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This Newsletter is published by the National
Coalition of Gay Sexually Transmitted Disease
Although efforts will be
made to present accurate, factual information,
the NCGSTDS, as a volunteer, nonprofit organiza-
tion, or its officers, members, friends, or
agents, cannot assume liability for articles
published or advice rendered.
provides a forum for communication among the
nation's gay STD services & providers, and
encourages literary contributions, letters,
The Editor/Chairperson reserves
the right to edit as needed, unless specific
requests to the contrary are received.

The Newsletter

Articles:

for the Newsletter, or ingquiries about membership or subscriptions may be addressed to Mark P.

Behar, PA-C, Chairperson, NCGSTDS, PO Box 239, Milwaukee, WI
credit the NCGSTDS when reprinting items from the Newsletter.
and will try to answer all correspondence!

53201-0239 (414/277-7671).
We're eager to hear from you,
The NCGSTDS is the proud recipient of the National

Please

Lesbian/Gay Health Education Foundation's JANE AODAMS-HOWARD BROWN AWARD, for outstanding effort
and achievement in creating a healthier

env:Lr*onment for lesbians and gay men, June 12,
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NATIOMAL AIDS NETWORK PREVIEWS g-°7r
by Paul Akio Kaweta, Executive Director

"Together in '87 We Can Fight This Epidemic!® is an exclamation that describes the National AIDS Network (NAN) 1987 mission. NAN's vision
is to be a national information resource center for AIDS education and service delivery and is here to make your lives easier. NAN
evaluates our succass by aur ability to give you quality services. Your input to this work plan is always greatly appreciated.

1>Conterpart Conferences  highlighted 1986. These conferences brought together the counterparts from different agencies to share
resources towards an end of duplication of efforts. In some cases, as in the New York State conference, participants have continued to meet
independently of NAN. In 1987, NAN hopes to host two regional and five national Counterpart meetings. Announced so far: March 27,
Counterpart luncheon in conjunction with the National Lesbian/Gay Health Conference in Los Angeles; April 21-22 in conjunction with the
American Medical Association's conference, "AIDS and Public Policy: A Commnity Response,* in Chicago; May 11, a regional conference to
discuss direct mail fundraising for AIDS-related groups in San Francisco; and June 1-5, assorted Caunterpart roundtable discussions for the
Third International Conference on AIDS in Washington, OX.

2>The Mnitor was aur professionally binonthly published newsletter, which began NAN's information sharing process. ~ Most people
enjoyed the Monitor, but requested more technical information on a more timely basis. Beginning in March, a new bimonthly publication—The
Network News—will  foous on technical assistance and highlight some of the different successful programs from across the cantry.  The
Monitor will become quarterly.

DOther Publications. Our ALDS Service Profiles directory was a well-received look at a cross section of the organizations that
mke up NAN. Ve intend to update this publication in August. If you want your agency featured in the next issue, please complete the
survey that will be circulated later this sumer. We will continue to work with the AIDS Action Cauncil to update the directory of AIDS
Service Providers. Look for a new format now that we have d-base III. When we first published this directory, we had 135 names; currently
we have over 250 organizations. You will receive an updated directory with your membership renewal.

ONational Fund Raising involved 3 projects in 1986. Using SHOWTIME's movie, As Is, we had some success raising money for Yocal
comunity groups. Our use of the movie, The AIDS Show, and Casey Donovan's cocktail parties were not as well received.  One major national
fund-raising project is slated for this year. Actress Joan Rivers has agreed to be one of the National Celebrity Chairs for NAN's national
Hair Qut-A-Thon. e will be contracting the services of a professional event production team to assist your agencies in coordinating this
event at the local level.

S¥aticnal Education began with the release of 60 celebrity public service anmnouncements designed for Tocal broadcast media.
There is a possibility that additional PSAs will be produced n 1987. NAN will also offer 2 videotapes to member agencies. Sex, Drugs, and
ALDS will be offered for a reduced price to certain agencies, ad Hour Megazine hes prodwced a video with Or. Isadore Rosenfield
interviewing Or. Anthony Fauci. Annauncements abaut these tapes are forthcoming.

6>The NAN Fund will start disbursing up to $1000 grants to local community based agencies. The money was collected from the Stamp
Qut AIDS project. NAN has agreed to serve as grant administrator for this project. Contact our office for details about applying for a
grant.

ToMenbership Dues in 1987 will be based on a percentage of your agency's annual budget, rather than a flat fee. That amunt is
caloulated as one tenth of one percent of your annwual budget.  Minimum dues for smaller agencies will be $100, and maximm dues for large
agencies will be $10,000.

$Technical Assistance has been difficult due to our Mmited staff size. However, NAN provided two day intensive workshops, phone
consultations, and technical assistance packets. Our new policy of Management by Wandering Around (MBHA) will allow exch of our staff
members to spend at least one week each quarter in the field at different agencies. Listening to your problems and learning about your
programs will enable us to better serve your needs. We want to know you, we want to know what works and what doesn't work.

®Minority Project.  Important challenges face people of color in 1987.  In February we will release our report on the status of
minorities in AIDS service organizations. Included in this report will be an action plan for NAN to address the issue of racism, education,
and services to minorities.

1ONational Association of People With AIDS (NAPWA) offices were moved to NAN headquarters.  NAPWA will publish a general
brochure, a quide for the newly diagnosed PiAs called Hints (in cooperation with NAN), be ready to distribute the second issue of its
quarterly NAPWA News, and begin to expand its own network of local PHA groups.

11>8rochure Clearinghouse.  In December, we mailed out a packet containing the latest brochures from several agencies. We intend
to continue this program by creating a different thematic mailing every other mnth. If you would Tike to share your brochures, please
contact Jay Coburn in our office.

This is our game plan for 1987. It's only effective if it meets your needs. Call us (202/347-0390)! ¥We Tike hearing from you. As I wrote
you last December, if someone did not write to complain, we would not know to fix the process. Invite us to your city! Ve want to meet
you! For further information or membership, write: National AIDS Network, 1012 14th Street, N.W., #6501, Washington, OC 20005 (202/347-
0390). -
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SHR = NEXT NEWSLETTER!

Aticles for the Fall, 1987 issue of the newly renaned NOGSTOS Official Newsletter—SEXUAL HEALTH REPORTS

(SHR) volure 3:1, will be due by October 16, 1987. Planned publication and mailing will be in early November. Address articles to:

NOGSTDS, P.0. Box 239, Milwaukee, Wl 53201. Thanks for your understanding! :
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SYPHILIS ON RISE ANMOMNG HETEROS
with thanks to Detroit's Cruise, 5/21/87

In an unexpected reversal of a dowward trend, the number of a dowward trend, the number of reported syphilis cases in the U.S. is
increasing dramatically. The increase appears to be caused by a rise in heterosexual cases, often involving black and Latino female
prostitutes and intravenous drug users, according to public health officials across the country.  They cautioned, however, that the
outbreaks are still under investigation and that different factors may be important in variaus regions of the contry. Nationally, cases of
infectious syphilis increased about 25% through April 1987, compared to 1986, according to the Centers for Disease Control. Reported cases
of primary and secondary syphilis cases occur in regions of the country with high numbers of AIDS cases.  That suggests that many
heteroseuals are failing to protect themselves against exposure to the AIDS virus despite the blitz of publicity about contracting the
virus through sexual contact. At the same time, syphilis cases in homosexually active males are declining. *...The heterosexuals do not
have the same AIDS fear [as the homosexuals],” declared Dr. Surekha Mishal, acting director of Los Angeles County's sexually transmitted
diseases program.

SYPHILIS ASSOCIATED WITH PCP”7
by Tom Steele, with thanks to New York Native, 3/2/87

A research team consisting of two veterinarfans and two physicians reported in the March 1976 issue of Archives of Pathological Laboratory
Medicine that they had detected pulmmnary infection with pneumocystis carinii peunonia (PCP) in two owl monkeys and two chimpanzees.  PCP
is one of the major forms of mortality in people with AIDS.  The authors mention almost in passing that four years before the four mkeys
died, one of them was inoculated *intratesticularly’ with Treponema pallidum, the spirochete bacteria that causes syphilis. The possible
comnection between the inoculation and the Tater onset of pneumocystis is only perfunctorily addressed. *....The clinical histories of the
o) nonkeys were similar and included progressive weight loss, anorexia, failure to thrive, and death.... In both chiapanzees., an
underlying myeloprotiferative malignant neoplasm was associated with Pneumocystis infection.” At no point in the lengthy paper is the
possibility raised that syphilis had spread among the monkeys; the anly VDRL results reported are those for the mnkey infected by

inoculation, who tested positive three weeks before death.
ciokoiokokIEIoIoRIcRICkIKI oKk

COST & TREATMENT OF WD
with thanks to Science News, May 2, 1987

Atthough other sexually transmitted diseases are more feared and attract more attention from scientists and the public, Chlamdia
trachomatis is the most common such STD in the U.S., infecting more than 4 million people avwally. According to a new study by the Centers
for Disease Control in Atlanta and the University of California at San Francisco. C. trachomatis infections cost the U.S. more than $1.4
billien per year in direct and indirect costs. However, new approaches to treating gonorrhea might significantly reduce the price tag for
Chlamydia, say the researchers in the April 17 Journal of the American Medical Association.  They recommend that women being treated for
gonorrhea be treated for chlamydia at the same time, using a combination therapy of awpicillin and tetracycline. Currently, treatment for
gonorrhea s oral doses of either ampicillin or tetracycline, but ampicillin is ineffective against chlamydia and tetracycline is not quite
as effective as ampicillin against gonorrhea. A combination dose is warranted, say the authors,  because of the frequency with which the
two infections coexist in a patient. Between 25 and 50% of wamen with gonorrhea also have a chlamydia infection, often asymotomatic.
[NOGSTDS ED NOTE: Clinicians should also consider alternate drugs, such as amoxicillin for ampicillin, and doxycycline or erythromycin for
tetracycline, in the proper regimens!! Also, due to the high rate of asymptamatic nature of the infection, men patients should always be
examined by stripping the urethra ("milking” the penis) and looking for white blood cells on oil immersion examination of a gram stained
smear. It is truly surprising how many men have this condition but yet deny any signs or symptoms!]

okobkioloiollo o X
HETERO CASES GO UNREPORTED?

with thanks to Detroit's Cruise, 1/28/87

Dr. Mark Kaplan, a leading AIDS researcher and former member of the AIDS team at the National Cancer Institute, says that 75% of Al0S cases
go wreported, most of them among heterosesals. Kaplan said nearly two thirds of all persons with AIDS have severe neurological problems.
Kaplan, who is an associate professor of medicine at Cornell University and Chief of Infectious Diseases and Immnological studies at North
Shore University Hospital in New York, based his observations on his own research and experience. "The Centers for Disease Control doesn't
seem to recognize anything but late-stage cases of AIDS. We are seeing more and more cases of early AIDS and primarily in non-gay persons,”
Kaplan said, saying the CIC should significantly expand its definition of AIDS.

olokloioiclciioiciiookiokciclo piokickiociiciickioiokiioiokiok

ONTARICO FUNDS AIDS HOSPICE
with thanks to Toronto's Epicene, May, 1987

The Ontario Ministry of Health is contributing $1 million toward the cost of a hospice in downtown To@to for pec.;p]e in the a.dvanced stages
of AIDS. Casey House is expacted to open in the fall, once the steering committee (which chose the site and raised tt.\e ﬁ.rst. $500,000)
chooses a hospital to administer the facility and sets quidelines for it. Wiord that the grant was approved came just in time—as the
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HEPATITIS THREAT FROM SPERM D
with thanks to the Meshrington Post News Service, 3/09/87 ! CNORS

The first docunented case of hepatitis B transmitted through artificial insemination has prompted health officials to urge that all sperm
da)ot's be §creer:ed for the liver ailment. A 37-year old Colorado woman developed acute viral hepatitis 8 in 1982, several months after
being donor-inseminated with sper: from & anonymous donor.  Later it wes discovered that the donor semen contained the hepatitis 8 virus.
The woman recovered fully after three weeks in the hospital. Potential transmission of hepatitis 8 through semen is known, but infection
through dmor insemination was theoretical until the Colorado case, acconding to the Journal of the American Medical Association. Though
the incidence of hepatitis 8 in semen donors probably is less than 1§, the JAMA report sald, routine screening of donars could eliminate
even that small risk without adding significantly to the cost of the procedure. More than 60,000 donor inseminations were performed in the
Ur31tet; States last year. Blood donations in the U.S. are now screened for evidence of hepatitis B, syphilis and HIV (the putative AIDS
virus),
PRIk okl PRIk
HEPATITIS B IMPLICATED AGAIN

with thenks to Detroit’s Cruise, 3/18/87

Tainted hepatitis B serum may have caused the AIDS crisis in the gay comunity, and the COC may be covering up large percentages of
heterosexuals at risk for AIDS, according to Jeading AIDS scientist Dr. Mathilde Krim of the American Foundation for AIDS Research (AnFAR).
Krin's theory of why the disease took hold: "In the early 1970s the majority of blood products were brought from foreign countries,”  she
said. The blood from these countries, she continued, “"was pooled donor blood, unscreened and untested for disease other than hepatitis.
Many different blood products were adapted from this blood, among them factor VIII, which is used to treat hemophiliacs, and ganma globulin,
which is used generally in the treatment of hepatitis.” Krim went on to explain that many gay men, because of a variety of sexual practices
and promiscuity, had frequent ocourrences of hepatitis and were given treatments from this infected blood.  *This wes particularly true in
the large gay centers 1ike New York and San Francisco, where the percentage of that population with the (hepatitis) antibodies now is close
to 90%. We have tested blood (in the laboratory) with the virus, cleaned the blood and still found the virus ganma globulin.® According to
Krim, 98-100% of all hemophiliacs requiring periodic factor VIII replacement in the U.S. and Britain carry antibodies to HIV.  Mest of
these hemophiliacs, she believes, will contract AIDS. When the first cases of AIDS among hemophiliacs were discovered, already 25% of them
had antibodies. This tainted blood theory, Krim said, was yet another reason for not accusing gay men of causing their own disease as some
i11-informed, religious, and right-wing fanatics have stated.

COMMUNICARLE DISEASES PROTECTED
by Lisa M. Keen, with thanks to The Weshington Blade, 3/6/87

Gay/Lesbian legal activists hailed the U.S. Supreme Court decision that persons with communicable diseases are protected by the federal
Rehabilitation Act, saying that both the language of the decision and the margin of vote were "spectacular victories® for people with AIDS.
The high court, in a quickly rendered 7 to 2 decision, ruled that Nassau County School Board in Florida violated Section 504 of the
Rehabilitation Act of 1973 when it dismissed Ms. Gene Arline, a third grade schoolteacher for having tuberculesis.  According tot he
decision, the Act protects disabled persons "against discrimination stemming not only from simple prejudice, but from “archaic attitudes and
laws'..." concerning people with contagious diseases. In addition to protecting persons whose contagious disease results in a physical or
mental impairment, said the court, the Act also protects those whose contagious disease "might not diminish® their capabilities "but could
nevertheless substantially Timit" their ability to work "as a result of the negative reactions of others...." [n constructing the Act, said
the Court, Congress acknowledged “that society's accumulated myths and fears about disability and disease are as handicapping as are the
physical limitations that flow from the actual impairment.® In one of 19 prolonged footnotes to the decision, the Court quoted from a book
on cancer, saying, “Any disease that is treated as a mystery and acutely enough feared will be felt to be morally, if not literally,
contagious. Thus, a surprisingly Jarge number of people with cancer find themselves being shunned by relatives and friends...."
Tohkkiokbklokidloliololook X oklobololololoiok

PAUL POPHAM SUCCUMEBS TO AIDS
with thanks to the New York Native, 5/18/87 and to Peg Byran of the The Washington Blade, 5/8/87

Paul Popham, the first president of New York's Gay Men's Health Crisis died May 7 at Memorial Sloan-Kettering Cancer Center in Manhattan, of
complications from AIDS at the age of 45.  Popham was known for bringing a professional, large-scale approach to gay organizing and was
dedicated to the needs of people with AIDS.  Firm but soft spoken, Popham helped turn GMHC into a multi-million dollar organization, an
wnheard of scale for a gay effort at that time. GHC announced that its newly purchased building at 12933 West 20th St. “will be dedicated
to Paul Popham and the spirit and caring he exemplified.” Popham was diagnosed with AIDS in 1985, Later that year, he retired as president
of GHC but became the first chairman of the AIDS Action Council, which he helped organize because of frustration with a lack of §overment
research efforts. Born in Idaho, Popham graduated with a degree in political science and was awarded a Bronze Star for his service in
Vietnan. At the time of his death, he was employed at McGraw Hill, Inc. Pophan was unable to speak at the National Lesbian & Say Health
Conference in Los Angeles, but he sent a note of apology when he was unable to attend because of his 11lness. . "To my brothers and sisters,
proud and besieged Gay Men and Leshians,” he wrote to conference attendees, *it has been a long journey and hard fight for me personally. 1
am proud of our accomplishments, but I know I am leaving you with enormous tasks unfinished. I plead with you: Please fight harder than
ever. We must make the world healthy for ourselves and especially for the next generation.* '

[
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NAMES PROJECT TO HONOR DEAD
with thenks to the Baltinore Gay Paper, March, 1987

A group of Northern California community activists have launched an ambitious effort to memorialize the thousands of Americans who have been
killed by the epidemic of AIDS. Calling themselves The NAMES Project, the group is creating a memorial composed entirely of thousands of
individual fabric panels, each bearing a name of a single person lost to AIDS.  Designed and canstructed in homes across America by the
friends, Tovers and failies of people who died of AIDS, the panels will be assembled into one massive expanse of names and displayed across
the Capitol Mall in Washington, OC on Sunday, October 11, 1987, the day of the National March on Washington for Lesbian and Gay Rights.
Inspired by the American folk art traditions of quilting and sewing bees, The NAMES Project s a collaborative expression of profound
individual struggles against a devastating epidemic. “We hope that the creation of this memorial will provide a positive means of
expressing our comunity's Toss as well as a dramatic illustration of the impact of the AIDS epidemic on American society,” said Project
Director Cleve Jones.  Those wishing to participate in the project are encouraged to design and creste fabric panels three feet by six feet
in size. A1l peaple who have experienced the loss of a loved one to the AIDS epideic are welcomed to participate and organizers suggest
that businesses, churches and other commnity groups sponsor construction of panels commemorating their members or employees who have died
of AIDS. Tax-deductible contributions may be sent to: The NAMES Project, P.0. Box 14573, San Francisco, CA 94114,
lolokkiolokkk ablooiloRoloRIORIIKORK
BOEBEBY REYNOLDS DIES

by Rick Harding, with thanks to The Weshington Blade, 5/1/87

San Francisco AIDS activist Bobby Reynolds died at his home of complications related to AIDS April 27 at the age of 40. According to the

San Francisco Chranicle, during the five years following his diagnasis with AIIS, Reynolds counseled numercus others with AIDS.  He also

appeared repeatedly on local and national television to talk about the disease, and he helped organize AIDS fundraisers.  San Francisco

Mayor Dianne Feinstein said that the city was "indebted” to Bobby Reynolds for his work "to help other[s]...and to increase this commnity's

r%rertnt:e gf a new and dread disease.” California Assemblyman Art Agnos called Reynolds "one of the heroic figures in this struggle to
©3 isease.”

K

U.S. AIDS EDUCATION PLANS
by Rick Handing, with thanks to The Mashington Blade, 3/20/81

At a Congressiona) hearing on AIDS education, US Dept. of Health and Human Services Assistant Secretary for Health Robert Windom
acknowledged that the federal government currently has very few programs in place to educate the public about AIDS.  During the hearing,
Windom announced that he was releasing a contraversial and long-awaited federal AIDS education plan from the Public Health Service. In
response to questions from members of the House Human Resources and Intergovernmental Relations Subcommittee, Windom said that some AIDS
education projects proposad as far back as 1985 are still in the "planning stage.” Among the AIDS education programs still in the planning
stage are: A "clearinghouse” of information run by federal, state, local, and private organizations; >Education projects for college
campuses produced i conjunction with the American College Health Association; YA mass-mailing, to every home in the country, of condensed

copies of Surgeon General C. Everett Koop's report on AIDS.  Subcommittee chairman Rep. Ted Weiss (D-NY) vehemently criticized Windon and-

PHS for showing a "lack of urgency” in educating the public on AIDS.  "“The federal respanse {to AIDS education],” Weiss said, “has been
slow, limited, and ultimately impotent." Or. Walter Dowdle, director for the Centers for Disease Control Center for Infectious Diseases,
defended the "hours of hard work” on the part of many people in developing federal AIDS education strategies. He noted that PHS does have
several effective educational programs in place, including the AIDS antibody testing program which includes counseling for those testing
positive, and the national AIDS hotline. The PHS AIDS education plan outlines education projects already in place and others to be
implemented in 1987.  The document echoes a February Yhite House memo encauraging AIDS education in the context of marriage, asserting that
the only way to be sure of preventing AIDS infection is by “practicing abstinence” or by "having a mutually monogamous marriage.” The PHS
plan advocates the use of condams to prevent transmission of the AIDS virus but warns to "be aware that condoms sametimes fail." Members of
Congress and AIDS activists criticized the PHS plan for being an "overly moralistic” approach to AIDS education and for being devoid of
significant new programs. Weiss said "Most of the components in the plan are matters that have been talked about for years, and few are
ready to be implemented.” Rep. Gerry Studds (D-Mass.), an openly gay member of Congress, said he was especially concerned that a section of
the document discussing programs for targeting gay and bisexual men indicates such programs were already instituted by the middle of 1986.
" don't find it very reassuring to find that [PHS] seems to think that the battle to educate gay men about AIDS has already been fought and
won," said Studds.  Jeff Levi said one recommendation in the plan—to spend $1 million on a mass media education project—is *especially
ridiculous.”  Levi referred to the National Acedemy of Sciences AIDS report released last year which called for a much higher amount to be
spent on a mass media effort.  The NAS report asserted that to influence behavior affecting AIDS transmission, “policymakers must begin to
contemplate expenditures similar to those made by private sector companies to influence behaviors." It notes that private companies spend
*$30 million to introduce a new camera, or $50-$60 million to advertise a new detergent.” Besides the mass media effort, which includes
hiring a professional advertising agency, the plan also calls for new programs to:
>Target and educate women who may be sex partners of person in high risk groups;
“>Target and educate prostitutes who use IV drugs or who are sexually involved with IV drug abusers, and encourage the prostitutes
to he tested for the AIDS antibody;
' sDevelop AIDS trafning programs for physicians, nurses, drug abuse counselors, and other health care professionals.
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CONGRESSIONAL AIDS ADVISORY PANEL
by Lisa M. Keen, with thenks to The Weshington Blade, 3/20/87

Republican Senator Pete Wilson introduced a bill February 26 to establish a Congressional advisory panel on AIDS. The bill was co-sponsored
by four Republicans and four Democrats: Senators Daniel Patrick Moynihan and Alfonse 0'Amato (New York); 8i11 Sradley & Frank Lautenberg
(New Jersey), Alan Cranston (California), Lowell Weicker (Comnecticut), David Durenberger {Minnesota), and Lloyd Bentsen (Texas). The bill
is similar to two bills introduced in January to create a National Coamission on AIDS that would monitor and make recomendations an how to
manage the government’s response to the AIDS epidemic. Whereas the first two bills would create a comission composed of the Secretaries of
several adwinistration departments plus other federal health officials and appointees, Wilsn's bill calls for an independent panel headed
by the National Academy of Sciences. The Academy s the blue ribbon ressarch group which recommended dramatic increases in the federal
government's funding to address the AIDS epidemic. Wilson's bill has been referred to Senator Kennedy's Committee on Labor and Human
Resources. Its referral to a subcommittee is still pending.

MELWIN BOOZER DIES OF AIDS
with thanks to New York Native, 3/30/87

Melvin Boozer, a prominent gay rights activist, died of complications from AIDS March 6 at the age of 41 in Washington, IC. One of the
founders and past co-chair of the Langston Hughes-Eleanor Roosevelt Democratic Club, Boozer was a longtime activist for gays and blacks,
addressing the issue upon his nomination for vice president of the United States at the 1980 Democratic Convention: I know what it means
to be called a nigger,” he said from the podium at Madison Square Garden, “and T know what it means to be called a faggot, and I can sum up
the difference in one word: nane.” From 1979 to 1981, Boozer served as president of the IC Gay Activists Alliance; for the next 2 years,
he was the Washington Director of the National Gay Task Force. Inmediately thereafter, he became involved in the Langston Hughes-Eleanor

Rocsevelt Club, a group founded to give greater voice to leshian and gay blacks.
...... K Nokolololotolok Jolokk

CDC AIDS CATEGORY MAY CHANGE
by Chris Bull, with thanks to Bosten's Gay Comunity News, 5/10-16/87

The Centers for Disease Control (COC) will propose @ new definition of people with ARC that would include “severe® cases in the same
category as people with AIDS.  If accepted, the new counting system could swell the official number of people with AIDS by as much as 30%.
AIDS activists have called for an expanded definition of the illness for some time. They arque that the COC's current statistics grossly
underrepresent the spread of the 11lness and serve to deny disability insurance and medical care to people with ARC.  "At the very least,
the new statistics may help shock people into putting more pressure on the government,” commented Pat Christen, of the San Francisco AIDS
Foundation.  Ben Schatz, director of the AIDS Civil Rights Project at National Gay Rights Advocates (NGRA) noted, "The desire of the
administration to minimize the epidemic will be exposed and their inaction highlighted.” Schatz added that a new definition would also
"take away some of the hoops people must jump through to get medical care.” Unlike people with AIDS, people with ARC must currently prove
they are disabled in order to get Medicaid coverage for health care. The COC's proposal will be presented to the Cauncil of State and
Territorial epidemiclogists at a May 16-20 conference in Santa Fe, New Mexico. The council must discuss, modify and vote on the final draft
of the proposal before it can be adopted, according to Chuck Fallis of the COC. The COC proposal would include only “severe® manifestations
of ARC, which for about 20% of total ARC cases. The CIC declined to make public the proposal, but Dr. Rick Vought of the Vermont State
Health Department said that it would include: people with wasting disease, who lost up to 25% of their body weight; viral infections of the
brain which cause memory loss; and people with tuberculosis who test HIV antibody positive. Vought, who is also president of the Council of
State Epidemiologists, said that "tinkering with case definitions of the wide spectrum of illness associated with the [HIV] virus. He said
he hoped the new definition would "Get across the idea that the problem is not isolated to people with AIDS." He added that to include more
than the most severe cases wauld "raise havoc” in reporting procedures. The COC's 1985 revised case definition, much less radical than the
Tatest proposal, caused confusion in health departments across the country. He said frequent changes in the case definitions may ruin the
ability of health experts to trace the disease over time. “We will laose our ability to tell how we are doing if we are not careful to come
up with new accounting procedures that allow for new case definitions.” Vought added that the scientific information available on ARC is so
minimal that determining exactly what effect the new case definitions will have on final statistics is impossible. "There is so much
nondescript symptomatology and such a wide spectrum of i1lness from fever and diarrhea to pneumonia that many cases simply are not
reportable.” He estimated that at least 50% of people with ARC will eventually develop full-blown cases of AIDS. Or. Reddi, the
epidemiologist for the Chicago Dept. of Public Health, believes that the new case definitions will place a burden on doctors and health
officials. However, he said that the present reporting requirements may actually discourage some doctors from reporting. For example, he
said that in some cases biopsies are required to prove that a person has AIDS, a requirement that causes many doctors not to report.  Reddi
said that many health officials fear that overly stringent requirements for reporting will cause doctors to simply ignore the guidelines as
they often do with chicken pox. “We must draw a fine Tine here between including everyone who tests positive as a person with (AIDS and
including only those with full-blown AIDS while respecting the increasing demands on doctors and health departments.” Officials in the
federal government may also balk at the new definition because it is expected to add ‘more people to disability. benefit” rolls.  PWAs
automatically receive Medicaid while people with ARC must prove their disability, a process that entails extensive paperwork and can take
months to complete.  Christen of the San Francisco AIDS Foundation said that denying people with ARC insurance is “intuman.” She stressed
that the federal government should begin preparing immediately for the increased case load. So far, she added, the Reagan administration
has done very Tittle planning for the millions of people in this country who may develop ARC or AIDS.
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FDA REGULATIONS RAISE QUESTIONS
by Peg Byron, with thanks to The Washington Blade, 4/10/87

The Food & Drug Administration's (FDA) proposal to change the rules governing experimental drugs for life-threatening and serious $1Inesses
has stirred both criticism and confusion as the 30-day comment period draws to a clase. The rule change, whose comment period is scheduled
to end April 20, would allow pharmaceutical companies to offer experimental drugs to patients with life-threatening llnesses such as AIDS
soon after studies with small groups of volunteers have been made.  The drug companies are anly required to notify the FOA of their action,
not wait for approval, which can only be rewoked if data shows the drug “clearly does not provide therapeutic benefit or would be
dangeraus,”* an FDA spokeswomen said. In the case of serious illnesses, like Alzheiner's Disease, for example, treatment with experimental
drugs requires sufficient evidence of both safety and effectiveness, said the spokeswoman, Faye Peterson. The regulation change would also
allow companies to charge for the use of experimental drugs, which are now provided for free until full approval for marketing is granted by
the FDA.  The proposals, issued March 10, are intended to “bring promising new drugs to desperately 11 patients as early in the drugs'
development as possible and well before general marketing [approval] would normally provide," Peterson said.  “The Commissioner alluded to
the problem of AIDS as bringing this need to Tight," she added. But some critics, including Rep. Ted Weiss (D-NY), see the FDA's agenda
differently and fear the rules could prove canterproductive and even dangerous.  The FDA "may be using AIDS to further its agenda for
deregulation” in accordance with Reagan deology, Weiss said shortly after the proposal wes annaunced. Weiss, who said he may hold hearings
on the FDA's action, said the agency was side-stepping its abligation to determine a drug's effectiveness before allowing widespread use.
"That's not the way the law is written,” Weiss said. "This is a very dangerous path for the FDA to be going down.® Jeff Levi, executive
director of the National Gay & Lesbian Task Force, agreed, saying, "I have a real problem with letting a drug cut that you don't have to
prove is safe. It only has to be proven harmful.* Ensuring drug safety “is the reason the FOA was created,” Levi said. He also warned
that the conplex rule changes could Tead to prohibitive costs for patients using experimental AIDS drugs and cause a shortage of wolunteers
willing to participate in controlled clinical trials that use placebos or drugs viewed as less desirable. The pharmaceutical companies have
not rallied to the FDA's suggestion either, even though the proposal allows charging for experimental drugs. A spokesperson for the
Pharmaceut ical Manufacturing Association (PMA), said the industry trade group had not yet decided its position on the proposal and found the
issues so complex that it recently asked the FDA to grant a 45-day extension for the comment period. "We haven't preally finalized a
comment,* said PMA spokeswomen Page Blankingship. *The proposal seens to raise a whole lot of issues," including 1iability problems for the
drug companies and questions about whether the companies or the FOA would be responsible for treatment protocols of the experimental drugs.
The proposed rule changes are so complex that even Weiss' office, while looking upon them with great suspicion, has not finalized its
coments yet either. Llevi, however, points to serious ssues beneath the surface of the propasals—the ongoing shortage of AIDS drug
trials. "We're reacting to what the FDA is proposing rather than saying, ‘Here is the problem and what would be the best solution'," he

said. “The problem is there are not encugh trials being conducted right now. Congress has given NIH plenty of money for them, but there
are no more than about 400 [patients]in clinical trials right now.” The numbers of people with AIDS in controlled trials using the newly-
approved AT (Retrovir) and other drugs only reached about 400 in the past few weeks, and totaled about 100 in Jawary.  One NIH
spokeswomen,  trying to explain the difficulties in getting a response to a reporter's questions about the much-touted AIDS Treatment
Evaluation Unit program, said recently, “They're so swamped over thers; they don't even have a secretary.” The program, using major medical
centers arond the country, wes announced with great fanfare last July and was to have enrolled 1000 patients in clinical trials by this
past December. Levi said funding is available for 8-10,000 patients to be in clinical trials, “which would cone close to taking care of the
demand” for drugs among the country's approximately 12,000 surviving people with AIDS. Levi blamed a shortage of AIT for use in comparison
studies of newer drugs and NIH bureaucracy for the small number of clinical trials.
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KOOP ADDRESSES TEXAS LEGISLATURE
by Craig McDaniel, with thanks to the New York Native, 4/20/87

U.S. Surgeon General C. Everett Koop warned a joint session of the Texas legislature that patient care costs related to AIDS ‘"will be
astronomical,” and called on the Tawmakers to joint in a "national dialogue® to solve the crisis.  AIDS, said Koop in his March 27 address,
is a "...grave threat to our national health and well-being.” Koop continued, "You have only begun what appears to be a long and fearful
Journey. A1l signs point to this disease being a burden to us for the rest of the century.” Rep. Brad Wright (R-Houston), chairman of the
House Comittee on Public Health, drew a sharp response fram Koop when Wright suggested that AIOS is spread by illegal activities in Texas,
ad that AIDS “victims" should therefore bear their own turden. "We may have to take a position with respect to certain high-risk
categories,” Wright said after a public hearing on AIDS funding. °I don't think you can ignore the problem because the behavior which may
be largely the source of the transmission is prohibited, but I do think it's a consideration.” Texas has a law prohibiting homosexual
sodomy and intravencus drug use.  “As a public health officer, as a physician, as someone who has practiced the Hippocratic cath for 50
years, 1 believe that when people are sick you have to take care of them,” Koop said. The Texas Dept. of Health has estimated that the
number of cases of AIDS will be more than 16,000 by 1991, and some legislators have asked the state to comit $4 millin to education
programs over the next two years. Koop maintained that money by itself won't be enough to solve the problem. "You have to have ideas. But
nost of al1, you have to have coalitions that are willing to work together and get samething accomplished.®
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CIVIL DISOBEDIENCE PRESSURES GOWV'T™T
by Kin Westheiner, with thanks to Boston's Gay Community News, 4/26-5/8/81 .

A newly formed organization called “Act Up" is spurring on civil disobedience in an effort to pressure the government to take action on
AlDS-related issues.  After coordinating a protest on Wall Street earlier this year in which 17 people were arrested, Act Up turned out
nearly 300 people for a demonstration April 15, stopping traffic on a major artery autside a federal building to protest the National
Institutes of Health for failing to spend tax money on AIDS education and research. It was held to coincide with the evening rush to the
post office to beat the deadline for filing federal tax retums. The protest had been plarned as a legal demnstration, but “People felt
powerful enough to do an unplanned action,” said Michael Petrelis, a person with AIDS who was at the rally. *[They] sat in the street and
stopped traffic.” At the ¥all Street demonstration which demanded the release of experimental anti-AlIDS drugs, many people wanted to join
the 17 who were committing civil dischedience, however the demonstration's marshals prevented them from doing so because of prior
arrangenents with police. *The police were completely unprepared,” said Larry Kramer, one of the initiators of Act Up and noted playwright.
"We screwed up traffic for over an hour....  [Police eventually] formed a phalanx with billy clubs.... Twenty to 30 of them moved forvard
ad pulled and pushed people out.” Demonstrators were generally ignored by the mainstream press which had flocked to the post office for
the their traditional stories about people waiting till the last minute before filing their tax returns. The day following the post office
dencnstration, appraximately a dozen members of Act Up who were students at New York University, disrupted a speech being given at the
school by Mayor Ed Koch, Protesters claimed that Koch has failed to advocate for adequate medical care for people with AIDS, citywide AIDS
education and state and federal funds to combat AIDS. They also asserted that he has not adequately enforced the city humen rights law in
AlDS-related cases. Four of the students were evicted for the disruption. Tom Hickey, one of the NYU protesters, said Act Up's activities
have stirred up activism on campus and has helped educate the comunity. In addition to initiating more local demnstrations, Act Up is
considering networking with other cities for coordinated demonstrations, especially at the upcoming International AIDS Canference in
Washington, 0C. For additional information, cantact: Act Up, c/o Lavender Hill Mob, 496A Hudson St., Suite G-19, New York, NY 10014.

LAVENDER HILL MOEB CONFRONTATION
by Mike Salinas, with thanks to the New York Native, 5/18/81

Members of the Lavender Hi1l Mob (LHM), New York's confrontational grassroots gay rights group, testified before the Governmental Operations
Subcommittee on Human Resources in Washington, April 29.  The subcommittee, chaired by Rep. Ted Weiss (D-NY), convened the hearings to
discuss the Food and Drug Administration (FDA), especially with respect to its proposed new rules to regulate the availability of
experimental drugs for AIDS. Or. Frank Young, commissioner of the FDA, was scheduled to testify on its behalf. His administration has been
the source of heated controversy, accused of withholding potentially lifesaving treatments from the public. Persons with AIDS and AIDS-
related conditions have been clamoring for ribavirin, AL 721, OTC, and a rumber of other promising treatments, hut the FDA has been slow to
give approval to any AIDS treatment. The enormously expensive and highly toxic Retrovir (formerly called AIT) is the only medication the
agency has approved to date, and that six years into the epidemic. Testimony submitted to the subcommittee by "Mobster® Marty Robinson
accused the FDA "tokenism” in its drug trials, of "jmmoral® behavior in its placebo studies of drugs for life-threatening disorders, of
having "hidden behind a quise of cautious scientific detachment, [and] failing to use its clout to prevent excessive profiteering and delay
by drug companies." "Rather than take a passive role in these matters,” Robinson testified, "the FDA should be on the front line, utilizing
jts expertise to assure progress and call public attention to any indications of stalling or road blocking on the part of drug companies.”
Decrying the inability of independent researchers to "obtain, suggest, and utilize treatments suspected of value® without effective FDA
procedures, Robinson maintained the FDA has "no methodology for evaluating and utilizing data from experience in independent physicians now
treating AIDS patients." The matter of the DFS's apparent lack of interest in treatments originating from foraign countries was also
addressed by Robinson.  *Experience indicates there has been angoing resistance to making these potentially effactive drugs available,” he
said. Robinson concluded his testimony, which was entered into the Congressional Record, with the remarks, “In the context of AIDS, the
*passive posture’ which Frank Young assigns to the FDA is inexcusable. For the Reagan administration’s policy of “benign neglect' to be
followed by the United States Congress would be worse than criminal.  The lessons of Nuremburg are that “following orders' is no excuse.
Neither is institutional stagnation, ignorance, or prejudice.” After the testimony, Young conferred briefly with the Mob and agreed to meet
with them "before the end of May" to discuss their concerns. The next day, on April 30, the Mob moved to Georgetown University, where U.S.
Secretary of Education William Bennett has been invited to speak at one of the school’s forums.  Upon completion of Bennett's remarks, the
floor was opened to questions, at which point Mob members Robinson and Michsel Petrelis unfurled the Mob's bright lavender barner and
shouted, "If you went an education educate yourselves as to how the federal government has used AIDS as a political weapon, instead of
working to find a cure," among other statements. Security forces were called to oust the protesters, who exited chanting "Test drugs, not
people,” one of their favorite slogans.  Once cutside the auditorium, security officers attempted to pressure the demonstrators to sign a
statement that they had entered the building illegally. They refused on the grounds that the forum was open to the public. Eventually they
were released.
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KOOP "S NMUMEBER TO EXPRESS PRAISE
with thanks to Lifelines, the Newsletter of Honolulu's Life Foundation, March, 1987

To many people's surprise and satisfaction, Surgeon General C. Everett Koop has firmly yet compassionately addressed many of the issues
surrounding the AIDS health crisis. We strangly urge the membership to call his office and compliment him on his innovative, assertive, and
effective education efforts. Callers may speak with his secretary at 202/245-6467. We have been told that most of the callers to date have
called to disapprove of his strategies. And while you're on the phone, give The White House a call to et the President know how good a job

you think the Surgeon General is doing. The White House's Commentary Line number is 202/456-7639.
Jotolololoiok okloloKKIoIRKICIIKIONK ololoiohlololoklooIRIck

POLITICS OF AIDS
by Eileen Raphael, Frontline

The Politics of AIDS by Nancy Krieger and Rose Appleman is the first in a new series of pamphlets published by Frontline newspaper. The
pamphlet is a thoroughly researched and popularly written examination of the tough political questions that the AIDS epidemic poses: What's
wrong with the way the U.S. government allacates resources in the fight against AIDS?  Why does AIDS disproportionately impact minority
comunities? What will be the impact of the AIDS epidemic on the already crisis-ridden health care system in the U.S.? How has AIDS been
used to inflame homophobia and slow progress toward lesbian/gay rights? The authors have extensive experience with the AIDS issue. Krieger
is a public health epidemiologist whose work focuses on the health status of working class and minority people. Appleman writes on Jesbian
/gay rights issue for Frontline newspaper.

Frontline Pamphlets will provide an in-depth Yook t current issue which, like the AIDS crisis, have emerged as vital questions for the U.S.

progressive movement.  To order a copy of The Politics of AIDS, send $4.80 (California residents add 6.5%) to: Frontline Pamphlets, P.0.

Box 2729, Oakland, CA 94602 (bulk discounts available).
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POSITION STATEMENTS ON AIDS - AAHAPHR
by the American Association of Physicians for Human Rights (AAPHR)

1) We endorse the position of the National Academy of Sciences and the Surgeon General that currently, risk reduction education
mst be the primary tool for controlling the spread of HIV and other immunosuppressive infecticus agents.

2) We call for the passage of legislation at the local, state and national Tevel which will guarantee the rights of persons with
AIDS, ARC, HIV infection and persons perceived as being at risk. That legislation must include prohibition on discrimination in education,
housing, the workplace, service delivery and insurance.

3) We oppose mandatory HIV testing programs of any kind, including those usad to screen for employment or insurance purposes. Ve

endorse the availability of anonymous HIV screening. A1l HIV testing must include education, supportive counseling and linkage to-

appropriate medical and psychosocial support services.

4) ¥We support the development of AIDS education programs for all members of health delivery system. Such programs should cover
the full range of HIV-related diseases, appropriate infectious control procedures, and the psychosocial needs of persons with AIDS, ARC, HIV
infection, and persons perceived as being at risk.

5) When effective non-discriminatory legislation is in place, then AAPHR urges that AIDS surveillance be expanded to include all
group IV cases in the spectrum of HIV disease. In order to achieve this goal, an intensive education effort of all health care personnel
will be necessary.

6) We call for intensified local, regional and national planning for the provision of comprehensive health care services to
persons with HIV-related conditions.  Local AIDS task forces must be established in all commnities. These task forces must be authorized
to prepare comprehensive AIDS health care plans. Adequate funding must be provided for implementation of these plans.

7) ¥e call for the full scale release, in the U.S. and Canada, of AIT and Ribavirin for the treatment of peaple with appropriate
group IV HIV disease. To insure appropriate use of these new agents, education of both doctors and patients is mandatory. AAPHR
recommends, for humanitarian reasans, that persans with HIV disease desiring admission to the U.S. or Canada, for the purpose of treatment,
shauld not be excluded.

8) In view of the central position of the Centers for Disease Control and the National Institutes of Health, in the setting of
natiacnal AIDS policy, we encourage those public health agencies responsible for AIDS policies to tolerate employment of openly gay
personne]l.

[Note:  Group IV HIV disease includes persons with clinical symptoms and signs of HIV infection other than or in addition to
Tymphadenopathy.  Patients in this group are assigned to ane or more subgroups based on clinical findings.  These subgroups include
constitutional disease, neurclogic disease, secondary infectious diseases or cancers, and other conditions resulting from HIV infection.
Groups 1 refers to acute HIV infection with an mono-Tike syndrome; group I1 refers to asymptomatic HIV infection; and group III refers to
persistent generalized lymphadenopathy. Refer to MR, 35:20, reprinted in the NOGSTDS Newsletter, 1:5, page 27, for details of the
HIV/AIDS classification system.]
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FEDERAL AIDS ED PLAN "MEANINGLESS®
by Stephante Poggi, with thanks to Boston's Gay Comunity News, 3/22-28/81

A March 16 Congressianal hearing on the federal government's AIDS education efforts anly confirmed the view of many gay activists that the
Reagan Administration intends to do virtually nothing to stop the spread of the disease. Gil erald, director of minority affairs for the
Naticnal AIDS Network (NAN), who testified at the hearing, commented that the proceedings “clearly showed the government was not up to the
task." Following the hearing, called by Rep. Ted Weiss (D-NY), the government released a long-awaited AIDS education plan. It stresses
sexual abstinence and monogamy as preventative measures.  Jim Gottlieb, an aide to Weiss, called the plan "a meaningless document.” Jeff
Levi, executive director of the National Gay & Leshian Task Force (NGLTF), echoed Gottlieb's sentinents, saying, "They still haven't come to
terns with the magnitude of ALDS." Among the eye-openers at the hearing was the revelation that the Centers for Disease Control (COC) hes
spent almost nothing of its fiscal year '87 allotment for education. According to Weiss aide Gottlieb, CDC officials claimed they expected
to spend $20 million of the $75 million allotted by the time the fiscal year runs aut in October. But questioning by Weiss made it clear
that spending on any of the proposed education projects was not Tikely until the beginning of next year. The education plan, which includes
a schoo! canpaign, public media campaign, and the establishment of a national clearinghouse on AIDS, represents little in the way of new
initiatives.  Activists were critical of both its "moralizing" tone and of the fact that it does not target any programs at IV drug users,
people of color or at gay and bisexual men.  In his testimony at the hearing, NAN's Gerald stressed the disproportionate incidence of AIDS
anong people of color and the need for targeted programs. He called for culturally-sensitive education programs, for funding for AIDS
organizations working within comnities of color—which continue to be the poorest of the AIDS organizations—and for on-going evaluation
of the government's AIDS education programs. Gerald told G0N he also attempted to dispel the notion that programs aimed at IV drug users
are "one and the same® as programs aimed at people of color. “There is no one risk factor for minorities,” said Gerald. "It hes to go
beyond that." Gerald also emphasized the fact that AIDS adds a heavy burden to people of color who are already at a disadvantage under the
current discriminatory health system. NGLTF's Levi said he was disturbed that language about “safer sex” had disappeared form the final
draft of the education plan, which was circulated in earlier drafts. Apparently, the US Dept. of Education or other top adwinistration
officials scrapped the "safer sex* language in favor of the plea for abstinence and monogany. Earlier drafts seen by Congressional sources
also included a statement condemning discrimination against people with AIDS.  According to Levi, the Justice Dept. wes instrumental in
removing the clause.

CONTROVERSIAL SEX—ED PLAN
by Lou Chibbaro Jr., with thanks to The Weshington Blade, 1/30/87

The White House apparently has decided to back U.S. Surgeon General Or. C. Everett Koop's controversial call for sex education in public
schools as a means of curtailing the AIDS epidemic, despite heated protests from conservative members of President Resgan's cabinet.
Spokesmen for both Koop and the U.S. Health and Human Services Secretary Otis Bowen said that the Reagen Administration has decided that
Koop should continue to promote publicly his proposals calling for frank discussion in the natin's public schools about safer sex
techniques.  Early in January, news reports surfaced claiming that at least five cabinet menbers— including Attorney General Edwin Meese
111, Secretary of Education William Bernett, Secretary of Labor William Brock, Secretary of Interior Donald Hodel, and Secretary of Hausing
and Urban Development Samuel Pierce— raised sharp objections to Koop's proposals during a White House Dosestic Policy Council meeting. The
Washington Times and syndicated columists Rowland Evans and Robert Novak reported that the czbinet members ohjecting to the proposals
acoused Koop of failing to take a "moral® position by calling for sexual abstinence. Evans and Novak said other opponents, including
Education Undersecretary Gary Bauer, attacked Koop for not stressing that heterosexual relations are “clearly” preferable to hamosexual
relations. Most of the controversy centered around a 36-page report Koop released last October, called the Surgean General's Report on
AIDS, which has been printed and distributed by the U.S. Rublic Health Service. The report advocates that schools and local camunities
initiate aggressive public education campaigns on the dangers of AIDS and steps people can take to awoid contracting the disease. “There is
now no doubtt that we need sax education in schools and that it includes information on heterosexual and homosexual relations,”  Koop wrote
in the report.  Koop states in the report that condoms have been shown to prevent the AIDS virus from being transmitted and that persons at
risk for AIDS should use condoms during vaginal or anal intercourse.  The reports by Evans and Novak and The Mashington Tines stated that
Baer and several cabinet members urged President Reagan to order Koop to advocate “family values® ad "fidelity" rather than the use of
condans in the cantext of safer sex education in public schools.  Other sources familiar with the controversy said Koop's  opponents had
urged the President to stress the “family values® theme in his State of the Union message. Although Reagen didn't mention the Koop report
in his televised address, he did raise the subject in a written State of the Union “message” submitted to Congress.  “Last year the Surgeon
General issued a report that was a landmark in public education about AIDS," Reagan wate. 'l guess there's no way he can call it a
“Yandmark' report and not endorse it,* said Loye Miller, Bemnett's press secretary. Miller added that he believes the "differences between
Bernett and Koop on this have been exaggerated in the press." Jim Brown, Koop's press spolesman, said Koop "totally agrees® with Reagan's
call for stressing of moral and cultural values in sex education programs. Brown also said the press may have exaggerated the opposition to '
Koop's report by some of the cahinet menbers, adding: “Much of this was over whether Dr. Koop wanted to set curricula for the school
boards. Dr. Koop never said he wanted to tell school officials what to do.” Assistant Secretary for Health Or. Robert €. Windom has been
assigned the job of directing top HS officials to help develop a plan for disseminating the principles of Koop's report to local
comunities and Tocal school boards, Brown said. Brown said Reagan Administration officials, whom he declined to name, have directed HHS to
Jeave it to Tocal schoo! boards and comunities to decide if and how they want to use the information. Gay rights Teaders and the heads of
AIDS patient advocacy groups have praised Koop for releasing his AIDS report. *The opposition from within the Administration wes
predictable,” said Gary MacDonald, former executive director of the AIDS Action concil, a national group that lobbies for increased AIOS
research funding. "We commend Dr. Koop for taking such a strang stand.” :
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PROTESTS DIRECTED AT CDCc, TIMID
by Bob Lederer, with thanks to Boston's Gay Comaunity News, 3/22-38/87

Angry gay voices disrupted the otherwise orderly proceedings of the Conference on HIV Antibody Testing, sponsored by the Centers for Disease
Control (COC) in Atlanta on February 24-25. Members of the Lavender Hill Mob (LHM), a small New York City leshian and gay direct-action
group, maintained a vocal role throughout the event, condaming the COC and sharply criticizing the more established lesbian/gay and AIDS
groups present for timidity and racism. The established organizations, dincluding the National Gay and Leshian Task Force (NGLTF) and Gay
Men's Health Crisis (@MC), denied the charges and called LHM's tactics unduly confrontational. UMM attracted substantial national TV and
press coverage through costumes, leaflets, testimony, and disruptions. Calling the conference “a hoax and cover-up for government
jnactimn,” the LHM said in a statement, “Instead of mandatory testing, the conference shauld have been devoted to exchanging information on
experimental drugs and safe sex education that can save people's lives." LHM leaflets bore the slogan "Test drugs, not people’ and
relabeled the COC "the Center for Detention Camps.” The federal agency, the LM charged, "is “"under the control of Mormons and bigoted
right-wing conservatives.”™ On the opening day, LHM members Michael Petrelis and Eric Perez dressed as gay inmates in Nazi concentration
camps with pink triangles on their gray uniforms. Although the conference was nat explicitly debating quarantine, an LHM statement
explained that “mandatory testing and contact tracing are the first steps necessary towards that end.” During a workshop on
confidentiality, Petrelis, a 28-year old Person with AIDS, shouted *Don't tell me it's not passible to be rounded up. You did it with the
Japanese in World War 11 and you will do it again if you want to." Arguing that "there is no such thing as confidentiality,”  Petrelis
gave the example that his Social Security and disability files clearly indicated that he is a PA. The next day, as COC Deputy Director
Walter Dowdle was closing the conference, LHM members unfurled their banner in front of him and shouted, "What about saving people’s 1ives?"
ad "where's the ribavirin?' Ribavirin is an experimental drug which has shown some promise in treating AIDS. The federal government has
yet to approve its use, and some PWAs have traveled to Mexico or resorted to the black market to obtain it. Earlier, LHM interrupted a
press conference at which a coalition of mainstream lesbian/gay and AIDS groups read a consensus statement an fighting AIDS.  LHM member
Petrelis shouted, "You're completely out of touch with our anger, with what the gay community really wants. What you're doing today is Jjust
perpetuating this farce." 8i11 Bahlman, another LHM member, added, *You should be screaming, instead of pretending this is rational.’
Urvashi Vaid, publicity director of the NGLTF, responded, "1 share your anger. 1 thing you do us a disservice attacking us this way....
It's hard for me to be on the receiving end.  We just express things differently.” Petrelis also accused the leshian/gay groups present at
the conference of not representing Blacks and Latinos.  Black LMM member Eric Perez explained, “The mainstream groups are white, middle-
class, maledominated. They dn't deal with the fact that the primary injustice nonwhite leshians and gays face is not being white.
There's a refusal to struggle against that as well as homophobia.” NGLTF Executive Director Jeff levi  disagreed.  "These people are
totally unfamiliar with what we do.  The minority issue has been consistently raised by us in testimony, press statements and proposals,”
Levi said. He also claimed that the LM was all-white. Other gay spokespeople had different reactions. Tim Sweeney, Associate Executive
Director of Gay Men's Health Crisis (GMIC) of New York, said, "People of color are not properly represented and dan't get the services they
need from most lesbian/gay groups and services.  But in addressing mandatory testing, we were directly addressing a major concern of women
of color—after all, who are the major clients of STD and prenatal clinics?® 8en Schatz, Director of the AIDS Civil Rights Project of
National Gay Rights Advocates (NGRA), said, "The lack of Black and Latino representation is a systematic problem, not only in lesbian/gay
organizations, but in the leshian/gay community and in the [straight] country as a whole.” According to LM, only ane Third World health
official, a black man who supported mandatory testing, was on a discussion panel in Atlanta.  Although a majority of PAs in most major US
cities are non-white, no representatives of Third World AIDS or gay groups were present at the confarence.  Craig Harris, interim chair of
the National Minority AIDS Council and an AIDS Project coordinator for the National Coalition of Black Leshians and Gays, said he was not
notified in advance about the conference, by either the COC or other gay groups. He observed, "It is unfortunate that not only have Black,
Latino and Asian AIDS professionals not been recognized by the COC, but other gay/lesbian and AIDS advocates have not assisted in efforts to
include them."  Several ather representatives of Third World AIDS groups contacted by this reporter also said they were not contacted in
advance by either the COC or other gay or AIDS groups.  Since they were not at the procesdings, these spokespeople declined to coment on
the UMM charges. LHM's charges of timidity by gay and AIDS groups in fighting for gay demands also evoked differing responses.  VAID and
BMHC's Sweeney asserted at the conference that 6 years of systematic work by gay and AIDS groups had been dnstrumental din defeating
mandatory testing.  However, LMM's Perez arqued that massive costs and inevitable resistance by "target populations” made the propasal
unfeasible and thus, a false issue. Further, he contended that these groups avoided public advocacy in conference workshops, while
privately conferring with health officials. “They went there to shake hands, not to shake up, to be good boys and girls,” Perez charged.
GMC's Sweeney defended the coalition. "We worked 18 hours a day there. We raised issues successfully and did a lot of Tlobbying with
public health officials. e attempted to control the tenor of debate and turn the issue to the need for education.” LHM also charged that
he other gay groups present excluded them from strategy sessions, statement-drafting, and press conferences. Levi confirmed this, saying,
"They [LHM] clearly were there to disrupt both the [CDC] conference and what we were trying to do.  That was not consistent with our
strategy." However, Sweeney of BHC, a group currently under fire by various New York gay activists for alleged political timidity, said,
“There's plenty of room for different strategies. They need to respect us and we them.  But we nead to be sure we channel most of our
anger outside, not turn on each other. Sometimes to get people's attention you have to step on their foot, which is the Lavender Hill Mob's
tactic. But then there needs to be a group that can engage in a meaningful dialogue, sometimes quietly, to work theough people’s fears.*
NGRA's Schatz said, "I think there's an anger in the gay commnity that needs to be expressed. They played a different role, but it's an
important role.  That doesn't mean | agree with everything they did." The LHM has been active since the fall of 1966, and was formed
primarily by present of former members of other organizations who wanted to escalate the level of lesbian/gay protest. Among their past
activities have been disruptions of a dinner for political and church officials, a service by anti-gay Archbishop John J. 0'Conor, a forum
at which New York Times representatives spoke about balanced reporting, and sit-ins at the offices of New York Senators Alfonse D'Amato and
Daniel Patrick Moynihan.
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MASHWVILLE:= FIGHTING CLOSETS
by Elizabeth Pincus, with thanks to Boston's Gay Community News, 2/1-1/87

The effort to combat AIDS/ARC proceeds with varying degrees of sophistication in the Targe metropolitan areas of the country.  Smaller
cities have also ralled forces, though less visibly lesbian/gay comunities and more conservative attitudes may hinder some attempts to
secure funds, offer preventative education and provide direct services for people with AIDS/ARC. But 6 years into the epidemic, increasing
pblic recognition of the scope of the crisis and its jmpact on all comunities brings increasing mobilization. Nashville (population
450,000) s a boom town, if civic boosters, industrial magnates and the ¥all Street Journal can be believed. The fastest growing sauthern
mecca since Atlanta, it's renowned as a hub of the music industry and now boasts a rise in TV and film production as well; it gains
increasing importance as the “third coast” of the entertainment industry. Anti-labor laws favorable to business expansion are encouraging
rapid development— a strange mix of thriving yuppiedom and old-tine "genteel” conservatism smack in the middle of the bible belt. Stilla
city of segregated neighborhoods, Nashville was a hotbed of civil rights activism in the 'S0s and '60s and Black colleges and churches
flourish.  Generally speaking, leshians and gey men maintain a very Tow profile. To date, about 80 people have been diagnased with AIDS in
the city, three quarters of whom have died. Until recently, most people with AIDS in Nashville were New York or Califomia residents who
returned home to be among family and friends following their diagnosis.  State epidemiologist Gary Swinger, who has been tracking al cases
of AIDS in Tenessee, now fears that an increasing number of persons will contract AIDS from other state residents. He reports that in
Tenessee, progress of the disease is 3 to 4 years behind that of large urban aress. Similarly, public awareness and concern about the
disease is less advanced. "People don't think ALDS will happen here,® says Nashvillian Jaan Sturgis, “but it is happening. This is not a
profound  statement— people are dying here 1ike they are everywhere. We fear that middle-sized towns 1ike Nashville will be the next vave
of the AIDS epidemic.” Sturgis works as an administrative assistant for Nashville CARES (Council on AIDS Resources, Education and
Services), a non-profit AIDS comunity service organization of about 100 volunteers. He and CARES Executive Director Janet Pierce are the
only two paid staff in all of Tennessee working with AIDS direct service groups.  Organized in 1985, they operated aut of a heater closet
equipped with a phone at the Tocal Metropolitan Commnity Church.  Now with their own office and an anual budget of about $90,000, they
feel relatively well-endowed; fledgling AIDS organizations in Knoxville, Memphis, Chatancoga and Johnson City, Tennessee have made less
progress in their respective comunities. But all of these groups share the hope that immediate, mlti-cultural efforts at preventative
education will hold off the rapid spread of AIDS that is now threatening smaller towns. Says Pierce, a former pastor of the MCC, °A year
and a half ago, mainly through the prodding of one individual, we realized that AIDS was going to be a problem in Nashville. We thought
that if we were trained and ready to deal with it, we might be able to make an impact through education, through encouraging safer sex.
Since Nashville doesn't have a highly structured gay comunity, for an organization to survive it needed to be identified solely as an AIDS
group. e didn't want homosexuality to get used as a red herring to distract people from the issue of AIDS."  So since its inception,
Nashville CARES has aggressively sought diversity among its board members and volunteers. Many of the original organizers were lesbians and
gay men comected with the MC and/or health care and social service agencies. When the first official board of directors was convened in
January 1986, they extended outreach to successfully include a balanced mix of women and men, people of color, and representatives from
legal, medical ethics, religious and financial comunities. They tried to maintain the original purpose of education high risk commnities
first while presenting a gay-positive— if somewhat cautious— approach to the general public. Pierce notes that early efforts to combat
AIDS/ARC in California and New York had a white gay male public profile, and assumed a degree of acceptance that she feels would not hold
true for much of the rest of the comtry. "I Nashville,® she explained, ‘“we clearly identify as an autonowous social service agency
offering general wompassion in a time of crisis. [ believe we're doing exciting things that will be used as models for other cities aur
size. This is not to discount the help from the gay comunity— many of our volunteers are gay and aur most successful fundraising hes
occurred in gay bars.  But politically, it's more effective here to identify as a human services group with diverse members.” Pierce added
that in the South, meny gay men are closeted and themselves prefer this careful approach to fighting the epidemic. She does, however, also
acknowledge acompanying problems.  For exawple, whereas the natiowide mortality rate for PAs is about 50%, nearly 5% of P in
Nashville have died. Pierce suspacts that being closeted, fearing discrimination, and/or denying the possibility of having AIDS may lead to
late diagnosis and, consequently, faster death. Also, places to go for diagnosis and treatment are not as easily jdentifiable. That is
changing now through the effort of Nastville CARES, but the town's conservative tenor does not always embrace those who part from
convention.  Sturgis expressed frustration nonetheless with the cautiousness of Nashville's lesbian/gay community. *There's a lot of
apathy, if not divisiveness here,” he says. “Just an overall conservatism. People are afraid of losing their jobs if they come out...." He
explained that a very active ad political group called the Tennessee Gay Coalition (TGC), comprised equally of women and men, had
flourished in Nashville through the Tate '10s, uniting particularly during the heyday of Anita Bryant. But the group hes floundered since
1981, Because of the recent backlash against gay people, probably due in part to hostility around AIDS, former TGC members are now
instigating moves to rekindle their organization. Particularly, consternation has arisen over numerous arrests in city parks, primarily of
gay men, for allegedly ‘soliciting crimes against nature.” The local newspaper prints the names of those arrested and, according to
Sturgis, in these instances job loss and comnity censure are indeed very serious problems. In such a reactionary climate, discrimination
against PWAs remains an overwhelming concern.  Since most Nashvillian PWAs have, in essence, come home to die, securing housing and
enployment has thus far presented a less urgent need. But emotional support is often sorely missed, especially when PiAs feel the isolation
of hiding their condition. Nashville CARES offers a rumber of support programs staffed by trained volunteers; early an, CARES sought help
from existing AIDS organizations to facilitate the development of sensitive, professional services.  Programs include support groups, a
buddy =ystem, hospital and home visits, referral services and varied efforts at commnity education.  Though progress has wndoubtedly been
made, Sturgis and Pierce both expressed worry that safer sex has not yet become a must in the minds of Nashvillians, both gay or straight.
tn February 14, a precedent-setting event cccurred in Nashville— a Black restaurant/bar called the Park Averue Launge sponsored 3
fundraiser to benefit Nashville CARES. A club known for throwing benefits for many varied civic groups, as well as for offering diverse
’ ‘ (Cant inued)




ok THE OFFICIAL NEWSLETTER OF THE NCGSTDS  * VOLLME 8:3 *  SPRING, 1987 * PAGE 13 Pk

NASHWVILLE, continued

music from jazz to rhythm & blues to contemparary rock, Park Avenue was approached by Nashville CARES in an effort to further include the
Black comunity in the fight against the disease. The club responded enthusiastically with the Valentine's Day event billed "From Qur Hears
to Our Comunity® and, according to many Tocal residents, this effort to unite concerns about racism and to unite concerns abaut racism and
honophabia was a Nashville first. *On the subject of AIDS' says Park Avenue owner Dwayne Tucker, *I think Blacks and other minorities need
more awareness about how the disease is communicated. As with other conmnicable diseases, people have false ideas about how you contract
them, from the toilet seats to kitchen utensils, whatever. We thought it would be a good reason to use the Park Avenue as a vehicle for
education, for commnicating facts."  Prior to the event, Tucker had no idea what to expect in terms of crowd turnaut or reaction from
residents in the club's predominantly Black north Nashville neighborhood.  "We're waiting to see what happens more than anyone,” he
explained. As it turned out, a reasonably-sized crowd of over 100 showed up for the afternoon benefit. Tucker and Pierce were very pleased
with the diversity of people and the inroads made to increase awareness that AIDS/ARC is a public health issue of concern to everyone.
"From Our Hearts to Our Community' was both festive and sericus,with varied, multi-ethnic presentations and a tone of political urgency.
Pierce expressed particular pleasure that the music and dance offerings reflected Afriken cultural influence, and that discussions of AIDS
stressed world-wide cooperation. A key foous of the event was AIDS/ARC preventative education.  Patrons were offered literature,
information charts and condoms, and a short video about AIDS slated for New York Public Schools was screened. A doctor from the Nashville
CARES board of directors hosted a Tengthy question and answer session. Care was taken to both applaud the gay male community for their fast
response to the crisis, and to stress that gay men are not to blame. Analogously, board member Reverend Edwin Sanders emphasized the
importance of dispelling the racist idea that AIDS can be blamed on Africa. Repeatedly, the message from the benefit was the need for
compassion and ncreased understanding anong all sectors. Says Tucker, "It still seems that there's not an awareness of the right kind of
scale for a city the size of MNashville. We hope the event will make it easier for other businesses that do not generally have a
[recognizable] gay clientele to take a public interest in the disease.” Pierce feels that the Park Averue event is a successful example of
Nasville CARES' approach to fighting AIDS/ARC— an approach that includes coalition-tuilding with conmnities of color and all segrents of
society. It's an approach, she believes, that will work with increasing success for AIDS organizations everywhere.

RED CROSS,., ROTC VIOLATE HIWV LAW
with thanks to Madison, Wisconsin's QUT!, June, 1987

The Badger chapter of the American Red Cross in Madison and the University of Wisconsin-Madison Reserve Officer Training Program (ROTC)
violated Wisconsin Taw governing the confidentiality of ALOS exposure tests, according to State Representative David Clarenbach (D-Madison).
The Red Cross released HIV antibody test results of 27 Navy ROTC cadets to their unit's medical coordinator, Lt. Gerald Matthews, upon
request. Clanenbach said the law, which he authared, provided that results be released only to cartain health-care providers with specific
permission, and that military officials and employers were not among them. "This incident is an obvious violation of the Taw,” said
Clarenbach, "and demonstrates in graphic terms the need for more stringent regulations.” Clarenbach said the incident has prompted him to
propose Tegislation to stiffen penalties against those who violate the confidentiality Taw. Information about the cadets wes released after
they had participated in a blood drive on the University campus.  The Red Cross screens all blood donations for the AIDS antibody. The
incident surfaced after a ROTC cadet, upon quitting the military program this year for other reasons, received his medical records.  The
cadet, who did not wish to be identified, showed Clarenbach the file, which contained a photocopied Tist of 27 cadets and their HIV antibody
status. Lt. Matthews said a similar master 1jst was in the medical files of all the students who took the test. Matthews insisted that no
harm was done because none of the tests were positive.  If any had tested positive, he claimed that those results wasld have been expunged
from the list.  But Clarenbach pointed out that even a negative test result can be harmful to one's reputation.  Given the current AIDS
hysteria, he said, the fact that a person had even taken the test could be interpreted that he or she was in a high-risk graup. In a letter
to the legislator on February 25, Dr. Gary Becker, director of the Badger Red Cross's blood services, wrote: *I went to apologize for this
error, and will do so persanally to your constituent if desired.” Becker also called his action a "stupid and totally inadvertent” mistake.
Red Cross Associate Attorney General Karen Shoos Lipton said in a letter to Becker that "the disclosures. ..do constitute a violation of the
statute.” According to Wisconsin Statute 146.025 (8) and (9), violations of the confidentiality provision may be 1iable to the subject of
the test for actual damages and costs, plus exemplary damages of up to $1000 for a negligent violation, up to $5000 for an intentional
violation, and for criminal penalties of up to $10,000 and/or up to 9 months imprisonment.
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MILITARY POLICY CHANGES
with thanks to Detroit's Cruise, 5/13/81

Military personne] who test positive for the AIDS virus will get a chence to remain on active duty under a new Pentagon policy— tut if they
break the rules, they could be kicked out of the service. Among other restrictions, any of the 2.1 million uniformed personnel who test
positive for the virus known as HIV will have to agree in counseling to engage in “maximm safe sex” by using condoms, officials say.

Defense Secretary Caspar Weinberger signed the new policy and sent his assistant secreta for health, Dr. Willian Mayer, to brief reporters
on the 9-page guidelines. Mayer madeg?:dclear the rules will be strict. "If [a persmq violates the counsel, he will be punished,” Mayer

said. This punishment could conceivably mean a discharge.  Authorities will be allowed to revoke security clearances and deny access to
classified infomation to infected persamel.  The policy addresses the reserve forces for the first time, restricting the service of those
who test positive and denying them treatment for the disease at military hospitals. The policy exempts from tests the nearly 1 million
“civilians working for the Defense Department, langely because the legality of the matter *is still in the courts,” Mayer said, but civilians
might be tested in places where they would be working closely with wniformed personnel.
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CONDOM ADVERTISING OK'D BY FDA
with thanks to The Weshington Blade, 4/24/87

In an April 7, 1987 letter to condom manufacturers, the Food & Drug Administration gave condom manufacturers the go-ahead to advertise that
latex condoms help prevent the spread of AIDS.  Condom manufacturers had been prohibited from making such claims before,” according to the
New York Times. The letter notes, however, that while latex condoms have shown themselves to be effective against spreading AIDS, natural
membrane condoms have not.

ANTIBIOTIC DISCOVERED IN MUD
with thanks to the Star, 2/24/87

Researchers have literally unearthed a new antibiotic— by digging in the md. The antibiotic Azactam (aztrecnam), wes developed from a
soil sample dug up from a New Jersey forest by a microbiologist from Squibb Pharmaceuticals.  Or. Gerald Bodey, a cancer specialist at
Houston's M.D. Anderson Hospital, says Azactam is effective against infections in patients whose natural jmmune systems have bee weakened by
chemotherapy.  Azactam is classified as a monobactam, and was originally isolated from Chromobacterium violaceum, with a wide spectrum
against a wide spectrum of gramnegative aercbic pathogens. Azactam, unlike the majority of beta-lactam antibiotics, does not induce beta-
lactamase activity and its molecular structure confers a high degree of resistance to hydrolysis of beta-lactamases.
HUNGARY BEGINS MANDATORY TESTING
with thanks to New York Native, 4/13/87

The Hungarian news service MTT announced March 30 that Hungary has introduced mandatory screening for its citizens to determine
seropositivity for HIV antibodies. According to MTI, 114 Hungarians so far have tested positive, with the total expected to be 6,000. To
date, only 4 Hungarians have been diagnosed with AIDS, one of whom has died.  "Those people belonging to the highest risk groups
(homosexuals and hemophiliacs) are being compulsorily tested,  MTI told Reuters News Service, giving no details. Foreign blood
preparations have been withdrawn from circulation, according to Reuters, after some were found to be positive for antibodies to the virus.
A1l donated blood had been tested since July, 1986. Hungarian officials have set up a telephone answering service for citizens seeking
information about AIDS, [At least for those citizens who have access to telephones!—NOGSTDS Ed]

EUROPE GETS SEXY ON SAFER SEX
by Martin Heggestad, with thanks to Boston's Gay Commnity News, 3/15-21/81

Some European governments have shown considerable sexual openness in their ALDS educational campaigns, as shown by some examples reported in
the West German news magazine Der Spiegel. In Switzerland, a TV news anchorman demonstrated on the air how to put on a condom, although he
used his middle finger rather than the proper organ.  In Dermark, a public health agency mut full-page ads in newspapers showing a picture
of Copenhagen's red-light district with the caption, "You can get more then a quick fuck here.” In Norway, almost every newspaper has
carried an ad showing an erect penis with arms stretched out as if to dive into a pool. The caption: *Think before you leap into pleasure.”
In Finland, mublic health officials have proposed subsidizing condoms so that teenagers can better afford them. However, in Italy, a safer
sex campaign has met opposition from the Catholic Church.  Radio Vatican stated, "It is not the condom, but rather chastity which is the

----- okkicloloioibiolokiaiclokoblooloiok

QUARANTINE ATTEMPTED IN GHANA
with thanks to the New York Native, 4/21/87

Immigration officers at the Lagos airport in Accra, Ghana, mistakenly detained a man they incorrectly believed had AIDS, the Indian Express
has reported.  The detention, which took place in March, stenmed from officials nisunderstanding the man’s "legal aid" certificate. “This
man hes A certificate!® one officer shauted, resulting in a fracas the Express described as "hell breaking loose.”  Immigration officers
called the riot police, who arrested the mn. The victim of the misunderstanding, described only as a “student expelled from the United
States,” was then taken to the University of Lagos teaching hospital for examination. Hospital authorities refused to examine hin and
contacted Health Minister Professor Olikoye Ransome-Kurti, who ordered that the student be quarantined in an infectious disease hospital.
"The student, who ves disturbed by the panic, bolted,” reports the Express.

LAWYER DETAINED FOR HAVING CONDOMS
with thanks to Detroit's Cruise, 4/22/81

A female lawyer in Britain who followed the advice of a British government sponsored anti-AIDS campaign said she was briefly arrested,
strip-searched and given a urine test for carrying a packet of condons.  The British gavernment has mounted a multinillion-dollar publicity
drive warning of the dangers of AIDS and suggesting people use condams.  Its campaign slogan is *Don't die of ignorance.” The 30-year-old
woman said she was returning form a vacation in India when she was stopped by custams officers at London's Heathrow Airport.  She said that
when they found the condoms in her luggage they arrested her, strip-searched her and gave her a urine test. The woman said a customs
officer told her that carrying condoms was a "reasonable grounds®: for arrest since drug smugglers sometimes fi11 them with drugs and then

swallow them to avoid detection. The woman said that after the results of her urine test was negative, she was released.
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SOVIETS PLAN AIDS HOTLINE
with thenks to Chicago's Windy City Tines, 3/12/87

The Soviet Union is undertaking a program to combat AI0S that will include a telephone hotline and medical examinations, repor'ss the .March 8
Chicago Sun-Tines. According to Or. Georgy Khlyabich, a Health Ministry official, there are 13 known cases of AIDS in t.he Soviet Union, ane
involving a Soviet citizen. A Foreign Ministry spokesman said thet there are 20 lnown cases of AIDS in the Soviet Union, but that none
involve Soviets.  The discrepancy between the two figures is wresolved.  Khlyabich said the hotline is being established “so people can

call and clarify their symptons with less worry.”

DEATH PENALTY IN TAIWAN
with thenks to New York Native, 5/11/87

Taiwan's most prestigious hospital has recomended the death penalty for anyone knowingly infecting others with HIV, the a.ﬂe?ed AIDS virus,
United Press International reports. Or. Wang Cheng-yi of the Taiwan University Hospital said willful HIV infection is "tantamount to
murdering and thus should be punished accordingly.” Cheng-yi called for fines of at least $290 for doctors who fail to rt?pert cases of
AIDS, in addition to other penalties, which were not described.  There wes no immediate indication from the government of Taiwan as to how
it intends to respond to Cheng-yi's suggestions. According to UPI, Taiwan has only one confirmed case of AIDS, reportedly a homosexually
active businessnan who often traveled abroad. He died in Taipei, about 6 months ago.

MEXXICAN DRUGS REQUIRE PRESCRIPTIONS

by Robert 8lizanrd, with thanks to The Washington Blade, 1/23/81

South-of-the-border excursions into Mexico by people with AIDS and HIV infection to purchase the experimental AIDS drugs ribavirin and
isoprinosine could be curtailed by U.S. Attorney Peter Nunez's decision annaunced Decamber 15 to start prosecuting smalltime drug smugglers
to the fullest extent possible, reports Update, a weekly Southern California gay/lesbian newspaper. Munez reportedly said he will require a
prescription from a U.S. doctor in order to bring these drugs across the U.S. border.  Meny people have already traveled to Tiajuana to buy
prescription medications where they are sold over the counter without a written doctor's order. In the past, Customs officials have
permitted people to bring enough of the drugs back from Mexico for persanal use only. Munez refused to be available for comment.

ISRAELI ARMY ACCEPTS PWAS
with thanks to the New York Native, 4/21/81

The Tsraeli Defense Force (IDF, Israel's Armed forces) will “consider™ accepting AIDS "victins® [sic] who volunteer to serve in its ranks,
according to Bamshaneh, the lsraeli Amy weekly. The article quotes outgoing I0F chief medical officer Tataluf (Res.) Moshe Raveh as saying
that, although persons with AIDS will be exempt from conscription, in "special cases it will be possible to consider volunteering.”
According to the Jerusalem Post, the IDF will continue to draft homosexuals, even though the first case of AIDS in the Amy has been
detected. "It was just a question of time before the first sick soldier wes jdentified," said Raveh, who also reported that the soldier is
being treated *1ike someone suffering from any other disease defined as endangering health."

INDIAN GOVERNMENT MANDATES TESTING
by Mike Salinas, with thanks to the New York Native, 3/9/81

The Indian government has begun deporting foreign students who test positive to antibodies to HIV. So far, one Kenyan, one Ethiopian, and
three Tanzanians have been expelled. A confidential circular was sent to Indian universities last year, requesting authorities to screen
all foreign students for the presence of HIV antibodies within a month of admission. Also, according to sources in new Dethi, everyone in
the tiny Yadava commnity in Bihar was tested for antibodies, “*because meny of them practice sodomy.” Those tests, according to the
governuent, came up negative. Meawhile, Or. K.K. Ghosh, the executive director of India's Foundation for Education Against AIDS, has
publicly called for a health system for the purpose of “certifying the Western Blot test had been taken, just as it used to be compulsory
for Indian citizens to talke certificates for measles and cholera for entry to some European countries.”  According to reports in The
Independent and The Hindustan Tines, 65 people aut of 25,000 screened have tested positive for HIV antibodies.  The testing policy will be
extended to include all foreigners in India. Efforts to obtain an official statement and additional information from the Indian Enbassy
proved fruitless, as they did not retum the Native's numercus calls.

RUSSIAN AIDS TESTING SITE
by Matthew Daniels, with thanks to The Advocate, and People With AIDS Update, May, 1987

Muthorities have opened a testing site for people who fear they might have AIDS, though the disease (known as SPID in Russian) is not
officially recognized as having affected Soviet citizens. Commmist officials reported that 20 foreigners in the Soviet Union have AIDS,
and expressed fear that the disease might be spread to the Soviet population through sexual contact.  Of the 60 people tested so far, none
have had results showing exposure to the HIV virus. The testing, which is guaranteed to be anonymous, includes questions asking, ‘"Have you
haq sex with foreigners?" and "Have you had sex with a member of your own sex?” Homosewual activity is a criminal offense in the Soviet
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AFRICAN "TERRORISTS"™ BLAMED
by Mertin Heggestad, with thanks to Boston's Gay Camunity Nes, 5/10-16/67

South African Foreign Minister Roelof F. Botha claims that rebels entering the country from neighboring Back African states are to blame for
spreading AIDS in South Africa according to the Associated Press via the New York Post and the Chicago Sun-Times. “*AIDS gets into this
country in ways you wouldn't even think of ," said Botha, speaking during a campaign appearance. “Terrorists cross our borders carrying a
more dangerous bomb in their bodies than in their hands. They come from camps where AIDS is rife." Health officials report that 64 people

RACISM & AIDS INM ITALY
by Steve Miller, with thanks to the New York Native, 3/16/87

Thousands of anonymous fliers warning people to defend themselves against AIDS were distrituted in Perugia, Italy, late in Jaruary. The
leaflets describe AIDS ‘“symptoms' and list the “high risk® groups. They then launch into an attack against gays, IV-drug users,
hemophiliacs, and "the African and South American populations," having an extremely alarmist tone. Among other things, they warn people to

avoid pools, public baths, and even barbers. The police confiscated many of the fliers and they began an investigation to determine the
identify of the authors.

JAPAN PROPOSES TESTING FOREIGNERS
by Martin Heggestad, with thanks to Boston's Gay Commnity News, 4/12-18/81

The Japanese government has proposed an anti-AIDS program which includes compulsory HIV-antibody testing of all foreigners entering the
contry, according to the New York Times. The guidelines, which do not yet have legal force, also suggest requiring doctors to report AIDS
cases to public health authorities, screening blood danors for HIV antibody, and possibly requiring tests for gay men and IV-drug users.
Apparently wishing to avoid accusations of xenophobia, officials said they would study the policies of other countries before implementing
these quidelines. Although there have been few AIDS cases in Japan so far, public anxiety has been high since a Japanese prostitute died of
the disease in January.

o

SWEDES & DUTCH SPLIT ON AITDS PLAN
by Martin Heggestad, with thanks to Boston's Gay Community News, 3/15-21/81

Sweden and the Netherlands have developed sharply contrasting approaches to the problem of AIDS.  The Swedish tack, which emphasizes
compulsory testing and allows for surveillance, appears to have had less success at stopping the spread of the iliness then the education-
oriented program of the Dutch. According to a report in the West German newspaper Der Spiegel, Sweden has became the only Westemn European
contry besides Iceland to require health workers to report the names of all people who test positive for the HIV antibody. As of September
1985, Swedish doctors are Tegally compelled to test patients upon mere "suspicion” of an HIV infection. To date, 1323 antibody-positive
residents of Sweden have been identified. These people are legally forbidden to donate blood, organs, or sperm. Prostitutes who test
positive must give up their profession. In addition, doctors are permitted to "forbid” certain sewal practices to health-care clients with
positive antibody tests. If the client does not appear to comply, the doctor can tum his or her personal data over to public health
authorities, who may at their discretion use such means as official wernings, police surveillance, and confinement to a hospital. This last
measure has been used only once, in the case of an IV-drug user. According to some observers, Der Spiegel reports, these measures have been
counterproductive, leading to an atmosphere of fear and distrust of public health officials. The Dutch, on the other hend, are conducting
one of Europe's most comprehensive ATDS education campaigns, working to promote safer sex and drug use practices.  They have avoided scare
tactics, claiming that while sensational advertising may attract attention, it has poor results in changing behavior. Jan van Wi jngaardan,
coordinator of AIDS policy in the Netherlands, told Der Spiege] “We are afraid of fear." The Dutch program focuses on intensive canseling,
preferably in small groups.  According to psychologist David Stein, "To change sexual behavior is a very difficult process. We can only
proceed one step at a time.” Although it is too early to tell for sure, it seems that the futch may be having greater success then their
more heavy-handed neighbors.  Der Spiegel reports that the use of condoms is long since widespread in the gay mecca of Austerdam. In
addition, educational efforts and the dispensing of disposable syringes have Ted to a low rate of HIV infection among IV-drug users.

MANDATORY TESTING FOR TRAVELERS?
with thanks to New York Native, 4/13/87

Twenty-five experts gathered in Geneva recently, under the auspices of the World Health Organization (WH0), to discuss a proposal to require
screaning of international travelers for the presence of antibodies to HIV. The experts, representing a dozen MWestern and developing
countries, determined that screening would create “serious logistic, epidemiologic, economic, legal, political, and ethical problems,”
according to Houston's Montrose Voice.  “The diversion of resaurces to HIV screening and awey from educational programs and measures to
orotect the blood supply is not justified,” the panel concluded, after meeting for 3 days. . It was the consensus that, ‘“at best, and at
great cost,” screening measures would “retard anly briefly the spread of HIV, both globally and with respect to any particular country.”
The experts recomended educational programs, for national and international passengers, about the transmission of the virus and the
syndrone tself. They emphasized that travelers who test positive for antibodies to HIV present no danger to the passengers. WO officials
indicated that final recommendations for travelers on prevention of AIOS will be sent to governments worldwide within the next few months.
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ITALIAN CONTROVERSY ABOUT CONDOMS
by Steve MiTler, with thanks to the New York Native, 3/9/81 |

Giovamni Spandolini, the Italian Defense Minister, announced February 2 that the military will dispence condoms, free of charge, to all
soldiers, including new draftees. In Italy, all men are required to serve in the army for one vear. The decision to supply the condams
followed 2 similar policy implemented during the previous week by the director of the prison of Bologna, where a large number of inmates
were lnown to have tested positive for antibodies to HIV. In Sologna, free condans were given to all prisoners.  The decisian in 8ologna
met with approval from prison officials throughout the contry, and it is expected to be implemented in prisons throughout Italy, The
prison policy in Bologna and the military's new approach seem to acknowledge that prisoners and soldiers engage in sex in cells and
barracks.  Rather than ignoring the fact or moralizing about it, the Italian officials appear to have accepted it.  In the military, this
approach will coincide with an education progran.  In addition to the prophylactics, the recruits and soldiers will receive pamphlets and
llustrated charts explaining AIDS.  The Minister of Defense is also planning periodic visits by doctors, who will conduct information
sessions.  Posters have been put up an bulletin boards and in other prominent places. Some of the information seems a bit bizarre.  For
example, the posted notices advise the soldiers to change their underwear often and to use new razors every day. They also describe
symptams and advise against casual sex. At the same time that he made the announcement abaut the condams, Spandolini unveiled a program to
give the antibody test to all new recruits. During a 3-day medical exam of recruits, which takes place hefore they are actually inducted,
the test will be optional, since at that time, the recruits are still considered civilians whose consent s needed for such testing. Al
accepted soldiers, however, will undergo the test once they arrive at the barracks, before they begin training. The officials claim to
guarantee anonymity, but admit that besides going to the recruit himself, the information about positive tests will Qo to the Ministry of
Health and the Ministry of Defense. At the time of the announcement, Spandolini said that the screening program s Just being conducted to
determine the extent of infection by the virus. As more details of the military plans have been revealed, it became clear that more then
Just information gathering was behind the tests. Recruits who test positive for HIV antibodies will undengo further tests, and if they show
ay other clinical symptams of AlDS-related diseases, they will be declared “temporarily wnfit.” If found to be antibody positive but has
no cther symptoms, the recruit will be placed on "convalescent leave.®  In both cases, the authorities claim to guarantee strict
confidentiality, and they pramise not to reveal the medical reason for the discharge from the military. They do not suggest how the
rejected recruit will explain his status to prospective employers, or to his family and friends. During the same week as Spandolini's
anancenent, the Italian Minister of Health, Carlo Donat Cattin, a Christian Democrat, found himself embroiled in a political scandal as a
result of one of his recent statements about AIDS. While testifying before a Camnittee on Health Issues in the Italian Chamber of Deputies,
he said, "AlDS is an illness that only strikes those who go Tooking for it." That remark made him the center of a political crisis on the
issue of AIDS. Some of the parties of the left in the Italian goverrment have called for Cattin's resignation, others have asked for a no
confidence vote.  One group of deputies hes asked Bettino Craxi, the Italian Prime Minister, for a clarification of the government's
position on AIDS.  They went to know whether "the absurd statements made by the Minister of Health in Parliament represent the views of the
government.*  The leaders of the Radical party asked the Prime Minister to stop Cattin from ssuing “his daily edicts which are permeated
with the inertia and ineffectiveness of the office which he directs. We find ourselves presented with a cultural and clerical offensive
worthy of the Holy Office tied to a policy of irresponsible and conterproductive “tranquilization.’  Cattin was also attacked in an
article in Unita, the official nesspaper of the Italian Comunist Party. Rocco Buttiglione, the author of the article, accused the
governnent's statements of containing “a hint of the Middle Ages, supporting the indissolubility of matrimony and the prohibition of all
types of sexuality outside of it." This charge that Cattin desires a return to a medieval sense of morality s a comwn ane anong oppanents
o the left and in the gay rights groups. They contend that Cattin has a n agenda, as a Christian Democrat, to reinforce and impose his own
and the Catholic Church's concept of proper morality. In response to these charges, Cattin has said in the Parliament, "One can't ask a
government minister to be amoral or to refuse to express his morality.® By the end of the week, Panorama, a weekly Italian news magazine,
published a featured article called “At Risk Minister® concerning the controversy involving the official. In that article, it was reported
that Teaders of the Italian gay rights movement had been trying to meet with the Minister, but never received any respomse from his office.
Finally, after a month of silence, Cattin said, “These people, besides being homosexuals, are maniacs. My assistants can listen to them. I
have better things to do." [During the same time, the contry's Chamber of Deputies, fearing that they are not getting enough accurate
information, had arranged for a lesson on AIDS, behind closed doors, given by a prominent immnologist, Professor Fernando Aiuti (whose
name, ironically, could be translated as “aids'), and an expert from the World Health Organization.  According to statistics recently
published by an AIDS Commission created by the European Economic Commnity, the pattern of AIDS cases in Italy is the reverse of that found
in the rest of Western Europe and the United States. Homosewually active men account for just under 30% of all reported cases in the
contry, while IV drug users make up over 60%. Lombardy, whose capital is Milan, is the Italian province with the largest number of
reported cases in the country, 206, as of February 19, compared to 558 for the entire nation.

3

CONDOMS & POLITICAL ASYLUM
with thanks to Detroit's Cruise, 5/13/87

A odd game of political intrigue was played out at the Shannon, Ireland airport, when two young Russians were mistaken for defectors. The
two, traveling from Havana to Moscow, went to the duty-free shop at Shamnon Airport during a brief layover and asked for "protection.®
Officials whisked away the male for questioning, assuming the couple was interested in political asylum from their country. It took 20
minutes for the officials to discover that the man's request, in broken English, was not for political protection;  the couple were

attempting to buy condoms, but had not known the word.
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DANISH REPORT ON AIDS
by Leora Nelson, with thanks to Tormto's Epicene, My, 1987

The growing openness of society about sexual matters and alternative forms of cohabitation have developed ... in more possibilities for the
individual homosexual to live openly in accordance with his identity. The difference between North American and Scandinavian social
attitudes toward people with AIDS (and toward homosexuality) is brought to light in the May, 1985 "Danish National Health Board Report to
the Ministry for the Interior on the Disease AIDS and Proposals for Anti-Infection Measures.” Banish rational conservatism is progressive
conpared to the vague moral terror with which AIDS is viewsd in the U.S.  The report identifies risk groups as homo- and bisexuals,
intravenous drug users, and hemophiliacs, but does not implicate gay people and users of intravenous drugs as selfish, irresponsible
individuals endangering society by indulging themselves. Homosexuality is treated as part of the status quo, rather than as a social or
sexual disorder.  This attitude fosters a pragmatic approach to the problens of people with AIDS and their care, and to controlling the
spread of the virus that causes AIDS (HIV). The report's authors note that “all this talk about AIDS may be an impediment” to the
development of popular acceptance of gay people “in view of the fact that information and understanding of the life ad conditions of
homosexuals in society are still lacking." They emphasize the need for serious study and for a cooperative effort to prevent the spread of
HIV. They also praise government grants to the national leshian and gay association, Forbundet af 1948 (F-48), and credit the association
with greatly assisting in public information campaigns. Last vear, the Mnicipality of Copenhagen gave F-48 $50,000 (Canadian), which wes
used to hire a volunteer coordinator for AIDS research funding and publicity.  The allocation of government funds to a gay group is an
encouraging indication of public faith in the competence of the gay and lesbian commnity. Such faith is sadly lacking in North America.
This side of the Atlantic, fundamentalist propaganda has clowded the issue, partraying AIDS as divine retribution on a society that allows
perverts and junkies to breathe its air. Such propaganda misdirects the energies of concerned heterosexuals toward homophobia, rather than
encauraging efforts to control the spread of HIV and deal with the individual and longtern (social) consequences of AIDS. The December 1986
Vatican Jetter to Romen Catholic bishops on “The Pastoral Care of Homosexual Persons” did nothing to improve the prognosis for the general
acceptance of gay men and lesbians: "Even when the practice of homosexuality may sericusly threaten the lives and well-being of a large
number of people, its advocates remain undeterred and refuse to consider the magnitude of the risks jnvolved.” The blaming of homosexuals
for the spread of HIV presumes our irresponsibility and takes from us the right to seek the comfort of seual fulfillment. The social
implications of AIDS have the potential to scar more people more sericusly than the deaths it has caused and will cause. Gay and lesbian
sex is not decadent, nor is it a lwary. The rise of the right wing in the US has conveniently magnified the voice of the Roman Catholic
Church, whose tune had been taken up by fundamentalists raving publicly about our *sickness® and *selfishness.” A federal government
politically and economically aligned with Falwell's infamous *Moral Majority" and several state governments indebted to fundamentalist
factions for financial contributions create an unfavorable climate for constructive cooperation between government and gay and lesbian
groups concerned with AIDS.  The US does fund medical research on AIDS. A there is an abundance of gay and lesbian community groups
providing support for PAs, or trying to protect them from discrimination. But these organizations rarely receive financial assistance from
governmental bodies.  Partly as a result of this situation, information campaigns in the US (as in Canada) have been less intensive than
those undertaken in Western European countries, including the UK.  In Denmark—as in Norway, Sweden and England—-public information
canpaigns have been thoraugh.  Television ads and door-to-door leafleting have succeeded in reaching most households.  In Denmark the need
for safer-sex education in the schools is a priority: It is inperative that young people of school age be informed, as they are about to
have their first sexial experience. [Young gay people] living through the often difficult acknowledgment of their awn jdentiy must be given
a realistic attitude to AIDS." In the US, measures to update sex education programs in schools to include information about A0S are often
tentative, and are subject to censorship by moralist lobby groups, who claim that safer-sex education promotes “sexsal deviance.” Problems
of geography, jurisdiction and cultural diversity have also contributed to the inability of North American governments to devise a public
policy as reasonable and coherent as that set forth in the Danish report. Brief, comprehensive ad straightforward, the report presents
facts and proposes practical means for dealing with them, many of which have been set in motion. Meinly, it advocates public education at
various levels. Government objectives are defined as: stopping the spread of HIV; minimizing the fear and suffering caused by AIDS; and
Timiting the economic consequences of the epidemic.  Unless meny US government releases, the Danish report is not an exercise in rhetoric:
*Official efforts against the epidemic and its consequences aim at changing behavior patterns without invading the individual's justified
right to privacy and personal integrity, even though this may pesult in restrictions in the the authorities' scope of action. ....The
public authorities must show their acceptance of, and care for, these [risk] groups by involving them in close cooperation concerning the
conbat of the epidemic and its conssquences.” Perhaps Denmark is not in all respects a gay paradise, but its government's policy is
certainly clearer, more 1iberal and better considered than that prevalent in the US.
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EUTHANASIA IN NETHERLANDS
with thenks to the New York Native, 4/21/87

Doctors in the Netherlands, where studies have previcusly shown an estimated 5000 terminally 111 cancer patients annually choose euthanasia
are now hastening death for persons with AIDS.  United Press International reports as many as one in eight PAs may be availing therrselvé
of 1eth?1 injgctims by consenting physicians.  Such injections are considered "active euthanasia,” as distinguished from "passive
euthanasw_,' which occurs when a doctor causes death by withholding Tife-sustaining equipment or treatment.  Although ending the life of a
perscn with a terminal illness is a crime int he Netherlands, courts have charted a course allowing doctors who follow a specific set of
gu'lqe!ines to avoid prosecution. Or. Sven Daner, head of the AIDS wnit at Ansterdam's Academic Medica) Center, said he and his staff will
administer euthanasia to patients only if there is confirmed AIDS diagnosis, the patient decision is in writing, there s unbearable and
incurable suffering, and there is a second medical opinion. :
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A CONDOM NATION =

by Judith Woodburn, with thanks to Milwaukee Magazine, April, 1987

ondom, thy name is legion. Ever

since mild-mannered Surgeon

General C. Everett Koop recom-
mended them as a means of controlling the
spread of AIDS, condoms suddenly are ap-
pearing not only on television talk shows
and in the headlines of respectable newspa-
pers but also at social gatherings, where
certain party-goers have seemed more
than usually predisposed to recycling their
favorite old tales of condomiana.

For example, there's the popular
“showering with your raincoat on” gag.
(Now that condoms are enjoying such popu-
larity, this one’s hardly funny anymore, ex-
cept perhaps to youngsters who haven’t
showered yet at all.)

For those who blossomed in the pre-Pill
era, there is the inevitable “rubber in the
wallet” nostalgia and the pastoral Herman
Raucherian memoir in which the teller
semi-modestly paints himself as a priapic
but bashful young stud whose only barrier
to erotic fulfillment is . . . the censorious
pharmacist. (It is not likely that “first dia-
phragm” experiences will ever evoke such
misty declamations, but I do not consider
this a great injustice.)

One also might invoke the stock market;
it seems that disease has been nearly as
good for the rubbers industry as World War
11 was for the rubber industry. Local invest-
ment broker Larry Gellman tells me that
one of his clients made $61,000 (better than
a 60 percent return on his investment) in
just a few short months by investing in a
condom manufacturer.

Finally, there are the fashion trendset-
ters, like one 30-ish man I know who re-
cently was moved to proclaim as his motto
that, “I used condoms when condoms wer-
en't cool.”

On a personal level, those women who

have tried fruitlessly to drum up enthusiasm
for the topic in the past may find this sudden
energetic embrace of it somewhat surpris-
ing. More broadly speaking, this newly ob-
served zeal makes the Puritan reserve of
many television stations — including chan-
nels 4, 6 and 12 here — who have declined
the advertising of condoms seem all the
more puzzling.

A number of groups already have noted
the aura of Dionysian glee suffusing most
prime-time television programs and s!rx}ply
consider it a matter of social responsibility
to allow the purchase of air time for a mod-
erating message. If any given character on
“Dynasty” can hop in and out of bed with a
mean frequency of three times per install-
ment, they ask, mayn't condom manufac-
turers be allowed to suggest — delicately,
of course — what safety precautions she
might take along? .

It would seem at first blush that the con-
dom is a product tailor-made for television.
TV advertising always has thrived on set-

ting up perilous hygiene threats — halito-
sis, houseitosis, ring around the collar —
and then promising us relief in the form of
some deodorant or cleansing agent.

Now comes a bona fide disease that truly
is threatening, and Carter Wallace, the
manufacturer of Trojans, again has the an-
swer. Nice people have litter box odor. Nice
people get “adult breath.” Nice people wor-
ry about “feminine freshness.” Nice people
also worry about AJDS.

As ridiculous as this juxtaposition may
seem, it does serve to remind us that no
matter how virtuous the rhetoric of the
debate over condom ads may grow, the fact
remains that they’re still just ads.

There's a product to be sold here. Given
that, condom ads are as likely to trade in
euphemization and the selective use of facts
as any others on the airwaves.

So thgse who are tender of psyche and
faint of heart won’t have to worry that con-
dom.makers will spend costly network time
reminding us that AIDS is only about six
years old in this country and there are no
definitive studies yet on the long-term ef-
fectiveness of condoms in preventing AIDS
transmission. They surely won't waste pre-
cious advertising seconds telling viewers
about the one Miami study of heterosexual
AIDS patients in which men with AIDS
used rubbers and two eut of 12 of their
spouses became infected anyway. They
won't tell us about the low-end 72 percent
effectiveness rate of their product in pre-
venting pregnancy or that at least one AIDS
expert has said, “It is probably just as easy
to catch AIDS [from a carrier] as to get

pregnant.” And it is not likely that we ever
will get any distressing information from a
TV commercial about the other indelicate
ways in which AIDS might possibly be
transmitted. Things a condom can’t do any-
thing about.

Like all other television advertising, the
condom ads will remain purposefully vague
and totally tasteful (not to mention free of
much useful information). After all, the
manufacturers of Lysol toilet disinfectant

are still calling it the “bathroom bowl.”

IT MAY BE DIFFICULT, THEN, for condom
advertisers and their proponents to under-
stand exactly how contrary their message
nevertheless may run to the ethos of
American TV advertising. And it is not a
matter of mere sexual prudery.

For nearly 50 years, television adver-
tisers have been using the bright promise of
sex to sell everything from toothpaste and
antiperspirant to Toyotas and Chevrolets.
Now, condom ads want to use the threat of
death to sell rubbers.

The drama of thi§“turnabout cannot be
underestimated. For if it is true what Edna
St. Vincent Millay said about childhood be-
ing “the kingdom where nobody dies,” it
has been even more true of television ad-
vertising. Until now, doctors in the cleanly
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world of TV ads have never had to contend
with anything more severe than a case of
caffeine-induced Jitters or sinus headache,

pressure and pain. Suddenly, for the first
time in the history of television — and, for
that matter, most of our lifetimes — sex-
can be deadly.

And therein lies the enormity of the dis-
tortion in today’s hubbub over condomo-
logy: Throughout known history, of course, °
sex virtually always has been a pestilent
undertaking. There were the unnamed
“copulation sicknesses” of Roman and
Egyptian civilizations, and’ since at least
1494, when it is thought that Christopher
Columbus brought it back from a business
trip to the New World, there has been
syphilis to contend with.

And this has been truly curable only with-
in the past 50 years. It is nothing more than
coincidence, but it is interesting to note that
penicillin — the first specific cure for syphi-
lis— came into popular usage almost simul-
taneously with television. The antibiotic

was discovered in 1928, the very year that
the first drama was presented on television
by General Electric, and it came into wide-
spread use in 1943, just two years after the
Federal Communications Commission au-
thorized commercial television broadcasts.

So, since its birth, television has existed
in an erotically hygienic bubble, and as its
viewers we have grown up blissfully safe
from any audiovisual confrontation about
the microbial dangers of sex. We learned
from Lysol what tiny, evil civilizations can
lurk on bathroom surfaces, and we learned
from Listerine about the bacteriological
threat to fresh breath. But TV sex has
remained pristine, its hygienic luster
dimmed by nothing that a good spritz of
FDS couldn't cure.

No wonder a condom ad is shocking. As
for condoms themselves, television’s
short-sheeting of history aiso may allow us
to forget that they probably have been
around since Caesar Augustus’s times —
and not for reasons of birth control.

Today, in the post-Pill era, we are likely
to think of the condom as a contraceptive
device that recently has been pressed into
service as a barrier to disease. But history
tells us otherwise. The great 16th-century
Italian anatomist, Fallopius, claims to have
invented a linen sheath as a protection
against syphilis, not conception. And it
wasn't until the 18th century — Casanova’s
era, by the way — that the contraceptive
qualities of devices were even given much
thought. :

In the 19th century, when syphilis ran
rampant in Western Europe, the condoms
were still valued more for their prophylactic
properties than anything else, and proper
Victorian husbands who may have commit-
ted the indiscretion of having visited prosti-
tutes at one time or other felt compelled to
use them to protect their wives from infec-
tion.

{Continued)
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Such was their penance: The condoms in
use at that time were not particularly pleas-
ant or convenient to use; most had to be
tied like a package at the top with a length of
ribbon. But they did have a certain air of
respectability, as evidenced by one brand
that featured a likeness of Queen Victoria
on its package. (As an interesting historical
exercise, you might try picturing Ronald

Reagan being similarly honored . . .)

* Thanks to the discovery of vulcanization,
the U.S. War Department could, in the ear-
ly 1900s, issue cheap armor in the form of
rubber condoms to all sailors going on shore
leave, as well as to all soldiers serving over-
seas in World War 1. This measure was
quite controversial at the time to those who
were morally opposed to birth control. But
we can be quite certain that the War De-
partment’s main 'concern was not in pro-
tecting the women with whom the soldiers
“fraternized.”

ALL OF THIS, OF COURSE, continues to have
certain parallels in the present debate over

centinued
television advertising. In France, for exam-
ple, a predominantly Catholic country
where the birthrate has been unusually low
for quite some time, the advertising of con-
doms on television had been proscribed by
governmental decree. In response to the
AIDS problem, the government finally has
relaxed the ban and condom advertise-
ments are de mode — but only the disease-
control function of condoms may be men-
tioned, not the birth control one.

Obviously, though, the key consideration
in this situation is not one of morals per se,
nor even of offending the delicate sensibili-
ties of certain viewers. The issue is one of
pure national self-interest: keeping the
death rate down and the birthrate up.

In the world of American television —
and Milwaukee is certainly a prime example
- the condom issue remains far more
muddied. Television executives claim to be
concerned about offending the moral sensi-
tivities of their viewers with the ads, but
that is difficult to believe when the same
stations will allow the ad I recently saw for
Marcy exercise equipment. In this com-
mercial, a young (and devastatingly well-

built) man is pumping iron in the early
morning light when a beautiful young wom-
an swaddled in an oversized white robe
appears and admiringly asks, “Do you do
this every morning?” (Lest the naifs among
us misunderstand, we seem to be witness-
ing the first such morning these two have
spent together. And they obviously aren’t
even well-enough acquainted yet to know
one another’s exercise habits.)

Given the ubiquity of this kind of adver-
tising, 1 find it far more plausible that televi-
sion executives are worried about upsetting
the advertisers. Once the notion of deadly
sex fully penetrates the pristine world of
television advertising, it can make for some
particularly glaring contradictions.

Imagine, for example, the exercise ad
followed by 30 seconds with the makers of
Trojans: A rational and attractive young
man or woman appears on the screen to
remind us that the sex act implied in the
previous 30 seconds was virtually crawling
with malevolent microbes. We may find
ourselves musing not over the aphrodisi-
acal charm of sophisticated exercise equip-
ment, but rather over whether that muscu-
lar young man used a condom.

[Subscription information—$17/year, Milwaukee Magazine, 312 E. Buffalo St., Milwaukee, WI 53202)
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SEXUAL HEALTH REPORTS (coprigt)

SEXUAL HEALTH REPORTS (SHR; SeteR/phonetically, See Here!)—how does that sound as the new name for the Official Newsletter of the National
Coalition of Gay Sexually Transmitted Diseases (NOGSTDS)? It's certainly easier to say and remember than °N.C.G. et cetera Newsletter!® In
spite of our 8 years of hard work, our paying subscribers/members reflect only a small percentage of our estimated readership.  Since 1979
when the NOGSTDS was created by health care workers from around the cowntry,  our readers have continually expressed satisfaction with aur
attempts to capsulize information in the Newsletter.  We are very appreciative of the kind letters of praise as well as the occasional
adnnishments for oversights.  The NOBSTDS s ane of the oldest and mast comprehensive sources of information of its kind available, and
may readars have beseeched us to expand the publication. As a volunteer run, not-for-profit endeavor, we Just can't even consider such
requests without a substantially expanded base of subscribers, increased income, and enhanced staff support. W have almost become
paralyzed just in the production of this issue of the Newsletter (that's why it's so late), due to the vast amount of work required in
conpiling a1l the information. In 1986, during meetings held during the Tth National Lesbian & Gay Health Conference and 4th Natianal AIDS
Forum at Whitman-Walker Clinic in Washington, OC, Paul Kawata of the National AIDS Network and others suggested that our very name may very
well be the primary barrier to membership—a kind of very subtle “homophobia® just by virtue of the word 'y’ inour name. Also during
that meeting, our friends in San Diego—especially Terri Cuningham of the Beach Area Comunity Clinic, kindly wrote up a draft of bylaws,
which was subsequently distributed to the entire membership for comment several monthe ago. In addition to the suggestion to formally
incorporate as a nonprofit organization, their were three additional options: to incorporate as a private, for-profit business, with the
same goals targeting the gay/lesbian comunity, but witha framework more conducive to business develoment; chage the name of the
publication as was described above, either with or withaut the corporate status changing; and last, cease all operations before burnout or
other serious damage ocours.

So what are we to do?! The dilema was thoroughly discussed with NOGSTDS members attending the 8th National Lesbian & Gay Health Conference
& Sth National AIDS Forum in Los Angeles this March.  The following changes will be implemented beginning with Volume 9:1 of the Newsletter
(Fall, 1987), wnless there are other suggestions or significant opposition to the propased change. The Newsletter will be renamed, SEUAL
HEALTH REPORTS,  but the name of the onganization will continue to be known as the National Coalition of Gay Sexually Transmitted Disease
Services (NOGSTDS). The organization will focus its primary energies into the Newsletter; and membership will revert to subscriptions anly.
Cost of subscriptions will go up gradually for continuing subscribers, more steeply for new subscribers, and a new “Fact Sheet” will be
printed to reflect these changes. If qur subscriptions increase substantially over the next year, and if we get encugh additional income to
help salary part tine staff, then bigger and better changes will be considered. As always, we invite your comments! This is your chance to
speak your mind!! NOGSTDS, P.0. Box 239, Milwaukee, WI 53201. -
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FLOATING CONDOMS IN BOSTON
by Kim Westheimer, with thanks to Boston's Gay Commnity News, 4/26-5/9/87

Floating helium-filled condoms, safe sex kits and free condoms were prevalent on two college campuses on April 8. Safe sex kit distribution
at the University of Massachusetts was fairly noncontroversial while condom distribution at Boston University is part of an angoing  debate.
The AIDS Awareness Conmittee of the University of Massachusetts distributed 300 safe sex kits, including condoms, water-based Tubricant and
educational pamphlets. "People were supportive,” said David Jones of the Comittee. “Even people who laughed at first asked questions and
picked up information.” The AIDS Awareness Committee, co-sponsored by a Student Nurse Association and the lesbian and gay center on campus,
has worked closely with Boston's AIDS Action Comnittee and the Fenway Community Health Center in developing an educational plan. According
to Jones, the group is particularly indebted to the Ferway, which saved the day when condoms ordered by the group were not delivered in tine
for the April 8 event. The health center filled in with an “emergency loan' of condams. According to the Boston Herald, Boston University
(B)) President John Silber has baned distribution of safe sex kits on camus, calling such activities "immoral.” But the student Civil
Liberties Union distributed 200 condoms following an April 8 forum addressing AIDS.  Reproductive rights advocate Bill Baird has joined the
fray at BJ. Baird was arrested at B 20 years ago for distributing condams on campus.  His arrest led to the US Supreme Court ruling that
overturned a Massachusetts law barring distribution of birth-control information to umarried people.  According to the Boston Phoenix,
Baird was invited by the student government association of BU's College of Liberal Arts to address "God, Goverrment, and Sex.” When Baird
heard about Silber's reluctance to have safe sex kits on campus he decided to pass out condoms and mobilize students to confront Silber.
¥hile Baird personally confronted Silber. While Baird persanally confronted Silher on ABC television's Good Morning America on April 8, his
attempt to get students involved wes less successful.  Student government vice president Jorgette Theophillis, in a letter to the Phoenix,
said Baird cannot mobilize students because "in his position as an autside spasker, he cannot challenge the university's ruling through [his

actions].... In all of his excitement for confrontation, the purpose of his lecture has been lost: namely, the discussion of reproductive
rights."

NETWORKS GAVE 60 MINUTES EACH IN 86
with thanks to the New York Native, 2/9/87

According to an article in the January 26 Daily News, AIDS wes the eighth most frequent news story on the ABC, CBS, NBC, and PBS evening
neascastng. Out of the appmdmatﬂ;y 5720_m—1'ﬁtes of news time sach network broadcast each year, roughh{ 60 minutes was devoted to the AIDS
crisis.  The biggest story of the year was the Iran-Contra affair, which received 386 minutes of air time on ABC, 308 on C85, and 292 on
NC. News about South Africa was second, followed by the Challenger spacecraft disaster, the Chernobyl nuclear power plant disaster,
jnternational terrorism, the Philippines story, tax reform, and the ALDS crisis. The data was cowpiled by OWJ Associates.

CONDOMS SOLD: SEATTLE'S RUBBER TREE
by Michee! Zielenziger, with thanks to the Knight-Ridder News Service

On a gloomy Friday night, customers crowd into a small store in a quiet neighborhood.  The place is cfa1led the Rubber Tree, tut it is not
peddling plants.  The Rubber Tree is the only store in America that specializes in selling condoms, its owners say. In‘@ent n'mtt's, the
boutique has drawn Tots of new customers who fear the spread of AIDS and are attracted by the Towkey atmosphere, competitive prices and o
astounding array of prophylactics. ‘We sell about 55 different varieties of condams,® said Julia Forbes, a manager of the.no'\proﬁs
boutique. "And we only sell brands that we really believe to be safe and reliable, so that excludes some of the. real exotic ones.
Lamskin and latex, ribbed and plain, colored or clear, water-based or silicone, an astounding array of condoms 1ines thg shelves of the
anall store. A half-dozen varieties of Japanese condoms are available, and the store offers variety packs, in-store specials and other
promotions.  Oustomers also find charts and pamphlets describing the differences in condams and how 'Shey should be used About a dozen
unpackaged condoms ine one shelf, giving customers a chance to see the different designs. Forbes estimated .that business at the f.hbber‘
Tree has increased by 30% since a blizzard of publicity concerning AIDS and other sexually transmitted diseases refomseq attent‘luj on
condons, an old but reliable method of preventing the spread of diseases, according to their proponents. *1t used to be busy Just. on Friday
and Saturday nights,” said ane of the workers at the store. Now, it's busy all the tine, she said. "We want peop]t? to a§k qses:hms, to be
knowledgeable, to be responsible for what they do sexually,” Tess said, ‘but we also want them to be adva'\txfrms in their choices and have
fn."  She said a primary mission of the store is to ensure that people aren't intimidated by contraceptive choicss. Do they have any
favorites to recomend? 1 like the Japanese ones,” Tess said, "because the boxes are so pretty. When you're done with the condms.yw can
use [the boxes] for candy.” Customers say they come back to the store because the Rubber Tree of fers a wide selection, discqnt pm.c&e and
a nonconfrontational atmosphere that makes it easy to ask delicate questions. "You go into a pharmacy and ti-ere"s a man in a white coa’f
towering over you," said a male customer who asked not to be identified. "Here you dan't feel like people are looking over your shoulder.
In a sense, the new-found popularity of the store marks samething of a milestone in the history of America's sexual revo]uh?n. The stt?r'e
was founded in 1975 by members of the Seattle chapter of Iero Population Growth who sought to reduce uwanted pregr\a)c1es by making
contraceptives more easily available. At the time, other methods of contraception 1ike 1UDs and the birth control pill were far more
popular. With AIOS an increasing concern, however, condams have gained new popularity. Men and women interviewed at the Rubber Tr‘ge say
AIDS has forced them to think more seriously about condoms. Forbes estimated that about 45% of the store's clients are Woren. She said t‘he
store s designed to be a complete and confidential center where customers can have questions answered frankly without intimdafmn, .r'ecewe
discont prices and get medical referrals if needed. A spot check of neighboring pharmacies indicated that the Rubber Tree's prices are
about 25% below retail. The store also offers a mail-order service for condams, spermicides, lubricants, books and greeting cards
containing condams.




Rk PAGE 22 * THE OFFICIAL NEWSLETTER OF THE NOGSTDS  * VOLLME 8:3 * SPRING, 1987 ek

CONDOM MANUFACTURERS HOMOPHORBICY

The Gay and Lesbian Press Association (GLPA), the nation's only gay and lesbian trade association, endorsed a consumer action against two
condom manufacturers—Carter-Wallace and Ansell Americas—to protest the condom industry's refusal to advertise in gay/lesbian publications.
'Nh'i.le it would be irresponsible for us to call for an industry-wide boycott because of the AIDS crisis, we are asking gay men not to buy
Trojan or Lifestyles condoms and send wrappers from these companies' competitors to their marketing departments,” said Don L. Volk, GLPA
president. Joe DiSabato, president of Rivendell Marketing in New York instituted the action after refusals by the industry to place ads n
gay publications.  Approximately 50 gay newspapers in the country ran an editorial by DiSabato "Can Anything Stop Homophobia in the condom
Industry?" in March. "It is unconscionable that Ansell President Jotn Silverman said, "AIDS is a condom marketers' drean' when gay men are
dying," said Volk. GLPA earlier this year sent letters to the three television networks encouraging them to run condom ads to help stem the
spread of the disease, according to Volk. "Gay and lesbian publications throughout the country have been at the vanguard in AIDS
education,” said Volk. "Without the efforts of the gay press, I believe there would have been considerably more AIDS deaths.  For condom
manufacturers to ignore the gay market by featuring women or non-gay  couples in their advertising is a gross insult [and grossly
insensitive] to our comunity. We call for this consumer action to show that we are not the “captive' audience condom manufacturers might
believe us to be," he said. GLPA is a trade organization of publications and individuals devoted to the gay/leshian comunity. The group
represents approximately 400 publications from weeklies to monthlies. For more information weite: GLPA, POB 8185, Universal City,
California  91608-0185 (818/761-6772).

PROPHYLACTICS ON PRIME TIME®?
by Jon Grey, with thanks to the New York Native, 3//81

Increased public awareness of AIDS as a threat to the heterosaxual commnity has led in recent weeks to a near-complete reevaluation of
policies prohibiting condom advertisements on television. Capped by announcenents February 19 that CBS and NBC would allow their owned and
operated stations to accept condom advertisements, there are now anywhere from 30 to 60 TV stations across the country that have pronaunced
condom ads suitable for broadosst. KRON-TV, an NBC affilfate owned by Chranicle Broadcasting in San Francisco, focused national attention
on the dssue January 15 when it annaunced it would not only accept condom advertising but would donate a1l revenue earned fram comercials
to A0S research organizations. It also stipulated that any condom manufacturers who advertised on the station match the funds, in essence
doubling the cost of the airtime for the advertiser. KRON, like most stations that have agreed to air condom ads, retains the right to
reject conmercials it deems inappropriate, and to schedule the ads in select time periods, typically from around 10 am to 3 pm, ad after
11:30 at night. KRON's current policy allows only commercials stressing condoms’ health benefits; contraceptive-oriented advertising is
still not accepted. Carter-¥allace, maker of Trojan condoms, is so far the anly mnufacturer willing to meet KRON's demands. The campany
began a six-nonth test run on the station in February. The station's public affairs coordinator, Javier Valencia, says Carter-#allace and
the station will jointly donate $25,000 to both the San Francisco AIDS Foundation and the American Foundation for AIDS fesearch.,  Few
stations are as demanding— or as generous— as KRON, WXYZ-TV in Detroit made the decision to accept condom ads over a year ago, when it wes
sold by ASC to the Scripps Howard Broadcasting Company, but anly recently was able to sign a condom account.  WXYZ's assistant general
manager, Tom Griersdorn, says ABC's “stringent restrictions” would never have allowed the ads; but he says Scripps tHoward, which owns eight
other TV stations in Cleveland, Cincimnati, Phoenix, and West Palm Beach, has promised to support the local station's decision.  Ansell-
Mericas, makers of Lifestyles condoms, begen running ads on the Detroit station January 26.  The narrative comercials feature a woman,
clearly concerned, discussing AIDS and how condams can help prevent the disease. “I'11 do a lot for love,” she says, ‘*but I'mnot ready to
die for it.* Unlike KRON, WXYZ is adding the condom revenue into its coffers, as it would with any other accant. “We saw no reason to
mask it,* Griersdorn says. “We took it for what it was— an advertiser promoting a product.” He notes the station has been and continues
to air public service announcements regarding AIDS “and other sexually transmitted diseases.” KRON's Valencia responds, ‘Each station hes
to run its operations the way it feels is most appropriate.” Valencia responds, “Each station has to run its operations the way it feels is
mst appropriate.”  Valencia says KRON's decision to donate its profits to AIDS organizations was based on a desire to focus public
attention on the disease. “We really wanted to stress the health/AlDS issue, and encourage people to realize that the only way we'll solve
this problem is through ressarch. e wanted to keep the focus on AIDS." Other stations across the country have been spurred toward
accepting condam ads by increased pressure from conmunity groups and the government. At a House subconmittee meeting in Washington February
10, Surgeon General C. Everett Koop urged television stations to accept ads for condoms, and said the ads should instruct consumers an
*proper use of condams from start to finish.” The ABC network, which has not approved condom ads for its owned television stations, has
said it will run @ public service announcement supplied by the American Foundation for AIDS Research in which Koop appears saying, "The best
protection against the infection right now, barring abstinence, s the use of a condam.” So far nane of the three major broadcast: networks
has approved national condom advertising, usually citing viewer aversion to the moral implications of the ads. This, however, is not
substantiated by the stations currently airing condom spots.  KRON reports viewer response has been two to one in favor of the' ads, while
WXYZ's initial response was two to one against the commercials, by the end of the first week viewer phone calls were two to one for the ads.
"Naturally, you hear from the people who adamantly oppose quickly, then thase who support you come later, but just as loud," WKYZ's
Griesdorn says. Although gay men have been most heavily hit by AIDS in this country, no ads ruming or submitted for approval to the above
stations nention hoaosexuality or appear to be geared toward the gay market. KRON's Valencia notes that television advertising, because of
its expense and wide reach, s “generally only used to reach a mess audience.” He says condom manufacturers would 1ikely use the gay print
media to target gay consumers. Plus, he notes, “The gay community has done an excellant job on its o of getting the information aut.”
ok ;
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INDIANA PUB. SERWVICE ANMMOCOUNCENMENTS
with thanks to Detroit's Cruise, 2/25/87

TV stations are still debating whether to accept condom ads as a deterrent against the spread of AIDS. State health officials in
Indianapolis, frustrated by the refusal of some stations to air explicit advertisements about how AIDS is spread, have taken matters into
their hands.  Health officials there have come up with their own ad campaign to get the message out, using a lighter approach in the new
public service spots.  One commercial shows a medieval scene with a knight talking to a maiden who suddenly pushes him away.  An announcer
interjects: "No more one-(k)night stands” for her. Another ad shows a knight clanking down a hallway in his heavy armor.  The voice-over
says there are better ways to protect yourself against AIOS and adds: "These aren't the Dark Ages.” State officials hope the commercials
will lure people’s attention and get them to look into the facts about AIDS.  The comercials were paid for by the Centers for Disease
(‘mtm] which is a:ppor'hng the state's off-beat approach.

YET ANOTHER CONDOM AD
with thanks to Detroit's Cruise, 2/25/87

In the weke of the decision by several television stations to carry condom ads, several ad agencies are rushing into production television
ads for their clients. The emphasis of the ads is on the protection from disease condoms provide and steers clear of their birth control
properties. Ramses Extra condoms has chosen to promote parental involvement in its spots. The 30-second spot opens on what is presumed to
be a college student reading a letter fram his father. a voice-over, of the father reading the letter, says that his son *lives in a world
I never imagined... with herpes and AIDS and a whole Tist of scary diseases I can't even pronaunce.” The son then opens a wrapped gift of
Ramses. The voice-over explains the condoms are a gift of love and understanding, and the letter is signed: "Take care of yourself... PA."
It closes with the theme "Ramses Extra— the take-care condom.” The commercial is the latest in a series of TV spots by condom marketers

now that many independent stations and network affiliates have agreed to accept them to fight sexually transmitted diseases.
YokbiokobkioioiiokioloiobioikiokokidlolkkokRokoIckkkokk

PROTECT YOURSELF MESSAGES AIRED
In a move to address the rising AIDS risk among young heterosexuals, The Jotns Hopkins School of Public Health, WJI-TV 13 and an awerd-
winning Baltimore advertising firm, Trahen, Burden and Charles, are planning a rock video public service annauncement urging the use of
condoms.  The planned 30-second video, to be created and filmed by the ad firm, focuses exclusively on the use of condoms for disease
prevention.  Frequent airing of the message-~the first in Baltimore—is scheduled to begin in the spring and will be offered by WZ, via
satellite, to all other local and national stations. WBAL-TV 11 has agreed to broadcast the spot, and WWAR-TV 2 has also expressed interest
in it. Hopkins officials praised WJZ General Manager Jonathan Klein for suggesting the joint public service project.  His station also
plans coverage of the entire issue through news programming and an hour-lang prime-time "People are Talking” special March 27th. *To say
that this message is an attempt to save lives is simply to state the truth,” says Steven Muller, president of The Johns Hopkins University.
“Hopkins is committed to AIDS treatment and research, as well as to AIDS prevention. That's what this is all about.” “We initially went to
Jonathan Kilein on behalf of the School of Public Health to ask that the station accept condam advertising,” according to Elaine Freeman,
director of public affairs for The Johns Hopkins Medical Institutions. “He explained that Westinghouse policy prohibits use of these ads,
but quickly proposed the PSA project as a viable altermmative. We couldn't be more pleased or more grateful. This is a courageous public
stance. "Because Jonathan asked for a spot that would appeal to young people, we tumned to Alan Charles, at Trahan, Burden and charles, who
has a flair for creating powerful ads with just the right rock video flavor. Alan immediately recognized the fmportance of this project and
offered to do the PSA on a pro bono basis.” In recent weeks, federal, state and local health officials have intensified plans for campaigns
to teach prevention of AI0S. The U.S. Surgeon General, C. Everett Koop, has called for explicit instructions in the schools on how to use
condons to reduce the risk of trmmmg AIDS during sexual activity.

ADWVWERTISING HETERO HORROR: AIDS PSAS
with thanks to Toronto's Epicene, May, 1987

The Canadian Public Health Association (CPHA) has produced four television public service announcements (PSAs) on AIDS, din each official
language, which manage to offend both the gay comunity and religicus moralists. The ads, which cost $200,000, were funded by the
government. A1 of them assume a heterosexual audience and none conveys quidelines for safer sex. Three of the ads advise viewers to avoid
sexual contact with more than one partner—or to use condoms.  The fourth PSA, which does not mention condoms, shows a middle class family
scene.  "Our commitment to each other means we're not at risk,” says the hushand; the wife responds that "our example and some factual
information are the best protection we can offer [the kids]." A private broadeasting industry advisory committee on commercials, the
Telacaster Comittee of Canada (T0C)—which includes CTV—decided to approve this ad. The other three PSAs are unacceptable, T(C says
because they condone casual sex.  The CBC has decided to run all of them. 8ob Tivey, executive director of AIDS Vancouver, says the CPHA's
ads give "a ot of people a false sense of security.” The week before the PSAs were screened for the press, Bishop Bernard Hubert,
president of the Canadian Conference of Catholic Bishops, lobbied the heads of major media outlets in opposition to ads advocating the use
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DAMCING CONMNDOM T-SHIRTS
with thanks to Los Computerized A10S Information Network (CAIN), 5/9/87

The Safer Sex Is Great Sex t-shirts with their chorus line of dancing condoms are now available. In an effort to promote safer sex through
humor,  designer Valerie Randall created dancing condoms to benefit the San Francisco AIDS Foundation (SFAF).  The shirts are sold only by
mail order, with $3 of the purchase price from each one donated to the AIDS Foundation. Presence, Randall's company, developed the logo
and silkscreened it in six colors on white 100% cotton t-shirts. "Qur approach is education through humor and is eesier to confront than
the frightening news we read everyday in the papers,” says Randall.  “The reaction from everyone who sess the dancing condom t-shirt s
great! The Yogo suggest direct action to take against AIDS and other saxually transmitted diseases. It's a serious subject, but presenting
the facts with a little humor gets people's attention. Ron Deluca, Development Director of the SFAF, has officially authorized Presence to
use the SFAF's name in promoting the shirts.  "Even the U.S. Surgeon General promotes the use of condoms in stopping AIDS," says Randall.
'It's a natiowide concern and we hope to educate people to stop the spread of disease, not to panic.” For more information about the t-
shirts, or to order call the Presence 24-hour Yine at 415/926-8676, or mail your name, address and telephone number with $12 plus $1.75 per
shirt for shipping (and local sales tax for California residents) to: Presence, 1850 Unfon Street #114, San Francisco, CA 94123, Please

specify size as S, M, L, or XL.
Jotokklolololoklotkloloik
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AGENCY QUITS OVER OFF—COLOR COMMENT
by Peg Byron, with thanks to The Washington Blade, 3/6/87

an off-color AIDS coment by a condom manufacturer prompted its advertising agency to resign from the account in February. Della Femina,
Travisano & Partners, Inc., denounced a remark by the head of the makers of Lifestyle Condams, published in a Time magazine article at that
tine.  "AIDS is a condom marketer's dream," the magazine quoted John Silverman, president of Ansell-Americas, as saying. Silverman has
since tried to indicate the quote was out of context but has not denied it. Another executive for the firm told the Wall Street Journal the
canpany was cansidering firing the ad agency anyway. Jerry Della Femina, chairman of the Madison Avenue ad firm, called Silverman's remark
“contrary to everything we believe in." In a statement issued by his office, Della Femina also said AIDS "isn't a marketer's dream; it's a

human nightmare and we choose not to work with anyone who believes otherwise.”
¥ Yoriokioloiokobioiobiokilok

MEAL CARDS & CONDOMS
with thanks to Detroit's Cruise, 5/13/81

Students at the University of Washington can now purchase condoms with their dormitory meal cards. The campus convenience store, run by the
University's Housing and Food Service Department, received fts first case of condams last month and has sold 42 of the 50 boxes. *They' 1
stay there until we're asked to have them removed,” campus food service Director Joe Xavier said recently. “Right now, no one has said
anything.” The store doesn't take case. Purchases must be made thraugh the "A La Carde® program, in which students put money into a fund
that is accessed through the form meal card.  This is the first time condoms have been sold at the convenience store. “It's a health
issue,” he said. "I think throughaut the country there's AIDS awareness. I'm sure that's the reascn,” he said.

NEBRASKA STUDENTS GIWVE OUT CONDOMS
by Lisa M. Keen, with thanks to The Meshington Blade, 4/10/87

The Gay/Lesbian Student Association at the University of Mebraska in Lincoln distributed free condoms during "National Condom Weck® in
February—but not without some controversy.  According to the Coalition for Gay and Lesbian Civil Rights' newsletter, university officials
attempted to bar the distribution of the condams by citing a 1943 statute that made it unlawful to "sell, give away, or otherwise dispose of
any prophylactics except by license.” The gay student group pointed out that the statute had been declared unconstitutional in 1983, so the

university officials sought a temporary restraining order from the Lancaster Caunty District Court. Judge Donald Endacott, who had declared
the 1943 statute unconstitutional, denied the university's request.

lolciokciiolokiclkbiokiok
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FLAVORED GELS FOR CONDOMS
with thanks to Detroit's Cruise, 3/4/87

A Tasty Kind of Love, a flavor gel designed to eliminate the harsh rubber taste of * condons for those that enjoy oral sex hes been
introduced. "The question that kept on coming up at safe sex forums I attended was why can't condams be flavored. The condom marufacturers
don't care, so 1 decided to develop this product,” said its creator Jeff Satkin. The water based gel comes in a plastic tube and is
designed solely for oral use and is not designed to be a lubricant. . The gel flavor is a FIA approved natural flavor blend. A tube costs
$5.95 plus $1.50 shipping and is available from A Tasty Kind of Love, Inc. [ED NOTE: Mo word as to whether the gel also has nonoxynol-9]
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CONDOM HISTORY REWVEALED
by Lisa M. Keen, with thanks to The Washington Blade, 3/6/87

The March Discover magazine reports that 2000 years ago the Chinese constructed condoms out of oiled silk paper. Roman soldiers, it says,
reportedly “made their condons using the muscles of their slain enemies. Referring to a new book on the history of the condom, the magazine
notes that the oldest condams made from animal tissue were discovered just a few years ago in the ruins of a castle in Warwickshire,
England, apparently discarded in the 1600s. Condoms apparently got their name froma "Or. Condom or Condon,” says the magazine, who
reportedly crafted one for Charles 11, who ruled England in the late 1600s. While the early animal-tissue anes were “not unlike tobacco
Jeaves," the 19th Century versions were "made of animal intestine that was soaked in water, then turned inside out, soaked in a weak
alkaline solution, scraped, disinfected with vapor from burning brinstone, washed, blown up, dried, cut to a length of s1x or seven inches,
and ribboned at the open end.” 'C]eaﬂy, states Discover, these 19th Century versions "weren't playthings of the poor.”

FORCE ~“UNMARRIED®™ MEN: WEAR CONDOMS
by Kin Westheiner, with thanks to Boston's Gay Commnity News, 3/15-21/87

Legislation should be introduced to make it mandatory for unmarried men to wear condams during intercourse until an effective and safe AIDS
vaccine is found and approved, claims a local group in Los Angeles.  "There are some people who have caused more deaths than a terrorist.
We call them the AIDS TERRORISTS," states the AIDS Prevention Project, in a February 24 press release. “These people know they have AIDS
but still practice unsafe sex. This law would give people the legal right to demand safer sex." "It would be very difficult to enforce,”
acknowledged Alex Franco, spokesperson for the AWP. But, contends the organization, "For those refusing to wear condoms, the penalty would
most Tikely be AIDS." The AAP is primarily a group of “concerned parents,” said Franco.
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CUTE CONDOM COMMERCIALS
with thanks to Detroit's Cruise, 3/25/81

Ah the clever condom marketers. When the networks refused to clear the way for contraceptive advertising, at least one condom company said
(paraphrased): “Contraceptives? Gracious no! These prophylactics prevent AIDS, not babies.” The campaign for Ansell-Americas' LifeStyles
condoms shows a woman saying she's afraid of AIDS, then notes that the Surgeon General has determined “proper use of condoms can reduce your
risk.” While this spot was still rejected by the networks, it's *we are not selling contraceptives” technique has already influanced a new
generation of condom comercials. Here's a peek:

SCENE: A sunny beach, a young man and woman watk along the edge of the water.

MAN: Look, honey. There's a jellyfish!

WOWN: Yikes, I've heard they sting. But wait— that's not a fish at all. It's a Modern Romance rubber.

MAN: Why so it is. It looks so lifelike. I'11 bet those condoms would make a great addition to the aquarium.

WOMAN: You genius!  With all the Modern Romance varieties, we could have rippled sea anemones, squiggly jellyfish and brightly colored.
gloworms— withaut the fuss!

MAN: Let's hurry home to our aquarium, hon.

WOMAN: You're so spontanequs.  Hooray!

SCENE: A suburban driveway, a young woman is trying to start her car. The handsome neighbor offers to help.

MAN: What seems to be the problem, Gloria?

WOMN: It's my nephew's birthday and a dozen 2nd-graders will be here any minute. I wanted to decorate the place, hut I haven't got any
balloons.

MAN: Try one of these.

WOMAN: A Heartbeat condom? Great idea! (She blows it up). Why-- it's perfect. Got any more?

MAN: [ always keep some around for emergencies.

WOMN: Smart thinking. Hey— could you tie this into one of those little poodles?

MAN: Quch!

SCENE: The high school prom, a girl is dancing with her date.

WOMAN: What a dreamy evening!

MAN: Sure is. Only one thing left to do...

WOMAN: [ know. [ can hardly wait. I've got the Hold-Tite condoms.

MAN: I've got the MiMs. We should probably start fi1ling them now.

WOMAN: | sure am glad we volunteered to be on the door prize committee. These candy-filled condoms will delight everyone.
MAN: And Hold-Tites hold just the right amount.

WOMAN: More econamical than Baggies!

MAN: Let's go hand them out.

WOMN: Right on—- but don't forget to save one for yourself!
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TREATMENT NEWS FROM PROJECT INFORM
by John S. James, with thanks to AIDS Treatment News, 3/13/87

Project Inform, one of very few organizations willing to collect and disseminate information about medical treatments for AIDS and ARC not
yet approved by the U.S. Food and drug Administration, has become a unique resource center. In phone and mail contact with thousands of
patients and hundreds of physicians and scientists, this organization may be the first anywhere to spot certain themes of trend concerning
what treatments people are using, and which ones seems to be most successful.  We interviewed sone of the founders and staff of Project
Inform, asking them for information which might be useful to our readers. Project Inform, a commnity organization based in San Francisco,
is sponsored by the non-profit Documentation of ALDS Issues and Research Foundation, Inc. (DAIR). Although officially a project of DAIR,
Project Inform is in fact autonomous.  Existing independently before its affiliation with DAIR, Project Inform sets its own policy, raises
its own money, and is the Targer and more widely known of the two organizations. Project Inform first came to mblic notice by organizing
an "underground” medical research study, of the effects of a combined AIDS/ARC treatment consisting of an antiviral and an mmine modulator
(ribavirin and isoprinosine).  Official researchers strongly prefer to study a single drug at a time, and they had not researched the
combination therapy despite a growing expert consensus that it wes appropriate. Later, some of the members started BARIG, the Bay Area
Ribavirin Interest Group, which organized monthly trips to Mexico to purchase ribavirin at a special group price. BARIG no longer operates
because the manufacturer of ribavirin, ION Pharmaceuticals, no longer makes the group price available. Last June, Project Inform received a
grant from ION to hire a research professional to analyze the results of its study of ribavirin and other alternative treatments.  The
first group of questionnaires has been compiled, and the tabulations are being analyzed. Project Inform currently provides information on
six different treatments: antivirals ribavirin and d-penicillamine; immine modulators naltrexone, isoprinosine and DNCB; and aeroso!
pentamidine for prevention of pneumocystis.  Two other treatments now being considered but not included in the official list at this time
are AL 721 (antiviral) and immuthiol (immme modulator). The organization has an office in San Francisco which answers about 75 phone calls
and mails 40 to 50 information packets per day. In other cities—including New York, Chicago, Tulsa, and Long Beach—it is helping local
groups develop similar treatment-information.  Project Inform can only supply information about the six treatments above. You may reach
Project Inform (800/822-7422; in California, 800/334-7422; 415/928-0293) to obtain a packet of treatment information.  Physicians can
request a much nore detailed packet— including a bibliography of over 500 medical papers on ribavirin going back to 1972.  Some of the
jmportant themes from Project Inform staff include:

>There is a growing consensus that treatment should begin at the earliest reasonable time. By monitoring changes in T-cell subsets and
other blood parameters, physicians can spot early signs of trouble. Patients can then make decisions about beginning treatments.

sPatients need a physician who will support and help them pursve a future.  The attitude could be something like “let's try to find out how
to keep you alive." If a dactor seens to write a patient off as dead, the patient may set aut to find another doctor.

Patients often want to participate with their physicians in evaluating treatment options, and to choose among them,  They have a right to
know, to follow the ressarch, have an opinion, and get physicians to discuss their choices.

Many scientific and medial experts believe that multiple treatments for HIV infection will be necessary.  Unfortunately, official AIDS
research has only recently begun to test a combination antiviral and immne restorative treatment, a strategy Tong urged by Project Inform
and others.

>There s also a growing belief among physician researchers in the need to combine more than one antiviral tactic, not necessarily at the
sane time. In addition, Project Inform is increasingly hearing fram people who are using more than ane immune modulator. Fortunately, the
ones being combined are usually mild, such as naltrexone, isoprincsine, and DNCB, and project Inform has not heard of any problems due to
drug interactions.

Many patients at risk for pneumocystis will want to consider preventive treatment with pentamidine aerosol. Many patients define being at
risk as including those who have serious ARC, and others with very Tow T-helper cell caunts, s well as those who have already had
pneumocystis, or who are beginning chemotherapy for KS.

Physicians and patients should be aware of this new aerosol pentamidine preventive treatment, which appears to be close to 100% effective in
preventing pneumocystis with practically no side effects, and apparently no interactions with other drugs.  Project Inform can refer
physicians to experts who can answer their questions about how to use this treatment. A number of persons  taking AIDS are also using
aercsol pentamidine, as the rules of the AIT clinical trial permit its use.

Project Inform is seeing a growing belief in the use of acyclovir, either in combination with AZT or ribavirin, or alone to prevent or
treat certain opportunistic viruses.

>A Congressional comittee or other investigative body should devote full attention to what is going on with AL 721, This promising,
inexpensive, and completely safe antiviral has suffered from severe and unjustified delays in research and in availability to patients.
Baff1ing delays in approval of ribavirin by the U.S. Food and Drug Administration also need investigation.

sCertain attitudes are helpful or harmful.  Avoid the "Treatment of the manth club;* instead, choose knowledgeably and give a treatment a
chance to work (not ignoring side effects, of course). Long-term, consistent use is important. Many treatments take six weeks to three
months before they have an effect. Preventive treatments, of course, may never show proof that they have worked. ‘

A central theme of Project Inform is that patients have a right to take an active role; Nobody has the answer on AIDS treatment. Patients
and physicians urgently need better access to information and expert advice— especially for persans who are antibody positive and are
considering treatment options now. Project Inform exists because we cannot wait for certainly, but must use the best information available.

For more information about subscriptions to AIDS Treatment News, send.$25 per quarter to: John S. James, P.0. Box 411256, San Francisco, CA
94141, or call 415/282-0110.
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by Don Gorman, with thanks to DAIR Update, April, 1987

Persons with life-threatening illnesses are denied
the use of potentially life saving medications ow-
ing to restrictive Food and Drug Administration
(FDA) guidelines for investigational drugs (INDS).
Drugs proven reasonably safe, though not yet
proven effective, are subjected to lengthy test
trials. Even safe and effective treatments are
subjected to inordinate delays (2-5 years) before
receiving approval by the FDA. Mike Shaffer, FDA
spokesperson, has stated that the FDA cannot
process all the applications it receives and the
wait for drug approval continues to increase
(Hirschman, 1986). Physicians are unable to ob-
tain medications felt to be useful for cerain
patients. Persons with life-threatening ilinesses
such as Acquired immune Deficiency Syndrome
(AIDS), where no treatment has yet been certified
as effective, are not afforded the option to try a
medication that may offer some benefit. Experi-
mental treatment studies are limited and half of
participants are given placebos in order to fulfili
control group requirements. Patients may be re-
stricted from participation in research studies due
to inconvenience, expense or failure to meet
study criteria.  Gieringer (1986) states that regu-
lation imposes costs and delays on the develop-
ment of new drugs. Certain drugs with “orphan
drug” status (of unique value to special patients)
are not placed on the market for economic rea-
sons as their potential sales are too small to cover
costs of FDA testing requirements.

This problem is an issue for physicians and re-
searchers. Some doctors would like to make ex-
perimental treatments available to their patients
while others fear an increase in quackery. Many
researchers fear that increased availability of ex-

perimental treatments would threaten drug testing
procedures. Increased availability of experimental
treatments requires decentralization of FDA
regulation, which threatens its power and control.
Drug companies stand to profit by decreased FDA
regulation as this would improve free market
capabilities. Most importantly, this problem is an
issue for people with AIDS, AIDS related
conditions (PWAs/ARCs) and other life
threatening diseases in situations where effective
treatments are unknown. Persons in these situa-
tions need the freedom to take greater responsi-
bility for their care, take greater risks and make
informed decisions in conjunction with health care
providers —choices that are potentially life sus-
taining.

............
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ETHICS & ACCESS

A Question of Ethics

My position is that it is unethical to deny patients
with life threatening ilinesses the use of potentially
life saving medicaticn. INDs in stage lil clinica!
trials (see Appendix A for definition) should be
available for compassionate use, especially when

the alternative without treatment is death. | agree
with the President's Commission for the Study of
Ethical Problems in Medicine and Biomedical and
Behavioral Research (1983) that, “as and ethical
matter, the principle of self determination implies
as a corollary, the responsibility of individuals for
their choices.” With increased risks and wider
freedom of choice, the idea of “informed consent”
is imperative. The responsibility for this must be

shared between individuals and their health care
providers.

Support for this Position

It could be argued that pursuit of life sustaining
theraples is a constitutionally guaranteed right.
This is the position by Brandt in his book Ethical
Theory (1959), that human beings have a ‘prima
facie right’ to that which offers positive assistance
for maintenance of life. In 1962, when new legis-
lation required that drugs be proven not only
“safe”, but “effective”, this was opposed by the
American Medical Association (AMA) as a viola-

tion of patients freedom of choice (Gieringer,
1986).

The law permits obtaining unlicensed drugs from
foreign countries and transportation of these
drugs into this country in quantities for personal
use. It is also legal for physicians to monitor
patients using these medications. Several promi-
nent physicians and AIDS researchers are on
record as stating they feel this is ethically corrét
(Novick, 1985 and Levine & Bermel 1985). Given
this situation, we must recognize the difterent
standards being applied to those with the re-
sources to travel and obtains drugs vs. those
who might be able to afford the drugs but are not
well enough or lack funds to travel. Sellars and
Hospers (1952) discuss the questionable ethics
involved with the application of double standards.
It is my position that when life is compromised
owing to the application of a double standard,
there is little to question that unethical restrictions
exist,

There is a great deal of support t0 allow for the
use of untested drugs by dying persons who re-
quest them. Dr. Matilde Krim, chairperson 91 the
AIDS Medical Foundation believes that certain ex-
perimental treatments should be supplied for
compassionate use by individuals who do' not
qualify for clinical trials. She asks, "What is to
lose?” (Grady, 1986, Aug.). Again, she is on
record as saying it is immoral to give people
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nothing when there is potential benefit from
treatment under investigation (Chase, 1986, June
18). Dr. Clyde Crumpacker (Boston AIDS re-
searcher) agrees with the necessity for placebo
controlled studies but believes in compassionate
use of experimental treatments by dying patients
when requested. He states, ‘the care of the
patient has to come first” (Guilfoy, 1985). The
FDA has been accused of lacking compassion in
disregarding personal values and attitudes con-
cerning risk (Gieringer, 1986). Even H. Meyer,
Md, (1986) Director of the Center for Drugs and
Biologics of the United States Public Health Ser-
vice in Washington D.C. has stated that “patients
cannot be asked to tolerate unnecessary delays in
the release of drugs that offer hope of curing or
improving the iliness”.

The Opposing View

The opposition argues that making experimental
treatments available on a compassionate use ba-
sis will lower testing standards and that individuals
would not participate in double blind studies If
they could obtain the treatments without restric-
tion. Current establishment control would be
weakened and there is resistance to this within
the government. Other arguments which exist are
that liberalized uses of INDs will create possible
harm to persons using them and that persons in
life threatened conditions will be at increased risk
of quackery. Hirschman (1986) points out that
presently there is no punishment incurred for de-
laying drug release by that if FDA approval is
granted and something goes wrong, the are re-
sponsible. '

An Answer to the Opposition

Certainly it is reasonable that medications be
made available by licensed personnel in order to

protect against quackery. It is also important that -

individuals utilizing IND treatments be monitored
by licensed personnel. There is no need that in-
creased availability of INDs for compassionate use
be exclusive of double blind studies. However,
there would need to be offers of compensation for
volunteers and allowance for drug companies to
charge for IND use, which is not presently allowed
(Gieringer, 1986). This would also be consistent
with the free market and consumer choice ap-
proach. INDs being used on a compassionate
use basis could provide additional data to double
blind studies. Miotke (1988) suggests that de-
centralization of FDA authority to non-govern-
mental bodies, i.e. committees of experns at
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continued
medical centers, hospitals and/or universities,
would aliow post market surveillance of drugs
which has reached Phase lii testing. Of course, it
adverse effects were discovered at any time to
outweigh benefits, the FDA could recall a medica-
tion from use. Additional methods for testing a
drug’s effectiveness advocated by Dr. Krim are:
Using a patient's own medical history to measure
drug effectiveness and a chan audit of persons
not doing the treatment, also known as historical
controls (Chase, June 18, 1986).

The fear that an experimental treatment may -
cause harm is greatly diminished by the time it
reaches stage Il trial, in that persons needing
such treatments are already in life threatened
conditions, the benefit outweighs the risk. And
yet the current FDA approval system can actually
contribute to the harm to individuals by denying
them the potential benefit of such drugs
(Gieringer, 1986).

The liability issue would have to be assumed in
greater part by the patient for use of INDs. Re-
sponsibility could be acknowledged with a true
informed consent. Presently, informed consent is
a generally acknowledged requirement for treat-
ment, by patients often have unrealistic expecta-
tion of treatments and new technologies (Hutzler,
1986, June). Current and up to date information
re. INDs in use could be made continuously
available to consumers who, in conjunction with
their physicians, could decide whether or not to
continue treatment. In such a situation the FDA
no longer bears sole responsibility and liability for.
drug effectiveness. Drug companies would no
longer be required to sustain the inordinate finan-
cial burdens created by current testing require-
ments. Finally, patients in life threatened condi-
tions would no longer be victimized by excessive
restrictions and delays.

Conclusion _

In terms of ethical theory, the FDA'S's monopoly
on drug regulation resembles the situation de-
scribed by egoistic ethical theory. There is a
sense of “blatant egoism” in that there is a
monopoly, and the FDA being a government in-
stitution, is in a position to make the rules. These
restrictions fostered by the FDA under the guise
of consumer protectionism guarantees complete
FDA control and resembles the “unpleasant form
of enlightened egoism”. The methods | have pro-
posed for drug testing and availability for persons

——
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in life threatened situations are characterized by
the “utilitarian” theory, i.e. they create the greatest
good for the greatest number. The President's
Commission for the Study of Ethical Problems
(1983) has stated that It is the moral obligation of
society to ensure that adequate health care be
accessible to individuals without subjecting them
to excessive burdens. Presently, the system's
refusal to allow consumer choice re the use of
INDs when the alternative is death constitutes
‘excessive burden’. 1 believe | have also demon-
strated the benefits to society and the individual of
FDA reform in testing INDs. It is clear that com-
passion and responsibility are not mutually exclu-
sive (Grady, 1986).

The FDA's monopoly on drug testing and regula-
tion is inconsistent with free market enterprise.
Private consumer groups actually have the best
incentives to oversee availability without delays.
And, as Gieringer (1986) plainly states, informed
consumer choice regarding drug efficacy would
eliminate the economic and ethical dilemmas of
the present regulatory system. The subject of
FDA reform has been advocated for may years.
The experience of so many PWAs/ARCs has
demonstrated that current FDA restrictions on the
use of INDs are not defensible from any position,
whether scientific, economic or ethical.
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Appendix A:
Phase |, to study the drug's toxic effects on on
healthy people.

Phase I, to determine its efficacy on a small,
carefully selected target population.

Phase Ill, to measure efficacy in a larger (up to
3000 subjects) target population.

[DAIR s the Documentation of AIDS Issues and Research Foundation, Inc. of San Francisco. To subscribe to DAIR Update, write to: 2336

Market St. Suite 33, San Francisco, CA 94114.]
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NCGSTDS INMN CONGRESSIONAL RECORD

Thanks to Congressman Gerry E. Studds of Massachusetts, the Surgeon Gemeral's Report on AIDS was recorded in its entirety into the
Congressional Record of March %, 1987 (pp. E1152-1157). Under “additional information® in the report are the names, addresses, phone
numbers of some of the AIDS resource organizations, including the NOGSTDS and its chairperson, Mark Behar. Due to the NOGSTIS' 1isting,
scores of requests for more information, primarily from students doing reports, have been received. Until recently, all such requests have
been forwarded to the National Gay/Lesbian Clearinghouse & Crisisline/AIDS 800—projects of the Fund for Human Dignity.  The NOGSTDS now

sends a form letter with the names of several national and Tocal rescurces so a person can expend his/her aun time in getting information.
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ALBLPHR ANMNNMUAL MEETING

The Awwal Meeting of the American Association of Physicians for Human Rights (AAPHR) and AIDS Update is taking place at the Hyatt Regency
Hotel in Minneapolis, August 4-T. In addition to multiple presentations of general interest on AIDS, and other gay and lesbian health
jssues, an award to Mathilde Krim, paper/poster sessions, a Mississippi River dinner cruise, and additional events. Included with this
Newsletter are pasphlets describing the conference. For additional information, contact: Diane Campbell, MD, Conference Coordinator, 4600
Park Av., h, Minneapolis, M 55407, or call Hanan Rosenstein, MD, 612/824-1172.

BIOLOG. WARFARE AIDS CONNECTIONS?
by Bob Lederer, with thanks to Boston's Gay Comunity News, 4/26-5/9/81

The Pentagon has issued contradictory statements as controversy grows over allegations of a biological warfare connection to AI0S. On March
30, the Soviet news agency TASS repeated earlier reports of a study by two East German microbiologists, Jakob and Li11i Segal, concluding
that AIDS was caused by a genetically-engineered virus.  The Segals argue that the virus may have been created and spread accidentally by
the U.S. Army's Biological Werfare Laboratory at Fort Detrick, near Frederick, Maryland.  According to this theory, the virus was
experimentally injected around 1977 into *wolunteer” prisaners, who after several months without symptons, were released and unknowingly
spread the disease. The Soviets have also cited two other doctors, one British and one North American, who maintain that HIV, the putative
virus considered by many to trigger AIDS, could only have been created by laboratory splicing of two infectious animal viruses. However,
the doctors, citing several medical journal articles, believe the virus may have been created in civilian rather than military labs engaging
in cancer research. US military and diplomatic spokespeople have repeatedly issued heated denials of the Soviet charges, labeling them "an
insidious disinformation campaign.” But in elaborating their denials most recently, Pentagon officials have admitted a Ft. Detrick role in

AIOS research, and have also contradicted each other.  The Philadelphia Daily News reported on February 18, 1087, that Col. David L.
Huxsoll, chief of the u.S. Army Research Institute of Infectious Diseases at Ft. Detrick, stated at a press conference that his facility had

begun assisting the National Institutes of Health with AIDS research. "W are now Tooking at the anti-AIDS possibility of materials at our
laboratory,* Huxsoll reportedly said. In denying the Soviet charges, the official added, “Studies at the Army laboratories have shown that
the AIDS virus would be an extremely poor biological warfare agent.” No further details of these studies were provided. However, according
to the New York Times of April 8, a Pentagon report on AIDS only acknowledges Ft. Detrick's role in testing the drug ribavirin against AIDS,
claiming that the Jab *had no other involvement in AIDS research.” The government document reportedly added that “the Ft. Detrick facility
never conducted any experiments with the AIDS virus in the course of its earlier biological warfare research.”  What neither statement
mentioned was that Ft. Detrick's involvement in AIDS research is not a recent development. Since 1983, the "Frederick Cancer Research
Facility"—the allagedly *civilian® part of Ft. Detrick— has done such work as part of the ALOS Task Force of the National Cancer Institute
(NC1), directed by Dr. Robert Gallo. For years, this fact has been openly discussed, though not publicized, in Congressional budget
hearings. It resurfaced during the recently settled lawsuit against the NCI and Gallo by the Pasteur Institute in Paris. Gallo was accused
of using Pasteur's specimens of HTLV-III (now called HIV) to falsely clain credit for “discovering” the virus and to claim the royalties
from the HIV antibody blood test. On Feb. 8, 1987, lawyers for the Pasteur Institute were to present in court two different copies of a
Tetter sent from scientists at Ft. Detrick to Gallo's Yab concerning HIV virus research. In one version, certain key information had been
blacked out. As the British magazine New Scientist of Feb. 12 reports, “the copies of the letter provide powerful evidence that someone has
tampered with scientific data.” Pasteur lawyers were preparing to demand original documents from Ft. Detrick. However, at that point Gallo
and the NCI agreed to settle the suit by sharing credit for *discovering® HIV with the Pasteur Institute. On March 31, US President Ronald
Reagan and French Prime Minister Jacques Chirac announced the settlement, which splits the profits from HIV antibody tests between the two
contries. It was the first time Reagan had ever publicly uttered the word "AIDS" since the epidemic was named in 1981,  The question of
the altered letter was never pursued.  The Ft. Detrick installation has a 40 year history of biological werfare research.  In 1969,
President Nixon claimed that the US was ending the biological warfare program and Ft. Detrick would be converted into a National Cancer
Institute lab.  But a recently settled lawsuit by the Foundation on Economic Trends, a Washington-based environmental group, forced the
Dept. of Defense to admit that secret biological warfare research continues at Ft. Detrick and 127 other government and university sites
around the country.  On Feb. 17, 1987, the Federal court for the District of Colurbia approved the settlement requiring all such labs to
prepare environmental inpact statements within 21 months.  (ne of the activities acknowledged to be occurring at Ft. Detrick was the
creation of new viruses Ly genetic engineering.  America's historic use of biological and chemical warfare against so-called "enemy”
countries has been well documented.  Among the poisonous agents unleased by the US military were antheax, plague and yellow fever in North
Korea n the 1650s, Agent Orange (a highly toxic herbicide thought to cause cancer) in Vietnam in the 1960s, African Swine Fever in Cubs in
1970 and 1980, and dengue fever in Cuba in 1981. Often these toxins were sprayed from the air; the African Swine Fever Virus was brought in
on foot by ClA-employed Cuban exiles who infected pig feed with it (Covert Action Information Bulletin, Summer, 1982). In sach case, many
people became seriously 111 and some died. More recently, Nicaragua has been investigating the possibility that the 1985 cutbreak of dengue
fever along its Honduran border may have resulted from the release of infected mosquitoes by US reconaissance overflights. The East Germen
study alleging a biological warfare origin to AIDS has been covered periodically since 1985 by the intemational press, but rarely byt he US
nainstrean media. However, after the renewed TASS publicity on March 30, the Associated Press put the story, accenting the US denfal, an
its North American and international wires, and it was reported by C8S televison's evening news broadcast.  Over the years, gay newspapers
have periodically speculated about hiological warfare theories.  So have some right-wing journals. In fact, the two doctors cited by the
Soviets, John Seale of London and Robert Strecker of Los Angeles, ironically hold extreme right-wing views. They believethet the AIDS
virus, rather than being a product of US biological warfare research, was engineered in Soviet-instigated cancer research experinents and
then spread with Soviet complicity to attack the US population. ~ Seale's theories have been publicized by Lyndon LaRouche's organization,
ko for its racist, Anti-Semitic and anti-gay views. . [MGSTDS ED NOTE: Isn't it interesting how we interpret this last bit of
information as severely challeng :
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ORAL SEX LOW RISK ACC'D TO STUDY
by Lou Chibbaro Jr. with thanks The Weshington Blade, 3/21/87

A article published in a February, 1987 British medical journal The Lancet once again confirms earlier medical reparts that anal
intercourse appears to represent the most sericus risk of contracting the virus that causes a while oral sex appears to represent a Tow risk
for acquiring the AIDS virus. The Lancet article, based on a study conducted by ressarchers affiliated with four universities and Chicago's
gay-oriented Howard Brown memordal Clinic, states that “receptive anal intercourse™ accounted for nearly all new infections of AIDS amng a
group of 2507 gay and bisswal men. The article reports that all of the 2507 men tested HIV antibody negative at the beginning of the
study. At the end of a six month period, 95 men, or 3.8%, tested positive. Among the men who reported that they did not engage in
receptive  anal intercourse six months before they were first tested and six months after they were tested, only 0.5% tested positive.
Anong those 0.5% who tested positive, all said they engaged in either receptive or insertive anal intercourse prior to the six-month period
caleulated in  the test results, the article said. In contrast, the article states that among those who said they engaged in receptive
anal intercourse with two or more partners during each of these six month periods, 10.6% tested positive. Those who reported having
receptive anal intercourse with 5 or more partners had an 18-fold greater risk factor in cantracting the AIDS antibody, the report states.
No one tested positive among the men engaging in "receptive oral intercourse’ with a t least one partner but who had not engaged in either
receptive or insertive anal intercourse. “The absence of detectable risk for seroconversion due to receptive oral-genital intercourse is
striking,” the article states. As in previous studies, the researchers who prepared The Lancet article cautioned that the sample size of
those who seroconverted—85-—-is relatively small and that it is possible that a larger sample would detect oral sex as a potential risk
factor. The article noted that oral sex and other sexual practices in which 1ittle or no correlation could be made for HIV seroconversion—

among them enema or douche use before sex, fisting, and dildo use—"are all potentially unsafe.® "HIV infection apart, many of these
practices have already been associated with other sexually transmitted diseases that present a public health threat to [homosexually active

males],” the article states. The article's principal author is Dr. Lawrence A. Kingsley of the Graduate School of Public Health, University
of Pittsburgh; other researchers were from the following institutions: Johns Hopkins University in Baltimore, University of California—Llos
Angeles, and Northwestern University in Chicago.
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ANAL SEX [WITHOUT CONDOMS ] RISKY

{NCGSTDS ED NOTE:  In this press release from the Johns Hopkins Medical Institutions, the distinction between unprotected and prot'ected
(with condams) is never made. It appears, that the prestigious MAC Study neglected to make this distinction; therefore, any mention of
ana) intercourse doss not refer to condom use. Therefore, nothing can be said about the role of condoms! Que Toco!] .
Results of a new multicenter study offer the strongest evidence yet that avoiding anal intercourse is the best way for semaﬂ\f active gy
men to reduce their risk of infection with HIV, the virus that causes AIDS. Moreover, the study further confirns that the risk of new HIV
infection rises dramatically with an increase in the number of sexually active partners who engage in anal intercourse. . ln. the study,
reported in the February 14 issue of Lancet by scientists from The Johns Hopkins School of Public Health, three other m1\{ers1t1es and the
Nationa] Institutes of Health, anal intercourse accounted for nearly a1l new HIV infections among a group of 2507 gay and b1s9<ua1 men. The
investigators found that “receptive anal intercourse” was the anly significant risk for HIV infection, with the risk 1.ncr'eas1ng fn.:m
threefold for one partner to 18-fold for five or more partners. No new HIV infections were observed in 218 men who did not engage in
*peceptive or ingertive anal intercourse® with the year prior to confirmed infection, they said. "This stud\f should focus the public health
conmunity on strategies to Vimit further spread of HIV infection by reducing anal intercourse,” says the articles lead author, We A;
Kingsley, OrPH, of the Graduate School of Public Health, University of Pittsburgh. “This must 'rema\'n the cornerstone rressage of “safer sex
guidelines and large-scale commnity educationa) projects focused on reducing HIV transmission among homosexual men.”  Of the a]n_nst 5900
men in the Milticenter AIDS Cohort Study (WACS), scientists analyzed the reported sexual activities of 2507 who were free of HIV 1.nfect1m
when the study began.  Within the first six months of the study 95 (3.8%) became infected. In Baltimore, 3.595'(25 of T49) became infected.
In the 621 men who reported that they reduced or stopped receptive anal intercourse, the risk of new HIV infection wes 3.2 (r:edned) or 1.9%
(stopped).  This contrasts with men who continued the practice with two or more partners (10.5% risk). Other than anal Yntert?mrse, no
other sexsal exposure appeared to increase significantly the risk of HIV infection among the men studied, 1r?c1ud1ng oral-genital intercourse
with and without ejaculation. A small, but not significant risk was found in using enenas or douches prior tc.) receptive anal sex because
they increased trauma to the rectal area. MACS is following 4995 gay and bisexual men to oanine the natural history of .AII1§. Vlhen the
federally funded study began in April 1984, 1835 men had been infected with HIV. 8. Frank Polk, D, bﬁcf, .professu* of epndan'lohgy, directs
the Hopkins component of MACS, known as the Study to Help AIDS Research Efforts (SHARE).  In addition t'o Hopkms.a\d Pittsburgh, ::
collaborating universities are Norttwestern, Chicago, and University of Califomia, Los Angeles. The National Institute of Allergy
Infectious Diseases funds the study, which will continue at least through 1991,
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NEXT NEWSLETTER

As this Newsletter is baing prepared, articles for the Summer, 1987 issue of the NOGSTDS Official Newsletter, volume 8:4, have already been
collected. (You should see the pile on my desk!). Hopeful (!) publication and mailing will be in September. However, due to unforesesable
circumstances, publication may be delayed. Address inquiries and articles to: NOGSTDS, P.0. Box 239, Milwaukee, WI 53201. Thanks for
your understanding!
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41 ViralHepatitis — 1984

Surveillance Summary

Viral Hepatitis — 1984

information on viral hepatitis is obtained through two surveillance systems. Incidence data
are collected from cases reported to the CDC National Morbidity Reporting System by each
state and territory. The number of cases, age of patient, and date reported of each type of
hepatitis as classified by physician’s diagnosis appear in the Morbidity and Mortality Weekly
Report (MMWR) and the MMWR Annual Summary. Serologic and epidemiologic data pertain-
ing to risk factors of disease acquisition are obtained from the Viral Hepatitis Surveillance Pro-
gram {VHSP), a totally separate voluntary reporting system operated by the Hepatitis Branch,
Division of Viral Diseases, Center for Infectious Diseases, Centers for Disease Control.
Morbidity Trends Based on Cases Reported to the MMWR

Figure 1 shows the changes in incidence of reported cases of all hepatitis since 1955 and
by type since 1966. In 1984, the reported incidence of hepatitis B surpassed that of hepatitis
A for the second consecutive year. Of 57,5657 cases of viral hepatitis reported to the MMWR
in 1984, 38% were reported as hepatitis A; 45%, as hepatitis B; 7%, as hepatitis non-A,
non-B: and 10%, as unspecified hepatitis. Virtually no change occurred in the reported inci-
dence of hepatitis A, while there were slight increases in the reported incidence of hepatitis B
and hepatitis non-A, non-B. Combined with a decline in the rate of unspecified hepatitis, these
changes have resulted in a nearly constant overall rate of viral hepatitis.

in 1984, states in the west and southwest regions continued to report high rates of hepati-
tis A. Historically, the major contributing factors to these high rates have been transmission of
hepatitis A in day care and sustained community-wide outbreaks due to person-to-person
spread. Foodborne-associated outbreaks of hepatitis A often account for large year-to-year
fluctuations in hepatitis A rates. The states with the highest rates of hepatitis B are clustered
primarily on the east and west coasts as in previous years. Non-A, non-B hepatitis has been a
separate reportable disease category in the MMWR since 1982. The low reported rates for
this disease are believed to be due to incomplete serologic testing and underreporting.

Persons in the 20- to 29-year age group continue to have the highest rates of both hepati-
tis A and-hepatitis B. The risk of acquiring hepatitis A appears to have declined in persons of
all age groups except those less than 15 years of age. Some of this decline may be due to in-
creased use of available serologic tests which may have resulted in reclassification of the
type of hepatitis occurring in older persons.

Although persons under 15 years of age still experience low rates of hepatitis B infection,
the risk of acquiring this disease continues to increase for all other age groups. Persons in the
15- to 39-year age groups tend to be in the high-risk categories (i.e., health care workers,
parenteral drug abusers, and homosexual men) for acquiring hepatitis B.

Viral Hepatitis Surveillance Program
Since 1980, the VHSP has received reports on approximately half of the cases reported to

the MMWR. CDC'’s ability to accurately analyze and interpret nationwide trends and patterns,
identify high-risk groups, and determine mechanisms of transmission for each type of hepati-
tis depends on (1) the local medical community’s utilization of the appropriate serologic tests
to distinguish between the different types of hepatitis and (2) the voluntary cooperation of
the state and local health departments in completing and submitting the VHSP forms. Non-A,
non-B hepatitis is now a separate reportable disease category, and since this type of viral
hepatitis remains a diagnosis of exclusion, serotesting is even more important. Differentiation
of any of the types of viral hepatitis based on clinical or epidemiologic characteristics alone is
no longer acceptable since there is considerable overlap between the different types of
hepatitis with respect to these characteristics.

The number of cases reported to the VHSP was 24,613 in 1984, representing 43% of the
cases reported to the MMWR in the same year and down from 47% in 1983. Reporting of
cases to the VHSP is not consistent among states because, while many states reporting to the
MMWR also report to the VHSP, many of the states do not. The percentage of agreement in
reporting between the MMWR and the VHSP, however, is not necessarily a measure of the
actual completeness of reporting from a particular state. Despite the difference in numbers,
the cases reported to the VHSP are similar to those reported to the MMWR with respect to

the relative frequencies of the different types of hepatitis as well as the age distribution of the
cases.

While serologic tests for diagnosing hepatitis B, including hepatitis B surface antigen
(HBsAg), have been available since the early 1970's, a laboratory test for IgM antibody to
hepatitis A virus (IgM anti-HAV) has only been available since 1981. The use of these two
serologic tests to distinguish between the different types of viral hepatitis has increased over
the past 4 years. The tendency for physicians to use both tests has increased from 27% in
1981 to 64% in 1984, while the frequency with which HBsAg is used as the only serologic
test has decreased from 43% to 19%.

FIGURE 2. Hepatit_is rates, by year, United States, 1955-1984
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Copies of the entire Hepatitis Surveillance Report Number 50 (issued March 1986) are
available from the Hepatitis Branch, Division of Viral Diseases, Center for Infectious Dis-

eases, Centers for Disease Control, Atlanta, Georgia 30333, telephone number {404)
321-2342.
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55 éhanges in Premature Mortality —
United States, 1984-1985

MORBIDITY AND MORTALITY WEEKLY REPORT
Perspectives in Disease Pre vention and Health Promotion

Changes in Premature Mortality — United States, 1984-1985

Premature mortality in the United States, as measured in total years of potential life lost
{YPLL) before age 65, increased from 11,788,125 in 1984 to 11,844,475 in 1985, an in-
crease of 0.5%. This is the second straight year with an increase in total YPLL; prior to this in-
crease, there had been 3 years of gradual decline. However, the rate of YPLL/1,000 persons
has decreased every year since 1980.n 1985, the rate decreased 0.3% from the 1984 level;
this is explained by an increase of 1.7 million in the number of persons under age 65 in the
U.S. population from 1 984 to 1985.

The rate of YPLL/1,000 persons increased for seven of the 13 leading causes. As with
total YPLL, the most notable rate increase was for AIDS. Other increases in the rate of YPLL
occurred for diabetes (6.4%), chronic obstructive pulmonary disease (4.5%), pneumonia and

FIGURE 2. Percentage of change in rates of ial li
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influenza (2.5%), heart disease (1.5%), congenital anomalies {0.6%), and diseases of the liver
and cirrhosis (0.3%). Declines in the rate of YPLL were noted for prematurity (7.0%), cerebro-

vascular diseases (5.8%), unintentional injuries {4.2%), sudden infant death syndrome (1.9%),
suicide and homicide (1.5%), and malignancies (0.3%) (Figure 2).

A major reason for the increase in total YPLL is the greater number of deaths from the ac-
quired immunodeficiency syndrome (AIDS). The YPLL due to AIDS increased from 82,885 in
1984 to 152,595 in 1985; this represented a rate increase of 82.4%.

Death due to AIDS became the 11th leading cause of YPLL in 1985: in 1984, it was the
13th leading cause. The relative rankings of the remaining 12 leading causes of YPLL did not
change. Unintentional injuries, malignancies, and heart disease continue to be the three leading
causes of YPLL in the United States.

TABLE V. Estimated years of potential life lost before age 65, 1984 and 1985, and
cause-specific mortality, 1985, by cause of death— United States

Cause-specific
mortality, 1985
{rate/100,000)

YPLL for
persons
dyingin 1985"

YPLL for
persons
dying in 1984°

1,

Cause of mortality
{Ninth Revision ICD)

ALL CAUSES
{Total) 11,788,125 11,844,475 874.8
Unintentional |njuries.§
(EB00-E949) 2,313,048 2,235,064 38.6
Malignant neoplasms
(140-208) 1,804,809 1,813,245 191.7
Diseases of the heart
(390-398,402,404-429) 1,564,622 1,600,265 325.0
Suicide, homicide
(E950-E978) 1,250,642 1,241,688 201
Congenital anomalies
(740-759) 685,315 694,715 5.5
Prematurity ¥ )
(765, 769) 474,290 444 931 2.9
Sudden infant death syndrome
(798) 316,909 313,386 2.0
Cerebrovascular disease
{430-438) 266,486 253,044 64.0
Chronic liver diseases
and cirrhosis
(671) 233,099 235,629 1.2
Pneumonia and influenza
{480-487) 163,474 168,949 279
Acquired immunodeficiency
syndrome (AIDS)" " 82,885 152,595 23
Chronic obstructive
pulmonary diseases
(490-496) 123,275 129,815 31.2
Diabetes mellitus
(250) 119,565 128,229 16.2

* For details of calculation, see MMWR Supplement, Premature Mortality in the United States, December
19, 1986, Vol. 35, No. 2S. Cause-specific mortality rates were obtained from the National Center for
Health Statistics, Monthly Vital Statistics Report (MVSR), Vol. 34, No. 13, September 19, 1986. Age-
specific population estimates for 1984 and 1985 were obtained from the Bureau of the Census, Esti-
mates of the Population of the United States by Age, Sex, and Race: 1980 to 1985, Series P-25, No.
985.

t cause-specific mortality rates as reported in the MVSR are compiled from a 10% sample of all deaths.
§ Equivalent to accidents and adverse effects.

¢ Category derived from disorders relating to short gestation and respiratory distress syndrome.

+ « Reflects CDC AIDS surveillance data.
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107 Penicillinase-Producing Neisseria
gonorrhoeae —United States, 1986

MORBIDITY AND MORTALITY WEEKLY REPORT
e

Epidemiologic Notes and Reports

Penicillinase-Producing Neisseria gonorrhoeae —
United States, 1986

In 1986, 16,608 cases of infection caused by penicillinase-producing Neisseria gonor-

men are rare. The reasons for this are not entirely clear. Recent evidence from a CDC study in
Miami has associated PPNG infection with inappropriate use of antibiotics (3).

Patients with inadequately treated PPNG infection are at high risk for complfications.
Women are especially at high risk for pelvic inflammatory disease. PPNG is effectively treated
with ceftriaxone or spectinomycin, in doses recommended in the “1985 STD Treatment
Guidelines” (4).

Once antibiotic-resistant gonorrhea becomes endemic, eradication is extremely difficuit; it
is also expensive. In these areas, all patients with a presumptive diagnosis of gonorrhea
should be treated with either ceftriaxone or spectinomycin. Comprehensive recommendations
for prevention, surveillance, diagnosis, and control of antibiotic-resistant gonorrhea have
been recently developed by CDC in consultation with an expert advisory panel and are current-
ly being reviewed by state and local health officials. These will be published later this spring
as an MMWR supplement.
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rhoeae (PPNG) were reported to CDC. This represented 1.8% of all reported gonorrhea and 4. CDC. 1985 STD treatment guidelines. MMWR 1986:34(4S).

was a 90% increase over the 8,724 cases reported in 1985. PPNG incidence has risen fourfold
since 1984. Sixty-four percent of cases in 1986 occurred in the three areas previously identi-
fied as hyperendemic— Florida, New York City, and Los Angeles (7).

New York City experienced the greatest proportional increase of PPNG incidence despite
its policy of treating all patients diagnosed with gonorrhea in the public clinics with antimicro-
bials effective against PPNG. In 1986, 3,986 cases were reported, compared with the 1,567
cases reported in 1985 —a 154% increase. The proportion of total gonorrhea attributable to
PPNG was 4.3%. Outbreaks have been identified in suburban areas of New York City located
on Long Island and in New Jersey and Westchester County.

In Florida, 5,629 PPNG cases were reported—34% of the national total. In Dade County
(Miami), Florida, the most severely affected county in the country, reported cases of PPNG in-
creased from 2,455 in 1985 to 2,648 in 1986 —an 8% increase. In 1986, the proportion of
total gonorrhea attributable to PPNG in Dade County was 22%. Excluding Dade County,
reported cases in Florida increased from 1,710 in 1985 to 2,981 in 1986 —a 74% increase.
The number of counties in Florida reporting hyperendemic PPNG (a proportion of PPNG > 3%)
rose from 16 counties in 1985 to 31 counties in 1986. These counties contain 69% of the
state’s population.

In Los Angeles, the number of cases increased from 488 in 1985 to 942 in 1986 —a 93%
increase. Another center of PPNG activity, probably representing secondary spread, has also
been identified in suburban Orange County.

Reported by J Hill, J Witte, MD, J Wroten, MH Wilder, MD, Acting State Epidemiologist, Florida Dept of
Health and Rehabilitative Svcs; S Fannin, MD, Los Angeles Health Dept; S Joseph, MD, J Miles, S
Schultz, MD, New York City Health Dept; Div of Sexually Transmitted Diseases, Center for Prevention
Sves, CDC.

Editorial Note: The incidence of antibiotic-resistant gonorrhea, and PPNG in particular, con-
tinues to increase and is spreading to previously unaffected areas. In earlier PPNG outbreaks,
travel to PPNG endemic areas and prostitute contact were cited as risk factors for infection (2).
While these factors may play an important role in the spread of PPNG disease to areas pre-
viously free of disease, once PPNG becomes endemic, it has the same epidemiologic charac-
teristics as endemic, antibiotic-sensitive gonorrhea. PPNG patients have been predominantly
inner-city residents, members of ethnic minority groups, and heterosexuals. Although high-risk
groups for gonorrhea have included homosexual men, PPNG outbreaks among homosexual
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MORBIDITY AND MORTALITY WEEKLY REPORT 133 Toberculosis and AIDS — Conmecticut
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International Notes

Survey of Non-U.S. Hemophilia Treatment Centers for HIV
Seroconversions Following Therapy With
Heat-Treated Factor Concentrates

Until 3 years ago, non-heat-treated factor concentrates were used in treating congenital
and acquired clotting factor deficiencies. At that time, heat-treated factor concentrates were
introduced because the unheated concentrates had been epidemiologically linked with the
exposure of large numbers of U.S. hemophilia patients to the human immunodeficiency virus
{HIV) (7). There have now been a few reports of HIV seroconversion associated with heat-
treated factor concentrates (2,3). Because several hemophilia treatment centers (HTCs) out-
side the United States began using heat-treated factor concentrates somewhat earlier, a
sample of major non-U.S. HTCs identified by the U.S. National Hemophilia Foundation were
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contacted during November and December 1986 and asked to help estimate the continued
risk of seroconversion among their patients deficient in factor Vil and factor IX. Patients with
von Willebrand's disease and other clotting factor deficiencies were not included.

The directors of 13 HTCs located in western Europe, Canada, and Australia were asked to
provide information concerning: 1)} HIV antibody seroprevalence rates within their patient
populations; 2) whether they were using, and when they had begun to use, heat-treated
factor concentrate products (4-6); and 3} details regarding any HIV seroconversions occur-
ring among their patients while receiving heat-treated factor concentrates. Most HTCs moni-
tor the serologic status of their seronegative hemophilia A and B patients at approximately
3-month intervals and were confident of all these patients’ serologic status as of late July
1986. Of the combined total of 2,370 hemophilia A patients and 434 hemophilia B patients
served by the HTCs in this survey, over 1,300 were still seronegative when heat-treated
factor concentrates became available. Approximately 50% of the seronegative patients were
classified as severely deficient in factor VIll or factor IX; the remainder had either moderate or
mild hemophilia®.

*Severity is defined on the basis of percent of normal factor activityf severe, < 1% of normal; moderate,
2-5% of normat; mild, > 5% of normal.

Of the 23 patients who had their first documented positive HIV antibody test after receiv-
ing heat-treated factor concentrate, 16 seroconverted within 6 months of last receiving un-
treated factor concentrates. The remaining seven individuals fell into three groups (Table 1).
Group 1: Two patients were first found to be seropositive more than 6 months after starting
to use heat-treated factor concentrate products {at 7 and 10 months, respectively). However,
for both of these patients, the last seronegative test had taken place several months before
their last treatment with unheated factor concentrates. Group 2: Two patients who were sero-
negative within the initial 6 months of heat-treated factor concentrate therapy (at 3 and 5
months, respectively) were not tested again untit after the initial 6 months (at 8 and 10
months, respectively), at which time they were seropositive. Group 3: Three pediatric patients
were seronegative at 8, 12, and 16 months after first receiving heat-treated factor VIt con-
centrate but had their first of many consistently seropositive tests at 10, 13, and 22 months
after treatment, respectively.

The patients in Group 3 had no reported risk factors for HIV infection other than hemophil-
ia and reportedly had received no other blood components during this time period. All three
pediatric patients were severely deficient in factor Vill. One child, a 6-year-old, had received
vials from four lots in the 10-month interim before seroconversion. He is presently asymp-
tomatic and his reported T-cell values are normal; no HIV cuitures have been attempted. The
other two children, aged 4 and 13, had received large armounts of heat-treated factor Vil con-
centrates for extended periods either as therapy for an inhibitor or as routine care. The 4-
year-old was found to be HIV culture positive in 1986 and now has AIDS. The 13-year-old

had severe T-cell abnormalities by mid-1986 and now has Iymghadenopathy and

encephalopathy.

The many lots of concentrate recei
from three different U.S. manufacturers. The plasma use
was collected before serologic screening of donors for HIV antibody became av_ailable. in ad-
dition, during the first 5 months of the 13-month interval before seroconversion, one of the
three patients had also received extremely large amounts of heat-treated factor VIl concen-
trate prepared by a European manufacturer using a wet-heat process. The manufacturer had
used unscreened plasma from U.S. donors. '

The three patients who seroconverted (Gr
seronegative hemophilia A patients and 0.2%
cally monitored for >1 year after beginning to use unscreene

ved by each of the three patients in Group 3 had come
d by each of the U.S. manufacturers

oup 3) represent 0.7% of the total 450 initially

of the total 1,300 patients who were serologi-
d, heat-treated factor. Since

November 1985, no seroconversions have been observed among the patients inciuaea in ine

survey.

Although information on the transition to using unscreened, heat-treated factor in each
HTC is readily available, the dates of subsequent transition to using donor-screened, heat-
treated factor concentrate products by each HTC are not. One HTC reported beginning to use
donur-screened, heat-treated factor therapy in August 1985; however, for most HTCs, this
transition occurred between February and July 1986. No cases of seroconversion folloving
the use of donor-screened, heat-treated products were identified through this survey.

Four percent (50) of the 1,300 seronegative patients in this survey were followed for > 1
year while receiving donor-screened, heat-treated factor concentrates. Follow-up on the
remainder is approaching 1 year. In early March 1987, supplemental information was ob-
tained from eight of the 13 HTCs. These eight HTCs collectively have 60% of the seronegative
patients; no further seroconversions have been found. Although over 600 patient-years of
therapy with donor-screened product have elapsed without a recognized HIV seroconversion,
the risk associated with unscreened, heat-treated product is so low that several more months
of surveillance will be required before a statistically significantly further reduction of risk can
be substantiated.

TABLE 1. Distribution of patients in surveyed non-U.S. hemophilia treatment centers_, by
interval between therapy with heat-treated factor concentrates and HIV seroconversion

First seropositive test

Last seronegative test after initial 6 months

Preceding heat-treated
factor usage 2

During initial 6 months
of heat-treated factor usage

After initial 6 months
of heat-treated factor usage

Reported by M Blomback, MD, S Schulman, MD, Stockholm, E Berntorp, MD, Malmg, L Stigendal, MD,
Gbteborg, Sweden, EP Mauser-Bunschoten, MD, Bilthoven, Netherlands; T Lambert, MD, Patis, France;
H Egli, MD, H Brackmann, MD, Bonn, Federal Republic of Germany,; PM Mannucci, MD, Milan, Italy; PBA
Kernoff. MD, London, P Jones, MD, Newcastle-upon- Tyne, CR Rizza, MD, Oxford, AL Bloom, MD, Cardiff,
United Kingdom; MJ Inwood, MD, London, Ontario, Canada; KA Rickard, MD, Sydney, New South Wales,
Australia; Div of Host Factors, Center for Infectious Diseases, cDC.
Editorial Note: Earlier published reports disclosed no seroconversions among selected
hemophilia patients followed for up to 1 year after beginning therapy with heat-treated factor
concentrates {7-10). However, during the past 12 months, published (2,3) and unpublished
reports (personal communication, | Walker, MD, Hamilton, Ontario, Canada; FG Hill, MD, MRC
Path, Birmingham, United Kingdom; G Mariani, MD, Rome, Italy) have described several
hemophilia patients who had seroconverted after receipt of unscreened, heat-treated factor
concentrates. In June 1986, one U.S. manufacturer (Armour Pharmaceutical Company) of-
fered to exchange any remaining heat-treated factor VIl concentrates produced from plasma
collected before the availability of a test for HIV antibody with the equivalent amount of
antibody-screened product. Similar exchanges are now available through four other U.S.
producers (Alpha Therapeutics, American Red Cross, Cutter Laboratories, Hyland
Therapeutics). ’

The influence of previous exposure to allogeneic proteins and other infectious agents as
well as the HIV inoculum size and differences in inoculum strain may alter the seroconversion
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intervals among hemophilia patients. For this reason, it is currently uncertain whether
anecdotal reports that seroconversion in other risk groups occurs within 8 to 12 weeks after
exposure can be generalized to hemophilia patients {71). One study suggests that the vast
majority of hemophilia seroconversions would be detectable <26 weeks (72). The distribu-
tion of seroconversion latency periods for hemophilia patients is not yet known. Therefore, it
is uncertain whether any of the three seroconversions in persons with a documented sero-
negative test =6 months after beginning to use only heat-treated factor concentrates could
be associated with the former source of exposure.

No cases of seroconversion among patients using only donor-screened, heat-treated prod-
ucts have been reported to date. With the exception of the HTC surveyed in Australia, less
than a year has elapsed since most of the HTCs surveyed began administering donor-

screened, heat-treated factor concentrates. Further longitudinal studies by several of the
HTCs in this survey may substantiate the additional margin of safety provided by screening
donated plasma for HIV antibody. Donor-screened, heat-treated factor concentrates remain
the recommended therapy for patients requiring factor replacement. .

References . ’

1. CDC. Update: acquired immunodeficiency syndrome {AIDS) in persons with hemophilia. MMWR
1984;33:589-91.

2. White GC, Matthews TJ, Weinhold KJ, et al. HTLV-lIl seroconversion associated with heat-treated
factor VIl concentrate {Letter]. Lancet 1986;1:611-2.

3. Vanden Berg W, ten Cate JW, Breederveld C, Goudsmit J. Seroconversion to HTLV-ill in haemophil-
iac given heat-treated factor Vill concentrate [Letter]. Lancet 1986;1:803-4.

4. Levy JA, Mitra G, Mozen MM. Recovery and inactivation of infectious retroviruses from factor Viil

) concentrates. Lancet 1984;2:722-3. ’

5. 'Spire B, Dormont D, Barre-Sinoussi F, Montagnier L, Chermann JC. inactivation of lymphadenopathy-
associated virus by heat, gamma rays, and ultraviolet light. Lancet 1 985;1:188-9.

8. McDougal JS, Martin LS, Cort SP, Mozen M, Heldebrant CM, Evatt BL. Thermal inactivation of the
acquired immunodeficiency syndrome virus, human T lymphotropic virus-ill/lymphadenopathy-
associated virus, with special reference to antihemophilic factor. J Clin Invest 1985,76:875-7.

7. Rouzioux C, Chamaret S, Montagnier L, Carnelli V, Rolland G, Mannucci PM. Absence of antibodies
to AIDS virus in haemophiliacs treated with heat-treated factor VIl concentrate [Letter]. Lancet
1985;1:271-2.

8. Felding P, Nilsson IM, Hansson BG, Biberfeld G. Absence of antibodies to LAV/HTLV-Hl in haemo-
philiacs treated with heat-treated factor Vil concentrate of American origin [Letter]. Lancet
1985;2:832-3.

9. Gazengel C, Larrieu MJ. Lack of seroconversion for LAV/HTLV-Ill in patients exclusively given un-
heated activated prothrombin complex prepared with ethanol step [Lettas]: Lancet 1985;2:1189.

10. Mannucci PM, Gringeri A, Ammassari M. Antibodies to AIDS and heated factor-Viil [Letter]. Lancet
1985;1:1505-6. R :

11. Ho DD, Sarngadharan MG, Resnick L, Dimarzo-Veronese F, Rota TR, Hirsch MS. Primary human T-
lymphotropic virus type lll infection. Ann Intern Med 1985;103:880-3. .

12. Ludiam CA, Tucker J, Steel CM, et al. Human T-lymphotropic virus type W (HTLV-IIY infection in
seronegative haemophiliacs after transfusion of factor Vill. Lancet 1985;2:233-6.

Outbreak of Hepatitis B Associated with an
Oral Surgeon — New Hampshire

During the first 6 months of 1 986, four clinical cases of hepatitis B were reported in a city

in New Hampshire. Each case was serologically confirmed, and the patients had all been seen
by the same oral surgeon. All patients had undergone tooth extractions 3 to 5 months before
becoming ill; three-had had multiple extractions during single office visits. All four patients
denied other risk factors for hepatitis B virus infection. One patient developed periarteritis
nodosa with severe complications, including mesenteric arteritis with colonic perforation,
mononeuritis multiplex with paraplegia, and ulceration into the joint space of one ankie.

Of the four patients, one remained seropositive for hepatitis B surface antigen (HBsAg) for
more than 6 months and became a chronic hepatitis B carrier. He was tested and found to

4 1 3

have HBsAg subtype ad, the same subtype as the oral surgeon. Ten other cases of hepatitis B
were reported in the city during the first 6 months of 1986. Two of the patients were intra-
venous drug users; two were contacts of patients with unreported cases of hepatitis; and six
had no identified risk factors. None of these ten patients had been treated by a dental profes-
sional or had undergone surgery. '

The oral surgeon had been practicing in the city {population 75,000) for 25 years. His prac-
tice was limited to dental extractions, usually performed with a combination of intravenous se-
dation and local anesthesia. He had never had any symptoms suggestive of hepatitis B and
had never received hepatitis B vaccine. He had never been tested for hepatitis B serologic
markers prior to the outbreak. in July 1986, he was seropositive for HBsAg and hepatitis e
antigen (HBeAg) and negative for IgM antibody to hepatitis B core antigen, indicating that he
was probably a hepatitis B carrier. He was not aware of having had any skin lesions on his
hands in the past year. Although he was careful to scrub his hands between surgical proce-
dures, he did not wear gloves.

The oral surgeon discontinued his practice when the outbreak was discovered on June 30,
1986, and has not reopened his office. Letters were sent to all patients whom he had treated
after January 1, 1985, informing them of their possible exposure io hepatitis B virus and
offering free testing for hepatitis B serologic markers.

Reported by JJ Cournoyer, K Brandenburg, E Schwartz, MD, State Epidemiologist, Bur of Disease Control,
C Zumbrunnen, DDS, Bur of Dental Health, Div of Public Health Svcs, Public Health Laboratory, New
Hampshire Dept of Health and Welfare, Div of Field Svcs, Epidemiology Program Office, Hepatitis Br, Div
of Viral Diseases, Center for Infectious Diseases, CDC.

Editorial Note: Eight other outbreaks of hepatitis B traceable to dentists or oral surgeons
have been reported since 1974 (7,2). The number of clinically infected patients in each out-
break has ranged from three to 55. Two of the nine clinically ill patients in one outbreak died
of fulminant hepatitis B (2); no other deaths have been reported. In each outbreak, the im-
ed dentist or oral surgeon was seropositive for HBsAg and {if tested) HBeAg and did not use
gloves during dental or surgical procedures. None of the dentists who were hepatitis B carriers
were aware of their chronic infections. Traumatic procedures {surgery, extractions) have been
associated with a higher infection risk than non-traumatic prosedures (fillings, denture fittings,
etc.). Transmission has been thought to occur through apparent or inapparent lesions on the
dentist’s hands. .

The repeated occurrence of outbreaks associated with dentists or oral surgeons is espe-
cially disturbing because there are easily available and widely recommended measures to pre-
vent them. A safe, effective vaccine against hepatitis B became available in 1982, and, since
the late 1970s. national dental authorities have urged dental practitioners to wear gloves
during all procedures involving hand contact with patients’ mouths (3-5). In March 1986, a
nationat random telephone survey revealed that 44% of non-federal, practicing dentists and
oral surgeons in the United States had been vaccinated against hepatitis B (CDC, unpublished
data). Only 15% of respondents used gloves routinely for all procedures.

Recurrent, avoidable outbreaks such as this one should prompt dentists and qral surgeons
to seek hepatitis B vaccination and to use gloves routinely when treating patients.

References

1. Kane MA, Lettau LA. Transmission of HBV from dental personnel to patients. J Am Dent Assoc
1985;110:634-6.

2. Shaw FE, Barrett CL, Hamm R, et al. Lethal outbreak of hepatitis B in a dental practice. JAMA
1986,255:3260-4. )

3. Council on Dental Material and Devices, Council on Dental Therapeutics, American Dental Associa-
tion. Infection control in the dental office. J Am Dent Assoc 1978:97(4):673-7.

4. Council on Dental Therapeytics, American Dental Association. Guidelines for infection control in the

dental office and the commercial dental laboratory. J Am Dent Assoc 1985:1 10:969-72.

5. CDC.Recommended infection-control practices for dentistry. MMWR 1986,35:237-42.

woocx L86L ‘ONINAS

9 INd ook

X

»  SOISOON 3HL 40 ¥3LIT9EN WIOIH0 3l

8 A

.

£

*




Tuberculosis and AIDS — Connecticut

Until 1983, the incidence of tuberculosis in Connecticut had steadily declined for several
decades. In 1982, it reached its lowest point, 5.0 cases per 100,000 population. Since then,
tuberculosis incidence in Connecticut has fluctuated above that level, with a rate of 6.2 in
1983,5.6in 1984, and 5.1in 1985. Arateof 6.0 is projected for 1986. This would be an 18%
increase over 1985. Concern about a possible association between human immunodeficiency
virus {HIV) infection and the rise in tuberculosis morbidity led to an evaluation of data on ac-
quired immuno-deficiency syndrome (AIDS) and tuberculosis in Connecticut.

The entire AIDS register was confidentially finked to the tuberculosis case register dating
back to 1970 to determine the proportion of tuberculosis patients with a diagnosis of AIDS,
the proportion of AIDS patients with tuberculosis, and the interval between the diagnosis of
tuberculosis and AIDS. The following selected characteristics of those with both diagnoses
were also studied: age, sex, race and ethnicity, geographic location by city size, and risk fac-
tors for a diagnosis of AIDS. Patients were placed in subgroups by each of these characteris-
tics. and the incidence rate of tuberculosis in individuals with and without AIDS in each sub-
group was calculated and compared. A 3-year incidence rate of tuberculosis was used for

these comparisons because most diagnoses of tuberculosis in AIDS patients occurred in the
3-year period beginning 30 months before and ending 6 months after the diagnosis of AIDS.

As of September 1, 1986, 18 cases of tuberculosis had been diagnosed among the 299
cumulatively reported AIDS cases in Connecticut. The 18 tuberculosis patients with AIDS
(TB/AIDS) ranged from 24 to 53 years of age, with a median of 33 years. Fourteen (78%)
were male; 11 {61%) were black; 13 {72%) came from the six cities in Connecticut with a
population of 100,000 or greater; and seven {39%) were intravenous drug abusers. One of
the 18 cases of tuberculosis was diagnosed in 1973 and another in 1980. The remaining 16
cases were diagnosed after January 1, 1982, and represent 5.4% of all AIDS cases reported
to date and 2.0% of all 816 tuberculosis cases diagnosed and reported from 1982 through
1986. When these 16 cases are analyzed by year of diagnosis, there appears to be no signifi-
cant rise or fall in the frequency of tuberculosis patients with AIDS (TB/AIDS) for the years
1982 through 1986.

Compared with tuberculosis patients without AIDS in Connecticut, TB/AIDS patients were
younger and more likely to be male, black, and from a large city. Compared with AIDS patients
without tuberculosis, TB/AIDS patients were more likely to be black and from a large city and
to have intravenous drug abuse as an AIDS risk factor. Age and sex distribution were similar in
both groups.

Among the 18 TB/AIDS patients, the diagnosis of tuberculosis occurred from 10 years
before to 19 months after the diagnosis of AIDS, with a median of 4 months before the diag-
nosis of AIDS. Fourteen (78%) of TB/AIDS patients were diagnosed as having tuberculosis
within 3 years of their diagnosis of AIDS (2.5 years before to 0.5 years after).

Table 4 shows the crude 3-year incidence rate of tuberculosis in AIDS patients and in the
general population without AIDS according to sex, race, and city size as well as the incidence

rate adjusted for these three factors and age. In all groups, the rate of tuberculosis (risk ratio)
in AIDS patients was more than 100 times the incidence in the general population.

Reported by JL Hadler, MD, MPH, State Epidemiologist, R Burger, Pulmonary Diseases and A_/Ds Pro-
grams, Connecticut State Dept of Health Svcs; Div of Tuberculosis Control, Center for Prevention Svcs,

cDC.

Editorial Note: The demographic characteristics of TB/AIDS patients in Connecticut are
similar to those found elsewhere; individuals are most likely to come from groups that have a
higher incidence of tuberculosis and are at risk for AIDS {7-3).

TABLE 4. Three-year incidence of tuberculosis in 20- to 49-year-olds with and without
AIDS, by selected demographic characteristics — Connecticut, 1986 i

AIDS General
patients” population

Characteristics TBrate (cases) TBrate (cases) Risk ratio§
Sex

Male 6,250 (10) 18.8 (119) 333

Female 7,692 (2) 12.7 (84) 605
Race

Black 12,121 (8) 102.8 (95) 118

White 3,670 (4) 5.4 (63) 677

Other - (0) 112.4 (45) -
City Size

=100,000 9,677 (9) 447 {111) 216

< 100,000 3,226 (3) 8.8 (92) 367
Adjusted 2,671 (12) 15.7  (203) 170.3

*Incidence of tuberculosis 2.5 years before to 0.5 years after diagnosis of AIDS per 100,000 AIDS pa-
tients as of 4/1/86.

1’3-year incidence of tuberculosis per 100,000 individuals without AIDS, 1 982-1984.
§F!atio of 3-year incidence of TB/AIDS to TB/non-AIDS.
1 Adijusted for age (5-year intervals), race, sex, and city size according to 1980 census.

The following factors suggest an association between tuberculosis and AIDS in Connecti-
cut: the 5.4% incidence of tuberculosis in AIDS cases, the clustering of the development of
tuberculosis and AIDS within a distinct time period (within 3 years of diagnosis of AIDS), and
the 100-fold or greater risk of tuberculosis among AIDS patients than among the general
population. The risk that persons with latent tuberculous infection who develop AIDS will de-
velop clinically active tuberculosis cannot be determined from these data. However, to the
extent that individuals with AIDS are representative of the general population in prevalence
and incidence of tuberculous infection, this risk could be as much as 100- to 200-fold greater
than that of their non-HIV-infected counterparts.

The total number of AIDS patients in the United States meeting the CDC surveillance case
definition represents only a fraction of the number of persons with HIV infection. It has been
estimated that, in 1985, for every diagnosed case of AIDS, there were 50 to 100 persons
with HIV infection (4). The number of tuberculosis patients with HIV infection but without
AIDS in Connecticut may also exceed the number who have overt AIDS.

These data further support recently published guidelines that risk factors for HIV should be
identified as part of the evaluation of persons with tuberculous infection (5). HIV antibody
testing should be offered, and, where there is both tuberculous infection and HIV infection,
isoniazid preventive therapy should be offered. Conversely, persons who are positive for HIV
antibody should be offered tuberculin skin testing, and isoniazid preventive therapy should be
offered to reactors (5).
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Epidemiologic Notes and Reports

Human Immunodeficiency Virus Infection in
Transfusion Recipients and Their Family Members

CDC has received a report of human immunodeficiency virus {HIV) infection among
multiply-transfused leukemia patients in New York City. In addition, there have been several
reports that persons with transfusion-associated HIV infection have transmitted the virus to
their sexual partners and newborn children. All infected transfusion recipients described in
these reports had received blood or blood components before routine screening of donated
blood for HIV antibody was begun in the spring of 1985.

Multiply-Transfused Leukemia Patients

During the past year, four long-term leukemia survivors at Memorial Sloan-Kettering
Cancer Center in New York City developed unexplained fever, weight loss, diarrhea, or lym-
phadenopathy. They subsequently had positive serological tests for HIV antibody. A retro-
spective study of other muitiply-transfused leukemia patients was conducted to determine
how many had been infected with HIV. Informed consent was obtained from all living patients.
Positive enzyme immunoassay (EIA) tests were confirmed by Western blot assay. Patients
known to have other risk factors for HIV infection were excluded from the study.

Sera were located for 182 deceased and obtained from 22 surviving leukemia patients
treated during the years 1978-1986. Sixteen of these transfusion recipients were sero-
positive for HiV antibody (Tabte 1). They had received a mean of 27 units of packed red blood

TABLE 1. HIV serology results in leukemia patients, by year of specimen collection —
Memorial Sloan-Kettering Cancer Center, New York City

Total number of Number with Estimated* risk

Years

patients tested positive test per component
1978-80 86 (55M,31R)1 0 (0% 0.00%
1981-83 77  (39M,38F) 9 (12%) (6M,3F) 0.07%
1 984-86§ 41 (21M,20F) 7 (17% (2Mm,5F) 0.10%
Total 204 (115M,89F) 16 (8%) (8M,8F) 0.05%

*Estimated risk based on an average of 164 components per recipient.
*M:males; F=females.

§These patients were treated before screening of blood products began in March 1985; 22 long-term
g
survivors, four of whom were seropositive, are included.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES / PUBLIC HEALTH SERVICE

cells (range 2-56) and 137 units of platelets {range 10-483). Forty-five percent of these 204
patients had acute myelogenous leukemia; 20% had acute lymphocytic leukemia; 13%, chron-
ic myelogenous leukemia; 4%, chronic lymphocytic leukemia; 6%, myelodysplastic syn-
dromes; and 12%, other or unclassified leukemias. There was no correlation between type of
leukermia and the presence of HIV antibody. An additional 23 newly diagrosed, untreated, and
untransfused leukemia patients were tested and all were seronegative.

Additional Case Reports From Other Areas

Case 1: An elderly man with no known risk for AIDS received muitiple units of blood in
early 1982, including one from a donor who subsequently tested positive for HIV antibody.
The recipient developed Pneumocystis carinii pneumonia (PCP) in 1983 and Aied in 1984.
His wife, who did not have any other risk factors for AIDS, had had vaginal intercourse with
him until he became ill in late 1982. in late 1984, her HIV antibody test was positive and she
was diagnosed as having a type of lymphoma indicative of AIDS (7).

Case 2: A pregnant woman with no other risk factors for AIDS received four units of biood
in 1978, including one from a donor who later tested positive for HIV antibody. A son, born in
1980, had failure to thrive beginning at 13 months of age and died with PCP in 1986. The
woman, her son, her husband, and the child born shortly after the transfusion all tested posi-
tive for HIV antibody.

Reported by DA Scheinberg, MD, PhD, GY Minamoto, MD, K Dietz, MS, JWM Gold, MD, T Gee, MD, D
Armstrong, MD, J Gabrilove, MD, B Clarkson, MD, N Chein, MS, L Reich, MD, Memorial Sloan-Kettering
Cancer Center, DL Morse, MD, State Epidemiologist, New York State Dept of Health; M Batt, MD, Luther-
an General Hospital, Park Ridge, HJ Miller, MD, Dept of Medicine, Evanston Hospital, Evanston, B Stevko,
MD, lllinois Dept of Public Health; LA Chambers, MD, American Red Cross Blood Services —Northeast
Region, Dedham, L Kunches, GF Grady, MD, State Epidemiologist. Massachusetts Dept of Public Health;
Div of Blood and Blood Products, Center for Drugs and Biologics, FDA; AIDS Program, Center for Infec-
tious Diseases, CDC.

Editorial Note: At present, prevention of HIV infection and AIDS is dependent upon deferral
of blood or plasma donation by persons at increased risk for AIDS, testing of donated blood
and plasma for HIV antibody, heat treatment of clotting factor concentrates, avoidance of un-
protected sexual contact and needle sharing by persons infected with HIV, and prevention of
perinatal transmission by infected women. Counseling and HIV antibody testing have been
recommended-for persons at risk for infection (including homosexuai/bisexual men, intrave-
nous drug abusers, hemophilia patients, prostitutes, and persons who have had sexual contact
with members of these groups) (2). Routine counseling and antibody testing have not been
recommended for blood transfusion recipients because, in general, their risk for infection is
extremely low. However, as illustrated by this report and others (3 ), some multiply-transfused
persons may be at a higher risk for HIV infection. In addition, some persons with transfusion-
associated HIV infection have transmitted the virus to their sexual partners and, perinatally, to
their infant children.

Although the number of infected transfusion recipients in the United States is unknown, it
can be approximated using estimates of the prevalence of infection in donors, the efficiency
of transmission, and the number of units transfused per year. In 1985, 0.04% of donations
were positive for HIV antibody by Western blot assay (4). If 0.04% had been the seropreva-
lence among donors in the year prior to screening, if all seropositive units had transmitted in-
fection (5), and if each seropositive unit had gone to a different recipient, then 7,200 of the
approximately 18 million components transfused in 1984 {(American Blood Commission, un-
published data} might have transmitted infection. If 60% of these recipients have died from

8 INd ook

x  SOLSION FHL 40 Y3LITIGMEN TVIOIHH0 JHL

£°9 JWM0A

ook 1861 ‘ONT¥dS

b 4

b



their underlying disease (6), then approximately 2,900 living recipients who acquired a
transfusion-associated HIV infection in 1984 would remain. Most of these would be asymp-
tomatic. The number of infected donors was probably lower in earlier years. Mathematical
projections from reported transfusion-associated AIDS cases estimate that approximately
12,000 people now living in the United States acquired a transfusion-associated HIV infection
between 1978 and 1984 (7).

Blood banking organizations in the United States have begun “look-back” programs to
identify previous recipients of blood from donors who tested positive for HIV antibody after
screening began. In one region, 70% of recipients identified through such a program had HIV
antibody (8). However, look-back programs cannot identify all infected transfusion recipients
because many infected donors may have refrained from donating or become too ill to continue
to donate after HIV serologic testing of donors began.

The risk of HIV transmission by transfusion was jow, even before screening, and has been
virtually eliminated by the routine screening of donated blood and plasma. However, since
HIV-infected persons are at risk for developing AIDS or related conditions themselves and
may transmit infection to others, physicians should consider offering HIV antibody testing to
some patients who received transfusions between 1978 and late spring of 1 985, This consid-
eration shouid be based on the likelihood of infection in a recipient and the likelihood of trans-
mission from that recipient. The risk of infection is greatest if the recipient received large num-
bers of transfusions and if the blood was collected during the few years before screening in
an area with a high incidence of AIDS. {The leukemia patients in this report received many
units of blood and blood components in an area with a higher prevalence of HIV than most
parts of the United States, so their seropositivity rate is higher than would be expected in
other patients. Conversely, persons who received a small number of units in a low prevalence
area would have an extremely low risk of HIV infection.) Testing is particularly important if the
patient is sexually active. Since the overall prevalence of infection in transfusion recipients is
expected to be low, the positive predictive value of EIA screening tests for HIV antibody will
be much lower than that seen when testing high-risk populations (9). Therefore, all transfu-
sion recipients with a positive EIA should also have their serum tested by a second method

(Western blot assay, immunofluorescence assay) before they are informed of their test result.
Seropositive persons should be evaluated for signs and symptoms of AIDS or related condi-
tions and counseled regarding the avoidance of HIV transmission to others.
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Epidemiologic Notes and Reports

Antibody to Human Immunodeficiency Virus in Female Prostitutes

. Seroprevalence surveys for antibody to human immunodeficiency virus (HIV) in women
with histories of prostitution have shown varying results since testing began in 1984. In sub-
Saharan Africa, where HIV is thought to be transmitted primarily through heterosexual expo-
sure {71-3), one (1%) of 98 prostitutes tested in Accra, Ghana (4), to 29 (88%) of 33 prostitutes
in Ngoma, Rwanda {5), had HIV antibody (3-7). In Europe, where homosexual exposure and
abuse of intravenous (IV) drugs are major risk factors for HIV infection (8), none of 50 prosti-
tutes tested in London {9), none of 56 in Paris (70), and none of 399 in Nuremberg, West
Qermany (11), had antibody to HIV. However, 10 (71%) of 14 prostitutes who abused IV' drugs
in Pordenone, ltaly (72), and-14 (78%) of 18 who abused IV drugs in Zurich, Switzerland (73)
were infected. Seventeen (1%) of nearly 2,000 registered prostitutes in six West German cities’
were HIV-antibody positive; half of these infected women abused IV drugs (74). In Athens
Greece, 12 (6%) of 200 registered prostitutes were HIV-antibody positive; none abused |V’
drugs (75). : '

As of March 10, 1987, 2,159 women in the United States were reported to have met the
CPC surveillance case definition for AIDS. The cumulative incidence of AIDS in black and
Hispanic women was more than 10 times that for white women (76). Over 70% of these
women reported with AIDS resided in New York, New Jersey, or Florida (7 7). Over half (51%)
had abused IV drugs; 27% were sexual partners of men with AIDS or at risk for AIDS; and
10% had received transfusions of blood or blood products. No risk factors have as yet 'been
reported for the remaining 12% (78).

To assess HIV-antibody prevalence and determine risk factors in U.S. prostitutes, CDC is
f:ollaborating with others in an ongoing, cross-sectional study of women who have éngaged
m.pro.stitution in seven geographic areas: Atlanta, Colorado Springs, Las Vegas, Los Angeles
Ml'aml,. Newark-Jersey City-Paterson, and San Francisco. Some collaborators are recruiting;
primarily incarcerated women (Los Angeles and Miami}. Others are recruiting primarily
through sexually transmitted disease {(STD) clinics (Colorado Springs and Las Vegas); metha-
done maintenance clinics (the three northern New Jersey cities); or outreach efforts, such as
newspaper advertising, circulation of pamphlets, and direct contacts on the street (Atlanta

and S‘an Francisco). Study participants are not necessarily representative of all female prosti-
tutes in these areas.
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For this study, prostitution is defined as the exchange of physical-sexual services for
money or drugs. Any woman =18 years of age who has engaged in prostitution at least once
since January 1, 1978, is eligibie. Participation entails voluntary, informed consent; names
and other personal identifiers are not recorded. Participants are interviewed for their medical
histories and sexual and other exposures. They are also examined for signs of HIV infection
and IV-drug abuse and are asked to provide 10 mi of blood for serologic testing. Serum is
tested for HIV antibody by enzyme immunoassay and Western blot methods.

The analysis reported here has been restricted to the 835 study participants who were
tested for HIV antibody and the 568 study participants for whom aninterview form was submit-
ted to CDC before March 10, 1987. The prevalence of HIV antibody in prostitutes so far tends
to parallel the cumulative incidence of AIDS inwomen in the sevenresearch sites (Table 1), sug-
gesting that risk factors for AIDS in female prostitutes may be similar to those in other women
living in these geographic areas. The prevalence of HIV antibody in prostitutes and the cumula-
tive incidence of AIDS in women are highest in northern New Jersey and Miami. In southern
Nevada, where only one woman has been reported with AiDS, none of 34 prostitutes have had
HIV antibody.

in the seven areas, reported rates of AIDS were higher for black women
(359.6/1,000,000) and Hispanic women (40.2/1,000,000) than for white (25.3/1,000,000)
and other (Asian and Native American) women {16.2/1,000,000). Similarly, black and Hispan-
ic prostitutes in these areas had a higher prevalence of HIV antibody (15%) than white and
other prostitutes (7%) (odds ratio [OR] = 2.5; 95% confidence interval iCll = 1.4-44).

Half the prostitutes interviewed in this multicenter collaborative study gave histories of IV-
drug abuse; 47 (76%) of 62 with antibody to HIV have injected drugs (OR=36:95%Cl =
2.0-6.7). IV-drug abuse is associated with HIV infection in- prostitutes and with AIDS in
women regardless of racial and ethnic background (Table 2}.

Over 80% of prostitutes interviewed through January 1987 reported that at least one of
their partners had used a condom. Husbands or boyfriends of the respondents were much
less likely to use condoms during vaginal exposure than clients (16% as compared with 78%,
p = 0.005). Twenty-two (4%) prostitutes reported condom use with each vaginal exposure

TABLE 1. HIV antibody in female prostitutes and reported AIDS cases in women —
selected cities, United States, March 10, 1987

Female prostitutes Women with AIDS*

HiV-antibody Percent Cases/
positive/tested  positive No. 1,000,000t
Eastern United States
Atlanta 1/92 (1.1) 8 125
Miami 47,252 (18.7) 100 145.3
Newark-Jersey City-Paterson 32/56 (57.1) 143 526.2
Western United States
Colorado Springs 17 (1.4) 1 9.6
Las Vegas 0/34 (0.0) 1 16.0
Los Angeles 8/184 (4.3) 26 21.7
San Francisco /146 (6.2) 21 71.9

*Includes 45 women (=16 years of age) from Miami and one from Newark who were born in countries
where heterosexual transmission is believed to play a major role.

fRate based on the number of females (=16 years of age) reported as residing in the urban area or
place of study (26).

during the past 5 years. Eleven percent of 546 prostitutes with unprotected vaginal exposure
were HIV-antibody positive; none of 22 prostitutes whose partners always used condoms
were seropositive {p = 0.10 after controlling for IV-drug abuse).

Reported by: JB Cohen, PhD, C Wofsy, MD, Association for Women’s AIDS Research and Education
(AWARE), University of California, San Francisco; P Gill, MD, S Aguilar, University of Southern California
Cancer Center, Los Angeles, California. J Witte, MD, W Bigler, PhD, Florida Dept of Health and Rehabilita-
tive Svcs, Tallahassee, Florida. RK Sikes, DVM, T Leonard, MA, Georgia Dept of Human Resources, Atlan-
ta, Georgia. J French, MA, J Massey, C Sterk, Drs, New Jersey State Dept of Health, Trenton, New
Jersey. O Ravenholt, MD, R Reich, C Campbell, PhD, Clark County Health District, Las Vegas, Nevada. J
Potterat, L Phillips, £l Paso County Health Dept, Colorado Springs, Colorado. AIDS Program, Center for In-
fectious Diseases, CDC.

Editorial Note: The collaborative study reported here was designed to determine the preva-
lence of HIV infection in female prostitutes in selected U.S. cities and the risk factors for infec-
tion in these women. Seroprevalence in study participants so far has varied widely from city
to city and tends to parallel the cumulative incidence of AIDS in women in these areas. The
major risk factor for HIV infection in prostitutes appears 1o be IV-drug abuse. Women with un-
protected vaginal exposures also appear to be at greater risk than those whose male partners
always used condoms. When used properly and consistently with each sexual exposure, latex
condoms should greatly reduce the sexual transmission of HIV (7,71,19).

Efforts to stop the spread of HIV infection in prostitutes and to their sexual partners require
multiple approaches. These might include counseling and HIV-testing programs for individuais
at risk for infection, additional control measures by local public health and law enforcement
agencies, and the involvement of voluntary and other social service organizations.

Persons who continue to engage in prostitution remain at risk for acquiring and transmit-
ting HIV. Prostitutes and their consorts should be provided counseling services and voluntary
testing for HIV antibody (20-22). Seronegative persons who continue to engage in prostitu-
tion should insist on the use of condoms to reduce their own chances of infection. Seroposi-
tive prostitutes should know that the only certain way of preventing sexual transmission of
the virus is to abstain and not engage in prostitution. Seropositive persons who continue to
engage in prostitution should insist on the use of condoms to prevent transmission of the
TABLE 2. Risk factors for HIV antibody in female prostitutes and for AIDS in women, by
race or ethnic group — selected cities, United States, March 10, 1987

Female prostitutes* Women with apst

HIV-antibody Percent Percent
positive/tested positive No. of total

Black or Hispanic
1IV-drug abuser 31/124 (25.0) 108 {43.0)
Other, unknown 12/156§ 7.7 143 57.0)
Total 43/280 {15.4) 251 (100.0)

White or other

\V-drug abuser 16/157 {10.2) 26 (63.1)
Other, unknown 3/1279 (2.4) 23 {46.9)
Total 19/284 (6.7) 49 (100.0)

*Analysis restricted to the 564 study participants (of 835 tested) who answered the question regarding
IV-drug abuse.

*Includes 46 women who were born in countries where heterosexual transmission is believed to play a
major role, who were reported to CDC as meeting the surveillance case definition for AIDS, and who
were residents of one of the seven research sites. )
§Odds ratio = 4.0; 95% confidence interval = 2.0-8.2.

1]Odds ratio = 4.7; 95% confidence interval = 1.3-16.5.
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virus to others. IV-drug abusers should be offered treatment for their addictions and warned
not to share needles or syringes. ‘

State and local governments are approaching the problem of HIV infection in prostitutes in
a variety of ways. Since March 1986, the Nevada Board of Health has required prostitutes in
county-licensed brothels to be tested for HIV antibody as a condition for employment and
monthly thereafter. If a woman is seropositive, she is denied employment as a prostitute.
Since October 19886, Florida has required convicted prostitutes to be tested for STDs, includ-
ing HIV. It is a misdemeanor in Florida for anyone who has tested positive for HIV and has
been informed of the result to engage in prostitution. in Atlanta, the Mayor’s Task Force on
Prostitution has recommended educational materials for prostitutes, clients, and law-
enforcement officers as well as voluntary testing for STDs (including assays for HIV antibody)
for everyone arrested for sexual offenses and their steady partners.

Traditionally, medical care, therapy for drug addiction, welfare benefits, and vocational
rehabilitation have not been routinely offered to women apprehended for prostitution (23-25).
Now some organizations are introducing innovative approaches to male, as well as female,
prostitutes. The California Prostitutes Education Project attempts to warn prostitutes about
the dangers of unprotected exposures and provides educational sessions on how to preventin-
fection. Children of the Night (Los Angeles), Covenant House (New York City}, Orion House
(Seattle), and other social-service organizations offer counseling and sanctuary to homeless
adolescents, including those involved in prostitution. State and local health departments often
work closely with these organizations to provide voluntary testing and treatment for STDs.
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Disseminated Gonorrhea Caused
by Penicillinase-Producing Neisseria
gonorrhoeae — Wisconsin, Pennsylvania

During the period August-September 1986, CDC received four reports of disseminated
gonococcal infection {DGI} caused by penicillinase-producing Neisseria gonorrhoeae (PPNG).

Cases 1 and 2: A 28-year-old woman (Patient 1) was admitted to a Racine hospital on
August 4, 1986, with a 1-week history of arthritis of the left knee with effusion. Synovial and
cervical cultures were both positive for PPNG. She was treated for 2 days with intravenous
penicillin. When the culture results became known, her therapy was changed to ceftriaxone,
500 mg once daily. Despite the change in therapy, the knee remained swollen. Even though
the dosage of ceftriaxone was increased to 1 g every 12 hours, the knee had to be surgically
drained on August 14. The woman recovered rapidly and was discharged 1 week later.

The index patient’s only recent sexual partner (Patient 2) was examined on August 8. He
had had urethritis for 1 week and a swotlen, painful left wrist for 2 weeks. Nine days earlier,
he had been treated for the wrist symptoms with a non-steroidal, anti-inflammatory agent.
Upon examination, the patient had purulent urethritis and a tender, slightly swollen wrist.
Urethral culture was positive for PPNG. The wrist was not cultured. He was treated intramus-
cularly with 2 g of spectinomycin and recovered completely.

Case 3: A 20-year-old woman seen in an emergency room in Philadelphia had had wrist
pain for 1 week and pain in the right knee, ieft ankle, and the dorsum of the ieft hand for 3
days. On physical examination, she was febrile, had tenosynovitis of the extensor tendons of
the left hand, and had effusion of the right knee and ankle. Arthrocentesis of the knee yielded
purulent fluid which grew PPNG. A cervical culture was also positive for PPNG. Initially, she
was treated intravenously with penicillin; therapy was changed to cefotaxime when culture re-
sults became available. She recovered completely.

Case 4: A 52-year-old woman seen in a Philadelphia emergency room had had pain in the
right wrist and third finger of the left hand for 2 days. She was febrile, and the right wrist and
proximal interphalangeal joint of the left third finger were swollen and tender. Arthrocentesis
of the wrist yielded purulent fluid that grew PPNG. She was treated intravenously with penicil -
lin. Therapy was changed to intravenous ceftriaxone when culture results became available.
She recovered completely.
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Antibiotic-susceptibility testing, auxotype, protein | serovar determination, and plasmid
analysis of isolates from all patients were performed at CDC. Al isolates were resistant to
penicillin {minimum inhibitory concentration [MIC] 1-8 ug/ml), and all demonstrated moderate
chromosomally mediated resistance to tetracycline (MIC range: 0.5-4.0 ug/ml) and to cefoxi-
tin (MIC range: 0.5-2.0 ug/ml). All were sensitive to spectinomycin and ceftriaxone. All iso-
lates were auxotype/serovar class Pro~/IA-6, and all contained the 2.6 megaDalton (mDal)
cryptic plasmid, the 3.2 mDal B-lactamase plasmid, and the 24.5 mDal conjugative plasmid.
Despite the similarity of the isolates, suggestive of a clonal origin, no linkage could be

demonstrated between the two Philadelphia patients or between either Philadelphia patient
and the Wisconsin patients.

Rgported by: DW Miller, MD, GA Shove, MD, Racine; T Jones, E Jensen, JP Davis, MD, State Epidemiolo-
gist, lDept of{Hea/th and Social Sves, Madison, Wisconsin, C Pritchard, MD, S Berney, MD, Temple Uni-
ver;lty Hospital, Philadelphia; JA Boscia, MD, LM Bush, MD, Medical C ollege of Pennsylvania, Philadel-
phia; M Goldberg, H Heineman, MD, D Green, R Sharrar, MD, Philadelphia Dept of Public Health; E Witte
VMD, MFPH, State Epidemiologist, State Dept of Health, Harrisburg, Pennsyivania. Sexually Transmittec;
Disease Laboratory Program, Center for Infectious Diseases. Epidemiology Research Br. Program Svcs Br,
Div of Sexually Transmitted Diseases, Center for Prevention S ves, COC. '

Editorial Note: DGI, a serious complication of gonorrhea, is estimated to occur in 0.5%-1.0%
of all gonococcal infections. Tenosynovitis and septic arthritis are the two most common clini-
cal syndromes (7). :

Published reviews have reported that DGI is predominantly caused by organisms which
are extremely susceptible to antibiotics and are more likely to be nutritionally fastidious,
requiring arginine, hypoxanthine, and uracil for growth (A"H U~ auxotype) (2-4}. This may
have led to the mistaken impression that antibiotic-resistant strains of N. gonorrhoeae do not
“cause DGI.

Cases of DGl caused by PPNG are being reported more frequently {5-7). There have also
been reports of DGI caused by gonococci with chromosomally mediated resistance to penicil-
lin {8). Furthermore, in a recent, large prospective study, DGl isolates were no more suscepti-
ble to antibiotics than isolates from localized anogenital gonorrhea (9).

Patients with DGI caused by resistant gonococcal strains should be hospitalized and treat-
ed with ceftriaxone (1-2 g/day intravenously) until signs and symptoms resolve. Daily outpa-
tient therapy with either ceftriaxone (250 mg intramuscularly) or an oral regimen defined
either by in-vitro susceptibility tests should follow, for at least 1 week of antimicrobial thera-
py. When an infection does not respond to appropriate antimicrobial therapy, surgical drain-
age should be considered.

Less than 50% of synovial-fluid cultures in gonococcal arthritis are positive. Therefore,
antibiotic-resistant N. gonorrhoeae should be considered in culture-negative, clinically diag-
nosed cases of gonococcal arthritis that do not respond to standard antimicrobial therapy.

In 1986, 16,608 PPNG infections were reported to CDC (70), a 90% increase from 1985.
As the incidence of PPNG and other resistant strains increases, there is likely to be an increase
in the incidence. of DG! caused by antibiotic-resistant M. gonorrhoeae.
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Progress Toward Achieving the National 1990 Objectives for
Sexually Transmitted Diseases

The health objectives for the nation, established in 1979 (7), inciuded 11 goals relating to
the control of sexually transmitted diseases (STDs). Five are considered appropriate areas for
federal involvement: gonorrhea, gonococcal pelvic inflammatory disease, syphilis, provider
awareness, and student awareness. A statement of each of these objectives and the progress
toward their achievement follows:

By 1990, reported gonorrhea incidence should be reduced to a rate of 280 cases per
100,000 population.

During the 1960s, reported gonorrhea rates increased approximately 15% per year. In

1972, a national gonorrhea control program was initiated, and, by 1975, the rapid increase

had halted. The rate of decline was slow through 1979, but it accelerated from 1979 to |

1984 {Figure 1). Then, in 1985, overall gonorrhea rates increased slightly, reversing the

downward trend that had lasted for a decade (2). In 1986, total gonorrhea rates decreased to
372 cases per 100,00 population, returning to the 1984 level. However, all 9f the 1986 de-
cline occurred among males; gonorrhea rates among females continued to increase. it now
appears that the 1990 target of 280 cases per 100,000 popula.tio.n may nqt be met. O'ne of
the primary factors limiting the effective control of gonorrhea wnth-m the Umt?d States is the
epidemic of organisms that are resistant to stand;rd therapies (Figure 2). .Slnce 1984, th'e
number of resistant strains has been increasing rapidly. Reported numbers increased 98% in
1985 and an additional 9% in 1986 (3).

By 1990, reported incidence of gonococcal pelvic inflammatory
duced 1o a rate of 60 cases per 100,000 females.

disease should be re-
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Based on. 1 984 rates, the 1990 objective addressing gonococcal pelvic inflammatory dis-
ease (GPID) IS. likely to be achieved. However, GPID accounts for less than half of all Ir\zc in
flammatory disease (PID). For example, Ch/amydia trachomatis infection is estimat:; to ac:
count for one-quarter to one-half of all PID cases occurring each year (4). Therefore, in 1985
the Public Health Service (PHS) broadened the original emphasis of this objective t'o include.
all PID. CDC has established a target of 560 PID cases per 100,000 population by 1990. Cur-
rently, data from the Hospital Discharge Survey conducted by the National Center for H'ealth

Statistics and the National Dr i indi
SRy ug and Therapeutic Index indicate a trend toward a decline in the

FIGURE 1. Incidence of gonorrhea by year — United States, 1970-1990
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By 1990, the reported incidence of primary and secondary syphilis should be reduced to
7 cases per 100,000 population per year, with a reduction in congenital syphilis to 1.5
cases per 100,000 children under 1 year of age. -

Rates of primary and secondary syphilis decreased markedly between 1982 and 1986
{Figure 3). The majority of the decrease has occurred in males and probably reflects behavioral
changes among homosexual males in response to acquired immunodeficiency syndrome
(AIDS) prevention recommendations (5). Behavioral changes among populatiorrs at high risk
for AIDS are likely to resultinfower incidence rates for other STDs in these same groups (6,7).

Reported rates of congenital syphilis among infants reached an all-time low of 3.0 cases
per 100,000 live births in 1980, but, with the exception of FY 1982, have increased steadily
since then. The 1986 rate was almost 13% higher than the 1985 rate, with three-fourths of
the cases occurring in California, Florida, New York, and Texas. Several factors have con-
tributed to the apparent increase. They include improved national surveillance, increased
emphasis on reporting of stillbirths attributable to syphilis, and actual increases in the rate of
infectious syphilis among females of childbearing age (8).

By 1990, at least 95% of health care providers seeing patients with suspected cases of
sexually transmitted diseases should be capable of diagnosing and treating all currently
recognized sexually transmitted diseases. ...

FIGURE 2. Cases of gonorrhea involving resistant strains — United States, 1976— 1986
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Although training for heaith care professionals in the treatment of STDs has improved in
recent years, it is still short of the necessary quality and scope. Since 1979, PHS has empha-
sized four approaches to improving the training of clinicians treating STD patients. First, 10
STD Prevention/Training Centers were established to improve the diagnostic, therapeutic, and
patient management skills of mid-career clinicians directly involved with STD patients (9).
Second, PHS has funded the development and pilot testing of STD curricula in six medical
schools. A survey in 1986 found that, in these medical schools, STD training had increased to
an average of 10 hours per student (CDC, unpublished data). The same survey showed that
44% of medicat schools had no clinical curriculum on STDs. Third, PHS has funded an increas-
ing number of STD Research Training centers to encourage young scientists to pursue an aca-
demic careerin STD research {70). Fourth, PHS has funded the development of an instructional
package for clinicians who do not frequently see STD patients in their practices. This package
should be available by late fall 1987. Despite these efforts, it is unlikely that this objective will
be met by 1990. Making a meaningful impact on medical school training will require more in-
tensive marketing of the value of the STD curriculum and followup on these efforts.

By 1990, every junior and senior high school student in the United States should be re-
ceiving accurate, timely education about sexually transmitted diseases.

No systematic measures of this objective are available. In 1983, the Gallup Institute Youth
Survey found that only one-third of high school respondents considered themselves “very in-
formed”, and almost one-half considered themselves “somewhat informed” about STDs
{Gallup Institute, unpublished data). CDC has since placed more emphasis on behavioral
knowledge and attitudes related to biological facts. Principally through state STD units, CDC
actively promotes adoption of STD education for junior and senior high school students. In-
creased attention to school-based education as a way to prevent AIDS should improve knowl-

edge, attitudes, and behaviors affecting other STDs as well.

Reported by: Office of Disease Prevention and Health Promotion, Public Health Svc, DHHS. Div of Sexual-
ly Transmitted Diseases, Center for Prevention Sves, COC.
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FIGURE 3. Primary and secondary syphilis incidence rates* —
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Editorial Note: Between the time of establishing the health objectives for the nationin 1979
and the third review of progress toward their achievement in November 1986, the national
STD .status has followed an irregular course. During this interval, a major new s;xually trans-
missible agent. human immunodeficiency virus (HIV), has come to dominate the field. More-
over, the variety and burden of STDs have increased markedly. More than 50 diseas;es and
§yndromes account for over 13 million cases and 7,000 deaths annually from STDs, exclud-
;nngn;::ﬁys. The costs of treating PID and its sequelae alone are estimated to exceed $2'.6 billion

The population at risk for STDs increased markedly between 1970 and 1980, with the
coming of age of the “baby boom” cohort and the increased sexual activity among’ this seg-
ment of the population (77). This factor greatly influenced trends in both bacterial and viral
f;l':: |f:::: 1?79 hto 1986b. However, in the 1980s, as this group has becomd older and their

aviors have stabili ievi : j

s hava oo, lized, the chances for progress toward achieving the 1990 objec-

STD control for the balance of the 1980s and into the next decade will focus on the pri-
mary p.reventiqn of all sexually transmitted infections, especially the persistent viral infections
for.whuch na thbrap_ieg or vaccines exist. This new emphasis will require a shifting of priorities,
which have historicatly b_een focused on secondary prevention efforts. However, if current pri-'
mary prevention efforts are successful, an overall reduction in all STDs will resuit.
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Self-Reported Changes in Sexual Behaviors
Among Homosexual and Bisexual Men from the
San Francisco City Clinic Cohort

From January 1978 through April 1980, approximately 6,700 homosexual and bisexual
tted diseases in San Francisco were enrolled in stud-

atitis B virus infection (7). Approximately 1,300

participants answered standardized questions regarding their sexual practices. From Decem-
per 1983 through December 1985, a random sample from this study group was.asked to pgr—
ticipate in studies of the acquired immunodeficiency syndrome (AIDS) by providing further in-
formation about their sexual behaviors {2.3). Study results show that homosexual and
bisexual men in San Francisco have considerably reduced both their number of nonsteady

sexual partners and their participation in specific sexual practices associated with increased
risk of human immunodeficiency virus (HiV) infection, especially receptive anal intercourse.

Questionnaires administered to a subset of 126 members of this random sample in 1978,
1984, and 1985 provided data on their number of steady and nonsteady male partners in the

4 months preceding each interview. The numbers of steady partners {individuals with whom
the participant had had sexual contact on three or more occasions during the 4-month
period) rose from a mean of 1.6 per person in 1978 to 2.5 per person in 1984, then de-
creased to 1.5 in 1985. Numbers of nonsteady partners (defined as individuals with whom
the participant had had sexual contact only once or twice) decreased from a median of 16 per
person (mean = 29.3) during the 4-month period in 1978 to 3 (mean = 14.5) in 1984. By
1985 the median was 1 {(mean = 5.5).

Participants also reported the percentage of time in the preceding 4 months that their
sexual contacts with male partners included penetration or exchange of body fluids. To esti-
mate a risk index of sexual activities that may have resulted in exposure to HIV in the previous
4 months, the percentage of time the participant engaged in each of several types of sexual
behaviors was multiplied by the number of steady and nonsteady male partners during the
same period. .

The risk index for receptive anal intercourse with nonsteady partners decreased 90% be-
tween the two interview periods in 1978 and 1985. The risk index for receptive anal inter-
course with a steady partner remained close to zero for each of the three 4-month periods in
1978, 1984, and 1985.

Although the risk index for receptive orogenital contact with nonsteady partners declined
by 68% from 1978 to 1985, the decrease was not as striking as the decline in receptive anal
intercourse. The risk index for receptive orogenital contact with steady partners remained low
and relatively constant during this 7-year period.
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Indices of exposure risk for insertive sexual contacts were also estimated. The risk index
for insertive anal intercourse with nonsteady partners decreased 33% from 1‘978 to 1985,
while the risk index for insertive orogenital contact with nonsteady partners-declined 83%
during the same period. Exposure risk for both insertive anal and orogenital contact with
steady partners remained low and relatively constant between 1978 and 1985.

Information on condom use among these 126 men is unavailable; however, data collected
during a pilot study in 1983 suggested that > 35% of the men in the cohort did not use con-
doms during anal intercourse at that time (CDC, unpublished data). Preliminary data collected
since November 1986 on a group of 104 cohort members indicate that approximately 33%
of this group had anal intercourse at least once in the previous 4 months without using a
condom {CDC, unpublished data). The majority (73%) of these unprotected sexual contacts
were with steady partners. '

Reported by: D Werdegar, MD, P O'Malley, T Bodecker, N Hessol, D Echenberg, MD, PhD, San Francisco
Dept of Public Health. AIDS Pragram, Center for Infectious Diseases, COC.

Editorial Note: Examination of trends in self-reported behavioral change provides an oppor-
tunity to indirectly evaluate educational efforts aimed at reducing high-risk behaviors. Within
the time frame of this study {1983-1985), the Public Health Service recommended that
members of high risk groups reduce their number of partners and avoid sexual contact with
anyone known or suspected of having AIDS (4}. In addition, the San Francisco Department of
Public Health, in cooperation with the San Francisco AIDS Foundation, has implemented an
extensive risk reduction program aimed at reducing high-risk sexual behavior in homosexual
and bisexual men during this time period (5). Participants from this and other studies report
significant reductions in certain high-risk behaviors (6-8). Ninety percent of the sample from
this study reduced their number of nonsteady partners. The median number of partners de-

clined from 16 in 1978 to 1 in 1985. Thirty-four percent of the men reported having only one
or no partners during the preceding 4 months in 1985.

However, in 1985, some of the men in this survey still reported having sexual contact with
multiple partners or engaging in high-risk behaviors. The results from this study suggest that
the major source of exposure to HIV in 1978, 1984, and 1985 may have been unprotected
sexual contacts with nonsteady partners. However, unless steady partners are known to be
seronegative for HIV infection, the potential for exposure through sexual contacts with steady
partners cannot be discounted either. Because of the high prevalence of HIV infection in
homosexual men (9), the Public Heaith Service recommendations presently state that high-
risk individuals should abstain or limit their sexual contact to one steady partner. Furthermore,
those at risk should protect themselves during sexual activity with any possibly infected
person by taking precautions against contact with the person’s blood, semen, urine, feces,
saliva, or cervical or vaginal secretions (70).

Although homosexual and bisexual men.in San Francisco are generally aware of the guide-
lines for avoiding transmission of HIV, there is, for some men, a discrepancy between their
knowledge of these guidelines and their behavior (6, 7). These individuals need to be studied
more intensively so that educational programs appropriate for this subgroup may be devel-
oped. Additional study of those who have already changed their behavior may also be helpful
in identifying key factors motivating reductions in high-risk sexual behaviors.
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Epidemiologic Notes and Reports

Early Syphilis — Broward County, Florida

During the 1980s, the number of early syphilis (primary, secondary, and early latent) cases in
Broward County, Florida, has increased— from 328 in 1980 to over 1,150 in 1986 (Figure 2),
with a peak in the last half of 1985. From 1984 to 1985, primary and secondary (P&S) syphilis
accounted for most of the increase in Broward County.

This upward trend in P&S syphilis in Broward County contrasts with the general downward
trend observed from 1982 to 1985 in both Florida and the rest of the United States (Figure 3).

" However, Florida, with 37.6 cases per 100,000 population in 1988, still has the highest rate of
P&S syphilis in the country.

In 1985, rates of early syphilis in Broward County were highest in the 20- to 24-year-old
age group and were 446/100,000 for men and 290/100,000 for women in this group. Rates
FIGURE 2. Early syphilis cases, by quarter and stage — Broward County, Florida,
1980-1986
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of early syphilis adjusted for race were 730/100,000 for blacks, 21/100,000 for whites, and
50/100,000 for Hispanics. Ninety-six percent of cases among women occurred among those
of childbearing age (15-44 years of age). As a result, the number of cases of congenital syph-
ilis increased to 25 in 1986; 10 had been reported in 1985, and six, in 1984.

Two studies were performed to identify characteristics of patients reported during the
months of greatest increase. First, surveillance data routinely gathered on all patients with
early syphilis from 1980 through 1985 were reviewed. Second, detailed clinical and behavior-
al data were coliected from interview records of a systematic 25% sample of patients diag-
nosed with syphilis in 1985. These data included reason for seeking medical attention, ad-
dress of residence, sexual preference for males, and history of prostitution for females. These
two data sets were compared with surveillance data from previous years.

In 1985, early syphilis cases occurred primarily among heterosexual blacks in Broward
County. Eighty percent (836) of reported cases occurred among blacks; 18% (187), among
whites; and 2% (20), among Hispanics. In contrast, the percentage of syphilis cases among
blacks had ranged from 48% to 64% during the 4 previous years. Heterosexual males, who
represented 39% of reported male patients in 1982, constituted 80% of male patients by
1985. Over 70% of early syphilis patients reported in 1985 lived in 11 census tracts that
together contained less than 15% of the 1,162,031 residents of Broward County. The
median income in these census tracts is < $15,000 per year. The concentration of cases clus-
tered in these census tracts was greater in the latter part of 1985 than in the earlier part of
that year.

These resuits prompted further investigation. The systematic 25% sample collected for
1985 was extended to include a similar sample of cases reported in the last 6 months of
1984 and the first 3 months of 1986. The sample was then divided into two periods: July 1,
1984, through June 30, 1985, the interval immediately preceding the rapid increase in report-
ing of cases {endemic cases), and July 1, 1985, through March 31, 19886, the interval of
greatest increase (epidemic cases). Female patients diagnosed during the epidemic months
were significantly more likely to be prostitutes than those reported during the prior 12
months (odds ratio [OR] = 2.5, 95% confidence interval [Cl] = 1.1-6.1). Male patients were
significantly more likely to be exclusively heterosexual than those reported in prior months
(OR = 2.07, 95% CI = 1.1-3.9). During the 9 epidemic months as compared with the previous
endemic months, more patients were examined for lesions and symptoms, and fewer patients
were identified either during screening or as sexual partners of infected persons (OR = 1.87,
95% CI = 1.2-2.8). Thus, the ratio of symptomatic (P&S) to asymptomatic (early latent) pa-
tients increased from 0.9 : 1 in the endemic period to 1.3 : 1 in the epidemic period.

The Broward County Department of Health responded to these increases in early syphilis
by intensifying surveillance efforts, including active surveillance of laboratories that perform
serologic tests for syphilis. Moreover, serologic screening was increased in the high-
prevalence census tracts and in high-risk populations, including jail inmates of both sexes.
County facilities providing prenatal care intensified their rescreening program for asymp-
tomatic women during the third trimester. The ratio of symptomatic to asymptomatic patients
decreased, from 1.9 : 1 in the first quarter to 1.4 : 1 in the second quarter of 1986. In the last
quarter of 1986, a decrease in early syphilis was observed.

Reported by: C Konigsberg, MD, Broward County Dept of Public Health; JJ Witte, MD, M Wilder, MD,
Acting State Epidemiologist, Florida Dept of Health and Rehabilitative Svcs. Epidemiology Research Br,
Program Svcs 8r, Div of Sexually Transmitted Diseases, Center for Prevention Svcs, COC.

Editcrial Note: The increase in early syphilis in Broward County, as in another outbreak in the
1980s (7), was largely due to heterosexual transmission. In addition, female prostitution,

FIGURE 3. Rates of primary and secondary syphilis — United States, Florida, and Bro-
ward County, 1980-1986
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which has contributed to syphilis transmission in other outbreaks (7,2), appears to have
played an increasing role in early syphilis occurring in Broward County. Moreover, early syph-
ilis cases are concentrated largely in low-income areas of the county.

Along with national trends (3), early syphilis cases among male homosexuals in Broward
County are decreasing both in absolute numbers and in the percentage of total cases. This
may be partially explained by changes in lifestyle among male homosexuals in response to the
threat of acquired immunodeficiency syndrome. Such changes may reduce their acquisition
of syphilis, as it may have reduced their rate of infection with other sexually transmitted
pathogens (4,5).

The high rate of early syphilis in women of childbearing age has contributed to increases
cases of congenital syphilis. Prenatal serologic testing for syphilis at the initial visit and in the
third trimester (6) has been widely implemented and should increase the identification of
asymptomatic infected women and prevent congenital syphilis infections. High priority is
being given to identifying and treating sexual partners of heterosexual male patients to inter-
rupt transmission to women within the community and to detect infections in women befure
they become pregnant.

The syphilis problem in Florida is not restricted to Broward County. However, serologic
screening of sexually active residents of high-incidence areas and in high-risk populations is
increasing the number of diagnoses of asymptomatic cases in Broward County. Throughout
Florida, contact tracing (7) and serologic screening (8) of populations at risk are being used
to identify asymptomatic infected persons and thereby to control the spread of syphilis.
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Current Trends

Classification System for Human immunodeficiency Virus
(Hi1V) Infection in Children Under 13 Years of Age

INTRODUCTION

With the identification of the causative agent of the acquired immunodeficiency syndrome
(AIDS), a broad spectrum of clinical manifestations has been attributed to infection with the
human immunodeficiency virus (HIV). With the exception of the CDC surveillance definition
for AIDS (7,2), no standard definitions for other manifestations of HIV infection have been de-
veloped for children. Classification systems published to date have been developed primarily
to categorize clinical presentations in adult patients and may not be entirely applicable to in-
fants and children (3-5).

Physicians from institutions caring for relatively large numbers of HiV-infected children
report that only about half of their patients with symptomatic illness related to the infection
fulfill the criteria of the CDC surveillance definition for AIDS (6, 7).

To develop a classification system for HIV infection in children, CDC convened a panel of
consultants* consisting of clinicians experienced in the diagnosis and management of children
with HIV infection; public health physicians; representatives from the American Academy of
Pediatrics, the Council of State and Territorial Epidemiologists, the Association for Maternal
Child Health and Crippled Children’s Programs, the National Institute on Drug Abuse/Alcohol,
Drug Abuse and Mental Health Administration, the National Institute of Allergy and Infectious
Diseases/National Institutes of Health, and the Division of Maternal and Child Health/Health
Resources and Services Administration; and CDC.

GOALS AND OBJECTIVES OF THE CLASSIFICATION SYSTEM

The system was designed primarily for public heaith purposes, including epidemiologic
studies, disease surveillance, prevention programs, and heaith-care planning and policy. The
panel attempted to devise a simple scheme that could be subdivided as needed for different
purposes.

*P Brunell, MD, R Daum, MD, American Academy of Pediatrics; J Chin, MD, State Epidemiologist, Califor-
nia Dept of Health Svcs; L Cooper, MD, St Luke’'s-Roosevelt Hospital Center, New York City; J Oleske,
MD, MPH, L Epstein, MD, Univ of Medicine and Dentistry of New Jersey; N Luban, MD, Children’s Hospi-
tal National Medical Center, Washington, DC; S Mailloux, MD, Assoc of Maternal Child Health and Crip-
pled Children’s Programs; S Pawha, MD, North Shore Univ Hospital, Cornell University Medical Center,
Manhassett, NY; G Scott, MD, Univ of Miami School of Medicine; R Stiehm, MD, Univ of California, Los
Angeles; P Thomas, MD, New York City Dept of Health; D Wara, MD, Univ of California, San Francisco,
D Williams, MD, Los Angeles County Hospital; J Witte, MD, MPH, Fiorida Dept of Health and Rehabilita-
tive Svcs.

DEFINITION OF HIV INFECTION N CHILDREN (Table 1}

ideally, HIV infection in children is identified by the presence of the virus in blood or
tissues, confirmed by culture or other laboratory detection methods. However, current
tests—including culture—for detecting the virus or its antigens are not standardized and are
not readily available. Detection of specific antibody to the virus is a sensitive and specific in-
dicator of HIV infection in adults, since the majority of adults with antibody have had culture
evidence of infection {8-70). Similar studies involving children have not been reported. Also,
the presence of passively transferred maternal antibody in infants limits the interpretation of a
positive antibody test result in this age group. Most of the consultants believed that passively
transferred maternal HIV antibody could sometimes persist for up to 15 months. For this
reason, two definitions for infection in children are needed: one for infants and children up to
15 months of age who have been exposed to their infected mothers perinataily, and another
for older children with perinatal infection and for infants and children of ail ages acquiring the
virus through other means.

infants and children under 15 months of age with perinatal infection —Infection in in-
fants and children up to 15 months of age who were exposed to infected mothers in the
perinatal period may be defined by one or more of the following: 1) the identification of the
virus in blood or tissues, 2) the presence of HIV antibody as indicated by a repeatedly reactive
screening test le.g., enzyme immunoassay) plus a positive confirmatory test (e.g., Westemn
blot, immunofluorescence assay) in an infant or child who has abnormal immunologic test re-
sults indicating both humoral and cellular immunodeficiency (increased immunoglobulin
levels, depressed T4 [T-helper] absolute cell count, absolute lymphopenia, decreased T4/7T8
ratio) and who meets the requirements of one or more of the subclasses listed under class
P-2 (described below), or 3) the confirmation that a child’s symptoms meet the previously
published CDC case definition for pediatric AIDS (7,2). :

The infection status of other perinatally exposed seropositive infants and childrenup to 15
months of age who lack one of the above immunologic or clinical criteria is indeterminate.
These infants should be followed up for HiV-related iliness, and they should be tested at regu-

TABLE 1. Summary of the definition of HiIVinfection in children

infants and children under 15 months of age with perinatal infection
1) Virus in blood or tissues
or
2) HIV antibody
and
evidence of both cellular and humoral immune deficiency
and
one or more categories in Class P-2
or
3) Symptoms meeting CDC case definition for AIDS

Older children with perinatal infection and children with HIV infection acquired through other
modes of transmission

1} Virus in blood or tissues
or
2} HIV antibody
or
3) Symptoms meeting CDC case definition for AIDS
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lar intervals for persistence of antibody to HIV. Infants and children who become seronegative,
are virus-culture negative (if blood or tissue samples are cultured), and continue to have no
clinical or laboratory-confirmed abnormalities associated with HIV infection are unlikely to be
infected.

Older children with perinatal infection and children with HIV infection acquired
through other modes of transmission —HIV infection in these children is defined by one or
more of the following: 1) the identification of virus in blood or tissues, 2) the presence of HIV
antibody (positive screening test plus confirmatory test) regardless of whether immunologic
abnormalities or signs or symptoms are present, or 3) the confirmation that the child’s symp-
toms meet the previously published CDC case definition for pediatric AIDS (7,2).

These definitions apply to children under 13 years of age. Persons 13 years of age and
older should be classified according to the adult classification system (3).

CLASSIFICATION SYSTEM (Table 2)

Children fulfilling the definition of HIV infection discussed above may be classified into one
of two mutually exclusive classes based on the presence or absence of clinical signs and
symptoms (Table 2). Class Pediatric-1 (P-1) is further subcategorized on the basis of the
presence or absence of immunologic abnormalities, whereas Class P-2 is subdivided by
specific disease patterns. Once a child has signs and symptoms and is therefore classified in
P-2,'he or she should not be reassigned to class P-1 if signs and symptoms resolve.

Perinatally exposed infants and children whose infection status is indeterminate are classi-
fied into class P-0.

Class P-0. indeterminate infection. Includes perinatally exposed infants and children up
to 15 months of age who cannot be classified as definitely infected according to the above
definition but who have antibody to HIV, indicating exposure to a mother who is infected.

Class P-1. Asymptomatic infection. Includes patients who meet one of the above defini-

TABLE 2. Summary of the classification of HIV infection in children under 13 years of age
Class P-0. iIndeterminate infection
Class P-1. Asymptomatic infection

Subclass A.  Normal immune function
Subclass B. Abnormal immune function
Subclass C.  Immune function not tested

Class P-2. Symptomatic infection

Subclass A. Nonspecific findings
Subclass B. Progressive neurologic disease
Subclass C.  Lymphoid interstitial pneumonitis
Subclass . Secondary infectious diseases
Category D-1. Specified secondary infectious diseases fisted in the COC surveillance defini-
tion for AIDS
Category D-2. Recurrent serious bacterial infections
Category D-3. Other specified secondary infectious diseases
Subclass E.  Secondary cancers
Category E-1. Specified secondary cancers listed in the CDC surveillance definition for
AIDS
Category E-2. Other cancers possibly secondary to HIV infection
Subclass F.  Other diseases possibly due to HIV infection

tions for HIV infection but who have had no previous signs or symptoms that would have led
to classification in Class P-2.

These children may be subclassified on the basis of immunologic testing. This testing
should include quantitative immunoglobulins, complete blood count with differential, and T-
lymphocyte subset quantitation. Resuits of functional testing of lymphocytes (mitogens, such
as pokeweed) may also be abnormal in HIV-infected children, but it is less specific in compari-
son with immunoglobulin levels and lymphocyte subset analysis, and it may be impractical.

Subclass A - Normal immune function. Includes chiidren with no immune abnormalities

associated with HIV infection.

Subclass B - Abnormal immune function. Includes children with one or more of the com-

monly observed immune abnormalities associated with HIV infection, such as hypergam-

maglobulinemia, T-helper (T4) lymphopenia, decreased T-helper/T-suppressor {T4/T8)
ratio, and absolute lymphopenia. Other causes of these abnormalities must be excluded.

Subclass C - Not tested. Includes children for whom no or incomplete (see above) im-

munologic testing has been done.

Class P-2. Symptomatic infection. Includes patients meeting the above definitions for
HIV infection and having signs and symptoms of infection. Other causes of these signs and
symptoms should be excluded. Subclasses are defined based on the type of signs and symp-
toms that are present. Patients may be classified in more than one subclass.

Subclass A - Nonspecific findings. Includes children with two or more unexplained non-

specific findings persisting for more than 2 months, including fever, failure-to-thrive or

weight loss of more than 10% of baseline, hepatomegaly, splenomegaly, generalized lym-
phadenopathy (lymph nodes measuring at least 0.5 cm present in two or more sites, with
bilateral lymph nodes counting as one site), parotitis, and diarrhea (three or more loose

stools per day) that is either persistent or recurrent (defined as two or more episodes of di-

arrhea accompanied by dehydration within a 2-month period).

Subclass B - Progressive neurologic disease. Includes children with one or more of the

following progressive findings: 1) loss of developmental milestones or intellectual ability,

2) impaired brain growth (acquired microcephaly and/or brain atrophy demonstrated on

computerized tomographic scan or magnetic resonance imaging scan), or 3) progressive

symmetrical motor deficits manifested by two or more of these findings: paresis, abnormal
tone, pathologic reflexes, ataxia, or gait disturbance.

Subclass C - Lymphoid interstitial pneumonitis. Includes children with a histologically

confirmed pneumonitis characterized by diffuse interstitial and peribronchiolar infiltration

of lymphocytes and plasma cells and without identifiable pathogens, or, in the absence of
a histologic diagnosis, a chronic pheumonitis—characterized by bilateral reticulonodular in-
terstitial infiltrates with or without hilar lymphadenopathy-—present on chest X-ray for a_
period of at least 2 months and unresponsive to appropriate antimicrobial therapy. Other
causes of interstitial infiltrates should be excluded, such as tuberculosis, Pneumocystis
carinii pneumonia, cytomegalovirus infection, or other viral or parasitic infections.
Subclass D - Secondary infectious diseases. Includes children with a diagnosis of an in-
fectious disease that occurs as a resuit of immune deficiency caused by infection with HIV.
Category D-1. Includes patients with secondary infectious disease due to one of the
specified infectious diseases listed in the CDC surveillance definition for AIDS: Pneu-
mocystis carinii pneumonia; chronic cryptosporidiosis; disseminated toxoplasmosis
with onset after 1 month of age; extra-intestinal strongyloidiasis; chronic isosporia-
sis; candidiasis {esophageal, bronchial, or puimonary); extrapulmonary cryptococco-
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sis; disseminated histoplasmosis; noncutaneous, extrapulmonary, or disseminated
mycobacterial infection (any species other than leprae); cytomegalovirus infection
with onset after 1 month of age; chronic mucocutaneous or disseminated herpes
simplex virus infection with onset after 1 month of age; extrapulmonary or dissem-
inated coccidioidomycosis; nocardiosis; and progressive multifocal leuko-
encephalopathy.
Category D-2. Includes patients with unexplained, recurrent, serious bacterial infec-
tions (two or more within a 2-year period) including sepsis, meningitis, pneumonia,
abscess of an internal organ, and bone/joint infections.
Category D-3. Includes patients with other infectious diseases, including oral candi-
diasis persisting for 2 months or more, two or more episodes of herpes stomatitis
within a year, or muitidermatomal or disseminated herpes zoster infection.

* Subclass E - Secondary cancers. Includes children with any cancer described below in

categories E-1 and E-2.

Category E-1. Includes patients with the diagnosis of one or more kinds of cancer
known to be associated with HIV infection as listed in the surveillance definition of
AIDS and indicative of a defect in cell-mediated immunity: Kaposi's sarcoma, B-cell
non-Hodgkin’s lymphoma, or primary lymphoma of the brain.

Category E-2. Includes patients with the diagnosis of other malignancies possibly as-
sociated with HIV infection.

Subclass F - Other diseases. Includes children with other conditions possibly due to HIV

infection not listed in the above subclasses, such as hepatitis, cardiopathy, nephropathy,

hematologic disorders (anemia, thrombocytopenia), and dermatologic diseases.

Reported by: AIDS Program, Center for Infectious Diseases, COC.

Editorial Note: This classification system is based on present knowledge and understanding
of pediatric HIV infection and may need to be revised as new information becomes available.
New diagnostic tests, particularly antigen detection tests and HIV-specific IgM tests, may lead
to a better definition of HIV infection in infants and children. Information from several natural
history studies currently under way may necessitate changes in the subclasses based on clini-
cal signs and symptoms.

A definitive diagnosis of HIV infection in perinatally exposed infants and children under 15
months of age can be difficult. The infection status of these HIV-seropositive infants and
children who are asymptomatic without immune abnormalities cannot be determined uniess
virus culture or other antigen-detection tests are positive. Negative virus cultures do not
necessarily mean the child is not infected, since the sensitivity of the culture may be low. De-
creasing antibody titers have been helpful in diagnosing other perinatal infections, such as
toxoplasmosis and cytomegalovirus. However, the pattern of HIV-antibody production in in-
fants is not well defined. At present, close follow-up of these children (Class P-0) for signs
and symptoms indicative of HIV infection and/or persistence of HIV antibody is recommended.

The parents of children with HIV infection should be evaluated for HIV infection, particular-
ly the mother. The child is often the first person in such families to become symptomatic.
When HIV infection in a child is suspected, a careful history should be taken to elicit possible
risk factors for the parents and the child. Appropriate laboratory tests, including HIV serclogy,
should be offered. If the mother is seropositive, other children should be evaluated regarding
their risk of perinatally acquired infection. Intrafamilial transmission, other than perinatal or
sexual, is extremely unlikely. ldentification of other infected family members aliows for ap-
propriate medical care and prevention of transmission to sexual partners and future children
(11,12).

The nonspecific term AIDS-related complex has been widely used to describe symptomat-
ic HIV-infected children who do not meet the CDC case definition for AIDS. This classificatioh
system categorizes these children more specifically under Class P-2.

The development and publication of this classification system does not imply any immedi-
ate change in the definition of pediatric AIDS used by CDC for reporting purposes (7,2).
Changes in this definition require approval by state and local health departments. However,

changes in the definition for reporting cases have been proposed by CDC and are awaiting
state and local approval.

Written comments are encouraged. They should be mailed to the AIDS Program, Center
for infectious Diseases, Centers for Disease Control, Atlanta, GA 30333.
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Epidemniologic Notes and Reports

Enterically Transmitted Non-A, Non-B Hepatitis — East Africa

Outbreaks of enterically transmitted non-A, ncn-B hepatitis occurred in 1985 and 1986 at
refugee camps for Ethiopians in Somalia and the Sudan.
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Somalia. From January 1985 to September 1986, more than 2,000 cases and 87 deaths
occurred at four refugee camps in Somalia; 40 (46%) of the persons who died were pregnant
women. The first outbreak among refugees occurred in Bixin Dhule, a holding camp in north-
western Somalia. During the period January-March 1985, there were 699 cases of acute
hepatitis and 13 deaths. Adults accounted for 81% of the cases and 92% of the deaths. From
April-June 1985, Gannet refugee camp had more than 400 cases and 16 deaths, including
nine (56%) among pregnant women.

After an outbreak was recognized at the Tug Wajale B refugee camp in northwestern
Somalia, intensive epidemiologic investigation and serologic testing of cases were begun. In
January 1986, there had been 2,500 refugees in this camp; an influx of new refugees had in-
creased the population to approximately 32,000 by August 1986. Starting in April 1986,
medical personnel at Tug Wajale B noticed a sharp increase in the number of hepatitis cases
among adult Ethiopian refugees. In addition, a number of staff members had contracted
hepatitis. Cases of hepatitis {diagnosed by the presence of scleral icterus) were identified by
reviewing camp medical records. The peak number of cases occurred from mid-May to mid-
June (Figure 1), about 6 to 7 weeks after the beginning of a rainy season. The majority (89%)
of these persons with clinical cases were young adults; an equal number of males and
females were affected. Symptoms associated with hepatitis were nausea, vomiting, dark
urine, fever, abdominal pain, itching, fatigue, and headache.

During this period, there were 30 deaths due to hepatitis. Sixteen of those who died were
pregnant women, four were non-pregnant women; nine were men; and one was a child. Only
four maternal deaths from other causes were recorded in these months. The fatality rate for
second- and third-trimester women with hepatitis was 17%.

A tent-to-tent survey involving 2,000 refugees revealed a 3% point prevalence of jaundice
in adults and an overall attack rate (April to mid-June) of 8%. Among children <15 years of
age, the point prevalence of jaundice was 0.2%, and the overall attack rate was 1.8%. Esti-
mates indicated that over 2,000 cases of clinical hepatitis occurred during the study period.

Amohg the Somali national staff the attack rate was 17%, whereas in expatriate medical per-
sonnel, the attack rate was 42%.
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virus and were considered to have acute cases of hepatitis A. The remaining 154 patients
were considered to have non-A, non-B hepatitis. A pool of serum collected from non-A,
non-B hepatitis patients cross reacted with stool samples from a Pakistani patient with known
enterically transmitted non-A, non-B hepatitis (7).

A questionnaire regarding the onset of acute jaundice among expatriate staff while work-
ing in eastern Sudan refugee camps during 1985 has been distributed to 17 agencies in-
volved. In addition, epidemiologic and clinical data are still being collected.

Reported by: S Gove, MD, MPH, A Ali-Salad, MD, MA Farah, MD, D Delaney, MJ Roble, J Walter, Somalia
Ministry of Health. N Aziz, MBBS, Sudan Commission on Refugees Health Unit. international Health Pro-
gram Office; Hepatitis Br, Div of Viral Diseases, Center for Infectious Diseases, CDC.

Editorial Note: Non-A, non-B hepatitis, which continues to be a diagnosis of exclusion, is
considered to have two distinct forms, which are transmitted by different routes and pre-
sumably caused by different viruses. The first, initially recognized as post-transfusion non-A,
non-B hepatitis, is seen commonly in North America and Europe, is epidemiologically similar
to hepatitis B, and is recognized most commonly after blood transfusions and parenteral drug
abuse. The second, enterically transmitted non-A, non-B hepatitis, is transmitted by the fecal-
oral route. This disease is known to cause large outbreaks of viral hepatitis and has been
reported in the Indian subcontinent (2-7), Burma (8), and Algeria (9). Frequently, large out-
breaks have been linked to a fecally contaminated water source or have occurred after heavy

rains in areas without systems for adequate sewage disposal. Person-to-person transmission
can occur.

ocr

Enterically transmitted non-A, non-B hepatitis has several characteristic epidemiologic fea-
tures. Its incubation period is approximately 40 days (as opposed to 30 days for hepatitis A
and 60-180 days for hepatitis B). Clinical disease is common among adults, but infrequent
among children. Pregnant women have a dramatically high mortality rate. Large outbreaks of
acute viral hepatitis among adults in areas where the population is immune to hepatitis A

should alert public health authorities to the presence of enterically transmitted non-A, non-B
hepatitis.
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Signs and symptoms of enterically transmitted non-A, non-B hepatitis are similar to those
of other forms of viral hepatitis, although generalized pruritus may be more common. The
majority of patients who are not pregnant recover completely, and there is no evidence of
chronic liver disease as a long-term sequela. Outbreaks of disease may be identified by the
suggestive epidemiologic pattern (especially the high mortality rate among pregnant women)
and the exclusion, through serologic testing, of other forms of viral hepatitis. Post-transfusion
non-A, non-B hepatitis has not been documented in communitywide outbreaks.

Currently, no serologic test is available for diagnosis; however, 27- to 30-nm virus-like
particles have been found by IEM in stool samples of patients in the early acute phase of infec-
tion (7,7,70), and hepatitis can be induced in two different species of primates with this
agent. Acute-phase antibody in sera may also be demonstrated by IEM.

In_an outbreak situation, emphasis must be placed on preventing transmission. Water
sources should be examined for fecal contamination. If the water supply is contaminated, all
water should be boiled or chlorinated before consumption. Efforts to reduce person-to-person
transmission by improving sanitation should be stressed. Immune globulin (1G) manufactured
in the West does not appear to be effective in preventing disease. The efficacy of IG from
endemic areas is unknown.

These reports mark the first time that this disease has been described as a problem in refu-
gee camps and the first time that the characteristic virus-like particles have been identified in
Africa. Refugee camps represent a fertile setting for the transmission of enterically transmit-
ted non-A, non-B hepatitis. These camps usually have inadequate sanitation and are over-
crowded. While contaminated drinking water was not a factor in this outbreak, this problem
may exist in other refugee camps. Fecally contaminated, standing rainwater may have facil-
itated transmission of disease at Tug Waijale B. Finally, refugee camps are sites of contact be-
tween susceptible refugees, who may have come from remote areas, and refugees who have
come from areas where this virus is endemic. Staff members working in refugee camps are
also at risk for acquiring this disease and should be careful to wash their hands after contact
with patients and before eating and smoking. Because of poor sanitary conditions in these
camps, enterically transmitted non-A, non-B hepatitis, like other enteric diseases, is likely to
be difficult to controi.

FIGURE 2. Reported cases of jaundice among Ethiopian refugees, by month — eastern
Sudan, June-December 1985
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Current Trends

Tuberculosis Provisional Data — United States, 1986

l.n 1986, a provisional total of 22,575 tuberculosis cases was reported to CDC. This was
an increase of 374 cases (1.7%) over the 1985 finai total of 22,201 cases (Figure 4}. In
1986, the provisional incidence rate was 9.4/100,000 population, a 1.1% increase from ihe
1985 final rate of 9.3/100,000.

Reported by. Div of Tuberculosis Control, Center for Prevention Svcs, CDC.

Editorial Note: For the period 1982-1984, the incidence of tuberculosis declined an average
of 1,706 cases (6.7%) a year. In 1985, this steadily downward trend halted when there was a
dgcline of 54 cases (0.2%). The increase in cases in 1986 marks the first substantial rise in in-
digenous tuberculosis morbidity in the United States since 1953, when national reporting of
tuberculosis was fully implemented.

While the reasons for this increase are not fully known, available evidence suggests that
persons infected with both the human immunodeficiency virus (HIV) and the tubercle bacillus
account for part of the change in morbidity (7-6). Matching of AIDS and tuberculosis regis-
tries in 24 states and four localities indicates that 645 (4.2%) of 15,181 patients with AIDS
have also had tuberculosis. In addition, an increase in tuberculosis among minorities (4}, the
homeless, and persons born in foreign countries may be contributing to the overall increa'se in

morbidity.

The impact of AIDS and HIV infection on tuberculosis morbidity in the United States would
be better understood if all health departments would match AIDS and tuberculosis registries.
Health departments should routinely offer HIV testing and counseling to patients with tuber-
culosis, and the confidentiality of results should be assured. Individuals with both HIV and
tubercutous infection should be managed according to recently published guidelines (7).
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FIGURE 4. Reported tuberculosis cases — United States, 1981-1986
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Trends in Human Immunodeficiency Virus Infection
Among Civilian Applicants for Military Service —
United States, October 1985-December 1986

Since October 1985, the U.S. Department of Defense has routinely tested civilian appli-
cants for serologic evidence of infection with human immunodeficiency virus (HIV) as part of
their preinduction medical evaluation {7). Results from the first 6 months of testing have

been reported previously (2,3). Results for the first 15 months provide the opportunity to ob-
serve trends of infection in this population.

Between October 1985 and December 1986, 789,578 civilian applicants for military serv-
ice were screened. Of these, 1,186 were confirmed as HiV-antibody positive by enzyme im-
munoassay and Western blot immunoelectrophoresis, for an overall rate of 1.5/1,000 indi-
viduals tested. Seroprevalence per 1,000 varied by age, sex, race and ethnicity, and region of
residence. By age, it was 0.6 for 17-20 year-olds, 2.5 for 21-25 year-olds, and 4.1 for those
= 26 years of age. By sex, it was 1.6 for males and 0.6 for females. By race and ethnicity,
seroprevalence per 1,000 was 0.8 for whites, 4.1 for blacks, 2.3 for Hispanics, 1.0 for Ameri-
can Indians or Alaskan Natives and Asian or Pacific Islanders. Table 1 shows the seropreva-
lence among civilian applicants by region of residence.

TABLE 1. Prevalence of HIV antibody* among civilian applicants for military service, by
age group and region of residence — October 1985-December 1986

Age Group (Years)

Region +

17-20 21-25 =26 All Ages
New England 0.4 1.0 38 0.9
Middle Atlantic 0.7 4.6 10.0 29
EN Central 0.4 1.8 1.9 0.9
WN Central 0.2 1.0 1.8 0.6
South Atlantic 09 34 54 21
ES Central 0.4 1.9 1.3 0.9
WS Central 0.6 2.7 3.0 1.6
Mountain 0.3 15 1.9 0.9
Pacific 0.8 1.5 4.0 1.5
US Territories 16 6.3 12.3 5.8
All Regions 0.6 25 4.1 15

*Repeatedly reactive enzyme-linked immunosorbent assay (ELISA) test confirmed by Western blot im-
munoelectrophoresis; reported as the number of antibody-positive applicants per 1,000 tested.

tDefined in notifiable diseases table (Table lll}.

During the 15-month observation period, the seroprevalence did not change significantly,
either in the aggregate or when analyzed by age, sex, race and ethnicity (Figure 1), or
geographic region. However, seroprevalence among white males showed a small but signifi-
cant decline of 0.02/1,000 applicants tested per month (p = 0.016 by Chi Square test for
trends in proportions using a logistic regression linear model).

Reported by: Health Studies Task Force, Office of the Assistant Secretary of Defense (Health Affairs),
US Dept of Defense, Washington, DC. Div of Preventive Medicine and Div of Communicable Diseases and
Immunology, Walter Reed Army Institute of Research, Washington, DC. Surveillance and Evaluation Br,
AIDS Program, Center for Infectious Diseases, COC.

Editorial Note: AIDS cases reported to CDC continue to increase®. However, because of the
lengthy incubation period of AIDS (4), these cases represent infection occurring at least
several years prior to the report of disease. There has been little information to indicate cur-
rent trends in HIV infection. Analysis of the results of the testing of civilian applicants thus far
basically shows neither an increase nor a decrease in infection level for the group as a whole
or for individual subgroups. The significance of this apparent absence of change in antibody
prevalence during the 15-month period studied is not yet clear.

Volunteers for military service, who are verbally screened by the recruiting official prior to
arrival at the medical evaluation center, are not fully representative of the overall population in
that they underrepresent the three groups in the United States with the highest prevalence of
HIV infectiont. Moreover, applicants do not equally represent all socioeconomic and
demographic groups in the population. A growing awareness of the military serologic screen-
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.. - bias. One such surveiilance approach, in which anonymously tested sample populations with-
0 -~ . . . . . .
Western blot positive/1,000 tested ® @  out AIDS-like disease are monitored at participating hospitals, has been initiated recently by
o - N o ~ ~ 5 r:g CDC. Trends in exposure risks among seropositive individuals should also be monitored to
o ‘1,. _ ;N o O » . N W s . assess possible changes in the relative frequency of the various modes of transmission. Follow-
i L L 1 I 1 1 L L L 1 g T U interviews of a small number of seropositive applicants have found a high proportion with
20 /. o, 4 t3= typical risk exposures for AIDS (5). CDC is collaborating with the U.S. Department of Defense,
z! ¢ z | — B the National Cancer Institute of the National Institutes of Health, and certain state and local
o] \. o g g 5 health departments to develop a systematic follow-up evaluation of seropositive civilian appli-
' ./ o, > L] 3 cants in selected cities and states.
@ / * Be S References .
§ -] /. e '% -4 1. Herbold JR. AIDS policy development within the Department of Defense. Milit Med 1986;151:623-7.
S = . z ] o % 2. CDC. Human T-lymphotropic virus type Hi/lymphadenopathy-associated virus antibody prevalence in
; » \ w » [e) ) U.S. military recruit applicants. MMWR 1986;35:421-4.
0\ g 3_ e 3. Btf(ke DS, Bltund_age JF, Bernier W, et al. Demography of HIV infections among civilian applicants for
g 4 ° - 7] 2 military service in four counties in New York City: a preliminary analysis. New York State Med J [in
0 ./ | ’Z\ p press).
é [ ® o e 1} £ 4. Lui KJ, Lawrence DN, Morgan WM, Peterman TA, Haverkos HW, Bregman DJ. A modei-based ap-
0 / 3 ~ : proach for estimating the mean incubation period of transfusion-associated acquired immunodefi-
S > e 4-g > g 3 ciency syndrome. Proc Nath-Acad Sci 1986;83:3051-5.
nd \. ® ] . & 5. Stoneburner RL, Chiasson MA, Solomon K, Rosenthal S. Risk factors in military recruits positive for
. P o 9 g HIV antibody [Letter]. N Engl J Med 1986,315:1355.
1 7 < —
z \. < E =] g @  "An average of 38.3 AIDS cases per day were reported for the period October-December 1986, com-
i ] / e » g pared with an average of 26.3 per day for the period October-December 1985.
@ @©- g *Active intravenous drug abusers, homosexual men, and hemophiliacs.
0. §Longderm data are not yet available for this group.
<-
O L. N A2 0 o © 4 N W o0 o g
1 P D DO S P A S R S : CENTERS FOR DISEASE CONTROL May 22,1987 / Vol. 36 / No. 19
o J oo | 3
o 'L o T b3 .\ = 285 Update: Human Immunodeficiency
Zi € zZ4 = Q—g L 8 Virus Infections in Health-Care Workers
o < ol L ® ./ e Exposed to Blood of Infected Patients
S “ ac | / o) -
4 : o
z - - \. 8 ;
S = 3 o/ L 8
= 1 ™ =
> > @ > - ) - &
g £ 4 \. g |
[« S [ ‘/%. Q/ o g
~ N ¥ Ne o) g Epidemiologic Notes and Reports
2 > o, > 4 3, ./ o €@ . e - .
AN _g = Update: Human Immunodeficiency Virus Infections
- . -
“1 1 \ ’RE 2 in Health-Care Workers Exposed to Blood of Infected Patients
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o . . . - .
z | z ] .! e = 9 Six persons who provided health care to patients with human immunodeficiency virus
-
oy o | .! ./ <3 (HIV} infection and who denied other risk factors have previously been reported to have HIV
* @ e infection. Four of these cases followed needle-stick exposures to blood from patients infected

with HIV (7-4). The two additional cases involved persons who provided nursing care to per-
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ing program may have increased self-deferral b_y persons who are HlV-antibody positive or
who feel they may have been exposed to the virus. If so, this could have masked an increased
frequency of infection in the population from which the applicants are drawn.

Monitoring trends in infection among civilian applicants for military service as well as
among blood donors® remains important. It is also critical to compare trends in infection
among these volunteer groups with similar trends among groups not affected by self-selection

sons with HIV infection. Although neither of these two persons sustained needle-stick injuries,
both had extensive contact with blood or body fluids of the infected patient, and neither ob-
served routinely recommended barrier precautions (5,6 ). ’

CDC has received reports of HIV infection in three additional heaith-care workers following
non-needle-stick exposures to blood from infected patients. The exposures occurred during
1986 in three different geographic areas. Aithough these three cases represent rare events,
they reemphasize the need for health-care workers to adhere rigorously to existing infection
control recommendations for minimizing the risk of exposure to blood and body fluids of all
patients (7-9).




Health-Care Worker 1: A female health-care worker assisting with an unsuccessful at-
tempt to insert an arterial catheter in a patient suffering a cardiac arrest in an emergency room
applied pressure to the insertion site to stop the bleeding. During the procedure, she may
have had a small amount of blood on her index finger for about 20 minutes before washing
her hands. Afterwards, she may also have assisted in cleaning the room but did not recall any
other exposures to the patient’s blood or body fluids. She had no open wounds, but her hands
were chapped. Although she often wore gloves when anticipating exposure to blood, she was
not wearing gloves during this incident.

The patient with the cardiac arrest died. A postmortem examination identified Pneumocys-
tis carinii pneumonia, and a blood sample was positive for HIV antibody by enzyme immuno-
assay (EIA) and Western blot methods. Twenty days after the incident, the health-care
worker became ill with fever, myalgia, extreme fatigue, sore throat, nausea, vomiting, diarrhea,
a 14-pound weight loss, and generalized lymphadenopathy which her physician diagnosed as
a viral syndrome. That illness lasted 3 weeks. She felt much better 9 weeks after the incident,
and, when she was examined 6 months after the incident, all signs and symptoms had re-
solved. She had donated blood 8 months before the incident and was negative for HIV anti-
body by EIA. She donated again 16 weeks after the incident and was positive for HIV by EIA
and Western blot (bands p24 and gp41). Serum samples obtained 20 and 23 weeks after the
incident were also positive for HIV antibody. She stated that for over 8 years her only sexual
partner had been her husband, who denied risk factors for HIV and was seronegative for HIV

antibody. She denied ever receiving a blood transfusion, ever using intravenous drugs, or
having any needle sticks or other significant exposures to blood or body fluids in the past 8
years. Her serologic test for syphilis was negative. Fifteen other employees who assisted in
the care of the patient were seronegative at least 4 months after the exposure.

Health-Care Worker 2: A female phlebotomist was filling a 10 m! vacuum blood collec-
tion tube with blood from an outpatient with a suspected HIV infection when the top of the
tube flew off and blood splattered around the room, on her face, and in her mouth. She was
wearing gloves to protect her hands and was wearing eyeglasses so she did not think she got
any blood in her eyes. She had facial acne but no open wounds. She washed the blood off im-
mediately after the exposure. The outpatient’s blood sample was positive for HIV antibody by
EIA and Western blot, and a hepatitis B surface antigen test was negative. The phlebotomist’s
EIA was negative the day after the incident and again 8 weeks later. When she donated blood
9 months after the exposure, she was positive for HIV antibody by EIA and Western blot
(bands p24 and gp41). She has had no symptoms. She denied having any sexual contact
during the previous 2 years, ever using drugs intravenausly, or ever receiving a transfusion.
Two months after the incident, she scratched the back of her hand with a needle used to
draw blood from an intravenous drug abuser of unknown HIV-antibody status. She did not
bleed as a result of the scratch and has not had any needle-stick injuries in over 2 years. Her
serologic tests for syphilis and hepatitis B were negative. A coworker who was splattered
. with blood on the face and in the mouth during the same incident remains seronegative 1 year
after the incident.

Health-Care Worker 3: A female medical technologist was manipulating an apheresis ma-
chine (a device to separate blood components) to correct a problem that developed during an
outpatient procedure when blood spilled, covering most of her hands and forearms. She was
not wearing gloves. She does not recall having any open wounds on her hands or any mucous-
membrane exposbré. However, she had dermatitis on one ear and may have touched it. She
washed the blood off herself and the machine several minutes after the spill. The patient un-
dergoing the apheresis had denied risk factors for HIV infection. However, a blood sample
from the patient was positive for HIV antibody by EIA and Western blot methods and negative
for hepatitis B surface antigen the next day. The technologist's HIV-antibody tests were nega-
tive 5 days after the exposure and again 6 weeks later. Eight weeks after the exposure, she
had an influenza-like illness with fever, myalgia, diarrhea, hives, and a pruritic red macular

rash on her arms and legs. The iliness resolved after a few weeks, and her physician thought
the iliness was probably a viral syndrome. Three months after the incident, she was positive
for HIV antibody by EIA and Western blot methods (band p24 alone). Four months after the
incident, a Western blot was positive (bands p24 and gp41). She indicated that for more than
8 years her only sexual partner had been her husband, who denied risk factors for HIV infec-
tion and was seronegative for HIV antibody. She denied ever receiving a transfusion, ever
using intravenous drugs, or having any needle-stick injuries in over 2 years. Her serologic tests
for syphilis and hepatitis B were negative. She has an immunologic disorder which had been
treated with corticosteroids in the past, but she had not taken any immunosuppressive medi-
cation for the past year. A coworker with a similar exposure durin
mains seronegative after 3 months.

Reported by: Hospital Infections Program and AIDS Program, Center for Infectious Diseases, CDC.
Editorial Note: Three instances of health-care workers with HIV infections associated with
skin or mucous-membrane exposure to blood from HIV-infected patients are reported above.
Careful investigation of these three cases did not identify other risk factors for HIV infection,
although unrecognized or forgotten needle-stick exposures to other infected patients cannot
be totally excluded. The exact route of transmission in these three cases is not known. Health-

Care Worker 1 had chapped hands, and the duration of contact with the blood of the patient
experiencing a cardiac arrest may have been as long as 20 minutes. Health-Care Worker 2 sus-
tained contamination of oral mucous membranes. This individual also had acne but did not
recall having open lesions. in addition, she had sustained a scratch from a needle used to draw
blood from an intravenous drug abuser of unknown HIV-infection status. Health-Care Worker 3
had a history of dermatitis involving an ear. Health-Care Workers 1 and 3 were not wearing
gloves when direct contact with blood occurred. Health-Care Worker 2 was wearing gloves,
but blood contaminated her face and mouth.

Three ongoing prospective studies provide data on the magnitude of the risk of HIV infec-
tion incurred when health-care workers are exposed to blood of infected patients through
needle-stick wounds or contamination of an open wound or mucous membrane. In a CDC
cooperative surveillance project {70), a total of 1,097 health-care workers with parenteral or
mucous-membrane exposure to the blood of patients with AIDS or other manifestations of
HIV infection had been enrolled as of March 31, 1987. Needle-stick injuries and cuts with
sharp objects accounted for 969 (89%) of the exposures to blood; 298 of these had paired
serum samples tested for HIV antibody. One (0.3%) seroconverted (2 ), indicating that the risk
of transmission during these exposures is very low. In addition, 70 health-care workers had
open wounds exposed to blood, and 58 had mucous membrane exposed to blood. Postexpo-
sure serum samples from 82 of these 128 workers have been tested for antibody to HIV;
none was seropositive.

In a study at the National Institutes of Health (77) through April 30, 1987, none of the
103 workers with percutaneous exposures and none of the 229 workers with mucous-
membrane exposures to blood or body fluids of patients with AIDS was seropositive. At the
University of California (72), none of 63 workers with open wounds or mucous membranes
exposed to blood or body fluids of patients with AIDS was seropositive. Although the precise
risk of transmission during exposures of open wounds or mucous membranes to contaminat-
ed blood cannot be defined, these studies indicate that it must be very low.

The three cases reported here suggest that exposure of skin or mucous membranes to
contaminated blood may rarely resuit in transmission of HIV. The magnitude of the risk is not
known since data on the frequency with which such exposures occur are not available. Skin
and mucous-membrane exposures are thought to occur much more commonly than needle
sticks, and the risk associated with skin or mucous-membrane exposures is likely to be far
lower than that associated with needle-stick injuries. Nonetheless, the increasing prevalence

of HIV infection increases the potential for such exposures, especially when routinely recom-
mended precautions are not followed.

g the same procedure re-
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It is unlikely that routine serologic testing for HIV infection of all patients admitted to hospi-
tals would have prevented these exposures since two of the three exposures occurred in the
outpatient clinic setting, and one occurred during a resuscitation effort in an emergency room
shortly after the arrival of the patient. At the time of exposure, Health-Care Worker 2 suspect-
ed that the source patient was infected with HIV, but Health-Care Workers 1 and 3 did not.
The hospital where Health-Care Worker 3 was exposed has a protocol for apheresis which
normally involves HIV-antibody testing of donors; however, such testing was not done in ad-
vance of the procedure. Previous CDC recommendations have emphasized the value of HIV
serologic testing for patient diagnosis and management and for prevention and control of HIV
transmission {73 ) and have stated that some hospitals in certain geographic areas may deem
it appropriate to initiate serologic testing of patients (7). Such testing may also provide an op-
portunity to reduce the risk of HIV infection to health-care workers, but it has not been estab-
lished that knowledge of a patient’s serologic status increases the compliance of health-care
workers with recommended precautions.

These cases emphasize again the need to implement and strictly enforce previously pub-
lished recommendations for minimizing the risk of exposure to blood and body fluids of all pa-
tients in order to prevent transmission of HIV infection in the workplace and during invasive
procedures (7-9).

1. As previously recommended, routine precautions must be followed when there is a possi-
bility of exposure to blood or other body fluids. The anticipated exposure may require
gloves alone (e.g., when placing an intravascular catheter or handling items soiled with
blood or equipment contaminated with blood or other body fluids). Procedures involving
more extensive contact with blood or potentially infective body fluids (e.g., some dental or
endoscopic procedures or postmortem examinations) may require gloves, gowns, masks,
and eye-coverings. Hands and other contaminated skin surfaces should be washed thor-
oughly and immediately if accidentally contaminated with blood (7). These precautions
deserve particular emphasis in emergency care settings-in which the risk of blood expo-
sure is increased and the infectious status of the patient is usually unknown (74).

2.. Previous recommendations have emphasized management of parenteral and mucous-
membrane exposures of health-care workers®. In addition, health-care workers who are
involved in incidents that result in cutaneous exposures involving large amounts of biood
or prolonged contact with blood —especially when the exposed skin is chapped, abraded,
or afflicted with dermatitis—should follow these same recommendations. Moreover,
serologic testing should be available to all health-care workers who are concerned that
they may have been infected with HIV.
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*If a HCW [health-care worker] has a parenteral (e.g., needlestick or cut) or mucous membrane (e.g.,

splash to the eye or mouth) exposure to blood or other body fluids, the source patient should be as-
sessed clinically and epidemiologically to determine the likelihood of HTLV-II/LAV [sic] infection. If the
assessment suggests that infection may exist, the patient should be informed of the incident and
requested to consent to serologic testing for evidence of HTLV-III/LAV [sic] infection. If the source pa-
tient has AIDS or other evidence of HTLV-W/LAV [sic] infection, declines testing, or has a positive test,
the HCW should be evaluated clinically and serologically for evidence of HTLV-III/LAV [sic] infection as
soon as possible after the exposure, and, if seronegative, retested after 6 weeks and on a periodic basis
thereafter (e.g.. 3, 6, and 12 months following exposure) to determine if transmission has occurred.
During this follow-up period, especially the first 6-12 weeks, when most infected persons are expected
to seroconvert, exposed HCWs should receive counseling about the risk of infection and follow U.S.
Public Health Service (PHS) recommendations for preventing transmission of AIDS (75,76). If the
source patient is seronegative and has no other evidence of HTLV-Il/LAV {sic] infection, no further
follow-up of the HCW is necessary. If the source patient cannot be identified, decisions regarding ap-
propriate follow-up should be individualized based on the type of exposure and the likelihood that the
source patient was infected (7).
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306 Human Immunodeficiency Virus
Infection Transmitted From an Organ
Donor Screened for HIV Antibody —
North Carolina

MORBIDITY AND MORTALITY WEEKLY REPORT

Epidemiologic Notes and Reports

Human Immunodeficiency Virus Infection Transmitted From an Organ
Donor Screened for HIV Antibody — North Carolina

In August 1986, a cadaveric organ donor was found positive for antibody to the

human immunodeficiency virus (HIV) by both enzyme immunoassay (EIA) and
Western blot methods after some of the donated organs had been transplanted. A
blood sample, which was taken after the donor had received a large number of blood
transfusions, had been negative for HIV antibody. Two days later, when the organs
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were removed, more blood samples were collected. These were forwarded with the
donated organs to the various transplantation centers. At one of these centers, one of
these later samples was found to be seropositive.

Three persons received organs from this donor. Two of them were subsequently
found to be seropositive for HIV antibody. The third, who had received the donor’s
heart, did not survive the transplant procedure. This is the first report of HIV
transmission by organ transplantation from a donor screened for HIV antibody. A
summary of the investigation of the donor and the two surviving recipients follows.

Donor. A 30-year-old man who was involved in a motor vehicle accident was
admitted, while in a coma, to a North Carolina hospital. He was hypotensive because
of bleeding from muitiple head and neck lacerations. On admission, a blood sample
was collected for type- and cross-matching, and blood transfusions were started
within 1 hour. The donor’s bleeding persisted despite surgery to improve hemostasis.
Approximately 11 hours after admission, he had received a total of 56 units of blood
and blood components (1 unit of whole blood, 28 units of packed red blood celis,
7 units of fresh frozen plasma, and 20 units of platelets). At this time, another blood
sample was collected and tested for HIV antibody. The specimen was negative by EIA
(Abbott Laboratories, North Chicago, lllinois; optical density ratio, sample/control =
.103/.131). The donor’s condition did not improve, and he was declared brain-dead
2 days after testing for HIV antibody. Family members consented to organ donation
and denied any knowledge of the donor’s having a risk factor for HIV infection.

The donor’s kidneys, heart, and liver were removed and transported to other
medical centers for transplantation. Samples of the donor's blood, which were
collected when the organs were removed, were sent with each organ. As part of one
center’s routine procedure, one of these blood samples was tested for HIV antibody
and was found positive by EIA (Genetic Systems, Seattle, Washington; optical density
ratio = .95/<.30) and was subsequently found positive by Western blot assay. The
transplantation teams were notified of the test result, but the heart, liver, and one
kidney had already been transplanted.

Personnel from the hospital where the organs had been removed were contacted.
They located both the serum sample collected on admission and the serum sample
previously found negative for HIV antibody. The serum collected at the time of
admission, before any transfusions were administered, was highly reactive on the
Abbott ElAs performed at the hospital (optical density ratios = .766/.126, .556/.126)
and at the North Carolina State Laboratory of Public Health (optical density ratios =
.842/.108, .698/.137) and was also positive by Western blot assay at the state

laboratory. When testing was repeated, the serum collected after the blood transfu-

- sionswas again seronegative by EIA at the hospital and by both EIA and Western blot

methods at the state laboratory.

Recipient 1. A man with end-stage renal disease received the donated kidney that
was transplanted. The recipient is married and denied risk factors for HIV infection. He
was negative for HIV antibody 3 days after transplantation. A blood specimen
collected 10 weeks after transplantation was positive for HIV antibody by ElA, and a
specimen collected 1 week later was positive by both EIA and Western blot assay. Th.e
recipient had a fever 8 days after receiving the renal allograft, and a biopsy of it
showed acute rejection. He improved with additional immunosuppressive therapy.
To date, he has not developed any opportunistic iliness and continues to feel well.

Recipient 2. A man with sclerosis of the bilary ducts and progressive liver failure
received the donated liver. He is married and denied risk factors for HIV infection. He
was tested 4 days after transplantation and was negative for HIV antibody. Twelve
weeks after the procedure, he was positive for HIV antibody by EIA, and a specimen
collected 4 weeks later was positive by both the conventional EIA and an EIA using
recombinant viral proteins (ENVACORE, Abbott Laboratories). Four months after
transplantation, the recipient developed fever and malaise. A liver biopsy showed
moderate allograft rejection. The recipient’s condition improved with an adjustment
in immunosuppressive therapy, and he returned home the following month.

Reported by: TW Lane, MD, Univ of North Carolina, Chapel Hill, and Moses H Cone Memorial
Hospital, Greensboro; R Meariwether, MD, FV Crout, PhD, JN MacCormack, MD, MPH, State
Epidemiologist, North Carolina Dept of Human Resources. L Makowka, MD, Univ of Pittsburgh
School of Medicine, Pittsburgh, Pennsylvania. SA Lobel, PhD, PA Bowen, MD, RJ Caruana, MD,
Medical College of Georgia, Augusta, Georgia. AIDS Program, Center for Infectious Diseases,
cDcC.

Editorial Note: Previous reports have linked kidney-transplant recipients who have
subsequently become HIV-seropositive with donors who were later found to have
risks for HIV infection (7-4). However, this is the first report of transplantation-
associated HIV transmission from a cadaveric organ donor screened for HIV antibody.
This donor appears to have been false-negative for HIV antibody by ElA as a result of
the large number of transfusions he received before serum was collected for testing.
The Public Health Service recommended in May 1985 that potential organ donors
be screened for HIV antibody (5). in January 1986, CDC conducted an anonymous
survey of representatives from 44 transplantation programs attending a meseting of
the Southeastern Organ Procurement Foundation. All of the 26 representatives who
responded reported that their centers screened donors for HIV antibody. Three of
these representatives (12%) also reported identifying at least one potential organ
donor who was positive for HIV antibody by EIA and Western biot methods.
Organs from donors who are HIV-seropositive should not be used for transplan-
tation except in very unusual circumstances. If an urgent need requires considering
transplantation of an organ from a seropositive donor, the potential recipient or the
appropriate family members should be informed of the risks of acquiring HIV
infection. Such transplantation should not take place without the consent of either the
potential recipient or the appropriate family members. When donors have been
transfused before their organs are removed, testing for HIV antibody should be
conducted on serum collected at the time of admission rather than on serum obtained
after multiple transfusions. If donor serum collected at the time of admission is not

available from other sources, a pretransfusion sample may be available from the

blood bank since many blood banks hold specimens collected for compatibility

testing for at least 7 days (6).
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FORESKIN PRESENCE MAY INCREASE RISK
with thanks to Medical Aspects of Humen Seality—Sexuality Update, February, 1987

An uncircuncised penis may predispose heterosexual men to female-to-male transmission of AIDS. The mucosal inner layer of the foreskin is
delicate and easily abraded, increasing the risk that HIV in cervical secretions will gain entry to the man's body through skin break.
When the penis is erect, this mucosal lining can represent nearly 50% of the surface area of the penile shaft. The AIDS virus could thus be
transferred in much the same way as herpes and syphilis pathogens, which can enter the body through a skin tear or scrape. [Presumbly the
same mechanism applies to uncircuncised men not using condoms being the insertive partner during anal intercourse. )

Reference: Fink, A.J. "A possible explanation for heterosexual female infection with AIDS." New England Journal of Medicine, 315:1167,
1986. Comments in brackets ([]) are from the NOGSTDS editor. :
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COSTS OF AIDS

AIDS, a phrase never utterad until less than 8 years ago, is now, tragically, a household word. Over 1 million Americans are believed
already infected with the virus thought to cause the disease, and the U.S. Public Health Service predicts more than 270,000 full blown AIDS
cases by 1091.  What is AIDS costing our country in Tives? In dollars? What are the social costs? And how are physicians dealing with
this disease? These are the questions addressed in the April 1987 issue of The Internist: Health Policy in Practice, the magazine of the
American Society of Internal Medicine. According to co-authors Richard M. Selik, MD, Ann M. Hardy, OrPh, and E. Thomas Starcher [1 of the
Centers for Disease Control in Atlanta, almost all people with AIDS may ultimately die from a complication of the disease. Projected trends
indicate that the number of PiAs reported in 1991 alone will be 74,000 and that about 54,000 people will die from the disease that year.
They note, "For men aged 25 to 44 years in the United States who had never married, AIDS ranked just below cancer as a cause of years of
potential Tife Tost in 1984. For the same populations in Manhattan and San Francisco, AIDS was the leading cause of years of potential life
Tost." The financial burden that the AIDS epidemic is imposing on individuals, on society in general, and in particular on the metropolitan
centers where the disease is concentrated has caused widespread concern.  Co-Authors Anne A.  Scitovsky and Dorothy Rice, of the Research
Institute of the Palo Alto Medical Foundation in California, have calculated both the direct costs of this disease (the costs for
expenditures for hospital services, physician inpatient and outpatient services, outpatient ancillary services, and nursing home, hame care
and hospice services, research, blood screening and testing, replacement of blood, health education and support services) and the indirect
costs (productivity losses because of illness and disability, and the value of future earnings lost for those who died prematurely as a
result of AIDS). The 1986 figure for the total direct and indirect costs of AIDS is $8.7 billion. They write, “The annual costs of the
AIDS epidenic to date have been relatively low when compared with the economic costs of all illness as well as the costs of some other
diseases. These comparisons are in no way intended to belittle the burden that the epidemic imposes on its victims and society in general.
If the epidemic spreads as forecast by the COC, its burden will be very heavy and, wnlike the situation today, will be felt throughout the
nation.” There are other "costs” associated with the AIDS epidemic that are not as well documented, but are just as real.  Author June E.
Osborn, M, dean of the University of Michigan's School of Public Health writes, * The cost of the disease AIDS is measured in a currency of
physical wasting and neurologic deterioration; the cost of its care is expressed in health care dollars; the cost of those thousands of
yong lives prematurely terminated is assessed in years of productive life Tost; hut the cost to humanity of blighted creativity and
ablation of trained talent has no currency at all, for it is a priceless loss.... And yet, from the time of diagnosis, it not before, some
of them have axperienced barbaric things in large or small measure. PilAs have been evicted from their homes by landlords or by loved ones;
they have been been abruptly deprived of their livelihood by subterfuge or direct confrontation with employers or fellow employees.
Ambulance drivers have balked at helping when they become too 11 to cope alone.... Fear autpaces reassurance in startling ways.” How do
physicians deal with their patients' terminal diagnosis and the fear and alienation thet comes with it? Jerome E. Groopman, MD, chief of
the division of Hematology/Oncology at New England Deaconess Hospital in Boston, believes, “Although caring for [PHAs] is at times stressful
and depressing, it is also extraordinary gratifying. The greatest strengths that patients have are often shown throughout their struggle
with their il1lness.” and he notes, "The physician has a challenging and complex role int he care of [PWAs]. He must leamn a new body of
clinical knowledge in order to diagnose and teat the infectious and necplastic manifestations of the syndrome. As important as the
scientific information is in the care of AIDS patients, the sensitivity and ability to cope with a severely debilitating and emotionally
stressful i1lness nust also be developed.” C. Burns Roehrig, MD, editor of The Internist: Health Policy in Practice, agrees. He concludes,
“There is a great opportunity for the medical profession in this challenge. In response to it, we can begin to reaffirm our social contract
as physicians, to restore some of the image of altruism and service lost in this era of high incomes and competition, of third party payors
and high technology. W have the opportunity to stand tall, to assert leadership in a domain that is proper for us, to provide knowledge
and care with compassion and concem to a society that is groping for some answers and for protection from a new epidemic disease.” Also in
this issue are articles on how to educate and counsel patients about AIDS (which includes a comprehensive resource 1ist) and the legal
inplications of caring for PiAs. The monthly "InnerView" focuses on Robert E. Windom, MD, Asst. Secrstary for Health in the Dept. of Health
and Humen Services, and his views on AIDS, physician oversupply and the Administration's stand on tobacco issues. For a copy of the April
issue of The Internist: Health Policy in Practice, send $3 to ASIM, 1101 Vermont Av. N.M., Suite 500, MWashington, OC 20005-3457. One

year's subscriptions are also available for $24 (10 issues).
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AZT AFFORDABILITY ——HOW?
with thanks to Rick Harding and The Washington Blade, 3/21/87

Although the promising AIDS drug AZT wes recently approved for marketing by the federal Food and Drug Adwinistration, the question remains
unclear as to how many people who need the extremely expensive drug will not be able to afford it, and what will be done to help them. At
nearly §2 per pill, AIT is one of the most expensive drugs ever produced. It will cost the average user $8-10,000 per year, not including
costs for reconmmended biweekly blood tests, nor blood transfusions for those who experience toxic anemia while using the drug. AIT's
nanufacturer attributes the drug's high cost to a multi-million dollar ressarch effort which they say preceded its development and release.
Althagh no official figures exist, Jeff Levi, executive director of the National Gay & Lesbian Task force, says that using the "most
conservative estimates," at least 10% of those needing AZT will not be able to afford it, either because they do not have health insurance
which covers prescriptions, or they do not qualify for federal assistance programs. Using the 10% estimate, which insurance experts agree
may be very conservative, at least 500 people who currently receive free AIT through government regulated testing programs will not be able
to afford the drug.  That mumber is expected to grow rapidly as more people apply for the drug under its expanded applicability
reconmendations which permit AZT use by both AIDS and AIDS-related conditions patients. The staff of Rep. Henry Waxman (D-California), who
heads the House Health and Environment Subcammittee, is “scrambling” to gather data on the scope of the AIT affordability problem, said
Waxnan aide Tin Westmoreland.  He criticized the Public Health Service for not having gathered its own information on the issue. "With all
the statistical data the administration has gathered on AIDS," Westmoreland said, "they don't have any statistics on how AIDS treatments
will be paid for." According to the Health Insurance Association of America, most people who have health insurance plans which include
prescriptive benefits will be covered when purchasing AIT.  Association spokeswoman Amy Bidderman said that “most” health insurance plans
include some kind of prescription coverage that "kicks in after the member pays a deductible.” Representatives of the IC area's major
health insurance organizations confirmed that the cost of AZT is covered for their members who have prescription coverage. Jim Stoker, a
spokesman for Blue Cross and Blue Shield, said 70% of its members, including all who are federal employees, have prescription coverage.
Under a typical Blue Cross program, he said, 75 to 80% of prescription costs are paid after a $50 to $250 deductible.  Katherine McKay,
spokeswomen  for the area's largest health maintenance organization, Kaiser Permanente, said about 80% of its members have a plan which
typically provides for free prescriptions after a $50 deductible. A spokesman for the Chicago consulting firm Charles Spencer and
Associates, which studies employment benefits including health insurance plans, said that "no accurate data exists” on what portion of the
population is covered by health insurance. He said those usually not covered are the self-employed; part-timers; workers in service-related
occupations, such as waiters and bartenders; or workers in small organizations. for people without health insurance and who cannot afford
nedical treatment, the federally-cubsidized health assistance program Medicaid is availabie with restrictions which vary from state to
state. Some states will not cover prescription costs at all, others cover only certain drugs, and others cover all FDA-approved drugs.
According to Janes Harris of the OC Health Care Financing Office, ALT is covered under the District's Medicaid program. Restrictions are so
stringent, however, that only the extremely destitute can qualify. Current IC regulations require net assets of under $2500 and a monthly
income of under $361.  The allowable income is slightly higher for those supporting families. Medicaid programs in both Maryland and
Virginia also cover most FDA-approved prescription drugs, and will cover AIT unless a special exception is made. 8ut, spokespersons from
health agencies in both states said they knew of no effort to exclude AZT fram the programs. People with ARC, whom some AZT researchers
believe may be helped most by the drug because of their less damaged immune systems, rarely qualify for Medicaid because they do not meet
the progran's definition of medically disabled. Locally, the Metropolitan Washington Comvittee on AIDS Issues, a coalition of gay
organizations, s planning a forum to bring together health care professionals and government officials to discuss the AIT affordability
problen.  Meanwhile, acconding to city officials, no programs have et been proposed to assist those who camot afford the drug.  On the
national level, Rep. Waxman is asking that $60 million be appropriated for fiscal 1988 to help pay for AIDS drugs for the indigent and is
asking the House Appropriations Comittee to set aside AIDS drug assistance funds for this year. In a speach before the National Press Club
In March, Surgeon General C. Everett Koop said "the time has come for us as federal, state, and lpcal authorities to get together and decide
how we're going to pay for [AIT]." He said that as Surgeon General, he does not have the power to call such a meeting, but that he has
suggested it numerous times. Kathy Bartlett, a spokeswoman for AIT manufacturer Burroughs Wellcome, said that AIDS patients currently
receiving free AIT under the testing program will soon be sent one last month's supply of the drug, and advised that they must start
purchesing it at a comercial pharmacy. She said the company will be able to supply approximately 15,000 people with the drug—including
the 5000 who now receive it free—and expects to double that supply by the end of the year. If requests for the drug excead the supply,
Bartlett said, a Burroughs Wellcome cammittee in consultation with the Infectious Disease Society of America will decide who should receive
it first, based on degree of illness. She said for patients who notify the company that they cannot afford AIT, Burroughs Wellcome will
provide reduced cost or free drug supplies on a case-by-case basis. Rut she said there is *no way that Burroughs Wellcome can begin to
handle the problem alone.”

--------------- kool okiololok

SKIN GRAFT TRANSMITTED HIWV IN U._K.
with thanks to Detroit's Cruise, 3/11/87 :

A badly burned British man contracted HIV through the application of a skin graft at a London hospital, the first known incident of its
kind, health officials said. The man undervent a donor skin-graft operation at Queen Mary's Hospital, said plastic surgeon Jotn Clark, who
mns the hospital's burn unit, and the tissue apparently was infected. [ED NOTE: It was not reported whether the donor graft came from a

cadaver, a pig, or another source.)
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FDA PROPOSAL ON DRUG RELEASE HIT
by Lou Chibbaro Jr., with thanks to The Keshington Blade, 5/1/87

Medical researchers and several scientists with the National Institutes of Health joined Rep. Ted Weiss (O-NY) in expressing serious
reservations over new rules proposed by the Food & Drug Administration. Weiss and the medical researchers, at a hearing of the House
Subcommittee on Human Resources and Intergovernmental Relations, said the FDA's proposed rules would most likely fail to achieve their
objective of securing the rapid development of drugs for the seriously 111, such as AIS patients, and they could actually hamper the
development of drugs for the sericusly 111, such as PiAs, and they could actually hamper development of such drugs. Weiss, the chairman of
the subconmittee, said the proposed rules appeared to be influenced by the US Office of Management and Budget (OMB) to foster the philosophy
of drug industry deregulation. Weiss said medical experts have told him the rules, as currently worded by the FDA, could lead to the
premature, uncontrolled release of unproven and possibly dangerous experimental drugs.  FDA Commissioner Frank Young told the Weiss
subcommittee that FDA officials will consider changing the proposed drug rules to take some of the criticisms into consideration. The
period of public coment on the rules ended May 5.

.

RIBAVIRINMN & AZT ANTAGONISTIC
by Kim Westheimer, with thanks to Boston's Gay Commnity News, 3/29-4/4/81

AZT and Ribavirin may antagonize sach other when combined, according to researchers at Massachusetts General Hospital (M&H) in Boston.
Research to determine whether the two drugs together would be more powerful than each one individually (known as a synergistic effect) was
conducted via test tube studies. "A synergistic effect might allow us to lower drug doses to Tess toxic but still effective levels,” said
Markus W. Vogt, MD, principal author of the study which was published in the March 13 issue of Science. “Unfortunately, our findings, which
we reproduced in several different cell systems, consistently showed that the very strong antiviral effect of AZT was inhibited when
ribavirin was added.” Ribavirin has reportedly been successful in reducing the transition from sarly stage lymph node disease into the full
blown AI0S.  AIT has prolanged the lives of certain people with ALDS who have recovered from PCP and same people with ARC.  Dr. Martin
Hirsch, head of AIDS research at MH cautioned people with AIDS against mixing drugs indiscriminately. °It is a natural temptation for
people who are desperate and fear for their 1ives to attempt to combine these drugs. Until we have studied this cambination further, those
who combine them may be doing themselves real harm,” said Hirsch. Other drug combinations, such as AIT and interfern, are potentially

usgfu] for people with AIDS, according to MH researchers.  Interferon does not cross the blood-brain barrier but when combined with AZT—
which does—may be useful against the neurological affects of the virus.

AL 721 DISTRIBUTED BY NYC GROUP
by Mike Salinas, with thanks to New York Native, 5/4/87

A coalition of PAs calling themselves the "PWA Health Group” announced April 23 that it intends to begin distributing the promising new
AIDS treatment, AL 721. AL 721 (active lipids in a 7:2:1 ratio) has been the subject of clinical tests by Or. Yehuda Skornick of Tel Aviv,
who believes its membrane fluidization action is effective in stemming the progression of the supposed viral activity of AIDS. AL T2
extracts cholesterol from invading viruses in the body, rendering them unable to penetrate host cells and reproduce.  The patent on the
compound, which s actually a natural food extract of lecithin from the yolks of eggs, is held by Praxis Pharmacauticals of Los Angeles, who
are not producing the substance at this time. Plans are underway for future testing of the drug at several universities and hospitals
worldwide, but only Rokach (Hadassah) Hospital in Israel is presently testing the formulation. The technigue for creating AL 721 in a home
Taboratory has been disseminated among the PWA comminity, but the procedure generally requires the heating of the volatile liquid acetone.
The drug will cost approximately $200 per kilogram for a 3 month supply, considerably less than the $1000 per month cost through the
underground.  For additional information, contact: Steve Gavin, 201/677-2795; Tom Hannan or Carl Goodman, 212/989-3167; or Jom Fox,
415/54-5210.  Information about the forthcoming clinical trials may be obtained by calling St. Luke's Hospital, at 212/870-6000 and

speaking to Ors. Engelard, McKinley, or Lang.

HEREDITARY FACTOR 1IN AT DS
with thanke to Science News, 5/16/87

A person's relative susceptibility to infection with the AIDS virus, as well as how rapidly the fatal disease? pr'égresseﬁ in the b(')dy, ma{/ b:
associated with genstic differences in a particular protein found in blood and on cell surfaces, say sc1ent19§s at St.‘ Mary's Ho§p1ta
Medical School in London.  They report their preliminary study in the May 2 Lancet, saying that homosexually active men.mth a particular
variation of the protein called group specific component (6c) were more wilnerable to both infection witr.\ the AIDS virus and subsequent
appearance of the disease. For example, in the study of 203 homosexuals at risk of infection or infected with the AIOS virus, ‘p1us 172
healthy heterosexual and homosexual controls, 30% of the patients with AIDS had inherited from both.pam?nts genes for the pr‘otm'n s Go If
form, compared with anly 0.8% of the controls. The authors suggest that the G protein, which binds \'ntamu) D.arfd transports calcium, helps
regulate viral entry into host cells, in a process that may be affected by the form of protein found in an individual.
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PENTAMIDINE AEROSOL : PROPHYLAXIS?
by Join S. James, with thanks to AIDS Treatment News, 823, 1/16/87

AIDS Treatment News has learned of a new treatment which may be a major advance in preventing preumocystis carinii pneumonia (PCP) in
persons with AIDS. About 100 patients in New York and 30 in San Francisco are now using this experimental therapy, but so far there has
been Tittle publicity and most physicians are unfamiliar with it. Until the current trials are finished, the treatment must be considered
unproved;  but so far it appears to be close to 100% effective in preventing meumocystis, with few if any side effects. Meanwhile, a
campletely different study in San Francisco is now enrolling patients for aencsol pentamidine treatment after PCP has been diagnosed.  The
new prevention procedure was developed by Edward Bernard, MD, and other investigators; he is a researcher in infectious diseases at New
York's Memorial Sloan-Kettering Cancer Center, where aercsol pentamidine prophylactic treatment has been used for about 11 months. Due to
the great demand and interest, the Sloan-Kettering team has provided information to other physicians who are interested. The site of the
treatments in San Francisco §s Pacific Presbyterian Medical Center. Pentamidine has been used for over 40 years as an anti-parasite drug.
In Africa, it wes learned that one treatment every 6 months could prevent sleeping sickness. Pentamidine stays in the tissues and is
eliminated from the body very slowly.  Pentamidine is effective against preumocystis, but when sufficient amounts are given in the
conventional intravenous or intramuscular ways, it can cause severe side effects. Studies have shown that only a very small portion of the
injected drug reaches the Tungs.  Much more of it goes to the Tiver, spleen, and other organs, where it is useless for preventing
pneumocystis and may cause toxicity. To deliver the medicine more selectively to where it is needed, a fine aerosol spray which could be
deeply inhaled into the Tungs was found effective, with a half-life at 35 days and with minimal side effects. Treatwents are administered
to patients for 15-30 minutes every week for the first month of treatment with a nebulizer, an ultrasonic fine misting machine.
Thereafter, one treatment every two weeks is administered for prophylaxis. The treatment hes no effect on the underlying immne deficiency
or on the HIV virus, or other opportunistic infections.  Some New York researchers doubt that aerosol pentamidine would be effective after
PCP has developed, fearing that congestion would prevent the medicine from reaching the parts of the lung where it is more needed.  However
San Francisco researchers working on animals found that the aerosol treatment may be effective if the PCP was not severe.  Almost nothing
about this treatment has appeared in print, except for two references in the abstracts of the Paris International AIDS Conference last
spring, and a few other very obscure references.  If your Tocal physicians cannot find cut about aerosol pentamidine, contact this writer
for the phone number of the research team at Sloan-Kettering in New York.

For subscription information about AIDS Treatment News, send $25 per quarter ($8 for PiAs or PWARCS) to Jomn S. James, P.0. Box 411256, San
Francisco, CA 94141 (or call 415/262-0110).
Aok Dloolobobk ok
HOMEMADE MEDICINES FOR AIDS R
by John Kyper, with thanks to Boston's Gay Community News, 5/10-16/87

A series of clandestine ¢linics in more than 40 North American cities are distributing experimental medicines to people with AIDS, according
to information published in the Chicago Sun-Times, via E1 Diario-la Prensa of New York City. The clinics, which operate underground to
avoid legal problems and elude anti-gay groups, are directed by volunteers. They reportedly prepare cheap versions of experimental formulas
ad distribute prescriptions for AIDS that have not yet been approved by the government.  Unidentified sources sald that thousands of
persons are being treated through the c¢linics.
Xioikiohkioiokdolokloklokk okokkckloricloniolololok
LIGHT THERAPY MAY HOLD PROMISE?

by J. Silbermer, with thanks to Science News, 2/14/81

M out-of-body blood treatment can control cutanecus T-cell Tymphoma (CTCL), a potentially deadly cancer, according to an international
group of ressarchers.  Bacause of the treatment's success with this white blood cell cancer, the scientists are now investigating it for
other diseases, including AIDS. In the therapy, a light-activated drug is triggered in blood cells removed from the patient’s body; when
the cells are retumed to the patient, they appear to act as a type of vaccine. In 27 of 37 pecple with advanced CTCL, the approach cleared
up the redness and scaling caused by cancer cells in the skin, report researchers from several U.S. and Furopean institutions in the
February 5 New England Journal of Medicine. One of the researchers, Richard Edelson of Yale University, had previously described positive
results in eight patients. The average survival time for people with advanced CTCL is about 30 months. Since most patients studied haven't
been on the drug that Tong, the researchers aren't ready to call the experimental treatment a curs.  8ut they do claim the therapy, called
photopheresis, s the best way to deal with advanced CTCL.  Patients receive a series of treatments, starting each treatment by swallowing
an inwctive fom of the drug psoralen, normally, used in treating psordasis.  After the blood cells have absorbed the psoralen, blood is
draw: and the white: cells, including cancerous ones, are isolated. The rest of the blood goes back into the body;  the white cells are
exposad to ultraviolet Tight. The light activates the psoralen, which lethally damages the cells. The cells are then injectad into the
patient.  The benefits of photopheresis are evidently due not to the immediate damage to the treated cells—only 10-15% of the white cells
are dealt with per therapy session—but to vaccination. The dying cells, when reinfusad into the body, set off an inmune system reaction
against other cancer cells. Photopheresis may also be useful in dealing with autoimmne dissases, where white blood cells mistakenly attack
the body.  The researchers have just begun a trial against pemphigus, a rare autoimmne dissase. Bruce Wintroub, who was involved in the
CTCL study, is also part of an effort to determine whether photopheresis has any value in treating AIDS. He and his coworkers at the
University of California at San Francisco have found that in the Taboratory, photopheresis somehow inactivates the AIDS virus in human white
blood cells. Whether the approach will work in people with AIDS remains to be determined. ’

--------------------
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COFACTORS AND AIDS?
by Joanne Silberner, with thanks to Science News, April 4, 1987

why some people who have been

infected by the AIDS virus go years
—if not their lifetimes — without develop-
ing the syndrome. Many AIDS re-
searchers believe one or more additional
elements, or cofactors, are necessary to
turn an AIDS-virus infection into actual
disease.

According to the US. Public Health
Service, about 1 million to 1.5 million
people in the United States are infected
by human immunodeficiency virus
(HIV), and roughly 20 to 30 percent of
them will develop AIDS within five years.
Who among the infected individuals will
get the syndrome and when that will
happen are open questions. Finding a
cofactor would enable physicians to iden-
tify these people and possibly show how
to prevent the progression from infection
to illness.

Among the many possible cofactors
that have been proposed, two of the
strongest candidates are the presence of
specific, genetically determined proteins
in the infected individuals, and exposure
to other viruses. If the virus co-infection
hypothesis, whose proponents include
researchers from the National Institute of
Allergy and Infectious Diseases (NIAID)
in Bethesda, Md., is true, avoidance of a
second virus could be the key to heaith.
But a genetic predisposition, as sug-
gested by researchers at the University of
California at San Francisco, would be
more difficult to counter.

With most viruses, infection does not
always mean a person becomes sick —for
example, the majority of people infected
with hepatitis B virus or with poliovirus
don't develop symptoms, But while cofac-
tors are evidently an element in these and

other serious viral infections, there has
not been a 16t of research into the issue,
says epidemiologist Harold Jaffe of the
Centers for Disease Control in Atlanta.
Questions about cofactors “could be
asked for lots of other diseases,” he says.
The sudden, mysterious and deadly onset
of the AIDS epidemic has lent the ques-
tion “a sense of urgency,” he says.

B ecause many members of the two

O ne of the great mysteries of AIDS is

highest-risk groups, male homo-
sexuals and intravenous drug
abusers, have histories of frequent sex-
ually transmitted or blood-borne dis-
eases, some researchers have beeninves-
tigating whether a second infection can
somehow “awaken” the AIDS virus. Re-
cent results from Malcolm Martin and his
co-workers at the NIAID provide biolog-
ical support for the possibility.
Martin, Howard E. Gendelman and
their co-workers studied the interaction

of HIV and other viral infections in cells
growing in culture. To avoid the hazards
of working with the entire AIDS virus,
they used only a segment of HIV's genetic
material, linked to a bacterial gene that
directs the construction of an easy-to-
test-for enzyme.

Martin and his colleagues introduced
the combination genes into a cell line and
followed its activity by’ monitoring the
marker enzyme. When they added any
one of several viruses that commonly
infect people, they found more of the
marker enzyme, indicating that the AIDS
virus material was much more active.
Martin says subsequent experiments
using the entire AIDS virus have con-
firmed the initial results, which were
published in the December PROCEEDINGS
OF THE NATIONAL ACADEMY OF SCIENCES

(Vol.83, No.24).

The viruses, Martin says, could push
the AIDS virus in an infected person from
aquietto alethal stage. “By simultaneous
infection, there's a real possibility [of]
inducing or activating latent virus.”

Theviruses used in the experiment are
so different from one another that they
couldn't possibly all be acting in the same
way, he says. Rather than all the viruses
producing an identical protein that
travels to the AIDS virus and causes it to
reproduce, Martin suggests the non-HIV
viruses somehow induce the cell itself to
stimulate HIV, perhaps by making the cell
produce an HiV-stimulating protein.

Several laboratories, including Mar-
tin's, are searching for such a protein.
Unfortunately, if the infected cell’s own
protein is responsible, interceding in the
process may be difficult. “They [the pro-
teins] are probably there for some impor-
tant normal function,” says Martin. Inter-
rupting that function to keep the proteins
from stimulating the AIDS virus could
cause other problems. “The more we
know,” he says, “the less we know.”

On the other hand, the cell may also be
capable of producing other proteins that
inhibit the system, Martin suggests. If so,
stimulating those proteins could keep
HIV quiet. And whatever the mechanism
of action of other viral infections, if they
are what's kicking off HIV, avoiding them
would be a way to avoid getting AIDS.

hile Martms theory holds that a
W second'infection kicks off AIDS,

John Ziegler and Daniel P Stites
of the University of California at San
Francisco suggest that the cofactor is a
genetic one, They base their theory on
the paucity of active AIDS virus found in
full-blown, or “frank,” disease.

“It's very difficult to find infected lym-
phocytes [white blood cells] in infected
blood,” Ziegler says. In frank AIDS, only 1
in 10000 to 1 in 100,000 lymphocytes show
evidence of viral infection.

SPRIPG 1987

To explain how so few viruses could
cause such a devastating disease, Ziegler
and Stites have suggested that the virus
sparks an immune reaction that attacks
not only the virus but also the body's own
healthy cells (SN: 12/20&27/86, p.388).
According to the theory, what controls
whether this autoimmmune reaction oc-
curs is the degree of similarity between
cerlain immune-system components and
HIV itsell, and what determines the sim-
ilarity is genetics.

The AIDS virus attacks and infects the
CD4 cell, a type of white cell, at the
location where the CD4 normally “docks”
with other cells in the immune system.
This docking process is a necessary step
in a cascade of events that results in the
recognition and neutralization of forelgn
substances.

In order to attach to the CD4 dock,
Zeigler and Stites suggest, the virus must
in some way “look” like the second set of
cells. And this similarity results in the
virus affecting the immune system not
only by destroying the cell it infects but
also by generating antibodies that attack
the immune system in‘two separate ways.

First, antibodies to the virus also at-
tack the cells that normaily link up with
the CD4 cells, since the virus and the
second set of cells have something in
common. According to the hypothesis,
these antibodies block the interaction of
the CD4s and the other cells — even
though neither may be infected by the
virus. Second, the virus-prompted anti-
body also triggers the production of
other antibodies against both itself and
the CD4s, again including those that have
not been infected by the AIDS virus. As a.
result, an entire and vital arm of the
immune system is wiped out.

“In this way,” says Ziegler, “just a hand-
ful of HIV could kick off immune system
self-destruction.”

Genetics comes into play because the
proteins on the immune system cells to
which the CD4s attach differ from person
to person, and these proteins are inher-
ited. People whose proteins “look™ like
proteins on the surface of HIV would
develop the two sets of antibodies that
attack the immune system, and go from
infection to full-blown AIDS. People
whose proteins differ markedly from the
HIV strain would be spared.

If the hypothesis is proven true, it has
both positive and negative implications
for therapy. The immune self-attack as-
pect suggests that toning down the im-
mune response could  help.
Therapeutically, “you'd want to think of
ways to remove antibodies to see what
happens to patients,” says Ziegler. French
researchers already have tried damping

(Continued)
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the immune response with cyclosporine,
and a small US. trial with cyclosporine
began recently.

But it would also throw a wrench into
vaccine development. If the part of HIV
that is similar to the antigen-presenting
cells were used as a vaccine, the anti-
bodies generated against the vaccine
material would also be capable of attack-
ing the antigen-presenting cells them-
selves. Such a vaccine would have the
unfortunate result of destroying a nor-
mal, necessary arm of the immune sys-
tem.

Two discoveries would help prove the
genetic hypothesis: identifying a single
antibody that attacks both HIV and the
cells to which the CD4s attach, and the
preponderance in AIDS patients of partic-
ular classes of proteins on white cells that

cont in

wued

differ from those in people who are
infected but have not developed the
syndrome. Collaborators of Ziegler's at
UCSF are now in the process of looking for
similar classes of proteins among people
with AIDS, and there have already been
several reports from other laboratories
indicating that such clustering exists.
Ziegler's collaborators and other U.S. lab-
oratories are also checking an antibody

against white cells found in people with
AIDS to see if it attacks HIV as well.

“My guess is that everybody who is
exposed is capable of being infected, but
the progression to iliness may well reside
in immunogenetic mechanisms,” says
Ziegler. “Obviously everything isn't going
to be explained by genetics. But if it lies
there we should be able to find it

IORK

SITCK OF STRESS !
by Kenneth J. Epstein (Chicago), as a letter to the editor of Science News, 5/16/87

Ziegler’s and Martin's theories aren't
mutually exclusive — they could each be
at work in different people. Nor are genet-
ics and viral infections the only candi-
dates that have been suggested. Ziegler,
in fact, has worked with UCSF's Jay Levy
on a study showing that some people
have a white blood cell capable of sup-
pressing HIV activity. This cell could be
producing a protein that counteracts the
co-infection effect of Martin's hypothesis.

Other research has pointed to the
frequency of AIDS among infected indi-
viduals after they were.exposed to her-
pesviruses or hepatitis B. With millions
of people infected but not yet showing
signs of illness, the problem is more than
academic.

But for the moment, what causes infec-
tion to develop into AIDS, says Ziegler, “is
a biological black box.” a

Joanne Silberner's very incisive article, "What Triggers AIDS?" suggests that the ultimate trigger may be stress, which is already known to
trigger a great many diseases, ranging from the common cold to schizophrenia to heart attacks. Stress researcher Hans Seyle and others have
found that the efforts of stress are cumilative, so that a long series of small stressors can add up to a big problem, which may appear to
occur suddenly, but s really a long time developing.  Homeostasis—the staying power of the body—is gradually eroded by chronic stress,
until something gives.  In arthritis, it is the cartilage of the joints that deteriorates (possibly attacked by the body's own antibodies).
In schizophrenia, it is mental function. In AIDS, it is the fmmne system. The implication of A0S research seems to be that the victims
are not only infected by the virus, tut are also allergic to it or to chemicals it produces. Any stress, ranging from coinfection to a
dental X-ray, could be "the last straw’ that triggers the allergy. It gives insight into why babies are born withaut antibodies, which
could be more dangerous to an infant than the diseases children have to go through to get the antibodies. As Einstein said about the origin
of the ear-th's mag\ehc ﬁeld the cumlative effects of stress may be one of the most important unsolved problems.

WINNING & LOSING IN THE AIDS FIGHT
by D.D. Edwerds, with thanks to Science News, April 25, 1987

Which groups in the population are at risk for developing AIDS and why some individuals infected with the ALDS virus do not develop the
fatal disease are among the key unanswered questions in the spread of AIDS. More possible answers came in two published reports—one saying
that the proportion of female AIDS patients who acquired the disease through hetercsexual contact more than doubled from 1982 through 1986,
the other suggesting that a substance involved in cellular protein production may be the trigger that turns a latent viral infection into a
case of AIDS. In a study reportad in the April 17 Journal of the American Medical Association (JAMA), Mary E. Guinan and Apn Hardy of the
COC in Atlanta considered a1l reported cases of AIDS in women as of November 7, 1986.  (Reporting of AIDS cases to the COC began in mid-
1981.) While the development of AIDS in nearly half of the 1813 female cases was due to intravenous drug use, the proportion of wamen with
AIDS due to heterosexual contact with men considered at risk for AIDS increased from 12% in 1982 to 26%. Guinan and Hardy describe high-
risk men as being primarily intravenous drug users or bisexual. This dramatic increase, say the authors, has implications for the spread of
both heterosexual AlDS and pediatric cases caused by infected mothers. The prevalence of hetercsexually spread AIDS has been an issue of
some controversy. It's a matter not merely of which groups are at risk, hut also of which individuals. Scientists are actively seeking one
or more cofactors that might explain why AIDS viruses that 1ie quietly inside the body's cells for perhaps as Tong as 15 yesrs suddenly
burst forth with a deadly vengeance. One factor activating virus production may be a cellular protein called NF-kappa 8, "according to a
report in the April 16 Nature by Gary Nabel and David Baltimore of the Whitehead Institute for Biomedical Research in Cambridge,
Massachusetts.  The researchers found that NF-kappa B, which as a role in DNA's control of protein production in cells, dincreases in
concentration when the body is challenged by infection. Based on their study, Navel and Baltimore suggest that increased levels of NF-kappa
B, formed in response to other viral or bacterial attacks, . may activate the genetic mechanism of cells already containing the genetic code

for the AIDS virus—resulting in a flood of AIDS virus being produced.
Yokhbiokibloblolakkkobiobiotkiokioiobidiokoickolkokiokk
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INSURANCE SUITS UNDERWAY
by Lisa M. Keen, with thanks to The Washington Blade, 4/24/81

Two national gay litigation groups have filed separate suits against separate insurance companies whith they charge with discriminating
against gays. The Lambda Legal Defense and Education Fund in New York has filed suit in faderal court against the Prudential Insurance
Company.  Lambda charges that the company told an insurance applicant that his blood would not be tested for the HIV antibody but tested it
for the antibody anyway. When the applicant tested antibody positive, said Lambda, the insurance company denied the men's application and
even spoke about his case in public in the commnity in which the man resides. The National Gay Rights Advocates in San Francisco has filed
a complaint with the Texas State Board of Insurance charging that the National Home Life Assurance Campany wrongfully refused to sell Vife
fnsurance to a man because he named, as his heneficiary, an unrelated male roommate.

+

NURSE FIRED FOR DENYING CARE TO PWwaA
by Barbara Siegel, with thanks to Boston’s Gay Community News, 3/15-21/87

In Hutchinson, Kansas, the Reno County Commission has upheld the firing of a public health nurse who refused to care for a person with AIDS,
according to Another Voice. "I feel a little sick...I'm not sure if I'11 ever get another job in nursing,” rurse Margaret Durr said after
the 3-0 vote upholding the Public Health Department's decision. [Durr had been instructed to check the general condition of the PWA and
decide if he was eligible for home health care. Initially, she said, she planned to carry out he instruction, but changed her mind after
tatking with her husband. The PWA, who was determined to need care by Durr's supervisor, has thus far not taken advantage of the agency's
services.  Qurr told the County Comission that she should have the right to refuse a case that she didn't think she could handle and that
she considered dangerous. At the time, I did what I felt was right [based on] my lnowledge and education. At the time, I felt unsafe,”
Durr contended. The Public Health Department, however, denied that she was in any danger and maintained that she had a professional
responsibility to the PWA and that she was asked to do routine tasks she was well trained to carry out.  "The rurses in our health
department are expected to perform the duties that come with the scope of their prime responsibility, said Health Dept. attormey Joe
0'Sullivan. Durr's lawyer said no decision had been made regarding an appeal.

BIas SANNED IMN AUSTIN, TEXAS
by Barbara Siegel, with thanks to Boston's Gay Comunity News, 2/1-1/87

The Austin (Texas) City Council unanimously approved an ordinance banning AI0S-related discrimination in December 1986. According to The
Calendar, the ordinance prohibits discrimination in employment, housing or by public, business and medical services. It also mekes
mandatory HIV testing 11legal. PiAs and PWARC as well as pecple who are HIV antibody positive are protected under the ordinance.

+

BAN GAY BLOOD IN NEW HAMPSHIRE
by Kim Westheimer, with thanks to Boston's Gay Commnity News, 2/1-7/87

Although the issue had heen debated and resolved years ago in the rest of the nation with the advent of the HIV antibody test, a bill to
prohibit gay and Tesbian blood donors has been filed in New Hampshire's Senate.  The bill's spansor, Den. Jon Chandler, claims that the
Tegislation would protect blood from being contaminated with the HIV virus.  Chandler's bill does not ban blood danations from intravenous
drug users, hemophiliacs, or prostitutes, all of whom are classified as high-risk groups for AIDS by public health authorities. Chandler,
who is the vice-chair of the Senate Judiciary Comnittee, reportedly told the committee he would amend the bill to "allow a homosexual  to
donate blood if he donates all of it.... If he wanted to give a1l his blood, boy, 1'd be willing to let him.” The bill has received
criticisn from the American Red Cross, state health officials, and the New Hampshire Citizens' Alliance for Gay and Lesbian Rights.  (ED
NOTE: Do you think the reaction against such hate-mongering would be more noticeable if the bill were directed against Blacks or Latinos?
Or Jaws or Catholics? When will others speak up?!]

MINNESOTA GOVERNOR BANS BIAS
by Barbara Siegel, with thanks to Boston's Gay Camunity News, 2/1-1/87

Mimesota Governor Rudy Perpich hes issusd an executive order prohibiting the state from discriminating against gay men, lesbians, and
people with AIDS, according to Equal Times. The order, issued November 19, 1986, wes not made public until December 3, when it was
disclosed by openly gay State Senator Allan Spear. The order bans state employers from discriminating on the basis of sexual orientation in
recruitment, hiring, promotion, tenure and salary, and compels them to "provide a work environment free of harassment, which is a form of
discrimination.” The order covers all agencies, departments, boards and comissions that are part of the executive branch of state
government.  The ban is based on state rights of privacy and freedam from discrimination or harassment based on sexual orientation.  Under
the order, - the state s also required to treat employees with AIDS as it treats workers with other long-term diseases such as cancer,
according to commissioner of employee relations, Nina Rothchild. Workplace HIV-testing is barned as is "removal from normal or custamary
status. ..except for clearly stated and specific medical and/or public health reasons.
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DOCTORS THOUGHTS ABOUT AIDS
with thanks to the New York Native, 2/2/87

M) magazine recently polled its readership of 145,000 physicians [ED NOTE: response rate not reported] to find out what doctors think
about AIDS. The results were surprising, indicating that many physicians do not agree with official positions about the disease and how to
deal with it. The following are same of the statistics gathered from the stdy.  **Clase to 48% of Anerican physicians in private
practice have encountered one or more AIDS patients. ¥R a specialty, psychiatrists encounter PiAs most frequently—65% of
peychiatrists polled had encountered ane or more PilAs.  ¥ORWTEY, of the survey respondents favor confidential antibody testing and contact
tracing for "high risk" individuals.  *PRk28% favor some form of quarantine. HoookkG 1% recommend a test for antibodies to HIV, as a
prerequisite for obtaining a marriage license. FR*7%Y advocate special high school classes on how to avoid AIDS and other ST0s. Wiolkkonk
suggest providing drug users with sterilized hypodermic needles. woon78s would not disguise the cause of death on a death certificate if
asked to by an AIDS sufferer or family member.

When asked about antibody testing of specific groups: *0k3% favored testing military personnel. xokg0% favored testing dentists.
XRo0aT favored testing doctors. PRRX37Y favored testing hospital employees.  **Oe34Y favored testing food handlers. P31 favored
testing life insurance applicants. WS of physicians would not accept hospital blood supplies if a member of their family were facing
major elective surgery, in which a transfusion would likely be required. An additional 9% did not know what they would do.
JoloioldoloRoRIToIlolRIaIoIRoKAIOKRIIRK
MDs WORRY ABOUT TRANSFUSIONS

with thanks to Detroit's Cruise, 1/28/87

Nearly half the doctors in private practice are so worried about AIDS contamination in the public blood supply they would refuse
transfusions for fanily members undergoing surgery, according to a national survey.  According to the results, 45% of doctors said if a
family member were about to have elective surgery they would shun public donated blood and make arrangements to have their own blood, or
that of other family members, used instead. A1l danated blood is tested for antibodies that indicate the presence of AIDS according to the
Red Cross, which calls the nation's blood supply safe. A significant number of the 4000 doctors who responded to the poll also said they
favored tough measures to confine the spread of the diucase.

DALLAS POLICE WANT BUG REPELLANT
with thanks to The Advocate, and People With AIDS Update, My, 1987

Dallas police officers, fearful of contracting AIDS, have armed themselves with masks, gloves and insect spray to ward off the disease.
Police officials acknowledge the street cop's concerns. “If it makes them feel more comfortable in their jobs, we'll get them whatever they
need," said Lt. 0. L. Goelden. "With summer coming...some officers who are concerned about AIDS being carried by [mosquitoes] have asked
for bug repellent.” The Dallas Police Department has even developed a policy allowing officers to document incidents where they may have
handled suspected AIDS carriers.  Should an officer contract the disease, or be able to prove that he/she was infected on the job, he/she
would be eligible for workers compensation payments. 8ill Nelson, president of the Dallas Gay Alldance, called the officer's fears
unfounded: "I find it ironic that someone who is in such a dangerous profession as police work has this unreasonable, irrational fear about
a disease that is transmitted by intercourse—which, I believe, is not a part of a police officer's work."

ARRESTED FOR "SPREADING™ AIDS

by Martin Heggestad, with thanks to Boston's Gay Community News, 4/5-11/81
A retired U.S. Army Sargeant who has AIDS has been arrested in the Bavarian city of Nuremburg for allegedly spreading the disease to sexual
partners, according to the New York Times. The man, who is said to be bisexual, was working as a cook. His name has not been revealed, nor
is it known whether he practiced "safer” sex with his partners, or whether the partners became infected with HIV. He has been charged with
causing "bodily harm® to others, and could face a five-year prison sentence. This is the first time someone has been arrested in West

Germany for allegedly “spreading” AIDS.
JiokioiokiokIeKIEIRRARICIKK ookl

OKLAHOMA REPUBLICANS: QUARANTINMNE
with thanks to Rick Harding and the The Washington Blade, 4/3/87 -

In its-annual platforn adopted February 21, the Oklahoma Republican Party urged quarantine of people with AIDS, recommended that gays should
not be allowed to work in restaurants, and opposed AIDS education in schools and “safer-sex’ education in the mass media. According to the
gay newspaper, The Gayly Oklahomen, the platform recomends closing gay bars and asserts that *homosexuals are a behaviorai group and not a
racial, ethnic, or religious minority deserving of any protection against discrimination.” Despite the recommendations of the party,
Governor Henry Bellmon, a Republican, has called for an intensive state-supported AIDS education effort, including sex education in the
public schools.  Bellmon said his AIDS programs "might not be popular” with the party, but AIDS "is a dangerous epidemic” and "there's no
point putting [education] off until [AIDS] s aut of control."

JckiokioRItkioloIcloRORIRIRRK
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AIRLINE HOMOPHOBIA SURFACES AT TWA
by Rick Harding, with thenks to The Weshington lade, 2/20/81

A gay Mimeapolis man who wes supporting the boycott of Trans World Airlines (TWA) called by the airline's striking flight attendants, said
he was assaulted by a TWA pilot and barraged with anti-gay insults by a flight attendant in February after he arrived at Washington, 0C's
National Airport for a visit to the city. Jim Schnobrich said he arrived at the airport on a non-TWA flight the night of February 12, and
was carrying his suitcase displaying a "Boycott TWA® sticker when, in the airport's concourse, he walked past a TWA flight attendant. The
attendant, apparently hired to replace me of the striking workers, allegedly said to Schnobrich, “Are you one of those faggots I was hired
to replace?” When he asked the waman for her name so he could report her to the airline, she removed her badge and continued to shout anti-
gay epithets at hin. He said he followed the attendant to a bus, which wes to shuttle the THA crew to a local hotel, and again asked for
her name. A TWA pilot who was an the bus and who had witnessed the incident allegedly shouted at Schnobrich and then punched him in the
face. Other passengers ont he bus restrained the pilot while Schnobrich Teft. He said he notified Federal Aviation Adwinistration airport
police about the incident and filed a report. At the suggest of airport police, he returned the next morning to identify the pilot as the
crew retumned to the airport.  He said police stopped the pilot and questioned him about the allegations, delaying the pilot and his flight
for nearly an hour. The complaint was turned over to FAA detectives but no arrests have been made. The plaintiff, who was also unable to
get the pilot's name said he is consulting with attorneys and plans to file a civil lawsuit against the pilot and THA. A Los Angeles
spokeswoman for the Independent Federation of Flight Attendants which represents the nearly 6000 TWA attendants who walked off the Jjob in
March 1986, said Schnobrich's incident is not the first report of violence they have received during the sometimes hostile employment
dispute.  IFFA New York spokeswoman Diane Karpus said TWA Chairman Carl Icahn told the attendants they could afford a 45% pay cut because
they were not the “breadwimers® of their families, a statement which she said offended many of the women, gay men, and unmarried
attendants.

DELTA AIRLINES AGREE TO DEMANDS
by Kathryn Diaz, with thanks to Boston's Gay Commnity News, 2/22-28/87

A national boycott against Delta Airlines was called off in February when the San Francisco-based Mobilization Against AIDS announced that
the air carrier had agreed to all four of the group's demands. Last August, the airline prohibited a man with AIDS, Mark Sigers, from
boarding a flight. According to the San Francisco Sentinel, Delta agreed to: 1) Publicly apologize for representatives who argued that gay
men killed in airline crashes have Tives of less "value® than other people, because gay men might have AIDS; and formally declare that
neither the company nor any of its representatives will ever make such statements again. 2) Establish a policy that people with infection
are welcome as passengers on Delta and that any person with HIV infection who s in the judgment of that person's physician able to travel
unaccompanied will be allowed to do so. 3) Honor its 1986 commitment to educate Delta Airlines employses about AIDS by contracting with
AIDS education experts to create an appropriate program. 4) Make a gesture of support to the national struggle to end AIDS, as a means of

offsetting the effort and funds expended to correct Delta's past actions.
ook CHkk ook

BIOLOGIST INVESTIGATED FOR WACCINMNE
by Craig McDaniel, with thanks to the New York Native, 4/20/87

A Houston biologist who charges as much as $5000 a year to treat AIDS patients with a vaccine made from their own urine is being
investigated by the Texas Attorney General's Office. The biologist, William Hitt, says he is treating 144 patients (144 x $5000 = $720,000)
with a product made from purified urine.  The product is injected into patients weekly, allegedly prompting the body to produce antibodies
to fight diseases. "We have had patients with us who have had AIDS for 3 years,” Hitt said. “We have been keeping our patients extremely
stabilized for long periods.” The attorney general's investigation is aimed at determining whether Hitt is engaging in deceptive trade
practices or violating food and drug laws, according to the Assistant Attorney General Rose Ann Reeser.

SEX TAX, TAX CREDITS PROPOSED
by Jim Fauntleroy, with thanks to Boston's Gay Community News, 4/26-5/9/87

The on-going battle between Lyndon LaRouche and Paul Cameron for rights to the most outrageous ideas about homosexuality has taken a
dramatic turn in Cameron's favor with his latest proposal for curing the world: sex stamps. Yes, that's right, stamps. You see, Or.
Cameren thinks that tax stamps costing $1000 should be required on any published picture of Jesbian or gay sex. He seems to value
heterosexually somewhat more cheaply, asking only $25 for these pictures. To the inquiring mind, the proposal raises many questions. Would
magazines start reserving a small area on each page for the sticker, as they do now for the UPC symbol on their covers? If not, who would
decide what the valuable seals would cover? Would the glue on the stamps be flavored, and how? Who would get to lick and attach them? But
Cameron breezed by all these queries to unveil a second weapon against promfscuity: a tax credit for couples who marry while both are still
virgins.  To prevent cheating, Cameron said the names of couples applying for the credit would be published, allowing anyone with
contradictory evidence to speak rather than forever holding their peace. It seems surprising that Cameron would advocate measures
encouraging anonymous sex, but even if the proposal were made Taw, few couples would be Tikely to apply for the credit anyway. I mean, how
meny modem Americans® do you know who are willing to advertise their sexual inexperience?
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PILOT TO TOWER:: AIDS ONMN BOARDL
with thanks to Detroit's Cruise, 3/11/87

British air traffic controllers, monitoring routine radio transmissions recently, overheard a Delta Airlines captain say one of his flight
attendants was infected with AIDS. Immigration officials were alerted and detained the man overnight when the flight from Chicago landed at
Heathrow Airport.  After Delta confirmed he had evidence of exposure to the AIDS virus, authorities put him on the first plane back home.
That could happen more often under new rules.  The British Home Office, which has jurisdiction over immigration, announced that AIDS soon
will be placed on & list of contagious disease:: used to deny entry into Britain. Under the plan, which drew immediate criticism, known or
suspected AIDS  carriers could be detained and expelled if medical tests show exposure to the deadly virus.  Spotting carriers will be
difficult since AIDS has no specific symptoms, tut the Hue Office said customs inspectors will be given guidelines about whom to question
and detain. "It s not a system of screening veryone," said Peter Rose, a government spokesperson, Following the American flight
attendant's expulsion, immigration authorities tightened scrutiny of visitors from Central Africa and the United states, where AIDS is more
widespread than in Europe. The prime minister's cabinet is expected to approve the formal policy soon, despite an outcry within the
government and from airlines.  Without objective medical criteria, critics say, AIDS scresning at airports could result in arbitrary
decisions, as well as discrimination based «n race or presumed homosexuality.  The move invites massive legal challenges, opponents warn.
AIDS among flight attendants has become a public issue in Britain and elsewhere in Europe.  British Airways has reported that nine of its
male flight attendants heve died of AIDS, and major internaticnal airlines are considering screening all cabin crews for exposure to the
virus,

AkikobkiodioklokckokickbiookiblololbiokikbloilEIokooKk

DOCTOR WITH &AIDS QUSTED IN CHICAGO

by William Burks, with thanks to the New York Native, 3/16/81

A united Chicago medical community continued its criticism of the Cook County Board's decision to remove a doctor who has AIDS from all
patient contact at the county hospital, and the physician continues to treat patients while his attorneys consider what steps they will take
to overturn the board's decision.  The doctor, whose name has not been disclosed to protect his privacy, is being represented by the
American Civil Liberties Union on I1l4nois. ACWY legal director Marvey Grossman said his client is considering the alternatives of hearings
before the board or a Tawsuit in federal court, in order to maintain his right to continue seeing patients. Area health care experts said
they believe the case is the first in the U.S. of a physician with AIDS being restricted from practice, although they estimate 1200 health
care workers in the US are infected with HIV. In addition, the board directed that any hospital employee out sick for more than 3 days must
submit to a medical examination by hospital staff to determine if AIDS is the cause of illness. Cook County Hospital is the 700 bed public
health facility serving over 5 million residents of the metropolitan Chicago area. If the ACLU takes the doctor's case directly to federal
court, Grossman said his case would ikely be based on federal handicap discrimination laws and the equal protection clause of the 14th
Amendment.  The Cook County Board to allow the physician only technical, diagnostic, consultative, teaching, or administrative and quality-
care duties, but no contact with patients. Board members said concern over patients' fears of contracting AIDS played a role in their
decision. Board President George Dunne stated that the Board's vote reflected its concern over 1itigation by any of the hospital's 700
patients who might have been exposed to AIDS. The Board heard no testimony from medical experts before reaching its decision at the closed-
door meeting. But doctors at the hospital's House Staff Association raised questions about the “ambiguous wording” of the decision, since
doctors with consultation privileges can ordinarily conduct physical examinations. DOr. Stuart Levin, Director of the Section of Infectious
diseases at Rush-Preshyterian St. Luke's Hospital, said he and his colleagues at principal hospitals and medial schools in Chicago “are
unanimous in totally rejecting [the Board's] conclusion and their logic. They said, “We'll anly lose $100,000 in a suit with the ACLU, but
we could lose millions if a patient got AIDS from this doctor and a creative lawyer sued the county.' "If people in leadership are willing
to do the wrong thing, which they know to be the wrong thing, just because they're afraid of being sued for doing the right thing, even
though they know they would be right—then they shouldn't be in positions of leadership,” Levin asserted. Levin and five other specialists
in infectious diseases from Northwestern University Medical School, the Chicago Infectious Disease Scciety, Loyola University Hospital, the
University of Chicago Medical School, and the University of 11Vinois Medical School held a press conference the day before the Board's vote,
urging it not to suspend the doctor with AIDS. I1linois director of Public Health Dr. Bernard Turnock and Chicago Health Department
infectious disease specialist Dr. K. T. Reddi also spoke in favor of the doctor's being allowed to continue his medical practice. A survey
of the public turned aut 9 to 1 against the doctor,” Levin said.  “The public could vote that the earth were flat, but it wouldn't make it
so. We have failed either in our ability to transfer information to the public or to have the public believe us...." Levin further
asserted, “We've put aur lives and the lives of our families on the line over this fact" that AIDS cannot be transmitted by casual contact.
James Delacerda, a nurse practitioner and assistant to Dr. Renslow Sherer of Cook County Hospital's Sable/Sherer AIDS Clinic, said the
hospital's medical director, Dr. Agnes Lattimer, was to his knowledge the only physician who supported the County Board's decision. “I'm
disappointed that Dr. tattimer, a physician and pediatrician, would go along with a group of politicians. For that decision to have been
made by politicians—with no one having any medical degree or training—is insane.” Speaking on condition that his statements' be identified
as his opinions as an individual and not as representative of the hospital, Delacerda continued, “The decision was totally “inappropriate,
totaily reactionary, totally against all federal and state quidelines set up by people who know infectious disease, from Dr. [C. Everett]
Koop, the US Surgeon General, to Dr. [Renslow] Sherer, head of our AIDS program here.” Llevin suggested broader implications to the
decision. "It plays upon ignorance, and will fire up the prejudices of many individuals. The potential for a fascist uprising exists high
enough up that it should be shown for what it is.  And if we don't have an informed populace, they'1l strike out, feeling they have the
right to strike aut.” Public policy should be hased on the medical facts because, “There will be enaugh fear and terror as more pecple get
{AIDS]," Levin said. “Soon enough, everybody will have a son or daughter or friend who will die. That's what™is going to happen.”
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HAIRY LEUKOPLAKIA HALTED WITH R ><
by Mike Salinas, with thanks to the New York Native, 5/4/87

A dental researcher at the University of California at San Francisco has announced findings that indicate hairy leukoplakia, an early
indicator of AIDS, can be treated successfully with a new experimental drug. The researcher, Dr. Deborah Greenspan, recently presented her
research to the International Association of Dental Research in Chicago, as part of its annual convention. According to Greenspan, eight
patients who took the anti-viral agent desciclovir remained free of hairy Teukoplakia's characteristic tongue lesions, while the condition
continued to develop in the control group of six. Patients who were given desciclovir orally for two weeks remained "lesion-free, or nearly
s0, for up to 3 months,” according to the April 20 issue of Physician's Weekly. Significantly, the treatment also eliminated the Epstein-
Barr virus (EBV) from the site of the patches. EBV has been discussed repeatedly as a possible factor in the development of AIDS. New York
University dermatologist Alvin Friedman-Kien, who believes suppressing EBV activity may help delay or prevent the onset of AIDS, called
Greenspan's research “terribly important.® Desciclavir is a "prodrug” of acyclovir, an anti-herpes medication also known under the trade
name Iovirax. Both are produced by Burroughs-Wellcome, the pharmaceutical company which manufactures Retrovir (AIT), the first AIDS

treatment ijftmorize(-i by the f?deral F?od & Drug Administration. The future of desciclovir was not known at press time.

DENTAL CLINIC IN NEW YORK OPENS

The first hospital-based dental clinic in the United States for the treatment of people with AIDS and AIDS-related canditions (ARC) opened
April 2 at the Spallman Center for the Treatment of Persons With AIDS at New York's St. Clare's Hospital. *The establistment of the dental
program is in response to an urgent need,” says Or. Mario Andriolo, Jr., DDS, Director of Dentistry. "People with AIDS/ARC are almost
universally denfed dental treatment in the private sector.” Andriolo, an authority on the oral menifestations and dental management of
people with AIDS stated, "Many of the early manifestations of AIDS are present in the mouth and may require biopsy, medications, or other
treatment.  The dentist is an important member of the medical and support team caring for those with AIDS." Also, there are other special
dental considerations involving proper nutrition and an ability to crew food, since the syndrome is a wasting disease. Dental care in the
form of frequent cleanings, home care reinforcement, eliminating any sources of pain, providing prosthetic devices such as dentures,
bridges, etc. are essential to prevent rapid deterioration of pre-existing periodontal conditions. The dental service adds an important
component to the Spellman Center's comprehensive AIDS program.  The dental program will provide direct inpatient and outpatient care and
will be involved in clinical research and education dealing with oral manifestations of AIDS. Funding for the renovation and equipment for
the clinic is being provided for by the Alfred E. Smith and the Altwan Foundations.  The Spellman Canter for the Treatment of Persons with
AIDS offers a comprehensive program. The Center has a discrete acute care unit, a full service autpatient clinic and a hotTine for AIDS
information (1/800/433-AI0S). St. Claire's is oparated under the auspices of the Catholic Archdiocese of New York and is affiliated with
New York Medical College. For more information: The Spellman Center, St. Claire's Hospital & Health Center, 415 West Fifty-First Street,
New York, 10019 (212/586-1500).

MDs OPPOSE MANDATORY HIWV AB TESTING

Federal proposals calling for mandatory HIV antibody testing have met with vigorous opposition by a national organization of physicians
treating thousands of people with AIDS and people with HIV infection.  Opposition comes from the American Association of Physicians for
Human Rights (AAPHR), whose president, David 6. Ostrow, MD, PhD, of Chicago, believes the proposals "do not appear to meet any reasonable
standards of efficacy in controlling the spread of HIV infection." The mandatory testing proposals for hospital admissions and persons
seeling marriage icenses have been advanced by the Centers for Disease Control in Atlanta. The proposals were reviewed during COC meetings
February 23-24.  Ostrow, who is an associate professor of psychiatry at the University of Michigan School of Medicine, and other AAPHR
representatives participated in those sessions.  Ostrow stressed AAPHR's position to COC AIDS Coordinator Dr. Walter Dowdle. Amng the
major points:

e YMandatory hospital admission testing programs will discourage individuals in need of medical care and counseling concerning AIDS
and RIV infection from availing themselves of those services.  This will contribute to the unavailability of services and counseling to
those most in need of them, thereby limiting our ability to control the spread of HIV infection.

*Mandatory pre-marital testing would impose a form of de facto discrimination on HIV seropositive individuals seeking marriage.
Tt could discourage monogamy and the practice of “safer sex' by married couples, thus again being counterproductive to our mutually-held
gaal of reducing the spread of HIV infectian.

> The U.S. Public Health Service cannot adequately guarantee the confidentiality of HIV serology results obtained through these
proposed screening programs, nor can it mandate anti-discrimination protections which must be enacted at the state and local level.

"The combination of widespread mandatory HIV screening programs, continued widespread ignorance and fear concerning the casual spread of
HIV, and the lack of adequate anti-discrimination safeguards for HIV seropositive individuals will cause severe hardship and suffering by
hundreds of thousands of persons,” Ostrow said. He added, "AAPHR has long advocated massive public education programs as the anly effective
and ethical means of controlling the spread of HIV infection, a position recently endorsed by both the Surgeon General and the National
Acadeny of Sciences.” He proposed a plenary session at the upcoming International AIDS Conference where the evidence for the efficacy of
the gay comunity's AIDS education efforts can be more completely presented.
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GAY DAD CAN VISIT DAUGHTER——NO TEST
by WiTHam Burks, with thanks to The Mashington Blade, 4/10/87

*John Doe,” the gay father 1iving in San Francisco whose Chicago ex-wife had refused to allow their two daughters to visit him because of
fear of AIDS, can visit his children as a result of a settlement entered March 31 in Cook County Circuit Court. Under the settlement “Susan
Doe"—the 1itigants used pseudonyms to protect the privacy of themselves and their children—discantinued her effarts to prevent visitation
by the children.  She had argued that even though her ex-husband does not have AIDS, he is a member of a *highrisk” group and might infect

their two daughters, ages 9 and 11, with the disease,
*oonkioiobbiokbiokicobik oKk

FALSE AIDS ALARM ENDS IN DEATH
by Martin Heggestad, with thanks to Boston's Gay Comumity News, 3/29-4/4/81

A man who mistakenly thought he had AIDS shot himself, his pregnant wife, and their 2-year old daughter, according to the UPI via the
Advocate.  Bruno Anselmi wrote in a suicide note that he had diagnosed himself as having AIDS after hearing radio reports about the disease.
He feared that he had contracted AIDS from having sex with a prostitute 3 years ago. In reality, he was suffering from the flu, according

to the report.
Joobkickokicioloiciolokioioiokidkoickiokidlkidillokokioioiiciolokioiololok

PEACE CORPS REQUIRES NEGATIVE AB
by Lou Chibbaro Jr., with thanks to The Washington Blade, 3/13/87

The Peace Corps implemented a new AIDS antibody testing policy which requires applicants to submit a doctor's report stating that the
applicant has tested negative for the antibody. The new policy, described in an internal Peace Corps memorandum, states that applicants who
do not submit such reports will be disqualified from joining the Peace Corps, but notes that the policy ensures that neither the Peace Corps
nor anyone in the federal government need find out that the applicant has tested positive. “As applicants need only provide negative [test]
results, they can withdraw their applications at any time without explanation (or exercise the option of not applying until they test
negative)," states the memorandum, prepared by Peace Corps Associate Director Linda Ree Gregory. Under the new testing policy which took
place March 1, Peace Corps volunteers who currently are serving overseas assignments will not be required to take the AIDS antibody test
unless a Peace Corps medical officer determines that a volunteer shows AlDS-related symptoms. Volunteers who test positive will be returned
to the U.S. and discharged from the Peace Corps. Jeff Levi, director of the National Gay & Leshian Task Force, said that while the Corps'
testing procedure appears to protect the confidentiality of applicants, he opposes adoption of any mandatory AIDS antibody testing. Levi
and other gay rights leaders have maintained that persons testing positive but who do not show signs of illness are capable of overseas work
assignments and should not be subjected to discrimination. A1) overseas workers, whether they test positive or not, must avoid engaging in
*high-risk® sexual activity. Avoidance of such activity is the best method of curtailing the spread of AIDS. However, Peace Corps press
spokeswoman Alice Glen said the AIDS antibody testing policy was approved by the Peace Corps to protect the health of its volunteers, who
are often subjected to infectious diseases in developing countries. Glen noted that all Peace Corps volunteers are given vaccinations prior
to leaving the U.S., and that AIDS researchers have discovered that such vaccinations could bring about serious llness to persons whose
inmne systems are compromised due to infection with the AIBS virus. The Peace Corps, created in the early 1960s, provides some 60 Third
World countries with Anerican volunteers skilled in such areas as agriculture, public health, forestry, and fishery management. About 5000
Peace Corps volunteers are currently serving overseas, according to the agency's literature. Uhile the February 18th memo prepared by
Gregory mentions health concerns for volunteers as an important reastn for adopting the testing policy, the memo also raises the issue of
*political consequences® that may arise if overseas volunteers are found to be AIDS “carriers.” *The health of our in-country hosts is a
crucial consideration and it is important, in terms of the credibility of our programs, that host country governments know that we have done
everything we can [to curtail the spread of AIDS]," the memorandum states. Karl Pulley, administrator of the Peace Corps' medical services
division, said officials went to “great lengths” to implement antibody testing policy in a way that protects the confidentiality of persons
applying to become volunteers.  Unlike some other government agencies, Pulley said, the Peace Corps testing policy provides for instructing
applicants on how to avoid disclosure of their test results to the government. While appearing to take steps to ensure confidentiality to
Peace Corps applicants, the Peace Corps' AIDS antibody testing policy provides less discretion for volunteers who are already working in
foreign countries.  The Corps' memo also states that the medical officer could order a test if he or she ohserves "physical manifestation
of disease symptoms" or obtains “specific information Teading reasamably to the conclusion that an individual has been exposed to the
infection." Overseas volunteers who test positive will be immediately "evacuated” from their duty stations and, following further medical
testing, they will be “medically separated” or offered a chance to "resign’ from the Corps.  Pulley said knowledge of a volunteer's sexual
orientation will be “irrelevant® to a decision of whether or not an overseas volunteer should take the test.  The testing program does not
affect Peace Corps employees who, unlike the volunteers, fall under the jurisdiction of the State Dept., which adopted -its own mandatory
AIDS antibody testing program for overseas persomnel.  Pulley noted that information packets sent to all applicants will coach the
apolicants on seeking out the test at the numercus alternate site test centers established within the past two years. Pulley said Peace
Corps applicants traditionally have withdrawn from the program for reasons ranging from career changes or a realization that overseas work
in developing countries is not suitable for them. ’
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HOME AI1DS ANTIBODY TEST
with thanks to The Baltimore Gay Paper, February, 1987

A Norcross, Georgia biomedical firm has developed a new portable test that can detect AIDS antibodies in a blood sample within 10 minutes, a
spokesperson for the company said. It may be marketed for home use in the future. Officials of Murex Corporation said they are discussing
details with the U.S. Food & Drug Administration and hope to market the test in the United States sometime in 1987. A home version which
would sell for about $10 could be available by 1988. Presently available ELISA antibody testing takes 2 to 4 hours to process in specially
squipped laboratories. The home test designated the "Single Use Diagnostic System' (SUDS), wes developed at San Francisco's Institute of
Cancer Research, and consists of a small cartridge-like device resembling a telephone mouthpiece, that contains a substance that reacts with
AIDS antibodies in a test blood sample. In the second step, a detector antibody is added, and changes color in the cartridge if antibody is

INSURANCE TESTS BANNED BY CUOMO
by Peg Byran, with thanks to The Washington Blade, 4/24/87

New York Governor Mario Cuomo surprised hundreds of lesbians and gay men at an emotion—choked ceremony by annauncing a plan to stop health
insurers from using an AIDS antibody test as a condition for coverage. The governor, who ruled out running for the presidency earlier this
year, made the announcement during ceremonies honoring his former aide, veteran gay activist Peter Vogel, who died from AIDS last year.
Cuomo also used the accasion to sign an amendment to his executive order that prohibits anti-gay discrimination in state government jobs.
The amendment to Executive Order 28, originally issued in 1983, is intended to beef up enforcement by placing its authority with the state
Division of Human Rights instead of the Office of Employee Relations.  But Cuomo surprised the crowd at Manhattan's Lesbian & Gay Comunity
Services Center by announcing that the State's Insurance Department would take steps to prohibit health insurers from requiring applicants
to take the AIDS antibody test before getting coverage. Cuomo's statement drew loud applause from the nearly 400 people at the event, and
praise from gay rights groups, even though the proposed regulation would apply to health insurance only and not to life insurance.  Cuomo
had tears in his eyes as he spoke of Vogel, who for years worked closely with former National Gay and Lesbian Task Force Director Virginia
Apuzzo, who shared the stage with Cuomo. “He was an extraordinary public servant,* Cuomo said of Vogel, *and to me a very good friend,” he
said, his voice choking with emotion. "His death has deepened our Tove of life and freedam."

o

MURDER THREAT FOR POSITIVE AB TEST
with thanks to New York Native, 5/11/87

A gay man in Portland, Oregon has been the subject of terrorizing telephone calls and attempted assaults, reports Just Out, an Oregon gay
monthly newspaper.  The man, who prefers to remain anonymous, received a telephone call several weeks ago from a m?]e who allegedly said he
"was going to get” the man. Some days later, at a bar, the man was confronted by a sexual partner from three years pastl,. who re\./ea’leg that
it was he who had made the call. The acquaintance said he was undergoing a test for antibodies to HIV, the so-called "AIDS virs, and
that, "If it's positive, 1'm going to ki1l you and your lover.” Two weeks later, another call was received, from someone saying he was
coming over to kill the man.  The caller also said he had spent $500 to make a videotape depicting the “rape* of the caller by the. man,
apparently intended as justification of the caller's intended violence. Poice responded to the threat, hut 1e1ft when the caller did not
appear. shortly thereafter, the man heard somecne at his door, who broke two windows in an apparent attempt to gain entry, but.ﬂed when he
cut hinself.  Just Out reports that a large butcher knife was found among the shards of broken glass and blood. Portland police r?qu\ded
with "inartia® to the man's attempt to prefer charges against his assailant. After one week of "run-around,” a poice report on the incident

DATIMNG REGISTRY FOR AMNMTIRBODY NEGS
with thenks to Rick Harding and The Washington 8lade, 3/27/87

A San Francisco based dating registry for single men and women who have tested negative to antibody for HIV is drawing criticism from local
safer-sex educators, according to San Francisco's Bay Area Reporter. According to registry organizer John McAfee, participants in the “Life
Guard Screening Progran” are entered into a computerized 1ist, and receive an identification card stamped *AIDS Negative." T participate in
the program a person must provide a physician's statement that he or she had tested negative for the HIV antibody within the past six
months. Safer sex educatars have criticized the program, saying it is not a replacement for safer-sex practices. According to American Red
Cross blood services director Dr. J. Lawrence Naiman, a negative antibody test is accurate only if the person tested has not “exchanged body
fluids" for six months preceding the test. The test result is also irrelevant if the person has unsafe sex at any point after the test was
taken, he said. McAfee said, "We do not guarantee that sex with these people [participating in the registry program] is safe. What we do
say is that if you only have sex with card-carrying members of this program, your chances of contracting AIDS are substantially reduced.”
McAfee said the program is attempting to reach "single dating people of any sex and orientation” and he hopes to enroll 20,000 participants
from the San Francisco and Seattle areas within the next four months.

Lest thét pecple from outjside of San Francisco or Seattle feel jealous for not being able to "document their health," other entrepreneurs
have established similar prograns elsawhere. "Care/Card® in Chicago provides a plastic embossed card through a physician's office; the card
is "validated” with a scissors cutting off either the antibody negative or antibody positive end of the card.
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PEOPLE OF COLOR AIDS REPORT
conpiled by Stephanie Poggi, with thanks to Boston's Gay Cowmnity News, 4/5-11/87

The National AIDS Network (NAN) has relsased its report on "AIDS Education and Support Services to Minorities: A Survey of Commmity Based
AIDS Services Providers.” The report was compiled by Gilberto Gerald, Director of Minority Affairs for the NWN. “Minorities with AIDS are
victims of a health care system that has always put minorities at a great disadvantage, as documented in the federal government's Report of
the Secretary's Task Force on Black and Minarity Health (January, 1986). This creates a very bleak picture for the future of the minority
commnity with respect to the AIDS crisis,” says Gerald. "A black women is 13 times more 1ikely than a white woman to contract AIDS. There
is a desperate need for risk-reduction information targeted at minority commnities.® Copies of the report can be obtained by sending $25

to NAN, 1012 14th Street MW Suite 601, Washington, OC 20005.
FH0RIOIIIcIoIOIIOIIIAKICITIcooackoclak ok
MINORITIES & LEGAL CONFERENCE

with thanks to Los Angeles Computerized AIDS Information Network (CAIN), 5/9/87

It is hoped thet those inwolved with legal issue regarding AI0S and those involved in service areas directed at minorities can share
experiences and strategies aimed at AIDS related problems suffered by minorities.  To highlight the problem of AIDS as it impacts
minorities, a legal conference on AIDS and people of color is being planned at the Thurgood Marshall Schoot of Law, Texas Southern
University in Houston, Texas on September 11-12, 1987. It is hoped that we can solicit established local and national Al0S-related
organizations to lend their names as “co-sponsors.” If interested, please contact: Professor EM. Harrington, Texas Southern University,
Thurgood Marshall School of Law, 3100 Cleburne St., Houston, TX 77004,

plkokiokkbiuolololoblooidiokioloialokkklolldIokIKIRIORRK

WOMEMN I AT L AN T A SAFER SEX PARTIES

by Louise Maret, with thanks to The Journal of AID Atlanta, April, 1987

Today, women are asking the same question gay men asked years ago. How do I remain sexually active yet safe from AIDS?  Heterosexually
transmitted AIDS cases rose 132% among people born in the U.S. Tlast year. Since AIDS is not confined to any risk group, but is a threat to
anyone who is sexually active, women are wanting to know how to protect themselves. The Play Safe Atlanta (P.S. Atlanta) campaign, formerly
known as P.S I Love You, introduced Safe Sex Home Parties for gay men in 1985 as a fun way to learn how to play safe. Now P.S. Atlanta hes
expanded its outreach to include safer sex parties for women. Last November, Sharon Kricun, secretary to the AID Atlanta Educational Dept.,
formed a development committee of women in the health and social services fields to adapt the gay men's party format to address the needs of
women.  There are now ten trained facilitators who have sponsored parties.  The Women's Safe Sex Home Parties began with a media splash.
Committee members put on parties for the benefit of television stations and newspapers. The coverage offered free advertising and increased
public awareness. A film of the safer sex party will be aired 8 times after its premier on the Playboy Channel program, "Sexetera, The News
According to Playboy.” A tupperware party format first used for gay men's parties, is also used for women. A volunteer hostess provides
the house and refreshments for a group of 10-20 invited guests. AID Atlanta facilitators arrive equipped with condoms, games, and the "Safe
Sex Erotic Potential Box" to sell the concept of safer sex. The parties provide an upbeat and comfortable atmosphere for women to learn how
to make sex both erotic and safe.  This includes learning more about condoms—and how to get men to use them. e want wamen to walk away
with hope: that they don't have to hide in their bedrooms and be celibate,” said Sharon Kricn. “We are trying to make condoms more
erotic and more familiar to wamen.” Facilitators usually use a type of "Dr. Ruth' question and answer session to bresk the ice.  Bananas
are used for the condom demonstration and "Survival Kits" containing a variety of condoms and dental dams are distributed. Roleplays thelp
women  learn how to introduce the concept of safe sex in a variety of sexual relationships whether it's a chance encounter at the airport or
a long-term partnership.  Finally, there is the "Safe Erotic Potential Box,” filled with common household items meant to inspire creative
use of safer sex principles. Gay women are also interested in safer sex and a special party format has been designed for this group.
*There are no high risk groups, just high risk behaviors, says Kricun.  "So all women nesd to be careful.* Response to the parties has
been favorable.  According to Kricun, “Women have been as receptive as gay men and seem to need for information.” So far, there are no
safer sex parties for heterosexual men.  "It's realistic to say that straight men are not interested,” says Kricun. “Women have taken the
responsibility for sex ever since Eve allegedly ate the apple—it'1] be through women that information reaches the heterosexual population.
The person being penetrated is t most risk. Therefore, women need to be concerned.”  Someday, however, there may be parties for
heterosexual men or for groups of both men and women.  Women on the development committee have discussed bringing in male partners or
friends for a trial party.

DETROIT AIDS I BRLACK COMMUNITY
with thanks to Detroit's Cruise, 4/1/87

AIDS hers no respect, and can affect anyone regardless of age, race, nationality or other factors. That wes part of the message delivered to
150 Detroit commnity leaders attending a recent day-lang symposium on “AIDS in the Black Community” at McGregor Conference Center on the
Wayne State University campus.  The symposium was convened by Detroit Health Dept. Director John B. Waller Jr. and Tocal: and national
experts in response to growing evidence that Blacks are disproportionately represented among persons with AIDS.  The symposium was put
together as a way to help sensitize Black leaders to the impact of AIDS in the Black comumity, according to Linda Williams, Detroit Health
Department AIDS coordinator.  “Recognizing the status and influence of the participants, we believe that these individuals will be of
valuable support in helping educate and in some instances re-educate the Black commnity about AIDS as an issue of vital concern,” she said.
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LATING EDUCATIONAL CAMPATIGN
with thanks to Southern California Cares News

In an effort to provide factual and accurate information about AIDS to Southern California's latino comunities, Southern California CARES
(Cooperative AIDS Risk Reduction Educational Service) recently introduced a Spanish-language educational program. The campaign consists of
a series of Spanish language radio and television public service amnouncements, a print advertisement and a regional, toll-free hotline.
The television PSAs, featuring entertainer Vicki Carr, briefly discuss the AIDS virus and how it can and canot be transmitted.  The radio
PSAs encourage interested and concerned individuals to contact a toll-free hotline for medical and social service referrals.  The print
advertisement also autlines high-risk behaviors and describes the symptoms of AI0S. The Spanish lanquage hotline, funded by the State of
California and the City of Los Angeles, will initially operate from 5-7 pm, weekdays, and will be staffed by bilingual volunteers. The
hotline will provide accurate, up-to-date information about AICS and the methods by which the disease is transmitted, as well as referral
services to health care providers and social service organizations.  The toll-free hotline number for the Southern California counties of
Imperial, Inyo, Los Angeles, Orange, Mono, Riverside, San Bernardina, San Diego, San Luis Obispo, Santa Barbara, and Ventura is 800/222-S10A
(222-7432). The Spanish Tanguage program is one component of an effort to better educate and inform people of color comunities in Southern
California about the risks associated with AIDS.  News briefings directed toward the black and Asian/Pacific commnities are scheduled to
take place in early 1987 as part of Southern California CARES' continuing outreach campaign to people of color.

GYNECOLOGISTS URGED TO INFORM WOMEN
with thanks to AIDS Bulletin, of the Tidewater AIOS Crisis Taskforce of Norfolk, Virginia, January, 1981

Although researchers disagree on how great an AIDS risk our nation's women face, they do agree on two major points: It's as important for
women to practice safer sex as it is for men, and gynecologists should be responsible for telling them so.  °I think gynecologists have a
very important role,* says Judith Cohen, PhD. “They are the most regular source of health care most women have. If they are reluctant to
raise the issues of self-protection and responsibility, then women aren't going to hear about those issues as regularly or from as important
asource.” But Cohen, co-director of the San Francisco-based Association for Women's AIDS Research and Education, believes most
gynecologists don't discuss with their patients the sensitive sexual issues important to AIDS prevention. "] think gynecologists get very
Yittle education about how to talk to their patients about being sexual. Most of them aren’t very comfortable doing it. And something that
doesn't get asked doesn't get answered,” she says. Steve Margolis, PHD, with the Centers for Disease Control, agrees. Like all physicians,
gynecologists should Jearn everything they can about AIDS, whether they"ve encountered a patient with AIDS or not, Margolis says. And an
AIDS risk assessment should be part of each medical history they take, he adds. “As physicians, gynecologists should understand how the
AIDS virus is and s not transmitted. And after doing a patient history, they should lnow what the real risk is to that patient,” says
Margolis, assistant director of the AIDS program in COC's Center for Prevention Services. Gynecologists also should be familiar with
econamic, social, and psychological resources available to people with HIV infections or AIDS, Margolis suggests, adding *tragically, very
few physicians have any of that information.*
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BLACK AFRIKAN—AMERICAN PWASs
by Rev. Charles Angel, with thanks to the PWA Coalition Newsline, April, 1987

It finally happened.  After years of seeing friends, close and distant, buried, my news came. Or 2s so many Pits can attest, "the news"
finally came. At the age of 35, having lived through the "do as you please, have who you want, '70's,” it wes not IF [ get AIDS, but when.
I hoped early years of Gay Men's Health Crisis volunteer work, condams and tears shed at “AIDS in the Black Comunity’ conferences wauld
save me. Walking through the African American and Caribbean cormunities in New York, [ didn't see people 1 used to see, and nobody seems to

want to discuss where they have gone. Finally, it happened. The lesion on ny arm wasn't a blemish or an insect bite. At 10:30 am, January
7, 1987, I was diagnosed with Kaposi's sarcoma. 1'm shocked. I'm scared. I'mnumb. But at the same time, it is not as horrible as the
constant fear of AIDS. It's finally here. Like so nany PAs, 1'm really able to say that the diagnasis isn't as bad &s the anxiety. My
initial terror was almost unspeakable. A1l the questions: When will I die? How will 1 die? Should I comit suicide? How should I commit
suicide? Then finally, after a day or so, I made a decision. I reached into my experiences and | bagan to listen to all the imner voices
that have kept me alive as an openly gay, Afrikan man born as an Arerican in New York City. 1 now need the strength I received in numerous
spirit-filled church services. Now, more than ever, all the fiery sermans | had ever preached will now, as a preacher with AIDS, have to
keep me alive. The imer quides of rich fanily roots deep in the black Tife of New York have to support me. Defeating AIDS has meant that
I will have to reach out and gather all of the strength that has carried my people through second-class citizenship, segregation,
reconstruction and far into the memories of my slave ancestors. My American roots alone are not enough. The fortitude and glory of my West
African beginnings must be enployed in a battle to defeat AIDS. 1 need all of this plus the modern memories of grand, black gay times in
Manhattan streets and Brooklyn sidewalks. While our Tives will never be the sane, we must not forget to Jaugh and have the strength to
live. There comes a point in dealing with AIOS that one must take control and decide to Tive. I am going to live and like every other
humen being, one day I shall die. But 1've made the choice that I will not die of AIDS. It no longer has power over we.

(Rev. Charles Angel is a gay, black person with AIDS who is founding menber of Gay Men of Afrikan Descent (GMAD) and a member of the PWA
Coalition in New York City.]
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MATIVE AMERICANS GETTING AIDS
with thanks to Detroit's Cruise, 4/29/61 v

At first it was thought a was a nan~Indian problem, but 32 cases have been reported among Native Americans since 1981, according to the
government's  Indian Health Service and Centers for Disease Control. The cases were reported in 14 states according to Pat Johannes, a
comunicable dissase activities coordinator for the COC.  The total number of deaths from AIDS was 17, with 44% of them in California and
New York. Age of PWAs ranged from 17 to 53 years old. "There is enough evidence to suggest that despite the remoteness of many Indian
reservations, even those communicable diseases dependent upon lifestyle for transmission will affect Native Americans, and considerable
effor't must be put 1nto their identification, treatment and prevention,” Johawes wrote in an Indian Health Service Newsletter.

BLACK PWA CHARGES AIDS FUNDING BIAS
by Cheis Bu1), with thanks to Boston's Gay Comunity News, 4/19-25/81

A Black man with AIDS filed suit against the Los Angeles County Board of Supervisors and Health Department, charging that he could have
avoided the dissase had they done more to educate Black and Latino communities in the city. Greg Baker is joined in the suit by the
National Association for the Advancement of Colored People (NAACP), the Sauthern Christian Leadership Conference, Rev. Carl Boan of the
National Minority AIDS Council, and Dr. Anthony Lopez of the Hispanic AIDS Education Foundation. The groups hope to get federal and local
goverrments to step up AIDS education for people of color.  Lawyers from the American Civil Liberties Union (ACLS) are representing Baker
and the coalition of organizations. Kate Cameron of the ACLU says that the suit attempts to align itself with US Surgeon General C. Everett
Koop's report, which also cites a lack of funding for communities most heavily hit by AIDS. She explained that this tactic will legitimate
the suit in the eyes of those who think the ACLU is a "crazy leftist outfit." The country has given Tip service but not funds to minority
comunities. It is unfortunate that we must litigate, but there seems to be no other way of getting the country to address a problem that
is reaching epidemic proportions,” Cameron said. Los angeles has the second highest number of people with AIDS, after New York City, and
prevention through education will be less expensive for the cauntry in the long run anyway, Cameron insisted. Craig Harris of the Natianal
Minority AIDS Council and the National Coalition of Black Leshians and Gays said that A funding has failed to address the specific needs of
people of color.  the most effective programs, according to Harris, are those in which a community received education from its own members,
However, he said, health officials and mainstream foundations have used educators from outside communities of color, and materials that are
culturally inappropriate.  "Education that might work perfectly well for a gay white male will have Tittle affect on a Black person even if
he happens to come into contact with it.” Harris also cited institutional racism and the lack of contact between groups of people of color
as prime problems in achieving education for people of color. Harris and other experts in the field agread, however, that people of color
are gradually achieving more power to fight for funds. *This Tawsuit s only one of the measures being taken in terms of raising the
funding issue with legal and legislative authorities. It is unfortunate that the monies have historically been directed toward minority
outreach and inclusion projects of the more established service organizations. Clearly more funding needs to go to ethnic minority and
minority/commnity based programs.” Ernest Andrews of the Multi-Cultural Alliance for the Prevention of AIDS in San Francisco, agreed with
Harris.  "Health officials argue that there are not enough people in these communities to justify more funding, but in San Francisco, the
AIDS Foundation has a budget of several million dollars and spends anly about $100,000 between all the conunities {of color] here,” he told
GN.  Federal and state health officials refused to comment on the suit but agreed that new approaches to education may be necessary.
Robert Saltzman, Administrator of the Los Angeles County Dept. of Health Services, said that their AIDS education program has six full-time
health educators, two of whom are dedicated to the Black and Latino conmnities. Forty percent of their ane million dollar annwal education
budget goes to these comunities, he claimed. Saltzman also pointed out that the Health Dept. has a variety of contracts with comunity
organizations to facilitate education for Black and Latino comunities. "We are doing everything we can with the resources we have to reach
a variety of comunities. e are working on different approaches for these areas that do not respond to our standard approach,” Saltzman
said. Los Angeles County Supervisor Mike Antonovich, named-as a defendant in the suit and a target of criticism by gay and leshian groups
for alleged homophobic remarks, does not believe that people of color have been harder hit by the disease in Los Angeles Caunty. Therefore,
he says, they do not deserve "special consideration.® Antonovich's press secretary, Dawson Oppenheimer, told OON that gay and leshian
activists appear to have their own agenda that has nothing to do with stopping the disease. "There are many homosexual and many
heterosexual pecple in the country, but only the gay activists seek more than fair treatment.” Oppenheimer accused the ACLU of ignoring the
public interest in stopping the spread of AIDS.  “What about the rights of wives of men with the disease. The ACLY helieves that they do
not have the right to know their situation,” he alleged. He also claimed that Blacks and Latinos in Los Angeles county actually contract
the disease less often than their white counterparts.  "Somebody [in the County Health Dept.] must be doing something right.® According to
the Los Angeles County Health Services AIDS report, 29 percent of AIDS cases are Black or Latino, although the groups represent nearly 40%
of the population. The figures do not include the substantial population of illegal immigrants in Los Angeles. Jim Brown of the Federal
Public Health Service in Washington, OC, denied that spending on AIDS education has been discriminatory. "As we go along, we find that we
need to stress certain areas and this s one of them. But AIDS is a killer no matter what commnity it is in." New techniques are being
tried to reach Black and Latino communities, including public service announcements on popular radio stations, in churches and at drug
rehabilitation centers, he said. So far, however, these new approaches have been inadequate, Black and Latino leaders assert. The ACLU's
Kate Cameron listed some of the problems: speakers bureaus that do not reach a large enough audience, health brochures designed for white
middle-class males, drug rehab centers that put people right back onto the streets, a lack of health care for the poor,: little or no
counseling for people of color with AIDS, and Janguage barriers, among others. For example; Latinos in Los Angeles with questions about
AIDS are referred to a Spanish rape hotline because it is the only organization that has the proper information in Spanish.  the suit,

Cameron explained, s an attempt to get the government to address these serious problems one by one.  Suki Ports of the New York Minority
AIDS Project believes that discrimination in AIDS funding is simply a reflection of white male power in this country. "I am saddened that
it takes legal action to create concern for AIDS and ARC victims, but if this is the only route we have it must suffice.”
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COLLEGE AIDS EDUCATION MAMUAL

The University of California at Berkeley has recently produced the manual *AIDS Education on the College Campus® as part of the university's
DS Education Program.  The 64 page manual costs $8 and is offered as a quide for other campuses in developing or expanding their AIDS
education activities. A successful education campaign will be tailored to fit the needs of each campus comunity.  Therefore, this manual
provides a "menu” of AIDS education activities that can be selected as needs dictate and campus resources allow.  Sections on program
planning and educational principles provide a foundation for quality assurance in the design of campus AIDS prevention programs.
Information on educational materials and other resources can assist campuses to gather AIDS-related information and stay current on the
epidemic.  The manual was developed in anticipation of the need for universities and colleges across the country to provide leadership in
the nationwide response to AIDS.  The overview includes problems faced by a campus community concerned with AIDS; models for developing an
institutional respanse to AIDS; strategies for a wide range of educational programs; methods for student involvemant; state and national
resources; an argument for the importance of AIDS education on the college level.  For more information, write: AIDS Education Manual,

Student Health Service, 381 Cowell Hospital, University of California, Berkeley, CA 94720
AkebioliciolkiokoiobbioblooiobkioRICHok kiR

PARENTS SUE HOSPITAL OVER BABY :
! : AT DS
by Craig C. Mcaniel, with thanks to the New York Native, 3/16/87

Ti.me parents of a fwr:-year- old boy who has AIDS are suing Texas Children's Hospital in Houston, claiming that their son contracted the
d1s?ase from blood used in a tr:msfusm. Roy and Pam Jurica say in their suit that the hospital repeatedly refused to take blood from
family members, and that their son, Phillip, contracted AIDS after a 1983 transfusion when he was born premature,  The transfusions had

occurred before routine screening for HIV antibody had been implemented by blood banks in 1985.
----- X XK X --_**‘- X X yokck

POOR OUT OF LUCK AT HOUSTON HOSP "L
by Craig McDaniel, with thanks to the New York Native, 4/20/87

Houston's Institute for Immunological Disorders, the nation's first AIDS hospital, has stopped taking indigent patients. Officials for the
hospital, which opened in Sept. 1986, say it has lost $2 million in caring for patients unable to pay their bills. The decision does not
mean the hospital will close.  Institute spokesperson Lynn Walters said treatment for patients already at the hospital would continue and
only new patients would be affected by the decision. “The highest priorities of the Institute are to continue to provide care of the
highest quality to its current patients, as well as to continue its research programs directed toward eventual elimination of this disease,”
the hospital’s board said in a statement. The AIDS hospital, operated by American Medical International and affiliated with the University
of Texas System, expects costs of indigent care to reach $5 million by August. Only $250,000 was comitted to such care at the hospital's

INSURANCE SURWVEY RELEASED
with thanks to the New York Native, 3/16/87

National Gay Rights Advocates (NGRA) has amnounced that a substantial number of state dnsurance departments have nstituted non-
discriminatory AIDS-related insurance policies. In 14 states, insurers cannot exclude AIOS as a covered condition. In 13, they may not ask
applicants about the results of prior antibody testing, and in 7, insurers cannot test applicants for HIV antibodies. NGRA's findings come
gs part of a nationwide educational campaign encouraging insurers and regulators to develop fair policies and practices with regard to AIDS.
NGRA, the national public interest law firm working for gay rights, serves as an AIDS policy adviser to the National Association of
Insurance Conmissioners (NAIC).  *NGRA actively uses litigation, education, and administrative action to combat AIDS discrimination," noted
Benjamin Schatz, director of NGRA's AIDS Civil Rights Project. "And we will continue working closely with state insurance regulatars on a
state-by-state basis to ensure that the industry responds fairly to AIDS." A majority of the 40 states in correspondence with NGRA forbid
discrimination on the basis of sexual orientation. This number is expected to rise with the recent passage of NAIC guidelines banning anti-
gay discrimination in insuring and underwriting. NAIC's quidelines specifically prohibit health insurers, Vife insurers, and investigative
agencies from using gender, marital status, 1iving arrangements, occupation, medical history, beneficiary, and zipcode as proxies in
determining sexual orientation.

STATES FORBIDDING ANTI-GAY DISCRIMINATION—NGRA INSURANCE SURVEY RESULTS: Arizona, California, Delaware, Washington OC, Florida, I1linois,
Kansas, Maryland, Massachusetts, Michigan, Mimnesota, Missouri, Mmntana, Nevada, New Jersey, North Dakota, Oregon, Pennsylvania, South
Dakota, Tennesses, Wisconsin.

STATES FORBIDDING QUESTIONING ABOUT PRIOR HIV TEST RESULTS—NGRA INSURMNCE SURVEY RESULTS: Arizona, California, Comnecticut, Delaware,
Washington DC, Maine, Massachusetts, Michigan, Minnesota, Nevada, New Jersey, North Dakota, South Dakota.

STATES FORRIDDING HIV ANTIBODY TESTING—NGRA INSURANCE SURVEY RESULTS: Arizona, California, Delaware, Washington OC, Massachusetts,
Michigan, North Dakota.

STATES WHERE INSURERS CANNOT EXCLUDE AIDS FROM COVERAGE—NGRA INSURMNCE SURVEY RESULTS: Arizona, California, Delaware, Washington OC,
Florida, Kansas, Maryland, Michigan, Minnesota, Missouri, Oregon, Pennsylvania, South Dakota, Tennessee.
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HOUSTON MEDICAL OFFI
. . ) : "TTCER OPP . .
by Craig C. McDaniel, with thanks to the New York Native, 3/16/87 OSES CcbC

mip;ed Eﬁtingtfo; ag;‘bodies to HIV would be a waste of money that should be used for education says Houston Health Director Dr. James
. we truly believe education is the most important tool we have against this di en § ing miTions ¢
to find the positives, we would be better off spendi i : ot fro oot Tt oo ilTirs testin
: , ng a fraction of that to prevent those from becoming [infected],” i
his argument, Haughton cited statistics that show 3% of i s o oo e, et
. ; people screened at a clinic that treats STDs have been to HIV
}112,5 :; 2::;8,1 wt‘:k;ggst: vme?;;s !:asto::\ l.ﬂo:Iivdonat;:; centers show exposure.  Only 0.8% of the 296,023831p?:sed0f bloo& ooﬁ:tre;h::
0 contain HIV antibodies. A1l but 500 of the 3264 people tested at the inic identifi
oreeTve 2 s of i o H . 00 of peop at the Montrose Clinic identified
group, officials said. Of the 2764 high-risk group members tested it
Only 22 people of the 500 not in a high-risk i : o ot o (Tpeted pmiche.
group tested positive. Haughton says this shows jty-wide is  Yimi
ad that efforts should therefore be directed at educating high-ri 2T it exposur‘opmme s the Cetan o
. ng high-risk groups.  The city's health direct id he
Disease Control proposal to impose mandatory testi i i ioen st
_ : ‘ ng on hospital patients and people applying for | i "We'! i
accamplish anytli\jng by testing that we couldn't do better by a more aggressive and betEZryﬁ%ed x:;?g: :'g;:? : Ha\w;htr‘;\nz:'ldgmng “

“WVENUS BUTTERFLY" EVOKES FANTASIES
with thanks to Medical Aspects of Husn Sexali lity Update, Merch, 1967

If patients ask you about a sexual spicer-upper called the *Venus butterfly,” tell them it's an example of no-core pornography. On the NBC-
TV series LA Law, one of the attorneys mentions leamning of it from a client, but the dialog gives no hint as to what it entails. The
Tawyer and his inamorata try it (offscreen, of course). They report that it's fantastic, without describing it further. After the episode
was aired, viewers flooded the show with questions about whether the Venus butterfly was a technique, position, aphrodisiac or what.
Actually, it's nothing. The suggestive phrase wes a writer's concoction, deliberately Teft to the audience’s imagination.

ILLINOIS AWARENESS AND ATTITUDES
with thanks to the [11inois Alcoholism and Drug Dependence Association, 2/28/81

Iinois residents believe AIDS wil) become an epidemic for the general public, but many say they have not changed their sexual behavior to
reduce the risk of catching the deadly disease, according to the survey conducted for the I1Vinois Dept. of Public Health. The majority of
people polled were very knowledgesble about the ways in which AIDS can and cannot be spread.  However, those giving the most inaccurate
answers to the ways in which AIDS is spread were the yaungest (16 and 17 year olds), the oldest (53-64 year olds), Chicago residents, blacks
and hispanics.  These are but two of the important and interesting findings of the survey which Or. Beenard J. Turnock, Director of the
state's Department of Public Health, said supported the urgent need for educating the public on the facts about AIDS. You can order the
entire survey by calling the AIDS Unit, 11Tinois Department of Public Health (312/917-2608), or by writing to: The AIDS Unit, IL Dept. of
Public Health, 100 West Randolph, Suite 6-600, Chicago, IL 60601. For more information about IADDA, wite: P.0. Box 148382, 859 W.
Wellington, Chicago, IL 60614-8382 (312/472-0131).

CHILD'"S STORY
with thanks to the Baltimore Gay Paper, March, 1987

Hi, my name is Roland.  I'm gonna tell you my story because this is AIDS Awareness Month (in March) and I might not be around next month to
tell you all about me.  See I am three years old and I got AIDS. I am an orphan now. My mama had this sad joke about how me and her were
having a race to see who would die first. Well she won. Her family won't have nothing to do with me. See she took drugs and that wes o.k.
and she was a prostitute and that was o.k. hut then she got AIDS when she was pregnant with me and that was not o.k. See AIDS is "that Gay
disease." xcept [ am three years old and I have it. Except 1 am not the only kid that has it. xcept a lot of people have it now that
are not gay and there will be a Tot more because there is no cure and folks still think anly Gays get it. My mema did not known anything
about AIDS when she got it. AT she knew about it she learned after it wes too Tate. She used to try to talk to people about it, even warn
folks to take precautions, but she got worn out trying and then she died.  You would think seeing how sick she was folks would 1isten, but
they didn't, generally, they was busy pretending that if they jgnored her they would be safe.  Sometimes grownups make no sense at all. |
don't have an easy time of it. Idon't get the cuddles I should.  Some folks are afraid of me. I lnow. 1 can see it in their eyes
sometimes.  These great big tall grownups scared of 1ittle me—and I'm about the skinniest kid you ever saw—because they are so blame
stupid about the thing that's gonna kill me sooner or later. I ought to be scared of them. The germs they might have. What's a cold for
them could be preumonia for me.  But I'm not scared.  The nurses who take care of me when I'm bad sick say I got a ot of quts. The quys
from H.E.R.0. [Baltimare's Health Education Resource Organization) that bring me toys sometimes, they tell me I got to hang-in there. The
Yady from Social Services give me a pat on the head and a smile and turns away quick before I can see her crying. Before I'go, 1 got
something to say. You know somebody that does needle drugs, - tell them about AIDS and not to share needles. You know any Gays, any
prostitutes, anyone at all with Tots of bed partners, you tell them to.play it safe. I'm so youg I don't really know what sex is, and I
won't Tive long enough to find out, but I know fromwhat I heard the grownups say that anybody having sex got to take precautions not, Gay
or not. Because ALDS s bad. 1 know. Thank you for Tistening to my story.
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AMERICAN WD ASSOCIATION AWARDS

The American Venereal Disease Association (AVDA) presents two awards, usually on an annual basis: The Thomas Parran Award recognizes an
individual for contributions made to t he field of venereology over a significant period of time, frequently a lifetime. The 1985 awardee
was Dr. James N. Miller. The AVDA Achievement Award recognizes contributions or significant achievenents made during the previous year or
two. This award may be presented to individsals who do not work primarily in the area of STD cantrol. Workers in any discipline should be
considered. Previous awards have recognized scientists, administrators, educators, and persons concerned with the direct delivery of health
care. The 1985 wimer wes Or. Eric Sandstram. Nominations for both awards are now open and will be considered until May 1, 1987.
Nominations including supporting statement and a curriculum vitorum, if possible, should be sent to: Robert 8. Jones, D, PhD, 545 Barnhill
Dr., %435, Indianapolis, IN 46223. The AVDA publishes the journal Sexually Transmitted Diseases. For more information: AVDA, P..O‘ Box
22348, San Diego, CA 92122. Yearly membership includes the quarterly journal as well as other benefits, for $35 in North America (442
oversees).

ooooooooooooooooooooooooooooooooooooooooooooooo

CHICAGO ™S HOWARD BROWN NAMES CEO

After a three month search and selection process, Chicago's Howard EBrown Menorial Clinic (HBMC) has named Reuben Dworsky of Brooklyn, New
York as its new executive director. The nonprofit health and social services organization, which has become ane of the Midwest's primary
AIDS resource centers, has operated withaut a chief officer since former Executive Director Jon Weiss left the post in early March.
Dworsky, who will assume the duties of executive director May 18, currently holds the position of director of programs and field operations
for the New York State Department of Health, AIDS Institute. Dworsky's background in devising and monitoring AIDS prograns for the state of
New York and his success in managing community-based organizations were some of the major factors in his selection, said Steve Wakefield,
acting executive director.  "Mr. Dworsky's experience in dealing with a wide range of service providers and government bodies, his
familiarity with the issues HBMC faces and his skills as a Teader and a commnicator make him an idea) choice for our onganization,” said
John Charles, president of HBMC's Board of Directors. Dworsky, who holds a MA degree from Syracuse University, was chosen from a field of
more than 120 applicants from across the US.  Founded in 1974 as a comunity center for the diagnosis and treatment of sexually transmitted
diseases, MM has, in recent years, assumed a national Teadership role in the fight against AIDS. The Clinic is currently involved in
several AIDS research projects in conjunction with the National Institutes of Health, the Centers for Disease Control and major
universities.  Additionally, HBMC provides AIDS clinical screening and diagnosis, Tow-cost medications and social services for persons with
AIDS (dncluding emotional and psychological canseling), as well as an extensive AIDS education program. The Clinic also operates the
ITlinois State AIDS Hotline (1/800/AID-AIDS) under a grant from the I1linois Dept. of Public Health. For additional information, contact:
HEMC, 2676 N. Halsted St., Chicago, IL 60614 (312/871-5777).

oooooooooooooooooooooooooooooooooooooooo icioiciolciolok

AIDS ACTION HIRES NEW DIRECTOR
with thenks to AIDS Action Counctl Ugdate, March, 1981, and the PWA Coalition Newsline, April, 1967

Awn E. McFarren became the new executive director of the AIDS Action Concil, on March 1, succeeding Gary B. MacDanald who accepted a
position as ex-officio menber of the Concil's Board. McFarren was most recently vice-president for affiliate development and education of
Planed Parenthood Federation of America, based in New York. She has also worked extensively with service, health and government
organizations, trade associations and small businesses as a private consultant.  During her career, McFarren has been deeply involved in
advocacy for health education and public health programs involving sexual issues. As a woman, nurse, ad parent, she believes that se
brings a unique perspective to AIDS, "...A perspective this society needs,” she stated. °I am also aware that as ve go forward to address
jssues related to all people affected by AIDS, we must never forget the special contributions, concerns and needs of the gay commnity,” she
added.

CHICAGO"™S CLINIC TO MOWVE

It s now official!! Chicago’s Howard Brown Memorial Clinic will move its entire operation from 2676 N. Halsted to 945 W. George St. this
sumer. In a formal cerenony held May 8 at the new site, HEWC officers signed a ten-year lease for the two top floars of the former
Niedermaier Displays warehouse. "This is a very important step, both for our organization and our commnity,” said Jom Charles, president
of HRC's Board of Directors. “The new facility will not anly provide us with much-needed space, more importantly, it will allow us to
sarve more Clients and increase our commitment to AIDS ressarch, education, social services and medical care," he added.  The nonprofit
health care organization has dramatically expanded its programs in recent years to meet the increasing need for AlDS-related services. It
is now one of the primary AIDS resource centers in the Mldwest. The Clinic currently adwinisters to some 175 persons with AI0S in the
greater Chicago area. It also operates the statewide AIDS Hotine under a grant from the I17inois Dept. of Public Health. "As public
concern about AIDS increases and the number of AIDS cases in Chicago continues to grow, so does the need for our specialized services,”
Charles said. for these reasons, he said, HBMC has far outgrown its current home.  Many staff are jammed into makeshift offices located in
three small apartments above the present clinic facilities. The new George Strest Jocation provides nearly three tines the space of the
Halsted site. Construction work to convert the former warehouse into clinical, office and laboratory facilities is currently underway.
Charles said the Clinic has raised nearly $10,000 from comunity contributions to help pay the cast of renovation, but that more than seven
times that amount is needed to cover the total relocation costs.
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WHITMAN WAL KER CLINIC HAS MNEW HOME

A new home for Washington, DC's Whitman-Walker Clinic, as well as the first corporate grant and creation of a prestigious fundraising
comittee, were recently announced by Clinic President Mary Jane Wood.  The new building at 1407 S Street, N.W., will nearly dauble the
Clinic's size to 12,500 square feet on four floors and a basement. Ms. Wood said the Clinic plans to ocoupy the building, now under
renovation, by April. She also announced the organization of a Committee of Hanorary Sponsors for the Clinic. Co-chair persons are: Effie
Barry, the Mayor's wife, and D.C. City Councilmember Frank Smith. The Committee will assist in establishing an endowment for the new
ilding. The American Council of Life Insurance and the Health Insurance Association of America have provided the first corporate donation
for the new facility with a grant of $47,000 for the purchase of medical and dental equipment. "Thanks to this grant, we will be able to
open ane of the first commnity based, volunteer-staffed dental clinics in the nation,” said Whitman-Walker Medical Director Jack Killen.
He explained that the Clinic will provide a fully equipped dental office for routine dental care and AlDS-related diagnostic work. In
addition to the dental facility, the grant will be used to furnish and equip rooms for medical examinations, treatment and nursing care.
There will also be additional space and equipment for the Clinic's federally-licensed lab. Other facilities will include seven conference
rooms; the D.C. AIDS Infoline and Gay Hotline; offices and work areas for an alcoholism program; the Women's Issues Office and the Clinic's
AIDS program; and a lounge for volunteers and staff. The lease for the new building contains a right-to-purchase agreement at a specified
amont.  Clinic Administrator Jim Graham said he is optimistic that money for a down-payment on the building can be raised within the first
year through out the endowment campaign. The Comvission of Public Health, D.C. Department of Human Services has provided additional funding
in fiscal year 1987 to cover a significant portion of the cost differences between the current facilities on 18th Street and the new
building. Mayor Marion Barry announced the funding in September.

oooooooooooooooooooo kiokokokckicioickicioickaicicicioioioiaoioiciciol

WRITER—IN—RESIDENCE SELECTED

The Fund for Human Dignity (FHD) has announced the appointment of Darrell Yates-Rist as its 1987 Writer-in-Residence. The position, funded
by the New York State Council an the Arts, will support the writer's work on Heartlands: A Gay men's Odyssey Across America, a chranicle of
the lives and politics of gay men in the United States during the late 1980s and in the middle of the AIDS epidemic. During his residency,
Yates-Rist will be traveling throughout the country interviewing gay men for the book, which will be published by E.P. Duttan in the fall of
1988. Distinguished for his articles on AIDS and gay politics as well as the arts, Yates-Rist frequently publishes in the New York Native,
Christopher Street, the Advocate, and the Village Voice. Yates-Rist's work has also appeared in such journals as Harper's and Paris Match.
He is represented in the recent collection of essays Gay Life (Doubleday, 1986) and in the short story collection Hot Living (Alyson, 1985).
His Going to Paris to Live, a6 part, 1985 Native series on people with ALDS who sought treatment with the drug HPA-23 at the Pastaur
Institute, drew intense national media attention upon the death of film star Rock Hudson, who had gone to France for the experinental
therapy. And the 1986 Advocate cover story The AIDS Slur—a stringent critique of the homophobic myths surrounding the epidemic and the gay
comunity's response to it—and numercus national media appearances concerning AIDS, such as those on NEC's Today Show and on Frontline's
*AIDS: A National Inquiry" on PBS, have established the writer as one of the leading critics on the politics of the epidemic. In 1985,
Yates-Rist cofounded the Gay and Leshian Alliance Against Defamation (GLAAD) to combat homophobia in the New York and national media.
During his tenure with GLAAD, he helped organize and lead major protests against the New York Post for its anti-gay editorial policies and
against William F. Buckley, Jr., of the National Review for his proposal to tattoo people with AIDS. In the summer of 1986, Yates-Rist met
with Buckley and secured a retraction of the right-wing ideologue's statements on AIDS, and on July 4th the writer was among the activists
who Ted some 10,000 marchers through the Statue of Liberty Centennial celebration to protest the Supreme Court's ruling upholding sodamy
Taws.  Yates-Rist currently appears weekly as a panelist and commentator on the Gay Cable Network's Gay Week in Review, which is aired in
sone 12 cities across the country. As part of his responsibilities as the Fund's Writer-In-Residence, Yates-Rist will host EPIDEMIC, Center
Stage, a forum on the theater's response to the AIDS epidemic, on April 27th in New York City., Co-sponsored by Gay Men's Health Crisis
(GHC), the program will feature live and videotaped excerpts from several plays dealing with AIDS and a panel of playwrights including
William Hoffman (As Is), Larry Kramer (The Normal Heart), Robert Chesley (Jerker, or the Helping Hand), and Robert Patrick (8lue Is For
Boys).  Producers Joseph Papp, Ellen Stewart (on videotape) and actress Colleen Dewhurst, President of Actor's Equity, will also serve as
panelists. According to Yates-Rist, "Historically the stage has used epidemics as a thematic back-drop— as in Moliere or Ibsen. But never
before have playwrights written serious drama that, while entertaining us, seeks to educate us about the particulars of an illness,
sometimes attempting to tutor us in the ways the disease is spread or in the techniques of safe{r]-sex, other times increasing our
consciousness about the social or political ramifications of the epidemic. It is gay playwrights who have taken the lead in this kind of
theater, and they've been highly successful in walking the Titerary tight-rope between entertainment and didacticism.  EPIOEMIC, Center
Stage is an evening that will both celebrate their accomplishments and explore ways they and other playwrights can bring this sort of drama
to a broader audience as the epidemic spreads.”

The Fund for Human Dignity is the educational foundation of the national gay and lesbian comwnity. Established in 1974, the Fund works to
educate all Americans about their gay and lesbian commnity, culture and heritage. This year marks the 5th amiversary .of -the Fund's
National Gay & Leshian Crisis}ine/AIDS 800, the nation's first national AIDS hotTine and the only national tol1-free gay and lesbian hotline
in the country. The Fund also operates the National Gay and Lesbian C]ear'ingtmse‘and AIDS Education Program which provide information an
gay, lesbian and AIDS issues to a variety of educational, health care, corporate, religious and government institutions in every state of
the country. To arrange press interviews with Darrell Yates-Rist or schedule speaking engagements, cantact: Fund for Human Dignity,
Sherrie Cohen, 666 Broadway, 4th Floor, New York, NY 10012 (212/529-1600). For additional information about EPIDEMIC, Center Stage,

contact Lori Behrman, Gay Men's Health Crisis (212/645-5368).
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ATDS NETWORK LAWYERS GUILD

The National Lawyers Quild has established an AIDS Network to assist nembers of the legal commmity to become involved in Al0S-related
jesues.  The National Lawyers Guild is an organization of nearly 9000 members in 135 chapters nationwide. It hes a fifty year history of
defange of civil rights and advocacy for progressive social and political change.  The purpose of the ALDS Network is to encourage Tawyers
and legal workers to represent peaple with AIDS and AIDS-related conditions, to take part in advocacy and public education about the Taw and
AIDS, ad to assist local AIDS organizations. The Network publishes a 100-page Practice Manual and a bimnthly newsletter as vell as
provides participants with a consultant Tist of over 115 Tawers in 18 legal aress. There are currently over 210 participants in 39 states.
The Practice Marual covers wedical and social aspects of AIDS as well as such legal areas as wills and powers of attorney, employment ,
blic benefits, and military Taw. It is in loose Teaf format and is available for $10. The newsletter, The Exchange, focuses on one topic
each issue (such as testing/quarantine, prisans and jails, and insurance.) It includes a resource Tist and sections for the exchange of
ideas and developments. A one year subscription is $10.  For more information, or to order materials, contact the NLG AIDS Network t 211

Gough Street, Suite 311, San Francisco, CA 94102 (415/861-8884).

.............................. piokickiciolicioiikloioiiciokok

FEAR OF AIDS REJECTED AS DEFENSE
by Peg Byron, with thenks to The Weshington Slade, 4/24/81

A drifter who blamed AIDS hysteria for murdering his gay partner was sentenced to 7 to 21 years in prison by a Nassau Caunty, Long Island,
Judge, Lorenzo Owens, 20, who pleaded quilty to first-degree manslaughter for the April 20, 1985 stabbing death, faced a minimum term of 2
vears and a maxinum of 25 years. Owens was believed to be the first defendant to use fear of AIDS as a murder defense. He said he killed
Kenneth Grice, 24, after he had sex with him and then allegedly learmned Grice was infected with the AIDS virus. Owens testified that he was
"very upset® and felt he wes "under a death sentence” when he grabbed a kitchen knife and slashed his long-time friend's throat. Judge
Richard Delin acknowledged Owen's emotional state during the murder but noted that Owens stole property from Grice's apartment and scrawled
anti-gay slogans on the wall, as well as reports that Owens had sex with his girlfriend seven hours after Grice's murder.  Owens' trial on
2nd degree murder charges ended abruptly March 23 when he pleaded on reduced charges before his 16-year old girlfriend could testify, which
defense attorney Lewis admitted "would have killed cur case.” TYom Stoddard, executive director of the Lambda Legal Defense and Education
Fund called the sentence appropriate.  *This is clearly the first time such a murder defense was used,” he said, "and [ am pleased the
defense was not vindicated.”

ACL U ERIEFING PAPER ON AITDS
with thanks to Detroit's Cruise, 5/6/87

The Anerican Civil Liberties Union (ACLU) has announced the publication of a briefing paper on *AIDS and Civil Liberties," which contains
medical and legal information about the dissase and explains the organization's position an such controversial proposals as compulsory HIV
antibody testing. "The most effective response to AIDS, aside from supporting medical research, is education and prevention,” said ACLU
staff attorney Nan D. Hunter, a nationally recognized expert on AIDS and author of the briefing paper. "Trying to “teach' abstinence is not
the answer.  Trying to pretend that only certain people can get infected s both wrong and dangerous. People need to know the facts about
exactly what behaviors are dangerous and how they can protect themsalves.' The flyer "AI0S and Civil Liberties" contains basic information
o the policy implications of AIDS, and answers the questions most frequently asked of the ACLU in a question and answer format. The
following are some of the important points made in the flyer:

>Medically, there is no evidence to suggest that the AIDS virus can be spread through normal workplace contact.

YLegally, firing an employee who has ALDS or a positive HIV antibody test will, in most instances, violate state or federal law,
which prohibits discrimination based on disability.

ost federal or state court cases involving a person with AIDS or a person with antibody to HIV have restored the person to work,
and in most cases, school children similarly afflicted have been permitted to attend school.

SAIDS s not a “gay disease;" infection can ocour between two men or between a man and a woman.

The ACLU supports access to voluntary testing for the AIDS virus, but opposes compulsory testing and the non-anonymous collection by the
government of names or other information about people who test positive. Such measures are counterproductive, driving away people who need
comseling but who fear discrimination and reprisal.  The ACLU recomends aducation abaut sexual and drug use practices that spread the
disease; the easy availability of condoms for all sexually active persons, including teenagers; and the distribution if necessary, of clean,
disposable hypodermics to drig addicts.  "And we need to pass strang anti-discrimination laws so that people will not have to fear that
their offorts to seek counseling or treatment will lead to loss of their jobs or housing or insurance.” "AI0S and Civil Liberties® is
recomended for use by schools, employers, health departments and civic groups. A single copy is free from: ACLU, AIDS Briefing Paper, 132
West 43rd Street, New York, NY 10036.
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HIGH SCHOOL STUDENTS IN MOCK TRIAL
by Doug Hinckle, with thanks to The Washington Blade, 4/17/87

Washington, DC high school students became players in a "mock trial* on AIDS discrimination in the Moot Courtroom of the Georgetown
University Law Center. The students, playing lawyers, clients, and witnesses, participated in the hypothetical trial of a IC Corrections
Officer who said he was wrongfully discharged from his job at a local medium security jail because he tested positive for the AIDS antibody.
Social studies students from 26 OC high schools participated in the initial rounds of mock trials at the OC Superior Court April 8. The
Finalists—students from Coolidge and Ballou senior high schools—argued their cases before a real judge—Associate Judge Reggie Walton—at
the competition. During the two haur “trial,” a courtroom full of OC public school students, their families, and friends listened as the
Ballou team defended the jail's administration. The administrator testified that the corrections officer wes dismissed because the inmates
were afraid of catching AIDS and were rioting to have him removed from the facility. The administrator also charged that the corrections
officer presented a risk of transmitting AIDS to others at the prison.  The Coolidge team, representing the "plaintiff,” argued that AIDS
cannat be spread through casual contact and that to dismiss the corrections officer because he tested positive wes a violation of the city's
Humen Rights Act. Coolidge's leading "counsel,” James Brooks, drew applause from the crowded courtroom when he argued that the corrections
officer had been victimized twice—once in contracting the AIDS virus and again in being fired. “If justice is not served here,” said
Brooks, the corrections officer *will become a victim for the third time.” Judge Walton ruled in favor of the corrections officer and
awarded hin back pay and reinstatement to his job. The Coolidge team will now compete in the national finals, sponsored by the National
Institute for Citizen Education in the Law. The subject of the national competition, which will be held at Georgetown on May 17, is the
Alien and Sedition Acts of 1798, concerning the power of the president to deport undesirable aliens and persons who criticize the
government.  The topic of the OC competition was chosen by the OC Street Law Project of the Georgetown University Law Center, which
sponsored the local mock trial.
Sobloickkiokibiolkioiokbkbkklolioololalkiolobokiokbiobokbickolok
HEALTH INSURANCE EXPLORED: LLAWYERS
with thanks to The Exchenge National Lawyers Guild AIDS Network, February, 1967

This issue of The Exchange explores the complexities of financial and health insurance aspects of the AIDS crisis.  Attorney Ben Schatz,
Director of the AIDS Civil Rights Project of the National Gay Rights Advocates, and Brent Nance, president and founder of the Concerned
Insurance Professionals for Human Rights (CIPHR) are interviewed by National Lawyers Guild staff member Mark Vermeulen.

Also reported in this issue is information about Congress' recently passed "Cansolidated Omnitus Budget Reconciliation Act (COBRA), 26
U.5.C. Sec. 162(k), which requires employers of 20 or more employees to grant terminated employees continued coverage under a group health
insurance: plin for at Jeast 18 months from their date of termination. The Treasury Dept. will be issuing regulations interpreting COBRA in
the spring or sumer. COBRA is particularly helpful for employees with ALDS who are terminated or must leave work due to health reasons.
Senator Kennedy, the sponsor of the bill, s plamning to introduce additional legislation this session which among other things, will extend
the advantages of COBRA to 22 months after discontinuance of work.

oooooooooooooooo cokietcbibiiccioiiicioiioioiciciioiioloiokioior

SOUTHEASTERN CONF. COVERS HEALTH

The XIT Annual Southeastern Conference for Lesbians and Gay Men is scheduled for May 14-17, 1987 in Fort lauderdale, Florida. The
Conference will feature nationally prominent speakers, exciting workshops, lively entertainment and a host of other events for your
enjoyment, education and growth. As lesbians and gay men, we are faced with some of the most serious and dangerous times in history. Our
health, happiness and lives depend upon unity and knowledge and action.  The Conference provides a forun and classroom for sharing and
solidifying conmon goals and ways to attain those goals.  Together we can work "Today for Tomorrow.” Some of the keynote speakers include:
Chris Riddiough, president of the National Gay & Lesbian Democratic Clubs; Steve Schulte, Mayor of West Hollywood, California; Todd
Shuttleworth, person with AIDS; Dr. Ron Wright, Broward County Medical Examiner. In addition to numerous AIDS-related workshops covering a
wide range of topics (e.g., legal, psycho-social issues, services, residential programs, safer sex, fundraising/grantswriting), other topics
include:  grassroots organizing, homophobia, politics, campus organizing, children of gay parents, coming out, lesbian/gay parents,
fundraising, religion, Titerature, alcohol & substance abuse, police relations, media, legal issues, racism, helplessness, lesbian health,
violence, ageism, networking, burnout, feminism. The registration fee is $27 after April 15 ($22 before, and 435 at the door). For more
information about the Conference or housing, write: Southeastern Conference, PO Bax 22508, Fort Lauderdale, FL 33335 (305/761-3961).

koo

SUPPORT SYSTEMS CONFERENCE PLANNED
by Larry Killin

At the recent National AIDS Forum and National Lesbian & Gay Health Conference in Los Angeles, a number of representatives:of ALDS sarvice
organizations brainstormed on how ALDS service organization staff and volunteers working in the supporting areas of management, finance,
information systems and fundraising & development, can increase productivity and decrease isolation through the exchange of ideas, skills,
and practical how-to expertise. Afnother!] conference bringing us all together seems to be a good first step, and a questionnaire to
determine everyone's priorities has been written. Paul Kawata of the National AIDS Network is supporting the planning effort, and with your
input and support, a successful and constructive conference will take place. Pleass contact me if you have any additional ideas, questions

or suggestions: Larry Killian, Director of Finance & Development, AIDS Action, 661 Boylston St., Boston, MA 02116 (617/437-6200, 648-1227
or CAIN Email: AKC). :
Fkkiobkkiokiokibkkbiokiobiobiokbiskibicbiokkkk



ok THE OFFICIAL NEWSLETTER OF THE NOGSTDS VOLUME 8:3 * SPRING, 198 * PAGE 79 bRk

..................................

oilokioioiol Sololololciokoiolciolol X &
......................... sokketoioiciololcioicioiololotolototololaickioloioiolaokiotoiloioiooiciolckokcoIIIOIoRIC IR

- I FE., DEATH & CHALLENGE OF AIDS

Minneapolis' The Aliveness Project is happy to announce a 3 day residential workshop July 30-August 2 at Hamline University in St. Paul,
Tead by London's Christopher Spence. “Life, Death and the Challenge of AIDS" is designed for people affected by AIDS: People with AIDS and
AIDS-related conditions; people infected by HIV; people close to those in these groups; people who have been or expect to be - bereaved
because of AIDS; people working with those affected by HIV infection; and people not in these groups who know that this s an important
jssue for everyone.  The workshop will use experinental methods of working in large and small groups, and in pairs, and will be an
intensive, enjoyable and exciting experience. Some of the workshop's goals include:

>Examining the current social context of death, dying, bereavement, loss and separation, and of AIDS, including contemporary
contributions to thinking and practice;

>Looking at the extent to which our own attitudes and responses are conditioned by fear, of loss in general and of death, pain
disfigurement and disease in particular, both for ourselves and for other people;

Considering the issues surrounding the particular susceptibility of gay men to HIV infection;

i “Sharing personal experiences of these issues and the way aur feelings about them tend to influence our attitudes and behavior in

the present;

>Developing counseling skills in-working effectively with people who have HIV infection, including those who have AIDS, with
people who are dying and with people who are about to be, or who have been, bereaved; and

>Extending the challenge and how we meet it into our everyday lives.

The workshop fees for PiiAs/PWARCs s $85, for everyone else $175, and includes room and meals.  Financial assistance is available—please

inquire. The Aliveness Project, 5307 Russell South, Minneapolis, M 55410.
Jokctolokok pioickirCoKIIoKiIICITIIck

INMMATE EDUCATION BY BALTIMORE HERO
with thanks to HERD News, February, 1087, of Baltimore's Health Education Resource Organization

The State of Maryland has contracted with Baltimore's Health Education Resource Organization (HERO) to provide AIDS education to inmates in
the state's corrections system and to train prison staff to do the sane. The program, which began in October and runs for six months, has
three basic parts. first, to provide an AIDS education session, complete with written materials and discussion opportunities, to each new
inmate as s/he enters prison through the reception process. Second, as part of the pre-release, HERO will provide appropriate ALDS
education to inmates leaving the pristn system.  In both of these phases of the program, inmates are required to attend at least one
session.  The final aspect of the program is the training of corrections personnel to carry on, and eventually expand, the inmate education
process.  Twenty-seven employees will complete an intensive two-day orientation session, then observe actual education sessions and take
them over under HERO supervision, and finally attend review sessions as needed. It s not known how many inmates might be infected with the
HIV virus, and no testing is now done.  There are four inmates with full-blown AIDS, and they are in isolation. The acknowledged sexual
activity of prisoners makes it imperative that they are adequately informed about the virus, as well as safer sex practices. Once the HERO
aducation program is complete, the state hopes to expand it beyond the reception and pre-release aress to include AIDS education for the
general inmate population. gobbi Lishis is directing this project for HERO.  For additional information, contact: Bobbi Lishis, HERO,
Medical Arts Building, Suite 819, Cathedral and Read Streets, Baltimore, MD 21201 (301/685-1180).

oooooooooooooooooooooooooooooooooooooooooooooooooo

PRISONERS DEAD FROM AIDS NY STUDY
by Kin Nestheiner, with thanis to Boston's Gay Comunity News, 3/15-21/81

A demographic study of 177 New York State prisoners who died of AIDS between 1981 and 1985 has been released by the New York State
Conmission of Correction.  The study’s results, as printed in the National Institute of Justice Reports, reveals the following profile of a
“typical® prisoner who has died of AIDS: he was most Tikely a Hispanic or Black single male heterosexual, 34 years old, with a history of
intravenous drug use prior to incarceration. He was probably born in the New York City area and canvicted of robbery, turglary or drug-
related offenses.  He spent an average of 21.7 months in the prison system prior to death. He probably developed pneumocystis  carinii
pneumonia and died after spending approximately 35 days in a hospital. The study s available free of cost from the New York State
Comission of Corrections, 60 South Pearl Street, Albany, NY 12207,

GEORGIA INMATES MUST HAWVE KNOWLEDGE
with thanks to Chicago's Windy City Tines, 3/12/81

The State Board of Pardons and Paroles has announced that inmates who have tested positive for the HIV antibody will not be paroled unless
they demonstrate an understanding about AIDS a agree to participate in a prevention program, according to the March 17 issue of The
AMvocate. Under the policy, inmates up for parole must agree to cooperate with health officials, undergo regular medical check-ups and
disclose their antibody status to those living with them.

oooooooooooooooooooo aickoialaoisioloioiciokaoIIRICKIOICICKICIICK
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PRISONS ISSUE COMNMDOMS IN MNEW YORK
by Martin Heggestad, with thanks to Boston's Boston's Gay Community News, 4/26-5/9/87

The Koch administration has announced that city prison officials will begin issuing condoms to a small group of gay prisoners upon request,
and to all prisoners upon release, according to the New York Times. In an “experiment,” 90 gay prisoners who are housed in a separate unit
on Rikers Island will be able to obtain condoms through medical prescriptions.  Prison officials say that this unit has existed for many
years and that only gay prisoners who request separate housing are placed there. In announcing the program, city Health Commissioner
Stephen Joseph said thet although sexual actively is forbidden in city jails, it would be naive to think it did not take place at all."
The program also includes education about safe sex and drug use practices. Kits containing condoms and educational materials will be
distributed to prisoners upon release. Joseph said he "would Vike to think about” expanding condom distribution within city jails. But
there are apparently no plans to distribute disposable syringes.  Needle sharing is generally held to be the most cowmon means of HIV
tr'ansmwsswon mthm pmsons

POLICE AIDS POCKET CARD
with thanks to Detroit's Cruise, 3/25/87

Tn response to reports of growing fear by aw enforcement officials about contracting AIDS on the job, the Human Rights Resource Center
(HRRC) has published a pocket-size card with concise information about the disease. HRRC gathered the information from medical experts, law
enforcement officials, and commnity service providers. The pocket card describes tasks that are commonly required of police officers and
identifies the Tevel of risk (if any) associated with these activities.  Simple procedures to guard against infectious diseases are
suggested for performing certain job activities that may present o health hazard  An accomperying training bulletin provides more
informat ion on AIDS and infection control measuces.  According to Trish Donahue, Law fnforcement Specialist at the tumen Rights Resource
Canter, "The AIDS pocket card provides at a glance information that police officers need, and enables them to perform their jobs without
delay.” AIDS pcket iards are available from the Human Rights Resource Center, 1450 Lucas Valley Road, San Rafael, CA 94803 (415/499-
7463).  Cards are $20 per 100; a copy-ready original is available free of charge for agencies wishing to produce their own cards. Packets
of sample police department AIDS policies and trammg curricula are also available free from HRRC.

WERMONT PRISOMNS DI’&T’RIEUTE COMNMDOMS
by Stephanie Poggi, with thanks to Boston's Gay Conmunity News, 3/8-14/87

The Corrections Commissioner of Vermont, JosephJ. Patrissi, told the Boston Glabe he will defend his decision to dispense condams as a
means of preventing the spread of AIDS "no matter how many bullets I have to deflect around it." He added, “Who's kidding who? For a
corrections official to say that [homosexual activity] doesn't exist in a jail facility is totally absurd.... [1t] does exist,
notwithstanding the rules... I'mnot condonmg homosexuality but I'm not going to stand in the way of best medical practices, because I
don't want this deadly d1sease in my system.” Besides Massachusetts Commissioner Fair, detractors of the condoms-to-prisoners plan include
the Maryland-based American Correction Association. Executive Director Anthony Travisono stated, "If proper supervision is maintained,
there would be no need to distribute contraceptives [sic!!] because there would be no homosexual activity.” There have been no confirmed
cases of AIDS in Vermnt's 6§ regional corrections facilities. The decision to dispense condoms was triggered by a male prisoner's

contraction of syphilis in February. Thers have been 11 cases of AIDS in Massachusetts prisons, and 1232 confirmed cases within the entire

U.s. pmson pop.ﬂatwn

NIGHT OF A THOUSAND GOWNS IN NY

"Night of a Thousand Gowns" is the first of its kind charity ball to benefit the national gay commmity. "Night" will occur in New York's
Waldorf-Astoria Hotel's historic Grand Ballroom, the very place where royalty, heads of state and industry, celebrities, and many a
debutante have danced the night away for over half a century. No charity ball held there can equal this festive event.  We expect 3000
queens, kings, dukes, duchesses, princesses, princes, and other lovely people from throughaut the U.S. and Canada, all resplendent in gowns
and tuxedos, to make their debuts. A full orchestra will play for those who wish to dance. You, your escort, and your entourage will be
amnounced to society as you descend the grand staircase.  Champagne and drinks will flow all night, and you may nibble away from a royally
stocked buffet.  The ball will honor drag and impersonators who have added both color and grass roots political clout to our movement.
Special to the occasion will be a salute to the Imperial Courts of North America and for the first time, the Coronation of Emperor I and
Empress | of New York City.  The evening will be ane of grandeur, splendor, and storybook fantasy in the most famous ballrcom in the
country. Do keep in mind that your attendance and the attendance of your friends will assist the gay comunity on a natwna] Jevel as well
as your Tocal city and state. A1 proceeds will benefit the following benefactors: AIDS Action Council, Human Rights Curpam Fund,

National Gay and Leshian Task Force, March on Washington Cormittee, and the New York Lesbian & Gay Community Center. “Night of a Thousand
Gowns" is taking place March 28th. . Cost of the tickets are $250 each, with reserved tables for 10 at $3500. For additional information,

contact: Night of a Thousand Gowns, 106 1/4 Lexington Av., New York, NY 10016,
Rk ioktomitbkdoiibokkkblbiokiciciobbiokichbiokkiokk
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wHY L IZX TAYLOR SPOKE UP
with thanks to Detroit’s Cruise, 5/21/87

Elizabeth Taylor says her involvement with fund raising for AIDS research was not prompted by the death in 1985 of close friend Rock Hudson.
"I was involved 7 months before I even knew Rock was i11,” she told Good Morning America’s Ron Reagan, Jr., ina 3-part interview. B
didn't know anyone that had it yet. I was just angry that no one was doing anything, that no one was getting up and saying anything...It
had such an unbelievable stigma...and I thought, “Well, somebody has to start saying something." There was such a void, such a silence. So
I just started opening my mouth."

oooooooooooooooooooooooooooo
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PATTI LABELLE RAISES $80,000
by Doug Hinckle, with thanks to The Washington Blade, 4/3/87

Singer Patti LaBelle's special AIDS benefit concert at Washington's Warner theatre raised an estimated $80,000. Same 2000 quests packed the
Warner for the two-hour midnight concert. Earlier in the evening, 600 guests paid $100 each to attend a preconcert champagne reception in
the 01d Post Office Pavilion. The reception was hosted by Effi Barry, wife of 0C Mayor Marion Barry, and New York fashion model Beverly
Johnson.  Other celebrities were in the audience. Proceeds from the cancert will be divided among the American Foundation for AIDS Research
(80%), Whitman-Walker Clinic (15%), and RAP, Inc. (5%).

Yokl X X ARk

EETTE MIDLER HELPS FIGHT ATYTDS
with thanks to Detroit's Cruise, 4/1/81

Entertainer Bette Midler helped to raise approximately $10,000 for AIDS Project Los Angeles on January 28 with a benefit screening of her
new movie, Qutrageous Fortune. She stated to the crowd of 500 that there was “no worthier cause in the world" than the battle against AIDS.
She has already donated more than $10,000 on her own to the Project. Midler cooed over the "tasteful” key chain condom holder presented to
her from the group.

ooooooooo oicioicicioioiicloickiciciokR RN IO AR

GRANTS FROM STAMP OUT AIDS
with thanks to the New York Native, 4/21/81

STAMP QUT AIDS, the national campaign to help people with AIDS through the sale of stamps similar to Easter and Christmas Seals, has
announced grants totaling $18,000 to AIDS service organizations throughout the country. At a Tuncheon sponsored byt the National AIDS
Network as part of the National Leshian and Gay Health Conference in Los Angeles, STAMP QUT ALDS project director John Glines read a list of
grant recipients. They were: AIDS Foundation of Haustan, Arizona Stop ALDS Project, Billings AIDS Support Network, Aliveness Project
(Mimneapolis), Kupona Network (Chicago), National Association of People with AIDS (Washington), AIDS Rescurce Center (New York), Chicago
House and Social Service Agancy, Good Samaritan Project (Kansas City), Nashville Cares, Central Valley AIDS Tean (Fresno), Topeka AIDS
Project, Whitman-Walker Clinic AIDS Program (Washington), PMA Coalition—New York City, Being Alive (West Hollywood), PWA Coalition Dallas,
Minority Task Force on AIDS (New York), and Comunity Relief for Piis (New Orleans).  STAMP QUT ALDS also amounced  that, through their
special arrangement with participating organizations, they have given imediate funding of over $5000 to 12 service-providing groups. STAWP
QUT AIDS is the only national arganization which directly helps the thousands of men, women, and children living with AIDS.  Narne of the
money raised through the sale of stamps goes towards research, education, or administrative costs. Stamps sell in sheets of six for $1 and
may be obtained by sending a self-addressed, stamped envelope with your check and order to STAYP QUT AIDS, 240 West 44th Street, New York,

NY 10036.

ooooooooooooooooooooooooooooo K

INSURANCE CO. DONATES TO FORT WAYNE
with thanks to Fort Wayne's (Indiana) The Torch, 2/15/81

oooooooooooo poloioiolo

Negotiations between Fort Wayne (Indiana) AIDS Task Force nembers and comunity relations representatives from Lincoln National Life
Insurance Company has resulted in a donation of $28,100 to the AIDS Community Education and Service Project, an activity of the Task Force.
Objectives of the project include: the television broadcast of an educational tape on the AIDS epidemic; the radio broadcast of public
service amouncements; the placement of guest colums by AIDS Task Force members in area newspapers; the printing and distribution of
10,000 informational pamphlets; presentations to comunity groups; dissemination of AIDS information with utility bills; the recruitment
and training of additional direct service volunteers; a seminar in cooperation with the Indiana State Board of Health targeted to the
general public and individuals at high risk for acquiring AIDS;  a seminar and the creation of a physicians’ referral service designed to
provide persons with AIDS, ARC, positive HIV antibody tests, or persons who suspect they may be 111 with AIDS or ARC.  Jack Ryan was
selected as part-time administrator for the project. Ryan is also active in the National Association of leshian & Gay Alcoholism
Professionals (NALGAP).  For more information, contact: Jack Ryan, Fort Wayne AIDS Task Force, 1208 E. State Street, Fort Wayne, IN
{219)488-2711.
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DRUGS TO SPICE SEX OFTEN TURN SOUR
with thanks to Medical Aspects of Human Sexuality—Sexuality Update, February, 1987

If patients report using i1licit drugs to add spice to sex, tell them not to be surprised if the drug backfires. Notes John Buffum, PharmD,
of the University of California, San Francisco:

Marijuana may heighten sensations so that users can feel more sensual. But it also may dry the vaginal mucosa [and other mucosal
menbranes like eyes and throat], cause panic attacks, and impair concentration an anything, including sex.

*Cocaine can inspire some with "raging libido." 8ut chronic use often impedes erection and inhibits orgasm even while increasing
sexal desire. Buffum tells of a male user winding up in the emergency room “with a macerated penis from eight hours of going at it." [It
can also cause potentially fata) cardiac arrhythmias.)

*Any1 nitrate ("poppers”) may prolong the sensations of orgasm. But if brought out too soon, it may deflate an erection for 30
minutes o more by diverting blood from the penis to the body's dilated capillary bads.  [Chronic use can result in a blood condition known
as methemaglobinenia, where the red blood cells have an impaired oxygen holding ability; some clinicians still bring up a possible
association of poppers with AIDS or Kaposi's sarcoma, however an article printed elsewhere refutes this connection.

:ference: Friedman, R. "Orugs and sex: users beware." Sexual Well-Being, 2:9:1, 1986. Comments in brackets ([]) are from the NOGSTDS
itor.

EFPIDEMIOLOGY LINK: KS & POPPERS?!
by Harry M. Haverkos, MD, with thanks to Medical Aspscts of Human Sewslity—AIDS Report, March, 1987

The use of large ~aaunts of nitrite inhalants or "poppers® has been Tinked to the development of Kaposi's sarcoma (KS) among homosaxual men
with AIDS in several epidemiologic studies. In one study, we analyzed the results of questionnaires and laboratory tests of 87 homosexual
men who participated in studies conducted by the Centers for Disease Control in 1981 and 1982 (Haverkos, W, Pinsky, PF, Drotman, DP, et al:
Diseases manifestation among homosexual men with AIDS: A possible role of nitrites in Kaposi's sarcoma.  Sexually Transmitted Diseases,
12:203, 1985). Homosexual men who developed KS, the most common malignancy associated with AIDS, were compared with homosexual men who
developed Preumocystis carinii pneumonia (PCP), the most common Tife-threatening opportunistic infection in AIDS. Patients with KS reported
nore different male sexual partners [relative risk (RR) = 2.0], more “recreational® drug use {relative risk (nitrites) = 6.1, relative risk
(marijuana) = 1.4, higher incomes (relative risk = 4.4), and higher rates of non-B hepatitis (relative risk = 2.8) than did patients with
PCP.  Multivariate analysis showed that the variable most strongly associated with KS wes the use of large quantities of nitrite inhalants.
Two other epidemiologic studies have found a strong association between KS and the use of Yarge quantities of nitrites. One was conducted
at Mt. Sinai School of Medicine, and the other in San Francisco {presented at the International Conference on AIDS in Atlanta in April, 1985
by A.R. Moss (Mathur-dagh, U., Mildvan, F., Senie, R.7.: Follow-up at 4-1/2 years on homosexual #en with generalized lymphadenopathy. New
England Journal of Medicine, 313:1542, 1985). Conversely, three epidemiologic studies presented at the International AIDS meeting in Paris
in June, 1986 do not support the association. In the three latter studies, however, investigators had not collected information as detailed
in terms of nitrite use as in the former studies. For example, the earlier studies reported Tifetime nitrite exposure; the latter studies
only reported nitrite usage in the six months or two years prior to interview.

There are several hypotheses concerning the possible mechanism by which nitrites may promote the 1ikelihood of K5 in homosexual men infected
with the AIDS virus.  First, nitrites may act directly on the immune system. Second, nitrosamines, a metabolite of nitrites, may be
carcinogenic.  Third, the vasodilatory action of nitrites on blood vessels may, in some unknown way, promote KS. Finally, nitrites may be
merely a marker for other behaviors or exposures, e.g., unidentified viruses, associated with their use. At presant, persons at risk of
AIDS should refrain from using nitrites until more data are available to ascertain their role, if any, in the development of KS.

[Harry Haverkos is Opportunistic Infections Program Officer, National Institute of Allergy and Infectious Diseases, Bethesda, Maryland.]

HUEY LEWIS SETS UP MD TRAINING CTR.
with thanks to Detroit's Cruise, 4/22/81 :

Huey Lewis and the News have donated $225,000 to set up a first-of-its-kind center to teach doctors how to d§a1 with {\IDS “patients. The
program will be set up at San Francisco General Hospital and the University of California at San Franm.sco and will be <3a11ed the ifiLNL
Physicians AIDS Training Center—— with the HLN standing for Huey Lewis and the News.” The band bec?me wg'semaﬂ.y 1nter&ste# in AIDS :}Sr
the manager, Bob Brown, saw a "0 Minutes® broadcast about AIDS and San Francisco General. . This is a d1sea?e that ‘aff?cts the bm:
country, not Jjust a single element of the population, and Huey and the band wanted to start helping here at home,” Brown said. The

members are all from the San Francisco area.
ool kkiliklidicblkaickokoiioblokkkibiooiRIiRiobiolk



oKk memcmmmmwmemns X vounzss X SPRING, 1987 * Pna—: 83 ik

ook
oooooooooooooooooooooo
oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

POPPERS LINKED TO TEEN DEATHS
with thanks to the New York Native, 2/2/87

Amyl nitrites, popularly known as “poppers,” has been tinked to a spate of overdose deaths among British teenagers, according to a report in
The Sunday Telegraph. The drug is being manufactured in "back-street laboratories” and is widely and openly available in cities throughout
England.  Alarmed parents have been contacting drug agencies, and the Scotland Yard-based National Drugs Intelligence Unit has received a
*flurry of calls* from police officers reporting that the drug has been found in locations around the country. A Yoophole in English law
leaves police powerless to clamp down on the craze for the drug.  Two years ago, amyl nitrite was investigated by the Home Office Advisory
Body on the Misuse of Drugs Act, and subsequently excluded from controls because it was felt at the time that poppers were not “capable of
causing harmful effect sufficient to constitute a social problem.” As a result, it is legal to produce the drug in Britain.  The National
Campaign Against Solvent Abuse has called for the banning of the drug.  But Alan Billington, the campaign's director, admitted, "We have
found it on general sale in pubs and shops, but there is nothing we can do about it because the law is not being broken.” In the United
States, poppers have been linked to the development of AIDS. The British government recently instituted a $30 million public education
campaign on AIDS prevention.

WOLATILE NITRITES ROLE DISPUTED
a letter to the NOGSTDS editor by Bruce Voeller, PhD, President, Mariposa Education & Research Foundation

Dear Editor: In your Newsletter, you have featured Hank Wilson's (John Lauritsen's and Neil Schram's) views that wvolatile nitrites are
Tinked with AIDS and/or XS (e.g., wol. 6:5, May-July 1985, p. 33). I hope you will, consequently, in fairness, give “equal time' to the
belief of nearly all AIDS scientists that there is no such link. As I think you are aware, [ reviewed and evaluated the papers these three
popper-ban lobbyists cited as the focal evidence of an AIDS or KS link (Mariposa Occasional Paper #5, 1986). I showed that these key
studies were so flawed as to invalidate any of their authors' conclusions. Indesd, in the laboratory studies cited, similar quantities of
common household aspirin, such as used by tens of millions of Arericans, could be expected to have had an even greater damaging effect than
the exorhitant doses of nitrites tested on mice and tissue cultures. While recognizing the correlation between nitrite use and AIDS, ane of
the cited researchers, Goedert, in 1985, revised his earlier claim of a causal Tink (Goehert, J.J., ax W.A. Blattner, 1985, 'The
epidemiology of AIDS and related conditions.” [n OeVita, V.7., S. Hellman, and S.A. Rosenbert, AIDS: Etiology, Diagnosis, Treatment, and
Prevention, Y.8. Lippincott Co.) Goedert & Blattner state (page 16), "it now appears that frequent use of nitrite inhalants simply may be a
surrogate marker of frequent receptive anal intercourse.” This perceptive prediction of the central role of receptive anal intercourse in
AIDS (among gay men) has been firmly established in a newly published watershed paper by Winkelstein, et al. (Winkelstein, W., D.M. Lyman,
N. Padian, et al., 1987, "Sexual practices and risk of infection by humen immnodeficiency virus,” JMMA, 257, 321), who studied a cotort of
over 1000 San Francisco men.  Lauritsen and Wilson do not reveal the important change in Goedert's perception, either to their gay readers,
health care providers, or legislators. Indeed, they continue to cite Goedert's initial claim, aware he has revised it (Lauritsen, J., and
H. Wilson, 1986, Death Rush: Poppers & AIDS, New York: Pagan Press).

I think your readers should know that leading AIDS researcher, Or, Cladd Stevens, MD, at the New York 8lood Center, has conducted an
exhaustive, large epidemiologic study of nitrite use by about 800 gay men in New York. She found no Tink between “popper’ use and AIDS or
KS. [A brief excerpt of her work has been published in the Mariposa Occasional Paper ¥7 (Stevens, C.E., P. Rubinstein, and P. Taylor, 1987,
*Cellular immune deficiency and AIDS in human immnodeficiency virus (HIV) infection: role of recreational drugs and volatile substances).]
Stevens, et al. wrote, "In brief, to date we have not found the use of recreational substances, such as amyl nitrite or butyl nitrite, to be
causally connected with either defects in cell mediated immunity or in the subsequent development of AIDS." Stevens' full results will be
published in peer reviewed scientific journals.  Similarly, the large "MACS' (Multicenter AIDS Cohort Study) study of 1835 HIV-infected gay
men, just published in the Janwary 8, 1987 New England Jaurnal of Medicine, repeatedly underscores the absence of any Tink between either
AIDS or KS and the use of volatile nitrites (Polk, B.F., R. Fax, R. Srockmeyer, et al., 1987, Predictors of the acquired mmunodef iciency
syndrome developing in a cohort of seropositive homosexual men, NEM, 316, 61). The study notes: “The following were not significantly
associated with the development of AIDS—...age, race,....the use of nitrites ("poppers”) during sex in the previous two years.” Indeed,
the jssue was considered significant enough that the researchers reiterated their observations in the highly condensed abstract section of
their paper: “Separate analyses of risk factors for Kaposi's sarcoma and opportunistic infections failed to support previously reported
associations betwean the use of nitrites or an elevated cytomegalovirus-antibody titer and Kaposi‘s sarcoma.”

The message is clear: no connection between nitrite use and AIDS has been found by competent researchers in carefully conducted studies.
Meawhile, much time and scientific effort has gone into conducting, then disproving, this dead-end research which attempted to link AIDS
and “poppers.®  Resources of time, talent and funds were burned up which might have gone to more productive efforts to fdentify boma fide
co-factors for AIDS and to creating a firebreak to the epidemic. [For more information, contact: Bruce Voeller, PHD, President, Mariposa
Foundation, P.0. Box 36 B 35, Los Angeles, CA  90036.]
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COMICS FOR YOUTH CALLED COMMIE PLOT
by Kendall Lovett, with thanks to Boston's Gay Camunity News, 3/1-1/81

Despite favorable reaction from the Federal Minister for Health and the National Advisory Comnittee on AIDS, a series of comic strips that
provide basic information for kids on a variety of issues, including AIDS, have come under fire. Strectwize Comics, earlier banned by the
Department of Education for use in the schools of New South Wales, are now also under attack in two states. In Sydney, the Rev. Fred Nile
of the Festival of Light called the Streetwize health issue on sexually transmitted diseases, including AIDS, a Red ploy. In Melbourne,
Inspector Rippon of the Victorian Police Association 1ikened distribution of the comics to the activities of the Viet Cong.  Rippn also
caid a Strestwize issue on the legal rights of youth has the same intent as Marxist doctrine—in his opinion, the destruction of the
organized structure of society.  Streetwize researchers who have been surveying young people who read the camics find that the series has
been useful. The most commonly recalled message by kids concerned not making statements to the police. The next most commonly recalled was
the danger of sharing needles. The latest addition to the Strestwize team of cartoonists is 16-year old Frank Mcleod.
okl
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with thanks to Southern California CARES News, edition two
Aid for AIDS and the Cooperative AIDS Risk-Reduction Education Service (CARES) Team have joined together to form an unusual  educational
program called Bar, Bathhouse and Restaurant Employees (RARE) Facts designed to disseminate pertinent information about AIDS to targeted
establishnents in Los Angeles County.  The two organizations have divided the county into 7 geographical regions and have identified those
bars, bathhouses, and restaurants in the Los Angeles area which have a large concentration of gay and bisexual male patrons. Every 2 weeks,
letters of invitation are sent to the staff of these establishments encouraging waiters, bartenders, bathhouse attendants, managers and
ounens to attend an informative BARE Facts presentation. BARE Facts programs are conducted in a local bar, bathhouse, or restaurant and
provide information about AIDS transmission and prevention, safer sex guidelines and risk-reduction behaviors.  The objectives of these
presentations is to sufficiently aducate the staff members of the targeted businesses so they may in turn pass the information along to

interested patrons.
Yololoiclokok X Yok YokkkicicioifoIoklolook

FOCUS GROUPS DEVELOP MESSAGE
with thanks to Southern California CARES News, edition two

The first round of focus group research conducted by Southern California CARES, cites the need to develop *hard-hitting," factus) messages
targeting gay and bi-sexual men. glack and Latino respondents cited the need to dispe) misconceptions about casual virus transmission and
the belief that AIDS is "just a gay disease.” Asian respondents favored utilization of schools, community organizations, and all available
communication channels in order to get risk-reduction information out to the comunity.  “While teenagers and gay men were the most
knowledgeable of how to reduce their risks, adult hetercsexuals were far less familiar with safer-sex practices,” stated researcher Jim

Kleckner of Universal Communications.

JoKioRRIcIKTkIIRK X KlohlckIoloRRK
DOONESBURY ., RONM HEADREST 5 SAFE SEX

with thanks to Detroit's Cruise, 5/6/87 )
The popular political cartoon strip "Dooneshury” by Gary Trudeau, is up to its mischief again, this time using his stuttering Max Headroom
caricature of President Reagan, ‘Ron Headrest,” to incite telephone calls to the White House about “safe sex.” In the comic strip published
May 7, Ron Headrest will urge youths seeking “rock-so1id info on safe sex” to call the White House, Trudeau's editor at the Universal Press
Syndicate said.  The White House's actual telephone number then will be printed on Ron Headrest's supposed television set in the cartomn.
The next frame will show a picture of the White House, surrounded by the ringing of unseen telephones, with a disambodied voice exclaiming,
*That does it!" '
""" ook kK okokAckicioiok odolololok
COMPUTER SOFTWARE ON AIDS

with thanks to Detroit's Cruise, 3/25/87

A small software company in Edwardsville, Kansas, is trying the cloud of confusion over AIDS, and turn a profit at the same tine, witha
$50 program for [BM-conpatible personal computers. hen it's available this spring, students will be able to run through an electranic iz
containing 20 questions. If the student gets an answer weang, the computer lists the right answer and explains the rationale for it.
Animated graphics show how the virus destroys the immune system. Students can also type in questions anonymously, and the teacher can
retrieve the questions to answer them in class discussions. The developer, a company called Substance Ause Fducation, has programs on

PWA ORGANIZATIONS
with thanks to People With AIDS Update, February, 1987

People with AIDS are organizing in the United States, Canada, and England. It's very exciting to see people in other parts. of the world who
are willing to work together, to stand tall and speak out for their rights. Recent groups have formed in London, England, Ottawa and
Montreal, Los Angeles, Houston, Dallas, Boston, Indianapolis, New York, and of course, San Francisco. 1 would appreciate hearing about any
other group that has organized.  Please send their name, address and phone number to me, Allen Pugh, c/o Shanti Project, 525 Howard Street,
San Francisco, CA 94105 (415/777-CARE). :
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UNSAFE SEX FOREBIDDEN IN GAY MEDIA
with thenks to the New York Netive, 4/21/87

Gay Chicags, a weekly gay publication has announced that they no Tonger will accept personal ads containing references to acts which the
editors feel constitute unsafe” sex. Elsewhere, the Gay Producers Association, an alliance of the producers of erotic gay films, have
amnounced their commitment to "produce only videos that do not have unsafe sex in them, until this health crisis is over.”  Future films
which conform to the new guidelines will carry a "trailer” in the begimning, reading, "This film depicts acts which are considered "safe’
according to current AIDS criteria.”

ooooooooooo *
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INTERNATIONAL LIVE RADIO CcalLL IN

The first international Tive radio call-in show, *The AIDS Phone-In," was broadcast March 1 on American Public Redio in the U.S.  Produced
by 8ritish Broadcasting Corporation, the 90-minute broadcast will be heard throughout the rest of the world on shortwave. Listeners will be
able to voice their concern and ask questions about AIDS and current strategies to combat it. They will Team the problems and plans of
other contries as systens are implemented to control the spread the disease while the search for a vaccine continues. The program began
with a 30-minute feature offering an up-to-date analysis of the current status of AIDS, and will cover the history of the disease and
identify the countries with the highest levels of infection. Listeners will learmn what has been dane, what needs to be dane, and what might
happen if nothing is done.  Following the half hour feature, BBC began taking questions from callers phoned or written in eariier.  Two
noted experts will be responding to queries—Or. Tony Pinching, an immnologist at London's St. Mary's Hospital, and Jonathan Mann, director
of the World Health Organization's AIDS Program 1istening in from Geneva. For more information, contact Diane Engler, American Public
Radio, 700 Conwed Tower, 444 Cedar Street, St. Paul, MV 55101 (612/293-5417).

4
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EXPLICIT AIDS VI DEO
by Katie Tyndall, with thanks to Insight, 5/18/81

A Minnesota company has developed an educational videodisc about AIDS that offers information based on the viewer's sm] preference.  The
videodisc provides eqlicit information on the risks of various types of sexual activities. A control allows the viewer to move to the
portion of the program that best addresses his or her life-style. The videotape deals with AIDS risks as they relate to male-female, male-
male and female-female sexual activity. So far, about 60 copies of the AIDS disc have been sold by its creator, Hea.kh EduTech Inc., an
Edina firm that specializes in making educational and training programs on videodisc. The AIDS disc, priced at $995, is also available for
lease.

ok y ¢ olokoklololck

EDUCATIONAL WVIDEOS AVAILABLE

National AIDS Network (NAN) has recently acquired three exciting AIDS education videos that are being made available to their membership.
The first video is An Interview with Dr. Anthony Fauci, Director of the National Institute of Allergy and Infectious Diseases (NIAID), and
was put together by HOUR Magazine, and is free to NAN members. Funding for this project was provided by NIAID and HOUR Magazine.  The
second video, Sex, Drugs and AIDS s one of the favorite AIDS educational videos of NAN's executive director Paul Akio Kawata. The
producers of this film just received grants from the Charles H. Revson foundation and the Public Welfare Foundation to underwrite a special
offer to AIDS service organizations.  The grants make it possible for low budget (less than $75,000/year) nonprofit comunity organizations
to buy a videotape of *Sex, Drugs and AIDS" for only $35. This video was produced for New York City schools, and is hosted by Rae Dawn
Chong and speaks in a direct candid manner on the issues of risky behavior and how young people can protect themselves. Please write to ODN
Productions, 74 Varick Street, Suite 304, New York, NY 10013 (212/431-8923) for an application form to receive the reduced price. The third
video is The AIDS Movie but hes not been subsidized by grants for distribution. It s a strong film and the response across the country has
been terrific. It takes a personal, real approach, and it has been shown on ABC News and the program 20/20. Qurrin Films is offering a 10%
discaunt on any purchase of the video by NAN members. Call NAN for additional information about these exceptional opportunities—-one of the

many benefits of the National AIDS Network! NAN, 1012 14th MW, Suite 601, Washington, DC 20005 (202/347-0390).

POPULATION REPORTS AVAILABLE

Population Reports—AIDS: A Public Health Crigis was prepared at the Johns Hopkins University to alert health care workers vorldwide to the

threat of AIDS and the importance of educational and service efforts to combat it. It also gives everyone concerned about AIDS a succinct,

conplete, accurate, up-to-date, and readable review of all aspects of the AIDS situation, from epidemiology to policy issues. Copies of

mP_og_ﬂat'im Reports are available for $1 each from Population Information Program, The Johns Hopkins University, 624 N. Broadway, Raltimore,
21205. ’
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SJOUR L OF GAY & LESBIAN PSYCH

New York's Haworth Press, publishers of the Journal of Homosexuality, announced the forthcoming publication of the new quarterly Joumnal of
Gay & lesbian Psychotherapy. The new journal is under the editorship of David Scasta, M), a psychiatrist in private practice in
Philadelphia, and who holds medical faculty appointments at Temple University and the University of Pemnsylvania. He is an attending
psychiatrist at the Graduate Hospital at the Philadelphia Psychiatric Center, and he s also an active member of the Assaciation of Gay &
Leshian Psychiatrists, serving as editor of their caucus newsletter. The Journal will focus on practical, interdisciplinary issues dn
clinical practice related to the use of psychotherapy for gay, lesbian, and bisexual patients and clients. The goal of the Journal will be
to facilitate the quality of life of gay and leshian people who may benefit from emotional, psychological, and psychotherapeutic support,
Additional topics to be covered include: the process of "coming out;" gay & lesbian relationships; family relationships of gays and
lesbians; mental health aspects of AIDS and sexually transmitted diseases; psychopathology encountered in gay, lesbian, and mixed groups;
inappropriate and wnethical uses of psychotherapy with gay people; psychodynamics in clinical practice with gay people; efficacy of
different types of psychotherapy with gay people; job stress, performances, and satisfaction among gay people; and development of
homosexuality identity. A complete *Instructions for Authors” is available from: David Scasta, MD, Editor, JBLP, 1721 Addison Street,
Philadelphia, PA 19146. The charter issue of the new journal is scheduled for publication in early 1987. The Haworth Press will provide a
complimentary sample copy on request: write to: Haworth Press, 12 West 32nd Street, New York, NY 10001. An advertising brochure for the

Joumal s included with this Newsletter.
----- YRk AohokoRotooiok

DEATH PLANNING BOOK AVAILABLE
with thanks to People With AIDS Update, April, 1987

"Remembering Me' is a practical and helpful Journal used to prepare yourself and your family for an impending separation. The Journal
offers assistance in planning for the financial, emotional and legal aspects of death. Elisabeth Kubler-Ross feels that, "If everyme would
prepare themselves with this little book, many families would be more at peace and wouldn't have to make difficult decisions at the time of
sorrow and stress.” The cost for 1-5 copies is $7.95 each and 6-10 copies s $6.75 each plus 75 cents per book for postage (and 6% sales

tax for California residents). For ordering write: Mt. Shasta Publications, P.0. Box 436, Mt. Shasta, CA 96067, or call the author,
Danielle Light, 916/926-5653.
ioKilokioldolloloRkAcKikobk ooiokiololoioioblololoiokiohlck

SURVIVING & THRIWVING—HINTS

*Surviving and Thriving With AIDS: Hints for the Newly Oiagnosed,” the People With AIDS Coalition's comprehensive quide to dealing with the
exparience of AIDS, is now available. The 160-page book includes more than 60 articles drawn from the pages of the PWA Coalition Newsline,
the most widely read publication written by and for PAs in the U.S., plus material written especially for the quide. The mage.of the
book is straightforward: AIDS is not a death sentence.  The book's articles stress that the path to personal empowerment—not of being the
helpless victim of one's situation—Ties in an understanding of the choices to be made in both conventional and alternative treatments for
AIDS.  Other sections include "Emotional Responses to Diagnosis,” "Doctor/Patient Relationships,” "AIDS and Sex, Love, & Friendship,”
*Telling Family and Friends You Have AIDS," and AIDS-related articles about the "Afrikan-Arerican” perspective, spirituality and re]igic.n,
intravenous drug use, and prison life. A final section includes national resources for PAs and a usefu) index. Publication of Surviving
ad Thriving wes made possible by funding from the Natianal Association of People With AIDS, the National AIDS Network, Gay l'm's.. Heélth
Crisis, Inc., Community Health Project of New York City, and the North Star Foundation. The book is available to PWAs and orgmu.ahms
serving Piths in the New York area by contacting the People With AIDS Coalition at 263A West 19th Street, New York, NY 10011. Qutside the
New York area, contact the National AIDS Network, 1012 14th Street, M, #601, Washington, DC 20005. The People With ALDS Coalition (PWAC)
is an organization created by and for people with AIDS (PWs), people with AlDS-related conditions (PNARCs), and omcemed friends. We
publish Newsline, a 4500 circulation monthly newsletter;  hold monthly forums on issues of Viving with AIDS;  provide hot meals t? Puas
theee times a week at our drop-in Living Room (ocated in Greenwich Village on West 11th St.); and participate innumercus obbying and
advocacy activities. We also provide space for meetings of such groups as Spanish-speaking PAs, mothers of Pitts, women with AIDS, and
other support groups. '

HOLISTIC AIDS NEWSLETTER

A new newsletter, Healing AIDS, has just been released in its third edition in San Francisco. Publishers Ed Sibbett and Doug Yagal:i;\f,
report on holistic healing tools, resources, AIDS and alternative therapies for people m’t}} AI|.B 0(: ARC, the wormgd v.ael'l, those who are
antibody positive and those interested in self-healing. Healing AIDS, published monthly, is dzstmbuted free and mc!mdt}a]s: are amagﬁ
to copy and pass it alng. Each issue includes informative and practical articles on heah.ng, a suggested reading list, a ca rand
events for the month, Yisting of groups, programs, workshops and classes, a comprehensive directory of bool@,‘ cassettes and v1deo<~s,haps
classified and display advertisements. Subscriptions are available for §7 per year for PiAs, PWARCs, ~or 1qn incomes, axd $12 for others.
For additional information, write Healing AIDS, 3835 20th Street, San Francisco, CA 94114 (415/864-6870).
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ATDS EPI/SURWVELIL LLANCE UPDATE
ahstracted from AIDS Weekly Surveillance Report, C0C AIDS Activity

As of July 13, 1987, the Centers for Disease Control AIDS Activity reports a total of 38,312 adult and pediatric cases of AIDS in the U.5.
(C0C strict case definition). [The present estimate of all those infected with antibody to the AIDS virus in the United States is 3,831,200
based on those currently diagnosed multiplied by 100; those with AlDS-related conditions but without a specific diagnosis of AIDS is
conservatively estimated to be 383,120, based on those currently diagnosed multiplied by 10. —-NCGSTDS Editor) PATIENT RISK GROUP:
Homosexually active men account for 66% of all cases; 16% from IV drug abusers; 8% from homosexually active men and IV drug abusers; 1% from
hemophi lacs; 4% from heterosexual cases; % from transfusion, blood/components; and 3% from those in no apparent risk or unknown risk group
due to incomplete investigations. [The COC, finally reacting to the persistent criticism for their unusual "hierarchical" listing— wherein
if homosexually active men are also IV drug users or hemophi1iacs, they were only counted in the top, i.e., homosexual, category, therefore
confusing and misrepresenting the data. COC statisticians have finally “reconstituted” the data to make it more accurate.—ED] AGE: 22% of
the cases are aged 20 or less; 47% from ages 30-39; 21% from ages 40-49; and 10% from ages over 43. RACIAL/ETHNIC BACKGROUND: 61% of the
cases are white; 24% are black; 14% are hispanic/latino; 1% are other or wilnosn.  Note that 54% of the pediatric (excluding adolescents)
cases are black, 25% hispanic, 21% white, and 1% are unknown. GEOGRAPHICAL DISTRIRUTION: 55 states and territories, including the District
of Columbia, Puerto Rico, Guam, and the Virgin Islands have reported cases to the COC;  New York & Cah'fomig have the most cases, with
28.5% & 23.1%, respectively; Florida, Texas, & New Jersey report 6.7%, 6.6% & 5.9%, respectively; [1linois, Pernsylvania, Massachusetts, &
Georgia each report: 2.7%, 2.3%, 2.%%, & 9.1% respectively, of the cases; all other areas each report Tess than % or less.  OVERALL

MORTALITY: 56%.
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THE TRUE AGE OF AQUARIULVUS? OPINION
by Mark Behar, PA-C, Editor, NOGSTDS Newsletter

Each of us, whatever our generation, grew up with our own special hope for the future and brand of youthful idealism. For me, that time
was in the 1960s and 70s—the times of Martin Luther King and race riots in the cities, Viet Nem & Cambodia and the campus protests against
the war and racism, for women's rights and the equal rights amendnent, against nuclear power and for disarmament, for zero poulation growth
and saving the envircnment, among a myriad of other important and worthy causes. It was also the time of the Stonewall Revolution, when
Yatino and black gay men and transvestites fought against police harassment at a New York bar that ushered in the latest chapter of the
modern day gay/lesbian liberation movement. Like so many of my friends, I too had that special feeling about peace, hoping to make the
world— or at least my little corner of it— a better place, free from hunger and unnecessary suffering, equal opportunity without
discrimination based on any unfair criteria, toleration and desire to understand commnication with others, etc. If people just practiced
what they (and we) preached! If there could only be some “messianic® force that could initiate those changes! But that “messianic era,"
that "heaven on earth,” could only be brought about by people, not by some divine intervention. (Hopefully with ‘divine” guidance,
however! )

Could the human immno-deficiency virus be that special force to usher in the new age that that we hoped for? AIDS, as nightmarish as it
is, s challenging us to accept the new sexual revolution that includes a special brand of responsibility toward our loved ones; AIDS s
also forcing us to examine and change almost every social system that has been part of present humen societies. Although it may be
difficult for us to fully realize the scope of this revolution, it is profoundly disrupting the very fabric of civilization as we know it,
especially more apparent among the poorer Third World.  AIDS is pulling us— kicking and screaming— into the 21st century. What changes
are taking place? The role of health insurance and society's responsiblity to care for those who are i11; police officers, fire fighters,
and other emergency first responders always having to consider whether rubber gloves or other protective gear may be necessary when
responding to an emergency; learning a realistic assessment of risk, and evaluating how a certain behavior or activity compares with others
before engaging in it (e.g., risk of acquiring HIV infection from a blood transfusion, vs. postponing elective surgery, etc.); how to
balance civil rights & liberties vs. the public health considerations (e.g., how to ensure that sociopaths who are also HIV ant ibody
positive, won't infect others); role of big business (banks, industry, academia, government, military, etc.) in maintaining an economically,
socially, and medically healthy saciey; family plamning to ensure not only economic independence, but also healthy babies without infection
from HIV;  the disruption of political, economic, and social futures of 3rd World countries who have heavily invested in the young
professional and technical elite, who are now HIV infected and dying of AIDS ("slin"). Can you think of others?!

Some of the Tessons we are mastering include: sexual intercourse (anal or vaginal) is unthinkable without adequate barrier protection
(condams with spermicides & virucides), except under few exceptions (desiring pregnancy without AIDS virus infection); fairly dealing with
inequities, injustices, discrimination; understanding the concept of "commmity* and dedicating oneself to the betterment of whatever we
choose to define for ourselves as that commmnity; and for accepting the greater value of philanthropy over self-indulgence.  Each of us,
dear reader, could continue these lists indefinitely.

Like aliens wishing to dominate earth in the old science fiction movies, AIDS is the force that is challenging humanity, impossible to have
fabricated under any other conditions. We can let aurselves be dominated by fears, superstitions, misinformation, and driven to inhumanity
and hysteria, or like those old movies, cooperate among pach other— across national/political, racial/ethnic, sexual/affectional,
religious, cultural, and economic barriers to fight the *alien.” HIV and AIDS merely brought out this second “alien’ in ourselves.
ghether we accept this challenge, modify our thinking and behaviors, our social systems, the very institutions that have grown as a part of
us— whether these times will be followed by a new era of better times for all humans everywhere, really depends on all of us. How are you
ushering in this "New Age of Aguarius?’ '
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American Association of
Physicians for Human Rights

1987 ANNUAL MEETING
AND

AIDS UPDATE

August 4-7, 1987
Hyatt Regency Hotel
Minnecapolis, Minnesota

AAPHR was founded in San Francisco in 1981 as the first
national organization of physicians and medical students
for

o the elimination of discrimination in the
health professions on the basis
of sexual or affectional orientation, and

+ the delivery of supportive and
unprejudiced medical care for gay and
lesbian patients.

MORE INFO ABOUT AAPHR MEETINGS & JGLP IN THIS
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