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P-R-0-C-E-E-D-I-N-GiS
[9:04 a.m.]
OPENING

MS. GAULT: Good morning. Ladies and gentleman,
members of the President's Commission, my name is Polly Gault. I
serve as the designated federal official. And, in that capacity,
it is my privilege to declare this meeting open. Chairman
Watkins.

WELCOME

ADMIRAL WATKINS: Good morning. I am pleased to again
have this opportunity to welcome my fellow Commissioners, our
panelists, and the audience to the second day of a two day
meeting of the Presidential Commission on the HIV epidemic.
Yesterday we were privileged to receive some very important and
thoughtful insights from a variety of experts who shared with us
their views on incidence and prevalence of HIV infection in the
United States, the focus of these two days of hearings. As I
noted at the beginning of those proceedings, the Commission is
committed to moving ahead in addressing several issues we feel
demand early consideration.

In our preliminary report that was submitted to the
President on December 2, we indicated that the incidence and
prevalence of HIV infection is one of our first priorities. Two
of ocur Commissioners, Mr. Richard DeVos and Mr. John Creedon,
have taken a leadership role in putting together these panels to
enable us to gain a better understanding of many of the factors
related to the spread of the disease.

Yesterday we heard testimony on the staging of the
disease and the quality of the epidemioleogical data collected at
various stages, as well as a cross section of perspectives from
the public health community. Today we hope to further focus our
deliberations and gain some additional knowledge about the
behavior and risk factors of individuals who have become infected
with HIV, and ways in which positive intervention might alter the
course of the infection in those at risk.

We also intend to carefully examine the mathematical
methodologies and tools designed to provide accurate projections
of epidemiological data. We established some effective operating
procedures at yesterday's sessions that we will follow today, and
I feel it would be appropriate to continue in that manner.
Without objection from any of the Commissioners, I will now turn
over the Chair to Mr. John Creedon, who will act as Chairman for
today's hearings. Mr. Creedon?
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MR. CREEDON: Thank you, Mr. Chairman. VYesterday and
today we are trying to determine the answer to a number of fairly
basic questions, the first of which is how many people have the
virus now. There have been different estimates made about that,
there have been different tests that have been undertaken, there
are some that have been planned. But one of the key questions
for baseline purposes in trying to determine where we stand is
how many people have the virus now. In that regard, one of the
questions is how reliable are the tests that are administered to
determine whether or not the virus is present. We received
testimony yesterday that suggested a very high degree of
reliability of the tests if they are properly administered, and
if the laboratory is a good laboratory. I thought that the
testimony yesterday was quite good on that subject.

With respect to how many people have the virus, I
thought there were different conclusions that could be drawn. If
you look solely to the tests that have been administered by the
military, which involves a certain of group of people -- peocple
who apply to the military, or people who are already in the
military -~ that particular group suggests a fairly low incidence
of the virus.

If you look at other groups, especially the high risk
groups, the homosexual groups or the IV drug user group, a much
higher percentage of those groups. One of the difficulties is
how do you get a representative group and test that .
representative group. If you have any suggestions or comments
with respect to that subject, we would very much appreciate it.
Another question that we loocked at, and are trying to get the
answer to is after someone incurs the virus, how long does it
take before there is some manifestation of the disease that
requires medical treatment.

With respect to that question, Dr. Curran from CDC had
some charts which show a fairly good factual basis for concluding
that something on the area of 30 percent of the people have
gotten some manifestation of the disease in a specified period of
time; but that going beyond the data that they now have, they
don't know what percentage will get the virus.It could go
straight up, as the line has been going up, or it could start to
flatten. Again, if you have any judgment or estimate on those
subjects, I think it would be very helpful. We are interested in
knowing more about the vulnerable groups, the high risk groups.
What are the characteristics of those groups that result in their
being vulnerable? What is your judgment as to whether the
disease is likely to spread to the heterosexual community, other
than those who are involved with the IV drug users, and so forth?

One of the questions we were particularly interested in
yesterday was do we need, as a Presidential Commission, to
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recommend studies other ;than those that are presently planned.

We had a group of doctors yesterday who said that if you could do
a country-wide study, that would be a good way of determining the
incidence of the disease; but they recognize that there were
obstacles in doing such a study, in that people might not
cooperate unless they were assured of anonymity, et cetera, et
cetera.

Any views that you have on that subject would also be
appropriate, and especially your views on the reliability of the
data that we have as a basis for our trying to determine and make
recommendations to the President. I think we recognize that this
is a very complicated area; that, to a certain extent, it is
fluid. It may be changing from month to month or year to year;
that there are conflicts of opinion on what the situation is.

We had testimony from Dr. Langmuir yesterday, who used
to be the Chief Epidemiologist at CDC. He is retired, and has
done extensive studies over many years -- 50 years -- on the
question of epidemiology. It is his judgment that, instead of
the line going up as it has been going up, that it is going to
flatten and curve.

These are the kinds of differences of opinion that we
are faced with at this juncture. We would appreciate any light
that you can shed on them. Our first witness this morning is Dr.
Sheldon Landesman, from the State University of New York's
Health Science Center. Dr. Landesman?

PRESENTATION BY DR. SHELDON LANDESMAN

DR. LANDESMAN: Thank you. It is a pleasure to be
here. I hope the information that I convey here will be of some
use to the committee. Specifically I did not have my prepared
testimony directly related to some of the questions that you had,
but please feel free to ask about them as I go through it.

My background is that of an infectious disease person
in the area of epidemiology, working in a large, inner city
hospital in New York City, which has on the average of 50 to 60
AIDS patients in house at any one time. We deal with drug
addicts, sexual partners of drug addicts, women who are infected,
children who are infected; and largely the problems of the AIDS
epidemic in the urban, inner city poor.

What I had planned to talk about here was the issue of
heterosexual transmission of HIV. My purpose is to try to paint
a somewhat different picture of the issue of heterosexual
transmission, and clarify some of the concepts and the terms and
the magnitude of this problem. Because in part much of the
confusion has to do with the terminology that is used around
this issue. I have about seven or eight points, and a few brief
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recommendations to make on it. Let me start, then, with point
number one, which is the concept of the spread of HIV through
different phases of the disease, or different phases of spread.
We can conceive of the human immunodeficiency virus as being
spread in three separate phases: primary, secondary, and
tertiary.

In phase one, we have the introduction and spread of
the virus into Gay men and intravenous drug users. This is the
primary phase of spread with Gay men and drug users ~- and here I
mean intravenous drug users, past or current -- constituting the
primarily infected populations. The secondary phase of spread is
spread from the infected drug users and bisexual men into their
non-drug using female partners. This secondary phase is
characterized by heterosexual spread of the virus from a
population of infected men to their non-drug using female
partners.

Although female-to-male spread of HIV will also occur
in this phase, it is less likely to do so, simply because the
reservoir of infection is largely male. The tertiary phase, or
"spread out of the risk groups," occurs when there are a
sufficient number of non-drug using infected females to infect or
feed the virus back to non- drug using heterosexual males. These
men can obviously, then, infect more women and then the process
could become self-sustaining, which is a question that has
occupied many people.

Confusion arises because of the inadvertent blurring
together of the secondary heterosexual phase of spread with the
tertiary phase of the epidemic. What the population at large,
and many governmental or public officials mean when they refer to
heterosexual transmission of HIV, is spread of the virus out of
the risk groups, or the tertiary phase of spread. Currently
there is little hard evidence to indicate that tertiary spread of
HIV is occurring. However, the secondary stage of heterosexual
transmission, spread from drug users -- and, to a lesser extent
-- bisexual men into their non-drug using female partners is
occurring in certain areas of the country in certain populations
at a significant rate.

Point number two. There already exists in the United
States a large pool of infected heterosexual persons, and these
people will also be a source of spread to other heterosexual
persons. Cases of AIDS and HIV infection are classified by risk
group: Gay men, drug users, et cetera. This classification
identifies how persons have acquired the virus. If we lock at
these risk groups carefully, we see that approximately 25 percent
of all persons in risk groups are themselves heterosexual, the
single largest group being current or former drug users. The
point that I wish to make here is that when we look at persons
with HIV infection, we must not only look at how they acquire the
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virus, but also how they spread the virus. The potential for
heterosexual transmission is minimized by focusing on the
mechanism by which drug users acquire their infection:
generally, the sharing of infected or contaminated needles. We
must remember that most drug users are male, are heterosexual,
and can thus spread the virus two ways: through heterosexual
contact, and by the sharing of needles. :

The recent CDC report to the Domestic Policy Council,
done in conjunction with the National Institute of Drug Abuse,
estimates that there are 900,000 to 1.4 million infected
persons. At least 25 percent of these persons are heterosexual.
Thus, the pool of infected persons who are heterosexual and
capable of spreading the virus heterosexually ranges fronm
225,000 to 350,000 people. This is a large number of persons.
The majority of these infected persons, again, are drug addicts
and male. Their partners are generally non-drug using females.
Thus, the infected male addict will be the principal vector or
principal source for the spread of HIV into non-drug using
heterosexual females.

We are thus currently faced with a large reservoir,
equal or exceeding a quarter of a million heterosexual
individuals, who are chronically infected with this virus. The
impact of this population on future generations of women and
children is just starting to be felt.

Point three. Current estimates are that somewhere
between 30,000 and 115,000 persons have already been infected
through heterosexual spread. A natural consequence of the large
reservoir of infected men is the infection of women who live in
close sexual proximity to these men, and who interact sexually
with them. This brings us to the problem of HIV infection in
women and children. 1In our own hospital, Kings County Hospital
in Brooklyn, New York, two percent -- or one in 50 =-- of all
women who give birth are infected. Approximately half of these
women are infected via heterosexual activity, the remainder being
drug users themselves.

At other hospitals in New York City, the rate is even
higher. At Grady Hospital in Atlanta, Georgia, more than one
percent of the women who deliver are infected. 1In a recent study
in Massachusetts, the rate of infection among women who recently
delivered range from one in 1,000 in the rural areas to nearly
one in 100 in the inner city areas. 1In San Juan, Puerto Rico,
1.7 percent of the women coming in for prenatal care were
infected. 1In Alameda County, California, 0.5 percent of women
tested positive. Other studies of a revealing nature include a
nearly one percent rate of positivity in a Baltimore family
planning clinic, and a .7 percent rate of positivity in a
prenatal clinic in Jacksonville, Florida.
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These numbers represent a mixed population of women,
some of whom are infected via drugs, some of whom were sex
partners of infected men. Infected drug using women will, over
time, comprise a decreasing proportion of the total number of
infected women, while the number of women infected through
heterosexual transmission will gradually and inexorably increase
as a consequence of the sexual activity of the large reservoir of

infected men.

Estimates derived from the CDC document indicate that
the number of persons infected through heterosexual contact is
already significant. These estimates are in the range of at
least 30,000 to 115,000 persons. This number thus represents the
current extent of the secondary phase of HIV spread, and defines
the current magnitude of the heterosexual transmission problem.

Point four. The terminology that we use to classify
people with HIV infection masks the potential for heterosexual
transmission or perception of heterosexual transmission.

The existence of more than a quarter of a million
.infected heterosexual persons, and 30,000 to 115,000 persons
infected through heterosexual contact is partially hidden by the
terminology we use to describe the epidemic. For example, it is
often stated that HIV disease is not spreading outside of the
risk groups. While this statement is technically correct, it
contains a certain element of circular reasoning. Specifically,
persons who are heterosexually active with another risk group
member -- such as a bisexual man or a drug user -- and who then
acquire the disease, are themselves defined as being in a risk
group. Thus, partners of drug users, female sex partners of
bisexual men, et cetera, constitute a risk group.

Our terminology then hides the concept of heterosexual
transmission. By classifying sex partners of bisexual men or
drug users as a risk group, we count these cases that occur in
this manner, state that these persons are in a risk group, and
then assure ourselves that the disease is still staying within
our self-defined risk groups. This may calm the population but,
in fact, does little to slow the spread of heterosexual
transmission of the virus.

Point five. The consequences of heterosexual
transmission of HIV will fall most heavily on the poor. The
majority of the drug using population reside in the inner city
areas. This population is largely composed of Black and Hispanic
persons. Thus, the problem with heterosexual transmission of HIV
is largely -- but not exclusively -- a problem of the urban
minority populations. Inner city urban minority women who live
in close social and sexual contact with infected male drug users
are especially at risk for acquiring the disease.
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: ..Infection in this population is a terrifying addition
to the equally depressing, already existing conditions of
poverty, unemployment, unemployment discrimination, and drug
abuse. The threat to this population is large. As noted
earlier, 30,000 to 115,000 persons are estimated to have been
infected through heterosexual transmission -- the largest number
clearly being people of color. The rates of seropositivity in
pregnant women quoted earlier give stark evidence to this fact.
Most of the studies cited earlier are from inner city populations
composed almost exclusively of people of color. Blacks and
Hispanics clearly represent a disproportionate number of AIDS
cases. Excluding homosexual men, the likelihood of acquiring
AIDS if you are Black is 12 to 13 times that of a White person,
while 80 percent of all the children born with AIDS come from
minority populations.

Point six. Heterosexually transmitted HIV is a disease
of the family. Preeminently among diseases, HIV infection within
the heterosexual community is a family affair. The usual
scenario is that of an ailing or dead infected male drug user who
has infected his non-drug using wife or girl friend. The wife or
girl friend may have already given birth to an infected child, or
may give birth to one in the future. Often the infected women is
already clinically ill, and usually has two to three young
children at home.

Thus, we are faced with a seriously ill male, largely
unable to care for himself, an infected or ill partner with young
children at home who -~ if the children are lucky -- might be
free of HIV infection, but still suffer the serious effects of
having ill or absent parents. All of this occurs within an
environment and social circumstance of poverty, general poor
health, inadequate housing, a fragile family structure, and the:
near-total absence of significant resources or support systems.

It cannot be emphasized too strongly that HIV in this
context destroys families. The children caught in this situation
lose on two counts. Either they are born infected.

Approximately one-third to two-thirds of children born to
infected mothers will themselves become infected, or the
infected parents will become ill, and the children often end up
in foster care institutions as boarder babies in hospitals or
some other secondary home setting.

Added to all the above is the misery and the pain
associated with being an HIV-infected child. The Coolfont report
published in 1986 estimated that there would be 3000 cases of
pediatric AIDS in 1991. Since there are three to four
HIV-infected infants for every case of AIDS in children, we can
anticipate 10,000 children who have acquired the disease through
perinatal transmission. The problem of perinatal or pediatric
AIDS, already severe, will only grow with time. The reservoir of

Al
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infected heterosexual males and the fact that 1 to 3 percent of
pregnant women in many inner city locations are currently
infected tells us that pediatric and perinatally acquired HIV
disease will be an enormous problem in the upcoming decade.

Point Seven: Reaching the communities most affected
by heterosexual transmission will not be easy. Care, tact,
boldness, and a sense of urgency must imbue our attempts to do
so. The minority communities are justifiably concerned about
their being labeled and stigmatized as another risk group. They
fear that any campaign directed towards HIV counseling and
testing could turn into a eugenics program with forced
sterilization or coerced abortion. Both of these fears have a
strong basis in reality. The discrimination and stigmatization
surrounding populations at risk for HIV disease is well known.

Less well known but well documented is the history of
forced sterilization imposed upon minority populations in earlier
years in this country. Further, these communities are concerned
that campaigns directed towards condom use or sexual abstinence,
which are designed to slow transmission, represent subtle and not
so subtle campaigns of racial genocide or denials of procreative

rights.

In approaching the problem of heterosexual
transmission of HIV infection in the ghetto areas of our country,
understanding and boldness will be required by all concerned.
The political elites and governmental authorities who allocate
money and set policy for this problem must understand that the
black and Hispanic populations will approach any governmental
solution with caution, if not outright hostility and suspicion.
Patience will be required. The social and political leaders of
these communities must not underestimate the threat that HIV
poses to their constituencies, nor must they shy away from
meeting their responsibility.

Once the level of HIV infection in females reaches a
significant, but as yet undefined level, tertiary spread of the
virus can occur. We already have 1 to 3 percent of females of
childbearing age being infected in certain cities. If the level
continues to rise, the consequences are dire. If HIV infection
progresses any further in these areas, the issue of altering
sexual behavior or use of condoms will not become one of racial
genocide; rather it will become one of racial survival.

Briefly, I would just like to make three or four very
brief recommendations based upon some of this information. One
on the provision of care: Additional resources must be targeted
toward the treatment of drug users. This must be our first
priority. We can never hope to stop the heterosexual spread of
HIV until we've slowed transmission among and by drug users.
Other speakers on other panels will more directly address drug

171




users in greater detail, but I cannot stress the importance of
that issue around the issue of heterosexual transmission. I
can't stress it too much. One point to remember within the
context of resource allocation for drug users is that they are
not popular persons in this country or in our society.
Nonetheless, we treat and care for them because ocur societal
ethic demands that we care for all of our citizens. Further, it
is critical to understand that we must provide resources for the
drug users, if for no other reason than our own narrow
self-interest as we attempt to stop heterosexual transmission of
HIV.

Point Two: Regional comprehensive care programs for
women and children infected with HIV should be created. These
programs would have the following purposes: One, to educate the
women at risk. Two, to provide a linkage between the
community-based support groups, and I stress we must generate
more community- based support groups -- provide a linkage between
the community groups and the hospital-based programs, thereby
lessening the fragmentation of health care that is so common in
the inner city areas. Three, such programs would help to
stabilize the fragile family structure which is under severe
stress when HIV disease enters the population. And four would be
an attempt to decrease the number of homeless infants or boarder
babies and children born to HIV- infected mothers, which will
become a problem of increasing severity. The only way to do this
is to develop an integrated comprehensive care, multidisciplinary
program around the issue of women and children.

Briefly on the point of education, culturally
appropriate educational programs should be targeted to the female
populations at highest risk of HIV disease, including the
widespread availability of voluntary HIV counseling and testing.
Such programs must be accompanied by additional support
services. You cannot tell a young woman she is pregnant and
infected and then just have her leave your office.

Campaigns advocating increased condom use are useful,
but a broader approach is needed, especially in the inner city
areas. Women must be made aware of the high risk attendant to
sexual activity, particularly with a person who is a current or
former addict. A message of sexual selectivity must be
incorporated into educational programs. The recent debate on
condom promotion versus promoting abstinence is a false issue.
It is possible to steer a middle course.

Four, educational campaigns and grants should be
subject to critical analysis as to their effect and impact.
Exhortation, history tells us, rarely changes behavior.
Behavioral scientists, including anthropologists and
sociologists, should be drawn into the creation and evaluation of
educaticnal programs. We must learn if a message sent is a
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message received, and if received, if it's acted on. And five,
which is an area which I must admit I have some of my own
interest in, is that more information is clearly needed about the
issues of heterosexual transmission, its incidence, prevalence,
causative factors, behavioral and biological, and finally
prevention. Additional behavicral, biological, and
epidemiological research in this area should be done.

As an example, the studies now planned on the
seroprevalence of HIV infection in women should be continued.
The currently planned national study for HIV infection of new
mothers, done by testing a drop of blood taken from their newborn
infants, uses a relatlvely unbiased method to give a fairly good
picture of HIV infection in women of childbearing age. This type
of study would be very useful for public health management and
HIV surveillance in the heterosexual population. Thank you for
the opportunity. 1I'll be glad to answer any questions.

MR. CREEDON: Thank you, Dr. Landesman. That certainly
is a clear and sobering and somewhat depressing report. From
what you indicate, it seems to be clear that there is
heterosexual transmission from infected males to non- infected
females, and especially in the IV drug user situation. There
have been articles written and which have come to the attention
of some of the Commission members at least which suggest -- and
this goes back to your very early point about how do you classify
groups —-- that transmission heterosexually is much more difficult
than transmission homosexually, because of the physical
characteristics of the differences between those forms of
intercourse. And I don't know if you have a view on that, but
certainly from the standpoznt of the Commission and trylng to
evaluate the likely size of the group that society is going to
have to contend with between now and the year 2000, one of the
questions is whether the disease is likely to spread outside of
the partners of the IV drug user and into the heterosexual
community generally. And I wonder if you have any view on that
subject? .

DR. LANDESMAN: Two points here. One, the issue of
whether HIV is spread more readily through anal/genital sex
rather than vaginal intercourse, I think by and large is a false
issue., If there is a difference in the rate of transmission
between anal/genital and vaginal intercourse, it is probably not
one that is orders of magnitude difference. We're not talking
about something that is 100 times more efficient or 1000 times
more efficient one way or the other. If one would say that the
risk of anal/genital intercourse, just to take some theoretical
numbers is 1 in 100, and the risk of transmission through vaginal
intercourse is 1 in 200, from a public health point of view, that
largely doesn't make a significant difference in terms of where
we are going.
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. Overall, the partner studies have indicated that the
long-term sexual partners of HIV-infected persons, the long- term
"heterosexual partners of HIV-infected persons, run roughly a 20
to 40 percent chance of getting infected from their infected
partner. Those numbers probably will not reach a greater degree
of clarity over time, given the variables that we have. But we
do have to remember that it is heterosexually transmitted.
Whether it's one in 200 or one in 250 is largely irrelevant.

Concerning the issue of the spread of the virus outside
of the risk groups, the point I tried to make was that I think we
to some extent delude ourselves if we keep talking about the
issue of risk groups, that ultimately everybody who is infected
sexually will, if you were to try and study them carefully, be in
a risk group, because obviously their partner will have had to
have been infected. And seeing that we define sexual activity
with an infected partner as putting you in a risk group, every
person who would then get infected would have had to have sexual
activity with an infected partner.

It is probably true that the majority of heterosexual
transpission at this point in time will stay within this
secondary phase of transmission, from drug-using persons or
bisexual men into their sexual partners. We will not get to the
level of tertiary transmission or outside of that until we build
up a sufficient reservoir of people who are infected through this
secondary method of transmission.

So I think the purpose and the goal in terms of
preventive efforts at this point in time is to try to slow down
heterosexual transmission from what are now called the primary
risk group people into their non-drug-using partners. That would
be the preventive strategy at this point in time, because it is
only when there is a sufficient reservoir of infected women who
are, let's say, non-drug-users, who then start to feed it back to
non-drug-using men, that the process could then become a tertiary
or self-sustaining process.

I don't think we have good data on that at the present
time. I don't see anything which indicates that is occurring at
a significant rate at this time, although my great concern is for
the urban inner city populations where you are building up a
large reservoir of infected women, and even if the rate of
transmission from females to males is relatively low, once the
reservoir of infected --

MR. CREEDON: Is that the fact, in your opinion?

DR. LANDESMAN: Well, again, I don*t think we're
talking about orders of magnitude difference here. It is
probably true. that receptive intercourse, receptive intercourse
in males and receptive intercourse in ordinary, everyday

!
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heterosexual vaginal intercourse, receptive intercourse is
probably a more efficient means of transmitting the virus. But
we're not talking about orders of magnitude difference here.

Would I sleep with an infected female? No. 1Is it
safer than sleeping with an infected male? Marginally. Again, I
think we are ending up splitting hairs around the issues of the
efficiency of transfer because we're not dealing with orders of
magnitude difference.

It's clear that the virus can be spread bisexually.
It's clear that it is a sexually transmitted disease. And the
critical question, seeing as we're dealing with tens of thousands
of infected people, is whether we are going to ever develop a
large enough reservoir of infected females largely to then start
to feed it back into non-drug-using men.

In places like New York City, especially in certain
areas of the city, that's a concern that could happen, as it is
in other areas of the country. I think our goal from a
preventive strategy is to try to limit or curb the number of
women who become infected from their partners, because that's the
way to prevent heterosexual transmission from, quote, breaking
out inte the general population, ungquote.

MR. CREEDON: Dr. Landesman, one of the points you made
was that you thought there should be further research and study,
specifically in the area of heterosexuals. 1Is that being done
adequately? Do you think plans are afoot now to do that, or do
you have any specific recommendations as to exactly what we
might recommend in that area?

DR. LANDESMAN: Well, there are a variety of
initiatives now going on by the Public Health Service. 1I'm not
privy to all of them, but I know that there are a significant
number of studies.

MR. CREEDON: This is Dr. Axelrod or nationwide?

DR. LANDESMAN: No, no. This is NIH. In other words,
studies on the issue. I think clearly where more information is
needed are two separate areas. One is going to be in the area of
education. I mean, we really know -- I mean, none of the really
sophisticated educational methodologies or processes have been
applied to the issue of education in HIV disease, particularly in
dealing with the populations most affected. There's very little
that I have seen that's been built into educational programs
which evaluate how effective they are, and it seems to me that
all of the research has to have a sort of serve-or-follow-up
mechanism of you do it, you evaluate it, and then you adjust what
you do to make it more efficient. And I think that has to be a
critical part. We have to learn as we educate. We obviously
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can't walt but every educational program that's done should
contain an evaluation segment in them, so we can learn something
from it and then fine tune it.

The second thing, which actually was pointed up by a
recent conference, 1 think, in Colorado, the Kinsey conference
that just concluded, was that we know little, if anything, about
the sexuality of the groups that are most at risk for
heterosexual transmission. I mean, the CDC document to the
Domestic Policy Council, the sexual study most commonly cited was
the Kinsey Report of 40 years ago, and that's basxcally all we
have.

We know little about the sexuwality of white, middle-
class teenagers and adolescents and young adults. We know
nothing about the sexual culture and mores of the inner city
populations. I mean, literally -- literally zero about that
population. And if we're going to design effective campaigns
around the issue of sexuality in that population, we'd better
learn something about that population as fast as we can.

MR. CREEDON: Do you have any sense about the bisexual
proeblem, how big that is?

DR. LANDESMAN: I have no real hard data on it. I
think Professor Wiley may have more information on that than I
do. That's not an area that I can say anything on.

MR. CREEDON: Other questions? Yes?

DR. PRIMM: Dr. Landesman, I want to particularly
commend you for certainly pointing out that community-based
organizations certainly need strengthenlng and to play a greater
role and for pointing out the fact that in heterosexual spread,
this is a family disease. 1I've talked about that, and I think it
is so very 1mportant. And the emphasis that you put on
expanding services certainly for the intravenous drug-using
population, I think that's commendable, and I strongly support
what you have said.

The other thing, my question is, it's been reported in
the literature that the effectiveness of transmission of the
virus is secondary to the pathogenesis of the virus itself, the
ambivalence of the virus, for example, and that in females the
virus has not been present that long as to become so virulent
that the effectiveness of transmission is there as it is from,
say, male to male or male to female. I would like for yocu to
comment on that, if you would.

DR. LANDESMAN: 1I'm not aware of anything which
suggests that the residence of the virus in females or the
duration of the residence of, the virus in females somehow affects

176




their ability over time to transmit it to males. The evidence
from Africa and Haiti do not seem to suggest that that's the case
at all. So my answer is, I'm not aware if that, in fact, would

be a true.

DR. PRIMM: Have you heard that? Have you heard that
before?

DR. LANDESMAN: I've heard something similar to that.
One point in general is, there are many discussions that go on
around the issue of whether anal intercourse is more efficient
than vaginal intercourse, whether females can transmit it more or
less efficiently to men than men transmit it to women.

The point I wish to make is, I think many of those
questions are by and large minor in nature. I think there is a
sufficient amount of data to indicate that we're not dealing with
major orders of magnitude differences in these things, and that
those should not be the principal questions that we should ask,
but we should focus more, we should accept this as a sexually
transmitted disease bidirectionally and focus more on issues of
prevention of the epidemic.

MR. CREEDON: Dr. Crenshaw?

DR. CRENSHAW: I want to first compliment you on your
thoughtful, clear, and exceedingly concise reflection of the
facts. I think I've rarely heard them so well expressed.

DR. LANDESMAN: Thank you.

DR. CRENSHAW: I want to ask you a very rudimentary
question that's exceedingly frustrating to me. And put aside for
a moment all the complex mathematical models that are being dealt
with that I have some difficulty following.

You indicated that 225,000 to 350,000 incidents of
infection already in the heterosexual population, and CDC puts
those figures lower. And my point and my guestion is, even if
they were a fraction of CDC's and your consensus, given the fact
that a mere five years ago, we had 183 cases in the homosexual
community, and today we have such a magnitude there that in major
cities, the very gay community is endangered. My question is why
in this day and age are we even raising the question: 1Is this a
threat in the heterosexual community? It seems to me that common
sense, not mathematical manipulations, tell us loud and clear
that it is definitely one. It already is one, and it's not a
question that it's going to be one. So tell me, if you can,
because I can't answer this question, why we are raising the
question at this late day and age?
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DR. LANDESMAN: Two points. What I said in the
testimony was that there appear to be at least a quarter of a
million persons who are infected who are heterosexual and thus
capable of spreading the virus hetercosexually. I think the cDC
probably agrees with that, with that number. That's HIV
infection, not cases of heterosexual spread. As to why we are
debating the issue, that's more of a political and societal and
communications question than it is, I think, a scientific one.
But I can give you the benefits of my thoughts as I sit in
Brooklyn. And that is that the issue of heterosexual
transmission is a very politically laden topic, and many
thoughtful people on this issue have attempted to walk a very
thin and careful line, which is an attempt to develop concern in
the public without developing panic in the public, and that's a
very difficult line to walk. On one hand, you want to generate
both preventive measures, concern, and development of an
allocation of resources. On the other hand, there is fear that
you can cause panic with widespread discrimination and isolation
of the people infected.

So it becomes a very delicate political and
communications problem of how you tell the public there is a
problem, how the problem is, in fact, really not one epidemic,
but a variety of sub-epidemics in different areas, without
panicking them, and it is a very difficult problem to deal with.
It's perhaps the most single difficult one, and much of our
difficulty in concepts comes cut of people going back and forth
between those two things, urgency and we have to do something on
one side versus fear of arousing inappropriate action on the
other side.

DR. CRENSHAW: I think those points are well taken, and
the follow-up question that you've obviously already given a lot
of reflection to this is, given the danger of not facing reality
due to all of these obstacles along the way and sensitive points,
do you have any recommendations on how to get beyond this
combination of denial systems and political maneuverings so that
we can confront reality more effectively and more efficiently
without engendering the panic and the negative consequences that
peocple fear?

DR. LANDESMAN: Now we're getting into philosophy. My
sense of how to deal with the debate in terms of its public
nature is that we have to try to stop separating out the
infected from the uninfected, and that is what much of the
terminology of the risk groups has done. It has placed in the
minds of the public the concept that they are they, the risk
groups, the infected, versus us, the noninfected. What happens
is that when the general public or "the general populace" thinks
they are at risk, then they are going to go to their state and
federal government and demand severe and what they would think
would be rapid solutions to protect themselves, which may

-
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involve coercive state powers. That's the wrong way to deal with
this epidemic from a psychological point of view. I think in
terms of psychology or how we talk to the public at large, we
have to change our frame of reference and put this as a societal
problem where all of us are in it together. All of us have to be
willing to give up a little bit in order to protect the group as

a whole.

As an example of how the terminology ought to be
changed, is the question, which I oftentimes hear in the State
of New York asked by news media of a public official, is the
epidemic spreading to the general population? The officials say
with the best of intentions because they don't want to frighten
the population, they say no, it's not spreading to the general
population. 1It's still within the risk groups.

I would say that both the question and the answer are
incorrect. The question is incorrect because the persons
infected are part of the general population. Unless the person
answering the question points that out, the concept that the
public takes away from that question is, well, there's me in the
general population uninfected, and there's them over there who
may give us the disease. It fosters that divisiveness, that
separation in our society rather than bringing us together as a
societal group.

Then when the public official says, no, it's still in
the risk group, again with the best of intentions because we
don't want to frighten people into coercive and severe actions,
that calms the public for the moment and lets them think they're
safe, but seeing as the biology of the virus has its own
imperatives, it has news reports and scientific reports come out
showing some evidence of heterosexual spread or spread to the
general public, the public, having heard once that they are safe
and now hearing that they are not, lose faith in their public
officials and tend to demand increasingly severe or radical
actions from them.

So our job in part is really one of communication, of
making this for the public at large to see this as a societal
problem and that we're really all in this boat together, and that
it isn't a matter of AIDS being in the general population. With
1.4 million, 900,000 to 1.4 million people infected, AIDS already
is in the general population. Because it's not our neighbor, our
sexual partner or the person down the street doesn't mean it's
not in the general population.

DR. CRENSHAW: Thank you for your point. I have
noticed that the AIDS virus is a very democratic virus, and I
think the sooner we start treating it that way, the better we'll
be able to contend with it.
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MR. CREEDON: Dr. Walsh.

DR. WALSH: I think, Dr. Landesman, the points that you
make are well taken. The thing that I wondered about was what we
have seen in this disease, as you have outlined, it went first
from a homosexual disease to a minority disease and, of course, I
think it eventually will go to what is referred as the middle
class white population. We're reading about and getting
increasing reports now of the middle class white population of
the senior high school level, college freshmen and so on levels.
Is there any significant data yet collected from that group as to
how much of an impact this is making now in that group?

DR. LANDESMAN: I'm not aware of any significant
reliable body of data around HIV disease in adolescents or young
college students. Others maybe, but I haven't seen any good data
in that area. My own sense is that the impact of this virus,
while present in, so to speak, the white middle class
population, will never be as large and as serious a problem as it
will be in other populations in the inner cities.

I think a peoint that I really wish to repeat is that
the focus of the preventive measures should not be in order to
prevent its spread into the white middle class population. The
fact that it already infects large numbers of persons who happen
to be either poor, minority, depressed or disadvantaged persons
is reason enough, given the numbers of people we already have and
the enormous scope of the problem to drive our efforts.

I think in addressing the public, the problem must not
always be put as one of we're going to protect that sort of
middle class populace. I think we have to change our conception
and our society more than one of just -- this may be an
impossible idea == but more than just one of protecting
ourselves. But our socxety is threatened by this thing as well,
and our next door neighbor or the guy a couple blocks away is
threatened, and that's reason enough to put forth the resources.
But in answer to your question specifically, I know of no
reliable data in that population. I would think that we need an
enormous amount of it, especially around the issue of adolescent
homosexuality, because the other group that we now have to look
at is the issue of young men entering the gay lifestyle and how
we can prevent them from reproducing the epidemic that occured in
25 to 44 year aged gay men. That's where preventive measures
have to be focused, especially in the younger age groups.

DR. WALSH: I don't disagree with the need for degrees
of concentration on certain populations, but I'm thlnklng in
terms of one of the things with which we are grappllng is this
so-called political or societal problem of saying it's their
disease. I just have the feeling that one of the reasons we're
not getting the objectives that you would like to get is that so

130




much of the middle class white population thinks they are above
the threat. I just think we may be surprised. If one is to
believe what we read, when you read of two, three and four
seropositive students in a relatively small class of middle class
whites, I think that there is somethlng below the iceberg that
would be of benefit to increasing the efforts towards the
so-called high risk population. I share completely your
sentiment that there is no such thing, to my mind, in AIDS as a
high risk population. It should be a general thing.

Now, I have one other question, and that is this. Do
you have any comparable data available to you on heterosexual
spread in Western Europe primarily because of their much closer
relationships to their minority populatlons which come
significantly from Africa where it is a generally heterosexual
disease?

DR. LANDESMAN: I have no hard data on numbers. I
know that in areas of the Netherlands and Amsterdam, there's
great concern about it around the issues of drug users. In fact,
there are large numbers of drug users in several major European
countries who are infected, but I haven't got any hard data. I
don't know of data that really exists. There are probably
ongoing studies around the issue of heterosexual transmission in
those countries.

DR. WALSH: Do you have any adequate explanation or
knowledge of why, for example, in Sweden, which has been
generally accepted as a pretty liberal nation sexually, why the
instance of sexually transmitted disease in general is so much
lower there than, say, in Amsterdam and so on and in the rest of
Western Europe? Because they must be doing something in their
education process that we are not doing, and I think we could
learn a great deal from them. Do you have any idea on that?

DR. LANDESMAN: No, I'm not aware of the public health
programs in Sweden around the issue of prevention of
transmissible diseases.

MR. CREEDON: Dr. SerVaas.

DR. SERVAAS: I want to repeat the compliments from the
other panel members about your good report. I have a question.
If a woman is infected on Saturday night, can she give AIDS to a
different sex partner the following night? I am asked this
question, and I would like your opinion on that.

DR. LANDESMAN: If she's infected on Saturday night,
can she give it to somebody on Sunday night? Actually, we don't
know the answer to that question. The issue of how infective a
person is during different phases of the disease is one that
really is still being explored. Can she give it to somebody six
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months later?  Probably yes. Can she actually give it to
" somebody -the next night? I really don't know the answer to that
question because it may take time for the virus to become part of
her cells and multiply enough. But if you ask me the next night,
I honestly don't know. I would probably actually doubt it. I
mean, do you ask the same question if somebody gets syphilis on
Sunday can they give it to somebody on Monday morning. My
suspicion would be simply because there is a biological time lag
there that's required for multiplication in the person that's
infected before they become infectious to others. One day to
the next, no, but one month to the next or six months later, it
may be yes.

DR. S8ERVAAS: CDC was telling us if someone comes to
you and wants to be tested and they think they had an exposure
this week, you tell them to wait three months. This is what CDC
said. Then we would probably be sure the antibodies would be up.
How long do you tell people to wait when they think they've had
an exposure before they are tested?

DR. LANDESMAN: Generally what we do if somebody comes
to us and says they've had an exposure and want tc be tested is
that we offer to test them right then and there first to document
that they are negative at that point in time. It also serves a
psychological purpose of thinking that at least something is
being done rather than just sending them out and waiting. Most
of ours come around the issue of needle sticks rather than sexual
transmission, and then we tell them to come back at three and 51x
months to have a repeat test.

MR. CREEDON: Dr. Gebbie.

MS. GEBBIE: I want to go back to a couple of things
you said about the data early on. If I heard you correctly, one
of the useful things that might be done about the data which are
now coming into state and local and federal public health
agencies would be to categorize two different ways. In addition
to our current categorization which shows how a person became
infected, to routinely categorize and publish by the method by
which that person could spread the disease to others; that would
be a healthy conceptualization to look at how this disease is
spread. 1Is that accurate?

DR. LANDESMAN: VYes. I think the concept of how large
the heterosexual infected pool is is an important piece of
information that we should have and will give us a concept at
least of our starting point for heterosexual transmission. I
think one or two people from the CDC may have actually started to
do that, but the critical issue around heterosexual transmission
is how large is the pool of people capable of transmitting the
virus. Up until now, that hasn't been counted.
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