 
telephone US Immediately 8t the voice number above. 

THIS DOCUMENT IS INTENDED ONL V r:OR THE! US'! 01- THE PARTY TO 
WHOM IT is ADDRESSED, AND MAY CONTAIN INFORMATION THAT IS 
PRIVILEGE:O, CONFIDENTIAL, AND PROTeCTED FROM DISCLOSURE 
UNDER APjPLlCABLE LAW. If you are not the addressee, or iii person 
authorized to deliver the document to the addressee, you are hereby 
notified (h,lt any review, disclosure, dissemination, oopying, or other 
action based on the content of this communication is not authorized. It 
you have t~aceived this document in error, please immediately notify us 
by telephorl .• and rot urn It to UB at the above address by mail. 
THANK YOU. 
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POLIO VACCINE AND AIDS 

The origin of HIV-1 has long been oontroversial and elusive. Many lay and 
soientifi.-; 1heorle& have been propoSed Including, more recently. the 
oontamlnatlon of polio vaccine with retroviruses. 

• 	 In an article in International Journal of Cancer Vol. 41, p, &01-609 
(198,6). it was reported that "sera from 160 Caribbean green 
monl<eys 6howed no signs of SiV infection" as determined by 
antibody testing. This was In contrast to the posi1ive sera obtained 
from African green monkeys from East Africa. 

• 	 Ohta. et al. found no evidence for contamination 'Of live oral 
poliomyelitis vaccines with SIV in 1989 (AIDS. 3:183), 

• 	 In November 1991, a Texas investigator. Robert Bohannon, reponed 
finding a. retrovirus, Type D, in an AIDS patient at the UniverSity at 
TexaE" M.D. Anderson (J. Virology: 65). 

• 	 In MCilrch 19~2 an article by Torn Curtis was publiShed in Rolling 
Stc'ne Magazine which speculated that the HIV may have been present 
in tissue from a monkey kidney used by Dr. Hilary Koprowski to grow 
p(llio vacoine. This article discussed a variety of issues related to 
viruses present tn monkeys. The vaccine was stated to have been 
used in humans in Africa In the late 1950's. A press release 01 UPI 
quoted the Director of Wistar Institute as saying they were 
assembling a team to evaluate the theory. 

• 	 In March 1992, an attorney Walter S. Kyle presented a "Viewpoint"I 

whiCh was published in lancet (Vol. 3S9, March 7. 1992) which 
propos.ed that the "use 01 polio vaccine contaminated. wiih small 
numbers of rype-C retroviruGes for 1he trea1ment of herpetic 
lesioM, a sexually transmitted condition ____ .w in homosexual men" 
using high doses of vaccine "could have provided a pOint .source for 
Infection that spread to sexual contacts". Some of his lipeoulation 
derived! from information he nad obtained from the Agency. 

" 	 On Apti/ 6, 1992 FDA prepared a talk paper stating several stories 
had appeared in media linking early polio vaccine trials to origin and 

http:propos.ed
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spread of AIDS. It stated that the PHS ilhas seen no convincing 
evidenoe to support this alleged connection or even Indicates that it 
Is ri;:motely possible." 

Further, 11 indicated that while monkeys are used to produce polio 
vaccine. there is no evidence that the animals used for production 
are infected with simian immunodeficiency virus (SIV)j monkeys 
from SIV-free colonies are used, Breeders are lested for antibodies 
to SN. The Talk Paper further stated that when individuals 
vacci.nated with polio vaccine are tested, antibodies to SIV have not 
been found. Other experiments trying to recover SIV from monkey 
kldn'IYS cells were cited which were negative. 

• 	 Science (March 20, 1992) reviewed the controversy surrounding the 
Rolling Stone article. This e;tory was discussed in num4iirous other 
news forums il'lOluding the lay press (i.e. Washington Post), New 
5cie~ltist (April 4, 1992), the Journal of NIH Research (September 
1992. vol. 4). Many of these reports discussed the Issues Including 
the need for samples from Wistar Institute to be tasted using the 
new techniques of molecular biology, speoifically polymerase Chain 
reaction (PCR). One investigator indicated that "It's very tricky 
science," 

• 	 The Wlstar Panel report Issued October 22. 1992 [summarized by J, 
NIH Hesearch (December 1992)] concluded that many uunlikely 
evenh" would have had to coincide In order for polio vacoine used in 
Africa by Koprowski to have resulted in AIDS. A press notioe tAP) 
of 1hi!; report. stated that testing of samplas was reoommended but 
"for tElchnical rea90ns they doubted such testing would be 
conclllslve." Only a limited sample of original vaccine was found. 
They did recommend that vaccine manufacture be moditied to 
ellmlM.te LISe of monkey tissues for human vaccines. Many 
newspapers Including the New York Times have reviewed this report. 

• 	 CDC ''las also issued brief statements to the public indicating that 
the Wf3ight of the scientific evidence does not Sl.lpport the ooncept 
that HIV-1 originated using pOlio vaccine. 

" 	 FDA has long been involved in safety testing ot vacoines. for 
example. the presence of retroviral Infection in vaccines was 

http:ellmlM.te
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inveStigated by FCA scientists in 1975-76. No evidence of 
retro;firuses was found in polio vaocine. 

• 	 Studies were Initiated in Spring 1992 by CBER scientists to utilize 
seve~al approacheS to looking for SIV In polio vaccines (monovalent) 
and primary monkey kidney cells from Caribbean colony. These 
studies are currently Incomplete and Inconclusive. Therefore, no 
comment can be made regarding any results of thege sludies, That 
we lilr8 performing these studies is considered "Confidential" at this 
time. No Informaticm has been made available for any F'OI request on 
this issues. 

• 	 Cases of HIV-I infection in children with no known risks factors 
have been reported (AP June 21. 1993). It has been suggested In the 
lay F,ress that the etiology ma.y Include contaminated polio vaccine. 

FCA 	continues 10 review information on this malter. 

Prepared !by: MCHardegree/AKhan/OVRR/CBER/FDA:06J29/93 
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Lee C~Smith' ~scurrent~y 'cm -a cOtruUunity "s~rvice' . leave 'with .L~vi·
Strauss & Co.,'" and cont1nues .to .hold. thet.ltleo£ Corporate V1ce 
President. Until April of 1992,':and for the past eight years, he 

. held the position of .p.resident of Le.vi Strauss International. In 
that position Mr. Sm1th was respons1ble for all of the company's  
~h!ie;~~~~ .outside of the Unit~~..s~tesin some 70 count~ieS;t::  

There are mo~e' than 9000 e~pl~yees i~ Europe, Canada, 'Asia Pacific, 
and Latin America 'as well as a number of independent' bus iness 

partners who have the contractual right .. tOl11ake, market or 

distribute Levi ·.strauss & Co •..1 . products. 


For the past eight years, Mr. Smith has led the team-that has been 

responsible' for the complete' turnaround 'ofLevi' Strauss 

International from a virtual money losing operation·tothe point 

where, last year, it 'contributed one-third of the company#s total 

revenues and one-half of the earnings. . ' . 


Born in Plainfield, New Jersey, Mr. Smith received his Bachelor of 

Science degree from Pennsylvania State University in 1964,' served 


/''''' a tour of· duty in Thailand as an officer in the U. S. Army I and

(.l joined Levi Strauss', Co., in 1966 'as a management trainee. . . 

After 2S years with. one company, 20 years in international business 

and the past 8 in his position, he decided to create some change in 

his life and seek some new challenges. His attraction to volunteer 

work for the Cent.er for Southeast Asian. Refugee Resettlement, 

membership on the Mayor of San Francisco I sHIV Task Force, and 

various' activities with the San Francisco AIDS Foundation have led 

him to join the Nat.ionalLeadership Coalition on AIDS, where he is 


. a member of the Eloard, and to consider devoting more time to 

community service. Specifically at the present Mr. Smith hopes to 

be part of the team that will marshall the necessary resources to 

end the HIV pandemic. . 


Mr. smith lives in Tiburon, California,. and is married to Perry
Smith, a graphic de~signer. 
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Cali:"ol Rasco 
As:~istant to the President 

:Eor Domestic Policy.' 
Th~ White House . 
West Wing,2nd Floor 
Wa~hington, D.C. 20500 

Dear Carol: 
. . 

I am both honored and rewarded by the opportunities to 
me'et with you, alld your colleagues, and discuss the 
chlallenges we face in managing HIV/AIDS. These 
dirscussions have·. provided a reasonable basIs for 
considering how best I, .and' the National Leadership 
CO'alition on AIDS, can be fully supportive of President 
Clinton's determination to' provide 'leadership and 
su~pport in. the fight against ~IDS. 

Ha,ving spent my career as an international .business 
e:x:ecutive, I.appreciate the complexity of the decisions 
you face, and the importance of' moving forward on a 
m.)lllber of pending appointments. Our di$cussions have 
.given me a fairly good idea .as to how you expect to 
otganize the Federal' Government '.S coordinated· response 
t6 HIV disease. After a very.thorough eXaIl1ination of 
Y0ur needs and expectations, and my skills, background, 
tE'~mperament, and contacts, I recognize that .1 am better 
slIited to eliciting a constructiv~ response to 'HIV from 
m1" vantage point in the business, labor, and private 
sector. 

Thus, I have concluded that I am not the right person 
for the position you have described, and respectfully 
wish to withdraw my name from any further consideration 
for this position. 

I care deeply about HIV disease, and what it has done to 
p~opleI have known and loved. I am very troubled that, 
a:t a time when we can least afford it, HIV disease has 
sapped productivity 'in workplaces around this nation, 
d,ue in large part to the discrimination surrounding the 
disease and to' the lack of understanding as to how it is 
transmitted. And, I am very appreciative of the global 
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impact of HIV IAIDS and the challenges this poses as both 
all economic development factor and public health crisis. 

Tf.le management team already in place around AIDS· is very 
i(o.pressive, and. I am confident of your ability to 
at:tract yet another critical player to assist in shaping. 
a~ld managing the Clinton AdIDinistration's response to· 
AiDS. I grea1:;ly appreciate .the commitment and 
pE::rspectives I have . witnessed in my several meetings 
with you and your colleagues, and offer you my full 

. support in· tbe work ahead. I . am quite prepared, .. as .a . 
vd)lunteeri to help convene others, to. bring new players 
alld additional resources to the· table, and to offer the·· 
flUl resources of the National Leadership Coalitiori on 
AiDS to spearhead efforts to stimulate more effective 

.. rE:sponses~ from the private. sector . 

Weare especially pleased~< with early responses from 

b~sinessand labor to the tDC's Business Responds to 

AIDS initiative, and . see in this effort an important 

OI)portunity to assemble greater support from CEOs I 


mciinstream business organizations, andorgartized labor. 

I am eager to offer guidance and assistance to you, the 

Ptesident, Secretary Shalala, Assistant Secretary Lee, 

aild whomever you select to fill the post of. federal AIDS 

c00rdinator, and look forward to hearing .further from 

y~)U. 

Thank you again for the opportunity to. meet, and to 

discUss how best to reselve these. considerable 

cllallenges st!3mming from. HIVIAIDS ~ . .. 


. ·•.····.zfr 
Lee C. Smith 

L6:s/dc 
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DEMOCRATIC CAUCUS 

HOUSE OF REPRES ENTATIVES 


WASHINGTON. D. C. 20515 


ST£NY HAMILTON HOYER 

CHA.." December 21,1992 

Dear Susan: 
I wanted to bring to your attention }Vis. Samira 

Thurman, who would make an outstanding addition to 
the new administration. ' 

Sandy currently serves as Executive Director for 
AID Atlanta, the oldest and largest ~nun~ty-based 
A.I,.D.S. service organization m'the South. Since being 
named Executive Director in 1989, Sandy has tripled the 
budget, of AID Atlanta and greatly improved that 
organi:r;ationls troubled political $tanding in the 
community. Under her leadership, AID Atlanta has 
become !l ~ulii-million dollar organization with more 
than ,~ixty;.~ple on ,staff. and more than one lli,ousand 
aL"tiv~,v9J.W\t~rs.. ,s.cm4y has dedicated her life to the 
servio! of others. Sandy look a lhirt y-day leave of absence 
to be the politi~ dir~or of the OintQn 'Campaign in the 
GeorE~ Prilnary. 

I thinl< with Sandyts experience on the front line, 
she would be an ~set to the Clinton administration as 
ALD.S. Czarina. 

Wi~ kind re$ards, I aIll, 

Sir.~re!y yours; 

~.~ ~~.. 

STENYH.H~ 
Ms. Susan Brophy 
D.C. Director ' 

COI'I,gressional ~elation.c; 


PrEhliden.ti.al Transition Office , . 

1120 Vennoilt Avenu~, NW.' 

Washington~D.C. 20270' ' 


http:PrEhliden.ti.al
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Executive Director 
- AID Atlanta 

AI !xecuth,. Dirlctor of AID Atlanta, Sandra L. ·Sandy" Thurman II rasponaibta 

for planning and Ildmlnlatel'ng lit progroms and servlcel for the Soutfla81t'1 larV88t 

and olda.t comml.tntty·baHd A'DS I.ntlet organlzatJon. 

Her InvoAvernent with .Ale Atlanta bagan In 1888 when sheloinad the agency 

'I ita Director of Pt,bllc Affair •• brlngJng to the post en extenaive background In pu~nc 

letvlce. pontic., n'18r1C&tlng an4 communIcatIons. She we. named AID Atlanta', 

Executive O,k.etor lin 1889. Durfng hat tenur., the orgon~atlon hal trlp'ad In I~' to 

blJOoma • rnu6tl·mlUion dollar agency With 60 .~aff IIInd mote than 1000 actIve 

volunt.re. 

A native of A,tlan18 wfth a famllyhiatarv of pol(tlo8' .~ p~btlc ••rvlce, MI. 

Thurman·8 AIDS-reCtltad aotlvltfea tnclud8mllmberlhip on the State AID$ Tille Forc•• 

the Fulton County HI,V PIaMlng CounGl1 a~me executive Committel of tho CoaUtlon 

of ntle I Clthra (CAE:AR Coalition). In J""" 1982, she wae serected by the Senate 

labor and Human Rasiou~8. Committee to testify with Ma. elizabeth Taylor on federal 

AIDS programs -'"d ptlorltle, during the COmmitte.'. oversight hearlngt on lhe 

luccela of the Rvan \IVhtte CAR! Act. The National Commlsalon on AIDS requasted
> , : , 

MI. Thurman,. natlor'lally (.c~nlz.d AIDS leader, to prelantteatlmony In November 

http:volunt.re


II 

Sandra L.. Thurman I PaDe Two .. 

on Clr., finane'"" Ind aoctal.upport for persons with AIDS. Her te.timony provIded 

• blueprint for fe,'.rsl action In A'D$ health cere for the new admln18ttatfon. 

MI. Thurm,ln currently carves on the Governor'. Commllalon on Women and 

the Advisory Conll'nlasJon for the 1998 Atlanta Olympics. A graduate of Leadarlhlp 

Atlanta. ah, has lM..n a board member of the National Kldnev foundation, the March 

of Dim••• Pets Ar. LOY1"g Support; SiaterLove ancf the Atlanta Banet ~soclata•• 

Prlor to jolnirlg AID Atlanta, lhe hlld posh'on. 81 the Public Affair. Director for 

AmerlPlan Health Services, Oeorglatalarg••theafth maintenance organlratlon (HMO', 

end .. I Job plac:ement .pec~uat working IJIlItn .-.;.offend.1'I It the Georgia 

Department of Labor. Co'r,~naf ServJ!::e' Divl~ion. 

Ms. Thurman iaarned her bachelor" deg,.e in human r&Sourc.s admmlatratlon 

and manaalment ffom Mete.,. Unlvarllty In (;eor918, Her educetiona' baCkground alao 

InCl4de. exten.lva tr,lnInG "' employment·counseflng end the f.hobllitati(»n of law 

offenders. 

She rem..lns an active c~n.uitant on fundraiainQ and development ,elUl on 

managing organlzatlona. change, growth and diversltv for non.ptDflt organIzation. and 

public challtl". 
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SANDRA I.. THURMAN 


Prof'.llona' experience 


ExecUtIve Director. AID Atlanta, Inc. 


DirfK:tor of PubUc Affairs, AID Atlanta. Inc,' 


Account $arvlclS Coordln8tQr. Pattne,. Health Plan, Atlanta 


DlreGtor of Public Affairs, AmeriPlan 

Healtn SQrvicea, Limited. Attantll 

Job Placement JStatlltlcal Analyst. Georgia Department of 
Lebot. CorreCtional Service. DI,,'.'on, Atlanta 

Preaf8l1C8 SpecI., , EventalFundra'tlng Consultant, lelf· 
employed, ~tJ.",'t. 
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