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I. INTRODUCTION

This report was prepared for the Bnndnmnﬂmnmndhmnmhsmmnm in the months
of March and April, 1987. '

Du'ring this time, the author personally interviewed a number of American leaders in the f ight
against AIDS in the San Francisco Bay Area, New York City and at the Centers for Disease
Control (CDC) in Atlanta, Georgia. In these locations he also collected various relevant
original materials. In addition, he subscribed to several journals, magazines, and newsletters.
The report as a whole is based on information from all of these sources.

At the present time, the author is further trying to arrange for subscriptions to several
' computer information services which may provide additional information in the future.

The author \i_rishes to express his sincere appreciation to all of his American interview partners
and to the various institutions and organizations he visited. Without exception they were
extremely helpful and considerate, in spite of their work overloads and busy schedules. Many
of them had to be approached on very short notice, but they all recognized the importance of
international cooperation. Indeed, in the United States there is a great interest in sharing
information and in establishing organizational links between countries. This report should,
therefore, also be seen as a first step in a continuing process of transatlantic exchange and as a
basis for intensified future communication.

Erwin J. Haeberle, Ph.D., E4.D.
1100 Gough Street, Apt 7-C
San Francisco CA 94109

Tel, (415) 885-6859




il. SOURCES

1. PERSONAL INTERVIEWS

The following persons in ‘Atlanta, New York and in the San Francisco Bay Area:
were mtervxewed for this report:

1. W
A. Office at 1600 Clifton Road

James W. Curran, M.D., 'M.P.H.
Director, AIDS Program
(404) 329-3311

William W. Darrow, Ph.D.
Research Sociologist, AIDS Program
{404) 329-3162"

Walter Dowdle, M.D.
Director, AIDS Office
(404) 329-3311

D. Peter Drotman, M.D., M.P.H.
Medical Epidemiologist, AIDS Program
{404) 329-2891

Lawrence D. Zyla
Surveillance and Evaluation Branch
(404) 329-34651

B. Office at 1644-C Tullie Circle
(Center for Preventive Services)

Willard Cates, Jr., M.D., M.P.H.
Director, Division of Sexually Transmitted Diseases
(404) 329-2552

Russ Havlack ‘
Chief, TEC Section, Division of Sexually Transmitted Diseases

~ Jack Jones
Public Health Advisor, Division of Health Education
(404) 329-3824

Kevin O'Reilly, Ph.D. '
Research Anthropologist, Division of Sexually Transmitted Diseases
(404) 329-2580 .



Kenneth F. Schulz, M.B.A
Assoc. Director, Center for Prevention Services
(404) 329-1260

Susan Lloyd Schulz -
Clinical Services Consultant, TEC Section, Division of Sexually Transmitted Diseases
(404) 320-2778

2. NEW YORK CITY

Don C. Des Jarlais, Ph.D. . :

Asst. Deputy Director, Research and Evaluation
State of. NY, Div. of Substance Abuse Services
55 West 125th Street, 10th Floor

New York NY 10027

(212) 8'_:'0 -8472

James Holmes

" Associate;, AIDS Prevention, Dept. of Education

Gay Men's Health Crisis
132 West 24th Street
New York NY 10011
(212) 807-7517

Salvatore Licata, Ph.D.

Department of Health, City of New York

Bureau of Public Heaith Education, AIDS Education Unit
125 Worth Street

New York NY 10013

(212) 566-8290

Mel Rosen

AIDS Institute, State of New York
10 East 40th Street

New York NY 10017

(212) 340-3388

Tim Sweeney

Deputy Executive Director for Policy and Program Management
Gay Men's Health Crisis

254 West 18th Street

New York NY 10011

(212) 807-6664

Joyce Wallace, M.D,
266 West 12th Street
New York NY 10014
(212) 929-2530



3. SAN FRANCISCO BAY AREA

Jim Bunn

KPIX Channel 5§

855 Battery Street

San Francisco CA 94111
(415) 765-8600

Larry Bush

Aide to Assemblyman Art Agnos -
350 McAllister Street, Room 1064
San Francisco CA 94102

(415) 557-2253

Larry L. Bye

Communication Technologies

260 California Street, Suite 803

San Francisco CA 94111 &

(415) 3912770 . : -

James Chin, M.D. '

California State Department of Health Services

2151 Berkeley Way

Berkeley CA

(415) 540-2566

[Dr. Chin has now permanently moved to the WHO headquarters in Geneva]

James P. Dilley, M.D.

Director, UCSF AIDS Health Project
1855 Folsom Street

San Francisco CA 94103

(415) 476-6430

John D. Dupree, Ph.D.
East Bay AIDS Project
P.O. Box 908

Berkeley CA 94701
(415) 548-8283

Dean Echenberg, M.D., Ph.D.

Disease Control, City and County of San Francisco, Department of Health
110 Grove Street

San Francisco CA 94102

(415) 558-4046

Don Francis, M.D.

California Department of Health Services
215 Berkeley Way, Room 71§

Berkeley CA

(415) 540-2566



Michael Helquist

Editor, FOCUS Newsletter
522 Noe Street

San Francisco CA 94114
(415) 626-9924

Michael Housh

Aide to Assemblyman Art Agnos
350 McAllister Street, Room 1064
San Francisco CA 94102.

(415) 557-2253

Mark Madsen .

Director, Department of Continuing Medncal Education
California Medical Association

44 Gough Street

San Francisco CA 94103

- (415) 863-5522

Glen Margo. Ph.D.

Department of Public Health, City and County of San Francisco
110 Grove Street

San Francisco CA 94102

(415) 558-4648

Jackson Peyton

Education Director, San Francisco AIDS Foundation
333 Valencia Street, 4th Floor

San Francisco CA 94103

(415) 864-4376

Marsha Quackenbush
UCSF AIDS Health Project
1855 Folsom Street

San Francisco CA 94103
{415) 476-6430

George Rutherford, M.D.

Department of Public Health, City and County of San Francisco
1111 Market Street

San Francisco CA 94103

{415) 621-5979

Mervyn F. Silverman, M.D,

Director, American Foundation for AIDS Research

Director, AIDS Program, Robert Wood Johnson Foundation
119 Frederick Street

San Francisco CA 94117

(415) 558-9116




2. PRINTED MATERIAL

For this report a great deal of printed material was collected, consisting mainly of broshures,
pamphlets, leaflets, posters, published and unpublished scientific papers, workbooks and
reports. This material remains for further reference in the possession of the author in San
Francisco. However, some publications are informative and important enough to be directly
included in or attached to this report. They are:

EPIDEMIOLOGY
1. CDC Weekly Surveillance Report -- Unijted States, April 13, 1987

2. New York City Department of Health, AIDS Surveillance Update, March 25, 1987

3. i d (] L) [] ya il
- Repor, March 31, 1987 '

PLANS AND GUIDELINES

1. U.S. Department of Health and Human Serwces (Pubhc Health Service), AIDS--~
: : P| 3 : : ates March 1987.

2. San Francisco Department of Public Health m_wwmm
for Fiscal Year 1987-]1988 MaTCh 1987.

POLICY RECOMMENDATIONS

1. ASTHO Foundation, Guijde to Public Health Practice: HTLV-III Screening in the
Community, .

2. New York City Department of Health, HIV Counseling and Testing Policy March 1987.

3. C. Everett Koop (U.S. Department of Health and Human Services), Surgeon General's
Report on Acquired Immune Deficiency Svndrome October 1986.

4, Centers for Dnsease Control, Mmﬂmummg&mmwz_
November 1986.

DIRECTORIES
1. GMHC, Client Services Directory.
2. New York City 'Department of Health, AIDS--A Resource Guide for New York City.

TRAINING MANUALS
1. GMHC, mMmr_Immmx.Manml
2. San Franéisco AIDS Foundation, A]DSMWM




SCHOOL MATERIALS

1. Marsha Quackenbush and Pamela Sarsent Ienshm.s_AmS_A_&mu.m_G_wLo.ana
Immune Deficiency Syadrome 1986.

2. William L. Yarber, AIDS: What Young Adults Should Know (Volume I. Instructor’s Guide,
Volume II. Student Guide) 1987.

SAFE SEX |
1. GMHC, Chance of a Lifetime--the safer sex education video movie with facilitator's guide.

2. The Institute for Advanced Study of Human Sexuality, The Complete Guide to Safe Sex,
Specific Press 1987. o

" CATALOGUE

1. San Francisco AIDS Foundation, AIDS Educator--A Pubiications Catalog Spring 1987.
2. San Francisco AIDS Foundation, AIDS in the Workplace, announcement and order form.




. EPIDEMIOLOGY

Although the epidemiology of AIDS in the United States is not the focus of this report, it may
be useful to include here some basic data. The attached surveillance reports of the CDC and
the cities of New York and San Francisco contain all necessary details. The following pages
simply reprint some total figures illustrating the growing threat to American public health.

@ As the figures show, by mid-April 1987 the total number of AIDS cases in the United
States was over 33,000. The respective figure for New ‘York City was over 9,000, for San
Francisco over 3,000. Moreover, as compared to the same date one year ago, the numbers
had nearly doubled. )

mItis extremely difficult to make predictions about the future spread of the epidemic, and
even the most responsible prognosis cannot be more than guesswork. Nevertheless, several .
educated guesses have been made of which the most reliable is probably the one published
in October, 1986, by the Institute of' Med;cme of the American Academy of Sciences under
the title ==
- According to this report, the total number of -AIDS cases in the United States will reach
over 270,000 by 1991 with more than 50,000 deaths per year. However, it is not this

projection alone which now prompts American authorities to make extraordmary efforts to
fight the disease.

m As the figures also show, the HI virus has begun to spread outside the groups orignally
considered at high risk. While the spread of AIDS in the general population may be much
slower than in these original groups, it is considered to be a serious danger.

u For exaniple, it is a source of great concern that by now in New York City 22% of the
female AIDS cases have resulted from infection through heterosexual contact. Moreover,
there is a growing number of children born with AIDS.

m It is also quite clear that the disease is spreading very quickly outside of the large urban
centers into virtually every state of the Union.

The following pages provide the latest total figures for (1.) the United States as a whole, (2.)
New York City and (3.) San Francisco. In addition, a report on AIDS in San Francisco and its
surrounding counties illustrates the increasing spread of the virus to the suburbs.

Finally, a newpaper report on a prognostic survey hints at the possible dimensions of the AIDS
epidemic in the U.S. by the turn of the century. Of course, the predictions reported here are
by no means certain and must be read with great caution. Nevertheless, by their publication
alone they provide a context for many political decisions that are made today.

10



. AIDS WEEXLY SURVEILLANCE REPORT! - UNITED STATES

AIDS  PROGRAM, CENTER FOR INFECTIOUS DISEASES
CENTERS FOR DISEASE CONTROL
APRIL 13, 1987
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TRANSMISSION CATEGORIES MALES FEMALES JOTAL
: - nl Cumylative Since Jan'l Cumylative . 3in L Cumplative
ADULTS/ADOLESCENTS Nymber (%)  Number (Z) (Number (%)  Number (%) Number (% Nymber (%)
omosexual/Bisexval Male - 3299 (72) 22032 (M) 3299 (67) 22032 {66)
‘atravenous (1V) Drug Abuser 537 (12) 4442 (14) 156 _ (46)° 1162 {S1) 693 (14) 5604  (17)
Homosexval Male and IV Drug Abuser 320 N 2569.  (8) 320 {7) 2569  (8)
lemophilia/Coagulation Disorder - 48 (1) 285 (1) N (0) B (0) 49 ) 293 (N
taterosexual Casesd . a3 {2) 642 (2) ¥ (29 658 (29) 182 (4) 1300 (4)
fransfusion, 81ood/Components’ 88 (2) 424 (1) 4 {(13) 2 Q0 132 (3 655 (2)
.Undatermined? ' 18 (4) _829. (3) __40 (1) 236 Q0 _ 218 (& 1065 (I
3UBTOTAL (X of all cases] 4553 [9,'3] 31223 93] 0 (7] 229% (7) 4893 (100 33518 ([100])
LHI.LD.RENS ; ‘ o
{emoph{1ia/Coagulation Disorder B 3 22 (B) 2 () 1 ) 24 (5)
Sarent with/at risk of AIDSS 30 (79) 194 (74) 28  (8S) 186 (86) 58 (82) 80 (79)
Transfusion, Blood/Components a4 Q) 31 (4) 1 (3 19 (9 5 (N 56 (12)
. k | (8) 10 (4} 4 (12 9 (4} 7 (10} 19 {4)
SUBTOTAL [% of a1 cases) 38 (54 263  (55) 3 [46) 26 [45) 71 [00) 479 ([100)
TOTAL [X of all cases) ' 459 31486 [93) 373 25N

4964 [100] @1001



2

i

1

{

f.

=)

\

A

—

3

3 (I

'TOTAL (row %)

CHILDRER WITH AIDS

8551 ( 90) 975

12

(9526 ?

2ore,  N.Y.C..DEPARTMENT OF EEALTH - PEDIATRIC AIDS SURVEILLANCE, MARCH 1987

, ECP ECP+ 01 QX IOTAL  Known Deaths [¢3]
“¥ale - A8 10 3a 92 .68 ' (74)
© Female aé pit 23 21 67 (74)
TOTAL 94 20 - 69 - 183 135 (74)
New ﬁasep'ghis month: 5 Total New York City cases: 183
_ ' ' CDC total pediatric cases:
. DISTRIBUTION OF ADULT AIDS CASES
. BY RISK
MALES FEMALES TOTAL
. Cases (%) Cages (%) Cases (%)
Hale Homosexual/bisexual 5427  ( 63). o ( O 5427 ( 57)
Male Homosexual/bisexual . 459  (5.4) 0 ( 0) . a9  (5.0)
-and IV user : -
IV user 2265 ( 26) 597 ( 61) 2862 ( 30)
Heterosexual contact of 5 (0.1) 222 ( 22) 227 ' (2.3)
 Person at riak , '
. Perasons from countries - ‘
in which most AIDS cases 168  (2.0) 41 (4.2) 209 (2.0)
have no knqwn risks - ‘ -
Transfusion Associated 42 (0.5) 39 - (3.9) 81  (0.8)
Hemophiliac/Factor Def'y 17 | (0.2) 27 {(0.1) 19  (0.2)
Intervieved-no risk factor 46 (0.5) 24 (2.3) 700 (0.7)
Died before interview, ) p - ‘ .
refused interview or lost to 53 (0.6) 24 (2.5) 77  (0.8)
follow-up ' :
' Under investigation _69 (1.0) 26 {3.6) 95 (1.2)
( 10) (100)



C'ty and Cou'ng of San Francisco Department of Public Health

‘March 30, 1987

—_ e Acquired Iseunodeficiency Syndrose (AIDS) Monthly Serveillance Recort

. . Su-ary of Caus Meeting the CDC Surveillance Definition in San Francisco -
: : . Cases Regorted throuph - 03/31/87

AIDS Cases by Transmission Category and Sex, San Francisco, 1981 - 1337(1)

£ Transuission Category(2) X Total.
- S . o Male Female N 2
o - R
— Adult/Rdolescent : .
o Hososexual or bisexual nln 2608 1854 01 0.0 2808 | 848
2 - Intravenous (IV) druq 26 0.9 91! 37.5 3! 1.1
Homosexual/bisswual IV drug User | 382 | 12,5 0! 001! 381 124
— Hewophiliac/coagulation disorder | 31 0.1 - 01 0.0 31 04
; Transfusion recipient 151 0.5 712.,2 21 0.7
L Heterosaxual contact (3) 8 0.3 81 3.3 6l 0.5
None of the above/Other(4) 11 0.4 01 6.0t 110 0.4
D Subtotal: Adult/Rdolescent 3053 24 077
Children {(0-12 years) ‘
Transfusion recipient 31 60.0 11 3.9 [ M4
] Child of high risk/RIDS parent (5) 2! 8.0 3| 750 S 5.6
Subtotal: Children s 4 9l
M Total 3058 28 | & 8 |,
| _

(U [ SO Y A |

13

1111 MARKET STREET | ‘
e am——— caN ERANCISCO. CA'94103 ' 415-621-597
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MUMBER OF CASES

AIDS REPORTED CASES
(from 7/81 to) 3/31/87

“Total San Francisco Cases: 3,086 )

Total S.F. cases month to date: _123
Total S.F.

To'tal San Francisco Deaths: -1,844

deaths month to date: _73_

* Total %ﬂ.l.iigmh cases: &%’.&AMAM;M
. a N ’

s of 2/28/87 )

Total U.S. cases: ild)&ﬂﬁi_l&dls_dss&bj_
(as of 3 [30[87
A0S CASES EY MCNTH OF DIAGNCSIS
Sah FRANCISCO, |98C—87
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120 -
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~ AIDS Hitting

Hard in Bay .

Supurban Argos
: andy Shilts
The nnmber of reported

_AJDS cases in six Bay Area sub-

urhan counties is growing at
much greater rates than in San

- Franciseo, state and eounty

health records show.

© . Despite warnings by state and
. federal officials that higher’ levels
of new AIDS cases in the region will -

continue to appear outside San
Francisco, few Bay Area counties

have any plans to provide services -

for their already burgeoning AIDS
case loads. :

San Francisco health ofﬁcials
warn that the city's pioneering

~ AIDS patient services may soon be

"stretched to the limit” by patients
streaming in from counties that of-
fer no comparable programs.

“Epidemics dont respect coun-
tv borders.” said Dr. David Werde.
gar. San Francisco’s public health
director. “We're being stretched to

‘Page 4 Cul. 1
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..Bay Area Suburbs
Unprepared for
Blg AIDS Increase

From h‘e 1

the limit. We need to start looking
at this problem regionally, not

.merely as San Francisco's problem.

The other counties have to start do-

"ing something t0 carry their share

of services.”

T While cases of acquired im-
mune deficiency syndrome have
doubled in San Francisco in the last
year, incidence of the disease has
incressed in suburban counties by
270. percent, according to figures
from the California Department of
Health Services.

" Last vear, one out of six AIDS
patienis in the Bay Area lived in
Afameda, Contra Costa, Marin. San
Mateo, Santa Clara or Sonoma coun-
ties, Today. nearly one in four AIDS
patients lives in one of these six
counties, accounting for more than

© 830 of the Bay Area's 2800 AIDS

“The gay men in San Francisco
clearly got infected with this virus
several years earlier than other
counties.” said Dr. Bob Anderson.
chief of prevention services for the
state health depanmem s Office of
AlDS.

“Now, you're seeing a higher
proportion of new cases coming out
of the these counties around San
Francisco. because they were infec-
ted with the virus later.” said An-
derson.

“We project that this trend will
continue as AIDS hecomes 2 prob-
-lem that. ultimately. every countv
will have to deal with.”

\5

_ognized network of hospice. in-pa-
“tient and out-patient hospital ser-

‘So far, only Alameda County
has, deveioped compreliensive ser-
vices for AIDS patients, offering the
only in-patient ward and out-patient
AIDS clinic to be found outside San
Francisco anywhere in the United
States.

The lack of services in other
counties has prompted many pa-
tients either to move to San Francis-
co ot simplv to give a city address to
local agencies so they can take ad-
vantage of the city’s nationally rec-

vices.

The f{alsification of addresses
has made it extremelv difficult for
some public health officials to moni-
tor AIDS trends.

In Marin County. "it's almost
impossible for us o keep track of
the numbers.” said Mary Jo Burger.
the public health nurse who is the
only county staff member assigned
to the epidemic. “We get our num-
bers from what the state tells us.”

San Mateo Countv has some-.
where hetween 65 and 95 AIDS pa-
tients, according 1o county AIDS co-
ordinator Rick Crane. but it is im-
possible 1o give an authoritative..
specific number hecause of patient
migration for services.

“In Alameda County, we always
have 40 or 30 more patients than
show up on health department fig.
ures hecause people lie about where
they live so®they can get into San
Francisco General Hospital.,” said
John David Dupree ot the AIDS Pro-
ject of the East Bay. :




San ﬁamis_co Chyronicle Jely 7; 1f6
AIDS IN THE SUBURBS .
: Pcmenfmcmm in each county since April, 1985

[ SONOMA COUNTY 173%] STATEWIDE  128%
OnApril 15, 1985: 126 On April 15, 1985 2157
Today: S Al Today: 4925

| MARIN COUNTY 108% . CONTRA COSTA_196%
| OnApnl 15, 1985: 25 On April 15, 1985:; 26
l'odny: . v 52 Today.- - 77

{ SAN FRANCISCO 132% | ALAMEDA €O.  190%
4 OnApnil 15, 1985: 925 . ¥ ; On April 15, 1985: 76
Today: 2150 ‘ Today: m

[ s maTEO co. 493% Fii SANTA CLARA CO. 411%
| Onapnl1s, 1985 16 | i On April 15, 1985 26
: Today: 133

A San Francisco health depart-

ment study last year found that 15

percent of the people using the
city's patient services were out-of-
county residents. :

Health director Werdegar
thinks this figure is “very conserva-
tive” and that the patient flow may
overcome the -city's lun:ted re-
sources.

“You can run out of convales-
cent care beds. hospice space and
personnel to take care of these peo-
ple.” Werdegar said. “These are the
kinds of resources [ worry about.”

The new call by state officials
for more regional plamung in the
Bay Area comes as state projections
have forecast between 10.000 and
15.000 AIDS cases in Northern Cali-
fornia within the next four vears.

“Regionalization of AIDS ser-
vices has gotten very hot in the last
few months.” said Carol Spain of
the Health Officers’ Assoctation of
California, a Sacramento-based
greup that is studving Bayv .Area co-

. Sowm CoMomnO.pamomoanhhSmn :oumylndlhdopanmm

ordination of the ‘epidemic.

“It's hitting people over the

head that they have to start 1alking

-with each other,” she said. “More
than anything, the numbers in each
county are .convincing them this
will be a growing regional issue.”

“erdegar called a meeting of
all Bay Area county health directors
last month to discuss an attempt to
get other counties to begin consid-
eration of services they will need
for the expected AIDS case loads in
future years.

“We agreed we needed to start
talking to each other — it's not just
a San Francisco or Oakland prob-
lem.” said Dr. Carl Smith, Alameda
County health officer. “There's a lot
of work we need to do.”

It is unclear whether other
counties will be able to come up
with the money needed to provide
their awn services for AIDS pa-
tients.

The $10.8 million San Francisco
spends on its patient services, con-
tract agencies and education pro-
grams represents 98 percent of the
combined county funds being put
into AIDS hy all the Bay Area coun-
ties.

| &

Virtually all the money spent
on AIDS outside San Francisco
comes from state grants. Contra
Costa County's AIDS program, for
example. consists of just one heaith
educator. Marin County has no spe-
cial hudget for AIDS. Sonoma and
Santa Clara County each employ on-
ly two AIDS staff members, paid
from state funds.

Most counties have supported
‘the organization of volunteer
groups that provide counseling and
practical support for AIDS victims. !
although few have provided any
funds for such community-based ef-
forts.

“The county has let us know
that they love what we're doing, but
they don't want us to ask for any
money," said Steve Parker, coordi-
nator of the Sonoma County AIDS

* Project.

Several county health officers
said their low AIDS case loads do
not justify the creation of expensive
wards and clinics. Some areas. like
Contra Costa County, have chan-
neled AIDS patients into existing
hospice and home-health care pro-
grams.

“People have chosen 10 g0 10
San Francisco hecause that has
been the center of excellence for
AIDS care and we can't stop them
from doing that,” said Dr. Wendall
Brunner. Contra Costa County pub-
lic heaith director.

“We've been trving to disserpi-
nate that excellence and expertise
all over the Bay Area so people can
stay closer to home.” he said. "At
one point. if I had AIDS. I would
have gone to San Francisco too.
Now, I think vou can get adequate
care at our county facility.”
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U.S. Experts’ AIDS Forecast:
1 Million Cases by Year 2000

By Harold M. Schmeck Jr.
’ New York Times.

New York Tl . 209 ."’ 3

Barring some dramatie ad-
vance in AIDS treatment or pre-

vention, more than 1 million-

Americans will have developed

" the disease by the year 2000, ac-

cording to a group of experts
surveyved by Louis Harris & As-
sociates. T

The survey, based on inter-
views with 227 scientists, covered all.
major areas of medicine and bio-
medical research. It was commis-
sioned by Bristol-Myers Co. in an

. effort to establish medical priorities

and predict promising areas of re-
search as the next century.dawns.
Acquired immune deficiency syn-
drome was one of the heaith {ssues

_considered by the panel of experts.

" The scientists, including six No-
bel Prize-winners, were chosen
from among leaders in research
tields including cancer, heart dis-
ease, disorders of the bhrain and cen-
tral nervous system, infectious dis-
eases, biotechnology and the use of
medical implants and transpianted
organs.

Some quatlons were asked of
all the scientists involved. Of the
other questions, only those in appro-
priate specialties were queried.

‘The’ median estimate among
specialists in biotechnology, cancer
and infectious diseases was-that
there would be a cumulative total of
slightly more than 1 million US.
victims of AIDS by the turn of the
century. An estimated 31,000 Ameri- |
cans have currently been diagnosed
as having the disease, which ls in-
variably fatal.

Among the same group of spe-
cialists, who made up more than a
quarter of the total panel, 46 per-
cent predicted that a safe and effec-
tive vaccine against AIDS would be-
come generally available at some
time from 1990 to 1999. Only 28 per-

. cent of this subgroup expected “an

effective cure for AIDS” to be avail-
able before the end of the century.

When the entire panel was
questioned, 19 percent said there
was “a reasonable chance” that
AIDS would he eliminated by the
year 2000, Seventeen percent said |
there is a reasonable chance of elim-
inating measles within the same
time frame.

The scientists said diseases re-
lated to aging would he the princi-
pal bealth problem facing Western
nations at the turn of the century.
Foremost among these they listed
heart diseasc and cancer. Infectious
diseases and malnutrition were pre-

" dicted as the main problems of the

developing world.

The specialists in heart disease
who were questioned foresaw the
probable elimination of most of the

70,000 coronary bypass operations | -

that Americans presently undergo
eiach year. They would be replaced
by the use of clot-dissolving drugs
and operations in which clogged ar-
teries would be reopened by insert-
ing a catheter into the heart
through a blood vessel. Most of the
heart . specialists predicted that
heart transplants would be pre-
ferred over the use of artificial
heart devices. :

A majority of the experts in
research on the brain said that use
of traditional psychoanalytic thera-
py would be substantially curtailed
compared with todayv. Half of the |
specialists in the field said psychoe-
analysis woull be “somewhat unim-
portant.” while 38 percent said it
would i “not important at all.”




IV U.S. NATIONAL AIDS PREVENTION POLICIES

THE CDC RECOMMENDATIONS

Generally speaking, the AIDS prevention policies and strategies are still in a state of evolution.
In the early stages of the epidemic it was mainly cities like San Francisco, Los Angeles and
New York which developed local programs aimed at preventing its further spread. The states
were much slower to respond, as was the federal government. However, the Centers for
Disease Control (CDC), a federal agency, soon developed recommendations and guidelines on
how to deal with the medical issues raised by AIDS. A compilation of these suxdelmes dating
from- November, 1982 to November, 1986, is attached to this report. '

'THE SURGEON GENERAL'S REPORT

The United States Féderal Government. also charged its highest public health officer, the U.S.
- Surgeon General, Dr, C. Everett Koop, with preparing an official report. It appeared in

- -October, 1986, under the title SnmmﬁemLﬂnman.AmmﬂJmmMﬁgm

Svndrome. A .copy of this report is also attached

Through his very concise and highly informative report, the Surgeon General managed to set
the tone for the national discussion of AIDS. His recommendations were rational, farsighted
and uncompromxsmg as well as humane. He very quickly gained the respect of nearly
everyone working in the field of AIDS prevention in all parts of the country. Very important
was his refusal to recommend compulsory blood testing, quarantine or the identification .of
AIDS virus carriers. Instead, he rejected these and similar mandatory measures most
emphatically as unworkable and possibly counter-productive. On the other hand, the Surgeon
General demanded education concerning AIDS in all schools starting at the lowest grade

possible. Specifically, he wrote: '

"There is now no doubt that we need sex education in schools and that it must include
information on heterosexual and homosexual relationships. The threat of AIDS should be
sufficient to permit a sex education curriculum with heavy emphasis on prevention of
AIDS and other sexually transmitted diseases.”

The Surgeon General’s Report was also quite straightforward and explicit about protection
. during sexual contact with potentially infected partners. He recommended either abstinence or
- the use of a condom and the avoidance of mouth contact with the penis, vagina or rectum.

Since its publication, the Surgeon General’s Report has gained increasing acceptance and
importance for state and local health authorities as they are trying to develop their own
medical and educational responses. Dr. Koop continues to make personal appearances in
various parts of the country explaining and promoting his recommendations. He has been
especially effactive because of his unassailable, conservative credentials. The fact that his

. . position virtually coincides with that of ‘liberal’ health authorities now makes' their common

case all the more convincing.

" THE REPORT OF THE NATIONAL ACADEMY OF SCIENCES
Another very important publication in this context was the report by the National Insmute of
Medicine of the National Academy of Sciences titled: MMMWM
Health, Health Care and Research which also appeared in October, 1986.
‘ -The National Academy of -Sciences was created in the 19th Ce_ntury for the purpose of advising
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the U.S. Congress on scientific matters. By addressing the question of AIDS, the Academy
therefore simply fulfilled its historical mandate. This rather voluminous report came to

- virtually the same conclusions as had the Surgeon General.

Since the Acadeiny Report is easily avanlable in book form even in the Federal Republic of
" Germany, it is not attached here. However, it seems appropriate to provide two extensive
quotations. The first specifically addresses the issue of AIDS prevention. It is also rather

- critical of the t‘ederal state and local efforts to date:
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Opportunities for Altering the Course of the Epidemic

1. Education can sometimes ‘be a soft substitute for
hard action. In contrast, public education about HIV
infection is, and will continUe to be, a critical public
health measure, even if a vacine or drug becomes available.

'~ Education in this instance is not ‘only the transfer of
knowledge but has the added dimension of inducing,
persuading, and otherwise motivating people to avoid the
transmission of HIV. Hence, education to prevent HIV
infection can be strongly expected to bear results. In
addition, by accompanying it with behavioral research
directed at improving the knpwledge of how to induce more
effectively .the desired behavior changes, its effect can be
_heightened. (p. 96-97) :

2. The present level of AIDS-related education is
woefully inadequate. .

It must be vastly expanded and diversified, targeted
not only at the general public but at specific subgroups
such as those in which significant transmission can be
anticipated; those in a position to influence public
opinion, and those who-interact with infected individuals.

3. Admonitions that one must avoid "intimate bodily
contact!” and the "exchange of bodily fluids" while-
‘'similtaneously averring the safety of "casual contact"
convey at best only a vague message.

For instance, they may be understood as implying that
one must avoid all sexual activities, a program that few
will be willing to follow. People alos need reassurance
that certain sexual practices involve little or no risk of

infection. {p. 97)

o 3‘43 Prudishness about the .use and promotion of condoms
has inhibited their use.

.. They need to be widely avialable in establishments that
have the potential to foster sexual liaisons, such as
bathhouses .and singles. bars. They should alsoc be readily
accessible in less sexually oriented establishments, both to
- maximize their availablity and to minimize the stigma
assoclated with their use. Sexually active use (both
homosexual and heterosexual, male and female), being less
likely to have been infected with HIV, have the most
protection to gain from condoms. Increased condom use has
been demonstrated following explicit, focused educational
programs in the past. More needs to be done. The increased
availability of condoms probably will raise concerns about
encouraging sexual activity by young people who are not

sufficiently mature. Such concerns, while understandable,
are overshadowed by the dire consequences of HIV infection.

0
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5. An integral aspect of an educational campaign must
also be the wide dissimination about behaviors that do not
‘transmit the virus. -

The public_must be assured that ordinary standards of
personal hygiene that currently prevail are more than
adequate for preventing transmission of AIDS even between
persons living within a single household; transmissions will
not occur as long as one avolds the relatively short list of
dangerous sexual and drug practices that have been
identified. Unreasonable alarm about so-called casual
contact with individuals perceived as possibly infected with
HIV has produced many needless instances of discrminiation
and distress in the workplace and elsewhere.

6. Public education programs must aim at reducing this
ignorance both in the general population and in the groups
that will be particular targets of public education -- those
at highest risk of contracting or transmitting the .
infection. ‘ _

In this regard, the committee is concerned about the
Centers for Disease Control directive that empanels local
review boards to determine whether materials developed for
AIDS education are too explicit and in viclation of local
community standards -- this is the so-called "dirty words"
issue. The result of such a process could be to cut off
frank, explicit information from areas where it is needed
the most -- in regions cutside those urban centers that have
large concentrations of homosexual men and IV drug users
where awareness oOf the specifics of HIV transmission is
already high.

(p- 99)

. 7. For those already diagnosed with an HIV-related
condition, information should be'available regarding the
kinds of treatment and volunteer services available.

' AIDS sufferers have been ddesperate for information
about  the testing of new drugs. Eduitable access to ‘drugs
being tested in clinical trials will depend in part on HIV-
~infected individuals being aware of such endeavors (p. 100)

: 8. Research is needed to identify the educational
-".techniques that will be most effective in convincing users
~of the danger of needle sharing.

9. -Also needed are ways ‘to impress women users that

'infection can be transmitted by them to their fetuses with
disastrous results. (p. 100)
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10. Another goal of educational activities should be
to replace the atmosphere of hysteria and irrational fear
.that is found in some quarters with rational information
that will engender a level-headed attitude about the disease
and one’s own risk of becoming infected with the virus.

Since many diverse groups must be educated, an early
'activity in this campaign must be the training of trainers.’
A network of individuals who are firmly grounded in the
facts of the disease and who are adept at transmitting those
facts in diverse settings should be established. (p. 10@)

11. The most obvious targets for a campaign of
education about AIDS are the presently identified high-risk
groups: homosexual men, IV drug users, prostitutes, and
sexual partners of those in high-risk groups.

Some efforts have already been made in this direction,
but in general the only efforts with any claim to success
have been those conducted by homosexuals through voluntary
activist organizations. (p. 101)

12. It is important to communicate broadly the message
that specific sexual practices involving infected persons
are dangerous, not that homosexual men are at risk.

‘1%. Heterosexuals, particularly those who have
multiple partners, must be made aware of the risk to then.

14, Health care professionals must acquire and
constantly update their store of information to be helpful
to their clients (not only those suffering from clinical
consequences of the infection but also the "worried well,
both infected and uninfected) and to others with whom they
are in a position to communicate.

15. .Public officials, opinion makers, and the press
represent other groups to which extensive education about
AIDS must be targeted.

Their influence on matters of public policy is of prime
importance, and misinformation among these groups can
.counteract the beneficial effects of many other educational.
'efforts. (p. 101)

16..- The youth of the nation, emerging into the sphere
of. sexual activity and becoming potential customers in the
'illicit drug trade, must be alerted to the existence .of the
disease and to its mode of transmission. (p. 101)

17. Blacks and Hispanics...require specially focused

'programs developed by health departments in areas having
large black and Hispanic populations (p. 102)
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18. The public at large deserves to receive
considerable attention.

19. The lack of available treatment programs and
facilities for IV drug users represents a serious problem.

Drug treatment programs are greatly overtaxed at
present, and a program that inspired widespread efforts at
rehabilitation about IV drug users (to avoid AIOS) could
swamp already strained facilities.: Thus, efforts to achieve
access to 1V .drug users must be coupled with realistic
planning of ways to’ ‘cope with success. (p. 103)

20. Health professionals -=- doctors, nurses, health
educators, public health officials -- are all important
links in the educational process.

. They must be taught through professional associations,
academic curricula, and continuing education so that they,
in turn, can teach their patients and associates.

(pf 103)

21. Among members of high-risk groups, counseling by
peers is likely to be the most effective source of
information, and such counseling should be available for
those at risk. .

Government at all levels, not only lécal officials in
certain high-incidence areas, must be willing to support and
fund efforts to. educate members of high- -risk communities.

(p. 103)

22. Many governmental efforts will necessarily address
the general public rather than special target groups and
will probably be limited to activities such as the
distribution of pamphlets, placement of advertisements,. and
organization of telephone "hotlines."

However, 1f nothing else is done, these general
educational‘effOrtS'wilr‘be grossly inadequate. (p. 103).

' 23. Government must prepare to fund targeted education
through grants and contracts to private organizations that.
can communicate with special groups, in language appropriate
- .to' those groups, about relevant aspects of the disease.

' These include homosexual organizations (among which
appropriate educational work has already begun in some
areas), schools and colleges, women's groups, youth groups,

- - prisons, prostitutes’ groups, and any type of organization

- with access to the IV drug user population. (p. 123).

.24. Although there- is need for much. greater

' .involvement of foundations and private sector organizations
. with expertise in health promotion, such participation would

- not relieve the government of a fundamental responsibility
in funding and implementing educational programs.
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: 25. The most fundamental obligation for AIDS education
rests with the federal government, which alone is situated
to develop and coordinate a massive campaign to implement
the educational goals outlined above. (p. 104)

26.' In addition to measures of disease and incidence
and knowledge about disease transmission as reflected in
polling data, it will be crucially’ important to obtain
reliable indicators of changes in the incidence of behaviors
that involve risk of infection.

_ 27. The launching of a massive and decentralized
education program will have many unique elements, and it may

involve a slow leadning proceéss with considerable trial and
error.

: Rigorous evaluations of these education programs will

be important if we are to learn from experience and thereby

improve the programs.

(p. 105)

28. The evaulation of AIDS education programs should
be conducted by a group independent of those responsible for
developing and implementing the programs, and the evaluators
should provide for strong centralized oversight and quality
control of their work.

Past experience with large-scale, decentralized social
research and evaluation programs indicates that research may
be of poor quality without such oversight.

(p 105)

29. Understanding of this group [IV drug users] 1is
critical, however, not only because they are the second .
largest group to have developed AIDS in the United States,
but because: they are the primary source for heterosexual
transmission to their sexual partners and fetuses.

Moreover, the large differences in seropositivity
prevalence rates among IV drug users in different parts of
the country mean that there is a tremendous opportunity to
. halt the further spread of infection by changing behavior
- among IV drug users. (p 105) _

' 30. Prevention programs targeted at reducing
initiation into IV drug use may have to operate outside of

. school settings and focus on resisting social pressures to -

begin injecting drugs (similar to the cigarette-smoking
prevention programs that focus on teaching skills to resist
initiation into cigarette smoking).

Such programs are undoubtedly more expensive than are
the)in-schooi programs, but they are no less critical. (p.
108 :
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- 31. The availability of treatment was significantly
less than the’ demand for treatment even before the AIDS
.epldemic.

Expanding the treatment system could.significantly-
" reduce IV drug use and the transmission of HIV. At a purely
economical level, treating AIDS costs anywhere from $50,000 -
to $150,000 per case, whereas providing drug abuse treatment
costs as little as $3,000 per patient per year in certain
nonresidential programs (p. 109) _

32. "Although questions of priority are important,
limitations on resources are not an acceptable excuse for
riot using drug abuse treatment to halt further spread of

infection. (p. 109)

: 33. It is time to begin experimenting with public
policies to encourage the use of sterile needles and
syringes by removing legal and administrative barriers to
their possession and use.

34. For at least the next several years, the most
effective measure for significantly reducing the spread of
HIV infection is education of the public with respect to
modes of transmission of the virus.

‘The present effort is woefully inadequate. It must be
vastly expanded and diversified, aimed particularly at
population subgroups such as those in which significant
transmission has alrelady occurred or can be anticipated,
those in a position to influence public opinion, and those
who interact with infected individuals.

35. The major aim of AIDS education is modification of
certain behavior with respect to sexual and drug use
. practices, such as unprotected anal and vaginal intercourse -
with those who. are infected or at. risk of being 1nfected and
sharing of injection equipment.

: In order to achieve this aim, educators and educational
materials must be free.to use clear and direct, possibly-
calloquial, language that will be understood by those being
addressed. The committee recognizes that the reluctance of
. governmental authorities to address issues of sexual
behavior reflects a society reticence regarding open
‘discussion of these matters. However, it believes that
- governmental officials charged with protection of the public

‘health have a clear responsibility to provide leadership and
guidance when the consequences of certain types of behavior
..‘have serious health consequences.

15
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36. Discussion of alternative sexual behavior that
provides at least a large measure of protection against _
‘transmission of the virus must be conveyed to those targeted
for AIDS education.

The proper use of condoms, in particular. should be
stressed, and condoms must be widely and readily available
to the public. It can no longer be assumed that unprotected
‘heterosexual intercourse is safe. ‘It probably 1s safe only
in such situations as a long-term exclusive relationship in
which both partners have not engaged in risk-taking behavior
or where both partners test negative for HIV infection after
six months of refraining from risk-taking behavior.

37. Special efforts must be made to educate the
- population of intravenous drug users and their sexual
partners about HIV transmission both by sharing of injection
equipment and by sexual intercourse.

This population is one of the least cohesive subgroups
in the nation, and innovative methods for reaching it
educationally must be developed

, 38. The total educational effort is the combined
responsibility of all levels of government, and the private
and philanthropic sectors must also participate
significantly in this activity.

Government agencies that are reluctant tto use direct
and colloquial language in the detailed content of education
programs must be able to accomplish their educational goals
by contractual arrangements with private organizations not
subject to the same inhibitions.

-39, Special attention must be paid to AIDS education
for young people in schools and colleges, many of whom are -
~entering periods of experimentation with sex and drugs.’

Frank discussion of behaviors that do and do not
transmit HIV has become an urgent necessity for this target
-population. .

R 40 One of the most difficult high-risk groups to deal
" with in the current AIDS epidemic is IV drug users.

More research, methadone and othér treatment programs,
detoxification programs, and testing and counseling services
related to drug treatment programs are needed. If there are
‘legal barriers to the implementation of suoh programs, these
barriers should be dismantled.

41, Efforts to reduce sharing of injection equipment
should include experimenting with removing legal barriers to
the sale 'and possession of sterile. disposable needles and.
syringes. )
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: 42. AIDS education should be pursued with a sense of
urgency and a level of funding that is appropriate for ‘a
life-or-death situation.

Greatly expanded educational programs to effect
behavioral change are necessary for high-risk groups and the
public at large. These efforts should be supported not only
by the government, but also by experts in advertising and
 the media. The total budget for AIDS education and public
health measures from. governmental and private sources
combined should approximate $1 billion annually by 199@.

. 43, The decision of whether to be tested for antibody
to HIV should remain a matter for individual discretion,
given the array of potential risks and benefits that the
test poses for those tested.

.7 Testing should be encouraged in light of its potential
public health-benefits. - Mandatory screening of at-risk -
individuals is not an ethically acceptable means for
attempting to reduce the transmission of infection. 1In
addition, such a mandatory program would not be feasible in
an open society.

44. Testing programs should be coupled with strong
guarantees of confidentiality. :

Such assurances should perhaps be backed by punitive
sanctions for unauthorized disclosure of antibody test
results. The committee does not, recommend compulsory
reporting of seropositive test results.

45. The committee does not favor the establishment or
the use of compulsory measures for isolation or quarantine
of AIDS patients or seropositive persons in the general
population.

. There may be need, however, to use compulsory measures,
with full due process protection, in the occasidnal case of
a recalcitrant individual who refuses repeatedly to desist
from dangerous conduct in the spread of‘the infection.

. 46. Special precautions against the spread of AIDS and
the AIDS virus may be necessary in closed populations, such
as in prisons, jails, mental 1nstitutions. and residences
for the retarded.

, Such measures should be applied with caution and only
as clearly necessary and should not. be used or cited as
models for compulsory programs among the &eneral population.

47. As a general policy. children with AIDS should be
admitted to regular primary and secondary classes.

The CDC guidelines are recommended for further
reference in this area.
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.48. The committee believes that discrimination against
persons who have AIDS or who are infected by HIV is not
" justified, and it encourages and supports laws prohibiting
‘discrimination in employment and housing as formal ,
expressions of public policy. )

The committee also supports a federal policy to include
AIDS as a handicapping condition under the federal law
prohibiting improper ‘discrimination against the handicapped.

" 49. Any form, direct or indirect, of discrimination
against vulnerable high-risk groups for AIDS should be

- discouraged and prohibited by state legislation and, where
appropriate, by federal regulation and statute.

In a positive manner, participation by representatives
of high-risk groups in policymaking bodies should be
encouraged where appropriate and practicable, and the help
of organizations representing high-risk groups should be
enlisted for public service programs such as health
eduction, personal counseling, and hospital and home
treatment services. .
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The second quote from the Academy Report summarizes its major recommendations. They
" have now become the measuring stick by which all American AIDS prevention efforts are
. judged. Moreover, they seem, in principle, to be apphcable in most other countries. Indeed,
they could, and perhaps should, ‘be followed :mmed:ately in the Federal Republic of Germany:

"MAJOR RECOMMBNDATIONS

1. Undertake 38 massive medna, educational, and pubhc health campaign to curb the spread -
of HIV infection.
2. Begin substantial, long-term, and comprehensnve programs of research in the biomedical
and social sciences inteded to prevent HIV mfectnon and to treat the diseases caused by
- it

Within a few years these two major areas of action should each be supported with
expenditures of $] billion a year in newly available funds not taken from other health or
research budgets. The federal government should bear the responsibilty for the $1 billion
in research funding and is also the only possible majority funding source for expenditures
“of the magnitude seen necessary for education and public health.

Furthermore, to promote and integrate public and private sector efforts agaxnst HIV
infection, a National Commission on AIDS should be created.’ Such a commission would
advise on needed sctions and report to the American people. .

Curbing the spread of HIV infection will entail many actions, including the following:

= Expand the availability of serologic testing, particularly among persons in h:gh-nsk
groups. Encourage testing by keeping it voluntary and ensuring confidentiality.

s Expand treatment and preventlon prograths against IV drug use. Exbenment with
making c¢lean needles and syringes more freely available to reduce sharing of
contaminated equxpment

The care of HIV patients" can be greatly improved by applying the results of heaith
services research. In the meantime, the following actions should be taken:

m Begin planning and training now for an increasing case load of patients with HIV
infection. Emphasize care in the community, keeping hospitalization at a minimum.

s Find the best ways to collect demographic, health and cost data on patients to identify
cost-effecnve approaches to care.

» Devise methods of— financmg care thet will provide appropriate and adequate funding.
The recommended research efforts should include the following actions:

- » Enhance the knowledge needed for vaccine and drug development through basic
research in virology, immunology, and viral protein structure.

® Improve understanding of the natural history and pathogenesis of AIDS, and trace the
spread of HIV infection by means of epxde\molog:c and clinical research.

w 'Study sexual behavior and IV drug use to find ways to reduce the risk of infection.

] Encourage participation of academic scientists in research against AIDS, m part by
increasing the funding for investigator-initiated research proposals.

s Solicit partxcnpatlon of industry in collaboration with federal and academic research
programs,’
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® Expand experimental animal resources, working especially to conserve chimpanzee |

stocks, and develop new animal models of HIV infection.

Because AIDS and HIV mfectlon are major and mounting health problems worldwide:

m The United States should be a full partzc:pant in international efforts agamst the

epidemic.

» - United States involvement should include both support of World Health Orgamzat:on

programs and bllateral efforts.”

'REORGANIZATION WITHIN THE CDC

The Centers for Disease Control in Atlanta, Georgia, which had béen involved early on in
various aspects. of the fight against AIDS, eventually found themselves somewhat hampered in

their efforts by their organizational structure. Since many different departments had to deal

‘with this increasingly complex issue, there was a certain amount of duplication and overlap,
In the meantime, in order to insure greater efficiency, a special AIDS office has been created,
headed by Dr. Walter Dowdle, which -now cuts across and coordmates the various CDC

programs deahng with AIDS

The following is an organizational flow chart 1llustrat1ng the new structure which .has been

superimposed on the existing departments:
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CDC -- PRACTICAL PREVENTION EFFORTS

* -principle of "snowballing”. In other words, all graduates of these CDC training courses are

*

1. "TRAINING THE TRAINERS" '

Realizing that the new epidemic of AIDS would require tx;aining or retraining a large number
of health personnel all over the country, the .Centers for Disease Control, through ’its
Department of Sexually Transmitted Diseases, decided to embark on a program of “training the
trainers”,

The details of this program aré summarized in the following. pages. They also provide a
summary of the courses taught in the fiscal year 1986. The summary, in turn, spells out a
detailed spectrum of courses, of which "Training the Trainers® is only one segment. However,
in a general sense, this term is appropriate for the entire training effort, which relies on the

expected to train others who then will train others and so on.

~ The entire program has model character. It not only ensurés certain standards nationwide, but
" also allows the CDC to maintain a leadership role in this field.

P
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TRAINING il DISEASE INTERVENTION, SUPERVISION; ARD'NAHAGEHEHTL"

DSTD provided training 1n the above areas through four ongoing courses and
five courses - developed around specific needs end events.

Inltructors for introductory dieeele intervention courses were located in
Atlanta, Chicago, and Long Beach. Courses wvere also conducted in
Indianapolis, Winston-Salem, Miami, Fresno, Tampa, Norwalk, Baltimore,
Rapid City, DesMoines, Boston, and West Germany.

Other courses usually were taught by instructers drawn from CDC, although
. one course (Introduction to Microcomputers for STD Control) was conducted
- through a private firm and another (Train the Trainer) utilized three
former instructors now in field assignments.

-1-“Introductioﬁ'to”srn Intervention” was given to newly-hired Disease
. Intervention Specialfists (D.I.S.) wvho had undergone & minimum of 3 weeks

orientation at their worksites using detailed orientation materials
developed and supplied by DSTD. For this purpose, DSTD provided 262 STD
Employee Development Guides and 100 STD Employee Development Supervisor's
Guides. Extensive revisions were made to the ISTDI curriculum during the
year, principally to add material on interviewing/coumseling about
HILV-III/LAV antibody testing, and more sophisticated case analysis and
management exercilel.

"Fundamentals of STD Intervention” was given for people with some public
health background and’ less than fulltime involvement with STD interviewing/
counseling activities,

"Principles of Supervision in STD COntrol”vempheeized the involvement of
first line supervisors in direct observation, modeling, and feedback for
outreach workers.

Materials were deveioped to improve budgeting and other skills in the
veek-long management ptoblen Ior the "STD Clinie Administretor/ﬂeneger
Seninet.

STD program managers and other representetivee from 58 STD project areas
attended "Introduction to ‘Microcomputers for STD Control® in Atlanta.

" “Participants gained hands-on experience on IBM AT equipment which was

subsequently shipped to their reapective program areas.

Pour instructors were oriented with newly-developed materials for
presenting a "Train the Trainers” course to enable other instructors to
teach the course, "Counseling and Sex Partner Referral for HTLV-III/LAV
Infection.” Participants vere prepared to teach the course in almost every
State. - By the end of FY 1986, DSTD had received evaluation reports from 15
states indicating that 736 people had been trained in 62 sessions by '
instructors vho attended the original "Train the Trainers” coursee.

Twe AIDS courses were developed in reaponse to needs identified in the Nine
- Cities AIDS Health Education Study, a survey of public health departments,
and reviews of AIDS health education workplans submitted to CDC. The
courses were a joint project with the Center for Health Promotion and
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Education and the Training and Laboratory Program Office. "Working
- Together Towards AIDS Prevention/Education” was a one day seasion streseing
collaboration and was attended by people from a number of groups including
State and local governments, drug abuse programa, blood banks, and
‘community organizations. Following these sessions was the three day
course, "Plamning AIDS-Realated Health Education/Risk Reduction Programs.”
The latter vas attended by senior AIDS program managers and dealt with
program planning, i{mplementation, and evaluation in commection with the
cooperative agreements for AIDS Health Education/Risk Reduction Programs.

- 0 "The Role of the Disease Intervention Specialist in STD Control™ was
presented to STD cliinicians and clinic management staffas of the Houston
City Health Department as part of their orientation to expanded duties in
the management of the loc¢al STD control progran.

-0 The Training and Labpratory Progran Office is working wich DSTD to produce
a homestudy course for experienced Disease Intervention Specialists which
will be modeled after the popular "Principles of Epidemiology” course., The
first two of a proposed seven modules are under reviev. The course will
rely heavily on STD examples to teach skilla in epidemiologic description,
inveatigation, and report writing.

SUMMARY OF COURSES FY 1986

COURSE SESSIONS CITIES = SIUDENTS STUDENT DAYS
Introduction to STD Intervention 19 .9 192 © 1,920
Fundamentals of SID Intervention s | 4 73 365
Principles of Supervision in SID : :

Control ‘ 3 2 35 175
STD Clinic Adminiatrators/ -

Managers Seminar 3 2 33 165
Introduction to Microcomputers .

for SID Control 9 .1 135 675
Train the Trainers 7 7 72 . 360
Working Together Towards AIDS =~ :

Prevention/Bducation . 6 6 . 300 - " 300

Planning AIDS-Related Health

. Education/Risk Reduction 5 5 75 225
Role of the D.I.S. in STD Control d A 22 44
"~ Total 58 * 937 4,229

o 19 ditfefent cities hosted training during FY 1986

o Until FY 1986. the number of people trained has hHeen influenced by the

- declining number of new hires for the STD program field staff. In FY 1986,
the number of people trained increased by 250X, vhich reflects a commitment
to providing training for more experienced peraunnel. This trend 1s likely
to continue for the immediate future as nev courses are developed and
provided go; experienced D.I.S. and program managers,
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2. FUNDING OF LOCAL PROGRAMS

The CDC also acts as a clearinghouse for federal funding of local prevention programs. In
order to fulfill this obligation it has developed detailed guidelines and has trained a staff in
supervising the programs funded. Again, the goal is a certain minimum uniformity of
standards and the preservation of federal leadership. This does not mean, however, that the
guidelines are used as a straitjacket hampering innovation or new initiatives. Indeed, in the
application, they are quite liberal, leaving a great deal of room for local diversity.

In order to.illustrate the principles of this prosrain as well as its rapid development, the
following pages document the announcements and guidelines for the ﬁscal years 1985 and
1987. Both of these texts are detailed enough to be self -explanatory.

Followmg tlus. the actual nmplementatlon of such programs, their potential scope, as well as

local differences, are illustrated by a few brief summaries. They were provided by Dr. Kevin

O'Reilly of the CDC, and théy describe programs in several American cities: Albany NY, New
York City, Dallas, Denver, Seattle, Chicago, and Long Beach CA.
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Billing Code &160-13
'DEPARTMENT OF HEALTH AND HUMAN SERVICES
Centers for Discase Control
COOPERATIVE ACREEMENTS FOR:'
1. COMMUNITY-BASED DEMONSTRATION PROJECT FOR ACQUIRED TMHUNODEFICIENCY
SYNDROME (AIDS) PREVENTION AND RISK REDUCTION
., " : AND ' '
II. INNOVATIVE PROJECTS FOR AIDS RISK REDUCTION;

AVAILABILITY OF FUNDS FOR FISCAL YEAR 1985 .

" INTRODUCTION

The Centers for Disease Control (CDC) announces the availability of funds
‘for Fiscal Year 1985 fof conpetitive applications for cooperative agreements
in the following two areas: I. Community~Based Demonstration Project for
Acquired Immunodeficienzy Syndrome (AIDS) Prevention and Risk Reduction and
IT. Innovative Projects for AIDS Risk Reduction. These projects are
authorized by section 301(a) of the Public Health Service Act (42 U.s.C.

241(a)), as anended. The Catalog of Federal Domestic Assistance Number is

13.118.

BACKGROUND -

The acquired imounodeficiency syndrome-continues to grow as a major public
health problenm ig the Uiaited States. Through June 1985, more thaa fl.OOO
céges have been reported and more than 5,400 p;fsons have died froa AIDS. The
virus (Human T-Lymphotropic Virus-Type III-(HTLV-III)) that causes AIDS ;g'
?ransgitted se#uail}. ch?ough contaminated needles, through blood and blood

coaponents, and perinatally. A serologic test for HILV-IIT antibody has been
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2
deve}éped,-and its use on dona;edrblooJ and plasua_will decrease the risk of
AIDS for transfusion reciblentSfind hcnoph}ligcs. However, these two groups
JCcountlfor‘bnly 2 percent of repofted AIDS cases, In the absence of an AIDS
ﬁaccine or fhg;apy, the bas1s for AIDS preveﬁ:i&ﬁ in other groups-;s a
‘tﬁorough understanding of Fﬁe risk factors fot HTLY-III infection #nd efforcs
:o_éhange the Schav;ors vhich contr1§ute,:o those factors. Significant gapé
still exist in the qnders:i;ding of risk factors for HTLV-III infectioa, and
the behaviors.which cohtribu:é to those fac?ofs are conplex-and difficult to
change.

I. INFORMATION SPECIFIC TO COMMUNITY-BASED DEHONSTRATION-PROJECT FOR AIDS
PREVENTION AND RISK REDUCTION
1.. Purpose -~ Th; purpose of this comprehensive community-based
demonstration project for AIDS prevention and risk-raduccion is to designm,
implement, and evaluate an intensive progfam ia a vell-defined
geographic/political subdivision to:
1. Deferniue the p:evalence_of HTLV-III infection in high-risk .
< groﬁps; ‘ |
2. Deteruine the prevalence of HTLV-III infection ic the general
bopulacion;_' | |
3. Determine the current level of kﬁowledge of‘HTLVjIII infections
and actitudes concerming AIDS among groups at risk;
'4.' Assass.éurrenc risk-associated behavior aﬁoﬁg such Blgh;risk

.populatfous as homosexuals and intravenous drug users;

]

5"= Promote and carfy out multifaceted educational programs intended

to pershade individuals to take action to remain uninfected, and

ﬁtevenc cransmission to others, {f infected;
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;‘. Pronote'ind carry out prograos to counsel scropositive and

ser;negative indlvlddals;
7; Docuaent steps takeﬁ to iﬁpleucnt oultifaceted education and
counselingjprograulﬁ-. | | |

- ;8._ Evaluate progriﬁmfcic efforts to preventhhe spread of HTLV-III-
1nf€ct£531and.chqngefsigkzaiggsiatsséhsbavlor;- |
9. Provide ;earning.oﬁbor:unities for other State and local
personnei that are planning, ioplementing, or gvaluatiag AIDS health -
education/risk teducﬁion prograas.

B. Cooperative Activities

1. Rgcipien: Activities

!:.'besign and conduct seroprevalence studies to determine the
prevalence of BTLV-III infection in groups at risk and in the
general population.
b. besign and conduct studies to deternine current knowledge of
‘ﬁTLV-fII ianfection and attitudes concerniﬁngIDS among groups at
risE as well as baseline daca on risk—as#ociated behaviors of
individuals withia.these groups. |
| c. Develdp-and distribute wricten and audiovisual materials
vith accurate information on AIDS, tisk faciori, preyeﬁtion
guidelines, and community resources gvailable.
dg- Dev;lop, promote, and.conduct ;rogfams, presentations, group
discussions, and other activities designed to prooote ayareneg;
of AIbSlrisk sitﬁdtions and support for prevention measures.
e;} eruote and carry out programs to counsel seropositive and’

‘seronegacive indfviduals.
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f. Repeat syuéies to doCuant vhether Qnd to vhat extent
changes in the understanding of AIDSLrisk'fac:ors and
‘tisk-asspcilted behaviors have o;c;cred. |
| k. Repeat se;oprevalence“study to moaitor changes i{o the
p:evaicnce of HILV-III infection in groﬁps ;t risk,
hi- Monitor trends in other illnesses vhich are sensitive
1qd1cato:s_of beﬁgviot change 1in populations qc-risk (e.g.
teﬁorcable sexually :ransmittedzinfeccions, hepatitis B, and
noﬁ-A, non-B).
pal
..f. Evaluate and tevisg.progtanmatic efforts in reaction to
changes f{n behavior and infection with HTLV-III.
j: Provide information and insight ‘for use in the development
of curricula and othe; learning opportunities to train personnel
from other State and local prograas.

2. Centers for Disease Control Activities

a. Collaboratg in the design of the ipitial and followup
seroprevalence scudies'for.HILV;III 1n£ection_in groups at risk .
and in the general populatioﬁ. | | |
b. Collaborace ian the design of the initial and followup
studies of fndfviduals at tisk} and provi&e consultation
regarding data-collection instruzents and procedur;s.
¢. Participate in the analysis ﬁf inforuacion gathered from
scu;les.

- d. Provide up~to-date scientific {nformation regarding the
natural history of AIDS, sensitivity and ;pecifigity of ﬁ
éefologic,tests, and national program for the prevention of AIDS

and the transmission of HTLV-III infections.
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* e. Provide on-site technical involvesent in-plénning,
operating, an& evaiua:ing preveation activities.
‘t. Dcvelop“coutﬁe éué:icula. training oaterials, job aids, and
other leirning oppprtunities to.:rninupcrsonnel from other Stat;

and local pfogra:s.

c. Elig}ble Applicancs - -ligible applican:s are the official public

heal:h agencies of State and “local governmenc:, 1nc1uding che Discrict of
Columbia, the Commonwealth of Puerto Rico, the Virgin Islands, Guam, the Trust
Territory of the Pacific Islscds, the Northern Mariana Islanﬁs, and Azerican
Samoa, which have reported at Ieast'Zj:ca§gslof:AIDS;nee:ing the CDC
surveillance case definition:
1. Presence of relizbly diagnosed disease at least moderately
indicative of underlying cellular {znune deficiency (e.g., Kaposi's
sarcoca in patients who are less than 60 years of age or patients

with Pneunmocystis carinii pneunmonia or other opportunistic

infections); and

2. Absence of knowt causes of underlyiang icmune deficiency and of

any other reduced resistance reported to be associated with the

disease.

D. Availability of Funds - Approximately $400,000 to $500,000 will be

a;ailable in Fiscal Year 1985 co fund one coopcrativé agreement. It is
expected chat the initial cooperatife'ngreeaent'award.911; begin on or about
September 30, 1985, and will be funded for 12 éonths in a 1~ co &fyear project
period. Contin;;:ion avards within the project period will be.nade‘on the
basis Qf satisfactory progress {n meeting project objec:iveg and on the

availability of funds. Funding estimates outlined above may vary and ace

subject to change.
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E. PReviev and Evaluation Criteria = Applicacions vill be revicwved and

evaluated accordlnﬁ to the following crltcr#‘:
1. - The applicant’s undgrstgnding of AIDS prevention actlvigics and
the purpoﬁe‘of the cooperative agree;ent.. |
2. The.ability of the applicant to idenctify experienced, qualified

personnel and a satisfactory description of hov they will supervise,

coordinate, énd"bﬁérafe the progria.

3. The establishment of objectives which are consistent with the
stated pufpose of the cboperative agregﬁ;nt, and which are specific,‘
ne&suraBle‘and tine phased.

G, Evideﬁce ;f the abilicy of the applicant to generate comzunity
cooper;tion and supporﬁ for AIDS prevention activicies and maiﬁtain
" close collaboration and working relationships with comaunity-based
organization# serving.the interescs‘of groups at risk faf AIDS.

5. The quality and scope of the applicant's Eurrenc activities in
AIDS information and educatiom.

6. The quality of the applicant's prosted plan to de:ergine currént
prevalence and knowledge of_HTiV4fII infection io groups at r1sk as
well as how the applicant will assess current risk—aséoc;ated
behavip; of individuals wvithin :hese‘g;oups.

7. The quzlity of the applicant's proposed plin to promote behaviori
designed to persuade individuals to temain uninfected, and prevent

transmission to others if infected.

8. The soundness and potenti{al operational iopact of the overall

approach.
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9. An evaluation pian vhich schif;cs the ;cthod'and instéuacncs of
méasurenenc to b; used.-
10. 'Th; willingness c§ participate in teéhnology transfer to
persﬁnnql from-péher States and local cocounities.
11. fhe capébility or pian of the applicant to caintain ﬁaximuﬁ
co;fidénclalﬁty of ;11 records related to clinical laboratory resulcs
on 1nd1v1dﬁais and/or studies witﬁ.personal identifiers.
12, The exteat to which the budge:-is_rgasonagle and -consistent with
the inteaded use‘of the cooperative fuands. | |
II. INFORHATION.S?ECIFIC fO INNOVATIVE PROJECTS FOR AIDS iiSk kEDUCTIOH
A. Purpose - The purpose of the innovative projects for AIDS
ri;k-reduction is to Stimulate':he development of unique agd innovative
approsches for: the prevention of HTLV—III'traasnission, and to evaluate the
effecc;veneSS'of these aéfroaches, The apérpgches to $e‘develop§d should be
directed toward persons infected with HILV-III, or at risk of acquiring such
{nfection. These persons include homosexual and bisexu@l men, heterosexual
persons with aﬁ least one 1nfgcted'sex'pat;§er. vonen of child-bearing age

with evidence of infec:ioh, users of intravenous drugs, or others ﬁo:entially

at risk. -

~ Applicants may focus .on componencs of inanovative risk-reducticn
approaches, such as targeted education for individuals and groups at high risk
of AIDS and other sexually ttansmlﬁted diseases, techniques to motivate
individuals to act according Co information they receive, and other crenti"e
aspects of risk-reduction Sehavior. |
‘ 'The social setting for yﬁlch the proposed lnnovaﬁive risk reduction

approaches might be developed could include individuals, small groups, or

larger units of analysis.
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B. Cooperative Activitics

l. Recipicnt Activities

a. Asscss levels of knowledge, pcrsonal beliefs, ond/or recent
expericnces regardlng exposures to persons wvith AIDS, life-style
changes, and HTLV-III infec:ions 1n the population to be studied,

b:. Solecc a sanple of the population for oare 1ntonsive study
of the proposed :1ok-tedoccion spproach.

c.'.Desigo and implement an 1nnovat1ye risk-reduction program
_ano ooport the nuober of individuals vho participate.

dif Measure knowledge, attitudes, behavioral {ntentions and
behaviors before, during, ond after participation in the risk
reductiou orogram. |

e, Compare knowledge, atticudes,,behoviorol intentions and/or
self-reported behaviors of the individuals whe participate and

those who do not (& control group).

2. Centers for Disease Control Activities

a. Collaborate in the deésign of the study, sad provide
consultation regarding data-collection instruments and
procedures, data analysis of information gathered, and

"

preparation of = fiool'repOtt.

b. Provide up-to-date scientific 1n£ornao1oo regaroing the
natural history of HTLV-III, sensitiviny‘and specificity of
serologic tests, and other aspects of preventing transaissfion of
HTLV-III infeccions.

C. Eligible Aoplicants‘- Eligible applicants are the official public

health agenoies of State and local governments (including the District of

Coluobil, ‘the Commonwealth of Puerto Rico, the Virgin Islands, Guam, the Trust
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Tgrritqry'of the Pacific Islands, the Nornhern Mar{ana Islands, and Azerican
Samoa) and onher public or nbnprofit private comzmunity organiza:ions.l
‘ cducational institucions or other organizaciodg that can nenonscra:e the
'capabllity to work in close cooperation.with State or local health departoents

on the prevention and control of AIDS.

D. Availabiii:y of Funds - Approximately 3600,999_t9.§700;000 wili_pe

avnilnble in Fisnnl Year 1985 to fund two to three cooperative agreements
ranging from approxlnacel} 3200,00b to $300,000; "It is expeétnd that tne
inftial cooperative agrecments will begiam oa or aboun September 30, 1985, and
will be funded for 12 moaths in a 1- to 3-year prnjec;fperiod. Continuation
avards within the project period will be made on the basis of sacisfactory
progress in meeting ptojén: objectives and on the availability of funds.‘
.Funding estimates outlined above may vary and are subject to_chnnge;

E. Review and Evaluation Criteria — Applications will be reviewed and

evaluated according to the following criteria:

1. Evidence of cthe applicant's understanding of the objectives of
HiLV-III prevention activicies, and che rationale for innovative
risk-reduction proposals.
2. Successful outcomes from the applinantfs involvement in p;gyious

‘ prnjcc:s designed to prevent HILV-III infections, nther.infectionS'
transeitted sexually, or other lifestyle related health problems.
3. IEvidence of the ability of the applicant to generate cocmunity
coope;a:;on-and support for AIDS prevention research accivities and

ceintain close collaboration and working relationships with

conmunity-based organizations serving the interests of groups at risk

- for AIDS.
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. 4. The extent to which technfcal expertise in the following areas is
aval@ahle. HTLV-III anclbody testing, research dcsign, aad da:e
enelysie.
S. Evidence that a qualified apd experieneed research team will be

avatlable to tcst.hypotheses.

6. The sclection of an appropriate study population and an adequate

»r

descriptlon of the chqrac:eristics ‘of the population to be.

investigated.

7. A clear staCemenc of objeccives consisten: with rhe stated

purpose of the cooperative agreement and which are specific,

measurable, anq time phased.

8. Demonstration that the proposed approach will achieve objectives.,
9. Dewmonstration that proposed project has potential for
1nterrep:ing transaission of HTLV-III.
10. The adequacy of the evaluation plan to detect effects of the
proposed ptojecc.ro reduce rraqsaission‘of HTLV-III and documeat the

iﬁpac: of the program..

11. The extent to which the budger is reasonable and consistent with

the intended -use of the cooperative funds.
INFORMATION APPLICABLE fo COOPERATIVE AGRECMENT PROGRAHS IN I. AND It. ABOVE

Reporting Requirements — Progress reports are required on a quarterly

‘basis and are due 30 days after the end of each quarter. Financizl status

reports are required no later than 90 days after the end of each budget

period Finel financial status end progress reports are required 90 days

after the end of a project period.

Guidelines for Applicatrion Narrative - Applica:ions'musr include a

narrative vhich details the followving:
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background and need for project Suppdrt,-incluﬂing information that
to factors by which the applications will be evaluated.
objectives of the proposed project which are consistent with the

of the coopcrative agreément and vhich are seasurable and time phaséd.

‘methods vwhich will be used to accomplish the‘objéctives.

néthpds which will be used to evaluate the success of the project.

other foformation that will support the request for assistance.

Fiscal information, fncluding narrative justification, pursuant to

tilization of avarded funds in a manner consistent with the purpose and

bjectives of the project.

Subaission of Applications - The original and two copies of the

Eiicacion must be submitted to Leo A. Sanders, Chief, Crants Management

anch,

Procufenent and Grants Office, Centers for Disease Control, 255 East

ces Ferry Road, N.E., Room 321, Atlanta, Georgii. 30305, on or before

30 p.m. (e.d.t.) August 30, 1985.

Deadline: Applications shall be considered as meeting the deadline if

2y are either:

1. Received on or before the deadline date, or

2. Seni on or before the deadline date and received in time for subniséion

the independent review group. -(Applicants oust request a legibly daced

S. Postal Service postmark or obtain a legibly dated receipt from a

amercial carrier or U.S. Postal Service. Private metered postmarks shall

t be‘acceptable as proof of timely mailing.)

.Late.Applications:- Applications which do not meet the criteria in A. 1.

2. above are considered late applications., Llate applications will not be

1sidered in the current competition and vill be returnad to the applicant.
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C.' Review Requircoeants: Applications are not subject to the review

‘réqulreients of the National Healch Planning and Resources Developzent Act of
1974, as anended, and are not subject to Intergoﬁernnental review pursuant to

‘Executive Order 12372.

D. Where to Obtain Additional Information: Information on application

procédurel. coples of applicnkion forms, and other material may be obtained..
~-from Nancy Bridk%;.-Cr;ncs Management speéidlist. Grants Management Branch;- -
Procutement and Crants Offiée.ﬁCenters for Dlhea;e‘Control, 255 Eas; Paces
Ferry goad, N.Ef. Room 321, Acian:a, Ceergia 30305, or by cilling,(bQ&) _
262-6575 or FIS 256-6575. Technical assistance may be obtained from Willard

Cates, M.D., M.P.H., Division of Sexually Transmitted Diseases, Center for

-\; Prevention Services, Centers for Disease Control, Atlanta, Georgia 30333,

telephone (404) 329~2552 or FIS 236~2552.

bl E il

William E. Muldoon
Director, 0ffice of Program Support
Centers for Disease Control

| JLLS o0
Dated: JUL 15 i
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FEDERAL FUNDING OF AIDS PREVENTION PROGRAMS

" Centers for Dissase Control
Availability of Funds for Fiscal Year
1987 for coom Agresments;

Acquired immunodeficiency Syndrome
‘ N (ALDS) Prevention Projects

Introduction

The Centers for Disease Control . .
{CDC} announces the avsilability of
funds for Fiscal Year 1587 for
cooperative agreements for Acquired
Immunodeficiency Syndrome (ATDS)
Prevention Projects. These awards will
consolidate existing State-Based AIDS
Projects for Community Health
Education and Risk Reduction (HE/RR)
and Projects for Augmentation and
Evaluation of HE/RR Programs in
Communites with Fligh Iricidence of
AIDS with existing AIDS Projects for
Human Immunodeficiency Virus (13V)
Counseling and Testing Sites (CTS).

Authority

These projects are authorized under
section 301(a) of the Public Health
Service Act {42 U.5.C. 241(a)). a3
amended, section 311(b) of the Public
Health Service Act (42 U.5.C. 243(b)). as
amended, and section 318 of the Public
Health Service Act (42 U.S.C. 247c). as
amended. The Catalog of Federal
Domesuc Assistance Number is 13. 118
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Eligible applicants are the official
public health agencies of States,

" including the District of Columbia, the

Commonwealth of Puerto Rico, the -

* 'Virgin islands, Guam, the Federsled -
- States of Micronesia, the Republic of the

Marshall Islands, the Republic of Palau,
the Northern Mariana Islands, and .
governments which have reported at
least 2,000 cases of AIDS

" The acquired immunodeficiency
syndrome (AIDS) continues to grow as a’
major public health problem in the
United States. Through December 1988,
more than 29,000 cases have been
reported and more than 18,300 persons
have died from AIDS as defined by the
CDC surveillance case definition for
natiohal reporting: ‘

1. Presence of reliably diagnosed
disease at least moderately indicative of
ungerlyin; cellular immunodeficiency;
an B St ’

Z. Absence of all known underlying
causes of cellular immunodeficiency
(other than HIV infection) and absence
of all other causes of reduced resistance
reported to be associated with the
disease, -

_ HIV, the virus that causes AIDS. is
transmitted sexually, through .
conlaminated needles, through blood
and blood components, and perinataily.

-A serologic test for HIV antibody has
"been developed. and its use for donated

blood and plasma has greatly decreased
the risk of AIDS for transfusion
reciplents and hemophiliacs. These two
groups aocount for approximately’s
percent of reported AIDS cases. The test
has also permitted the establishment of
educational outreach to target important
risk reduction messages to individuals
at high risk for AIDS, e.g. gay and -
bisexual men, IV drug & and their
sex and needl pariners.
Without a vaccine or py. the main
bases for AIDS prevention in these and
other groups are a th

ofough .
understanding of the risk factors for HIV-

infection, and efforts to change the
behaviors which contribute to thoss

factors.

Purposs

The purpose of these awards i3 to
assist State and local health
departments in reducing the spread of
AIDS and HIV Infection by (1)
establishing and/or maintaining AIDS

health education/risk reduction

programs for the generil public and
high-risk groups: (2) maintaining
counseling and testing services that

confidentially and effectively target
individuals at high risk for AIDS through
Al1DS prevention education on sexual
activity, parenteral drug use, and
donation of blood, semen, or body
organs; and {3) evalusting the
effectiveness of these programs and
:Ir‘v;icu in reducing transmission of

Cooperative Activities
1. Recipient Activities—AIDS HE/RR -

. Component {All activities below apply

to new applications: only activities g-m
below apply to continuation
applications)

a. Assess current lavels of resources
for AIDS prevention and areas of need
for support in the-.community among

.organizations serving high-risk groups

and the general population;

b. Determine the baseline prevalence
of HIV infection in groups at risk and in
the general population;

c. Determine baseline levels of
disease-related knowledge, attitudes,
and behaviors among persons at risk of
infection; o

d. Determine baseline levels of
disease-related knowledge in the
general population, including fears and
beliefs about methods of transmissicn,
and perceptions about people at risk or
with the disease:

e. Develop specific, numerically
measurable HE/RR objectives that -
specify the expected change that
program efforts will produce from the
baseline levels of HIV seroprevalence,
for the long term, and, for the budget
priod, from the baseline levels of
knowledge, attitude, lngrhlvlor
regarding AIDS among risk groups.
health care providers, and the general .

potuhﬁom: :
Develop a comprehensive program
plan to achieve these objectives which
includes building a core capacity
involving existing AIDS service groups
plus other community groups/
organizations and servic# delivery
Faciition, farsly planning iy,
s amily pl
maternal and infant care

Treatment

Comprehensive
Canters, stc.) that come into contact
with people at high risk for AIDS;

g Based l:: the dﬁ?"m‘w
program plan gui Yy 8 cand
messurable HE/RR objectives and
through financial support. such as of
existing AIDS service groups, as may be

indicated and appropriate, use the core

capacity to:

{1) Assist the community in organizing
itself as needed to reinforce and support
the lifestyle changes that individuals are
trying to make and maintain;
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(2) Deliver HE/RR services to prevent
the transmission of HIV thal are
specilically targeted to groups and
individuals known to have risk factors
for AIDS. specifically:

(a) Gay and bisexual men:

{b) 1V drug abusers:

{c] Prostitutes:

{d) Heterosexuals with multiple sex

‘partners; and

(e) The sex and needle-sharing
partners of all individuals above;

{3) Deliver A1DS education to medical
and dental health providers to promote
safe, yet accessible. quality care for
AIDS and HIV patients and to mental
health professionals who could provide
psycho-social support and negotiating
skills to assist AIDS and HIV patients in
adjusting and effecting risk-reducing
behavior changes: - _ ‘

(4) Deliver information and HE/RR
services specifically to black and
Hispanic populations und invalve
representatives of these populations in
the overall effort to ensure a meximum
level of awareness that they have been
disproportionately alffected by AIDS,
patticularly perinatal AIDS. and need to
consider measures that will prevent the
further spread of HIV; and ‘

.{8) Deliver health education messages
to the generai population to: ‘

(a) Communicate clear messages

. about what AIDS is. how it is
. transmitted, how itis not transmitted,

and how it can be prevented; and

(b) Alleviate unwarranted fears by
clarifying dominant misunderstandings
about AIDS and about persons with
AIDS or at risk for HIV infection: .

h. Participate with the State Education
Agency (SEA)/Local Education Agency
(LEA) in its efforts to carry out a CDC
cooperative agreement with the SEA/
LEA to promote & program of high

uality AIDS education in the schools
at includes sexually transmitted -
disease (STD) and substance abuse-
related issues by:

(1) Coordinating an assembly of

experts (e.g.. from the health department

- AIDS, STD, and health sducation

programs and the State/local substance
abuse control agency) to provide
technical assistance to the SEA/LEA
during the project’s planning and
development phases: )

(2) Collaborating on the development
or selection of curriculum and materials
with a behavioral focus (as opposed to
one which stresses biomedical lacts and
statistics): and

(3) Providing logistical and technical
support to the SEA/LEA (e.g.. by
arranging to have AIDS, STD, and
substance abuse technical experts
available for teacher workshops) to
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fucilitute & successfiul implementation of
the progam:

i- For applicants from areas which do
not successfully compete (or COC
cooperative agreements with the SEA/
LEA for AIDS education in the schools,
collaborate with, administratively
support, and lechnically assist State/
local schnol agencies und systems in
their implementation of & program of
high quality AIDS (at minimum in
conjunction with STD and substance
abuse) education using curricula and
materials with a behaviaral focus:

j- Coordinate cooperativa agreement
aclivitiea with other CDC-supported
AIDS prugrams such sa Surveillance.
Community Demonstration projects,
Innovative Risk Reduction projects, and
initiatives funded through the United
States Conference of Mayors (whers
such programs are in pluce) and with
any other lederally funded or private
service elforis associated with the AIDS
problem; -

k. Through the direct nbunntson of
erformance by individuais and
nizations. evaluate the quality with
vhich atl programatic activities are

rvice groups or others supported by,
it working in collaboration with. the

rogram;
1. Warking closely with existing AIDS
7or others
g with the program, evdulto
ct atic efforts
peri reassessments of

pula
dnnbmdlﬂlmobkcuvu:md
m In concert with existing AIDS
. muplwd!moﬂms
borating with the

em based on evaluation findings.
Recipient Activities—AIDS CcTS

s Opcuh counsgling and testing du
HIV anttbody at places and
that are reasonably convenient for
 majocity of people in risk groups for
and publicize the setvice in ways

hen services are avatlable and how to
about scheduling an appointment, or
ring information about the program;
b. Provide sensitive and sffective

test and posttest counseling,

"AIDS

encourage serupositive palients to refer
their sex or ncedle-sharing partners and
offer them guidance in making referrals
when feasible: and provide assistance
by notifying their partners and
counseling them regarding evaluation
and/or testing, if they prefer:

¢. Assure the confidentiality of all
patient records gnd records of test
results in accordance with the

- confidentiality requirements of seclion

318{e}i5) of the Public Health Service
Act, as specified below, or througha .
system of anonymous testing and record
keeping that minimizes the maintenance
or use of name-identifed documents:

‘d. Maintain the laboratory capability

1o perform HIV antibody testing by
using the latest approved technology
and by ensuring thal.a secondary lesting
procadure, i.e., Western blot or other
appropriate tesis. is established and is
used routinely to process all specimens
repeatedly reactive by the ELISA
procedure;

e. Ensure tha CTS perlonnel whe
perform postiesi counseling are
promptly provided with all antibody test

result information judged necessary for -

them to explain results and deliver risk -
reduction messages to patients whose
tests indicate antibody to HIV;

f. Evaluate the population tested, test

. results, and counseling snd partner

referral efforts in & manner which

 -preserves conﬂdenuuhty or maintains

nnonymltr.
$- Ensure coordination between this

program and any current CDC

cooperative agreements for AIDS;

3. Centers for Disease Control Activities
‘s. Provide consultation and technical

. assistance in planning, operating and
evaluating prevention activities:

b, Provide training in HE/RR program

_planning and management, the
organization

of community resources,

"and antibody test counseling. sex

pariner referral, and labordtory -
procedures related to the ELISA and
Western blot or othar sppropriate
testing procedures;

¢. Provide up-to-date sclentific
information regarding the risk/

' protccﬁvohetmforAIDSandm

infection, and seunsitivity and specificity
of serclogic tasts, and the natjonal
m-n strategy for the prevention of

and the transmission ol HIV -
infection that may have impact on the
nature and u;:: of the operation of
AIDS prevention programs;

d. Devalop, refine, and disseminate
prevention program guidelines
and describe any methods developed to
carry cut program operations of monitor
progress that appear workable and
effective:
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- e. Participite in the analysis of

information and data gathered from

program activities and facilitate the

ransfer of information and technology
to other States and communities:

f. Assiat in the evaluation of the
overall effectiveness n! program
operations: and

g In cooperation with the Project
Director of the cooperative agreement
area, maintain vltimate responsibility
for the supervision and evaluation of
any CDC personnel assigned in response
to an applicant request for detail
through direct assistance.

Availability of Funds

A total of approximately $24.500.000
will be available in Fiscal Year 1487 for
these awards.

1. New Application
Of this amount, epproximately

- $100.000 will be available to fundupto 7
. new AlDS Prevention Project

cooperative agreements ranging from -
$5,000 to $50.000 with an average award
of $15.000. 1t is expected that new
cooperative agreements will begin on or

about April 30, 1987, and will be funded

for 12 months in a 1 to S5-year project
period.

2. Other Applications

In addition, approximately 524,400,000
will be available to fund up t0 55 AIDS
Prevention Projects ranging from
$125,000 to $1.800,000 with an average
award of $444,000. Of this amount,
approximately $12,000,000 will be
available for competing applications for
the CTS component of this project and
approximately $12,400,000 will be
available for non-competing
contizruation applications for the HE/RR
compenent of this project. HE/RR
continuation awards will be made on
the basis of satisfactory progress in
meeting HE/RR project objectives and
on the availability of funds. Funding
estimates outlined above may vary and

_ are subject to change.
. Use of Funds

Funds may be used to support
personnel, their training and travel, and
1o purchase supplies and services
directly related to planning. arganizing.
and conducting the AIDS project
desctibed in this announcement.

Requests for direct assistance (i.e.. "in
lieu of cash”) for personnel, supplies,
and other forms of direct assistance will
be considered.

Funds may be expended for written
materials, pictorials, audiovisuals,
quesationnairs or survey instruments,
and educational group sessions related

M ARl Wy W me st
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to AIDS risk reduction education efforts
if approved in accordance with guidance
provided below under the heading
Content of Written Materials, Pictorials,
Audiovisuals, Questionnaires, Survey
Instruments, and Educational Sessions.
Funds from the project may not be spent
for researh activities, for surveys, or for
questionnairs except as may be needed
to collect patient demographics to meet
the basic evaluation requirements of this
anouncement. '
Funds shall not be used for purchasing
computers, office equipment and
furniture, and renting or leasing office
space unless specifically approved.
Funds may not be used to support ¢
construction or renovation costs.
" In accordance with section 318{e)(5) of
the Public Health Service Act {42 US.C.
247c(e)(5)), all information obtained in
connection with the examination, care,
of treatment provided to any individual
under any program which is being
carried out with & cooperative’
agreement made under this
announcement shall not, without such
individual's consent, ba disclosed
except as may be necessary to provide

services to the individual orss may be

required by a law of a State or palitical
subdivision of a State. Information
derived from any such program may be -
disclosed [A) in summary, statistical, or
other form, or (B) for clinical or research
purposes, but only if the identity of the
‘individuals disgnosed or provided care
or treatment under such program is not
disclosed. .

Repocting Requirements

Progress reports which include results
dsta pertinent to numericaily
measurable objectives and activities
related to their achievéement may be
required on a quarterly basis 30 days
after the end of each quarter (with the
fourth quarter report including a ‘
summary of the year's activities) subject
to clearance by the Office of
Management and Budget. Annual
financial status réports are required no
later than 90 days alier the snd of sech
‘budget period. Final financial status and
performancs reports are required 90
days after the end of a project period.

Recipient Financial Participation

. This program has no statutory cost
sharing formuls. No specific matching
funds are required; however. the-
application should include data on the
applicant’s contribution to the overall
program costs.

Guidance—Content of Wrilten -
Materials, Pictorials, Audiovisuals,
Questicanaires, Survey [nstruments, and

The current lack of therapeutic or
vaccine methods to control the spread of
HIV infection and AIDS requires the
promotion of sexual and lifestyle
behaviors lor individuals which will
reduce their risk of acquiring and
spreading the virus. Behavioral science -
research suggests that expecting people
to permanently alter any set of
behaviors affecting their health is
unrealistic unless the educational’
message provides acceptable
alternatives to the behaviors creating
the risk. Consequently, AIDS risk
reduction efforts have focused on the
promotion of responsible sex practices
for individuais such as gay und bisexual

‘men, for whom sexual activity is an

important factor of risk in acquiring or
spreading HIV. : :

The adoption of “safar sex’ practices
is & practical concept of AIDS risk
reduction and is being suggested as a
strategy intended to minimize the spread
of HIV infection among sexuaily active
individuals, including ?'ly and bisexual
men. The promotion of a “safer sex” risk
reduction strategy may involve
supporting the commt;nll;lﬂon of ]
suggestions using candid terms, some o
which may be offensive to society it
large. The Centers for Disease Control
{CDC) is answerable for theuseof -
Federal funds and broad support is vital
to its public health mission. CDC also
has an obligation to take actions
designed to control the spread of HIV.
This guidance is meant to promote such
actions, and to rquire local review -

. panels to consider the bounds of

explicitness beliaved needed to
communicate an effective message to
those for whom it is intended.

1. Basic Principles

a. Language used in written materials

" {i.e.. pamphlets, brochures, fliers},

audiovisual meterials (i.e.. motion

- pictures and video tapes), and pictorials

{i.e., posters and similsr educational -
materials using photographs, slides.
drawings, or paintings) to explain "safer
sax” practices and/or to contrast them
with “unsafe sex™ practices
AIDS should use terms or dscriptors
necessary for the target audience to
understand the messages.

b. Such terms or descriplors used
should be those which a reasonable

. person would conclude should be.

understood by a broad cross-section of
educated adults in society, or which
when used to communicate with a
specific group, such as gay men, about

5o

high risk sexual practices, would be
judged by a reasonable person to be
unoffensive to most educated adults
beyond that group.

" ¢. The language of items in:
questionnaires or sutvey instruments
which wili be administered in any
fashion to any persons should use terms
to communicate the information needed
which would be understood by a broad
cross-section of educated adults in
society but which a reasonable person
would not judge to be offensive to such
people.

d. Educational group sessions of any
size should avoid activities in which
attendees participate in sexually
suggestive physical contact or actual
sexual practices.

Z Program Review Panel

a. Prospective cooperative agreement
recipients will be required to establish a
piogram review panel whether the
applicant plans to conduct the total
progtam activities or plans to have part -

" of them conducted through subvention.

to nongovernmental organization(s).
This panel, guided by the CDC Basic
-Principles (in the previous section] in
conjunction with prevailing community
standards, will review and approve all
written materials, pictoriala, .
audiovisuals, questionnaires or survey

instruments, and proposed educational

-group session activities to be used under
the project plan. This panel is intended
to reviaw materials only and should not
be empowered either to evaluste the
proposal as a whole or to replace any
other internal review panel or procedure
of the local governmental jurisdiction.
Specifically, applicants for cooperative:
agreements will be required to include
in the spplication the following: .

(1) ldentification of & panel of no less
than five persons representing a
reasonable cross-section of the general
commuttity which might include
members of existing AIDS service
groups, but which is not drawn
predominantly from the target
‘population or groups to whom the

" written materials, pictorisls,

audiovisuals, questionnaires, survey
instruments. or educational groups
sessions are directed; and

(2) A letter or memorandum from the
proposed project director, countersigned
by the business office, whih includes:

(a} Concurrence with this guidance
and assurance that its provisions will be
observed: , ‘

(b) The identity of proposed members
of the Program Review Panel, including

. their names, occupations, and any

organizational affiliations that were
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snsidered in their seleciion for the
anel:

b. When a cooperative agreement is
warded, the recipient will: .

(1) Convenie the Program Review
=nel and present for its assessment
“tual copies of written matérials, .
310::;}:. and avdiovisuals proposed to
- used;

(2) Provide for assessment by the
ogram ' Review Panel dreft text,

tipts. or detailed descriptions for
ritien materials, pictorials. or

diovisuals to be used:

(3) Prior to expenditure of funds

tsted to the ultimate program use of
ese malerials, assure that their project
s arc¢ documented with a statement(s)
gned by the Program Review Panel
hich itemizes their majority vote of
'proval or disapproval of all proposed
iitten materials, sudiovisual materials
«d pictorials submilted to them for
jessment as part of the proposed
oject plan. _ :
(4] Provide to CDC in progress reports
e statement(s) of all members of the
vgram review panel itemizing their
jority vote of approval or disapproval

all proposed written materiais,
diovisual materials and pictorials
-ned during the quarter.” :

Pplications

Special Guidelines for Applicatio
Jparation - '

separate narratives and budget
will not be evaluated and will
returnad o the applicant. Award of
uds will be on a consolidated basis. If

HE/RR activities or with the

wation of counseling and testing sites
st contain the doeumomltlonun_

this
wtent of Written Muoterials. Pictoriols,
Tioviswals, Questionnaires, Survey

" b. New Applications—AIDS HE/RR .

" Instruments, and Educational Sessions.

Applicants for continuation HE/RR and

for competing CTS funding that have

previously complied with this

' requirement need only include an

assurance that the role of the Program
Review Panel continues to be in
accordance with paragraph 2.s.

Component -

A competing application for the HE/

RR component of this program for a'new -
project period must also include:

{1) The backgiound and need for
project support. including the total -
number of AIDS cases reported since
June 1681 thet meet the COC
surveillance case definition, and

* information that relates to factors By

which the application will be evaluated:
(2} Process objectives for the

- developmental phase of the proposed

project which are consistent with the
purpose of the cooperative agreement,
address Recipient Activities a~f, and are
measurable and time-phased;

{3) A plan of operation for the
developmental phase with proposed -
milestones for assembling baseline data
to define the problem, establish specific,
numerically measurable HE/RR
obijactives, and develop plana for
carrying out Recipient Activities g-m
involving program impiementation and

evaluation:

(4) A description of how program
activities are fully coordinated with
other AIDS cooperstive agreemaent
lctiviﬂc;:ud;“

(5) A and sccompanying
justification which is consistent with the

purpose, objectives, and plans for this _ *

component of the project and which
estimates the amount of resources to be
devoted to information/education
lmc:lmuu directed at the general .Illl;.
uding school age children: to
education/risk nd.{:cﬂon activities

. directed at high-risk group members;
.and to treining activities; and

{6) Any other information that will
support the request for assistance with
this component of the project. ’

¢ Continsation Application—AIDS HE/
AR Component ‘
An application for continued funding

 of the HE/RR component of this

program should also contain the
following information:

* (1) A progress report on activities of
the prior budget period and resulta thus
far in terms of measured changes from
the bassline levels of knowledge, :
attitude, or behavior among AIDS risk
groups, health care providers, and the
general population; :

i

"{2) Short-term HE/RR objectives for
the new budget period which are
realistic. specific. numerically
measurable, and time-phased and
establish the expected changes that
program efforts will produce relative to
either the original baseline levels of

knowledge, attitude, or behavior among
. AIDS risk groups, health care providers,

and the general population, or lo
subsequent levels established through
data gathered to measure progress;
{3) A description of the method of
operstion that will be used to

_. agcomplish any new HE/RR objectives
- or objectives which set target levels 10
-percent higher or lower than.for the

previous year and/or what was actually

‘lchie_ved during that period;

(4) A description of any budget period
plans for carrying out Recipient

' Activities g~m involving program

implementation;
(5) A description of how program

“activities sre fully coordinated with

other AIDS cooperative agreement
activities; and
(8} A budget and accompanying

justification consistent with the purpose .

and HE/RR objectives of the project and
which estimates the amount of resources
to be devoted to information/education
activities directed at the general public,

-including school age children; to health
. education/risk reduction activities
" directed at high.risk gmup-mmb__cn:

&pd to training activities.

.d’ New Applications—AIDS CTS

Companent

A competing application for the CTS
component of this program for a new
Pro}ect period must also include the
ollowing: ' ‘

(1) A progress report on HIV antibody
counseling and testing activities,
including outreach activities directed at
the referral of sex and needle-sharing

- partners for testing and counseling
‘services, and the results achieved to

date;

(2) The background and need for
project support, including the total
number of AIDS cases reported since
June 1981 that meet the CDC
survelllance cass definition, and
information that relates to factors by
which the applications will be
svaluated:

“(3) The objectives of the proposed
profect which are consistent with the
purpose of the cooperative agreement
and which are realistic, specific,
numerically measurable, and tima-
phased;

{4) The methods and activities which
will be undertaken to accomplish the
objectives:

RIFTLL T SRR
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{S) The methods which will be used to
evaluate the success of the project;

{6) A description of how program
activities are coordinated with other
AlDS cooperative agreement activities;

{7) A budget and accompanying
justification consistent with the purpose

" - and objectives of the project and which

estimates the amount of resources to be

- devoted to information/education

activities directed at the blic,
including school age chil n:tog:all.h
education/risk reduction activities
directed at group members;
and to traitiing activities; and -

(8) Any other information that will
support the request for assistance.

Review and Evalustion Criteria

1. New Applicaﬁmo—-A.IDS HE/RR
Component

A competing application for the AIDS -
.HER/RR component of the program will

be reviewed and evaluated sccording to
the following eriteria:

a. The justification for funding as set.
forth in the statement of background
and need for support;

b. The applicant’s understanding of
AIDS prevention activities and the
purpose of the cooperative agreement as
described in Reciplent Activities a-m;

c. The quality of the applicant’s
developmental plan and process
objectives to assess community needs
and rescurces and to define the problem
by determining the baseline :
seroprevalence of HIV infection and the
baseline prevalence of AIDS knowledge,
attitudes, and behaviors related 10 AIDS
among risk groups, health care
providers. and the general population,
as described in Recipient Activities a-d;

d. The establishment of HE/RR ™ *

‘ohiectlm that meet the criteria set forth
in Recipient Activity e; - : -

e. In the applicant's comprehensive
program plan in Recipient Activity f,
evidence of a commitment to identify
and coordinate program activities with
existing AIDS service groups, other
community groups/organizations. and
service delivery programs which are
able to assist in reaching the various
HE/RR

£. The quality of the applicant's
proposed plan to develop a core
capacity to carry out the AIDS HE/RR
program, as described (n Reciplent

" Activities fand g

8. The quality of the applicant’s -
proposed plan regarding the
implementation of a program of high

. quality AIDS (at minimum in

conjunction with STD and substance
sbusé) education in the schools, and
deseribed in Recipient Activities h and §;

h. The quality of the applicant's
proposed plan to coordinate program

* activities with other federally funded

and privately supported efforts to
combat AIDS, as described in Recipient
Activity | ]

i. The quality of an evaluation plan
which specifies the method and -
instruments to be used. as described in
Recipient Activities k-m; = -

| The extent to which the budget is
reasonable and consistent with the
intended use of cooperative agreement

k. The assurance that the
confidentiality of all Information -
obtained related to clinical laboratory
results, medical, or counseling
information on individuale and/or
studies with personal identifiers will be
maintained; and

L The size, qualifications, and time
allocation of proposed staff, &
description of how the project wili be
administered, and availability of
equipment and facilities to be used
during the project.

2 Continuation Applications—AlDS
HE/RR Component )
A continuation application for the .

HE/RR component of the program will
be reviewed and evaluated according to

the following criteria:
- a. The quality of the applicant’s report
of progress;

b. The extent to which the applicant's
p;ognu has been satisfactory in terms
s , .

(1) The assessment of community
needs and resources; :

(2} Definition of the problem through &
determination of the baseline
seroprevalence of HIV infection and
baseline prevalence of AIDS knowledge,
attitudes, and behaviors related to AIDS
among risk groups, health care :
providers, and the general population;

(3) The establishment of specific,
numarically measurable RR

-objectives;

'(4) The development of a
comprehensive program plar-described
with evidence of an effort to work with
existing AIDS service groups snd to.
identify other community groups and
organizations best able to assist in
reaching the various HE/RR objectives
and 10 maintain close collaboration and
working relationships with such groups
and organizations; and -

{S) The development of a core
capacity involving AIDS service groups,
other community groups/organizations
and service delivery programs to carry
out the AIDS HE/RR program;

¢. Evidence of satislactory progress
toward use of the core capacity, as
described in Recipient Activity g

St
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d. The quality of the applicant’s
proposed plan regarding implementation
of a program of high quality AIDS (at
minimum in conjunction with STD and
substance abuse) education in the
schools, and described in Recipient
Activities h and i

. The quality of the spplicant’s.
proposed plan to coordinate program
activities with other federaily funded
and privately supported efforts 1o
combat AIDS, as described in Recipient
Activity J:

{. The extent to which the objectives
for the new budget period are realistic,
specific, numerically measurable, and
time-phased and establish the expected
changes that program efforts will
produce relative to either the original
baseline levels of knowledge, attitude,
or behavior among AIDS risk groups,
health care providers, and the general
population or to subsequent data
gathered to measure progress from the
baseline levels:

8. The extent to which the plan of
operation adequately describes methods
that will be used to accomplish any new -
HE/RR objectives or objectives which
set target levels 10 percent higher or-

_lower than for the previous year and/or

what was aclually achieved during that
period or describe any modifications in
previous operational plans to reflect
technological or methodological changes -
or adjustments needed to assure that
HE/RR objectives are met; .

h: The quality of an evaluation plan
which specifies the method and
instruments of measurement to be used,
as described in Recipient Agtivities k-m;

i. The extent of which the budget is
reasonable and consistent with the
intended use of cooperative agreement
funds;

j. The assurance that the
confidentiality of all information
obtained related to clinical laboratory
results, medical, or counseling
information on individusls andfor
studies with personal identifiers will be
maintained; and

k. The size, qualifications, and time
allocation of proposed staff, a
description of how the project wiil be
sdministered, and availability of
equipment and fecilities 10 be used
during the project.

3. New Application—AIDS CTS
Component

A competing application for the AIDS
CTS component of the project will be
reviewed and evaluated according to the
foilowing criteria:

a. The justification for funding as set
forth in the statement of background
-and need for support;
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b. The patient response toa counseling
and testing sites established previously
and the quality and extent of services
provided;

¢. The extent to which the stated

- objectives ere consistenl with the

purpoae.of the program, and are
realistic, specific. numerically
measurable, and time-phased;

d, The capability of the applicant 10
effectively provide sensitive pre- and
past-lest counseling:.

2. The {easibility of encouraging
seropositive patients to refer their sex
and/or needle-sharing partners by
emphasizing that patieats conduct such
referrals and tv making steff available
to assis! in notifying partners, if pationts
prefer, and the extent of commitment to
carty-out this procsss;

f. The soundness and potential °
operational impact of collaborative
cfforts between the health department
and organizations in the community

-which provide services to members of

groups at high risk for AIDS to carry out

the counseling and testing site program;
8- The extent to which program

activities are coordinated with other .

‘current COC cooperative agreerncms for

AlDS;

h. Whether lhe plan of operation
communicates a sound appmch to .
conducting and overseeing activities -
designed to meet project cbjectives:

1. The capability of the applicant to

. maintain public heaith facilities for the
_ general public whosa services to high-
' risk group members are appropriate and

nonjudgmental and whose services are .
sought out by a reasonable number of

" such individuals from the community;

. j- The capability of the sppliant to
carry.out education and training

testms site activities: "
- & The assurance that the Wanern

- blot or another appropriate secondary

testing procedure is-used to routinely

" . process ail specimens repeatedly
_ reactive on ELISA;

L. The assurance that laborstories
report reactive ELISA test results: and

m. The degree to which confidentiality
of all records related to counseling. sex

- partner referral, and clinical laboratory

test results will be maintained.
Application and Submission Deadline

The original and two copies of the
application must be submitted to Chief,
Grants Management Branch,
Procurement and Grants Office, Conters
for Disease Control, 255 East Paces
Ferty Road NE., Roam 321, Atlanta,
Georiga, 30305, on or before March 18,

1987,

§3

1. Deadline: Applications shall be
considered.as meeting the deadline if
they are eithe: .

a. Received on or before lbe deadline

. date, or

b. Sent onor before the deadline date
and received in time for submission to
the independent review group.
(Applicants must request a legibly dated
U.S. Postal Service postmark or obtain a
legibly dated receipt from a commercial
carrter or U.S. Postal Service. Private
metered postmarks shall not be
acceptabie ss proof of timclr mailing.)

2 Late Applications: Applications’
which do not meet the criteria in 1. a. or
b. above are considered late

+ applications. Late applications will not

be considered in the current competition
and will be returned 1o the applicant.

_Other Submission and Review

Requirements
Applications are not subject to review
es governed by Executive Order 12372,

Intergovernmental Review of Federal
Programs.
Whare to Obtain Addauml Information

Information on application
procedures. copies of application forms.
and other material may be obtained
from Nancy Bridger, Grants
Management Specialiat, Grants

‘Manasgement Branch. Procurement and

Grants Office; Centers for Discase
Control. 255 East Paces Ferry Road NE.,
Room 321, Atlanta, Georgia 30305 orty
cailing (404) 282-8575 or FTS 238-8575.
T cal assistance may be obtained
from Willard Cates, M.D.. M.P.H.,
Division of Sexuelly Transmitted
Diseases, Center for Prevention
Services, Centers for Disease Control, .
Atlanta, Georgia, 30333, telepnonc (-¥04]

- mmumomwmmmlmsmd._;m-zsszormzsa-zssz

Dated: March 3. 1987,
William E. Muldoos.
Director. Office of Program Supparr. Ceniers
for Disease Control,
{FR Doc. 874792 Filed 3-5-87; 8:45 am|
PILLING CODE 4180-18-M
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NEW YORK STATE (ALBANY) COMMUNITY DEMONSTRATION PROJECT

DRESCRIRTION
This community dexonstration project for reducing the risk of

acquiring AIDS focuses on a group of homosexual men in the semi-urban
environment of the Capital District of New York. We srgue that the-
lov-case density area is the critical site for such a project and that the
‘Capital District is of particular interest because of its proximity to New
York City. In Phasa I, we will enroll, 300 men to participate in an
"in-dépth interview in ozrder to define current dnmngraphic. social,
behavioral and sexual, and serologic features of the group. In Phase II
(to run concurrently, but conceptualized as "the next step” for each
individual) we will randomize individuals to study and control groups.
The control group will receive the counseling and referral services, on an
as-needed basis, thit are currently availadle in this area. The study
group will be invited to participate in a further exploration of their °
personal core mstworks, with referral of their soclal and sexual partners
for participation in this study It iz anticipated that this will bring
‘an additional 200 indi{viduals i{nto the study. Study group "contacts" will
‘be asked to participate in the interview process, and they along with
-study group members will be provided with AIDS information and education.
In this setting, thers.will be particular emphasis on the fact that the
- natwork of 1nd1v1dusls is receiving the sama information, wtth assurance
'thut individuals ars awnre of their friends’ awarenass.

Thc~:tudy,thus hopés to reach an estimated 10% of the homosexual
community in this area. ' Three major measures are available for
evaluation: (1) the level of HTLV-III positivity in the community;

(2) the incidence of diseass; (3) the knowledge, attitudes and

risk-related practices of the group. It is proposed that the study run-

- for a four year pericd, so that the influsnce of the xisk reduction

technique can be ssen over a time period sufficient for a community to

experience introduction of the virus, transmission and dissemination, and

ultimately disease. The design permits evaluation of the extra effect

that might be obtainable from a network approach, since it is neither

~ possible nor ‘desirable to restrain informatfon acquisition by the control

group. - It is anticipated that the approach will furnish considerable

;k1n£Otnation sbout the general structure of a homosexual community, about
the perional core networks that contribute to such structurs, sbout the

.. rate of dissemination of HTLV-IIXI virus in such a community, the degree to
" which behavioral norms can ba lbdified and thc concommitant control of

~ diseass ‘transmission.
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: accouiblo HIV am:i.body tutlng to all members of AIDS risk’ groups-as a
'qom of :.ducing v drug related, heterosexual and in utero transmission
of HIV. '  The testing would nacuurily include npproprhte counseling and

conftdont:lllity u.fcgu.u:ds .

JJJJJ

ot In ordcr to detcrnine whathcr raadny accessible RIV antibody tasting
vou.‘l.d ‘Jead- to s!.gni.ﬂ.cant Iv drus related and haterosexual risk .reduction.
1t ‘will-be: nccesury to .conduct a lougi.:udml stu.dy of persons at risk -

for t:hcu t:ypn, of HIV uposure.

heoon ..e
L

d obj.c't:l'nw o:! th!.: demstration projcct i3 to e'nluate cha ' N
7 ftctinnc:s of rcaduy accessible HIV antibody testing for current IV
dx:ug ;users vho a:o nor. in drug: treatment programs. ) -

[ L.

k.% -ﬂ‘,'

HCP ¢ ¥ ordnr l:o ‘maet th:l.s objective, a readily accessible altemtivc tast
te ‘will- be uta‘blished in a high drug use sres in Manhsttan. Those IV
drug users who express a desire for testing would be personally escorted
to the alternata -test site wvhere they would receive education/counseling
‘.abouc BIV ant:l.body testing (full informed consent would be obtained prior-
.to testing). -A blood sample would then be immediately drawn. The study:
jvould compare: these subject:s' HIV related behaviors and imowledge over- the
‘-"*six ‘months: fol.lowing their. t:nking ‘the test with those of IV dmg usars
fm t:ho sm aru vho doci.da ‘not to be testad. L

ETES T
El R ’.. _‘... B _’ £y

A " A second componcnt to this project is to enni.ne the ut::l.li:y of ~

§ prov:lding readily: accusiblc HIV antibody testing to'non-IV drug users who
. are-at’risk for heterosexual ‘eaxposurs to HIV (and therefore also at risk
L.of* trmmitting the virus to other heterosexual partners or to newborn
chi.ldr.n) Two-:groups: of subjects will be utilized in this part of the
do.onzmti.on ronlrch. . persons who do not injoct drugs themselves, but -
are- e tmnml pu'tncu -off . IV. d:ug users; and heterosexuals who are. i
hight nmuy active and reside .in.a geographic ates (New York City).in
ber: o:! »lcropoutt.vo Andividuals. creates’a relatively high .
tor hotorosmnl contact with HIV- uropositin IV drug users

, 1.1
P

which!one: member is :an. IV.drug user and from-individuals
i ‘nmuy transmitted diseass :clinic and-a family planning’

l’i’l
* cnn:l.c “Thig' .component.will be funded by the AIDS Institute from its
,.mlln "York: lmo cpptoprht:lon for :uureh studies. .

L w1l b 0. assess the.utility of antibody testing for reducing AIDS risk
: m “the desoristration research will also provide important data on
the’ pounti.sl rate of IV drug related, hotorouxul and j.n m _

';missi.on of HIV 1i the New York City ares.

5§

icy:
,m u:oposn:ivo binml ‘men. These subjacts will be recruited from

Ihﬂ.o ‘i:hc pchary purpou !or sach of the two. eo-pomm:s of the study -

|
|
i
i
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DALIAS -HEALTH DEPARTMENT COMMUNITY DEMONSTRATION PROJECT

Acttvu Outrcnch
3f%fi; High Risk Groups

f':;:-;?;‘l.. To 1d¢nt1£y key opinion ‘leaders in each of the target groups, or
IR subgroups thereof and make contact with all those identified by
the end of month 5, as evidenced by 1n -person meetings to discuss

- our program and HIV infection.

. 3;1.: For each outreach uorkcr to conduct four inservices or group
Jt ;- S prusencations each month b.ginning 1n month 2.

- Sf‘ Education 1n Schools :
v 4. To contact cvury‘ﬁublic and private school system in Dallas
e 7. County within the first three months regarding the procedure to
" provide HIV transmission information to students in grades 8-12.

:;.1i\ - To‘ostabliih active diséussion“as svidenced by m.ccings with
o - administration in 75% of thc systems- within the fir#t‘six months.

:f;;,j*iiiﬁ‘ngo dtvnlop & procedu:c for. HIV educacion in 80% of " those
St Thge ) .ﬂdistric:s within thc fizst oight months.

To havc HIV education provided in all ‘those discricts within ten
nonths '
1 t

'Partncr ncfc:ral :

“; ﬂTo £pnndiaccly dcvtlop -and lncozpo:ltn in all counscling sessions
a rcqucsc for volunca:y partncr :o!crral 4

o dcsign and 1nplcnant durlng the ££r:t two: nnnths a; purcnor
oftrral card ‘to’ bc givon to all counsoling clicnts

?To ldontify during nonchs three and four ag.ncics that do HIV
: counscling nnd supply them' with pnrtnor rc!crral cards as needed

ro 1np1¢nnnt a study of thc efficacy ot pcrtnor rcferral in
rlinforcing ths behavior of persons in sexual acqnaintunco
clusto:s. )

EER ,;'!nss !cdia/Coun:oling Promotion

; ’;.J?nli;f?fTo:d.V‘Ibp a total of aight brochures on AIDS and HIV
~." . transaission for different target groups.

;fi“fii;-~HTo develop a total of six posters on casual contact, risk
' . 'behaviors of spscific target groups and support for "playing
..safe",. ’ ' .

§6
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&*'Tbudnvélop, produce, and show on commercial television two public
~s¢rvic¢ announcemants

. To design three billboards. each to be usad in six locations for
one month.

g lcfvl,.; To produca one telavision program on a public access cable
51:5} f:_ ' chaunnl on RIV transmission.

B coununity Collaboration

o EET'TO participate in wnakly AIDS-ABMS Network meetings and. assist with
- --evaluation of tha case management system.

41:19 onhanco the concract with the Oak Laun Counseling Center to provide
‘fl skills nttainmcnt program.

"',"-doﬁnod t:argot: groups within: month z & 1

L JAFTo a:sign prioritic: to thn target group: and to the behavioral
=1;na:sagcs vithin each target group du:ing month 3.

"iTo dtv.lop. durinz months &4- 10 the predisposing, .nubling and
-"«roinforcing Eactors for the high priority groups and messages by
,4£1rst drawing-on our staff’s knowledge and then refining the

. factors’ through discussions with risk group members and other
knovlodgcablo peraons .

iTo dctaruin-, as the !uctor 1ists are conpletod during months
*6212, 'the: approprinto media and approaches and to complete the
{uork plans

H

_h;n:.rgration of Programs
- iﬁ?iLJ,;TOQBDIduﬁ.otinsq twice a month with STD program managers.
1£. To train all $TD personnel in HIV counseling.

??~£;IT'.‘T0 1ncorporate TB skin tcscing into routine of HIV clinic by
R D-ctnbcr 1986.

j;ijI?.Survcy"

2 &l “'To determine the picvilcnce and to estimate the incidence density of
‘HIV infection in Dallas County.

§7
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‘To complete the identification of behavioral messages for all the
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To dctermina the risk factors for HIV infection in Dallas County and
d.vclop a risk 1ndex. o

] To nvnluatc 1ntervnntions in terms of 1nc1denca reduction and
‘ll *nltcrations of risk associatad behaviors,

;%ﬁ .dvh To serve as the basis for a vaccine field trial in'thﬁ.future.

- o
1:

;;‘1 nngativa Gohort Study (homosnxual men)

,’,,
L8

Obj.ctivos for !car 2:

) S T incorporatn the joint- domnnstracion project riszk behavior y
-;fi‘ quastionnairo into our counseling nnd t.sting clinic by October,
; ””1986 .

:11. S dovulop a systen of confidcntial record keeping and a recall
S 1—ly:t¢- by Octobe:. 1986

"To conploto study dcsign by October 1985.

.'}'To bcgin rocrnitaout of EIV antibody negative homosexnnl men
5ahthrough ou: tolting clinics in October, 1986.

’dosign. tost -and - 1nplennnc 4 data entry system by Novumbe:.
986*nnd bogtn prospoctivo da:a antry

To- tnitiato and maintain close conttct with the cnc on s:udy '
\jdnslgn. opcrations and analysis’ throughout the year.

;’ythc‘othor projects.

'\\ -

. TO"-VIluatc our 1ntcrvcntions in terms of incidence raduction and
: altor;tions ‘of risk associutsd behaviors.

"”1v !b l.:vt cs the baais for a vaccine field t:ial

!isk of trtnsnisslon lodcl

To conplcto initial nodol using 1985 syphilis case-contact pairs and
AIDS rates by September, 1986

1i.To expand model to include Hepatitis B, deaths due to 1ntravenous drug
5abusc. and rnctal gonorrhea by Dacember, 1986.

3 A To develop the capacity in the STD Division to kny punch syphilis data
L by valnbcr 1986. ‘

¢
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' To use the model to evaluate effectiveness of the intervention by

monitoring the index of transmission.

To identify census tracts in Dallas County with high probabilities of
current and future HIV transmission in which to concentrate intensive
surveillance and risk reducticn efforts by October, 1986.

To use the prediction model as a basis for an efficient sampling
strategy for a community survey.

Cross Sectional Surveys

To continue to perform behavior and risk factor surveys on persons
volunteering for HIV testing and to analyze changes in behavior
cross-sectionally for risk groups other than homosexual men.

To count number of partner referral cards distributed and number
returned. . :

9



DENVER COMMUNITY DEMONSTRATION PROJECT

DESCRIPTION

Development of educational materials and programs

a. Brochures. Drafts of five updated brochures are currently in
process. The toplcs include Information pertaining to the (1)
Seropositive Patient, (2) Seronegative Patient, (3) General Public,
(4) Safe Sex, (5) HIV Testing. Examples of previous editions

. published by CAP are seen in Appendix 6. '

b. Posters. Several posters for buses, bathhouses, bars, and other
public establishments are currently in process., Topics of posters
include: (1) risk reduction and safe sex for populations at risk, (2)
education of intravenous drug users and prostitutes, ard
(3) education of the general public. . )

¢. The post-test counseling information sheets for the Alternate Test
Site were revised based on updated information.

d. Other educational materials. Additional materials which are currently
being planned include information about proper condom usage, and
nutrition and exercise information for seropositive, asymptomatic
individuals. Several Inquiries were made betweern March 1985 and the
present about production of and payment for educational video tapes.
Pre and post-test counseling tapes from San Francisco were borrowed
and revieved as was an STD educational tape produced for CDC by the
Educational Development Center of Newton, Massachusetts. Preliainary
discussions with a local cable network, CAP, CDG, Seattle ACD2 and
Mildred Solomon from' the Educational Development Center took place
without final resolution, in part owing tc the high cost of
high-quality professionally produced tapes. Preliminary discussions

- about public service announcements have occurrad.

e. AIDS Information Service. In concert with ACDP, DCS is now expanding
and improving its current educational services into a formal AIDS
Information Service. This will provide phone call information
service, epidemiologic updates, speakers bureau, and.several different
types: of educational materials including brochures, journal reprints,
and general media information (Appendix ).

f. Lectures and In-Services: Drs. Judson and Cohn gave approxizately
40 lectures to various groups of health care workers during the firsc
two quarters of 1936, In January, Dr. Judson, Peter Ralin, and other
representatives from the gay/lesbian community and ACLU spoke at a
forum on bathhouse regulations before about 300 people. Pat Gourley,
as both CAP representative and ACDP employee gave 10 AIDS in-services
to about 300 people in the first two quarters of 1986; these vera
directed toward both health care workers and gay men. Peter Ralin
gave ten updates to 200 people and one larger in-service to the City

o



and County of Denver Department of Social Services. ' CAP had

28 speaking engagements with 840 people in the first quarter of 1986
and 35 engagements with 1200 people in the second quarter. These were
mostly directed toward the general population, with about 10% directed
toward high-risk populations. CAP runs many internal support groups
and seminars, but the one most relevant to ACDP is an "HIV
Information™ group, held biweekly for individuals, mostly
seropositive, who need additional counseling and follow-up. This has
been run by Pat Gourley and Peter Ralin, and is attended by about ten
men per session.

Phone Services. DCS continues to handle a high volume of phone calls
related to AIDS and HIV, 40-50/week at the main desk (not triaged
further), 50-75/week at DMHC, and 50-100/week at the Alternate Test
Site. CAP handles about 175 calls/week regarding AIDS and HIV
information.

General Media. Since August, 1985, Peter Ralin has published a
biweekly column, "AIDS Update” in "Qut Front”, Denver'’s largest gay
nevspaper. Drs. Judson and Cohn had several interviews with local
newspapers, TV, and radio, although not to the same extent as in 1985.

Public School éurriculum The incorporation of AIDS and HIV education
into the Denver Public School curriculum and networking with other -
educational agenciaes will be pursued. .

Seroprevalence studies

Continuation of previous seroprevalence studies now specifically
incorporated intc ACDP are as follows (Appendix 7):

a.

b.

Denver Metro Health Clinic, June 1986 (Table 1}.
Vice Squad Referral to DMHC, first and second quarters (Table 2).
DCS Alternate Test Site, first and sgcon& quarters, 1986 (Table 3);

Intravencus (I.V.) drug user seroprevalence study, with analysis of
data from three I.V. drug treatment centers in Denver (Table 4). This
study was done in conjunction with Tom Novotny, EIS Officer assigned
to the Colorado Department .of Health. It will soon be submitted for
publication and the abstract is included in Appendix 7.

Belle Bonfils Blood Bank sercprevalencs study, first and second
quarters, 1986 (Table 5).

Military recruits. Tim Dondero has agreed to supply Denver ACDP with
seroprevalence data for military recruits in the Denver metro area by
age, sex and race (Le:cer Appendix 7).

Other Sexually Transmittad Diseases

First and second quarter, 1986 statistics for gonorrhea (Table 1),
syphilis (Table 2), and hepatitis (Table 3), by sexual preference and
gender are seen Iin Appendix 8.

Gl




AIDS Surveillance

AIDS surveillance data from the first half of 1986 are seen in Appendix 9.

‘Cohort sEudy

Extensive discussions planning for the cohort study of gay men have
occurred. A summary chart for the study is seen in Appendix 10. A
physical exam and laboratory assessment form for seropositive patients is
being drafted. Dr. Cohn is drafting an "Open Letter to the Gay Communicy"
to encourage enrcllment into the cohort.

Knowle&ge; Attitude and Bellef Surveys

‘a.

Analysis of a three-year serlal study of AIDS awareness and changes in
sexual behavior at DMHC was completed in the second quarter of 1986 ‘
and was submitted for publication entitled "AIDS Awareness and Changes
in Sexual Behavior in a Metropolitan Sexually Transmitted Clinic"; the
abstract of the submitted manuscript is seen in .
Appendix 11.

A survey of knowledge and risk factors in intravenocus drug users was
also performed as part of the intravenous drug use study reférred to
in Section E.3. Some of the data from this study is seen in =~
Appendix 7.

Physician survey - In the first quarter of 1986 with the cooperation
of the Colorado and Denver Medical Societles, questiomnaires were sent
out to 3,600 physicians about AIDS awareness and HIV testing. A copy
of this questionnaire is seen in Appendix 11 and data are currently
being collated and analyzed. ' '
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SEATTLE COMMUNITY DEMONSTRATION PROJECT:

DESCRIPTION

Longitudinal Gay Cohort Study

In September 1986, we will begin registering clients into a longitudinal
gay cohort study previously described in our application of August, 1985
and in accerd with the negotiations carried out during the January and
June, 1986 site visits made by CDC staff to Seattle.

We will collect standard data on all consenting participants, including
demographic data (see Appendix D) reason(s) for participating in the
project, detailed information about previous health and symptoms of
disease, directed physical examination data, and the standard attitude,
belief, and intention survey data negotiated between the CDC staff and
demonstration sites. (Our latest recommendations for this instrument are
contained in Appendix D). - - : .

Recruiting cohorts and protecting data: Because of great concerns over
potential misuses of "confidential® (as opposed to *anonymous”) testing,
heightened by recent Supreme Court and Justice Department decisions, we
have negotiated a compromise with a consortium of leaders of the Seattle
gay community around ocur earlier decision to request names and other
identifying information from participants. This compromise will consist
of allowing persons to participate in the study dnonymously if they
choose. We will offer both anonymous and confidential participation,
carefully describing the pros and cons of each.

The identity of persons who choose confidential participation will be
maintained in the fashion previously designed in cooperation with the gay
community, using mother’s maiden name and date of birth to identify the
record. These data will be linked only on a computer disc with the
patient identifying data. Additifonally, the project has been granted a
Certificate of Confidentiality from the National Institute for Drug Abuse
(See Appendix E) which further safeguards against unauthorized accessing
of client identifiers. We believe that a substantial proportion of

'~ participants in the program will be satisfied with these measures and will
provide identifying information. Nevertheless, these protections are
still viewed with skepticism by many leaders of the gay community whose
support is important to the success of the project. Accordingly, we have
agreed to offer participants both options, We hope that community review
of our protocol for counseling, presently in draft form (Appendix F) will
reassurs them about the possibility of the Public /Health Department
applying "strong sarm" tactics to push confidential (as opposed to
anonymous project involvement and HIV antibody testing).

For those who choose anonymous participation, we will develop a means of
assuring that follow-up visits data can be accurately linked to earlier
visit data so that changes over time can be assessed. In addition, the
community is helping us fashion means to assure high levels of follow-up.
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A present suggestion is for the use of a "campy" name ("Marilyn Monroe”,
"Judy Garland”, for example) to be given to participants registering in
different months. Then six months later, we would advertise in prominent
places for all Marilyn Monroes or-Judy Garlands to return for follow-up
assessment. Whatever method is chosen, the gay community leadership is
committed to actively working to facilitate subjects’ attendance for
follow-up visits. ’

This strategy could actually enhance follow:up beyond that anticipated for
the "confidential” track, and might have the effect of enhancing
recruitment as well. .

In trade for the offer of anonymous participation, the gay community
leaders believe they will be able to enlist their community groups to
enthusiastically endorse our AIDS prevention project. We believe such an
endorsement is crucial to wide-scale community participation, at least to
the point of data collection (as above) and one-on-one counseling. For
reasons not entirely understood, however, the rates of testing in Seattle,
both at the AIDS Assessment. clinic at Harborview, and at the anonymous
testing site at the Seattle Gay Clinic have fallen slightly in recent
months. (Please see Appendix G for numbers of persons tested by site --
including the private sector -- since the inception of testing in the
spring of 19853). This decline may represent saturation of persons wanting
to be tested, rising concern over threats to civil liberties, or apathy
towards AIDS or antibody testing.

We will evaluate the relative frequencies of enrollment and follow-up
associated with confidential and anonymous testing at the end of the first
year following initiation of the actual start of the study. Ve have
insisted that if there is substantially less complete follow-up of persons
anonymously tested, we will require the gay community leaders to
renegotiate the strategy of offering both coptionms.

Although some persons initially recruited fbr the gay longitudinal cohort
study may not return as directed for the six-month follow-up, these
persons’ data will still be useful in the cross-sectional studies.

Our initial August, 1985 proposal suggested that wve would ask only one in
five persons to return for follow-up after one year. As a result of our
site visits, we have agreed upon a six-month follow-up period, and that
all persons will be asked to return. If the number of persons interested
in participating are sufficiently large, we will have to rethink this
strategy.

In the third quarter, basic advertising techniques were initiated for the
purpose of informing the public about the Project’s expanded capabilities.
Those included ads in the gay and mainstream press, bulk mailing of moving
announcements, descriptive articles on the Projec:t’s initial study and
others (see Appendix H for examples of documentation). We propose to
expand upon these outreach activities through further advertising,
articles, radio and television public service announcements, brochure
development and media contacts. This renewed effort will begin with the.
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open house and press introduction on August 22, 1986. In addition,
referrals to the Project from private physicians will be encouraged by a
series of activities aimed at informing them about the study through the
King County Medical Society, the sentinel physicians group, waiting room
posters, and training and consultation (see Appendix 1 for plans),

The sentinel physicians, many of whom are members of the gay community
theaselves, have served a majority of persons with AIDS and ARC and can be.
expected to have a large proporticon of gay persons at risk for HIV
infection :

This advertisement will include the information that we are offering free
physical assessment in addition to AIDS prevention (counseling, testing,
etc.). All persons, whether or not tested will undergo a brief physical
exacination (looking for skin lesions, thrush, hairy leukoplakia, and
-énlarged lymph nodes, for example).  High risk persons will be offared
tuberculosis skin testing (in accord with recent CDC recommendations) and
VDRL serology. In addition, we are expanding the capabilities of our
facility to permit us to assess persons with symptoms or signs of sexually
transmitted diseases and expect to have the ability to offer screening and
vaccination (at cost) for Hepatitis B.

Once negotisztions are complete with the gay community around anonymous
testing, we hope to enlist the Seattle Gay Clinic as an additional site
for study registration and initial participation. We have already made
contact with owners and managers of several gay baths in Seattle and
obtained their permission to station on their premises our persomnel to
enlist persons in the study with and without HIV antibody testing. We
expect to begin using gay bath sites fox study registration during August,
1986,

All persons will be counseled to consider referral of sexuwal partners to
the project, as in our original proposal. Although this will be
voluntary, we will place strong emphasis on the value of counseling for
all sexually actlive gay men and especially for the partners of those men
likely (or know through HIV testing) to be sercpositive. :

We have experienced that roughly half of the men already seen in our AIDS
Assessment Clinic who wish to refer their partners are reluctant to-
contact them personally and would prefer to have us do so. Since this
would require identifying information, “we anticipate the need for extreme
caution, lest we create concerns within the gay leadership causing them to
withdraw their support. We will develop carefully worded lestters of
notification for those who would prefer to notify their partners by
anonymous letter, rather than give us the names. Such letters will be
coded so that ve may assess the valus of this approach.

We have developed a flow chart for AIDS Prevention Project services, to
‘highlight and graphically display the options for gay cohort study
involvenent. (See Appendix U)

Cross-sectional studies:

As indicated above, all participants will initially be recruited for the
longitudinal gay cohort study; however, because follow-up will not be
complete, many of the cases can be considered as part of the
cross-sectional studies. :
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We have previously proposed to obtain cross-sectional comparison data from
control groups of heterosexuals attending cur sexually transmitted disease
{STD) clinfic at Harborview. This will begin sometime after we complete
the training of our new nurse practitioner and health educator
{(communicable disease investigator) staff, but well after we get the gay
longitudinal cohort study going. Finally, we will need to negotiate and
develop the appropriate data collection instrument with CDC

investigators. We will attempt to begin the study within the current
funding year. ) : '

Additional data of use in assessing sexual behavior of gay men and
conitrols consists of numbers of persons presenting with other STDs
(gonorrhea, syphilis, chlamydia, etc.). The STD Control Program routinely
collects these data by sexual orientation (for c¢linic attendees and by
anatomic site of infection for cases reported from the private sector).
Appendix J contains a sample of these data for gonorrhea among males in°’
the current funding periods and recent. past .

Studies in IV drug abusers:

Although Leo Sanders’ letter to Dr Handsfield of June 9, 1986 suggests’
that we consider adding to the project a strategy aimed at preventing the
spread of HIV among IV drug users and to their sexual partners and
offspring, this strategy was already a part of our proposal of September,
1986. Only one of 214 Aids cases reported to date in Seattle/King County
has so far had IV drug abuse as the sole risk factor; nevertheless, we are
aware of additional seropositive IV drug users and are well aware of that
source of spread as a growing concern on the East Coast and in West Coast
cities to the south of ug. Two inicilatives have already been undertaken:
First, we have developed guidelines (see Appendix K) for testing at other
Department of Public Health clinics, including testing of pregnant women
who may have been exposed through sexual contact to IV drug abusers (and
bisexual men). Second, we have arranged to study seroprevalence among the
60-90 IV drug abusers who die each year and come to the attention of the
Medical Examiner. (See Appendix L for the detalls of this study). In
meetings with the King County Alcoholism and Substance Abuse Division, we
have encountered great intarest in AIDS issues, and willingness to allow
us access to the drug treatment centers for client education and '
recruitment of study subjects.

In addition, the AIDS Project has recently moved into a facility part of
which it will share tenancy with the Center for Addiction Services, a
private agency providing services to intravenous drug abusers. This
proximity will sfford us valuable opportunities for developing future
studies among needle sharers and other substance abusers.

Remaining to be done are: creation of apprbpriate data collection
instruments and development of educational strategies.
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Population-based studies:

In our previous application, we mentioned the possibility of weorking with
Drs. Blumstein and Schwartz of the University of Washington’s School of
Sociology. Through funding from the Centers of Disease Control, they have
begun a pilot study to look at the feasibility of obtaining population
data on behaviors and attitudes related to AIDS. Because this is only a
pilot study, however, too few data will be collected to be of substantial
use in estimating true prevalences of behaviors and attitudes among the
risk (or control) groups of interest. '

We are proposing in the supplemental funds section (below) doing a
.population based seroprevalence survey in the two King County hospitals of
Group Health Cooperative, a large health maintenance organization serving
“about 350,000 persons in the Puget Sound area. This study is patterned
after a request for proposals issued earlier this year by the Centers for
‘Disease Control to look at prevalerice of HIV infection within the general
community.
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" The éducationnl and risk reduction education programs will proceed. in

.. three’ phases. The first phase of the program wil) consist of Data

" gollection and sanalysis to determine seroprevalence of antibodies to
,EéHTLV-III among selected risk groups as wall as the general ‘population and
. to.assess knowledge and attitudes regarding AIDS among both the general

1]

- CHICAGO COMMUNITY DEMONSTRATION -PROJECT

\
L]

;?aapopulation and populltions at 1ncrtas.d risk for AIDS.

P

—

" fhe Second-phase will consist of the outreach and edicational programs

. themselves. Educational prograns and materials will be. targeced toward -

.. several selected populations at risk as well as to the larger low-risk

. “population. . Obviously, the content and purpose. of the materials will vary
5dapend1ng upon the target audience. In addition to the general - :
'population, educational materials and programs will be targeted to

homosexually and biscxually active men, IV drug users, female prostitute#,

and "street people”. The term "street peocpls™ {ncludes hamsless and
. "runaway adolescents, soms female prostitutes. IV drug users, and indigent
~minoxrities. It is expected that this heterogenecus group will include .
" persons who engage in risk behavior but who are either unaffiliated with

axisting networks within risk populations or do not self-identify as a
member of a risk group. These individuzls will not be reached with risk

‘ -grcduction 1nformntion ‘that relies solely on axisting nechanisas for its -

'discribution

.ﬁ_%;An rtant compontut of all .ducationll programs will be outreach to

,minoritics ‘both within the populations at risk and the larger population

: ;;The:e are spacific .components designed to promote these prograns among
_'Chicago’s large, and largely disadvantaged black pepulation. In additionm, .
joducationa1~nat-rials will bs available in both English and Spanish to

éfacilitato access by Chicago's large Hispanic coununity

B 1. "Eh. .ducational prograns vill be evaluated 4s to their
ﬁiffectivcnosl in’ iuproving unda:stauding of the- syndrome as well as in

< 5’ltc1t1ng desired behavioral. change. ‘The ultimate goal of risk reduction

ducntion isito. ‘Slow the. -spread of HTLV- IIT infection, a3 will be measured
hrough ‘. docz-asc in:the seroconversion rate. novnver, a.mors immediate . . A
‘ans Ry Y .valunt. the: effectiveness of the aducational programs is thzoughu‘_ﬁ”
opoatod lurvcys ‘of the selectsd populntions to reassess knowledge and .
zaﬁtitudcs toward. the, syndrome and frequency of potential HTLV-III. = -°
1t:tnsn1tt1ng and rocoivtng bohaviors among’ psrsons at- various levels of

{“ isk. This: will be accomplished through immediate evaluations of lpocific
vigptnrials as well as through general knowvledge snd bch:viot dssessments
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) ‘LONG 'BEACH HEALTH DEPABRTMENT COMMUNITY DEMONSTRATION FROJECT
Groups targeted fof-community health education

Individuals presenting for RIV testing at the city’s two sites (The

" Center; LBHD), 1ncluding 8ay,. bisexual, and strlight males and fexales,

nnd IV drug users.

Gay males who have besn HIV-;ntibody tested, who fall into specific
" .gubgroups, and who qualify for inclusion in health edncation/behavior

change groups:

’ a: Seropositives (The Cencer)

b. Symptomatic :aropositivgs {The CQnter)V

c. Seronegatives (The Center)

d. HIV testess in couples relationships (The Center)

Other homosexual males, including bisexual males who identify with the gay

commmnity, for whom interventions will be developed and tested for

. presentation at the following sites or for whom specific prograas will be
. developed, sites yet undetermined: _

a. Gay churches (CSULB).

b. Gay student unions on college campuses (CSUEB), with subseqneht years;
activities to be directed at homosexual ndolesgents.

¢c. Gay- identified Alcoholics Anonymous groups (CSULB), with subsequent
years’ activities to be dirscted towards commmmity and agency-based
programs.
,&. 'Bars,'f-stxt:nnts. and\buqtneqﬁss :r.quont.d by gays (LBHD)
. -e. Black and Hispanic gay males (CSULB)

~ £. Male prostitutes (LBHD)

8

_hI

‘Males vho fraquent X-rated moviss, "adult® bookstores, etc. (LBED)

STD Clinfc patients (IJED)

Intravenous drug users and their partners

Gay-identified Narcotics Anonymous groups (CSULB), with subsequent

a.
years’ activities to be directad towards commmity and ageacy-based
programs. S ) ’

b. Hospital-based substance abuse programs (CSULB)
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£.

STD.011nic patients (LBHD)

IV drug users in in-patient programs (CSULB), health department
programs (LBHD),. and community programs (LBHD).

‘Female sexual partners of IV drug users (CSULB; LBHD).

Male sexual flrtpars of IV drug users (CSULB; LBHD)

Heterosexual males (including bisexual males who identify predominantly
_with the heterosexual community): ,

'Those accessed through above intsrvention activities such as substance

abuse programs, STD clinic, patrons of bookstores, movies. (CSULB;
1L.BHD) . :

Ganarsl.population,of'colldge students (CSULB)

General population of sdult males: employed unemployed and collecting
benefits; and street people (LBHD)

High-risk women:

Low-income female pttieht: of. obstatrical/gynécological'clinics at
Harbor/UCLA Medical Center, including many likely to tramnsmit AIDS to
their infants (UCIA) ‘
Femala sexual partners of bisexnil men (CSULB: LBHD).

Female prostitutes (LBHD).

Vomen attempting "informal® artificial insemination (LBHD).

Women less at risk in the pubiic's_viaw:

d.

. Women bacoring sexually active, such as students, young women with

suhsequ.nt ycgrs' activities dirccted towvard :dolescants (CSULB).

-Newly scparatnd/divorced/widowld women (LBHD CSULB)

Patlents of Women/Infint/Child Clinic and other public treatment
facilities within the city (LBHD). -

Women in the gensral college population (CSULB).

- Womsn in the general population (LBHD).

- Ecalth‘cato and social- sofiico personnel:

?hysiciana and other health-care professionals who work with any of

the .above grnups (LBHD UCLA).

Staffs of human-service agencies which work with any of these groups;‘

- ineluding. those which refer these groups to other services (LBHD).
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3. THE AIDS/SCHOOL HEALTH PROGRAM

The CDC has also ﬁegun a nationwide project of assisting schools in developing AIDS
education and prevention programs. Through its Office of School Health at the Center for
Health Promotion and Education, it collects a database which can be accessed by computer. It
‘further maintains and evaluates a collection of educational materials (printed and audiovisual).
The following pages summarize these activities.

Two school curricula (one from Indiana, the other from California) are attached in full to the
present report. . : '
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' AIDS School Health Education Subfile
| - onthe |
COMBINED HEALTH INFORMATION DATABASE

The Cochined Health Informetion Database (CHID) is a computerized
bibliographic database of health information and health education/health
prozotion resources developed and managed by the U.S. Public Health Service.
OfID containg subfiles on arthritis, disbetes, digestive diseases, and high
blood pressure from the National Institutes of Health; health information
(Healthfirder series) from the Office of Disease Prevention; patient education
from the Veterans Adminiscration's Patient Education Network; and health
education from the Centers for Disease Control (CDC). The COC is now adding-
an AIDS School Health Education subfile as part of .CHID.

The AIDS School Health Education subfile contains programs, auriculs,:

guidelines, policies, regulations, and materials. Anyone wishing to share
information on this topic would mhil: the AIDS School Health Education
information to the ’

Centers for Disease Control

Center for Health Premotion and Education
Division of Health Education

Attn:  AIDS School Health Educacion Subfile
Atlanta, Georgia 30333

- or call _
404/329-3492, FTS 236-3492 or 404/32%-3824, FTS 236-3824 -

Ifapersonoro:ganizauonmrmtomrch(}mto locate AIDS School Health
Education information, the person should request a passsord fram BRS
Informstion Tectnologies (Telephone 800-345-4277 or write ERS, 1200 Route 7,
-Lnr.hn,NYlleO). Mhmw_whm searches
you conduct from your talscoommnicsting cooputer terminal will Midad to
EE’MZ‘E%‘ .The cost per hour for searching depends on the BRS
search service you use Afterdark, BRS Collaague, BRS ERKIHRU, or ERS full

. service), At this time these search services range from $10 to $45 per hour,
but saarch charge rates are continuing to decrasse. Training on bibliographic
databsse searching is offersd in wost citiss and regionally by BRS, by other
bibliographic database companies, and by medical and other libraries. For

- informmtion about BRS training in your ares, call 800-345-4277,
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Brief Description of the
AIDS/School Health Program

CDC's AIDS/School Health program is admivistered by the 0ffice of School
Health, Division of Health Education, Center for Health Promotrion and
Education, .The program, a mix of technical and financial assistance to
existing education agencies and organizations, is designed to help youth,
school and college populations receive information about AIDS and how Co
prevent infection with the AIDS virus. To accompligh this goal the program
will implement the following broad actioons:

1.

o,

3.

CDC will work in collaboration with national education and health
organizations to convey accurate information about AIDS and AIDS education
to educators and others who must determine the most effective and
appropriate strategies to teach youths about AIDS.

Relevant natioual private-sector organizations will be assisted in helping
schools and colleges across the Nation provide effective education about
AIDS. A national coalition for school health education about AIDS will be
established to help relevant public and private-sector organizations
coordinate their respective activities.

State departments of education will be assisted to work with State
departments of health to ensure chat accurate finformation about AIDS is
provided by each school; and to help local education agencies implement
programs of AIDS education that are appropriate to the student's stage of
development and acceptable within the community.

Local departments of education in cities with the highest cumulative,

incidences of AIDS will be assisted to work with local health departments

‘and other agencies that serve youth to assure that accurate informatioo

- about AIDS is provided for youths at the appropriate stage in their

S

6.

development and that such programs are acceptable withio the community.

Departments of educarion in several cities and one State with high
cumulative incidence of AIDS will be assisted to develop a regiooal
training/demonstrarion center. Support will be provided for
representatives from other cities and Stares to artend the ctraining
demonstration centers to learn about the most appropriate and effective
prograns for young people who attend, and who do not attend, schools and
colleges in their -especcive jurisdiccions.

A conpendium of 1nfornation about AIDS-related educational macterials and
programs will be developed to assure that educators and others who must
deternine the most appropriate and effective educational methods to teach
youths about AIDS hava a wide rangs of oduc:tional options from which to
choose.

Results of research relevant to school health education about ATIDS will be
compiled, synthesized, and disseminated. Relevant national, Scace, and
local agencies will be assisted to assess the effects of their efforcs.

Furcher information about the program can be obtained by writing or calling
Jack T. Jones, Public Health Advisor, Centers for Disease Control, Division of
.. {Healch BEducation, 1600 Clifton Rd., N.E., Atlanca, Ga. 30333, Pnoae.

9 J404-329-3824.
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THE FEDERAL INFORMATION/EDUCATION PLAN

While the recommendations of the Surgeon General and the National Academy of Sciences
quoted above are waiting to be fully implemented, the federal government has taken another

important step by publishing a comprehensive [nformation/Education Plan to Prevent and
Control AIDS in the United States.

This very recent publication of March, 1987, is undoubtedly the most informative federal
document relating to the American AIDS prevention efforts. It involves not only the Centers
for Disease Control but also all other relevant federal organizations from the Public Heslth
Service and the National Institute on Drug Abuse to the National Institutes of Health and the
Food and Drug Administration.

The plan carries a forword by the Secretary of Health and Human Services, Dr. Otis R.
Bowen, and incorporates some suggestions made on the level of President Reagan's cabinet.

Because of its enormous importance and model character, the plan is attached in full to the
present report. All necessary details about the scope, intent and methods of implementation
are contained in this booklet and therefore do not have to be repeated here. Still, it seems
useful to reprint at least the executive summary on the following pages:
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| 'InfOrmation/Educat'ionPlan
to Prevent and Control AIDS
~in the United States

March 1587

U.S. Department of Health and Human Services -
Public Health Service
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EXECUTIVE SUMMARY

As of March 2, 1987, deaths in the United States due to acquired immunodeficiency syn-

“drome (AIDS), total aimost 18,385. In 1985, AIDS became the 11th leading cause of years
of potential life lost, and in 19886 it is expected to be eighth. The report of the Public Health
Service (PHS) Cooifont Conference in June 1986 projected that by the end of 1991 the
cumulative total of AIDS cases would exceed 270,000, with more than 179,000 deaths.
AIDS will remain a seriotis problem for the nation for some time to come.

At this tirnb. the best hopes for prevention rest on a strategy based on public information
and education. Knowledge about AIDS has already proved to be effective in changing beha-
vior among homosexual men.

The 22 Public Health Service (PHS) Guidelines on the prevention of AIDS issued between
11982 and 1986 have provided a foundation for informational and educational efforts to
prevent this disease (see Appendices A & B). The Public Health Service Plan for the Preven-
tion and Control of AIDS (1985), the Report of the PHS Cooifont Conference (1986), and
the Surgeon Generals Report on AIDS (1986) all focus on developmg mformatlon educa-
tion, and risk reductton programs. :

Successful'implementation of this plan requires action from and cooperation among State,
county, and municipal governments, professional and sérvices organizations, .the private
sector, and the Federal Government. it is expected that funds appropriated by Congress in
any given year for information and education will be multlphed manyfold by the efforts and
" resources of others,

The information/education effort consists of four major components:

1. The Public
Everyone must be aware of behavior that puts them at risk of infection.

2. School and College‘ Aged Populations

Schools and colleges provide an effective channel for appropriately instructing the
young peaple of our nation about AIDS before, and as, they reach the ages that they
might engage in behaviors that place them at risk of infection. The Public Health Service
will provide national, State, and local educators with up-to-date, factual AIDS informa-
tion. State and local school boards, along with families, community, and parent groups
have the primary I'OSDOI'\Slb‘lhtV for educatmg the young.

3. Persons at increased Hsk or hfoctod

The highest priority for AIDS information and education efforts are those groups at in-
creasad risk of acquiring or transmitting the AIDS virus because of certain behaviors or
circumstances: gay and bisexual men, IV drug abusers, hemophiliacs, female sex part-
ners of those at risk and who may become pregnant and infect their offspring, and pros-
titutes and thair clients. Persons known to be infected must receive information to pre-
vent their transmission of the virus to others. :

4. Health Workers

Membaers of this group have direct responsibility for patient care, for counseling AIDS pa-
tients or persons with laboratory evidence of infection, and for providing leadership in in-
forming and educating the pubhc By virtue of their occupatlons there is some risk, albeit
small, of mfectlon

iv
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Following are examples of some of the major projects included in the PHS plan:
The Public.

.. ® Produce a mass media campaign under contract with a leading advertising agency (TV
and radio spots, print materials).

® Forma coalition of publii: and private' sector groups to exchange and coordinate AIDS in-
formation efforts.

- @ Set up a clearinghouse on AIDS information to serve State and local AIDS program per-
sonne! and the public, ‘ '

L Syppor_t_to‘ll-free hotline on AIDS (since.1983).

School and College Aged Populations. |

@ Convene national'scr-mol health coalition on AID$ aﬁd.wdrk with nationél organizations.
L Stin-'\ulate. the‘developmc;nt of programs for Black and Hispaﬁic yoﬁth.

e Help State education departments and colleges of eduéatﬂon pr‘bvide AIDS education.

® Work with State and local areas with highest incidence of AIDS to assist in providing
educational programs in.schools.

® Davelop compendium of materials, programs and reéourc‘es; instruments to measure
quality and outcomes of this education,

® Help provide AIDS education to college students, assist especially in areas where AIDS
incidence is high, work with other groups to reach youth not in school.

Persons at Increased Risk or infected.
- ® Demonstrate effective ways of educating those at increased risk.

® Help States build their own capacity for conducting programs (counseling, health educa-
tion, minority programs, hotlines, coordination).

® Expand drug ‘abuse "t'reatment‘ services, counseling, and antibody testing and develop
new strategies for praventing and treating drug abuse.

@ Add educational programs to regional hemophilia centers.

- @ Provide information on bshaviors that reduce periﬁatal transmission of the AIDS virus.
.. Demonstrate effectiye brograms to reduce perinatal transn"lission.'

| Health Workers.

@ Survey physician counseling practicps and develop appropri'até ‘materials.




® Train physiéians and other health workers througri training center programs and out-
reach programs. ‘

@ Provide information and materials to professional organizations.
® Provide training in up-to-date Iaboratdry téchniques.

® Educate health professionals to assess women and counsel them, including minority
women. :

In June 1986, the Public Health Service convened some 85 experts on AIDS to update PHS
plans for the prevention and control of the disease in light of new knowledge and of
- demographic projections through 1991. A major section of the final report from this Cool-
font Planning Conference dealt with needed AIDS information and education initiatives.
The -information/education plan summarized here responds fully to these
recommendations. :
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FEDERAL POLICY ON HIV-ANTIBODY TESTING

As soon as HIV-Antibody testing became available, it was widely recommended by federal
authorities, including those at the Centers for Disease Control. However, from the beginning,
- - they also insisted on two conditions for the test: (1) voluntariness and (2) confidentiality.

There was 2 general consensus that mandatory testing, the markmg of thoSe testing positive or
any other resulting discrimination, would undermine the entire prevention effort and thus pose
an additional threat to public health,

This consensus was nllummated and supported in two major conferences held at the CDC in
Atlanta, Georgia. The results of the first conference (March, 1985) were published under the

. title MWWMIW The most
important recommendatnons of this guide were the following:

RECOMMENDATIONS

1. The HTLV-III antibody test is not a test to diagnose Acqu:red Immunodeficiency
Syndrome (AIDS). :

2. The HTLV-III antibody test is a useful tool that can assist in protecting the nation’s
blood supply, and is a valuabie test to assist research efforts into the AIDS problem.

3. At the present time, the HTLV-III antibody test has extremely limited utility for .
purposes other than stated above, and is not a useful screening test for AIDS. The test
does not have applicability except in specific medical circumstances. The HTLV-III
antibody test should not be used for generalized screening or as a precondition for
employment, evidence of insurability, or admission to school or the military.

4. Because of the serious potential for harm to the individual resulting from the HTLV-III
antibody test results, great care must be taken to inform the public and health care
professionals about lumtatmns in current understanding of the test results and of the
entire disease process labeled Acquired Immunodeficiency Syndrome.

5. lnformatlon gathered from the testing or counseling of mdnvxduals should be kept
strictly confidential. .

<. 6. State and local', hea’lth departments, working in concert with the private medical and

.. hospital communities, university systems, blood banks and plasma centers should

" establish -a network and referral system (where not previously established) of physicians
"and other- health care provnders with expertnse in deahng with AIDS.

. - The entire pubhcat;on is attached to the present report.

A second, much larger conference addressing the same ‘imie. was held in February, 1987, also
at the Centers for Disease Control in Atlante, Georgia. This conference, the results of which
‘have not been published, again confirmed the longstanding consensus and firmly rejected
mandatory or mass testing as unsuitable methods of fighting AIDS.

In the absence today of an official conference report the followmg pages offer some
jounahstxc summanes. ;
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) o _ San Franciseo Cyronicle

Th. L6,
stions About Wldespread 7ésfmg |

By Randy Shilts
Chronicle Correspondint

Atlanta |

When the natioml Centers

for Disease Control said three

weeks ago that it would con-
vene a conference to study the .

]

wider use of the AIDS antibody

test, it expected a collegial

gathering of 200 health officials.

Instead, 900 health officials,

AIDS doctors and gay leaders con-

verged on Atlanta for the meeting
this week, followed by reporters
from more than 100 news organlza ;

tions.
~_As CDC
reth dodged television camera
crews yesterday. he said. “This defi-
nitely jsn't what we imagined. Peo-
ple have gone crazy over the testing
issue.”

. The CDC conference came as a
number of events — jnciuding the

spokuman Don Ber-

death of pianist Liberace — have
conspired to push the 8yearold

AIDS epidemic to the forefront of

national consciousness. Tliere is al-
30 increased awarepness of the
threat the AIDS epidemic poses to.

‘hetérosexuals.

Despite the brouhaha, Dr.
James Curran, director of the CDC’s
AIDS Activities Office, cautioned

" that the gap between proposing ok

iclumdpumnsthzmmwai:ﬁon-
bas often been vast and insur-

mountabie, .
The conference's recommenda-

tions, jssued yesterday, contained a -

new resolve toward wider use of the

AIDS test, and further pro

posals
that might keep that resolve stalled

in the realm of ideas.
“These are ideas we have been

discusstng for two years,” says Cur-.
_ ran; “What will be crucial in the

coming ‘months ‘is whether zhey
continue to be just that — ideas.”

8o

8T

ig Issues, Blg Crowd at AIDS Tulks

Only ‘one’ issué ‘seemed settled K

.Vlrtuall every significant health

ofticial in the nation Opmman '

‘dntoryuDStesung.

CDC officials’ snggesﬂonl that

“the test might be required for peo-

ple applying for marriage licenses -
were widely criticized as too costly
and unlikely to do much to halt

. AIDS. CDC officials then denied ev-

er serjously considering such an op-'_

“That trial balloon'got blasted
totally out of the sky,” said Dr.Da-
vid Werdegar, San Frapcisco's di-
rector of public health: '

Conference workshops agreed
on a number of other key issues that
face a contentious future:

. W All people seeking treatment
at venereal disease clinics or drug
centers should be encouraged to be
tested as part of routine procedure.

B The test should be routinely
offered toall pregnant women seek-
ing prenatal care in clinics or at
obstetricians’ offices. Those in
high-risk groups. such as intrave- .
nous drug users, would be a special
focus.

B Women of child-bearing age
should be routinely tested at family
planning centers 50 that women in-

fected with the AIDS virus can be
advised on “options” they can take

to avoid bearing an AlDS-infected
chlld. ‘

- ll-‘sdsnlanthulthom-
¢lals should “be in the forefront” of
those demanding both strict guar-
antees of confidentiality of AIDS
test resuits and legisiation banning
discrimination against people infec-
ted with the virus.

@ Because AIDS testing has -

. been found to have a profound psy-

chological effect on people who are
infected. all the workshops agreed
that any attempt to encourage more

* widespread testing be accompanied
with extensive cCounseling pro-
grams.




Federal AIDS researchers.want
wider use of the antibody test. Test-
.ing, they argue, can allow them to
determine bow far the AIDS virus
has penetrated into - America.
".Hexalth officers also believe testing
will help them thnrt the sprud of
the disease, -, .. : .

Therecommandaﬂomdonot
have the force of policy. However,
they will be written into a report
that ultimately will be be used to

formulate national recommenda-

tions [or state and local health agen-
cies. These guidelines are expected
to be'influential in establishing pon-
¢y throughout the country. -
It'is on two key points — coun-
and tion to assure con-
 fidentiality and avoid discrimina-
tion —. that the monientum for
- wider antibody testing might stall.
Ircnically, the most significant im-
pediment  to the federal govern-
ment'’s desire for wider AIDS test-
ing may be the federal government
itself. '

For exarple, 2 aumber of local -
health. officials indicated they.

would not pursue aggressive testing
" unjess the counseling- component
was ifi place. However, counseling is
costly. and local and state health
agencies say that they will need fed-
. eral funds to pay for it.

CDC spokesmen concede that
. they do not have the funds to fi-
nance the counseling in either this

_ year's budget or the proposed CDC

budget fonhene:ttht;llynr.

. “Getting money s not an easy
process.” said Dr. Walt Dowdle, the
deputy CDC director in charge of

S T Tmm e tAs £ emmvno

 Most health authorities involv-

-ed with the fight against AIDS also

tion. The Justice Department ignor-

acknowledge that testing will not
become common until people do
not have to worry that they will lose
their jobs or insurance if they test -
positive for the AIDS virus. Howev-
er, legislation assuring AIDS test
confidentiality and banning dis-
crimination may also be polmcally
~"unfeasible. . -

. For enmple. CDC director Dr.
Jmu Mason said he would propose
such federal legisiation, but he ac-
knowledged he may not find sup-
port within the Reagan administra-

ed CDC opinions last year when it
issued a1 ruling ssying discrimina..
" tion against AIDS sufferers did not
violate the law. -

“We try t0 provide advice as to
what would best promote sound
public heaith policy, but we are not
:lawnys heeded,” Mason said yester-

Y.

On the state level, the move-
ment also goes against the stringent
safeguards of confidentiality that
public health officers support. A
aumber of legislatures, inciuding
California’s. are considering bills to
require AIDS testing and allow the

" release to public health agencies of

P pte A Tie 7 il e o i+ e s

names of those infected with the
virus,

" Perhaps the most explosive is-
sue involves the testing of women at
prenatal clinics.

“Nobody wants touse the word -
abortion, but that's what we're real-
ly talking about here,” said Dr. Shel-
don Landesman of the Downstate
Medical Center in Brookiyn. “We're
going to be telling women who are
infected that they should conﬂder

&1

" aborting their fetus. That has a lot

of sociat implications.”

The issue is particularly painful °
for family planning centers that al- |
ready are being criticized for in-
forming women of the option to .
abort for other reasons. As one doc-
tor active in family planning groups

" said, “This is one new problem we
don’t need.”

Meanwhile, gay groups re-
mained critical of AIDS testing
plans, saying the federal govern-
ment is not providing enough mon-
ey for research and treatment al-
though it is considering costlyw:de-

spread AIDS testing.

“This is another round of pub-
lic health punting.” said Michael

" Callen of the National Association-

of People With AIDS. “They throw
out a crazy idea like mandatory test-
ing and kick it around. While they

. debate the finer points of premari-

tal testing, we're on the roller coast-
er of suffering. We need more at-

-tention to basic issues of treatment

and research.”

_ Taken together, such complexi-
ties frequently have left AIDS poli-
¢y mired in indecision and inaction.
As the conference closed vesterday,
some experts warned that procrasti-
nation may no longer be tolerated
by a'society that appearstobeawak-
ening to the AIDS epidemic.

“We're going to see a huge on-
slaught of pressure to do wider test-
ing.” said Dennis Birmhail, associ-
ate director of the University of Cal-
ifornia at San Francisco Medical
Center. “If we think we can brush
away the issue of testing because we
don't think we can provide enough
counseling, we're living in a fool's
paradise ... There's a different
mood out there.”
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Homosexual rights groups and television crews
streamed into Atlanta last week to eavesdrop on a
meeting convened by the Federal Centers for Dis-
ease Control. What drew the crowds were sugges-
tions that the agency was preparing to advocate

.. mandatory testing for the AIDS virus, which homo-
sexual groups intensely oppose.

. Public health officials have almost no weapons
but the AIDS antibody test to combat the deadly dis-
ease, and the agency wanted to hear their views on
how the test might best be used. Despite disrup-
tions, the tension between the two groups gradually
ebbed: the health officials made clear they want
wider voluntary use of the test, but are almost
unanimously opposed to mandatory testing.

From the Atlanta meeting emerged a new pub-

_lic health strategy against AIDS, but one that re-

quires the Reagan Administration to reverse course
and provide the necessary legal framework. '
L Mandatory testing. With no cure or vaccine

© for AIDS, the only way to prevent spread of the

virus is to persuade people to change behavior. The
test for antibody to the AIDS virus has proved effec-
tive in screening blood donations. Why not make the
test mandatory at hospitals and V.D. clinics so that
carriers can be identified and encouraged not to
spread it? Because mandatory testing would
frighten away those who most need to be reached.

" Unless confidentiality and freedom from discrimi-

nation can be better assured, those who test positive
have reason to fear loss of housing, jobs and health
insurance. Hardly a single public health official at
the conference favored mandatory testing.

I Voluntary testing and counseling. Almaost all
the authorities favor encouraging more people to
take the test voluntarily, provided that it is purely
an adjunct to cg Counseling, both before
and after the test, is what seems most likely to

g2
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make people avoid high-risk behaviors. That’s the
rationale behind New York State's large new expan-
sion of voluntary counseting and testing.

O Broad-based testing. Is it worth encouraging
voluntary _ testing for everyone? Probably not;
screening the 37 million people adniitted to hospi-
tals each year would not be cost-effective. The 1.5
million Americans now estimated to carry the virus
are predominantly homosexuals and intravenous
drug addicts. Testing should be routinely offered,
and informed consent obtained; at V.D. clinics and
drug treatment centers. Many heaith officers now
consider it worthwhile to trace and offer counseling
to the sexual partners of those who test positive.

Wider counseling and tésting could save many
lives. But it has little chance of being fully effective
without firmer assurances of confidentiality and

. guarantees against discrimination. State laws that

provide such protections are not always enforced.
Instead of setting an example, the Justice Depart-
ment last June denied AIDS carriers the protection
of the law shielding the handicapped from discrimi-
nation. It ruled that a Federal employer could cite
fear of AIDS as a reason for dismissal. By repudiat-
ing that opinion, the Administration would help
create the framework for public health officials to
make most effective use of counseling and testing.

A vigorous public education program should be
the second part of its strategy. Third, equally im-
portant, drug addicts seeking detoxification need to
get treatment immediately and not after the wait of
months, even years, they now face in New York and
elsewhere. An Administration that pursued those
goals could be said to be taking the AIDS epidemic

seriously.



THE NEED FOR STRONGER NATIONAL LEADERSHIP

As the above summaries demoﬁstrate, the United States federal government, through various
agencies, has tried to meet the challenge suddenly posed by the AIDS epidemic, and, to a
considerable extent, has succeeded in assuming a leadership role.

Not ohly the CDC in iﬁ various functions, but also the Surgeon General, Dr. Koop, have been
highly visible as proponents of speedy, well-considered and effective prevention measures,

Nevertheless, on both the state and the local levels many medical experts and public officials
still consider the federal effort to be wholly inadequate. In particular, President Reagan is
increasingly being criticized as having abdicated the responsibilities of his high office by
failing to address the issue of AIDS in any adequate fashion. - It is widely felt that he,
personally, should have spoken out forcefully years ago, and that he should have taken the
initiative of establishing some sort of national AIDS commission. Such a commission was, in
fact, very emphatically proposed in the Report of the National Academy of Sciences of
October, 1986 (see above). In addition, there has been, for quite some time, a move in the
United States Congress to establish such a commission. However, so far, there has been little
encouragement from the White House. Today, perhaps the most prominent proponent of a
U.S. National AIDS Commission is the Republican Senator from California, Pete Wilson, who
is increasingly gaining support from his congressional colleagues.

The growing congressional pressure, in turn, now seems to be prompting the President to
preempt this proposal by establishing a panel, commission or advisory group of his own, which
would not be quite as independent as that envisioned by Congress.

The United States Senate, for example, would like to see a commission composed of members
from religious, business (for example, the insurance and pharmaceutical industries), labor,
public health and scientific groups, especially those from the National Academy of Sciences,
which wrote the above-mentioned report.

No firm decision on any of these issues has been reached at this time. However, there is little
doubt that, in one form or another, a U.S. National AIDS Commission will have to be
established in order to better coordinate existing programs, to further strengthen federal
leadership, and to keep the issue of AIDS removed as far as possxble from partisan politics.

At the present time the whole.problem is still being debated. As the outcome is uncertain, it
is not possible here to provide some definite documentation. Instead, the.following pages
reproduce some newspaper reports. It is quite certain, however, that the proposal of a national
commission is of the utmost importance. Indeed, the further success of the already existing
federal programs may ultimately depend on how this very question is resolved.
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Wllson Seeks Panel for AIDS Pollcy

NP7
. By Larry Liebert

" Chronicle Washington Burean Chisf -
"Washington
Senator Pete Wilson called

yesterday for a “medical war
cabinet” to marshal forces
against the AIDS epidemic.

Wilson, a California Republi-
can, led a bipartisan group of sena-
tors introducing legislation to cre-
ate a national advisory panel on

“There 'is a {ragmented re-
sponse to the AIDS crisis,” Wilson
said. He proposed a prestigious pan-
el of experts that would receive
$3 million a year in federal funds
for five years to set national policy
in combating the fatal disease.

The senator said that the-panel;

'whm:wbumnemupbymem

tute of Medicine at the National
Academy of Science, would end
“unnecessary and wasteful duplica-
tive effort” while encouraging the
adoption of the most promising re-

search and u-uu:nent.

In 2 slgnlﬂcant provlsion likely

to be welcomed by gay leaders, Wil- .

son’s bill would study “potentiai vio-

lations of the civil rlghts of individ--

uals having acquired immune defi-

ble violations of .rights of privacy
and confidentiallty.” :

Wilson said that contacts with
the Reagan administration made

"him “optimistic” that the president
* would support the measure. -

Wilson's co-sponsors in the Sen-

g%

ate lnclude Republleans A_lfonse

"D'Amato of New York,  Lowell

Weicker of Connecticut and David

‘Durenberger of Minnesota and~

Democrats. Alan Cranston of Cali-
fornia, Daniel Patrick Moynihan of

" New York, Lloyd Bentsen of Texas
.and Frank Lautenberg of New Jer-

sey.

San Franciscos szor Dianne
Feinstem also has worked with Wil-

. 80n on the new legistation.
ciency syndrome, including possi- - '

. ¢ The bill for a2 national AIDS
task force refiected the increasing
sense of urgency in Congress with
reports that AIDS is spreading to-
the general population and is no
longer confined to those who are
exposed to the virus through homo-
sexual acts, intravenous drug use or
tainted blood transfusions.
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Senate Seeks

Presidential

By Randy Shilts

The U.S. Senate has voted
unanimously .to ask. President
Reagan to establish a 14-mem-
lAmi) presidential commission on

IDS. :

- The te_olutionwuauthoredby
minority leader Senator Robert
. Dole, R-Kan., and was co-sponsored
by a bipartisan group of 41 senators
‘from every part of the political
spectrum. ,

Although it gained little atten: -
tion when it was adopted as a non-

binding “sense of the Senate"” reso-
lution last Friday, it was welcomed
yesterday by AIDS researchers as a
“huge step forward.” -

“Such a commission can write
the nation's war plan for the AIDS

epidemic,” said Dr. Marcus Conant, -

chairman of the California Depart-
ment of Health Services AIDS Task
Force. “It’s the kind of thing that
should have been done five years
ago, but thank God it looks like it
might be happening now.”

The White House press office

_ passing legislation.

Panel on AIDS |
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_ had no comment on the resolution -

yesterday, saying, “Nobody here
knows anything about it."”

The idea of a presidential com-
mission on AIDS was proposed sev-

eral years ago, but gained momen- .

tum on Capitol Hill last year after
the National Academy of Sclences
released a scathing report criticiz-

ing the Reagan administration’s

handling of the AIDS epidemic.

Saying that the federal re-
sponse has been slow, inadequate
and poorly coordinated, the acade-
. my proposed a presidential commis-
sion of experts to forge a coordinat-
ed. national policy against the epi:
demic.

In recent months. Repubtlican
Senators Pete Wilson of California
and Ted Stevens of Alaska have pro-
posed legislation calling for such a
commission.

A Dole aide said last night that

the senator proposed the resolution
so the Senate could “expedite” the
message to President Reagan with-

out going through the formalities of

Dole will send a personal mes-
sage to Reagan today, the aide said,

asking the president to move quick- |

ly to establish the commission. A '
resolution similar to the one pased

_ bytheSenatewlllloonbeproposed

in the House. . - - ,
' Yeoterday in San mncilco

1" Wilson said: “The commission will :
- bea driving force to get responsibil- :

ity fixed lorthkepldemlc. "J
Wilson proposed such a com-

' mission to President Reagan a year*

ago, but the White House rejected
his suggestion. , i

_The Senate resolution calls on '
Reagan to appoint the commission
by July 10. Commission members

. would include ‘leaders from reli-

gious, business, labor, public health

and scientific groups. The bill also
specifies the inclusion of represen- .
tatives from the National Academy
of Sciences and the insursrice and

.pharmaceutical industries.

The commission, as proposed
by the Senate, would be mandated
to study every aspect of public poli-
cy Involving AIDS, including AIDS
prevention education, how AIDS
care should be financed and safe-
guards to protect AIDS patients'
confidentiality and civil rights.

The commission also would be °
empowered to study coordination -
of federal scientific research and
how to strengthen international ef-
forts to fight the AIDS epidemic
worldwide.

Under the Senate resolution,
the stated federal policy goal would
be to “make a major commitment of
resources consistent with the rec-
ommendation of the National Acad-
emy of Sciences.” The academy has
called for the federal government

to spend $2 billion a year on AIDS .
research and prevention programs. .

*] think this represented a
growing awareness by our elected
representatives that we have a
growing problem that needs a firm
national policy,” said Dr. Mervyn
Silverman, president of the Ameri-
can Foundation for AIDS Research.

12)

The vote comes at a time that

- AIDS is becoming increasingly visi- -
‘ble as a national issue, with both
liberal and conservative politicians
_ “staking out their positions. -

After years of virtualsilence on’

. the AIDS epidemic, President Rea--
gan has begun discussing the prob-

iem in recent weeks. Vice President

George Bush last week endorsed
mandatory AIDS testing for all peo- .

ple seeking marriage licenses.

L

The Senate resolution drew an

unusual array of ¢co-sponsors, rang-
"ing from conservatives such as Re- .

publican Senators Strom Thurmond
of South Carolina, Orrin Hatch of ;
‘Utah and Warren Rudman of New
Hampshire to such liberal senators
as Democrats Edward Kennedy of
Massachusetts and Alan Cranston of
Californla

Also cosponsoring the bill
were possible Democratic.presiden- .
tial contender Bill Bradiey of New '
Jersey and announced candidate
Joseph Biden of Delaware. Dole is
expected to be a candidate for the
Republican presidential nomina- .
tion. Wilson is up for re-election to
the Senate next year. :

“The strong bipartisan support
is indicative of the interest and de:
termination of Congress to provide
direction in the fight against AIDS,”

-. said Dole when he introduced the
" measure. .

Other observers viewed the bi-
partisan support as reflecting grow-
ing public concern over the epldem
ic nationally.

In a speech in San Francisco -
last week, White House polister
Richard Wirthlin said that when he
uked six months ago what was the

nt probiem facing the
United tates, not one person in
2,000 mentioned AIDS.

But in a more recent survey,
completed earlier this month, seven
out of every 100 people cited AIDS
as the No. 1 problem.



'Re;éan Weighs

" A Special Panel |
On AIDS Crisisu"

Stall Congress Moves

" BySTEVENV.ROBERTS ~ | .
7 pwciatmThaNew Yerk Times J

month, when he toid a meeting of
clans in Phﬂadelﬂl.ia that abtt:.lz:;

from sexual relations was the best way

to prevent the disease.

owever, White House officials say|

the rising public alarm over AIDS is
now forcing Mr. Reagan and his advis-
ers to focus more attention on the mat-
ter. "The President is very much con-
cemed — he wants to do something,”’
said Gary L. Bauer, one of Mr. Rea-
gan's advisers on domestic policy.
Contern Over Growing Data
" 'In addition, the Administration
wants to establish a panel (o head off
similar proposals being floated -on
Capitol HIll. “We wouldn’t want Con-
gress to set the terms for a Presiden-
ual commisgion,’ Mr. Bauer said.
Another {actor motivating the White

House is the research data being devel-| -

oped by scientists of the Federai Cen-
ters for Disease (o

Control and other

Baver called reports ‘nightmar-
ish,” m&mm :gnrd:en ox:
pected virus to develop new
strains that would be easier to transmit
and harder to cure. **Getting these re-
and not doing anything would be

** he said.

Al attacks the body's immune
system, making the victim suspectible
t0o  many ufe-mmlanmi maladies.
About 19,000 deaths have caused

by thedisease in the United States.

. The disease can be transmitted
through intimate sexual contact,
. through exchange -of such y
fluids as blood or by sharing hyperder-
mic needles. Thers are now

" Effect on Public Policy Issues

The thinking behind the ol a
Presidential commission is that AIDS
is likely to have an inc la

policy questions and the President
should have the advice of “people from
all wilks of life who are
Mr. Bauer said. No

3
:
s
]

tives in the White House would favor
mandatory testing at certain points in
a person’s life, for instance, when the
person applies for a marriage license,
But this is a highly sensitive issue,
with many implications for individual
clvil rights and personal privacy, and it
is not clear that Mr. Reagan will go

Mr. Reagan, with the advice of the
commiasion, would have a responsibil-
ity to make a recommendation on such
a critical matter. *'What the President
says about these things is as important
as aoy bill,"”” ‘Mr. Bauer argued. ‘‘Wash-

pondering (-

ington does have a role in \rying to di-
rect thinking in this area.”

N Zov K Timmes
¥e

AIDS as 8 Campaign Issue
AIDS has already become an impor-

tant issue in cAmMDPA |
| many political lgnsi

and has generated a spreading det .
in the capital. One key question is howi
campaigns to educate the public about
the AIDS threat should be handled.
Conservatives like Mr. Reagan have
maintained that education about the
disease cannot be {

rriage.

*“1 think that young people expect 10
hear from adults ideas of what is right
wrong,” the President told report-
ers earlier this month. -

Hill see the AIDS crisis as &
to publicly financed sex
. aducation, y conservatives see it as
& chance to promote their belief in
value-based instruction. “A lot of
das are ting wrapped up in this
situation,” he said,

A L6, 1947
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V. AIDS PREVENTION AT THE LOCAL LEVEL
Two Cities Compared

Tmportant as the various federal AIDS prevention efforts are, the actual battles are fought at
the state and local levels. Especially the city governments first had to rely on themselves in
fighting the epidemic, and some cities were clearly better prepared to do so than others.
Moreover, in the United States cities vary greatly in the ethnic and economic mix of their
inhabitants, . It is not surprising, therefore, that different cities experienced the onslaught of
“the epidemic at different times and in different degrees of intensity. Consequently, they had
to develop their own approaches, and again, some city governments responded faster than
others.

A’sA is well known, the American cities that were hit first and hardest were New York and San
Francisco. Each of these two cities developed its own response at its own speed, and their
prevention programs differ to this day in several significant ways.

It may be useful to insert here a brief discussion of these differences since they illustrate
various problems likely to reoccur elsewhere. As a matter of fact, a study of these dxfferences
may be useful even to some European municipal governments.

In April, 1986, two San Francisco researchers, Peter S. Arno, and Robert D. Hnghes wrote a

‘paper on this very subject titled: memumwm_
Exancisco.

In this paper, the authors documented and examined the different responses of New York and
San Francsico with regard to genera! financial expenditures, allocation of funds, services
available, and length of hospital stays. As the exact calculations of these figures are rather
complex, only a few the major findings can be mentioned here:

s In New York City, AIDS patients were hospitalized on the average about 25 days corﬁparea:l=
to about 11 days in San Francisco. As a result, the average hospital cost was more than
twice in New York (over $20,000) what it was in San Francisco (under $10,000).

® San Francisco also had, at an earlier time, a much more comprehensive and coordinated
system of services for its AIDS patients and major risk groups. In New York, it was
_mainly one publicly supported volunteer group, the Gay Men's Health Crisis, which had to
- provide the bulk of community service programs. In contrast, San Francisco had several
such organizations, of which the most important were the San Francisco AIDS Foundation,
the Shanti Project, and Hospice of San Francisco. It was largely due to these organizations
that San Francisco was able not only to serve its patients and high risk communities better, '

but also to keep the costs down at the same time. .

. @ There was also a difference of philosophy in the New York and San Francisco Health
Departments, New York did not want to combine all of its programs into one powerful
coordinated effort or develop them in any agressive fashion. Rather it took a "wait and
see” attitude, trying to step in only where and when other initiatives failed.

s In contrast, San Francisco coordinated its efforts early on and also made considerable
funding available. An important factor in this decision was the a relatively well-organized
and politically powerful "gay community” which had no truly equivalent counterpart in
New York. Indeed, well before the arrival of AIDS the San Francisco Department of
Public Health maintained a special Office of Lesbian and Gay Health which now had no
trouble reaching the ears of the clty administration. Furthermore, the San Francisco Bay
Area had a well-recognized "gay” medical association called Bay Area Physicians for
Human Rights (BAPHR) with over 200 members. Finally, one of the eleven city
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supervisors, Harry Britt, had been elected as an openly gay candidate. As a result of these
" and other factors, San Francisco was able to develop its response to AlIDS more quickly,
more effi cnently and more oomprehenslvely than any other city in the world.

= It is also worth noting that San Francisco’s mass media (two daily newpapers and five

_ " major television stations) reacted much more quickly and appropriately to the threat than

. the New York Times or the New York television stations. As a consequence, the general

- population in San Francisco showed fewer reactions of public hysteria than that in New
York and also was more supportive of the policies pursued by its Health Department.

It is very nmportant to keep these local differences in mind when studymg the reports on the

AIDS prevenuon efforts in New York and San Francisco. Exact comparisons are not possible,

as one is really comparing "apples and oranges”. This does not mean that valuable lessons
cannot be learned from the example of either city. However, on balance, the programs in San
Francisco provide better models for other cities which want to avoid costly mistakes,
unnecessary duplication and public controversy.

[The paper by Arno and Hughes discusses -these‘ and other factors in detail. The full text can
be obtained from Peter S. Arno, Ph.D., Institut¢ for Health Policy Studies, School of Medicine,
University of California, San Francisco, 1326 Third Avenue, San Francisco CA 94143.)
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VIl. AIDS PREVENTION IN NEW YORK

In order to describe AIDS prevention in any American city, it is useful to consider at least
three elements: (1) the response of the State health agencies, (2) the response of the municipal
health agencies, and (3) the example of community-based volunteer organijzations.

1. THE STATE OF NEW YORK

The State of New York has coordinated its response to AIDS in a new office called "AIDS
Institute". A personal visit to this office introduced the author to a young, dynamic and
‘apparently very capable staff. In personal conversation this staff reported a‘very ambitious
. and sufficiently funded program on the order of about $16 million for the coming fiscal year.
The plans include "alternate” testing and counseling sites all over the state, professional and
public education, cooperation with other agencies and organizations, etc.. However, even upon
repeated requests, the AIDS Institute of the State of New York proved either unwilling or
unable to provide even a single scrap of paper that would have documented its. information.
Current budget figures were declared to be confidential and even mere proposals did not seem
to be available. One explanation offered for this curious deficiency was the newness of the
program combined with its alledged sudden and enormous expansion. The author, being
impressed by the personalities of his interview partners, tends to. take these assertions at their
face value. However, he cannot help but notice the enormous contrast to the State of
California, for example, where all such information is readily at hand in every state office.
The author further noted some verbal criticism of the AIDS Institute on the part of the Gay
Men's Health Crisis (see below).

In sum, what appears to be either an. unnecessary secretiveness or lack of organization may
simply be the unavoidable side-effect of the belated and hasty funding of New York State
AIDS prevention programs. Even so, as this experience indicates, there may be some
continued lack of communication and cooperation between the -various groups fighting AIDS in
New York

2. THE NEW YORK CITY DEPARTMENT OF HEALTH R
In contrast to the state, the City of New York finds it much easier to document its activities in
the area of AIDS prevention. The City Department of Health not only regularly publishes. its
AIDS Syrveillanice Update but has also produced a handy reference manual AIDS -- A
Resource Guide for New York City. This guide, which lists a great number of communiry
resources, is attached in full to the present report. The various resources listed convey a
detailed picture of New York City public and private services and thus also demonstrate the
complexity of the problem. -

However, the author sgain did not succeed in obtaining a detailed general plan or even
approximate budget figures. This confirmed his impression that for some unknown
bureaucratic reason the New York state and city administrations are not as forthcommg with
financial information as other cities, especizlly San Francisco.

The New York City Department of Health has also published some useful and readily available

guidelines under the title HIV _Counseling and Testing Policy. March 1987. These guidelines
reflect the general American consensus that "HIV-antibody testing should not be used for

general screening or as a precondition for employment, admission to healthcare facilities, or
" admission to school." The guidelines also insist on the availability of pre- and post-test
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counselmg Because of their concise and informative nature these guidelines are also attached
in full to the present report _

The followxng pages, by way of a simple overview, summarize briefly the current AIDS
prevention efforts of the New York City Department of Health:
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NEW YORK CITY DEPARTMENT OF HEALTH

ATIDS EDUCATION

The Department of Health translates epidemiologic information about AIDS into
meaningful preventive information for .the at-risk populations, as well as for -
heaith and social service professionals and the community at-large. As more
‘cages of AIDS are diagnosed, public awareness and education on this issue be-

come more and more important. A brief summary of current educational activi-
ties follows.

'AIDS HOTLINE: '1-718—485-8111'

- =9AM to 9PM, Monday to Saturday
~Anonymous and confidential telephone information services on all aspects
of AIDS

. =Calls from people at-risk for AIDS, persons with AIDS, the worried well,

- health and social service ‘professionals, and the general public
-Over 1000 calls per week since August 1985 ' '
~Counseling offered to callers who are considering the HIV antibody test
-Person~to-person counseling and group educational workshops for people
concerned about antibody test results

COMMUNITY PRESENTATIONS

-Programs. designed to empower the audience with materials and information
about AIDS ' '

-Over 15 requests for education sessions received per week
-0Over 1500 people reached per month
-Phone 212/566-8290 to request programs

SPECIALIZED TRAINING PROGRAMS -

-Developed for various professional groups to aid participants in incor-
porating information into work responsibilities
=Using innovative educational techniques, including role-playing, demonstra-
tions, videos, etc.
- . =Groups .trained include Board of Education personnel, health care and

social service workers, drug treatment professionals, probation and cor=-
rections officers

=Phone 212/566-8290 to request programs
COMMUNITY-BASED PROGRAMS

-Public Health Educators posted in local areas with the highest incidence
of I.V. drug use

. =Promote AIDS awareness and prevention

-Assisted by outreach workers (funded by CDC) who specialize in teaching
risk-reduction techniques to individuals and family members

(over)
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AIDS FORUM

-Monthly meetings since early 1982
~Information exchange among city officials, representatives of
-voluntary organizations and others concerned about AIDS
~Helps maintain an effective dialogue, raises concerns and recommends
~ action
-Phone 212/566-7103 for schedule

AIDS MDNTHLY CLINTCAL INVESTIGATORS MEETING

=For health professionals-

«Last Wednesday of each month at 12:00 noon, 125 Worth Street. Second
Floor Conference Room-

-Forum to disseminate to the medical community accurate and current infor—
mation about clinical research and disease surveillance

-Continuing Medical Education credits available for physicians and physi-
cians assistants

EDUCATIONAL MATERIALS

-Brochures, flyers, and wallet cards in English and Spanish available in
single copies or in bulk to community agencies ‘ '
-~"AIDS: A Resource Guide for New York City"

-"A Special Report on AIDS," prepared for New York City ‘schools

-"AIDS Education & Training Resources Catalogue”

~Other materials in production-

-To order, phone 212/566-7103

SPECIAL PROJECTS

In addition to the activities listed above, the Depaftmenc of Health has devel-

oped other innovative techniques co communicate information about AIDS. These
include: :

-Supporting the Gay Men's Health Crisis in its outreach and education
efforts, especially to gay men

-Supporting ADAPT (Association for Drﬁg Abuse Prevention and Treatment) in
its outreach to those at-risk through I.V. drug use

-Develcping videotapes and -educational literature for special audiences

The Department of Health works with many city-wide and local organizations to-
develop AIDS prevention programs. Providing technical assistance in understand-
ing the epidemiologic information, as well as designing effective educational
programs, is a major focus of the Departmenc's work.

For more 1nforma:ion about AIDS, or to find out how to reach other city services,
phone:

AIDS HOTLINE
1-718-485-8111
Monday to Saturday
9:00 AM to 9:00 PM
All calls confidential

11/86
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3. THE GAY MEN’'S HEALTH CRISIS

New York City has one large community volunteer organization fighting AIDS which was
founded in August, 1981, under the name Gay Men’s Health Crisis (GMHC). As the name
_indicates, it is the result of an initiative taken by various gay men who had become concerned
about AIDS and the lack of an adequate municipal, state and federal response. In its initial
phase of development the organization underwent considerable strain as it tried to find its way
between antagonism and accommodation vis a vis various officials and politicians. In spite of
its enormous difficulties, however, the GMHC was able to take a leading role in educating
health professionals, the general public, and populations at high risk in providing extensive
patient support services and raising funds for research. Today the staff is joined by over 1500
volunteers who provide various services to AIDS patients, their families and the community at
. large.

From the beginning to this date, GMﬁC had focused on three main areas of activity: (A)
education, (B) clinical services, and (C) research.

A. EDUCATION

Public education about AIDS has been and is the most important task undertaken by the
GMHLC. . It conducts public forums, symposia for community groups and seminars for health

professionals. Its staff, clients and volunteers also make themselves available to the press,
radio and television.

GMHC also maintains a telephone hotline answering more than 6000 calls monthiy. Flnally,
and very importantly, GMHC trains its own volunteers. For this purpose, it has developed a
GMHC volunteer manual which serves as a resource for those who have been trained. Since
this manual is highly instructive, it is also attached in full to the presént report.

B. CLINICAL SERVICES

GMHC volunteers work under the supervision of professional staff members and deliver a
large variety of services to persons with AIDS and AIDS related complex (ARC), their lovers,
family and friends. These services are offered free of charge in an atmosphere of carmg and
absolute confidentiality. The spectrum of services provided by GMHC is hsted in a Client
Services Directory, which is attached to this report.

C. RESEARCH

In the beginning, GMHC occasionally directed funded medical research on AIDS. Today it
mamly plays the role of advocate, urgms greater research efforts on all levels of government
and in the private. This advocacy role is extremely important, especially since it combines
. with considerable hard-earned expertise in caring for a variety of clients. Its name
notwithstanding, GMHC has broadened its mandate and is now trying to serve the entire
community, male and female, healthy and sick, rich and poor, gay and straight, and from all
ethnic and racial backgrounds.

“ Illustrating the financial support of GMHC and the present organizational structure of its

education department, the.following pages reproduce an organizational flow chart of its
education department and a budget summary for the current fiscal year:
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GMHC KRUDGET
EXPENDITURES
7/1/86 - 6/30/87
FUNDING SOURCE

ADMINISTRATION
EDUCATION |
CLINICAL SERVICES
FINANCIAL SERVICES
LEGAL SERVICES
PUBLIC INFORMAT 10N
DEVELOPMENT
VOLUNTEER OFFICE

TOTAL

TOTAL

684323. 56
1000727. 05
603031, 00
241708.7}

97240, 02

74732, 50
636419, 00
124796, 32

(3462978 14 )

#INCLUDES 60,000 RESTICTED DONATION

AIDS
INSTITUTE

€3383.79
95810. 2w
419302, 3@

0000, o0

96497, 71
765000, 0@

" NYSDOH

180020, 0@

180000, e

NYCDOMH

100009, 00

<

100000, 00

NYCHR#R

176473, 05

176473, @5

coc

23996¢. 83

23992 85

GMHL

6c@335. 77
3847354, &
183728. 7v
6% 35. &F
Tetd, B
74732, ¢
E364173. ¢
28c38. 61

ZORLIS4Az. 4




VIL.'AIDS PREVENTION IN SAN FRANCISCO

As in thé case of New York, the following will consider three aspects of the local response: (1)
the State health agencies, (2) the city health department, and (3) community-based volunteer
organizations.

1. THE STATE OF CALIFORNIA

The state of California contains two cities which were early on severely affected by the AIDS
epidemic: San Francisco and Los Angeles. While Los Angeles experienced enormous
difficulties organizing a systematic prevention effort, San Francisco soon took the lead and
established its programs which by now have been recognized as models throughout the world.
The clty did tlus without much initial help from the State.

In the meantime, however, the epidemic is beginning to spread throughout the state, reaching
even distant rural counties. Under the circumstances, pressure is growing on the California
State Assembly and Senate as well as on the Governor to prepare the state as a whole for the
expected public health cnsns

At the present time there is a considerable number of proposals pending in the legislature, of
which the most important is a comprehensive AIDS bill sponsored by the San Francisco
Assemblyman Art Agnos. This bill would establish a California State AIDS Commission, it
would strongly encourage AIDS education in schools and, most importantly, would try to
prevent any discrimination because of ALDS or positive HIV-antibody test results.

The State of California is already maintaining a statewide system of so-called alternatwe test
_sites where citizens can be tested anonymously and free of charge. :

One yesr ago the political extremist, Lyndon LaRouche succéeded in putting a statewide
initiative on the ballot which would have required the State to deal with AIDS as with the
"classical” infectious diseases, possibly leading to mandatory testing of certain population
- groups and to the isolation (quarantine) of others. This ballot initiative was vigorously opposed
by the California Medical Association, the majority of politicians, virtually all public health
officials and the California Catholic bishops, among others. As a result of this opposition and
an accompanying vast public education campaign, LaRouche’s initiative was soundly defeated
on November 4, 1986, by more than 2/3 of the California voters.

The State Assembly and Senate also twice passed legnslatxon mtended to protect AIDS victims
against. discrimination by employers, landlords and insurance companies. This legislation was
twice vetoed by the Governor who declared it superfluous, However, in the meantime, too
many cases of discrimination have come to light for this position' to remain credible.
Therefore, the comprehen‘sive bill proposed by Assemblyman Agnos may now have a very

- good chance of passmg . -

" In this context it is lughly significant that the U.S. Surgeon General Dr. C. Everett Koop,
made a personsl appearance before the California State Legisiature supporting Agnos’ bill. It
is widely hoped that California’s example will be followed by other states, and that this in turn
will prompt the federal government to adopt the same stance.

The current total of State expendltures on fighting AIDS could not be obtamed in time for the
competion of this report. )

The following pages first show a map illustrating the spread of AIDS in California and then
document the present leg:slauve maneuvering.
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= | K =~ |~ | The spread
of AIDS in
Galifornia

.| Counties most affected
Rates above 16 per 100,000

[] Counties moderately affected
Rates above 6 per 100,000

] counties least atfected
Rates below 6 per 100,000

San Bernardino

County Number of cases

Actual Rate %
Through 1986 100,
San Francisco 2,471 333
Los Angeles . 2,430 29.7
San Diego 358 16.5
Alameda 283 257
Orange 245 11.4
Santa Clara : 133 94 County :"t"‘b'" ;’: f“”
San Mateo 109 176 ctua ate per
Riverside 107 12.7  Through 1986 100,000
Sonoma 103 30.3 4
Contra Costa 92 12.7 ;3?‘: 3 :g
Sacramento 72 79  mperial 3 27
Marin 63 21.7  Merced 3 1.8
San Bernardino 49 44  placer 3 2.1
Santa Barbara 39 115 giskiyou 3 7.0
Monterey 31 93  volo 2 1.8
Ventura 25 4.1 Gienn =3 4.3
O19800 ... 24 41 Humboldt/Del NOMe ....cccesuussmssrrene 1 0.7
San Joaquin 18 42 o 1 54
Santa Cruz 18 8.2 King 1 1.1
Solano A 80  Madera 1 1.2
Ker ... 1 28 Pumas 1 5.1
Mendocino 13 174 sanBenito 1 a2
San Luis Obispo 13 8.7  Sutter } 1 18
Napa 11 10.5 Trinity 1 7.3
EI.Dorado ........ ; 8.5 Tulare ; i 0.3
o 3 30 Totais a7 255
pbei o 3 12 source: California Department of Health Services

gguTntilum\:nh zero cases: Alpine, Amador, Calaveras, Colusa, Lassen, Mariposa, Modoc, Mono, Nevada, Sierra,Teha-
Juoiumne.
g7
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U.S. Surgeon General C. Everett I(obp, right,wlth Assemblyman Art Agnos in Sacr“to

Top doctor’s ADS talk in Legislature |

By Steven A. Capps vl ¢
EXAMINER SACRAMENTO BUREAU  * §7

SACRAMENTO — Describing
himself as a “grim courier,"” U.S.
Surgeon General C. Everett Koop
told a joint session of the Legisla-
ture that until a vaceine or cureis
found for AIDS, sex education is
the only way to fight the spread
of the killer disease.

“If we adults know something
that could save the life of a child,
then children have a right to that
information,” he said in a speech
to the Senate and Assembly on
Thursday. “And we have an obli-
gation to tell them.

“If it makes us uncomfortable,
if it isawkward to do, if it appears
to conflict with other informa-
tion we might have, those are
problems that we have to resolve
in a way that enables us to never-
theless tell our children what
they need to know and have a
right to know,” Koop said.

Not everyone agreed with his
call for education, including Sen.

John Doolittle, R-Citrus Heights, -

who has fought sex-education
proposals. He wants mandatory
blood tests for suspected carriers

of the acquired immune deficien-
cy syndrome virus.

“Young people have been ed-
ucated already about sex and the

" dangers of syphilis and so on, and

that hasn't changed their con-
duct,” Doolittle said. “In fact,
we've seen more cases of syphilis
and other sexumally transmitted
diseases. So what basis do we
have to believe that educating
about AIDS is going to change
their conduct?”

Koop and Dr. David Baltimore,
a Nobel Prize-winning scientist
and leading researcher on AIDS,
were invited to speak to the Leg-
islature by Assemblyman Art Ag-
nos, D-San Francisco, one of the
Legislature's experts on the sub-
ject.

Baltimore said, “There is no
question that universal monoga-
my and drug avoidance would
prevent AIDS's spread, and both
goals are eminently worthy. But
the reality is otherwise and must
be admitted.

“We have to institute pro-
grams that will provide sterile
needles to intravenous drug us-
ers,” he said. “We must provide
easy access to condoms and en-
courage their use. Condom dis-
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pensers belong in every rest-
room, both men and women.
Most important, we must use our'
schools to educate students on.
how to protect themselves." ]

Agnos took the occasion to un--
veil the details of his bill, AB87,
which would establish a state-lev-
el AIDS commission to deal with
issues related to the disease, The
measure also would require stu-
dents to take a class about AIDS
in order to graduate from high
school, he said.

In addressing the Legislature,
Koop said he had delivered the
same message many times in the
past few months “but it doesn’t
get any easier."”
~ “It's essentjally a grim mes-
sage and I guess I'm something of
a grim courier,” he said.

Koop acknowledged that his
report on AIDS published last Oc-
tober created a furor because it
recommended that AIDS educa-
tion be conducted in “early el-
ementary school.”

“Some people were unduly
alarmed by that phrase — ‘early
elementary school.’ Would that
include kindergarten? I'm afraid
$0," he said.
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_ Moving Againsf.
‘The AIDS Threat

- US. SURGEON GENERAL C. Everett

Koop is both forthright scientist and sensitive
. human being. Confronted with the intractable
- disease that is AIDS, Koop's first duty has been |
scourge with the medical |

‘knowledge available. But he also recognizes .
. that he is dealing with anguished people — not *

to try to stem this

just stained slides and disease graphs and a

necrology that grows with appalling swiftness.

So we listen when he urges an education

- campaign throughout the country, particularly
:  intheschools. And we take it seriousty when he
. says that in the fight against AIDS this country

must take particular care to preserve “funda-

. mental values of personal freedom. mutunl as-

sistance and nattonal unity.”
In addressing a special joint session of the

by
mmummumt :

the nation,” and
addedhc "douglmd it it was enact-

*.ed. So would we,

THE MEASURE was written in coopera-
tion with Koop and the National Academy of
Sciences and would, among other things, estab-
lish a 21-member state commissioni to monitor

the AIDS epidemic and encourage the bestand '

most appropriate response possible. It would
also encourage education and accord proper

protection to those suffering from the disease.

We trust these legislators will take the sur-
geon general's words to heart apd pass the
Agnos legislation (AB87) with due alacrity.

~ state Legislature, Koop took pains to the

t
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By Larry Liebert ;.,
Chronicle Washington Bureas Chief ;
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' C. Everett Koop looks every

bt the hard-line moralist, with
-his stern goatee and the mili- *
.4.tary uniform that comes with -

.Ahis job as surgeon general ol the :

"United States., 3

s ‘When ‘the pedlat.rlc surgeon
from Philadelphia was chosen by

'mPresident Reagan in 1981, hisrecord

>70f public campaigning to ban abor- |

.~ tions and his allegiance to tradition-
al “family values” made him a fa-
vorite of Moral Majority-style con-
servatlvu.

. The 7o-year-old I{oop says his
“‘views have not changed, but the ﬁ
ok Amsm—mdhispmmmc.fnr
'trom moralistic reaction to it — -
‘hve turned his image topsy-turvy.

e Ma.ny of his old conservative -
Iriends want Koop’s scalp for urg- .

.'1ng AIDS education in the schools
+sand condom advertising on televi- -
-sion. Gays and liberals consider him .
a national hero for opposing manda-

“*“tory AIDS tests and speaking out
against discrimination toward AIDS
carriers.

Obviously enjoying the difficul-
ty people are having in pigeon-hol-
ing his brand of public health, Koop
recently told an interviewer, “I take
that as sort of a compument, I
guess.”

Koop's unique role will be illus-
trated dramatically tomorrow,
when he addresses a joint session of

““the California Legislature in Sacra-
“*mento.

His speech will be nonpartisan,
-hut his hosts will be the Legisla.

“ture's liberal Democratic leaders.
“"They are unabashedly hoping to
~reapitalize on Koop's prestige in
«their effort to pressure Republican
~4Governor Deukmejian. They want
=the governor to spend more than
Tthe $21.4 million he has proposed
“'for the year ahead to fight AIDS and
~to sign legislation he had previously

vetoed that would ban discrimina-
., tion against AIDS victims.

uh

Koop is untroubled by such ma-

~
v

,.‘.
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M AID!

‘mmcmm :
-IAIDSeducufionum!ycs i
‘| elementary school “sothat -~
children can grow up knowing .
. the behavior to aveid to protect’
themselves.”” - - . -
B An end o the netwarks’ ,
self-imposed ban on condom
ads because “the threat of AIDS
is so great, ﬂoverwhelmofher
considerations.”

B No mandatory testing for
exposure to the A|DS virus and
no quarantines “‘because AIDS
is not spread by casual contact.”
No tattoos of those who are .. -
infected, as some conservatives
have suggested. ""'AIDS should
not be used as an excuse to
discriminate against any group
orindividval.”

neuvering.

“The public health issues be-
come more important to him than
anything else,” said one of Koop's
top advisers. “He’s not interested in
the local politics. Heis a man witha
mission.”

Jim Brown, Koop's aide, said
Koop's seemingly liberal stand on
AIDS, embodied in a report he is-
sued last October, stems simply
from his strong sense of duty.

“He is the surgeon general of
everyone in this country,” Brown

100
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~ come adults and get their

‘*I-"‘-
-s-! -

ged |mage |

sa,rd “He ,has a lotol old tashioned |
yalues “—*abstinence until you're |
married and a faithful, monoga- |
mous rel: nshlp Bt there -are
péaple whE' will not listen (to such”
adyice), and he thinks you have to'™
tel! ‘them how to protect themselves -
from catching AIDS. He has to take-
intd consideration that people could
die if they didn't know what to do.”

x 'lt is that attitude that has earn
ed Koop his surprising new collec- -
tion of frleuds and enemies.

5 Y
. “He's been incredibly good, .
and we really didn’t expectitatall,” |
said Urvashi Vaid of the National
Gay and Lesbian Task Force. “He
came out of what we thought wasa
right-wing, Christian background.
Once he started meeting with peo-
ple .and preparing his report,-he-
came to his“pwn conclusions.’ ns
made a tremendous difference.”

‘By contrast, Robert Gnnt, 1
chalrman of the evangelistic Chris- -
tfan Voice group, described Koop s .
a good man gettlng some bad ad

Vlce = .f.e_-. &y
f'l, . e

"'“Dr. Koop is taking an Ahce—m
WOnderland approach to coping
with the worst epidemic in world
history,” -said Grant. “It calls for
drastic measures, not for putting a _

~Band-Aid on cancer, which is what
‘condoms are to AIDS. He should

recommend abstinence The sexual
revolution is-gver. It's come to a
§creeching halt. People must be-
drlvea
under o SRR I e el

-*'Koop said recently that no one
in the Reagan administration has.
demanded that he curb his com-
ments or leave his job. And he has
not backed off from his fundamen
tal | message. ;

“““This is not an age tor the l’aint
of heart or of soul,” he recently told
a convention of religious broadcast-
ers. “If you regard homosexual be-
havior as sin, please remember that
one of your fundamental teachings
has been to ‘separate the sin from
the sinner."”

“You may hate the sin,” he said,
invoking a biblical teaching for his
conservative audience, "but you are
to love the sinner.” -
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May Nudge Reagan on AIDS
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U;S. Surgeon General C. Evmtt

Koop’sﬂuu-dnytourofNorthemCﬂ-
gm'.mbﬂ!eduamuy‘mpo-

Buttlntrlp.wh!chmdod

Mﬂfd&y;
‘will have political repercussions in Wash-

mmmmmmm
monthsweoma. .

xoop. a rock-rlbbed conservative ap-
pointad by President Reagan, came to Cali-
fornhwuhthoexpn-odpurpouofnh-
ing national conscious-
ness about AIDS and
broadenlng the politi-
cal consensus about
. AIDS policy.

The first person tofeel the brunt of this

mluioneouldhe?reﬂdentnunn

. On Wednesday. hh first day in San
Francisco, Koop said openly what many ad-
ministration health officials have been say-
ing privately when he called on Reagan to’
“assume a role of leadership” in fighting the
epidemie,
nanile 7, 'F7
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- Mmlnhtntionhulthomchllwroua g
" for Reéagan's latest State of the Union

speech, but the words were never read.
‘Reagan has publicly alluded to the epidemic
only once, and only in answer to a reporter’s
question more than 13 months ago. -

" Officials of the US. Department of

ﬁulth and Human Services have privately -

complained that they can never mobilize
the government on AIDS issues until the
president adds the symbolic weight of his
concern to the battle against the epidemic.

. Nobody in government, however, has had
" the temerity to say this publicly. :

Koop'sstatement puts more heat on the
president to say something about AIDS,
Moreover, Koop effectively gave the presi.
dent a deadline to spesk, noting that he was

mecﬂngwﬂl;!tummn and tlut_the

- Al Koopmuwundomspeciﬂc

: though
leglsiation, the law is little more than a

coditication of proposals he outlined in the
AIDS report he prepared for Reagan last
year. Edging as ciose as he can to an out-

Koopuidhewmﬂd"bo

right endorsement,
- dellghtad"iftheblllpuod.

. There fs probably no other n
Amrhnpubllchulthwhocould‘g::’mh

. effect in either Washington or Sacramento.

AS 2 leader in the antiabortion movement,
he can hardly be accused of being a bleed-

“ing-heart liberal out to coddle homosexuals.

Because his rhetoric largely avoids taik of
civil rights and instead focuses on what is
best for the public health, he rises above the

polltlcal fray of debatel on AIDS policy.

B e Ll T R

" . “emt

'l'he eumment came Il behind-the-

scenes maneuvering has increased in Wash-
: ington to get Reagan to make some gesture
+, of concern sbout the epidemic, which has

Surgeon General s V|5|t

[ SRR S R R

L e = e >
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pmddent mlght uy methlu by t.he end :

'_ofthemon

Koopl melntion thatthefodenl gov-!
ernment is weighing plans to send-AIDS -
information pamphlets to every household
in America also will increase pressure on
the fedenl governmenttopeﬂom.

" Such’ dramatie initiatives by fedéral
halth agencies have been discussed before,
only to be lost in the labyrinth of Washing-
ton bureaucracy. This will be far less likely
to happen now that the surgeon general has :

. publicly acknowledged the plan and given
ithlsimprlmatur S

Auemblymm Art Agnou DSan Fran-
tlsco, sald he organized Koop's tour as part’
of a “calculated strategy” to “lift AIDS is-
sues beyond the levelofpartypoﬂtlcsand
depoliticize the que. LR

Koop's appearances came days after'

" Agnos had introduced his omnibus AIDS -

bill in thie Assembly. The bill would outlaw
discrimination against AIDS sufferers, man-
date AIDS education in all public schools
and establish a 21-member state commission

- etship role he has forged on

toguideCalHomhAmSpoucy.
1helmmodhtepolitlcalbeneﬂchry
thethree-dayKoopvhltnndwbudlyuAg

nos, who was never far from the surgeon
general's elbow. Agnos, who plans to an-
nounce his candidacy for mayor of San
mmummhmm.&mmd-
S e T
pyvmn.a pert
political base.

speech .
mﬂmtmmmmhnho _
hudodthcmmmunny'smw '

" forts om AIDS,

Thoughts of politics were far from Hen-
ry Everritt's mind yesterday when he shook
the surgeon general’s hand on the Jast stop
of Koop's Northern California visit. Three

“weeks ago, Everritt was diagnosed as hav-

ing AIDS, the reason why he was on the
AIDS ward at San Francisco General Hospi-
tal for Koop's tour of the facility.

“The visit makes me fee! like I'm not
lost and by mysell,” Everrm said. “lt makes
me {eel like people care.” .



2. THE SAN FRANCISCO DEPARTMENT OF PUBLIC HEALTH

As repeatedly emphasized, of all American cities San Francisco has developed the earliest, most
comprehensive and most effective AIDS prevent:on program, This is reflected in the good
‘communication between all elements involved in this fight. The overall leadership resides in
the city's Department of Public Health which operates within the f ramework of a
comprehonuve plan.

This plan. which combines all aspects of AIDS prevention and involves all concerned public
“and private agencies, is perhaps the most instructive single document available anywhere with
regard to AIDS prevention. Because of its enormous importance, it is attached in full to the
‘present report. '

Since the overall structure of this report is so clear, and since it providei all necessary
‘organizational and budgetary details, it seems unnecessary to paraphrase any of its contents
here. Instead, the reader is urged to consult the plan itself.

However, the following pages may serve as an introduction as they first reproduce some graphs
relating to the overall San Francisco AIDS budget and future budget projections: This is
followed by a summary of the current San Francisco AIDS services.
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TOLL OF A DEADLY DISEASE

Cumulative Total of AIDS Victims,
Living and Dead /

1954 199 test)

How San Francisco AIDS Spending Needs Could Grow
: City ADS o3 0 a

*1991.92 figures are estimates based on unofficial projections
by the city Department of Public Heoith and the mayer's budget
- office, AIDS spending is assumed 10 grow proportionately with
the expected number of cases. it could grow substantially less or
more, depending on political decisions, the availobility of funds

Yoor in mitiams. " tm mifiors !m:l =
1986-87 $13 $700 1.9% [ AIDS SPENDING He—9
1987-38 - 15 760 2.1 PER CAPITA —
1991.92° 75 1,000 7.5

(e

[

P e

i

(Il

(I

and changes in the disetss and ity treaiment. 1mn
Who Finances San Francisco’s Where the City Money Goes
AIDS Programs? | 1986-87  1987.88°
(1988-87) Research $44.455  $199.455
A Public eduscation 693,633 917,222
Provider education 156,238 342,395
Clinical screening and :
acute medicol core 8,211,386 12729866
Chrenic care and related
‘support services 2,574304 2,778,600
Mental heolth services 804977 1,133,258
Substance cbuse services 126,341 869.219
Admvinistration
ond coordination 322.553 487,628
TOTAL $12,933.887 $19.277.643

* 19087-88 figures reflect budge? requeshs by the San Froncisco

Depariment of Public Heaith, revised March, 1987. The department
anncipates $2,835,340 of the 1987-88 revenues it is seeking will be
offsat by other revenues, for o total net request of $14,442,28].. |

BY ENC S UNGERMAN : CHRONICLE ART
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CURRENT SZRVICBS

Since current service buduta are ;cmuuy organized around cost centers
defined by esducaticnal vehicle, the folloving discussion is organized around
educational vehicles. Sarvices vhose principal target population is
substance abusers and vhose principal link to DPE is through Commumity -
Substance Abuse Services (C3AS) are dheuud in the section on Sudstance
Abun Services.

1. Media advertising

The San Francisco AIDS Foundation develops advertisements primarily for
display on pudblic tranaportation vehicles, on billboards and in commmity
nevspapers. Messages and placement vary and are generally coordinated
with the themes being promoted in compunity forums and literaturs being
distributed. Since most of the advertisements (no matter vhat the theme)
are designed to sncourage people ultimately to get more information, the
impact of certain campaigns can be measured by the increase in calls to-
San Francisco's AIDS Hotline on the topic the campaign promotes awareness
of (e.g., the risk of sharing needles, the risk to heteroaexuals). The
Foundation reports that over half -of their med{a advertising budget in—
1986-87 will be used for campaigns targeted to women, members of racial
and ethnic minorities or needle users.

- 2. Newa and feature Coverage:

Both the Department of Pyblic Health and the San Francisco AIDS
Foundation employ liaisons to work with print and electronic media to
promote accurate and constructive coverage of the AIDS epidemic in news
atories as wvell as printed feature stories, panel discussions, talk shows
and documentaries. The Foundation estimates that over 40X of media
liaison wvork in 1986-87 will focus on issues related to women, people from
racial and ethnic minority groupl, heterosexual transmission and needle
users. :

3. Bamphlets and collateral materials:
The AIDS Foundation develops and distributes a wide variety of materials
_for different target populations in different settings. In scme
instances, & particular pieca for a targeted population will stand on its
owvn; in others it is part of a comprehensive package vhich may include a
video, brochures or posters ‘designed for a sustained and comprehensive
educational effort in a particular setting (e.g. a large corporation).
Materials are somstimes daveloped in collaboration with specific
independent groups (e.g. Foranaic Sarvicea AIDS Projgct, the Homan's AIDS
Y. Materials are availabdle in Spanish, Chinese and Tagalog as
vell as English. They are distributed on request, at Foundation-sponsored

forums and wvorkshops and through a network of distribution sites as well
as strest intercapts.

3
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InFry 86-81, San Franciscoe's Instituto Familiar de la Raza and the -
received funding directly from ’
:California DHS to providc'AIDs sducation targeted to racial and ethnic
-1nor1ty groups. Some of this funding will be used for materials
developasnt and distridbution. .

A. Ialechome Information and Refexxal:

The AIDS Founilation recruits, trains and supports volumteer cotmselors
vho operate the AIDS Hotline approximataly 70 hours a week; It is a
resource for people vho are 11l with AIDS/ARC as wvell as for those seeking
information about AIDS risk, transmission, prevention and AIDS sntibody
testing. The service is anonymous, non-judgmental and sasily accessed.
Spanish-speaking coumselors are available during a limited number of
shifts per wveek, Spanish and Cantonese recorded messages are available at
all other times. Their equipment includes a TDD hookup for the deaf. The
service currently accommodates approximately 32,000 calls a year.

All AIDS service or;@nizltinhs receive and handle calls for general
< »-<information about AIDS and referral to AIDS services.—

5. Forums, vorkshoos and clasaes

a. The AIDS Foundation's Educational Events Program is a centralized
resource vhich provides spaakers and coordinates AIDS educational
evants for a wide variety of groups. Speakers provide
sasy-to-understand; specific, detailed information about AIDS to

~ specialized groups ranging from San Francisco dentists to employees

at the Lev{ Strauss Company. The program also provides
informational booths at diverse community events such as the Martin
Luther King Day Parade and the Japantown Falr. Programs are
tailored to fit their audiences; some provide dbasic or more
advanced medical information about AIDS, while others focus on

issues of casual contagion, infection control and the emotional
-issues. which surround working with someone who has AIDS.

Program staff recruit, train and supervise volunteer speakers,
" many of vhom are health care professionals and coordinate the
speaking requests received. Staff alsc produce educational events,
vhere a need for such an event is determined by research surveys.

The program provides sign language interpretation upon reguest
and can provide speakers in a variety of languages. Special effort
is made to integrate AIDS educational events into other occasions
vhich drav audiences at high risk or with a specific need for AIDS
information, such as neighborhood street fairs. During FY 86-37,
290 events vill de organized through this program.
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The Foundation anticipates that well over half of their staff
, time in this program will focus on the concerns of racial and ethnic
PR --.-ai.notltiu, vossn and substance abuse.

b. DPH's Bursau of Family Health (BFH) is working in coopeution vith

the San Francisce Unified fchool District (S¥USD) to develop and
implement a comprehensive AIDS education curriculum for San

Francisco Schocls. The curriculum will be piloted in several
classes during FY $6-87 but the main focus this year wvill be the
development, delivery and svaluation of a training program for
middle and high scliool teachers, vhich is discussed at greater
lmth under Provider Bducation.

" e In 7Y 86-87, San Francisco's Inatitiuto Familiar de la Razi and the
' ' received funding directly from
California DHS to provide AIDS education targeted to members of
racial and ethnic minority groups. 8Some of this funding will
support forums and wvorkshops. ~

d.-The Yomen's AIDS Network (WAN) and the California-Proatitutes
Education Projgct (CAL-PEP) are two all-voluntaer groups who also
sponsor and provide speaksrs for forums and vorkshops on AIDS., ...

6. Individual health education and counseling:
San Francisco’s program for mmm.nxy_nmm:_mnm vas

initially called “the alternate test site program” (alternative sites to
blood banks). They are nov generally referred to as “anonymous test
sites”. This program is s comprehensive effort that brings together media
advertising, pamphlets and collateral materials, small group education and
individual health education and counseling. The focus, however, is on the
opportunity for dialogue and counseling for wvhich the test serves as s
catalyat, Since the testing is not done in the context of a more general .
«-= .- medicsl .examination, it is valued more as.an opportunity for education
than clinical screening.  The DPH policy to offer this testing without
sssembling personal identifying information on any participants is
supported by State law, At current rates, approximately 10,500
individuals will be tested and counseled through this program in FY
86-87. Of those tested, approximately 11% are expected to be women and
15X menbers of racial and ethnic ninoritiu.

The basic safeguards of mmmu taating are- (a) oo personal
identifying information on program participants is sought or recorded;
snd (b) staff of the testing program have no job-related responsibilities

~ wvhich are likely teo put tham in contact with those tested outside the

+ testing program. The purpose of (b) is to provide reascnable assurance
that staff members vill not be able to identify a person tested because of
knovledge gleaned from jod-related intersctions outside of the testing
program itself.
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DPE has conteaplated offcrin‘ antibody testing with a prevention
sducation focus to tlients of substance abuse and STD treatment programs
. 7This program vas to be

'diffcrcnt from anonymous testing to the extent that at least one staff

- mamber from the treatment program would, as ths on-site educator/counselor

-

for antibody testing, have personal knovledge of which clients were tested

‘and what the results were. The proposal vas based on the assumption that

procedures could be developed vhich would adequately protect individuals
participating in the program and the record of thair test .results. In the
absencs of a gensral consensus that sufficiently rigorous safeguards could
be designed for such a program, the proposal has been tabled.  Instead, .
substance abuse and 3TD trestaent programs will provide some uneral

education about antibody testing and refer thoss vho are interested to an

anonymous testing site. A similar scenario of individual education and
referral to an snonymous testing site vill be developed for yomen who are

patisnts of family planning. pregnancy testing and prenatal clinics.

The University of California San Prancisco (UCSF) AIDS Haalth Proisct
and Pacific Mental Health Services (PMHS) Operation Concern also provide

«r dndividual health-education .and counseling as part of asseasing potential

participants in the peer support groups described below. As vas noted in

Section IV, gpidemiolegic research proiects provide participants with .-
opportunities for education and counseling as wvell,

DFH'as Forenalcs AIDS Project staff offer individual education and -
counseling to inmates, in addition to circulating materials, rotating
posters and training jail staff about AIDS.

7y2=n_nmn_x'mu_-

-The Stop AIDS Project is an interpersonal communications campaign vhich
seeks to organize a community-at-risk (primarily self-identifi{ed gay and
bisexual men) in San Francisco to achieve the goal of ending transmission
of the AIDS virus. The major strategy of the campaign is to shiftc

-pravailing commumity norms about sexual .behavior, to make "safe sex" and -

the social interactions which support safe sex the norm. The Project's
main focus is not the individual, but the group. It is viewed as a
movement for social change wi@:h major health-promotion goals.

Street intercepts, door-to-door canvassing and outreach to
ltratulcauy placed opinion leaders are used to attract participants to
vuluntccr-facilitatcd small group meetings of 10-15 per single session
;roup.‘ Participants are encouraged and empovered to communicate with
their sex partners and friends about the campaign to end transmission of
the AIDS virus. Stop AIDS mestings are held nearly every day of the veek,

. including weskends, in the homes of volunteser hosts throughout the City.

" 0S33a  3710/87.
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The single-aession group efforts of the Stop AIDS Project, as presently
cmtitutcd. have been scheaduled since July 1986 to “wind dowm” by June
: 1987. The program was designed to provide a particular kind of
oducatiml “push” at a specific point in ths history of the gay .

"i-community’s response to the epidemic. Tha designers.of the program and

DPH ataff agree that the need for such a program will have been largely
met by Juns 1987. By that date, approximately 8,000 San Franciscans will
have participated in a Stop AIDS group, 3,300 in FY 86-87 alone. 1In light
of experience to date, approximately 20% vil‘.l have been from racial and

-:hnle ainority ;mpl. Thres percent vill have bsen vomen.

‘The ucsmm_mm.zmm and MIS/nnm&m_Gmun work together in
providing one~time individual health consultations and closed, eight-veek
group support services. The target population for the asrvices ias people

‘who_are apprehansive adout their prospects of scquiring AIDS and want to

identify snd find support for nev behaviors likely to reduce their risk.

~ Additionally, the project offers both drop-in and closed groups

specifically for people with ARC in an attempt to help these individuals
deal with their illness and reduce bshaviors that may put others or

- themselves st greater Tisk. 7The majority of clients served in this

program to date have been gay-identified males; 15X of clients served have
beens from racial and ethnic minority cotmmunities. Groups for specisl. -
populations (e.g. members of racial and ethnic minority groups and women)
are also organized: two groupa exclusively for people from racial and .
ethnic minority groups have been conducted to date; women who have felt
at risk have besn seen predominantly for health consultations only. Taken
together, 3,500 San Franciscans are expected to partlciplte in individual
assessments and group sessions in FY 86-87.

-‘The all-volunteer mmmﬂmm_nm (CAL-PEP)
offers a monthly suppoert group for prostitutss and other sex workers with
an AIDS prevention focus.

Yolunteer particivation i AIDS oraamizations/services:
To varying degress, all of DPH's AIDS service contractors provide ‘
opportunities for meaningful voelunteer participation. There are, in

‘addition, a.number of community organizations who depend cntirlly on

voluntuu (c.;. WAN nnd CAL—PBP).

mrc! mmnou g

" 1..The focal point of eoordiution of AIDS oducation (both puhnc

education and prevention support) in San Francisco should be the San
‘Franeisco Departasat of Public Health. .

2. The cluun;nd content of AIDS education and intervention efforts
- should be based on epidemiologic research as well as careful
 assesgments of targeted awliences’ understanding about AIDS and its
- sransaission and of the obstacles uhich prevent adoption or maintenance
ot eV bclnviors.

I

0533a " 3/10/87 lo&




«~ Ra

4.

6.

Educational materials should utilize language and visuvals which the.
audience(s) targeted are most likely to understand and respond to.

. Judgments about the propriety of materials produced and distributed

with public funds should be made by local public health authorities and

.should bes based on careful asseasmenta of the need_s of local audiences.

The organizational bases from vhich AIDS education efforts in San
Francisco are launched should be diversified, There should be a wide
range of community settings and commmity-based organizations whose
gosl is to educate the general snd at-risk public about AIDS and its
prevention. Particular attention needs to be paid to programs which
vill communicate effectively with groups not yet vell addressed by
established programs (i.e. programs targeted to hard-to-reach gay men,
substance abusers, racial and ethnic minority groups, youth and
heterosexuals with multiple or at-risk partners). -

Anonymous antibody testing should be available to anyone fourteen years
of age or older in the community who wishes to know his/her antibody
status and is willing to participate h: a pre- nnd pont-test education
and- tomeun; program, . -—_

Confidential nntlbody testing should be ‘promoted as a health education
tool only i1f and vhen there is substantial community sentiment that
procedures have been developed which adequately protect individuals
participating in the program and the records of their test results.
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3. THE SAN FRANCISCO AIDS FOUNDATION

The San Francisco AIDS Foundation was organized in April, 1982, by a group of comrnunlty
leaders and physicians in response to. the AIDS epidemic.

At first just a few volunteers provided basic medica! information and referrals for homosexual
and bisexual men who had become concerned.

Very soon, however, these volunteer services found wider recognition, and, as a result, the
Foundation entered into a contractual relationship with the San Francisco Department of Public
.Health. . In the meantime, the Foundation's educational programs have expanded to include
educational seminars, a speaker's bureau, a toll-free teléphone hotline, the development and
distribution of broshures and other literature, media relations and media advertising. In
addition, the Foundation provides direct services to people with AIDS and AIDS-related
complex (ARC). These services include assistance with basic needs such as shelter, financial
-assistance, and a food bank. Finally, the Foundation, under contract with the California
Department of He_alth Services, conducts referral services and educational programs in other
counties of Northern California, The goals of this activity are to promote comprehensive AIDS
program development, to foster resource sharing, and to provide Northern California residents
with toll-free access to the Foundation's’ hotline information and referral services.

The San Francxsco AIDS Foundation has especially excelled in three areas: (A) the production
_ of printed information and educational materials, (B) the organization of innovative, even
daring safe sex seminars "on location” (churchee. gay bath houses sado-masochistic sex clubs,
etc.), and (C) preventive AIDS education in the workplace.

A. A comﬁlete list of educational materials produced by the San Francisco AIDS Foundation
can be found in its catalogue, which is attached to this.report.

B. The most successful safe sex seminars were conducted in cooperation with the Sexologists’
Sexual Health Project, a group of faculty members at The Institute for Advance Study of
Human Sexuality. The .Institute ‘has also produced several accOmpanymg booklets and
videotapes. However, it’'is in the nature of these seminars that there is no specific written
material available. In fact ‘the courses are designed to vary according to different audiences. ,
Still, as a means of partxal illustration, one of the available booklets, Ihs_C_anLeij
Safe Sex is attached to-the present repott. '

C. Another mnovetwe. effecttve and lughly useful program is called *AIDS in the ‘Workplace”.

" It was started by the San Francisco AIDS Foundation together with several large local

corporations such as Standard Qil, BankAmerica, Levi-Strauss, Apple Computers, and others.
As part of this program, an information team from the San Francisco AIDS Foundation is
invited by a business or company to provide information and prevention education at the
workplace, where - the entire staff, from the executive director to the receptionist can
participate. The important feature of this approach is the fact that the companies themselves
pay the San Francisco AIDS Foundation for their own_education. As the success of this
program has demonstrated, this investment on the part of business is a wise one, since it helps
to keep peace in the workplace and to allow for humane and economically sensible solutions to
potential problems. As a rule, companies which have participated in this program allow their
employees with AIDS to continue their work as long as their health permits. Their co-.
workers, having been thoroughly educated about the lack of danger in social and professional
contact readily accept this policy, and indeed become very supportive of those colleagues who
become ilf as a result of an HIV infection.
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This entire program is well documented by several workbooks and a videotap"e. A flier
describing these materials is attached to the present report. A German translation of most of
this material will be available soon in a new handbook edited by Erwin J. Haeberle and Axel

Bedirftig, Ammwmmmmmum Berlin, de
Gruyter, Ju.ne 1987.

‘The following pages provide a brief summary of the Foundation's services as well as some

budget samples from the 1985 annual financial report (the latest one available). The
Foundation’s services and budgets have again experienced considerable growth since then.

.However, in principle; the details and figures given here still provide sufficient basis for

assessing the overall operations. . . ;

1
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__ THEMISSION-
of lhe San l’nnr:lsco AIDS Foundation:

K] l'memmg the |rammhmn of AINS theough the provision of exucation.
.0 Emsuring arcessibiliey w sorial serviees ke poople with AIDS and AIDS refaten) conditions

O Mhacation, the promotion of an aptisal sedical, financial ad sicial tlmuu for peophe affeous
by AlDS, .

O  Participating n ffors appisest diccrimination resolting fomn the AIDS orisis
O Suppwrting research aiaud at the preveniion and fuse of Al

The underdying purpeose of the Foundation i w pnuh- cquality um redated education amd direet
sErvice progeaoms i San Francison sd Northern California.

SAN FRAHCISOO AIDS FOUNDATION SEINICES
EDUCATIONAL SERVICES
The Education Department

'O Telephone Services

A well-irained and m-d vulumieer body sull the AMDS Shetline Monday-Friday amd
werkends 11-3

0O Educational Evems

Speakers are prenided o diverse audienoes roguestiog AIDS information, fonmn ane onganized
" 1o address sperific areas of cncem. and in- dl‘plll seminars are held for health care
professinnals,
O Media Adrtrlising ' :
Educaional messges aee deacdoped aod placed in various advertising schices 1o inerease AIDS
anarentss throughosd the commuanity.
O  Materials Development and Bistribution

Litevatwe and aodien isual materials ane desigied 6 address speitic l.lrgtl axlicnees il e
distributeal in areas where they roeive scninnun attintion.

- O Media Relalions

Accurate MDS relared information i disseminated throvgh the mess andia by atiog as 3
centrad-vesource seferral point for media professioats. :

DIRECT SERVICES FOR PEOPLE _Wlll_l AIDS/ARC
The Social Services Department

O  Social Services Program .
Thee Social Services Frogram meets oritical social service pveds of penple with AIDS or ARC.
Sacial workers assist clients with disability boefits. housing, and emphnment concems.

0 Fmergency Housing Program
The Eneegrney Tlousiig I'regram is 2 short-term lerim bsiog pmgnm which dircoaly
sepves people with AIDS/ARC.

O Food Bank -

The Fiwod Hank is 2 privately funded. commumity - supporied program, which assists v incone
people with AIDSARC with grocery \nppk Inentation.

NORI"ERN CAUFORNIA EDUCA"ONM SERVICES
:\'f.)ﬂbfm California Service Deparimen!

O 800 Toll-Free AIDS Information and Referral Hodline
This seluntver stalled ol senes 14 comties in Sorthem Califeiia

0 Pirect Fdncational Servives in Countices without
Fducation Programs

Stafl provide formms. lteramee, media edueation pe media advertising Iu alth care
prowiders, peophe al tisk and e graeral |m|ml.m|m in specified coties where o siwh

SUTVRES visd

O Program Assistamwe
I oader W fwer sesounce: sharing annng MIE apwis sl ulln ¢ bowal departnsenis of pnblic
Beilth, stabl consule on progz deseliguaent, fonsns, i riahs devedoprent aod diseribwtion,
etz selations aod b catising in sprvitied cownics i Northern Califormia
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BALANCE SHEET AS OF JUNE 30, 1985

. _ NOTES
ASSETS
CURRENT ASSETS: ‘
Cash ang equivglenis : 5 21,18Y
Oue from resiricted fund . 133.486
Other gssels _ 17,611
Tolal current assats - 172,278
BOARD-RESTRICTED RESERVE FUND: (.
Cash. : 15,000
Due from resfricted fund - 60.000
Totat board-resiricted reserve fund . 75,000
PROPERTY AND EQUIPMENT —Net of accumulated '
depreciation and omortization of $13,273 2.3 57,583
RESTRICTED FUND ASSETS: i ;
Cash 61.969
Grant receivable 193,486
Due 1o unresiricted fund:
General : . (133,486)
Board-resfricted reserve fund _ (60,000
Tokal resiicked !‘und ossels—net ’ 61,969
TOTAL ASSETS $366.830
LIABILITIES AND FUND BALANCES
CURRENT LIABILITIES: .
Accounis payable . $ 86.653
Accrued vocation ligbility 1.275
Current portion ‘of capitol lease obligation 5.898
Other ligbiliies ___1,168
Iotc! cument ligbilitles . | . - 100,394
* CAPITAL LEASE OBLIGATION 3 12654
Total ligbilities 113,648
FUND BALANCES: 1
Untestricted: . o
General . 118.213
Board-restricted . __15.000
Tota! unrestrictad . - 191,213
Reslricted . __61,969
Toial fund balances ' 253,182

- TOTAL LIABILITIES AND FUND BALANCES $366,830
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STATEMENT OF FUNCTIONAL EXPENSES
FOR THE YEAR ENDED JUNE 30. 1985

ooy ooae  wom
Salaries and Employes Benefits $337.640 § B3.841 § 421.48]

" Ressaich, Developmeniand Producion 263,163 14,448 277,609
Adverising 48425 8,496 56,921
Consulfing. Accounting and Legal 32581 22772 55,353
ConiractServices 46,194 8,167 54,36
Rent ond Building Mainlenance 32410  10.066 42,476
Supplies 27,736 13681 - 41417
Telephone ' 25,409 1,688 27,097
Food Bank and Emergency Housing Programs 21,608 21.608
Leased Equipment Expenss 17,545 1.974 19.519
Utilities 16,050 1,973 18,023
Postoge and Freight 9,537 2,473 12,010
Depraciaion - ' 9,758 9,758
Travel 3,316 4,991 8,307
Duss, Fees and Licenses | 2,707 983 3,690
Othes 7293 _ 12992 20,285

Total Expenses ] g891614 $198 301 $1.083915

PP —
STATEMENT OF SUPPQRT, REVENUE, AND

EXPENSES AND CHANGES IN FUND BALANCES
FOR THE YEAR ENDED JUNE 30, 1985

UNRESTRICTED

: NOTES _GENERAL  RESERVE . fOTAL |
PUBLIC SUPPORT AND REVENUE: )
Public support:
Grants 1.2
Confribulions: 1.2
Orgonizotions 5123435 $123.435
Individuals . HIt.097 111,097
Fund-raising event _4).145 : 41145
Total public support 275,677 275.677
Revenye: ' -
_ Interest 3.581 3.581
. Other 18,564 16,564
. Tolol reverve : 20,145 20,145
Tolal public support and revenue 295,822 295,822
EXPENSES: ' ' ' |
Progrom services 1
Monagsment
ent and general 161,297 181,297
Fund-raising _37,004 37,004
Tolol supporting services 1983 198.30!
 Totol expenses 198,301 : 198,301
EXCESS OF PUBLIC SUPPORT AND
REVENUE OVER EXPENSES 87,521 97,521
TRANSFER TQ RESERVE FUND 1 (75000 $75.000
FUND BALANCES. JULY 1, 1984 _93.892 93.692°
FUND BALANCES, JUNE 30, 1985 §118213 $75.000 $191.213
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THE SHANTI PROJECI‘ and HOSPICE OF SAN FRANCISCO

A major factor in the San Francisco fight against AIDS is the counseling and care of AIDS
patients. As already mentioned, the city of San Francisco supports the wish of these patients
to keep their hospltal stay as short as possible. However, this goal can only be reached by a
-continued expansion of homecare services. Two major organizations are active in this field:
the Shanti Project, a volunteer organization, and Hospice of San Francisco, a professional
agency that also uses volunteer help. The constantly growing number of AIDS patients in San
Francisco could not be properly cared for if these two organizations did not exist.

Hospice, in cooperation with family or other attendmg physicians, provides professional care
for the dying at home and is supported by a number of volunteers who act as friends and
emofional supporters to the patient. Hospice also maintains a residence for some of its patients
in a former convent which was provided by the Catholic Archdiocesé of San Francisco.
Hospice will shortly publish a handbook describing its activities, which will also serve as an
instructional tool for those who want to establish similar programs elsewhere.

The Shanti Project is a mainly a volunteer organization which trains its own members in a
special 40-hour program. Shanti members act as eimotional support to AIDS patients to whom
they are individually assigned and with whom they stay throughout the iliness. Shanti also
maintains several residences for AIDS patients, who, for financial or other reasons, are unable
to maintian their original homes. Shanti is still rapidly growing, but because of the nature of
its work, not much written material about it is available. However, most of its training
material, as well as the brief history, will shortly appear in German translation in the new
handbook edited by Erwin J. Haeberle and Axel Bediorftig, -- Betr
Xamsunx._Anmmnmmr_d&Bm Berlin, de Gruyter, June 1987.
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- Vlil. AIDS PREVENTION AND fHE PRIVATE SECTOR

As the volunteer organizations in New York and San Francisco demonstrate, the American
private sector is already heavily involved in the fight against AIDS, if only as providers of
financial support. All the orgamzatlons mentioned rely on mixed financing, i.e. they need
both public and private monies in order to meet their constantly growing obligations.

‘Occasionally, as in San Francisco's "AIDS in the Workplace” program, private industry directly

cooperates with and pays orgamzatmns wluch themselves are ‘both publicly and privately
funded.

A number of research and preventnon programs in various parts of the United States are also
funded by private foundations, of which the two most prominent are the American Foundation
for AIDS Research and the Robert Wood Johnson Foundation.

1. THE AMERICAN FOUNDATION FOR AIDS REéEARCH

The American Foundat:on for AIDS Research, under the chmrmanshnp of the movie actress

“Elizabeth Taylor, began with reiative modest ‘means augmented by about $250,000 from the

estate of the late movie actor Rock Hudson, who died of AIDS. Since then, Miss Taylor has

_been extremely active, increasing the endowment through various benefit dinners and other

fund-raising activities. The Foundation’s president is Dr. Mervyn F. Silverman, the former
director of the San Francisco Department of Public Health. Miss Taylor’s prominent name has
further attracted a great number of other well-known personalities to the board as is shown by
the Foundation's letterhead (reproduced on the following page). Last year it was able to
distribute about $1.5 million to various American research and education programs.
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AT =T - ___ AMERICAN FOUNDATION FOR AIDS RESE

LOS ANGELE®
NATIONAL CHAIRMAN
Ehzabeti: Tavhw

PRESIDENT
Menan F. Sitverman. MD.. |

- BOARD OF DRECTORS -

COCHAIRS
Michae! 8. Gortier. M.D.
Mathilde Krim PoD.

Sheldon Andelsor.. Exg.
Burt Bacharach
Warren Bestry

jorathan Canno

Feer Carpenver

Phi! Donshue .
Harvey Fineberg MDD, PhE
Duvid Gefien

Harlev. Hackent

Grorge Hamilron
SKibam Haselone. PhD.
Amold Kien. M.D.
Bamy Krose™
Elzmbeth Kummerield
Heien Kushnick

Phibyp Lec. M.D.

Carole Biver Seger
Peter Scom. Esq. -
Wallsce Sheit. CP.A
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_.2. THE ROBERT WOOD JOHNSON FOUNDATION

An even more important private initiative was started by the Robert Wood Johnson
Foundation, sponosored by the Johnson & Johnson Pharmaceutical Company. The Foundation
has set up an AIDS Health Services Program, whose director is again Dr, Mervyn F. Silverman,
director also of the earlier-mentioned Foundation for AIDS Research. However, in his
capacity at the Robert Wood Johnson Foundation, Dr. Silverman was able to help distribute
$17.2 million on AIDS-rolated services. .

This enmple of a privnte initiative by a major corporation deserves to be emulated as widefy
.as possible, especially in Europe. In order to provide some information about-the intent and
scope of this untmtive, the Foundation’s original" prospectxs is reproduced on the following
93803 - :
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The AIDS Health Services Program offers $17.2
million in grants to support the establishment of
‘ specujlud compmhenswc health and supportive
services for victims of AIDS and AIDS-related .

By emphasizing community-based, out-of-hospital
cue.dlenimofthePrognmistohelpbﬁngneeM
medical and supportive services to AIDS patients;
demonstrate that care can be provided to them more
humanely and at reduced cost; and help relieve the
burden that ‘caring for AIDS patients has placed on
many urban hospitals in the absence of altemnative,

_ community-based services.

Hospitals, local health departments, major
voluntary organizations, or consortia of health care
organizations in the 2! metropolitan areas with the
largest AIDS case loads are eligible to apply (see
Table 1). Up to ten grants will be made under the
Program. The grants will be for four years, and to
encourage projects covering the largest possible
geographic areas, only one grant will be made in each
city. If an anticipated federal grants initiative for
similar purposes materializes, the Foundation and the
Department of Health and Human Services are
planning to coordinate the two programs as closely as
possible, including a joint review of applications.

Background

Acquired Immune Deﬁt:lency Syndrome (AIDS) hns
been termed the nation’s number one public health
priority. Though some other discases currently claim
more victims. no disease in recent memory has so
strained the ability of our political. social. and health
care institutions to respond. nor created so much
concern—sometimes bordering on panic—in the
general public.

Since the first five cases in the United States were
reported in mid-1981. the number of cases nationwide
has surged to over 15.000 as of December 1985, and is
expected to double to more than 30.000 cases by the
end of 1986. An estimated | million or more

Americans have already been infected with the AIDS

virus, and while it is not clear how many of them will
ultimately develop AIDS, it is expected that as many
a8 200,000 may develop the AIDS-Retated Complex
(ARC), an often debilitating syndrome of persistent

node swelling, fever, weight loss, and multiple
- complications that occasionally prove fatal even

without progressing to the formal Center for Disease
Control {CDC) definition of AIDS described below.

AIDS cases have been reported from all 50 states,
the District of Columbia and 3 U.S. territories, and 21
metropolitan areas have now reported over 100 cases
(sce Table 1). Moreover, while most of the cases thus
far have been reported from New York, California,

"New Jersey, Florida, and Illinois, the rate of increase

has recently become more rapid in other states,
suggesting that AIDS cases will become more evenly
distributed nationally over time.

The costs of caring for AIDS patients are
substantial. In an initial study. the CDC has estimated
that the average total rumber of hospital days for
AlDS patients exceeds 150 days. and the average cost
per patient—exclusive of outpatient support services,
tests, medications, home care. or counseling—is in
excess of $140,000. The total cost of care for the first
10,000 AIDS patients was estimated at over $1.4
bitlion. This estimate did not take into account the
additional costs of caring for ARC patients. who,
according to several AIDS researchers. may
outnumber the CDC-defined AIDS putients by as
much as ten to one.

Epidemiology of AIDS

Through research. an enormous amount has been
leamned since the fiest AIDS case was reported in
mid-1981. The cause of the disease is now known,
why it is so lethal can be explained. modes of
transmission are known, the populations at risk can be
identified. and the availability of serological tests
makes it possible to estimate not only the potential
numbers who may develop AIDS or some variant of
the disease. but the number of individuals who are
likety to be infectious.
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Tablel

AIDS cases reported to Center for Discase Control as of December 20, 1985, and estimated ARC cases by

Standard Metropolitan Statistical Area*

AIDS ARC**
New York City ,923 49,000
San Francisco 1,730 17,000
Los Angeles 1,306 13,000
District of Columbia 483 4,300
Miami 475 4,700
Houston 402 4,000
Newark (New Jersey) m 3,700
Chicago K yX ) 3,200
Philadelphia 284 2,800
Dallas 236 2,300
Atlanta 23 2,200
Boston 21 2,200
Jersey City (New Jersey) 179 1,760
Nassau County {(New York) 159 1,500
Ft. Lauderdale - 153 1,500
San Diego 147 1,400
Seattie 141 1,400
New Orleans 12§ 1,200
West Palm Beach 122 1,200
Anaheim 114 1,100
Baltimore 114 1,100

*Inciudes SMSA residents only,

**Because AIDS-Related Complex is amt deslgnalcd as
reporiable, vificial totals are not available. The aumbers are
approximations based upon estimates by clinicians and

reseurchers in the field that the rtio of ARC 1 AIDS cases is
approximarely 10 1o 1. A substantial number of ARC patienits, but
oot all. require wemtmem and'or monitoring.
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Not all that is known.is encouraging, however.
Partly because the LAV-HTLV-III virus that causes
AIDS appears to keep changing, any vaccine effective
against one strain may not be effective against many of
the variants. Further, annbodlesdonotappeanohave
much effect on the virus, and most serious of all, the
virus infects so-called T4 lymphocytes which play the
critical role in modulating much of the immune
system. Thus, the virus infects and destroys the very
cell that ordinarily would set in motion a defense
against an invading ofganism. There are few anti-
infection agents that are completely effective without
animmuneraponse,mdthismansthatunlﬁsm
agent is found that can kill the virus, there will be a
recurrence when a drug that simply inhibits growth of
the virus is stopped. .

The disease defined as AIDS appears to be fatal;
however, not all of the milder but often very serious
forms of infection with the AIDS virus known as ARC
will necessarily progress to the fatal form. Because of
the long latent period between infection and the
clinical manifestation of the discase (estimates range
from 2 to 20 years), it is not known what percentage of
the estimated one million individuals testing positive
for the AIDS virus will actually become ill, but it is
quite likely that not all will. This means that some
who are infected may remain clinically weil, but it
also means that the reservoir.of persons likely to infect
others is much larger than previousty supposed. The
best current estimates are that from 4 to as much as 34
percent of those who test positive for the virus will
develop full-blown AIDS.

Nevertheless, infection is preventable and there is at

present no evidence to suggest that casual contact with -
" persons having AIDS or carrying the virus can cause

the disease. Even the heaith workers in daily contact
with patients appear to be at little risk. provided that
they take reasonable precautions not to puncture
themselves with contaminated needles. _

The AIDS virus has been identified-in a variety of
body fluids. but the major carriers of the virus are
blood and semen. Thus, the disease is prevalent
among homosexual men. intravenous drug users.

" hemophiliacs who require human blood factor VIII,

and children bomn of mothers who are infected with the
virus. The availability of a serological test for AIDS
makes it possible to screen blood donors so that blood
transfusions are no longer a cause for concem. The
virus can be killed by heat, and safe preparations of
factor VIII are now available for hemophiliacs. But
that means that several high-risk groups remain:
homosexual men who have multiple sexual partners
and practice so-called “unsafe sex,” drug addicts and
drug users who share needles, infants bom of mothers
infected with the virus, and heterosexual men and

-women who have many sexual partners or partners

from one of the risk groups.
Some researchers also see the potential for AIDS to
spread more broadly to the general population. This

" prediction is based. in part, on the fact that in central

Africa and in the Caribbean about as many women as
men are infected. It is also based on the significant
percentage of homosexual men (more than 20 percent) '
who report contact with female sexual partners.
Moreover, in Newark and New York City,
approximately 50 percent of new AIDS cases are

"intravenous (i.v.) drug users. This suggests the

potential for increasing numbers of children bom to
female intravenous drug users to be infected with
AIDS. In the New York area alone. estimates place the
number of children who have died or are dying of
AIDS at more than 120. :

Clinical aspects of AIDS

AIDS itself usually begins with a series of symptoms
ranging from extreme tiredness. fever, swollen glands.
and weight loss te heavy coughing. purple or
discolored growths on the skin or mucous membranes.
and unexplained bleeding. Over 80 percent of the
AIDS patients studied eventually develop one or both
of two'rare diseases: pneumocystis carinii pneumonia.
a parasitic infection of the lungs with symptoms
similar to other forms of pneumonia: and/or a rare
type of cancer known as Kaposi's sarcoma. AIDS
patients may also develop unusually severe infections

with yeast. cytomegalovirus, herpes virus, and
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parasites such as toxoplasma or cryptosporidium. A
significant number of AIDS victims—30 percent
according to one estimate—show symptoms of brain
disease or spinal cord damage. Typically, AIDS
patients suffer long. debilitating courses from
infections until eventually they waste away in a manner
somewhat similar to cancer patients, losing weight and
strength until they are bedridden for the last months of
their lives.

Since at present there is no cure for AIDS, .
treatment is directed at the specific opportunistic
infections or cancers that attack AIDS patients. As the
disease progresses, AIDS patients become
increasingly reliant on in-home and other supportive

services (0 provide assistance with the basic tasks of =~ .

daily living. AIDS patients can also use highly
specialized ambulatory care, high-technology home
health services, and skilled nursing care on a regular
basis to provide treatment for their cancers and
infections as they develop. In'the final stages of the
disease, the large percentage of AIDS patients without
family support need a hospice-type environment. Yet,
in most big cities. few if any of these services— .
in-home, ambulatory, skilled nursing. and hospice
care——are widely available as an alternative to hospital
care. This. in lacge part, is because of the fear of
infection from AIDS patients as well as the very high
level of care they require. Moreover, some AIDS
populations-—i.v. drug users. for example—are
particularly hard to reach with services.

The health care needs

Since neither an effective vaccine nor treatment is
likely in the near future. even with the accelerating
pace of research the reservoir of infection is likely to
grow, and with it the pressure on the health care
system. The chief of the CDC’s AIDS Branch has
advised cities whose antibody prevalence (which
measures the extent of infection in the population) is
what New York’s or San Francisco's were four years
ago to initiate planning and resource allocation now if

. they are to avert overwhelming demands on their

health care systems four years hence.

By far, the biggest access problem for AIDS patients
today is in the area of out-of-hospital services. As
noted, for the nation as a whole, in part because such
services are still limited, the average total cost for
hospitalization per AIDS case has been estimated at
about $147,000. By contrast, in San Francisco, in part
because out-of-hospital services are more fully
developed, the average cost for all hospitalizations
combined is estimated at $29,000 per AIDS case
(Figure 1), - -

Figure1

Average total cost of hospitalization for AIDS patients
in the United States and San Francisco

$147.000 ) $29.000
United Stotes San Francisco

Sources: Arno. Peter $.. and Robert G. Hughes, “Local Policy
Response to the AIDS Epidemic: New York and
San Francisco.” Presented at 1945 annual mecting of
the American Public Health Association.

Hardy, A.. K. Rauch. D. Echenbesy, W. Morgan, and
). Curran. " The Economic Impact of the First 10,000
Cases of AIDS in the U.5."* Journal of the American

. Medical Associasion, in press.
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San Francisco's program, a model commaunity-
based system that seeks to avoid hospital care
whenever possible, includes:

* a dedicated inpatient unit at San Francisco General
Hospital to provide inpatient services;

*a highly specialized AIDS outpatient clinic based at
the same hospital, staffed by oncologists and
infectious disease specialists, nurses, social workers,
and volunteers who deal exclusively with AIDS;

* high-technology home health care services such as

i.v. antibiotics and chemotherapy;

* a community-based counseling and supportive
service program staffed primarily by volunteers who
provide assistance to AIDS patients in shopping,

-cooking, cleaning, paying. bills, and other basic
activities of daily living, as weil as emotional

- counseling and support for AIDS patients and thenr
munedmw families and friends;

* skilled nursing facilities and hospice care: and

* an education and prevention program for high-risk
groups; transportation services; and emergency
residential facilities for AIDS patients who can no
longer afford housing.

Yirtually all of the experts consulted during the
Foundation’s study. of the problem agreed that what is
needed in big cities with large AIDS and ARC
populations is a coordinated system of out-of-hospital

 care for'these patients. The development of such -
systems of care is a major recommendation of
the American Foundation for AIDS Research, a
newly-formed national organization that includes
distinguished scientists and clinicians from the
United States and around the world among its
board members.

The Program

~ Up to $17.2 million has been allocated under this
Program (0 support as many as ten projects in the 21

metropolitan areas with the largest AIDS case [oads
(see Table 1). Four-year grants wiil be made to
hospitals, local health departments, major voluntary
agencies, or consortia of such organizations. Where a
consortium submits an application, a single

" organization must be designated as responsible for the
‘receipt and management of the grant funds on behalf

of the overall effort.

Applicants in each of the three metropolitan areas
with the largest case ioads—Los Angeles, New York.
and San Francisco—are eligible for grants up to $2

. million (i.e., upto $500,000 a year). Applicants in the

remaining cities are eligible for grants of up to $1.6
million over the same period. Within both these

- parameters, however, the size of grants wiil be tailored

to the level of need in each of the funded areas.

Although there will be only a single application
process in this program, funding wil! be in two
24-month grant cycles. Funding for the second .
24-month period will be contingent on performance
under the first grant and the potential for the project to
be sustained after Foundation support has concluded.

All grantees will be required to organize or develop
comprehensive networks of out-of-hospital services for
AIDS patients (in all-instances in this prospectus,
references to AIDS includes ARC). Because
Foundation funds will not be sufficient to support the
full array of necessary services. services not supported
by the Foundation must already be in place or be
provided for with public or other private resources.

The comprehensive networks must inchide the
following service components:

1. comprehensive. AIDS-specific ambulatory care
services that would result in improved diagnosis.
earlier treatment and intervention. and reduced
utilization of costly inpatient services. These
should be staffed by highly specialized
multidisciplinary teanis of physicians and nurses,
backed by subspecialists in infectious disease.
onoology pulmonary discase. and other

. as appropriate. Such facilities
should also offer counseling and psychosocial
support services for AIDS patients and families, if
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these are not offered through another community-
based setting. [deally, these facilities would be
based at or closely linked to major academic heaith
centers involved in clinical research on the
treatment of AIDS. This would enable them to
serve as much needed settings for clinical research
and enable AIDS patients who use them to have .
access to the latest treatments for the disease.

2. a continuum of in-home medical and supportive
services coupled with long-term care and hospice
services to maintain AIDS patients in the most
humane and least costly setting possible. These
include:

—skilled and intermediate nursing facilities and
hospice services to provide treatment and
management for cancers, infections, organic
brain disease, and other problems when hospital
care is not needed but more than home care is
required. or simply to help the panems manage
the final days of life.”

—home health care services and in-home practical
assistance with basic tasks of daily living to help
maintain AIDS patients in their homes as long as
possible. In-home practical support services
would mainly be provided by volunteers. and
Foundation funds could be used to develop this
volunteer effort.

3. case management services, usually provided by
social workers or trained volunteers. Case
managers help patients and families navigate
through the service and public benefits systems.
Case managers could be based at the ambulatory
¢linics of voluntary communily organizations.

In order to encourage the development of truly
comptehenswe AIDS services. high priority will be -
given to applicants that are able to link these services
to a dedicated AIDS inpatient hospital unit. and a
portion of Foundation funds would be available 1o
support the development of such units. if necessary.

A portion of the Foundation's funding may also be
used to support new, project-related education and

prevention activities for members of potential risk
groups whose behavior professionals feel can be
modified to a significant degree. A variety of
education and prevention techniques may be used,
including direct outreach and counseling as well as
mass-media public education. Not more than 20
percent of the Foundation's funds could be used for

“this purpose. Plans for, or the presence of, such efforts . -

as part of the overall project, whether proposed for
support by Foundation funds or not, would be an
important factor considered in the review of
applications.

{n the few metropolitan areas where the number of
pediatric AIDS cases is sufficiently large to warrant a
major Foundation investment, priority under the
Program will be given to applications that include the
development of a comprehensive service system for
children with AIDS. ]

In keeping with the Program’s aim to support
area-wide projects, priority will also be given under
the Program for the ability to reach the largest
possible number of AIDS patients, and to applicants
that have a strong track record of m.magmg, complex,
multi-service projects.

All applicants will also be required 1o establish a
metropotilan area ddvisory committce to endorsc the
application and to provide broad oversight and
leadership for the project. The members of this -
committee must include representatives of the heaith
profession and health care institutions. the major
voluntary organizations and religious groups. and
relevant city and/or county and state agencies dealing
with AIDS. Where they already exist. city-wide AIDS

-task forces may be used to serve this function.

provided that the above listed constituency and
professional groups are represented.

The Foundation recognizes that AIDS populations,
potitical environments. and existing health care
delivery arrangements vary across the country. As a
result. no single service model may fit in every
instance. and thus applicants are encoumged to make
a case for departures from the service arrangements
described above where they feel other approaches are
needed in their locale.
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Use of grant funds

Foundation-funds may be used for salaries and for
other essential purposes in support of the delivery of
services and management of the overall service
project. In keeping with existing Foundation policy,
however, grant funds may not be used to construct new
facilities; to renovate existing facilities; as a substitute
for funds currently being used to support similar
services; to reduce ongoing deficits from pre-existing
operations; or as recurring revenue (and therefore as a
reduction of third-party reimbursements).

Eligibility and
selection criteria -

. Applicants must rcpresent one of the 21 metropolitan
areas with the largest number of AIDS cases listed in
Table 1. They must be a public entity or a tax-exempt
organization under Section 501{c)(3) of the [nteral
Revenue Code and not be a private foundation as
defined under Section 509(a).

Applicants must:

1. develop an overall strategy for reaching as many
AIDS (and ARC) patients as possible within the
metropolitan areas:

2. develop ur organize a comprehensive, coordinated
network of out-of-hospital AIDS health and
supportive services as previously described to
include:

—specialized ambulatory care:
—a continuum of in-home medical and supportive
services and long-term care and hospice services:

—cCase management services:

3. establish a broad-based project advisory
committee.

In addition to these requirements. pnomy will be
given o applicants for:

« the inclusion of a dedicated, specialized mpaucnt
unit as an integral part of the overall project;

» the potential number of AIDS and ARC patients
to be reached through the project; and

* the inclusion of new and innovative education and
prevention efforts targeted on high-risk groups.

In reviewing applications, special considerations
will also be given for:

* the ability of the project to network with other

- AIDS servicé sites in their metropolitan area;

» the active involvement and participation of state
and local government;

* the commitment and ability to coordinate other
state, local, or private funds to expand the scope
of the project; to add services such as emergency
housing or transportation; to improve access to
public benefit programs; and to sustain the project
after the termination of Foundation support; and

* the demonstrated ability of the applicant 10
manage a multi-service, coordinated effort of
this Kind.

Administration

of the Program

Technical assistance and direction for the Program is
being provided by the Institute for Health Policy
Studies of the University of California. San Francisco.
The director of the Program is Mervyn F. Silverman,
M.D.. M.PH.. who is a senior program consultant to
the Foundation and former director ot health in

San Francisco. At The Robert Wood Johnson
Foundation the responsible officers are Drew Altman.
Ph.D.. vice president. and Paul Jellinek, Ph.D...
program officer.

A national advisory committee will assist in the
initial review of applications. participate in site visits
to selected applicants during the review process. make
grant recommendations to the Foundation staff, assist
in monitoring the ongoing vperation of the Program.
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and otherwise provide technical assistance to the
Program and the'selected applicants. Final decisions
on the awarding of grants will be made by the
Foundation's Board of Trustees. The National
Advisory Committee is chaired by Philip Lee, M.D.,
professor of social medicine at the University of
California, San Francisco, and president of the

San Francisco Health Commission.

Evaluation and monitoring

An evaluation of the AIDS Heaith Services Program
may also be funded by the Foundation. It would be
¢onducted by an independent research group focusing’
on the key health services and policy questions
regarding the impact of the Program on the problems
it seeks to resolve. All grantees, as a condition of
accepting grant funds. wiil be required to participate
in the evaluation.

Application procedures

Mujor health care institutions. public agencies, and

voluntary organizations in the 21 eligible metropolitan
areas are being notified of the Program. The first step
for those wishing to apply is to send a letter of interest
{not to exceed two pages} to Dr. Silverman identifying
the parties involved or to be invoived in the ,
development of the application. and the general intent
of the proposed project. The letter shouid identify a

contact person to serve as principal liaison during the . .

application process. Upon receipt of the letter.
application materials and instructions will be mailed.

- At the time this prospectus was being prepared,
there was a possibility that federal grants for similar
purposes would be announced later in 1986. If the
federal initiative materializes as expected, the
Foundation and the Department of Health and Human
Services are planning to coordinate the two programs
as closely as possible. including a joint review of
applications and the coordination of funds for
maximum effect. If'this occurs, any necessary
adjustments in the terms or procedures of the
Foundation's Program will be communicated to
applicants in the affected metropolitan areas.

All inquiries and communications should be
addressed to:

Mervyn F. Silverman, M.D., M.P.H.

Director

AIDS Health Services Program

Institute for Health Policy Studies

University of Califommia, San Francisco
School of Medicine

1326 Third Avenue '

San Francisco. California 94143

(415) 666-4921 '

Program timetable

Deadline for receipt of
letters of intent: |
Deadline for receipt of proposals:
Completion of proposal review
and site visits:
Announcement of grants:

March 17, 1986
June 17, 1986

August 29. 1986
October 1986

i0
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IX. DOES AIDS PREVENTION WORK? -- Program Evaluation

GENERAL OBSERVATIONS

The effectiveness of AIDS prevention programs is very difficult to assess. First of all, the
exact ways and means of trangmission of the HI virus are still not fully understood. Second,
the exact length of the latency period (time between infection and appearance of symptoms)
cannot be exactly determined at this time for each individual. It may range from a few weeks
_to five, seven, ten or more years. Moreover, the clinical definition AIDS covers only a small
part of the various health problems and diseases that can result from an HIV infection. As a
consequence, even simple epidemiological suveillance is unusually difficult. The difficulties
are increased by the fact that an HIV infection can easily result and in fact often has resulted
in social discrimination and isolation. This, in turn, undermines the willingness to cooperate
" on the part of those at high risk for infection,

Nevertheless, in the United States, public health officials are reasonably confident that
prevention measures can be effected, provided they are on the one hand massive enough and
on the other hand detailed and specific enough for various population subgroups.

Generally speakmg,. the United States prevention efforts involve four major componetifs:

1. Information

2. Education

3. Training )
- 4, Risk Reduct:on

All of these elements have to work together and in some way depend on each other. However,
they involve very different public agencies, private organizations and individuals from
extremely different backgrounds. It is obvious, therefore, that success depends a great deal on
timely and proper coordination and cooperation,

In order to understand the complexity of the problem, the four prevention components will
now be briefly discussed separately,

' INFORMATION

The term information in this context refers to the broad effort of instructing the general
pubhc

Its aim is a sufficient public awareness of the dangers posed by the virus and a sufficient
understanding of how it is transmitted. At the same time, and just as importantly, the public
must be informed about how the virus is pot transmitted. In other words, ideally the entire
population is made to understand that there is no danger of infection through everyday social
contact in the family, at the workplace, at school, in restaurants or any public plices. On the
other hand, ideally the entire population also understands that it can protect itself from
infection in situations where it could actually occur, i.e. during sexual contact and as a result
of sharing drug-injecting needles.

This kind of information can and is being transmitted by means of telephone hotlines,
billboards, newspaper-advertising, radio and television spots, jounalistic reports, public
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congfes-ses, conferences and workshops, books, broshures, leaflets, and visiting speakers in the
workplace or in schools.

How far these information campaigns go and how many people they reach depends mainly on
the financial resources available. The amount of financial support in turn depends on the
greater or lesser awareness of public health authontm politicians and ultimately, the general
public itself.

Thus, it is evident that a certain circular mechanism is involved: the general public can only be

- informed. to the extent that it wishes to be informed, and this wish, in turn, depends on a
sufficient level of information in the first place. On the other hand, once the circle has been

set.in motion, it self—senerates a constantly growing awareness, finally approaching the desired
result of the campaign. :

In San Francisco and, to a lesser extent, in other cities such as New York, Los Angeles,
Chicago, Houston etc., public awareness is already relatively high. However, this is not true of
the rest of the country where much less energy and money has been spent.

EDUCATION ;

The term education in this context refers to the teaching of students at-all grade levels from
kindergarten to graduate school (university).

Unfortunately, at the lower grade levels, even including high school, this is a very
controversial area, Very often many parents and religious leaders are on one side of this
controversy with public health officials finding themseives on the other side. In many cases
the stalemate or bland compromise resuits with the students remaining essentially uneducated.

As the epidemic worsens the controversy is bound to grow with potentially very ddstructive
social results. Many purents and churches feel very strongly that the best protection against
sexual infection is complete premarital abstenance and that, therefore, nothing but "traditional
moral vatues" should be taught. The public health officials, on the other hand, feel equally
strongly that "safe sex practices” including the use of condoms should be taught to all students
at least after puberty, because failing to do so would put their very lives in jeopardy. In the
United States this clash of opinions is highlighted and in some way symbolized .by the
disagreement between the Secretary ot' Education, Dr. Bennett, and the Surgeon General, Dr.
Koop.

At this time it is unclear whose arguments will finally prevail. As cited earlier in this report,
some public school education materials reflecting the Surgeon General’s position are already
available (attached to this report). The remaining question, however, is if, when, where, and
how widely these materials are going to be used. Ultimately th;s is a political, not a medical
question. .

TRAINING

The term training in this context refers to the instruction of so-called providers i.e. medical
professionals, and other health care workers, counselors, teachers, etc.
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As repeatedly mentioned in this report, the United State Federal Government through the
CDC, various states and many cities have begun programs of "training the trainers”. Indeed, in
the overall picture of American prevention efforts, this component may be the best developed
and most effective to date. There is no doubt, howéver, that it needs to be expanded and
strengthen furthér, since few other efforts are likely to produce as many beneficial results as
quickly. .

For details on some of these programs the reader is ruferred to pages 34 through 78 of this
report as well as to pages 47 through 53 of the attached Status Report and Plan for 1987 &
. 1988 of the San Francisco Department of Public Health. .

RISK REDUCTION

The term risk reduction here means the reduction of the risk ot' infection through changes in
sexual and drug use behavior.

Efforts in this regard are directed at the general public, at certain populations defined by their
behavior, populations defined by community and at populations defined by place.

The general public has to be addressed since it is not known which individuais are running a’
risk through their behavior. While it may be true that large segments of the public run fio risk
at all, those that do may not be reachable any other way than by a broad "scattered* approach.

However, there are certain populations that can be defined and targeted more narrowly,

although even here it remains uncertain how many of them can really be reached, as they may
be "hiding" in the general population. Thus, they may be missed just because they have been

especially targeted. Some of the special target populations defined by their behavior are:

Men who have sexual contact with other men

IV drug users/needle sharers

People whose sexual activity is disinhibited by drug use

People with mulitiple sexual partners

Sexual partners of members of all the above groups

Sexual partners of hemophiliacs and other recipients of infected blood or blood products

Populations identified by community could be:

Racial or ethnic minorities

Members of the "gay scene” or subculture

Swingers (heterosexuals engaged in sharing or exchanging partners)
Sadomasochists

Other sexual minorities

Populations identified by place can be found in:
Prisons
Schools
the work place
Clinics or other treatment settings
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Community groups
etc.

The above groups are not to be considered exclusive., In fact, a great deal of overlapping must
be taken for granted since many individuals belong to more than one group or can be reached
,in more than one location. Therefore, a certain redundancy in prevention efforts is.
un.avo:clable and should be accepted

The methods chosen to reach and address these groups will have to vary greatly For example,
risk reduction education in a public high school will use different vocabulary and different
printed and audiovisual materials than a comparable course in a sado-masochistic sex club.
Curiously enough, it may be easier to achieve the goal of prevention in the latter place than in
the former. The more public the risk reduction efforts are, the more they become subject to
political scrutiny. Religious and other social pressures ¢an then result in the "censorship” of
explicit or "obscene” sexual instruction materials.

. The materials attached to this report provide ample documentation of the various approaches:
In the final analysis, the scope of risk reduction programs again depends on the funding
available, which in turn depends on political decisions. Such decisions can only be made if the
electorate is sufficiently informed. Thus, the link of the "risk reduction component" to the
general "information component” is quite obvious.

TWO SPECIAL POPULATIONS -- WOMEN AND IV DRUG USERS

The following addresses the problems connected with achieving risk reduction in two special
populations: (1) women and (2) IV drug users. Hitherto, these two groups have been rather
neglected in the general prevention effort, and thus their discussion may serve to illustrate
particularly clearly the difficulties in reaching all of the groups.

The concept of women as a special target group for risk reduction efforts is somewhat
artificial since women are found in many other so-called risk groups and can probably be
reached best by targeting these different groups. However, since about 7% of ail AIDS cases
" nationwide are women and since this percentage is growing, there is now an effort underway
to "slice the pie differently" once again in the hope of reaching more individuals who
otherwise would "fall through the cracks®. Therefore, many cities and states have formed
special task forces dealing with AIDS prevenuon among women,

Until now most of the women with AIDS have become infected through the use of shared
needles when shooting drugs intravenously. Other women have become infected through
heterosexual intercourse with infected men. Furthermore, the vast majority of pediatric AIDS
cases are infants born to these women. Thus a certain overlap between the various nsk
populations” 13 again obvious. ‘

Taking all of this into consideration, American public health authoritiés now prefer to speak of '
*risk behaviors® rather than of "risk groupa This approach indeed promises to promote new
levels of effectiveness within the existing programs.

This has to be kept in mind when considering "risk group oriented” materials such as the
following text describing certain model programs in San Francisco and the State of California.
By way of further illustration, the paper is followed by a special edition for women of the San
Francisco safe sex guidelines,
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'CALIFORNIA MODELS FOR WOMEN'S AIDS EDUCATION AND SERVICES

Introduction: The AIDS Epidesic

To say that the AIDS epidemic continues to grow is to repeat an
obvious fact. Yet the growth pust be observed and understood in
order to develop policies and programs which can meet and respond
to the specific groups (including certain subsets of women)
affected by this serious new illness.

Between January 1579 and December 15984, a five-year period, 8,954
AIDS cases were reported to the CDC. The case reports multiplied
at a steady rate, as indicated in Table 1. As of June, 1985, 49%
of these stricken had died.

Date of diagnosis No. of cases No. of deaths Case fatality

rate

1979 ' Jan.-Jun. 1 1 100%
- Jul,=Dec. 10 8. 80%

19489 Jan.=-Jun. 19 15 ' 79%
Jul,=Dec. 28 ; 28 : 100%.

1981 Jan,-Jun. a1 : 71 88%
) Jul.-Dec. 174 145 834
1982 Jan.=Jun. 353 267 76%
' Jul.=Dec. 626 443 71%
1983 Jan.-Jun. 1163 789 ° 68%
Jul.=Dee. 1507 984 65%

1984 Jan.=-Jun. 2256 119Q 534
Jul.=-Dec. 2728 929 . ‘ : Z4%

Table 1: Kumber of reported AIDS cases by half-year of diagnosis.
1979-84. Data from Centers for Disease Control. June 3.
1985, Surveillance Report. ‘

The number of cases per amillion has risen steadily. Between
January and June of 1985 alone, the number of cases per million
nationally has risen from 35.1 to 46.9. In San Francisco the rate
has climbed from 2587.9 to 384.2, (1) The illness has alsc spread
to new locations and populations. Initially concentrated in a few.
major metropolitan areas, it is now in all 50 states. The
percentage of total cases in the major cities is shrinking and the
proportion in more rural states and districts is growing. Table 2
indicates this trend durfing the first six months of 1985.
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SMSA or Residence Dates of Diagnosis

1/1/81 - 1/21/85 1/1/81 - 6/3/85%
E' ! cases p. N ’ 5 cases 9.

million million

New York, N.Y. 2855 36 313 3615 33.9  396.4

. San Francecisco, Ca. 936 12 287.9 1249 14.7 384.2
Miami, Fl. 305 4 187.6 368 3.4. 226.4
Newark, N.J. ' 217 3 T .110.4 270 2.5 137.3
Elsewhere o 3668 46 14.7 5176 48.5  23.9
Total U.S. | 7981 100  35.1 10678 100.0  46.9

Table 2: Comparison of AIDS cases by Standard Metropolitan Stat-
istical Areas in January and June, 1985. Source: CDC
Surveillance Reports of 1/21/85 and 6/3/85.

N = no. of diagnosed cases

2 = £ of total U.S. cases
cases p. : _
million = no. of cases per million inhabitants

Although the cities with the highest rates of AIDS ceses continue
to have more illness diagnosed (e.g., the case per million rate in
San Francisco has jumped from 284.9 to 384.2 batween January and.
June of 1985), the distribution i{s broader. The cities listed in
Table 2 (among the top five in terms of cases per million at both
countings) now have a lesser share of the total number of cases
than they did in January. This change demonstrates the continuing
rapid spread of the epideamic. The implication for preventive
education and for services is that these also must become ndre
“idely distributed outside the major metropolitan areas.

While AIDS has always affected both men and women and persons of
all sexual orientations, its sexual spread has previocusly been
more rapid among gay men than among the heterosexual population,
Epidesiological evidence indicates, however, that as a sexually
transmitted disease AIDS is currently spreading among
heterosexuals at a progressively faster pace. As Table 3
indicates, the number of AIDS diagnoses for which heterosaxual
contact was the primary risk factor rose froam 59 in January 1985
to 97 bdy June 1685, a 54.4% increasse. The number of cases where
homosexual contact was the suspected route rose from 5,748 to
7:732, an increase of 34.5% The heterosexual rate of increase was
1.86% times that of the homosexual contact rate of increase.
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Suspected Route of Trinsmisaion

Date Male-Male Contact Male-Female Contact
1/21/85 5748 59

6/3/85 - 7732 97
Numerical Increase 1984 ’ 38

% Increase 34.5% 64.4%

Table 3: Number of AIDS diagnoses by suspected route of sexual
transmission. Data source: CDC Surveillance Reports,

1/21/85 and 6/3/85.

Interestingly enough, the rates of increase in diagnoses for men
and women during the same period are both around 34%, slthough the
rate is slightly higher for women. The difference is not
statistically significant.

Date Gender (Adults & Adolescents)
Male ) Female
1/21/85 7375 511
6/3/85 9869 ' : 689
Numerical Increase 2494 178

% Increase A 33.8% 34.9%

Table 4: Rates of increase in reporte& AIDS diagnoses for men and
. " women. between 1/21/8%5 and €/3/85. Source of data: CI?
Surveillance Reports. Calculations by author.

Comparisons of Tatles 3 and 4 indicate that the rise in AIDS
diagnosges attributed to heterosexual contact is not sinply a
matter of more women being diagnosed. It refiects more
heterosexual transmission for toth women and nen,

The incubation time between infection and the emergence of AIDS- .
defined illnesses can be from a few months to many years. The
lengthy incubation-healthy carrier phenomenon, combined with a
lack of AIDS awareness in the general population, means that the
illness rates are only the tip of the iceberg of AIDS ‘'infection
among heterose:ual men and woaen.
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In response to the spread of AIDS, including the rise in
heterosexual cases and the steady increase in numbers of women and
infants with the illness, thls report will concentrate on the
ispact of AIDS on women. It will include an outline of prevention
strategies utilized in California, which may be able to slow the
increase of cases, and lessen the morbidity and mortality for
those woaen who are exposed to or infected by the HTLV-III virus.
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I. Women end AIDS: Tranamission and Demographics

As of June 3, 1985, 738 females in the United States had been
reported to the CDC as having AIDS, The best estimate of women
with AIDS-Related Conditions (ARC) is approximately six tc ten
tizes greater than the nuagber with AIDS, 4,428 - 7,380. The best
estimate of those with the virus in their systea is 60 to 80 tiames
the number with AIDS: 44,280 - 73,800. (2) Women coamprise 7% of
the nationsl population of AIDS patients and probably a similar
proportion of those with ARC or the virus. If the category "gay
and bisexual men” is excluded, as many as 20% of AIDS cases are
female. Still, as the figures cited above indicate, there are
thousands of women already infected. They, their sexual partners,
and their infants are at iomediate risk of developing the fatal
illnesses associated with AIDS.

Sources of Transmission

Table 5 indicates the major routes of transmission for AIDS for
women, '

AIDS Diagnoses Apmong Wdomen

i.5. 1 California 2 San Francisco J

Patient Groups N % N 3 N %

I.V. Drug User 374 50.7 s 21.7 2 22
Heoophiliac 3 .4 - - - -
Heterosexual Contact 88 11.9 2 8.7 1 11
Transfusion 63 8.5 5 21.7 3 33
Parent at Risk 43 5.8 2 8.7 2 22

None Apparent/Unknown 167 22.6 9 39.0 1 11
Total: 738 100% 100% 9 1008 .

~n
AN

Table 5: Reported AIDS cases among woamen, by patient group ‘
(suspected route of transzission) for U.S., California,
and San Francisco since 1981, (On account of rounding,
not all percentages add up to 100.)

1 from CDC Surveillance Report, June 3, 1985
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2 from California AIDS Activity Office data, 1/7/85.
Author's calculations.

3 froa San Francisco Departnent of Public Health,
4/30/85. Author's calculations.

GCeneral Issues

The most coamon route of transmission for woamen is IV drug use

" and shared needles (50.7%). This is a significant risk factor
nationally, in California, and in San Francisco. (Because the
state and city numbers are soc small, they omust be treated with
caution when making generalizations and predictions.) Of the
other identified routes, heterosexual contact is the next most
important nationally. Although a subdstantial number of women have
contracted AIDS through blood or blood products, this risk factor
has essentially ceased to be a threat on account of blood bank use
of virus antibody tests.

A striking number of women (22.6% nationally, 39% ($) in
Calffornia, and 11% (1) in San Francisco) are listed as being at
risk for "no apparent”™ or "unknown" reason. The comparable
category ("unknown, other") for males is only 5.6% nationally
(June 3, 198% -~ CDC). Some of these women may be recent Haitian
iaigrants. Haitians in Haiti and recently emigrated to the U.S.
are reported to be AIDS-antibody postive at a rate of 2%.
Haitians are currently listed as "unknown/other", unless in other
risk categories. Some women in the "unknown™ category may have
never been adequately questioned. There may be a sophistication
in surveillance with male cases, which came about as the nuabers
grew, that has not fully developed in the surveillance of female
cases. Although women comprise the bulk of health care workers
Serving patients with AIDS, there are no reported cases of
transmission to females (or males) associated with exposure to
blood, urine, saliva, or mucous during nursing or other medical
care. Neither superficial contact nor more direct contaczt,
including needle sticks with contaminated blood, have resulted in
AIDS, or even in positive antibody test results.

Sexhal Transmission

More women than men are reported to have contracted AIDS through
heterosexual contact. This could be a sign that AIDS is amore.
easily transmitted from males to females. If so, the role of
tissue trauma during vaginal and/or anal intercourse might Ye a
factor together with the dosage transmitted via semen. This can
be cospared to the lesser potential for trauma to the male during
intercourse and the more limited opportunity for direct passage of
vaginal and cervical secretions into the male“s body.

On the other hand, the male-~female difference in rates of

heterosexual contact leading to AIDS may be & result of the much
higher nuabers of men slready infected with the virus. On the
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basis of AIDS diagnoses, we can eatiaate that there are over 10
times as many men infected with the virus as there are woaoen,
While many of these zen have contracted AIDS via homosexual
contact, a substantial proportion has been infected via drug use,
Pisexual males and a number of gay-identified men have sexual
contacts with women. But even if one excludes both gay and
bisexual aen froa AIDS statistics, B0% of the diagnosed AIDS cases
are male. These figures mean that a woman is amuch more likely to
meet an infected person of the opposite sex than is a man.
Consequently, her chances of being exposed to the AIDS virua via
heterosexual transmission are currently greater than a man's.

While there is a tendency for some to focus on the risks of
prostitution, all women who have multiple sexual partners 1ncrease
their chances of AIDS virus exposure. Coyote, & national
prostitutes™ orgeanization, reports that nationally nine
prostitutes are known to have contracted AIDS. It {is unknown
whether these women were also IV users. There is no direct
evidence that U.S. prostitutes or other sex workers, such as sex
therapists and sex surrogates, have contracted AIDS as a result of
their sexual activity. As Coyote argues in Appendix 1, sex
workers are often more carefu; of disease transmission than is the

average citizen.

Prostitutes (both male and female) who sell sex to finance IV drug
use may be exposed to the virus via shared use of needles. They
are then capable of transmitting the virus to others sexually.
Historically, female prostitutes have been blamed for the
existence and spread of sexually transmitted diseases in the
general poulation, even when there is contrary evidence. Coyote”s
position paper (Appendix 1) attempts to address this scapegoating
phenomenon in such a way that the commonality between those paid
and those not paid for sex will be understood. Coyote™s goal in
.this paper is a response based strictly on health conceras.

IV Drug Use and women

Drug use with shared needles {s the most important source of
transnission of the virus to women. As Table 5 indicated, it is
especially important nationally, althcocugh less so in California.
Current estimates, however, are that approximately 10% of the
opiate using population of San Francisco f{s HTLV-III antibody
positive. (3) If this figure continues to rise, and if the figure
is determined to be similar with other, non-opiate, IV drug use,
the spread into the general population will accelerate, both
through shared needles and through sexual contact. Figures frono
the San Francisco Departaent of Pubdlic Health froam May 30, 1985
demonstrate the important role IV use may play in AIDS infections,
regardless of gender or sexual activity. (See Table 6.) .
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Gender ' Reported Drug Use

Male
Gay . 13%
Bisexual g 26%
Heterosexual 46%

Female : 22%

"Table 6: Gender snd sexual orientation (where known) of San

. Francisco AIDS cases with I.V, drug use reported by
patient or physician, regardless of suspected route
"of transmission or primary risk factor. Data froa .
San Francisco Department of Public Health, May 30, 1985.

Prognosis for AIDS is poor in IV users, with a higher death rate
(51.7%) than for AIDS cases overall (49%). (4)

IV drug use is more heavily concentrated in non-white communities
in the United States than {t is among whites. The economics and
social consequences of racisam, together with criminal justice
legislation and enforcement policies have produced a situsticn in
which the poorer Black and Hispanic communities of the United
States are suffering from an epidemic of drug use. This epidenmic,
combined with that of AIDS, is having a devastating ilapact already
in the New York-New Jersey area, With reports that as many as 80-
90% of opiate users in Manhattan are antibody positive and knowing
that these are not sexually closed populations, we can see the
seriousness of the community-wide iampact of AIDS on Black and
Hispanic populations. Table 7 indicates the ethnic distribution
of IV drug users who have been diagnosed with AIDS.

Race N b4
White © 264 19%
Elack : , 692 50%
Hispanic 433 31.1%
Native Amarican 3 .22%
Asian ’ - -
Unknown 11

Table 7: Racial distribution of diagnosed AIDS cases with I.V.
drug use as primary risk factor, U.5. Data source: CDC,
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These figures lead us to s genersl consideration of ethnicity and
AIDS in women

Ethnic Diatribution of AIDS in Women
- v -

Hatibnally, women of color have been far more iikely to be
diagnosed with AIDS than are white women. Table 8, which compares
California and the rest of the nation, makes this clear.

Female AIDS 6ases by Race

Region

Ca. Elsewhere All
Patient
REce/Tthnicity N N N
White ; 26 149 175
Black 6 340 346
Hispanie 3 ' 149 152
Other/Unknown - 9 9

Total: - 35 647 682

Table 8: National Distribution of female AIDS cases by race, as
of May 28, 1985.

From a quick review of this table, one might incorrectly conglude
that AIDS is not especially a probles for ethnic ainority
copounities in California; however, the Pacifilc Center AIDS
Project in Alameda County has found that 17.21% of California AIDS
cases are in minority communities. (5) 1In Alameda County itself,
the figure is 32.5% (6). Table 9 inidcates that ethnicity varies
among the patient groups (another term for "risk categories").
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Patient Groups by Risk Factor

Male ) Heterosexual Matermal Other/ = 1TOTALS
Gay/Bisexual I.V. Use Hawophilia Tranamission Transfusion Tranamission -Unknown By Ethnicity
N L ) N & N % N % N 1 ) N 1 N 3 N )
vhite 992 90 2 25 - - 1 25 4 80 - - 1l 25 1000 88.9%
Black 43 4 4 50 - - 2 75 . - - 2 100 2 50 53 4.
Hispanic 56 S 2 25 - - - - - - - -~ 1 25 59 5.2¢
Asian 6 .5 - - - - - - 1 20 - - - - 7 .6%
Other S T Ty
{incl, Am, '
Indian)
Totals 1103 100% 8 100% - - 3 100% S 1008 2 100% 4 100% 1125 1000
(by patient ‘ . ’
group)

Table 9: AIDS patient groups (primary risk factor) by ethnic origin is San Francisco between Jan. 1, 1981
and May 30, 1985. Data Source: fram San Francisco Department of Public Health,




~ Furthermore, when one analyzes the ethnie distribution of
heterosexually contracted AIDS cases Iin San Francisco, a broad

ethnic spread immediately emerges, as indicated in Table 10,

Ethnie Group Heterosexual males and all females-
' XIDS Diagnoses

N %

" White : 8 36
Black 10 45

- Hispanic 2 14
Asian 1 5
Cther - -
Total: - 22 R 100%

Table 10: Ethnic distribution of AIDS diagnoses in.San Francisco
among (self-identified) heterosexual males and wooen
(all sexuaslities), regardless of risk factor. Data
source: San Francisco lepartment of Public Health,

The figures in Table 9 make clear that any educational campaign in
San Francisco intended to have an impact beyond the gay community
must reach beyond the white population to the Black, Hispanic, and
Asian communities. This comment does not imply that the sanme’
multi-ethnic approach should not also be used in education and
service for gay San Ffranciscans, I nerely wish to emphasize the
special importance of multi-ethnic work to reach women, either
directly or through their male partners.

Lesbians and AILS

‘As of May 30, 1985, there had been no documented cases of sexual
transmission of AIDS virus between lesbians. There are, however,
a small number of cases of women who define themselves as lesbians
who have contracted AIDS through shared IV needles and through
heterosexual contact. Until further research on female
transmission is complete, the risks of lesbian sexual practices as
transmissors of the virus are essentially unknown. The paucity of
research on sexually transmitted disease among lesbians makes most
projections highly speculative.

If the virus is found in vaginal and cervical secretions, and/or
the menstrual blood of infected women (as is to be anticipated),
then it 'is as ioportant for women as for men to avoid these fluids
when their partners are infected or possibly infected.

Two studies currently under way, the AWARE project on AIDS

serapositivity in women, conducted by Wofsey, et al. at UCSF, and
a project at the San Francisco based Lyon-Martin Clinic on
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sexually transasitted diseases in lesbians, may help answer sope of

‘these questions.

For a description of the AWARE projects, see

their attached research proposals {Appendix 3).

1YY




Donor Insemination

A major issue confronting lesbians as well as scae other couples
with fertility problens is donor insemination. There have been no
documented cases of AIDS virus transmission through donor
inseaination. This does not mean that semen without "sex" |is
safe. Rather, it may reflect precautions taken by spernm banks and
individuals to avoid donations from persons who might be virus
carriers., It pay also be related to other factors, such as the
minimal tissue trauma or lim{ted dose with planned insemination.
‘However, until sore data is collected (and given the knowledge
that the virus.can be contracted from heterosexual transmission of
sezen), mpost physicians and sperm banks advise against
insemination with a donor in a risk catefory. One strategy for
protection in doneor insemination is use of the antibody test when
the donor has possibly been sxposed or infected. The Alternative
Test Site brochures of the San Francisco AIDS Foundation (Appondix
4) explain why such screening is inportant. ,

Pregnancy and Maternal Transmission

~ Women are unique in their ability to become pregnant and bear
children, This special capacity also renders them capable of
passing the AIDS virus on to their unborn children. Of the 124
pediatric AIDS cases repcorted to the CDC by June 3, 1985, 90 (73%)
are the result of maternal transsission. The gothers were
infected via shared needles or sexual contact. Most appeared
healthy during their pregnancies. The maternal infections were
passed on, however, to the infants, transplacentally, or at birth,
and in some possidly through nursing. The infants with AIDS, the
many others with ARC, and those children carrying the virus can
anticipate greatly shortened lives with high susceptibility to
opportunistic infections and cancers. Prevention of maternal
transmission can only be accomplished through education of women
at rvisk for AIDS infection. As will be discussed in the
"Programs" secticon, such education will require the combined
efforts of health departpents, community service agencies, and _
health care providers to women. Antibody screening programs for
women at risk can only be one component in this process.

Pediatric 'AIDS is a phenomenon more common to other areas of the
U.S. than to California. However, nine cases have been reported
in California, two of them in San Francisco. Ethnic minority
children comprise a substantial porportion of the cases -- 33% in-
California and 78% nationally. The pediatric AIDS demographics
mirror the female demographics, for obvious reasons.

II. Current AIDS Prevention Programs for Women

It is universally aéknoulodgod that education is the key to
stenming the spread and mitigating the effects of AIDS. The
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education aust include health providers as well as people who have
been, or might be, exposed to the AIDS virus. Additionally,
multiple services, ranging from information and referral through
social service and case managesment to s full range of medical
services, are acutely needed for people with all stages and types
of fllness snd incapacity assoclated with AIDS, As the previous
section indicates, s growing nuaber of woasen will be needing both
education and health services. To date, woman-focussed and/or
woaan-sensitive AIDS resocurces have been quite limited.

In this section we will review such resources and programs in
Northern California on a county-by-county basis, beginning with
San Frencisco, where the greatest number of women™s educational,
resource, and research projects are to bde found. Most of these
pPrograms can be adapted to other counties and adjustments can
easily be made for urban, suburban and rural conditions.
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San Francisco City and County

"A. Women“s AIDS Network

The Women s AIDS Network (WAN) is a volunteer organization
grounded in San Francisco. Its active denbers come from most Bay
Area counties (San Mateo, Santa Clara, Alaseda, Marin, Sonoma) as
well as Sacrsmento. It draws subscribing memders from as far nway
as New York, Texas and Georgia.

Formed at a national AIDS meeting in 1983, the Women™s AIDS
Network initially saw itself as a national organization. When
this proved impractical, it gradually settled into an educational
and advocacy role in Northern California., 1Its members are
predominantly women health professionals (physicians, therapists,
educators, nurses, researchers, social workers, etc.) working in
AIDS organizaticns, ' :

For its nenbers;'HAN provides a location to exchange information
and ideas. Some of the issues which the organization has
addressed include.

l. mwmembers” experiences as women in predominantly male
organizations

2. enmotional issues of working with péople with AIDS and ARC

3. networking opportunites for referrals, advice, employment,
planning

4. recommendations for coordinated, non-duplicative resource
development

5. information sharing concerning research, new programs and
policies, potential speakers for forums, workshops, etc.

6. resource sharing, e¢.g., loans of audio-visual media

WAN has provided a variety of services to the broader community by
sponsoring educational forums, and by preparing and distributing
brochures about women and AIDS. WAN sponsocred the first Women and
AIDS forum for the general public in the Bay Area in 1983. 1In
1584, with the assistance of the San Francisco AIDS Foundation, it
sponsored and organized its second Wooen and AIDS forum, this one
for health care providers. Continuing Education credit was
available for nurses. The sylladus for this forum is attaching in-
Appendix 5. The brochure "Women and AIDS"™ was written by two :
members of WAN, and then funded, printed and reprinted by the SFAF
(Appendix 6). Currently {June, 1985%) WAN is completing its first
newsletter to the general public. The nevwsletter will have an
1n1tial circulation of 3,000 copies.

Funding for WAN activities hasbeen generated by dues, forum fees,
and a small grant. The organization is currently planning a
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benefit for newsletter expenses and is selling buttons which say
"AIDS: Not Just a Man“s Iassue =-- Women™s AIDS Network™. (See

Appendix 7 for WAN membership form.)

WAN provides a model which can have a significant f{mpact on health
care providers and on consumers. It developed in an area with
many AIDS cases (most of which are nqle). The region may also
have been conducive to organizational creation. The San Francisco
Bay Area is a region with an established history of women
.organizing sround health, gay and feminist issues. Still the
network approach can be a strategy worth considering in outlying
counties, as a mode to generate awareness of AIDS, and as a way of
linking the women health workers of the county into an active
force around AIDS issues. Major values of this approach are that
it is fairly ccononica] it breaks down isolation, and it can grow.
indefinitely. '

B. Women“s Program, San Francisco AIDS Foundation

In October, 1984, the San Francisco AIDS Foundation (SFAF)
received a grant froa the State Departament of Health to develop a
pilot program on Women and AIDS. This project is the only -
governaent funded educational program in the U.S. which 1is
explicitly focused on AIDS and women. The Foundation hired a
half-time development coordinator (the author of this report).
Building on earlier wark at SFAF, the program has developed an
experimental amulti-faceted approach to education, referrals and
resource devlopment concerning women and AIDS. It has taken San
Francisco and nearby California counties as its main focus. Its
work between November 19584 and June 1985 is described bdelow.

1. Forums

The November 1984 "Women at Risk" forum for health care providers
attracted over 100 participants. The Women“s Development Progran
has also been involved in a number of other forums and workshops.
These have been directed at three audience categories: health
professionals, women at risk, and the general public,

Forums and workshops for health professionals includod Continuing
Education ‘credit wherever possible to encourage attendance by
nurses and other persons for whom certification credits are
important. A foruam conducted for the San Francisco Health
Department focused specifically on women and AIDS, with special
presentations on women and drug use, heteroseuxal and caternal
transmission, and criainal justice concerns. Workshops on "Women
and AIDS" were also incorporated into other AIDS and women s
health meetings and forums, thus enabling the program to reach a
broader segment of care providers, many of whom aight not attend a
wmeeting or forum exclusively focused on wosen or on AIDS or on
”honen and AIDS»,

Prescntations for the general pudblic were conducted at U.C.
Berkeley, as part of an all-day forum on AIDS, and to
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predominantly lesbian and gay sudiences in San Franciaco and Santa
Cruz.

Presentations to wooen at risk through IV drug use and/or multiple
sexual contacts were prepared in cooperation with the San
Francisco Pretrial Diversion Program and a San Francisco Jail
Medical Service social worker. The first workshop, held in May
1985 at the County Jail, utilized a slide presentation, brochures,
Hotline flyers, and a question and answer format for an audience
of 20 female inmstes.

The goal of the Women's Development Program in regard to education
of women at risk has been to train service agency staff and/or
members of the at-risk group to do trainings themselves. At the
Family Addiction Center for Education and Treatment (FACET), staff
were trained by the program coordinator; at the jail the initial
program for inmates involved both jail and SFAF steff. The
latter is preferable when developing materials for a new audience,
as it gives the program developer more direct opportunity to judge
the effectiveness of various educational strategies.

2. Information and Referrals

The women™s program also provided up-to-date information on women
and AIDS to SFAF Hotline callers, SFAF staff, health care
professionals, and researchers.’ In order to provide such
information, an agency or program will need to set aside staff
time to collect the information. Existing women™s organizations
and services should be surveyed in regard to their abjlities to
provide AIDS services, while existing AIDS organizations must also
be reviewed in terms of their service to women. At the SFAF, the
woaoen"s program coordinator went to the International AIDS
conference in Atlanta in May 1985 as one part of this process.
Access to a good medical library and knowledgeable individuals are
also crucial factors in providing accurate information to the
public.

An additional information gathering strategy used by the women™s
program was the development of an organizational network among
professional AIDS researchers working with human subjects., While
" the research network was much broader in scope than "¥omen and
AIDS®™, it did include all Bay Area research projects working with
women. It was also responsive to research issues affecting female
subjects,

Distribution of information can be a time consuming process. The
SFAF Hotline, which is a2 primary source of public information on
AIDS in Northern Californis, uses numerous volunteers. The value
©f a hotline approach is that individualized education, directly
responsive to the concerns of the caller, can be provided. At the
SFAF, the Hotline is supplemented witéh brochures and other
materials that can be sent to the caller. Additional mass media
and group approaches for more general public education are also
pursued by the Foundaition.
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The SFAF Hotline was developed to serve three dasic classes of
people: the general publiec, people at rvisk for AIDS, and people
with AIDS and ARC. The wvomen's progran provided additional
training and resource lists to the Hotline staff and volunteers to
help them respond more accurately and sensitively to women's ]
issues within the three general categaries. (See Appendices 8 and
9 for support group and drug rehabilitation resources listings.)

3. Advertising

As a component of the provision of information to the general

pubdlic, the woaoen"s program prepared specific advertising to

encourage women and the non-gay-identified population to call the.
Hotline. (See Appendix 10 for advertising copy.) To reach the

multi-ethnic population o0f women at risk, advertising was prepared
in Spanish and English. Ads were pleced in the Black, Hispanie,
Asian and white press, as well as the gay and lesbian ‘press and in -
papers read by prostitutes.

4. Multi-Ethnie Qutreach

In addition to the bdbilingual, multi-ethnic advertsing campaign for
the Hotline, the progras distridbuted "Women and AIDS™ ©brochures
in Spanish ("Mujeres y AIDS", see Appendix 11) and recruited
Black, Spanish~-speaking and bi-cultural .volunteers to swork on
various outreach projects. Consultation and a proposal were also
provided to the San Francisco Departaent of Public Health
concerning a possible pult-ethnic educational program for
teenagers (see Appendix 12)., The Women™s Program Developaent
Coordinator also participated in the ethnic ocutreach committee of
the SFAF.

Where specific ethnic and/or racial populations are at risk for
AIDS, special adviscory cogtmittees and outreach work are necessary.
Programs should provide routine Spanish-language outreach in
advertising, written msterials, and educational events wherever
there is a significant Hispanie population,

5. __Work with Special Groups of Women at Risk

Prostitutes, women in jail, IV drug users, and wonmen facing
pregnancy after possible AIDS virus exposure: these groups of
women have speciasl needs for AILUS services. The SFAF Woomen™s
Program developed separate files general of information, health,
social services and legal resources, education programs, and
specialists who could work with individuals or groups. The file
development was prepared by literature review and contact with
organizations working with women in these groups. The files were
then available when requests for assistance or resources arrived
froa health care providers, the general pubdlic, and the wonmen at
risk. ‘ ‘




6. Networking and Volunteers

One person can only sccoaplish & limited amount. Networking and
volunteers can be important extenders. Both approaches were
integral to the SFAF Women"s Development Progran.

Networking was accowplished through 'the Women™s AIDS Network, the
San Francisco and East Bay Perinatal Foruas, SFAF contacts,
Coyote, the Coalition for the Medical Rights of Women, the Bay
Area AIDS Research Consortium (founded by the SFAF). and gay and
lesbian organizations.

The SFAF voluntéer network and volunteer coordinator were used to
recruit volunteers., From San Francisco State University, two
Women™s Studies interns and five Health Education interns donated
~various amounts of time. One volunteer came through an
alternative sentencing program. Several volunteers either had ARC
or were otherwise exposed to the AIDS virus. Another worked in an
AIDS-related job. Among them, these volunteers contributed over
450 hours of work in six months, -

Each volunteer had a clearly defined task which was pursued over
several weeks or months., Two developed a multi-ethnic advertising
campaigni one prepared translations and typed; another handled a
mailing list and information requests; four prepared a grant
proposal; and two developed a major listing of women™s health care
providers. In only one case did a person stop working before a
"project ended and then the work was substantially complete.

7. Future Plans

The Women™s Develcpment Program was charged by ‘the State
Cepartment of Health Services with the development of pilot
programs and preparation of proposals for future work. It is
anticipated that the program will continue its existing
educational work, networking, and consultations. The Women™s
Progranm also prepared several proposals for future work:

a, Outrtach to Women™s Heslth Care Previders

A Program ‘intern prepared a county by county listing of
women™s health care providers in Northern California. The
listing includes all obstetrician/gynecologists, wcaoen"s '
health ¢linics, and women's substance abuse programs in San
Francisco, Alamedsa, Contra Costs, Lake, Solano, Mendocino and
San Mateo counties. The listing will be used to contact x
these providers to begin comprehenisve educational programs .
about women and AIDS fn these counties, This plan was begun
after it was realized that very few women™s health care
settings have literature on AIDS and woamen. Existing
literature and patient education prograams which tbuch eon
sexually transmitted diseases have not yet been updated to
include AILS.. THe primary goal of this plan is to begin te
change this situation. Implementation of the plan will
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require extensive local organizing and cooperation. (See
Appendix 13 for a partial couaty by county listing.)

5. "Woaen and AIDS -- Straight Talk".

A second proposal prepared through the program is a
heterosexual education praoject designed to foster the use of
condoms. This proposal, "Women and AIDS -- Straight Talk"™,
was prepared by San Francisco State University Health '
Education students. It is attached in Appendix 14.

€. "AIDS Teenage Awareness Progran"

A third proposal was prepared in draft form for the Coamunity
Services of the San Francisco Department of Public Health. :
This proposal was for & multi-ethnic approach utilizing adult
comsunity leadership to educate teenagers nbout AIDS (see
Appendix 12).

These projects are mentioned here, not only because they were
generated by the Women™s Program of the SFAF, but alsobecause
they can be used as models in other cities, counties, or
states which are developing AIDS awareness and prevention
prosrans to protect and serve uomen. .

C. AWARE

The AWARE research project is funded through the University of
California, San Francisco, out of California AIDS research funds.
It is mentioned here because its goal is the generaticn of .
knowledge about women and AIDS and because it provides education,
counseling and referrals to its research subjects, all of whomn are
women.,

AHARE is the acronym for Association for Women“s AIDS Research and
Education. The emphasis is on research, with the study
essentially focused on seropositivity prevalence among women at.
risk through heterosexual contact. Copies of the project”s

. research proposals are appended (Appendix 3).

The AWARE -project is the first to systematically study women at
risk., It is also the product of cooperative planning and
interaction among physicians, epidemiologists, health service
providers, and advocates for women. It is thus a thoroughly
objective but somewhat unusual scientific enterprise. Both its
research methods and its style of working with subjects could be
usefully replicated in other cities. Additional research projects
connected to the AWARE study are investigating the role of donor
inseaination, the psychological impact of antibody test result
information, and the AIDS antibody status of women partnars of men
with hepatitis B antibodies.
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D; AIDS Support Resources for Houcn in San Frungiacd

There are a nusber of health organizations {n San Frencisco which
either serve woaen primarily or have special programs for women.

" These organizations are listed in Appendices 8, 9, and 13. 0Of
special note in regard to AIDS services dre the support groups for
women developed by Shanti and the AIDS Health Project. The AIDS
Health Project provides eight-week structured educational support
groups in which.participants assess their reaponse to AIDS and‘
dcvelop health maintenance strategies,

Both Shanti and the AIDS Health Project were pressed to provide
apecial services for women. 'Both report a limited demand. It is
possible that as AIDS antibody testing becomes more widespread and
more women discover they are antibody postive. the demand will
increase.

In the area of susbstance abuse resources, services are limited..

. The AIDS Health Project provides soae out-patient support groups.
There are few residential drug rehabilitation programs for women.
Many programs will not take children; still others egxclude
.pregnant women. Currently, only one residential program in. San
Francisco will provide accommodations throughout pregnancy and for
women with children., This is the Pomeroy House of the Women™s
Alcoholisns Center. .Although Pomercy House requires that the
client™s major problem be alccohol, {t will admit women with
polydrug dependency including opiate use. The staff has also
completed a process of in-service training concerning women and ’
AIDS. Pomeroy House provides an important model for education and
rehabilitation of women at risk for AIDS on account of IV drug
use.

In addition to the special programs for women noted above, all the
AIDS organizations in San Francisco -~ e.g., Hospice, Shanti,
Mobilization Against AIDS, and the SFAF -- pake their general
Services available to women. The SFAF, for example, offers:
comprehensive case management through a social services
department; it also provides a food bank for people with AIDS or
ARC, and general referrals. Hospice provides housing services for
people confronting death and dying. Shanti provides a variety of
counseling and -support for individuals and their loved ones
facing life~threatening illness and bereavement. Mobilization
Against AIDS is an advocacy organization which monitors
legislation and secures funding for AIDS research and services.

E. San Francisco ?ublic Health Deg;rtnent .

The Health Department has begun to spply traditional communicable.
disease tracking and education to heterosexurl AIDS cases in San
Francisco. Persons with AIDS (not persons with positive antibody
test results) are asked to notify their recent and current sexual
partners, Alternatively, if the patient is uncertain about making
the personal contact, a Health Department Communicable Disease
‘Officer will oake the contact instead. The goal of the program is
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to stea the spread of AIDS through individual education adbout safe
Sex practices.

The Department of Public Health also provides extensive funding
for general education and for the Alternative Test Site Centers
‘for anonymous antibody testing. This {s in addition to its
funding for direct medical, mental health and other services
needed by people suffering from AIDS-related i{llnesses,

F._  Medical Services in San_ Francisco

The bulk of Northern California medical services for people with
.AIDS and ARC is located in San Francisco. This results froem
Several factors: the size of the San Francisco gay community, the
local concentration of AIDS cases, and a pre-existing density o/
health services, physicians, research facilities, and medical
schools. If special services for women with AIDS were to develoup
in California, one would expect thes to occur first in San
Francisco. To date the number of adult female patients has been
low ~- seven with AIDS, and an unknown number of women with
identified ARC symptoms. Lyon-Martin Clinic; a San Francisco
women s clinic originally founded to serve lesbians, has trained
its staff, with the help of AIDS outpatient clinic staff from San
Francisco GCeneral Hospital, to be a pre-screening clinic for AIDS.
The AIDS screening clinics in the city s Public Health Centers, as
well as all other AIDS wmedical services, are also available to
women. The Lyon-Martin model .represents the addition of AIDS=-
related services within a woman-focussed organizaiton.. The Health
Center model represents a similar expansion of AIDS services for
both male and female clients. In both cases, special training for
physicians in diaznosis and treatment is required. - :

Services for pediatric AIDS patients are limited; referrals are
being made to the pediatric iammunclogy service at the University
of California San Francisco Medical Center.

Becausq AIDS is s chronic debdbilitating diseaae, specialized
Supplemental services are required for cocmprehensive care in
addition to the traditional physician services., With wosen as
clients, additional needs, such as those associated with dependent
children and pregnancy, must alsc be addressed. Planning for
¢linic and other medical services for women should take these
special needs into account. Section D, above, describes some of
the supplesoental services available to women in San Francisco.

Overall, of the Northern California counties, San Francisco has
the greatest variety of educational and service programs directed
at women. We will novw briefly examine some of the outreach and
special services to woamen in other counties. All the counties
listed are in ‘the state service area of the San Francisco AIDS
Foundation. They receive assistance in program development,
Where no organized program exists, the Foundation -has provided
some direct education,

19 Y




Alameda County

Aside from services provided through the Health Services Agency,
the major AIDS organization in Alameda County is the Pacific
Center AIDS Project. The Pacific Center provides an information
and referral service, a variety of education programs, and support
groups for people with AIDS as well as for friends, family and
lovers., The Center has initiated several projects specifically
addressing the needs of women:

l. "Women Concerned &bout AIDS" discussion group ~-- aeets once a
week, includes women working in the field, women at risk, and
those with friends or family with AIDS.

2. An evening drop-in women"s group =-- for lesbians,‘strgight and
bxsexual women' | '

The Center has also been involved in several outreach projects
which touch on the special needs of uomen"

l. "Talking with Qur Kids and Other Parents About AIDS == an
evening forum. |

2. An elimination and prevention of racism project (see "Pacific
'Center AIDS Project Statement on Racism and AIDS Hork". Appendix
12). .

Several forums on AiDS in Alameda County have included workshops
on women and AIDS. :

The Pacific Center AIDS Project is a more typical AIDS
organization for California than is the SFAF. It has less AIDS
funding and 2 smaller overall budget. Consequently it provides
fewer AIDS-specific services, Similar to many AIDS organizations
throughout the country, it is based in an insititution which was
initially and is primarily focussed on the néeds of the gay and
bisexual community. . ‘ :

Other Northern California counties with AIDS education projects
provide even fewer services and educational programs specifically
for women.

Marin:

Marin AIDS Support Network, the Health Department and the
AIDS Advisory Comaittee are the primary AIDS educastion
organizations in Marin. Woman focussed work in the county
includes distribution of brochures on women and AIDS.

Marin AIDS Support Network has a female staff member

(volunteer) and female board members. The Support Network
has publicly raised issues of women and AIDS in educational
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and medla settings. No special foruas concerning women have
been helad.

Sonoma:
Programs for women have included:
A forum on AIDS for the lesbian community

A section on women and AIDS provided in a recent educational
forup on AIDS for health care providers

In July, 1985 River Community Services will be holding a one~’
day forum on women and AIDS ' '

"Women and AIDS" brochures are distributed regularly

River Comounity Services has had female sfaff-uho have helped
focus activities on women as well as men
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Contra Costa:

Contra Costa has very lioited kIDS,bervices. primarily
provided by the Pacific Center and the SFAF. The Health
Department in Contra. Costa has played a very limited role.
"Women and AIDS" brochures have been distributed
Discussion about women and AIDS has been incorporated inte
general AIDS education, including several forums for
substance abuse professionals :
Lake:

The primary AIDS organization in Lake County is the Health
Department

Brochures on women and AIDS have been distributed

Discussion about women and AIDS has been incorporated into
general AILS education .

Meﬁdocino-

The primary organization for AIDS education is the Health
Department

Brochures on women and AIDS have been distributed

Discuss;on about women and AIDS has been incorporated into
general AIDS education ‘ :
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Napa:
The prinary AIDS organization is the Health Dapartnent

Brochures on women and AIDS are being distributed

‘Discussion about woamen and AIDS haa boon incorporated into
-general AIDS education .

Solano:
. The Health Departnent is the primary AIDS organization in
Solano. There is alao an active group of lesbian and gay
volunteers

Brochures on women and AIDS are being distributed

Discussion about women and AIDS hao been 1ncroporated into
general AIDS education

-As the above survey indicates, when one leaves the Bay Area,
educational, social and medical services for women with AIDS
concerns thin out quickly.

ITI. Conclusions and Recommendations

As Part One of this report makes clear, the AILS epidemic is :
spreading rapidly into new populations. Womer and infants will be
affeczted in increasing numbers. Eecause progress toward either
vaccination or cure is slow, education is one of the rmost
important strategies available to limit the spread of the illness.
Yet educational programs for health providers, the general public,
and people at risk are extremely limited. With the exception of
San Francisco and Alameda counties, where limited women™s outreach

projects have begun, there are essentially no on-going educational -

- projects specifically designed to educate women and their health
providers about AIDS. Fevw programs exist to involve '‘women or
their health care providers in the process of stopping the spread
of the illness. :

Soveral California projects which do address thaae‘oonodrns are
described in Section II. It is still too early to assess their
effects thorougly. The study conducted in March 1985 by San
Francisco State students found that 47 out of 100 women did not
know they could contract AIDS., A total of 64% did not know any
risk reduction measures. (7) On the other hand, in a focus group
of nine women at risk convened in San Francisco in May 1985 and
including IV users and sesually active women, all were aware that
women could get AIDS and most knew some risk reduction strategies.
Most had also changed their behavior on account of AIDS, although
raw could be said to have completely protected themselves (see
Appendix 15). Both these women and those in the San Franicsco
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State study wanted gore information. Reésearch in New York and San
Francisco has demonstrated that AIDS education programs can change
behavior and consequently reduce the rate of the epidemic. (8)

AIDS education prograas for women present special challenges.
Women are an aggregate group of individiuals. They do not belong
to one community, culture, class or location. Instead, their
‘lives are organized through a variety of family allegiances,
ethnic groups, residence patterns, and life styles. These
differences mean that programs oriented directly toward women will
‘be most successful if they build on and utilize this diversity,
rather than attempting to ignore it. '

In some cases the educator may be able to reach a2 woman through

ethnic media or social organizations; in another case, her life

style of drug use may be the key; for yet another, awareness of "

sexually transmitted diseases can-'be the first step to AIDS
awareness,

At the sagme time, efficiency demands that some commonalities be
introduced into educational planning. The education of health and
social service providors, as well as community leaders, can save
time for the AIDS educator. Mass media campaigns (such as the one .
described in Appendix 14) are also crucial. A "Women and AIDS®
program can pass on basic AIDS information to health providers; at
the same time, it should provide awareness that special strategies
-are needed to educate clients, patienits and community memdbers in a
culturally relevant manner.

Recommendations

The following recommendations are guidelines for developing AIDS
awareness and service programs directed at women. They are based
on a county/city model. None of these recommendations can be
implemented without a basic program of AIDS education and
.services. Many counties have no organized AIDS programs. As
these basic programs are 1n1tiat¢d, they should incorporate the =
following suggestions. - o

*RECOMMENDATION I: Comprehensive AIDS education campaigns are
needed on a county=-by-county basis. A needs assesswent should )
first be conducted which evaluates coomunity avareness, estimated
numbers of AIDS and ARC patients as well as antidbody positive
individuals. Variables, such as IV drug use, sexusally transaitted
disease patterns, and ocut of wedlock pregnancy and teen parent
.rates, should also be reviewed in order to plan appropriate and
effective AIDS prevention campaigns which will reach wosen as well
as men and people of all ages. Public education and health
agencies as well as community organizations should be surveyed to
assess current service provisions. Assessments concerning women"s
risks and needs should be incorporated in any broader AIDS-related
needs assessament.
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RECOMMEDNATION [I. Local Health Departments should initiate
reviews of AIDS education, health, and social services. These
reviews should incorporate womer s needs.

Questions important to service for women include the folldwing:f
Are health care providers educated about AIDS and women?

Do they need additional training?

_Is there an AIDS screening clinic or a referral list of
knowledgeable physicians, 1nc1ud1ng fanily physiclians,
OB/CYNs, and pediatricians?

Are . appropriate nedicsl services available for people with.
ARC and/or AIDS’

Hhat are. the special nee@s of women? Are they being met?

What services, if ahy, exist for the‘wodan drug user? Are
they eppropriate?

RECOMMENDATION III: Basic AIDS education Programs for health care
providers, for people at risk or with AIDS, and for the general
public should be initiated, '

Following a needs assessment, an educational strategy cen be
developed. Planners may find the book Health Education Planning:
A Diagnostic Approach helpful. (9) The first step will be the
establishment of educational priorities, secondly adequate
funding, staffing, authority and coordination must be assured. A
basic level of community awareness, i.e., knowledge that the
program exists, should be established, Planners should develop a
long-term strategy as well as short term realizable goals,

A variety of specific educational strategies for women have been
described in Section II. They include:

Qutreach to health providers (see Appendices 5, 7.'13 and
14)

Development of an advocacy and information network of women
working on AIDS issues (see Appendix 7)

Direct media advertising (see Appendixz 14 for an educational
model incorporating advertising; also see Appendix 10 for
advertising models.)

Use of existing community institutions -- including health
agencies as well as social service, ethnic, religious or
other cultural groupings
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Materials development in appropriate languages. In scoe
cases {t may be more efficient to incorporate materisl about
AIDS into existing material, e.g., into media concerning
sexually transmitted diseases, , '

Education of community leaders (Appendii 11 presents one
model for this approach.)

Specific strategies selected will depend on the community., What
is most important is that a planned program be initiated.

RECOMMENDATION IV: Where appropriate, new services should be
initiated. This will involve developament of a funding base as
well as public and private involvement in planning and provision.
The types of basic services that will be needed include:

1. Anonymous AIDS antibody testing sites

2. AIDS screening services

3. Low-cost and free medical care for persons with AIDS or AIDS~
related illnesses

4. Comprehensive social services, including mental health,
welfare, disability, food stamps, SSI, unemployment, housing,
legal assistance, nursing care, hospice arrangements,
religious support, counseling and 'support groups for family,
lovers and close friends

5. Services should be made available directly or by referral
through traditional health care providers. For women, these
providers include obstetrician/gynecologists, family practice
physicians, pedicatricians, and health clinics {see listing in
Appendix 13).

RECOMMENTATION V. Because of the diversity that women represent,
all educational campaigns and services for them should be
sensitive to multi-ethnic, multi-class issues as well as to
lifestyle diversity. - '

RECOMMENDATION VI. Because of women s unique reproductive roles,
AIDS programs for women should take reproductive issues into
account. The issues include:

1. bBirth control

2. genitally transmitted diseases

3. donor insemination

4. conception and safe sex

5. antibody screening and pregnancy counseling

6. mwmaternal transmission of the AIDS virus

7. pediatric AIDS, whether caused by maternal transmission or
other routes

8. gaternal issues with older children, born before the mother”™s
illness ‘

9. reproductive freedom -- including the right to have or reject
an abortion
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Pursuit of the above recoomendations could be a first atep in
seeting the needs of women and the needs of the larger comeunity,

both gay and straight, young and old -- for a safer way of living
during the ers of AIDS. .

Ve




4.

5.-\

Footnotes
CDC AIDS surveillance reports of 1/21/85 and 6/3/85.

These estimates are based on studies which indicate that for
those persons whose blood was antibody positive five years
ago, 5 to 10% have developed AIDS; another 20% have developed
ARC; while approximately 70-80% remain healthy.

Eatimatés from medical Staff at Haight-Ashbury Free Clinic and
Bay Area Addiction Research and Treatment (BAART) progranm
serving methadone clients. May, 1985.

Data from CDC, Feb. 1, 1985.

Pacific Center AIDS Project Statement on Racism and AIDS Work.
See Appendix 2.

Ibid.
Cf. "Women and AIDS -- Straight Talk", Appendix 14.

Research and Decisions Corporation, "A Report on: Designing
an Effective AIDS Prevention Campaign Strategy for San
Francisco: Results from the First Probability Sample of an
Urban Gay Male Community," San Francisco, 1984; S. Schultz, S.
Friedwman, A. Kristal, D.J. Sencer, "Declining Rates of REctal
and Pharyngeal Gonorrhea among Males -- New York City," MMWR,

33:21, 6/1/1984.

This test, by Lawrence W. Green, Marshall W. Kreuter, Sigrid
Deeds, and Kay Partridge (Palo Alto, Mayfield Publishing,
1980) provides a practical analytic approach to values,
beliefs attitudes and perceptions which can facilitate or
hinder personal motivation for change.
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LiSt of Appendices

"Coyote Convention -- San Francisco, CA, May 30-June2, 1985"

"Pacific Center AIDS Project-Statement on Raciam and AIDS
Work"™
AWARE research proposals for 1984-5 and 1585-6

 Alterhnative Test Sites for AIDS Antibody Test

Syllabus -- Women At Risk: Strategies for AIDS Education and
Prevention, Nov., 1985 ~ )

"Women and AIDS" brochure
Women™s AIDS Network membership fornm

"Current Support Groups and Assistance for Women exposed to
AIDS =~ San Francisco Areéa,"™ May, 1985

"Rehabilitation Resources for Women with IV Drug
Dependencies” February, 1985

Advertising for AIDS Hotline directed at women and/ér general
publice .

"Mujeres y AIDS" brochure

"AIDS Teenage Awareness Program: A Multi-ethnic Sérategy“
"Women~s Health Services Listing"

"Women and AIDS =- Straight Talk"

"San Francisco health c¢risis focus group with women at risk,"
memo, Research and Decisions Corporation, June 21, 1685
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'SAFE SEX GUIDELINES FOR WOMEN
AT RISK FOR AIDS TRANSMISSION

General Guidelines

1f you believe that you or your sex partner(s) may be infected with the' AIDS virus, o you are not sure, avoid
sexual activity that involves contact with body fluids. The AIDS virus is wansmitted through direct contact
with infected blood, semen, urine, feces, and possibly vaginal secretions. Although the AIDS virus has also
been found in saliva and tears, there is currently no evidence that it is transmissible through these fluids. Body
fluids can be exchanged through needle-sharing (blood), or through unprotected sexuai contact with a person
who is infected. Therefore, if you believe that you or your sexual partner(s) may be infected with the AIDS
virus, or you are not sure, avoid contact with body {luids. Men who have sex with other men, and men and

_women who use [V drugs or have received transfusions of blood or blood products and their sexual partners
are at increased risk of coming into contact with, and possibly becoming infected with the AIDS virus.

Specific Guidelines for Sexual Activity

SAFE )
. Massage
. Hugging
. Body-to-body rubbing
. Social {dry) kissing
. Voyeurism, exhibitionism, fantasy
e Touching your own genitals (masturbation)
POSSIBLY SAFE .
. Vaginal or anal intercourse with 2 condom
. Fellato/blow jobs with a condom
. * Cunnilingus/oral sex with a barrier (see back of page for descnpuon)
. Hand/fingei-to-genital contact with a latex or rubber glove or finger cot (mutual
masturbation, hand jobs/locals, vaginal or anal penetration with fingers)
. French (wet) kissing
. Water sports (extermnal only)
POSSIBLY UNSAFE
. Cunnilingus/oral sex without a barrier
. Hand/finger-to-genital contact without a latex or rubber glove or finger co:.
UNSAFE _
. Vaginal or anal intercourse without a condom
. Fellatio/blow jobs without a condom
. Semen or urine in the mouth
. Blood contact of sy kind (including menstrual blood and sharing IV needles)
- Rimming (oral-anal contact)
. Fisting (hand in rectum/vagina)
. Sharing sex toys that have contact with body fluids
IN ANY SITUATION, SEXUAL OR OTHERWISE,
SHARING NEEDLES IS UNSAFE.
1786 ) (over)
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PREVENTIVE MEASURES

About Condoms, Spermicides,
Gloves and Barriers

CONDOMS: Condoms have been known for a long time t0 be effective in preventing sexually transmitted
diseases, such as gonorrhea, syphilis, herpes, and chlamydia Recently, studies have shown that condoms
block the transmission of thé AIDS virus in the laboratory. Therefore, most researchers believe that condoms,
carefully used, will offer some protection from the AIDS virus. Some ysers report that latex condoms are
more flexible and therefore stay on better than natural condoms. It is important to find one that works for you
and your partner. A small amount of spermicide or a water soluble lubricant (not Vaseline) inside of the tip of
the condom increases sensitivity for the male partner but too much could cause the condom to slip off.

. SPERMICIDES: Nonoxynol 9, the active ingredient in most spermicides (foams, creams, jellies), has been
found to kill the AIDS virus in some laboratory situations, although we are not ceruin that it kills the visus in
the body. Many researchers believe, however, that it is a pood idea to use a spermicide containing nonoxynol
9 as a backup in case the condom slips or breaks. Some lubricants also contain nonoxynol 9, but may not say
so on the label. Check with a pharmacist to be sure. CAUTION: Some people are allergic to nonoxynol 9.
Test the spermicide on the inside of your wrist before using it. If it stings or you get another reaction, y
changing brands. .

DISPOSABLE LATEX OR RUBBER GLOVES AND FINGER COTS: If you have cuts, scraches or
hangnails on your fingers or hands, physicians’ disposable latex or rubber gloves, or finger cots, will prevent
contact with the AIDS virys during hand-genital or hand-anal contact. Finger cots can be purchased in a drug
store; gloves can be purchased in any dental or sirgical supply house.

LATEX OR RUBBER BARRIERS ("RUBBER DAMS"): Some sexologists have suggested that
cunnilingus may be safe if done using a barrier that prevents the exchange of fluids between the tongue and
vulva, Rubber dams are a thin piece of latex that comes in various sizes and is about the same thickness as a |
physician’s disposable glove. Latex barriers come in rolls or sheets and can be purchased at dental and
surgical supply houses (they even come with vanilla flavoring). At this time, no research has been done on
whether or not they provide protection. People who have tried to use them find them fairly awkward.
However, they should be considered if there is a significant risk of transmitting the AIDS virus.

Disclaimer -

Condoms, spermicides, latex gloves, and other barriers can prevent the ransmission of the AIDS virus in ideai
condidons. However, real life is often not ideal Only you and your sex parmer(s) can decide what is a
reasonable amount of risk. These guidelines are designed to help you make your own decisions. Given the
long incubation period for AIDS only time will tll the effectiveness of these or any other measures.

For more information call;
The SF AIDS Foundation Hotline at 415/863-AIDS
or COYOTE at 415/552-1849

COMPILED BY THE WOMEN'S AIDS NETWORK, COYOTE, -
PROJECT AWARE AND THE LESBIAN INSEMINATION PROJECT
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IV drug users, whether male or female, are a particularly difficult target group for AIDS
prevention efforts. There have been suggestions that IV drug users should be given free
needles for one-time use and indeed there are some experimental, closely monitored programs
coming close to this suggestion. In San Francisco, small teams of street workers have tried to
gain the confidence of IV drug users distributing free bleach and cleaning instructions to them
where they congregate. However, this program has occasionally been hampered by a lack of
coordination with the police who have occasionally confiscated the bleach on the spot. (Some
police officers have also confiscated condoms carried by prostitutes as evidence.) These and
other episodes show that coordination and cooperation at all levels of government is essential if
" the goal of AIDS prevention is to be met.

Perhaps the most serious obstacle facing the risk reduction effort in the IV drug using
population is the lack of detoxification centers. In New York and San Francisco IV drug users
who want to be rehabilitated may have to wait several months before they can enter a
treatment center. There simply are not enough places available for financial reasons. The
various government agencies, so far, have been reluctant to finance a sufficient detoxification
program, a fact that amounts to nothing less than a public health scandal of the first order.
However, given the political realities and the enormous unpopularity of drug users, little seems
likely to change in the near future.

Therefore, some respected American drug experts strongly recommend a needle-free
methadone maintainance program, at least for those drug users who are willing to try it.

These experts also believe that it is a mistake to think in stereotypes about IV drug users and
that it is necessary to develop a differentiated view of this population, They believe that it is
a mistake to "write the drug users off™ as hopeless.

The various considerations entermg risk reduction programs for IV drug users are br:efly
summarized on the following page: .
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MEASURES OF EFFECTIVENESS

Over the last few years, the United States has made an enormous and very expensive effort
trying to prevent the further spread of AIDS. It has relied very heavily on information,
education, training and risk reduction as the chief means of achieving this objective. At the
same time, it has rejected all compulsory measures that could result in the discrimination and
social isolation of the infected and ill. Generally speaking, the consensus about the
appropriateness of this response still holds at this time.

"It is very difficult, however, to prove beyond a reasonable doubt, that the American
prevention efforts have been and will remain effective. The nature of the disease and its long
incubation perlod make any assessment of prophylactic measures extremely difficult.

Even so, there are a number of very encouraging studxes and fmdmgs wluch tend to confirm
the current American assumptions.

The most impressive of these is perhaps the enormous decrease in the infection rate of the
“classic" sexually transmitted diseases among homosexual and bisexual men. This decrease has
been observed in virtually all large American cities that have mounted noticable AIDS
prevention efforts. It is not quite clear, however, whether the underlying behavior change is
due to fear of infection alone or to an adoption of pleasurable, risk free, so-called safe sex:
techniques. In other words, it is difficult to prove, in this instance, that the risk reduction
efforts as such as opposed to mere general information about the dangers of AIDS has reduced
the rate of venerea! infection among homosexual and bisexual men..

However, the figures show, without any doubt, that a significant change in sexual behavior
had taken place in this population over a relatively short period of time. The rate of infection
with rectal gonorrhea, for example, is a very powerful, if indirect, gauge of the frequency and
"safety" of anal intercourse between men. If the rate has gone down, this can be due only to
the avoidance of anal intercourse or to the increased use of a condom. Thus, the rate of rectal
gonorrhea becomes an indication of the rate of changé in sexual behavior. Since anal
intercourse has been identified as a "high risk” sexual behavior for HIV transmission, the
change is highly significant.

The fdllowing pages report the rectal gonorrhea rate in San Francisco over a two year period,
from October; 1984, to September, 1987. As this report shows, the rate has dropped very
dramatically. Similar reports have appeared in other American cities.
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Rectal Gonorrhea in San Francisco, October 1984-September 1986

While the mmber of cases of rectal
. gonorrhea (RG) reported to the Bureau
of :Coomunicable Diseage Control (BCDC)
each month has decreased dramatically
‘since the advent of the AIDS epidemic,
some cases contimue to be reported. The
monthly total decreased fram 142 to 20
cases over the two-year period fram 1
October 1984 to 30 Septamber 1986 .—
(Figure 1). Of the 1614 cases reported
during this period, 1520 (94.2%) were
male and 94 (5.8%) were female.

~ The decrease in marber of male
cases during this 'period was greater
than the decrease in female cases.
Logistic regression revealed that the
proportion of female cases had increas-
ed over the two years (p=0.08 for co-
.efficient of sex variable). The magni-
tude of this increase, however, was
only 5.3 percentage points between the
first two months and the last ‘two
months. *

The mumber of male cases over the
two-year period closely followed an
exponential decay with a 5.7% decrease

- in matber of cases every month and a
50.8% decrease every year. This is a
greater rate of decrease than has pre-
viously been seen. At San Francisco
City Clinic, the mmicipal sexually
transmitted disease clinic, the average

monthiy total for RG cases dropped from - .

. 334 per month in 1982 to 175.8 per
month in 1983, a 47% decrease, and
dropped to 114.8 per month in 1984, a
34% decrease fram 1983.

Mean age for male cases was 29.9
years old. Cases at the end of the two-
year period tended to be older than
those at the begimning; linear regress-
ion indicated an increase of 0.07 years
‘of age (equivalent to 0.83 months of
~ age) per month (p=0.02).

Each race experienced a decrease in

" mmber of male cases (Figure 2). Where

race was indicated, 64.0% of male cases
were white, 19.1% were black, 3.2% were
East Asian, and 13.8% were listed as
"other”. Five and one-half percent (83) -
of male cases did not indicate race.

No significant deviations fram these
overall proportions were seen over the
two-year period, except for a one-time
increase in mumber of "other" cases and
a drop in murber of white cases during
June and July of 1986.

Of all male cases, 85 9% were diag-
nosed and reported by City Clinic; this

proportion did not change significantly
over the two years.

The Castro/17th Street/Stanyan dis-
trict (defined by the 1984 report of
the Association of Bay Area Govern-
ments {1}, as are all districts dis-
cussed below) was the most frequent re-
sidence reported by male RG cases
(25.1%), followed by Western Addition
(18.9%), Civic Center (17.7%), the
Mission district (8.0%), Bernal Heights/
South Central (5.5%), and South-of- )
Market (4.8%). Together, these neighbor
hoods accounted for 79.8% of male cases.
The proportion of cases fram the Castro/
17th Street/Stanyan district increased
from 20.8% to 26.7% over the two-year
period, though it had dropped to 11.5%
during July 1985. The Western Addition
had the highest crude rate for male RG
at 271.64 cases per 100,000 population
per month, followed by Civic Center
(247.84), South-of-Market (232.17), and
Castro/17th Street/Stanyan (174.74).

A total of 59 male RG cases were
reported in August and September, 1986.
Of these, 47 (79.7%) had not been re-
ported as a case within the previous 22

. months (i.e., only one infection-:

101 GROYE STREET, ROOM 402 s SAN FRANCISCO. CALIFORNIA %4102 » 415-558-4046
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fn the two-year period); 9 (15.3%) had.
been reported orice before, and 3 (5.1%)

had been reported twice before. The mean

mumber of reports within the entire two-
year period was 1.254 reports per case.
Of the 12 repeat cages, 10 had their
first visit an or before May 1986; the
remaining 2 cases were first seen in

August, 1986.

* Two-month totals were used in all
statistical tests due to the amall
munber of cases at the end of the two

_ years.

Comment : The male RG population is of
interest because it is one of the
populations at highest risk for AIDS.
‘Educational efforts aimed at preventing
AIDS through the elimination of high-
risk sexual practices would be expected
to first show an impact on RG, as the
incubation period of gonorrhea is mmch
shorter than that of AIDS.

" As the decrease in mmber of cases
each month becomes smaller, we should
determine whether we are approaching a
"hard core" of cases who are not amen-
able to education on safe sexual
practices. The results presented here
do not support this hypothesis. The
mumber of cases has decreased by a
" constant percentage, 11% every two

months and 50% every year; the mmmber
of cases does not appear to be leveling
off.

. Further, while the mumber of cases
fell fram235 to 61, the demographics
of the cases changed very little. The
increase in mean age of male cases
could indicate a single birth cohort
of cases aging with time (i.e., a
change of one month of age per month).
No trends in racial proportlons were -
seen over time.

Lastly, and most importantly, near-
ly 80% of cases diagnosed during the
last two months had no previous RG
diagnosis in the previous 22 months,
and none had more than 2 prekus
diagnoses. We are still seeing mostly
"new" cases of RG, and the rmuber of
cases continues to.drop. There is no
indication here that we have finished
educat ing our populace about safe
sexual practices.

Reference:
1. The Association of Bay Area Govern-

ments. The City and County of San
Francisco Social Area Analysis. July,

- 1984.

This issue ccnpletea ‘the second volume of the San Francisco Epideniologic

Builetin. Consistent with the objectives of the San Francisco Department of
Public Health, the Bureau of Carmunicable Disease Control publishes the Bulletin
to update the medical cormmity on the epidemiology of certain diseases. The .
epidemiologic perspective not only aids in the plamning of public health inter- -
ventions but also enables clinicians to view patients within the community con-
text. In past issues of the Bulletin, we have tried to present a broad range of
topics of interest to the medical commmnity. We would like to take this opport-
unity to thank our readers for their input and support. The Bureau of Commami-
cable Disease Control welcomes comments regarding previous issues and suggestions
for future topics.

Elizabeth Stoller, M.P.H.
Editor, San Francxsco Epidemiologic
Bulletin

Dean F. Echenberg, M.D., Ph.D.
Director, Bureau of Commmicable
Disease Control
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Another method of measuring behavior change has been a periodic survey of a-random sample-
taken from a high risk population. This kind of survey has been taken three times in San
Francisco of the gay and bisexual population (1984, 1985 and 1986)

These surveys consisted of telephone interviews with hundreds of self-defined gay or bisexual
males in the city and they showed a decreasing risk in their sexual behavior.

In 1984, only 55% reported that AIDS had had a major impact on their sexual behavior er
lifestyle. By 19386, the number had risen to roughly 85%.

In 1986, nearly one in every five men reported being abstinent, double the number in 1984.

 Roughly half of the respondents in 1986 were in primary relationships with other men, the
‘majority of which were monogamous.

Moreover, in 1986 98% of the men reported not having engaged in unsafe anal sex with
secondary partners. (This is another confirmation of the finding by the San Francsico
Department of Public Health on the decline of rectal gonorrhea infection.)

In 1986, only 10% of the respondents were engaging in any kind of sex act des:gnated as
unsafe with secondary partners.

Finally, gay and bisexual men reported considerable peer pressure to engage only in safe sex.
In fact, peer support for safe sex in general was reported by two thirds of the respondents up
from less than one third in 1984. ‘

-These and other fmdmgs over the years were reported by two cooperating San Francsxco public
opion research firms: The Reséarch and Decisions Corporation and Commumcatlon
Technologies, Funding for these studies was provided by the San Francisco Department of
Public Health, All of these studies can be obtamed from the San Francisco AIDS Foundat:on

The above-mentioned research firms are now also beginning to move into new areas such as
surveys among heterosexual adults with multiple partners and among racial mmormes, groups
that have long been neglected in the AIDS prevention efforts.

AIDS prevention among the black, Hispanic and Asian minorities is an especially difficult
problem, and it is so new that the authorities still have to proceed largely by trial and error.
Preliminary discussions with mmonty leaders have shown, however, that the approach chosen
so far has to be somewhat modified. in order to be effective in these new target populations.
Since the respective experiences do not apply to the situation in the Federal Republic of
Germany, they are not discussed in any greater detail here. German programs directed at
Turkish, Northern African,-and Southern European "guest” populations will have to start "from
scratch®”. However, the need for such programs seems obvious not only in Germany but in’
seveéral other European countries.

A very interesting study of 800 gay men has been conducted by the Gay Men 's Health Crisis
in New York City. The study has not yet been published, however, some preliminary fmdmgs
1nd1cate the following:

The GMHC has been conducting AIDS prevention programs for gay men, combining several
elements, especially the basic medical overview and erotic educational "safe sex material".
These programs were accompanied by a study measuring their effectiveness. It was found that
the basic medical overview was very powerful in pursuading the participants to reduce risky
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sexual behaviors. The erotic "safe sex" component, on the other hand, was most effective in
encouraging participants to increase risk-free sexual activities. The study also found that men
who, as a group, participated in a full weekend of risk reduction programs were more highly
motivated to adopt safe sex activities than those who received the information individually or
at home. In short, there seems to be evidence that sexually explicit attempts to eroticize safe
sex behavior, when supported by a group experience and peer pressure, can be a very effective
tool of AIDS prevention. Curiously enough, in the course of the study, even the number of
those men who chose abstinence increased from 20% to 30%.

The San Francisco Department of Public Health, in a recent study conducted by Dr. George
Lemp, has come to the conclusion that the majority of today's AIDS infections were acquired
before the disease was even heard of. The study also found that the infection rate has
plummeted since gay and bisexual men began practicing safe sex. The study was based on the
periodic testing of 359 men who volunteered for a hepatitis vaccine study in the late 1970s.
The study now shows that in 1982, 12.4% of the healthy men in this group became infected
with the HI virus. Only one year later this percentage had dropped to 1.6%. The spread of
the virus has continued to slow with only 1% of those studied becoming infected in 1986,

Anothér recent study, by Dr. Warren Winkelstein and others at the University of California at
Berkeley, has shown that between 1984 and 1986 the proportions of homosexual and bisexual
men reporting ten or more sexual partners declined by 60%. Other high risk behaviors also
declined by 60%. .This, in turn, resulted in a substantial decline in the HIV seroconversion
rate. (Letter, JAMA 1987, page 1470-1471.)

These figures have to be seen in an otherwise somber context, however It is est:mated that by -
now about half of San Francisco's gay population is already infected. This is the conclusion of
another study by Dr. Winkelstein and others. At the same time he emphasizes that the rate of
HIV seroconversion has now declined to a very low level, and that by now the epidemic spread
of the infection has been substantially reduced due to changes in sexual behavior, (Paper
- presented at the 2nd International Conference on AIDS, June 23-25, 1986, in Paris under the

title wwmww>

In sum, there are very strong indications that the American AIDS prevention efforts have
succeeded to a considerable extent where they have been agressively pursued and senerously
funded. That this success could not immediately translate into a decline of the still rising
number of AIDS cases is largely due to the long incubation period of this disease. Most of
todays AIDS cases in cities such as San Francisco were infected before the prevention efforts
had gained momentum or had even been in place.

174




X. SUMMARY AND RECOMMENDATIONS

The AIDS prevention efforts in the United States have evolved gradually from a combination
of local initiatives, especially those of the gay communities in New York, San Francisco, Los
~Angeles and other- large American cities and of some federal programs especially those
undertaken by the CDC. The various states such as California, New York, Illinois, etc. have
begun to participate in these efforts only hesitantly and belatedly. In the opinion of most
public health authorities interviewed by the author, there also continues to be a need for much
stronger leadership on the national level.

The United States has been very fortunate in the choice of its Surgeon General, Dr. C. Everett
Koop, who, with impeccable conservative credentials, has been in the forefront of the AIDS
prevention effort by urging a massive public education campaign and in rejecting all
compulsory measures thh their possibly resulting dxscnmmanon as detrimental to American
pubhc health. ) -

Dr. Ko_op is now widely admired, even among his former liberal adversaries and doubters, but
many of his admirers feel very strougly that he has been let down by Prasident Reagan and his -
. cabinet. Congressional pressure is bulldms for a National AIDS Comm:ss:on wh:ch would not
only coordinate but also multipy the existing efforts. ~

There is now a consmmly growing danger of AIDS becoming ar issue in: partisan and electoral

politics, a development that ultimately could spell disaster for the present excellent prevention

programs. This development can only be forestalled by. the early appointment of a National

Commission which would be charged, among other things, with preserving the national
consensus. There is no doubt, however, that national leadersmp is ‘also required in increasing

the budget for the fight against AIDS. Such leadership, in turn, could motwate the states and

mumc:paht:es to increase their own share '

The Amencan emphasis on local initiatives and the mvolvement of the private sector may gnve
hope for the continued expansion and effectiveness of many present programs. Still, even
here, national leadership, by setting an example, can make an enormous difference.

In short, there is no doubt that because of the long incubation period of AIDS and the
,continued underfunding of even excellent prevention programs, the AIDS crisis will reach truly
frightening proportions in the United States before any substantial improvement wiil be
dbservable. Frightening as the epidemic itself is, the socio-political "side effects" are bound to
be just as bad or perhaps worse. _ , ‘ ‘

The Federal Republic of Germany, as well as other European countries, can, in the author’s
opinion, learn a great deal from the example of the United States, where the epidemiological
and socio-political developments are- ahead by two or three years. In. particular, he makes the
following recommendations: »

w  Establish a permanent transatlantic information exchange, emphasizing the social, legal,
economic and political issues relating to AIDS. This could be done in the form of an
information center somewhere in West Germany with a sattelite center somewhere in the
United States, preferably in San Francsico. .

" Establish a German National AIDS Commission patterned after the one now being
demanded in the United States Congress. Such a commission would be charged with reporting
to the government and to the Bundestag at regular intervals and to constantly play through
various socio-political scenarios relating to the AIDS epidemic and to the ways of fighting it.
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] Establish a German National AIDS Foundation patterned along the lines of the San
Francisco AIDS Foundation. This should be a largely autonomous professionally run
organization using both public and private monies and coordinating the various existing
German self-help groups. In the long run, it is more efficient to delegate the task of AIDS
prevention to such a foundation than to manage it directly by government. . Only a foundation
of this kind can assume a middle position between government on the one hand and the
various prevention target groups on the other. As the example of San Francisco shows, such a
foundation can be much more innovative much faster than any government agency. It can also
“enter controversial areas with its programs, something government agencies are likely to avoid.

Y

However, as the American example shows, the medical and sdigo-political threat posed by
AIDS is so enormous that immediate and drastic measures are required. The United States has
aow begun to implement such measures, although they are coming rather late. Europe, and
the Federal Republic of Germany in partlcular, would do well not to wait and to take

immediate advantage of a time lag which is still working in their favor. g
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