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PROCEEDINGS
CHAIRPERSON OSBORN: Thank you for your patience
and translocation for this meeting. We tend to take a lot of

responsibility in this Commission, so we’ll take respon-

-sibility for the Washington water main break as well and

apologize for that.

We want to say a special word of welcome to Earvin
Johnson, who is joining us for our first regular Commission
meeting. We are really delighted to have his talent added to
that of the other Commissioners.

Welcome.

[Applause. ]

CHAIRPERSON OSBORN: We’'re going to try and
accomplish during the morning what we had scheduled to
accomplish during the morning, which means I am going to have
to ask the people whom we have asked to speak to us to do so
a little bit more briefly than they were planning. I hope
that will be all right.

We’d like to make slight rearrangements on the
agenda that many of you will have, postponing general
discussion so that we can try to be done with the presenta-

tions by 12:30, when there is a fixed obligation that some of
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us have to meet. But then we will have general discussion
and public comment later in the day after we’‘ve had a chance
to meet that obligation.

So to the people we’ve asked to come and talk with
us, I'm going to offer apologies for my colleague Dr. Rogers
here, because he is a very heavy hand with the microphone if
we start going over. But I think that we’ve got a very
experienced group of people talking with us, so David may not
have to do that.

Do you have any comments you want to make before we
get started?

VICE CHAIRMAN ROGERS: No. I'm always the bad cop,
and June is the good cop. So if I begin to look like I'm
going to have a seizure, please wind up your remarks fairly
speedily.

CHAIRPERSON OSBORN: With that, I'm going to ask
Dr. James Curran to start off for us.

Jim, thank you for being here. I know that things
have been very strenuous at CDC this week, so we particularly
appreciate your taking the time to come and join us as we
start looking at the epidemiology of HIV/AIDS with an eye to

the future.
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Thank you.

DR. CURRAN: Thank you, Dr. Osborn.

VICE CHAIRMAN ROGERS: Jim, let’s be sure they turn
your mike on.

CHAIRPERSON OSBORN: One of our problems, for those
who don’t know that we had to shift, is that we’re running
very short of live microphones, so there will be a little of
that kind of annoyance, moving them around a bit. There is
only one per area, as I understand ‘it.

DR. CURRAN: Thank you, Dr. Osborn and Dr. Rogers.
I'm very pleased to be here today. I would also like to

welcome Mr. Johnson to the AIDS Commission and what will be,

I am sure, an exciting and fatiguing commitment to dealing

with the HIV epidemic in the United States.

I am very happy to be here today to make three
basic points. One is that despite the numbers of problems
we’ve had with AIDS and HIV in the United States, we have to
continue to remember that the HIV epidemic is a brand new
epidemic in the history of the world. It is hard to imagine
that just slightly over ten years ago there was no such thing
as AIDS. We have eﬁperienced an enormous number of health

and social problems in the United States, with 206,000 cases
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reported to the CDC and over one million people infected with
HIV, the AIDS virus.

It is hard for us to imagine that most of the
133,000 deaths that have been reported in the United States
occurred among people who were infected before AIDS ever
existed in the public mind, before AIDS was ever discovered.

This is a brand new epidemic in the history of the
world, and in most of the world, AIDS and HIV is in its
infancy. The virus is clearly winning the battle against the
world’s populations.

The second point is that HIV and AIDS--AIDS, of
course, is the end of the spectrum of HIV disease--the life-
threatening infections, cancer and death that occur at the'
end of the spectrum in people with HIV infection.

It is important to recognize that AIDS is the end
of the spectrum in society as well and remember that our
society changes as the spectrum changes. 1In the United
States, we now have a mature epidemic, and we have found that
many of our solutions and our ability to deal with the
epidemic is also sick, much as many AIDS patients become. We
have found that many of the things that we need to deal with

HIV and AIDS simply are not adequate throughout our society.
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As time increases in the AIDS epidemic in a
population in the United States, just as it does in the
individual, it is necessary to think differently about the

solutions that are necessary for HIV and AIDS. We have

become much, much more concerned about management of the

illnesses within our society and the illnesses within
populations of people with AIDS than we do with prevention.

Just as an individual with HIV much make a long-
term commitment to dealing with his or her own infection, so
a society must make a long-term commitment in dealing with
HIV and AIDS. There are no simple solutions to what will be
a decades-long problem in this country and in the world.

Finally, in terms of thinking long-term, we have to
think about youth and we have to think about prevention.
There are billions of people in the world who are not
infected with HIV and billions of children in the world who
will be growing into a society with AIDS, a society that
those of us in middle age did not grow up into. And we have
the opportunity and the responsibility to let those children
cope and learn so that they, too, can avoid becoming infected
with HIV,

Now I'd like to show you, very quickly, a countless
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number of slides.

[SLIDES. ]

This shows the AIDS epidemic in the United States
in terms of reported cases. The blue line is the total
number of cases; there are now 206,000 reported through'the
end of 1991.in the United States. The first 100,000 cases of
AIDS were reported in 8-1/2 years, the second 100,000 in two
years and two months, and in slightly less than two years
there will be another 100,000 cases reported.

AIDS is now one of the major causes of death in the
United States and one of the very leading causes of death of
young men and women in the United States.

Next slide, please.

You can see that the insidious, long-term trends
are a smaller proportion of cases in gay men, men who have
sex with men, "MSM", and an increasing number of cases in
injecting drug users. injecting drug use and transmission of
HIV in injecting drug users is the driving force of the
heterosexual epidemic in the United States of HIV, and the
driving force of AIDS in women and children, primarily
through heterosexual transmission and injection drug use

itself. This trend is expected to continue throughout the
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Nineties.

Next slide, please.

You can see that in 1990 and also in 1991, among
black and Hispanic men and women, injecting drug use was
pretty equally a cause of AIDS and AIDS mortality, equal to
that of cases in men who have sex with men, or gay men.

Next slide, please.

There is a 5 percent increase in AIDS cases that
were reported in 1991 over 1990, but a 22 percent increase in
AIDS cases reported through heterosexual contact. This is
the group which is growing the fastest in the United States,
the group that is the most difficult to prevent in a sense

because of the continued perceived lack of Qulnerability on

the part of the heterosexual population of acquiring HIV

infection.

Next slide, please.

Among cases reported in 1991, the majority of women
who acquired AIDS--and cases in women are increasing faster
than they are in men--the majority of women acquired their
AIDS heterosexually through being a sexual partner of an
injecting drug user.

Next slide, please.
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AIDS grew from not being a known cause of death to
being the eighth cause of death among women ages 15 to 44 in
the United States in 1987, the fifth leading cause of death
by 1991. As a cause of death, AIDS is nine times higher
among black women than it is among white women.

Next slide, please.

Among men 25 to 44, AIDS was the fifth leading
cause of death in 1987, the second leading cause of death in
1991 after unintentional injuries and automobile accidents,
and caused 14 percent of deaths in 1988.

Next slide, please.

Looked at another way, young men in the United
States were starting to have it pretty good, having declines
in our death rates--until I got older than 44--having
declines in our death rates from the 1950’s to 1985. AIDS
single-handedly changed that and caused mortality to increase
beginning in 1986, and now causes about 20 percent of deaths
in the entire country in this age group.

Next slide, please.

You can see that for now, more than five years,
AIDS has been the leading cause of death in both young men

and young women in New York City, a place which is thought to
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be dangerous for lots of other reasons, but AIDS is far and
away the leading cause of death.

Next slide, please.

As I mentioned before, HIV is a spectrum of
disease. 1In our country now, as in many individuals, many
people with HIV infection are moving toward the serious end
of the spectrum since they have been infected for half a
dozen years or more. It is now estimated that more than 60
percent of the million infected Americans have severe or
moderate damage to their immune system as the result of HIV.
And the service burden for social services and medical care
for people with HIV is now becoming the predominant issue
confronting us in the AIDS epidemic.

Next slide, please.

I just want to point out a few things from the
surveys of HIV infection that have been doné. What this
slide basically shows is that throughout sexually-transmitted
disease clinics in the country, the light blue bars, there is
a great deal of uniformity of HIV infection in gay men, men
who have sex with men, with an average rate of 32 percent.

Our next generation of young boysf-my son is now

almost ready to turn 13, and his colleagues, as they move
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into sexual activity--for those who have sex with men--and it
has happened in every country, in every generation throughout
the world--they will be confronted with a population with a
very high prevalence of HIV infection. Throughout the
industrialized world for the foreseeable future, HIV infectior
will be a major cause of death, and probably the major cause
of death, among men who have sex with men.

Most young boys who are homosexual have no social
support systeﬁs. Their friends, if they knew, would hate
them; their parents, if they knew, would discourage them.
They have no chance. They need education.

Next slide, please.

In drug treatment centers the pattern is quite
different; with a range from zero percent to 49 percent; a
very high prevalence on the East Coast and in the Southeast,
with spotty, low rates on the West Coast and in the Midwest.
We still don’t really know why for sure HIV infection rates
are low in some parts of the country. That is either an
opportunity to continue to prevent infection there, or a
warning to those other places.

‘Next slide, please.

This just shows that among heterosexual men and
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women attending STD clinics that HIV infection prevalence is
highest in those same areas where the prevalence is highest
in injecting drug users, showing the relationship between the
two.

Next slide, please.

This shows the prevalence in childbeating women
from surveys done among infants born to childbearing women
throughout the United States. One out of every 625 women
giving birth in the United States in 1990 and 1991 will be
infected with the AIDS virus. This is as high as nearly one
percent here in the Nation’s capitol to even higher in some
neighborhoods in the Northeast.

Next slide, please.

Job Corps screens 60,000 disadvantaged youth each
year between the ages of 16 and 21. Approximately two-thirds
of these youth are black aﬁd Hispanic, and one-third are
white. The average age is slightly less than 18 years of
age. One out of 250 of these youth are infected with HIV by
the age of 18. Rates are somewhat higher in blacks and
Hispanics than they are in whites. They are only, however,
20 percent higher in men than they are in women.

Next slide, please.
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By age 21 in the Job Corps, the rates exceed one

percent throughout the United States, and are as high in some

.neighborhoods in New York City as 4 or 5 percent. Rates are

higher among 21 year-old women than they are among 21 year-
old men. Thus far, only 200,000 have been tested. These are
not isolated people. Active drug users are excluded. They
represent millions of disadvantaged youth throughout the
country. |

Next slide, please.

We estimate there are one million people infected
in the United States and that somewhere between 40,000 and
80,000 adults and adolescents are continuing to become
infected each year.

Next slide, please.

The World Health Organization now estimates that
there are about 10 million people infected throughout the
world, but that infection rates predominantly in developing
countries, in Asia, Central/South America and Africa, will
being this total to as many as 40 million by the year 2000.

The virus is clearly way ahead of any possible
prevention efforts in the developing world.

Next slide, please.
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So how are we doing with prevention? There is an
enormcus need for a vaccine to save the majority of the world

against HIV and AIDS. The next best thing from a prevention

point of view would be curative therapy. Therapy to reduce

infectiousness would also be very important. In the absence
of curative therapy and a vaccine, we are left with the
importance of education and counseling and testing.

Next slide, please.

Eduéation efforts have worked best, I believe, in
well-educated gay men in the United States. This is an
example from one cohort of gay men who had infection rates
before the virus was discovered as high as 20 percent per
year in San Francisco. That has continued, and it is as low
in many cohorts throughout the world as éne to two percent in
well-educated gay men. Some people say these people don’t
count because they are very well-educated, they get outstand-
ing medical care and counseling, they have good access to
drug treatment, they know the value of safe sex education and
counseling--they are not like most Americans. I say we
should put everybody into cohort studies who are at high risk

Next slide, please.

Gonorrhea cases have continued to go down in the
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United States, from a high in the 1970’s and early 1980’'s of
one million to about 690,000 by 1990. This is somewhat
encouraging. Decreases have been somewhat uniform among
blacks, Hispanics and whites, most marked among men who have
sex with men.

Next slide, please.

More discouraging, however, has been an extraor-
dinarily rapid increase of infectious primarily and secondary
syphilis among black men and women -in small towns and big
cities in the United States. Syphilis cases numbered 50,000
in 1990, the highest since 1949 in the United States.

This is important for three reasons. One is that
the increase in syphilis has predominantly and entirely been
in heterosexual men and women, with major declines in gay
men. The increase in women has led to a big increase in
congenital syphilis, fatal to newborns.

Secondly, it is a concern because syphilis is a
genital ulcer disease which can facilitate the acquisition
and transmission of HIV infection in high-risk populations.

Thirdly, this increase in syphilis has been related
to sex for drugs, cocaine use, and has been found mostly in

areas of poverty and urban blight, in minority populations




ah

MILLER REPORTING CO., INC.

507 C Streer, NLE.
Washington, D.C. 20002
(202) 546-6666

18

that are the hardest to reach and at the greatest risk for
HIV infection. At the very least, it indicates no change in
behavior in this very high-risk population.

Next slide, please.

Kids don’t take AIDs seriously. They worry about a
lot of things--pimples--my son was worried because his

teacher took his CD away so he couldn’t give it to some girl

he met on the bus. That’s all he cares about. They fantasize

about a lifelong life of sexuality.- They think about it all
the time. But you can’t get through to them, particularly
when you are my age and a parent.

Next slide, please.

But one thing they do is they have sex. They have

sex, they have sex, they have sex, they have sex. I should

not have said that, but they do it; they have sex. The f}ﬂ

National High School Sex Survey said that 72 percent of high
school seniors have had sexual intercourse by the time they
graduate from high school. That’s what they told the
National High School Sex Survey. That’s what the students
said. Thirty-nine percent have had sex in the last three
months, as this slide shows.

Next slide, please.

v
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As the next slide shows, by grade 12, 55 percent
indicate they have had sex in the last three months. For
those of us who are too old to remember high school, this is
a change. People are having sex earlier than they did in the
Seventies. It is true. The National Survey fbr Family
Growth found a doubling in premarital sex among 15 to 19
year-bld women and 17 to 19 year-old men between 1970 and
1988.

Is there anything good about this? There is one
good thing. Next slide, please.

Kids are using condoms more than we used to. They
know what a condom is. And as a matter of fact, 45 percent
of the high school kids indicated they used a condom with
their last sexual experience; 78 percent indicated that they
use contraception. This goes along with the National Survey
for Family Growth, which indicates also an increase in condom
usage. Sure, they shouldn’t have sex. They are taking big
risks. If they have sex, they ought to use condoms.

Next slide.

What are we going to do about substance abuse?
We’re not going to stop the heterosexual AIDS epidemic

without dealing with substance abuse. John Kaplan, the now
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deceased professor of law at Harvard, wrote a book called

Heroin: The Hardest Drug. He said that our current solutions

to substance abuse problems were like too small a blanket on
a cold night; you shift it around to cover up part of it,
leaving another part dangerously exposed.

The National Institute of Drug Abuse estimates

there are 1.2 million injecting drug users in the United

States. The smallest proportion of those if you divided them
into three are in drug treatment today. A slightly larger
group are in jail or prison today. And the largest group of
the three are out on the streets, injecting drugs, today.

How are we going to stop the heterosexual AIDS
epidemic unless we stop the injectiﬁg drug use epidemic?

Next slide.

This just reminds me of some of my friends who have
died, people I have known over the years--this gay men from
New York with Kaposi’s sarcoma who I met in 1981.

Next slide.

This is a little baby I met in Kenya in 1982.

Next slide.

This is a person I met down in Port au Prince,

Haiti in 1982.
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Next slide.

This baby, I did not meet, but one of my staff went
to see in Romania, who got AIDS in the Romanian epidemic.

Next slide.

This is the ever-present AIDS quilt in the Minnesotd
Twin Dome. It always serves to remind me of our failures;
the people who are no longer Kenyan or Haitian or gay or
straight or black or white, but simply quilts. They are what
happens when Qe don't act fast enough.

We have got to retain our commitment. We have got
to have a commitment to prevention, and we can’t give up. We
have to work together.

Thank you.

[Applause. )

CHAIRPERSON OSBORN: That was I think ten years of
passion put into a very few minutes, Jim. Thank you so much.
We appreciate such an extraordinary overview.

Our next speaker will be Dr. Dixie Snider, who is
going to jolt us into the future, I think, with some discus-
sion of a new facet of the epidemic that is coming aloﬁg, the
issue of tuberculosis and HIV.

Welcome, and thank you, too, for your patience with

A
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our logistic problems.

DR. SNIDER: Thank you, Dr. Osborn, Dr. Rogers.

It is a pleasure to speak to the Commission about
an increasingly important problem related to the HIV epidemic
and that is the increasing incidence of tuberculosis and
particularly the problem of multi drug-resistant tuberculosis
which has emerged.

Jim said HIV is a new disease. Tuberculosis is
both an old and a new disease. As -an old disease, it is
estimated there are 8 million new cases in the world each
year and 3 million deaths from tuberculosis, mostly because
people do not have access to therapy, also because of drug
resistance. So it is a tremendous problem in the world.

TB causes 7 percent of all deaths in the world and
26 percent of all preventible deaths. It is a major cause of
economic non-development, if you will, and a major cause of
orphanism in developing countries.

Tuberculosis is caused by a bacterium, Mycobacteriuj

\

tuberculosis, which is spread primarily through the air by
people who have TB in the lung who are coughing. Anybody can
become infected with TB, regardless of their socioeconomic

status, their race ethnicity or their general health.
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However, a person with a healthy immune system is
usually able to contain the infection, but they are not able
to eliminate that infection without help from anti-tuber-
culosis drugs. Most people who are infected with the TB germ
are asymptomatic, but they usually have a positive TB skin
test, and they can develop clinically active disease at any
time dﬁring their life, particularly if they come under
physical or emotional sfress, or if they become immunosup-
pressed as occurs with HIV infectionm.

There are two major ways to control tuberculosis.
The first way is to identify and treat people with c¢linically
active disease. Treatment for tuberculosis requires a
minimum of six months. The second control intervention is to
identify and preventively treat people who are infected but
not yet diseased, but who are at high risk of developing
disease. Preventive treatment requires a minimum of six
month.s

The United States has had a significant decline in

the number of TB cases over the years. We have gone from

84,000 cases in 1953 to 22,000 cases in 1984. However, sincef®¥

1984 there has been a 16 percent increase in cases, and we

estimate in the past six years, based on projections of prior
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trends, we have had 28,000 excess cases.

The increases have been seen among both males and
females; they have been seen in all age groups except,
interestingly, those over 65 years of age. Between 1985 and
1990, there was an alarming 19 percent increase in cases
among children less than five years of age and a 44 percent
increase in tuberculosis in children five to 14 years of age.
But the largest increases have occurred in young adults.
Among those 25 to 44 years of age there has been a 44 percent
increase in cases. The increase was 11 percent among Asians,
25 percent among whites, 55 percent increase among blacks,
and a 77 percent increase among Hispanics.

Much of this increase seems to be due to tuber-.
culosis occurring in persons with HIV infection. CDC sero
surveys in 20 metropeolitan areas have revealed that up to 46
percent of TB patients have HIV infection. HIV infection is
the strongest risk factor for TB that has ever been iden-
tified. It impairs the immune system and makes the individual
more susceptible to develcoping tuberculosis if they carry the
latent TB infection, but HIV also makes a person at extraor-~
dinarily high risk of developing tuberculosis if they even

become exposed to the disease.
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We don’t know exactly how much of the increase is
attributable to HIV infection because the health departments
do not routinely collect information on the HIV sero status
of tuberculosis patients, and until more information is
available, they quesfion of how much of the increase in
tuberculosis is attributable to HIV cannot be definitively
answered.

There are other problems with tuberculosis,
however. TB in the foreign-born has shown increases‘over the
last few years, and about 24 percent of our cases currently
are occurring in the foreign-born. Other groups at high risk
for TB include persons in group or institutional settings,
such as correctional facilities, shelters for the homeless,
residential care facilities, nursing homes and hospital.

This is so for two reasons. First, people at high risk for
TB are more likely to be in these institutional settings; and
second, these environments are conducive to airborne transmis
sion of TB. There are a large number of people sharing the
same air for long periods of time.

The most recent threat to TB control is the
outbreaks of multi drug-resistant tuberculosis. These have

occurred in a variety of institutional settings, and I think
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the seriousness of these outbreaks is difficult to overem-
phasize.

CDC has investigated or is investigating six
outbreaks of multi drug-resistant tuberculosis in several
hospital and prison facilities in Florida and New York. At
this time nearly 200 people with multi drug-resistant
tuberculosis have been reported. Most of these people are
HIV-infected. Mortality among these patients with multi
drug-resistant tuberculosis has ranged from 72 to 89 percent.
The median interval from diagnosis to death has been from
four to 16 weeks.

In addition to hospitalized patients and inmates,
transmission of multi drug-resistant tuberculosis to health
care workers and to prison guards has also been documented,
and several of these individuals have died from TB.

How did we get into this dilemma?

First, the problem results from the duration of
treatment. Many patients and many of us do not take medica-
tion regularly, for the entire treatment that thé medication
is prescribed. This is especially true for patients who have
mental illness, who are homeless or who are suffering from a

substance abuse problem, as is unfortunately often the case.
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Reports sent to CDC by State and local health departments
indicate that about 20 percent of patients started on therapy
do not complete it.

Failure to complete therapy means not only that the
person may get worse or even die from TB, but it means that
they may develop drug-resistant organisms.

One of the primary uses of Federal funds for TB has
been to hire outreach workers to provide directly-observed
therapy. This helps prevent treatment failure and the
development of drug resistance. 1In fiscal year 1991 CDC
awarded $8.3 million to 34 States, Puerto Rico, Guam, and 10
large cities for this purpose, and we estimate that they
saved the Nation at least--at least--$24 million.

But there is also the problem of physician failure
to adequately diagnose and treat patients with tuberculosis.
This is especially true in persons with HIV infection. 1In
fact, tuberculosis in HIV-infected persons is in many ways a
new disease. It often appears at anatomic sites outside the
lungs, and when it affects the lungs the chest radiograph
often doesn’t look like traditional tuberculosis. "Further-
more, the tuberculin skin test is often falsely negative in

persons with HIV infection.
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There is also the inability or failure to follow

appropriate isolation precautions within hospitals, which has
contributed to the transmission of tuberculosis.

A most serious problem has been inadequate support
for State and local tuberculosis control programs. Cutbacks
in funds and personnel in some States and localities have =
left health departments without adequate resources to place
noncompliant patients on directly-observed therapy. Their
resources have been inadequate to bring the outbreaks under
control. Many areas don’t have enough treatment facilities
for their TB cases. Recently, we have also had shortages of
anti-tuberculosis drugs and significant incre%ses in drug
costs which have further eroded health department efforts.

High-risk groups are being inadequately screened
for tuberculosis. CDC has been able to provide some as-
sistance in this regard. 1In fiscal year 1991 we awarded $3.5
million in HIV prevention funds to 25 State and local health
departments to deliver TB prevention services to persons with
or at high risk for HIV infection. We have concentrated on
correctional facilities and drug treatment centers.

But another factor contributing is our antiquated

technology for controlling tuberculosis. For example, our
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standard diagnostic methods and the methods for performing
drug susceptibility tests requires weeks to months, so it
takes a long time to identify a patient with TB and with
multi drug-resistant tuberculosis. We need tests that will
allow us to rapidly diagnose and identify pétients with multi

drug-resistant disease.

The failure to continue investing in the development

of new drugs for TB has left us now without effective
treatment and without effective preventive treatment regimens
for the people involved in these multi drug-resistant
outbreaks. We need more new powerful drugs to combat this
disease.

Despite all the obstacles there are some encouragincg

signs, including the increasing concern about tuberculosis in

the media, the public, the medical profession; the development

of a plaﬁ and strategies to eliminate tuberculosis by a
Department of Health and Human Services Advisory Council.
There is increasing support for TB research by the NIH.

There is the recent formation of a National Coalition to

Eliminate TB. And there have been this year increasing

levels of Federal support. In 1992, we will have approximates

ly $15 million to support tuberculosis prevention activities

J
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and $10 million to support tuberculosis/HIV prevention.

In addition, CDC is seeking permission to reallocat&
other funds to support research and programs directed at the
problem of multi drug-resistant tuberculosis, and with this
additional support it will be possible to more adequately
address the tuberculosis problem.

Thank you very much.

[Applause.]

CHAIRPERSON OSBORN: Thanks for a very helpful and
succinct statement of an emerging problem that is important
for us to be looking at carefully.

I think, even though we are going to be pressed for
time a little bit later, I'd like to see if there are issues
of information that any of the Commissioners would like to
pursue before we go on.

Don Des Jarlais.

DR. DES JARLAIS: A question for Dr. Snider. 1In
our current status of making governmental décisions, health
needs and compassion are often at a lower priority than most
of us would like, but I wish you would comment a little more
on your talk about the cost-effectiveness of preventing

tuberculosis. I have heard infectious diseases specialists
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in New York say that it costs up to $100,000 to treat a

single case of multi drug-resistant tuberculosis. It would
seem that this would be one place whére the most prudent
financial decisions made by government agencies would put on
some éort of crash program for preventing the further spread
of HIV-related tuberculosis.

DR. SNIDER: That is an excellent point. The
estimate that I received from National Jewish Hospital, which
treats a'lot-of patients with drug-resistant disease,
suggested that it cost $180,000 per drug-resistant case.
Compare that to a standard situation in which a patient has
susceptible organizations--about $11,000--maybe $12,000 or
$13,000 if you supervise the therapy.

Preventive therapy for many high-risk groups saves
money. Clearly, there is a feeling among many of us that
investing in directly-observed therapy would also be cost-
saving, given how much it costs to treat a multi drug-
resistant case. I wish I could say that someone had really
done a detailed analysis of that, but it hasn’t been done,
and it needs to be done, but I think we all feel as you do
that tuberculosis control would be an investment rather than

expenditure of money, that it would save us money if we were
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to do the things we need to do.
CHAIRPERSON OSBORN: Dr. Rogers.
VICE CHAIRMAN ROGERS: This is for Dr. Curran.

Jim, a magnificent presentation. One of the things that

impressed me were the striking differences in incidence of

HIV in drug users depending on area, zero to 60 or 70 percent
Are there any studies as yet, or can you get
anything other than soft data on whether this does or does

not relate to the availability of needles and syringes?

DR. CURRAN: Well, whenever I see Don Des Jarlais in

front of me, the world’s expert in this topic, I feel like
somebody trying to describe a flood to Noah.

VICE CHAIRMAN ROGERS: I have asked Don this
question, but I want you to answer it, too.

DR. CURRAN: I think it is still largely unknown.
There have been some correlations about needle availability,
but I think it is still largely unknown because in part, even
when needles are available, they are still shared. But there
are differences in behaviors between the West Coast and the
East Coast--but maybe Don might want to clarify it to get
this right.

DR. DES JARLAIS: It is obviously a very complicateq

1=
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question because in many places HIV spread among drug
injectors before anybody knew about AIDS, regardless of
whether syringes were legally available or not.

I would say probably the most convincing data comes
from the studies of hepatitis B infections. Hepatitis B is
spread through sharing drug injection equipment, the same way
that HIV is spread; it is spread much more easily and is
therefore a more sensitive indicator. There are now three
studies of cities that have either -largescale syringe
exchange programs and/or bleach distribution programs--Tacoma
Washington; Amsterdam in The Netherlands, and San Francisco--
where hepatitis B has been going down as a result of observed
behavior change in drug injectors.

Most of that has been through either legal or
illegal syringe exchange programs, so that there does seen to
be an emerging relationship between doing AIDS education and
providing access to sterile injection equipment.

CHAIRPERSON OSBORN: Thank you.

Harlon Dalton, then Eunice, then Larry Kessler.
Then I think, perhaps, if you can all be fairly brief, we'll
still be within the constraints of time.

MR. DALTON: Dr. Curran, you'’'ve taught us all a lot
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about sex among young people in your slides, more than we
ever knew, I should point out--

DR. CURRAN: I had limited time, too.

MR. DALTON: And as you pointed out, young people
have sex, and they have sex, and they have sex. Are you
convinced that we as a nation know as much as we need to know
about the precise sexual behaviors that young people--and
adults, for that matter;—engage in, and if not, how do you
imagine this Commission might go about helping us increase
our database about sexual behavior?

The second question is that you pointed out that
most young men who have sex with other men have no support
systems--their friends if they knew woﬁld hate them, you
said, and their parents would discourage them. What can we
do about that? What can we do about developing support
systems for young men who have sex with other men?

DR. CURRAN: Well, I guess I'll take the latter one
first. I tried to get some adolescent medicine specialists
in the late 1970’s interested in studying emerging homosexual
behavior patterns in San Francisco, and they asked how do we
find these people. I said, well, they get infected with

hepatitis B, they’re finding somebody, somebody is finding




ah

MILLER REPORTING CO., INC.
507 C Street, N.E.
Washington, D.C. 20002
{202) 546-6666

35

them, and they are finding each other. There has got to be
a way to find them.

It is the most delicate of situations, trying to
identify adolescents who themselves have not identified their
own sexual orientation while they are in the family unit. I
would say at one level it is not possible to have outreach,
but I think what is possible is to have available resources
for people and also to have education programs for teenagers
and others that present informationr about risks that may not
apply to everyone. I mean, obviously an AIDS education
program is available to people whether or not they have early
sexual practices, whether or not they have sex with people of
the same sex or different sex, and whether or not they use
drugs. Presumably, that has to happen before the first
sexual experiences, not afterwards.

I've forgotten your first question.

MR. DALTON: It had to do with do we know enough
about sexual behavior, and if not, how do we find out?

DR. CURRAN: Of course, we know very little. We
don’t know enough. We’'ve been reluctant, really, until the
AIDS epidemic, to pursue studies of sexuality in our country.

The National Survey for Family Growth and a couple surveys
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done out of Johns Hopkins were the extent, basically, of what
was known in the Seventies on any national basis.

We are really a schizophrenic country when it comes
to sex. We have probably as much sex as most countries--we
don’t know that, but we think we do--and we promote it all
the time--on TV, in soap operas, in movies--along with some
increasing trends of promoting smoking in movies, which
bothers me. We just take it for granted. But we have a lot
of trouble dealing with it, coming to grips and learning
about it in our own individual households in privacy.

So I think that’s schizophrenic of us. I think it
is part of our schizophrenic American nature, and it should
change.

CHAIRPERSON OSBORN: Eunice?

MS. DIAZ: I have a question for Dr. Curran. Some
of the data and information you are presenting today looks
pretty bleak, and I am just wondering if in fact the budgets
that you are entrusted with at CDC for prevention and
education of the people of this nation are commensurate with
the kinds of challenges you see ahead for this country in the
next five years, Jim.

I am really concerned that we have in the last two
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or three years, in at least some sectors, been pitting care
against prevention and education, and I just wonder what your
idea is in terms of the total dollars that are going to be
available. You will remember the recommendation of this
Commission called not only for development of a national
stratégy, but of a prevention strategy for this country, and
I'm just wondering in terms of us being able to push for that
recommendation, if you think the money is there, will be
there, or is just simply not adequate.

DR. CURRAN: HIV and AIDS kill continue to be a
large problem in the United States throughout the Nineties.
It could have been worse if it weren’'t for the ongoing
prevention efforts that are community-based, health depart-
ment-based, and based among the people who have HIV and AIDS.

A lot of these prevention efforts are working.

Some very recent papers show that people who have been
counseled and tested are much more likely to know not to
transmit the infection than those who have not. School
education efforts indicate that kids throughout the later
school years 'know a lot more about AIDS than they used to.

So I am partially optimistic about the efficacy of

prevention efforts. As the AIDS epidemic matures, there is
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enormous pressure, as there is in the rest of the health care
system, to fund the services, to provide the care, to take
care of the TB patients in hospitals, to take care of HIV-
infected patients, and to provide AZT.

In 1992 for the first time, the Congress decreased
CDC’s budget even below the President’s request. In past
years, they have usually knocked it up. So that indicates, I
think, this ongoing pressure in bleak economic times.

I think in the long run we have to get our preven-
tion efforts much more integrated into the health care
system. In Dr. Snider’s example, it has been recommended now
for several years that all HIV-infected people be tested
immediately for tuberculosis and vice versa, that all TB-
infected people receive counseling and testing for HIV. That
isn’'t done. It isn‘t done for a variety of reasons. A lot
of HIV-infected people don’t know their status, either don’t
have access or do not get counseling and testing because it
is not integrated into their health care system enough, not
paid for through those mechanisms. Their health care systems
can’'t take care of them. And secondly, in the TB clinics
there are simply inadequate resources to do the counseling

and testing.
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I guess part of the solution is Federal. Part of
the solution I think is structural in terms of getting all of
this stuff integrated and having it done.

CHAIRPERSON OSBORN: I‘m going to give Larry
Kessler the last opportunity for a question before we move on
and just before I do that, with some apologize for tardiness,
we are pleased that the American Sign Language interpreter is
now with us, so for those who would like to take advantage of
those services, she is here, and thank you.

Larry, I'm sorry that the microphone that is in
front of you is not working. If people have trouble hearing,
we can repeat the question.

MR. KESSLER: Dr. Curran, you slides today once
again demonstrate that some education and prevention efforts
have worked in the gay community in terms of reducing the
growth in terms of HIV infection, and in some cases reducing
is significantly. Yet it still seems to me that we have not
been able to do in the other communities what we have done in
the gay community, and done through community-based groups,
and that is talk frankly, directly and explicitly and use
many mediums, with multiple messages--messages that include

abstinence as well as condom use, safer sex messages and so
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How do we get from there to here? How do we begin
to understand that what may have worked in the gay community,
we're still reluctant for a variety of reasons, or there are
barriers in terms of reaching the heterosexual teenage
community or the heterosexual adult community? And I think
you know what I'm talking about in terms of the barriers that
are either imposed by Congress or by a local community, by a
school system, in some cases a neighborhood, or in some
cases, by parents. That’s where we seem to be losing the
substantial ground that we need to gain, yielding the ground
to the moralists who don’t want that frank, explicit, direct
talk.

CHAIRPERSON OSBORN: Can you sort of quickly
paraphrase what Larry has said as you answer?

DR. CURRAN: Yes. I think Mr. Kessler was saying
that the inroads that have been made by community-based
organizations and others in preventing HIV in the gay
community have not been as successful or as prevalent in
other communities, and what can we do about it.

I think there are three things that I would say.

One is, first of all, the efforts in the gay community have
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been extensive. The gay community has suffered a virtual
holocaust. We are talking about one-third of the population
of people going to STD clinics being infected with the AIDS
virus, and the average gay man seeing virtually one-third to
one-half of his friends die. We’re talking about a community
that has galvanized around that since the Eighties, with an
enormous amount of resources to help itself and help each
other.

At the fringes of the gay community, young gay men
have higher infection rates--teenagers, men in their early
20s--higher infection rates among minority gay men, among gay
men who are immigrants to the country, people who don'’t
participate in the general mainstreaming.

The gay community, although it is clearly a sexual
orientation minority, is a minority in only that regard. It
is still male, white and middle-class, predominantly. |

Other groups have two problems. One is they have a
lot less AIDS per capita, and they don’t identify'with it.
"It can't happen to me." Basically, "I know all kinds of
people who are having sex, and nobody gets AIDS. It can’'t
happen to me."” So they don’'t have the benefit of the

galvanization of going to funerals, if you will.
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The second problem is they’ve got a lot of other
problems because it is a problem that is accompanied by §;
poverty and urban blight, drug abuse, lack of prenatal care,
no health insurance, violence in the inner cities, drugs, and
lots of other problems. And they are saying, "Wait a minute-
-AIDS has got to stand in line.”

And the support--Dr. Gayle will give some very good

examples of organizations dealing with heterosexual popula-

tions that are very effective--~I think it works; it’‘s just
that it’s a lot longer to go, and it is less of a perceived
problem. And that’s got to change.

VICE CHAIRMAN ROGERS: Jim, Dixie, thank you very

Let me make a preface to the next group, which we
are delighted to have. As you realize, we are running short,
so to my sorrow, I'm going to ask each of you to take ten
minutes; that will permit us to have a little interaction
with all of you. And I will be sort of keeping bock on you.
Mark, we’ll let you set the stage. Dr. Mark Smith,
welcome. }

DR. SMITH: Thank you, Dr. Rogers, Dr. Osborn,

members of the Commission. Good morning.




I have given you written testimony; I will dispense
with it. I want to make four points for you today on the
subject that I have been asked to speak to, which is health

care; what the implications of the change in the epidemic

have for héalth care.

But first I have to put in a plug for prevention.
Let me say that I am not an expert in prevention. I don’t
consider myself one. But I do want to speak a little more to
why it is we seem to always have such a difficult time doing
what it is everyone seems to say we ought to do. I think it
has to do with four things.

First, AIDS is not alone in having a problem of the
ascendancy of prevention over cure. It is a very deepseated
American trait that we are interested in the latest and the
”
greatest set of machines and gizmos and drugs--and it’s not Gﬁl
just AIDS; ip is violence and heart disease and every other
disease I can think of. So before we’re too quick to try to
dissect why it is within AIDS we don’t do prevention, it’s
not just within AIDS. It is within public health and
in general.

The second thing is that whenever you are con-

fronted with a request or Congress is confronted with a
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request for money for health care, there are a lot of
powerful interests that benefit from that money--doctors,
hospitals, pharmaceutical companies, home care companies,
nursing homes, and others.

Now, I'm not suggesting that people are doing so
venally. I'm suggesting when there is money on the table to
do health care, there are a lot of people who have a lot of
juice who will benefit from that.

There are not a lot of people with a lot of juice
who benefit from money for prevention, and the people who are
the recipients of that prevention are unlikely to identify
themselves as recipients and be an active and effective
lobby.

The third thing is that people living with HIV
infection are of course among the most articulate and
persuasive advocates for AIDS funding, and they understandably
are interested in money for treatment. Now, I know they also
advocate for prevention, but it is almost inescapable that
the engine of a lot of the advocacy parades, which seven or
eight years ago when many of us started dealing with the

epidemic was on prevention, has now turned to how quickly can

we get drugs approved,‘what is the price of the drugs, what

4
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do the clinical trials look like. That'’s where a lot of the
- fire and passion is.

And the last thing I think is that we in the
treatment world, because of the roots in biomedical science,
have lots of fancy charts we can show, and we can offer
persuasive evidence if the steady, if slow, progress against
HIV. We can talk about increased survival with A2T. We can
talk about decreased incidence of pneumocystis. It is still,
I think, very difficult for people 'in the prevention world to
organize and present persuasive evidence that their agency,
. their program, their approach really has effectiveness not
only in terms of increasing knowledge, but changing behavior.

So having said all those things, I want to ﬁut in a
plug for prevention before I launch into my plug for care.

[Applause. ]

DR. SMITH: ©Now I want to talk about four things in
health care: 1) who will lead care; 2) what will they need;
3) what is the mix of medical and social services that people
: need, and 4) what is the interaction of HIV care with the
broader questions of reform in the health care system.

On the first question, who will need care, many

observers have talked about the trends in HIV. Jim Curran
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has shown you it is very clear where the epidemic is headed.
Please do not substitute where the epidemic is headed from
where the epidemic is. If you are talking about who it is
that needs help now, it is the poor of people who are
infected now, and in many cities that is still predominantly
gay men. In many cities, in my opinion, that will always be
predominantly gay men.

I make this point not because I think it is not
important for us to understand and anticipate the needs of
women, of blacks, of minorities, but because I think I may be
one of the few people who can get away with saying we should
in our striving to do so not forget that the vast pool of
people who were infected in the Seventies and Eighties still
is largely comprised in many cases of gay men, and we should
not construct a system of care that ignores that because we
are so mesmerized with the trends of the data and forgets
where the data is now.

In addition I think it is important to recognize
that lots of groups that make sense from an epidemiologic
point of view make no sense from a care point of view. There
is no group of heterosexual transmission. That is not a

socially useful group of people. There is no group of women
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with HIV infection. These transmission categories obscure
substantial differences in age, in class, in preferences, in
understanding of their condition, in insurance status, so I
think it is important for you to understand that the care
system we construct will have to be diverse, will have to
allow for choice according to individual preferences of
people even within these groups that we tend to stereotype.
And I am concerned sometimes when I hear people put forward
models of care about how people should be taken care of. We
don’t talk about how people with diabetes should be taken
éare of. We do talk about clinical guidelines, what is
appropriate and correct medical practice, and in that we are
far short, particularly the Federal Government is far short
in promulgating such guidelines. But I think we have to be
careful about prescribing how it is a certain group of people
should be cared for.

Second, what kind of care will people need? I

~think the hallmark is increasingly complex. With the

approval of DDI, with the growth in the number of options for
antimicrobial therapy and for antineoplastic therapy, I think
you will see in the future the growing complexity of clinical

care for HIV disease. A year ago, it was possible to fairly
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quickly prescribe a simple course of therapy at least for HIV
asymptomatic peoplé that every physician, P.A., nurse
practitioner could understand whether or not they had much
experience.

I do not believe personally that two years from now
that will be the case. I think two years from now we’ll be
talking about combination antiviral therapy plus/minus
immunomodulated therapy, one set of prophylaxis for men,
perhaps different prophylaxis for women. And the implication
of this, I think, is we have to look at how practitioners
understand and receive this information.

The Federal Government has made two important

efforts with the AIDS Education and.Training Center and with

increased efforts by the NIAID to provide rapid communication
to physicians. But I am concerned that without greater
coordination by the government of dissemination of results of
clinical trials, results of FDA licensure, results of
epidemiologic trends like those in tuberculosis, multi drug
resistance, poorer patients-~-that is, patients who are cared
for in community health centers, public hospitals, private
practitioners who work in the inner city, that is, those whose¢

physicians are not members of the AIDS clinical elite--will
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not have benefit of state-of-the-art understanding of what
goes on. I think this is an important and growing problem
given the growing complexity of care.

The third issue is the mix of social and medical
services. I'm Qoing to be heretical here, and I apologize.

I think that there are many physicians who are coming to be
uneasy with the mix of funding for medical and social
services. I count myself among those clinicians who I think
are quite supportive of the need for social support for
people with HIV infection. But my experience has been that
people with HIV infection may have vastly differing levels of
needs of social support. Some will need emergency housing;
some clearly will not. Some will need extensive counseling;
some will not. All will need a doctor or a nurse practitioner
or a P.A. All will need medical care.

Now, you will not hear many people publicly talk
about this. I am one of the few who are dumb enough to get
up here and say it. But the fact is that in private I think
there is growing unease about how it is decisions are made
about the funding for medical care versus social services for
people with HIV.

The reason I raise this is precisely the point that
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was made before. One of the unintended consequences of the

effectiveness of lobbying for AIDS has been that AIDS moneyzﬁ
tends to be regarded as a single pot and therefore, despite
the best intentions of the advocates, among whom I count
myself, in times like this, advdcacy for greater funding for
clinical care tends to be to the detriment of prevention. So
providers are pitted against prevention people, and social
service providers are pitted against medical providers. I
think it will be a growing problem ‘for those of you on the
Commission and others to try and figure out the correct mix
of medical and social service funding given the greater
disparities of infection rates among drug users and gay men
in different parts of the country. I am concerned that there
is growing tension between the medical and social service
communities given one, single, nongrowing pot.

Lastly, I think that the key questions of HIV care,
how it will be organized and how it will be financed int he
next decade, probably lie less within the epidemic and more
with the growing movement for reform of the larger health
care system. If, as you know, the epidemic is increasingly
becoming "Medicaid-ized", as Peter Arno and Jesse Green have

called it, and if the rise in Medicaid expenditures at its











































































































































































































































































































































































































































