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DECLARATION · OF PAUL A. VOLBERDING; ·M.D. 

2 I, Paul A~ Volberding, M.D.~ do hereby make the following 

3 declaration in support of the Application for a Temporary 

4 Restraining Order and Order to Show Cause Re: Preliminary 

·s Injunction: 

6 1. I attended the University of Minnesota School of 

7 Medicine from 1971 to 1975, and received my M~D. degree from that 

8 institution in 1975. From 1976 to 1978, I did an internship and 
or 

9 residency in Internal Medicine at the University of Utah. From 

10 1978 to 1981, I had a Hemotology/Oncology Fellowship at the 

11 University of California at San Francisco ("UCSF"), and 

12 thereafter joined its faculty. From 1981 to 1982, I was the 

13 medical oncology consultant to the Malignant Melanoma Clinic at 

14 UCSF. 

15 2. I am currently an Assistant Professor of Medicine at 

16 UCSF and Chief of Medical Oncology at San Francisco General 

17 Hospital ("SFGH"), and have been so employed since July 1, 1981. 

18 In addition, I am Director of the Acquired Immune Deficiency 

19 Sydrome ("AIDS") Clinic at SFGH and Co-director of the Kaposi's 

20 Sarcoma Clinic at UCSF. I serve on the Boards of Directors of 

21 the American Cancer Society/San Francisco and the AIDS & KS 

22 Research and Education Foundation. Over the past several years, 

23 I have written or participated in the writing of numerous 

24 professional articles on AIDS and Kaposi's Sarcoma. My 

25 curriculum vitae, which includes a complete list of my 
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publications, is attached hereto as Exhibit land incorporated 

2 herein by reference as though fully set forth. 

3 3. In my capacity as Chief of Medical Oncology and 

4 Director of the AIDS Clinic at SFGH, my major responsibility is 

5 to oversee the diagnosis and treatment of all patients at SFGH 

6 with AIDS, herein defined to refer to patients meeting the 

7 criteria of the Center for Disease Control ("CDC") in Atlanta 

8 (which includes the presence of diseases considered diagnostic of 

9 an underlying immune deficiency such as Kaposi's Sarcoma, central 

10 nervous system lymphoma, or infections such as pneumocystis 

11 pneumonia). I also treat patients, supervise six full time 

12 physicians, six nurses and approximately thirty clerical and 

13 other staff members, and supervise the training of medical 

14 · students in the treatment of patients~ At the present time, I 

15 have approximately 300 patients with AIDS or AIDS-related 
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diseases. 

4. The first contact that I had with AIDS was in July, 

1981; when I commenced my employment at SFGH. The week before I 

began, the first patient with Kaposi's Sarcoma was admitted to 

that facility. In the course of obtaining a medical history, the 

patient related that he previously had been employed at a gay 

male bathhouse, where he had had numerous sexual contacts with · 

patrons. Attached as Exhibit 2 hereto is a picture of the 

patient taken approximately two months after his admission in 

July, 1981. He died in October, 1981. Kaposi's Sarcoma normally 

does not affect people until they are in their 70's or 80's. 
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During my medical school training, residency and oncology 

2 fellowship, I had never seen a patient with Kaposi's Sarcoma. 

3 Therefore, it was striking to me to see a 22-year old man with a 

4 very aggressive form of this disease. That same week, the CDC 

5 had just published its first report alerting physicians to the 

6 possibility of a new disease affecting homosexual men associated · 

7 with Kaposi's Sarcoma, and I became very interested in further 

8 studies of the syndrome~ Over the next two to three months, I 

9 saw several more patients with Kaposi's Sarcoma at SFGH. 

10 5~ In my capacity as a medical oncology consultant to 

11 the Malignant Melanoma Clinic at UCSF, I met Dr. Marcus Conant in 

12 September, 1981. I mentioned to him that I had several patients 

13 with Kaposi's Sarcoma. He took me to see several of his Kaposi's 

14 Sarcoma patients at UCSF. On the basis of our experience and the 

15 reports that had been published suggesting that this was a new 

16 disease affecting homosexual men, we realized that we would be 

17 seeing more cases because of the large number of risk group 

18 members in San Francisco. Therefore, we started a Kaposi's 

19 Sarcoma Clinic at UCSF, which I believe was the first facility 

20 devoted to AIDS in the entire country. 

21 6. Over the next year, Dr. Conant and I saw ever 

22 increasing numbers of patients affected by Kaposi's Sarcoma, and 

23 became very alarmed when we saw that the disease was extremely 

24 aggressive and rapidly fatal. We quickly realized that we would 

25 be better able to study the treatment of Kaposi's Sarcoma in AIDS 

26 in a more controlled fashion if patients were referred to a 
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single facility. Because of my special interest in the syndrome, 

2 we decided that all patients with Kaposi's Sarcoma would be 

3 referred to the Oncology Clinic at SFGH for protocol therapy, 

4 where there would be controlled treatment with careful follow-up 

5 and the use of both conventional and experimental drugs. 

6 7. Based on the clinical appearance of patients with 

7 AIDS and the concentration of the disease in specific risk 

a groups, AIDS researchers suspected from the start that the 

9 disease was caused by an infectious agent, most likely a virus. 

10 The findings of numerous published investigations strongly 

11 suggested an infection and destruction of the cells in the immune 

12 system~ Recently; investigators in both the United States and 

13 France identified a new viral agent in patients with AIDS or in 

14 _AIDS risk groups~ The current view is that this virus, variously 

15 termed LAV or HTLVIII, causes AIDS by preferentially infecting 

16 and damaging T-lymphocytes (cells of the immune system). The 

17 infection of the cells is chronic, but viral shedding of the 

18 infected cells may be intermittent. Thus, after exposure to the 

19 virus, outcomes for the infected person may include the 

20 development of AIDS, the development of immunity to AIDS, or a 

21 chronic carrier state. In those infected individuals who develop 

22 AIDS, the breakdown in their immune system causes an increased 

23 susceptibility to a wide variety of clinical problems, inclu~ing 

24 infections and cancers, most of which ultimately are fatal. 

25 The form of AIDS I personally have been most involved with 

26 is a common malignancy, Kaposi's Sarcoma ("KS"). This disease is 
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a tumor of the cells lining the lymphatic vessels. These vessels 

2 normally function to drain fluids from body tissues. KS, unlike 

3 most cancers, does not have a primary site with secondary sites 

4 of involvement~ Rather, it can affect many regions of the body 

5 simultaneously. Prior to the AIDS epidem±c, KS generally . 
6 affected elderly men and was rarely fatal. In AIDS patients, 

7 however, the disease is much more aggressive and disseminates 

8 rapidly~ The median age of patients affected by KS is now 35 

9 years and almost all are homosexual men. KS causes many clinical 

10 problems, but the most evident is the rapid progression of 

11 pigmented skin tumors affecting any part of the body. Patients 

12 usually do not die directly from KS, although this does occur in 

13 about 10 percent of patients with pulmonary involvement. More 

14 often, patients with KS die of a wasting illness or from 

15 secondary opportunistic infections such as pneumocystis pneumonia. 

16 AIDS leads to numerous infections~ These are classified as 

17 opportunistic infections because they are caused by organisms in 

18 the environment which only affect persons with damaged immune 

19 systems. These include parasitic, viral, fungal and bacterial 

20 organisms. The most common infection seen in AIDS patients is 

21 pneumocystis pneumonia, which is caused by a parasite present in 

22 the lungs and is reactivated in AIDS. Pneumocystis pneumonia 

23 does not affect healthy individuals. Before AIDS, the majority 

24 of the cases of this pulmonary infection were in children with 

25 acute leukemia undergoing chemotherapy or in patients following 

26 kidney transplantation. 
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Another clinical problem caused by AIDS is a diffuse 

2 enlargement of the lymph glands. AIDS experts estimate that this 

3 problem is ten to twenty times more common than CDC-defined 

4 AIDS. We have studied a number of patients in our clinics with 

5 diffuse lymphadenopathy. Dr. Donald Abrams, working in my 
. 

6 clinic, has estimated that approximately 5 percent of these 

7 patients will progress to AIDS within two years. 

8 8. Since July, 1981, the number of patients with AIDS 

9 and AIDS-related diseases at the UCSF and SFGH clinics has 

10 escalated alarmingly. At the end of 1982, we were seeing 

11 approximately ten patients per week for follow-up: by the end of 

12 1983, we were seeing approximately 150 per week. We currently 

13 record nearly 300 patient contacts per week, including patients 

14 with AIDS, patients with AIDS-related conditions, and risk-group 

15 members who are concerned that they might have AIDS. At present, 

16 approximately two new cases of AIDS are being diagnosed in San 

17 Francisco each day. To date, over 700 male homosexuals in San 

18 Francisco have been diagnosed with AIDS, with a mortality to date 

19 of nearly 50 percent. The number of persons with AIDS-related 

20 conditions is estimated to be ten to twenty times higher. 

21 The existence of an AIDS epidemic in San Francisco has been 

22 confirmed by a study conducted in 1984 by the CDC and released on 

23 October 4, 1984. It is now possible to test persons for exposure 

24 to the AIDS virus. This testing is performed on serum and 

25 detects antibodies which confirm prior infection. The proportion 

26 of homosexual men tested in San Francisco who have antibody to 
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1 the AIDS virus is alarming. Serum collected from homosexual men 

2 visting San Francisco's Venereal Disease Clinic show as many as 

3 66 percent with AIDS virus antibody. In contrast, a study in 

4 1978 on the same individuals showed less than 1 percent had been 

5 infected by the virus. 

6 9. I personally have been involved in the care of well 

7 over SO percent of the AIDS patients in San Francisco and have 

8 participated in the care of at least 300 patients with AIDS. Of 

9 these patients, greater than 97 percent have been sexually active 

10 homosexual men. The exceptions include one person with AIDS 

11 acquired as a . result of hemophilia, two patients who were exposed 

12 to AIDS as a result of intravenous drug abuse, and one person for 

13 whom risk factors could not be identified. In the case of 

14 homosexual males, AIDS is transmitted through contaminated semen 

15 or other body fluids such as blood or saliva. Homosexual men are 

16 more commonly affected by AIDS because of direct innoculation of 

17 the AIDS virus into the bloodstream facilitated by trauma 

18 incurred during rectal intercourse. 

19 10. In my opinion, AIDS represents a major health problem 

20 to the country and especially to the cities most affected by the 

21 epidemic, including New York, Miami, Los Angeles, and San 

22 Francisco. San Francisco, with the highest per capita rate of 

23 AIDS in the country, has been especially affected by this 

24 disease. AIDS is almost uniformly fatal and is always 

25 irreversible. Although some patients have survived several 

26 years, the majority of patients die within the first two years 
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1 following the diagnosis. I know of no patient who, once 

2 diagnosed with AIDS virus, has experienced spontaneous 

3 remission. One patient that I treated told me that as a result 

4 of successful treatment of his KS, he could return to a sexually 

5 active lifestyle because his partners would not realize he had 

6 AIDS. Several other patients of mine with AIDS have developed 

7 rectal gonorrhea. This, occurring months after the diagnosis of 

8 AIDS, is clear evidence of ongoing non-protected anal sexual 

9 intercourse. I recall that at a meeting in May, 1984 at the SFGH 

10 AIDS Clinic with owners of gay bathhouses, one owner commented: 

11 "Let's face it - we both make money from these guys: we make 

12 money from their sex, you make money when they're sick." 

13 11. The care of patients with AIDS is difficult 

14 medically, emotionally and financially. These patients are 

15 generally in their 30's and highly educated about their illness. 

16 They usually face a rapidly progressing series of medical 

17 problems for which in many cases there is no effective therapy. 

18 Death occurs after a prolonged illness which requires multiple 

19 lengthy hospitalizations. The cost of such care is not precisely 

20 known, but I estimate it to be between $60,000 and $70,000 per 

21 patient from the time of diagnosis to death. 

22 It is tempting to predict that with widespread publicity 

23 and public education concerning AIDS earlier diagnoses can be 

24 made at a time when treatment is more effective. However, this 

25 has not been the case. In fact, at the present time there is no 

26 effective therapy for the underlying immune deficiency and our 
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treatment of the associated problems has not progressed 

2 significantly during the past three years. AIDS patients today, 

3 as they did three years ago, face a relentlously progressing 

4 course in all but a small fraction of cases. 

5 I declare under penalty of perjury under the laws of the 

6 State of California that the foregoing is true and correct 

7 Executed on October_!!__, 1984, at San Francisco, 

8 California. 
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Professional 
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CURRICULUM VITAE~• 

1 Paul A. Volberding, M.D. 

-
September 26, 1949; Rochester, Minnesota 

San Francisco Ge neral Hospital 
Building 80, Ward 86 
San Francisco, California 94110 

826 Alvarado Street 
San Franci sco, Cali .fornia 9 4114 

·Married, Mary M. Cooke, M.D. 
Two children: Alexander, born 6/1 5 / 8 1 

Benjamin, born 4 / 14/ 84 

1971 - University of Chicago, A.3. 
1975 - University of ~innesota, M.D. 
1978 - American Board of Internal Medicine 
1981 - Medical Oncology 

Assistant Professor of Medicine 
University of California, San Fran cisco 

Chief, Medical Oncology 
San Francisco General Hospital 

Co-director, Kaposi ' s Sarcoma Clinic 
University of Califor~ia , San Francisco 

1973 - The Livermore Award for Leukemia 
Research o f the Minnesota Medical 
Foundation 

1980 - The Bank of America, Gianinni Fou~cation 
Fellowship 

1980 - Lalor Foundation Fellowship 
1983 Amer ican Cancer Society, Junior 

Clinical Faculty ~ellow 

.1980 - Present - American Associa~io~ fo= 
the Advancement of Sc i ence 

1982 - Amer ican Society of Clinical Onco:ogy 
:982 - American College of ?~ysiciar-s 
1982 - Northern Ca l ifornia On-:ology G:?:'c-..:.p 
1982 - American Cancer Society/ San Francisco 

Board of Directors 
Member , Pr ofessional Education Co~mittee 

1982 - AIDS & KS Research and Education 
Foundation 
Board of Directors 
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Training and 
Experience 

1968-1971 

1970 

1971-1975 

1975-1978 

1978-1979 

1979-1981 

1981-Present 

• 
Paul A. Volberding, M.D . 
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Chairman, Cancer Committee, SFGE 
Ethics Committee, UCSF 
Schedule and Space Committee, UCSF 

Laboratory Assistant in the virology 
laboratory of Dr. Marc Beem, University 
of Chicago. 

University of Chicago, laboratory of 
Dr. Marc Beem, National Science 
Foundation summer research progra~. 
Conducted studies on the reversibility 
of neutralization of rhinoviruses. 

University of Minnesota School of Medicine, 
research conducted with Dr. Charles Moldow 
on avian type C virus receptors. 

Medicine Intern, First and second year 
internal medicine resident, univers ity o: 
Utah Medical Center, Salt Lake City, 
under the direction of Dr. George Cartwright. 

First year fellow in Hematology / Oncology , 
University of California, San Francisco, 
under Dr. Stephen Shohet, clinical research 
conducted with Dr. Michael Friedman. 

Fellow in Hematology/Oncology, University 
of California, San Francisco. Research 
conducted in the laboratory of ~r. Jay A. 
Levy studying mechanisms controlling 
infection xenotropic type C viruses. 

Continued clinical research with Dr. Michael 
Friedman on the therapy of hepatic tumors. 

Assistant Professor of Medicine , University 
of California, San Francisco 
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1 DECLARATION OF JOHN ZIEGLER, M.D. 

2 I, John Ziegler, M.D., do hereby make the following 

3 declaration in support of the Application for a Temporary 

4 Restraining Order and Order to Show Cause Re: Preliminary 

5 Injunction. 

6 1. I attended Cornell University Medical College and 

7 received my M.D~ degree from that institution in 1964. Following 

8 graduation, I specialized in Internal Medicine with a 
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subspecialty in Medical Oncology, and have board certification in 

both specialties. I was at the National Cancer Institute from 

1966 until 1981, when I joined the Veteran's Administration 

Medical Center. At the present time, I am Associate Chief of 

Staff for Education at the San Francisco Veteran's Administration 

Medical Center and Professor of Medicine at the University of 

California School of Medicine in San Francisco ("UCSF"). 

Although I am employed by the Veteran's Administration and by 

UCSF, I am testifying in my individual capacity. The views 

expressed herein are my own and do not represent official views 

of either the Veteran's Administration Hospital or UCSF. 

2. I have been involved in cancer research for the past 

ten years, with an emphasis in immunology and viral-induced 

cancers. For the past three years, I have been an active 

.:esearcher in San Francisco on Acquired Immune Deficiency 

Syndrome ("AIDS") and a co-principal investigator in the National 

Cancer Institute's grant for AIDS research at UCSF. Most 

recently, I identified the malignant lymphoma, non-Hodgkins 
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lymphoma, as a component of AIDS and the AIDS-related complex. I 

have written at least twelve papers and book chapters on AIDS and 

AIDS-related subjects. I regularly attend lectures and 

conferences iri the field, and have read all the literature on 

AIDS since the epidemic began in 1981. A copy of my curriculum 

vitae is attached hereto as Exhibit land incorporated herein by 

reference as though fully set forth. 

3. During my tenure at the National Cancer Institute, I 

became known as an international expert on Kaposi's Sarcoma 

(•KS"), which is the major neoplasm that indicates the presence 

of AIDS. When I arrived in San Francisco in the summer of 1981, 

the AIDS epidemic had just been announced by the Center for 

Disease Control ("CDC") in Atlanta, and the first few patients 

were being seen at UCSF. Dr. Marcus Conant, Dr. Paul Volberding 

and I formed a KS Clinic there. We began to treat and study 

these patients at the clinic, and quickly learned that this was a 

disease striking homosexual men in their mid-30's and that most 

of the victims had engaged in promiscuous sexual activity for the 

ten years prior to their diagnosis. 

4. We now know that AIDS is caused by a retrovirus, 

which is a small virus with a particle of RNA that determines its 

replication. It is called a retrovirus because RNA has to be 

transcribed into DNA and then back into RNA retrograde in order 

to ensure the propagation of a virus. That is, the virus enters 

the cell and instructs the cell to replicate it through a special 

I I I 
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enzyme called reverse transcriptase. This enzyme helps the 

2 genome to understand the virus genome and replicate it within the 

3 cell. These retroviruses are known to be spread by blood and 

4 blood products and quite possibly by other bodily secretions. 

5 All of the epidemiological evidence indicates that the AIDS virus 

6 is transmitted sexually. 

7 5. Based on our clinical experience, the natural history 

8 of AIDS is now clear. When the disease is first diagnosed, 

9 patients have either KS or one of the opportunistic infections. 

10 Those with an opportunistic infection have a mortality rate of 

11 approximately 80 to 90 percent; those with KS have a mortality 

12 rate in the 40 percent range. The natural course of the disease 

13 is one of an inexorable and progressive failure of the immune 

14 system, leading to the acquisition of fatal malignancies and 

15 opportunistic infections. We are just in the middle of the 

16 epidemic. Therefore, we do not know how many of the AIDS 

17 patients who are currently living will die. Although we cannot 

18 state categorically that all victims of AIDS will ultimately die, 

19 we do know that no patient with AIDS has ever been cured and that 

20 no patient with the prodromal symptoms of lymphadenopathy and 

21 other signs has totally regressed to normalcy. So at present, we 

22 view this as a incurable and probably ultimately fatal disease. 

23 There is no specific treatment for AIDS. The treatments that are 

24 available are aimed only at the manifestions of AIDS. While some 

25 of the infections can be controlled temporarily, the underlying 

26 immunodepression makes the victim susceptible to additional 

3 
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infections and recurrence is the rule. 

2 6. Since 1981, I have personally seen and treated at 

3 least 100 AIDS patients, and have interviewed them extensively. 

4 My experience is that those individuals who contract AIDS have 

5 engaged, for the most part, in very promiscuous sexual activity. 

6 Virtually all the AIDS patients I have interviewed had been to 

7 bathhouses and similar facilities in San Francisco at some time 

a in the recent past. The epidemiological evidence for this 

9 disease, particularly in the homosexual community, points very 

10 convincingly to the risk of spread of the AIDS virus among 

11 individuals who have multiple sex partners. AIDS appears to have 

12 a propensity to afflict both those persons who engage in rectal 

13 intercourse and are receptive partners, as well as those persons 

14 who engage in a practice commonly known as "fisting." 

15 Undoubtedly there are a multitude of other sexual practices which 

16 increase the risk but because these may be obscured by those 

17 sexual practices we know increase the risk, it is impossible to 

18 isolate them as specific risk factors. My personal experience 

19 has been that the risk of developing AIDS is directly 

20 proportional to the number of sexual partners the victim has. 

21 7. Over the years, I have obtained a great deal of 

22 information from my patients with respect to the frequency and 

23 type of practices that they engage in at the bathhouses. I know 

24 that bathhouses have dark rooms with so-called "glory holes" and 

25 other areas where a great deal of anonymous sex goes on. 

26 Virtually all imaginable sexual practices take place. Depending 

4 
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on his stamina, an individual can encounter eight to ten partners 

2 in a single evening. Thus, bathhouses are establishments where 

3 an individual can go to shower and engage in sexual activities 

4 with multiple partners in relative- anonymity over a short period 

5 of time and where these practices are encouraged and 

6 facilitated. It is this setting that would, in my opinion, be 

7 the most conducive to the spread of the AIDS virus. 

8 8. Based upon my personal experience and the literature 

9 in the field, I have formed the opinion that AIDS is a lethal 

10 virus being spread amongst the homosexual community, that it is 

11 on the increase in San Francisco and has reached epidemic 

12 proportions. Bathhouses, sex clubs, and various other 

13 establishments within the City that promote multiple anonymous 

14 sex among homosexual patrons are closely linked with the major 

15 risk factors of the spread of the AIDS virus. It appears to me 

16 that these institutions, by their very nature, are in fact 

17 propagating the virus by encouraging its spread within and 

18 amongst the homosexual community and perhaps are even spreading 

19 it out into the general community. 

20 I declare under penalty of perjury under the laws of the 

21 State of California that the foregoing is true and correct. 

22 Executed on October 7 , 1984, at San Francisco, 

23 California. 
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Clinical Instructor in Medicine at the University of Texas 

Medical School in San Antonio and was a Captain in the United 

States Air Force, based at Lackland Air Force Base. I spent the 

next eight years teaching courses at the University of Virginia 

in the field of infectious diseases. I am board certified in the 

fields of Infectious Diseases and Internal Medicine, and have 

worked in these fields for fifteen years. I have published 

approximately 200 professional papers, edited three textbooks, 

and served on numerous national boards and as a national 

consultant in infectious diseases. A copy of my curriculum vitae 

is attached hereto as Exhibit 1 and is incorporated herein by 
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2. At present, I am a Professor of Medicine and Vice 

Chairman of the Department of Medicine at the University of 

California at San Francisco ("UCSF"). I am also Chief of Medical 

Services at San Francisco General Hospital ("SFGH"). I have held 
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2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

• , ' • . ., 

3. As Chief of Medical Services at SFGH, I am 

responsible for the care of all patients who come to that 

facility and have under my direct supervision approximately fifty 

full-time faculty members, one hundred house staff, and thirty 

post graduate fellows in various medical specialties. In 

addition to doing research on numerous bacterial infections, I 

have also been directly involved in the care of patients with 

viral and bacterial infections. I have also been involved with 

epidemics of menigicocccal meningitus, microplasma pnuemonia, and 

influenza. 

4. I have been extensively involved with AIDS, defined 

herein to refer to patients meeting the criteria of the Center 
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administering research and patient care funds. 

The AIDS ward at SFGH is under my direction, along with 

Drs. Volberding and Wolfsey. I direct the house staff in the 
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participated in the care of approximately 100 AIDS patients at 

2 SFGH. 

3 As Chairman of UCSF's AIDS task force, I have been 

4 intensively involved in infection control measures dealing with 

5 this patient population. Our decisions regarding infectious 

6 control were published in September, 1983 in the New England 

7 Journal of Medicine and have been adapted worldwide. I am 

8 currently aiding in studies at SFGH dealing with the risk of AIDS 
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10 appointment as Chairman of a UCSF task force whose responsibility 

11 is to dispense approximately 3 and a half million dollars of 
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United States and Europe on the field of AIDS and next week am 

running a symposium in Washington, D.C. with the four most 

prominent experts in the field. 

5. AIDS is a disease that is characterized by the 

elimination and destruction of T-cells, which are responsible for 

the cellular immune response through which the body responds to 

malignancies and various pathogens. Destruction of these cells 

leads to severe immunological impairment, which results in the 

development of various malignancies and incredibly severe 

opportunistic infections. An antibody directed against a 

retrovirus known as HTLVIII, or LAV, has been identified and is 

present in the majority of patients with AIDS. This virus is 

labile and easily killed by physical means, such as soap and heat. 
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To my mind, the most amazing aspect of this disease has 

2 been the fact that it has remained within certain high-risk 

3 groups, namely: homosexual males, intravenous drug abusers, 

4 individuals who have received blood or blood products, persons 

5 who have had direct contact with equatorial Africa or Haiti, 

6 sexual partners of any of the other high-risk groups and, 

7 finally, offspring of patients with AIDS. All evidence suggests 

8 that it is very difficult to transmit this virus from person to 

9 person unless there is direct sexual contact or an exchange of 

10 blood products. This view is supported by the fact that, to 

11 date, not a single health care worker or person directly involved 

12 in the care of AIDS patients and who is not a member of one of 

13 the high-risk groups noted above has developed the disease. 

14 Early studies also indicate that these health · care workers do not 

15 have antibody to the virus. 

16 We have evidence that the virus may have sprung out of 

17 equatorial Africa and has been there for a period of time. In my 

18 opinion, the reason that the disease did not spread rapidly at 

19 that time and place is because there was no "multiplier." It now 

20 

21 
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appears clear that promiscuous homosexual sex in the United 

States has been the key multiplier, in addition to the exchanging 

of needles in the intravenous drug-abusing population. 

6. Data showing that the AIDS disease has spread widelJ 

in the gay community have come from a number of different 

cities. The most impressive data comes from San Francisco, where 

the CDC and San Francisco Public Health Department co-sponsored a 

4 
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program beginning in 1978 and aimed at determining the natural 

2 history and protectiveness of the hepatitis B vaccine. They 

3 originally enlisted approximately 6,800 predominantly gay males, 

4 from which they recently selected 770 for further study. Blood 

5 sera obtained from these individuals in 1978 and retrospectively 

6 tested for antibody to the AIDS virus shows that between 1978 and 

7 1980, less than 6 percent were positive for the AIDS virus. By 

8 1984, using a test that does not pick up all the positives, the 

9 percentage had increased to 65 percent. The actual percentage is 

10 more likely in the 70-80 percent range. Whether the data from 

11 this representative patient population can be extrapolated into 

12 the rest of San Francisco's gay population is unknown, but the 

lj data certainly indicates that a large number of the gay 

14 population in fact has come into contact with the AIDS virus. 

15 Testing of control groups of females and heterosexual males 

16 has shown that the incidence of positive antibody tests is less 

17 than 1 percent. This includes studies performed both at the CDC 

18 and on blood donors. Recent studies done at UCSF by Dr. Jay Levy 

19 supports the initial observation that antibodies to this 

20 retrovirus a~e essentially absent from the straight population 

21 and non high-risk groups. It is also of interest that studies in 

22 New York City show that the antibody prevalence to this AIDS 

23 agent in intravenous drug abusers approaches 60 to 80 percent. 

24 

25 

26 

7 • As I have previously indicated, transmission of the 

virus appears to be quite difficult, if not impossible, by casual 

contact and to the best of our knowledge is transmitted through 

5 
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1 the exchange of infected body secretions. The best bet at the 

2 present time is that the virus is found in high concentratio,ns in 

3 semen and that the exchange of semen between individuals 

4 represents the most likely and most important mode of 

5 transmission. There is also strong data suggesting that the 

6 exchange of infected blood from one indiviaual to another is also 

7 an important mode of transmission. But of equal interest is the 

8 fact that, to date, patients who have received accidental needle 

9 sticks from patients with AIDS have not developed the antibody 

10 and therefore have not been infected by that mode. All this data 

11 suggests that it takes a fairly intensive exposure that may be 

12 related to dose of either semen or blood products. The virus has 

13 also been shown to have been transmitted in utero from infected 

14 mothers to their offspring. However, other children in the 

15 family have not become infected, so it appears that close contact 

16 between mother and child is not now associated with transmission. 

17 8. In San Francisco, the disease has been found almost 

18 exclusively in the gay community. The most common mode of 

19 transmission is most likely due to rectal intercourse. We cannot 

20 say that it is not transmitted through oral intercourse, but 

21 believe that the likelihood of the disease being spread by 

22 kissing is unlikely. The data strongly suggests that the number · 

23 of different sexual contacts is a dominant risk factor in the 

24 spread of this disease and undoubtedly represents the 

25 "multiplier" that was required to initiate the epidemic~ 

26 However, there is also data suggesting that vaginal intercourse 
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may also transmit the disease in that there have been female 

2 sexual partners of bisexual males who have acquired the disease. 

3 Also, in equatorial Africa, female prostitution is apparently one 

4 of the leading risk factors. Still unclear is whether the 

5 transmission of the virus requires a break in the mucosal 

6 barriers of the mouth or the rectum in order to transmit the 

7 disease. However, it is likely that the spread would be 

8 facilitated by traumatic sexual practices that lead to bleeding, 

9 such as "fisting" or other traumatic anal intercourse. 

10 9. The aspect of the AIDS epidemic that has most 

11 affected me personally has been the impact of the disease on San 

12 Francisco General Hospital. At present, the disease is doubling 

13 every eight months, and all evidence suggests that it will 

14 continue along these lines indefinitely. About a year ago, our 

15 AIDS ward opened at SFGH with twelve beds, which was ample to 

16 handle the patient load at the time. Yesterday we had 

17 

18 

19 
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22 

23 

24 

25 

26 

twenty-eight patients in the hospital. At this rate, if measures 

are not taken to distribute this patient population, a year from 

now we will have nearly 100 patients in the hospital and would 

have reached the point where our current services and facilities 

would be overloaded. Within the next three years, San Francisco 

will be facing an incredibly severe problem that will become 

increasingly obvious in terms of caring for this patient 

population. The City will also incur an enormous financial loss 

because, at current rates, each patient's care will cost 

approximately $100,000 from initial diagnosis to death. If, as 

7 
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1 we suspect, a high percentage of the gay community is already 

2 infected with the AIDS virus and if this equates itself with 

3 significant disease, we can expect to have as many as 20,000 or 

4 30,000 patients in the City before the epidemic reaches its 

5 peak. The impact on the San Francisco General Hospital is such 

6 that we can predict that within several months to a year, we will 

7 be unable to fulfill our mission and commitment to the City's 

8 non-AIDS population. 

9 10. I have been asked, as an expert in the field, what I 

10 would recommend as a strategy for the prevention of AIDS. My 

11 response is that since it is unlikely the disease would be spread 

12 in a community that was not heavily involved in multiple sexual 

13 encounters, the best strategy would be to find some way to stop 

14 the sexual practices that transmit the disease. Thus, to the 

15 extent education would be ef.fective in reducing this behavior, 

16 the expected end result would be a reduction in the spread of the 

17 disease. Another approach would be to eliminate places or 

18 establishments where these sexual practices are facilitated 

19 where the ease of having anonymous sex and finding multiple 

20 sexual partners is increased. Therefore, it has been my feeling 

21 for the past year and a half that a positive move by the San 

22 Fra~cisco Department of Public Health Department along these 

23 lines would have a significant impact and effect on the spread of 

24 AIDS. 

25 I I I 

26 / / / 
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In my judgment, the data currently available allows us to 

2 state categorically that the anonymous and multiple sexual 

3 encounters encouraged, fostered, facilitated and promoted by 

4 bathhouses, sex clubs, and similar facilities in San Francisco 

5 has a strong and dramatic effect on the spread of AIDS. I 

6 therefore believe it is the obligation of the San Francisco 

7 Department 'of Public Health to make a strong and definite 

8 statement regarding the control of this behavior and to close any 

9 facilities under its jurisdiction where such activities are being 

10 carried out~ Physicians and public health officials have a 

11 special responsibility to examine th~ data and make a strong 

12 statement regarding this serious epidemic. 

13 I declare under penalty of perjury under the laws of the 

14 State of California that the foregoing is true and correct. 

15 

16 

17 

18 

19 

20 

21 

Executed on October _fz__, 1984, at San Francisco, 

California. 

22 3384D 
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MERLE SANDE, M.D. 
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homosexual men at the venereal disease clinic to that of 

hetereosexual men at the same clinic, we documented quite clearly 

that CMV was highly prevalent in homosexual men. A logical 

extension of that study was to investigate whether CMV might have 

a role in the evolution of AIDS. 

4. We received grant support from the National Institute 

of Health, the State of California, and other sources to 

determine what role CMV might have in the genesis of AIDS. My 

current view is that CMV is a co-factor in the evolution of the 

disease in that it may cause immune suppression which permits 

another virus (for example HTLV, the T cell leukemia virus) to 

t ake root and multiply at a greater degree than it might in an 

otherwise normal host. We have an ongoing study where we are 

studying a group of some thirty to forty homosexual men who 

i nitially were not infected with CMV and follow them on a monthly 

basis to determine exactly when they get infected with CMV and 

what it does to their immune system. In the course of this 

study, we have processed literally hundreds and hundreds of 

blood, semen and urine samples. We culture the virus and 
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document the process of antibody in the patient's blood. An 

antibody is a substance in the blood that is formed in reaction 

to a foreign material such as a virus, and is a sign that at some 

time in the past an infection has taken place. 

5. What causes AIDS is a complicated question. There is 

6 a strong body of evidence that HTLVIII is likely to be the 

7 primary cause because of the dramatic difference in antibody 

8 prevalence in the serum of homosexual men compared with 

9 controls. On August 24, 1984, Science magazine published an 

10 article by Dr. Jay Levy of San Francisco documenting that even 

11 among homosexual men who are asymptomatic of AIDS, about 57 

12 percent and possibly even more have antibody to this virus, 

13 whereas in healthy heteorsexual men the prevalence of antibody is 

14 zero. This is a very striking difference. A copy of Dr. Levy's 

15 article is attached hereto as Exhibit 2 and is i _ncorporated 

16 herein by reference as though fully set forth. Also, in some of 

17 the transfusion-related AIDS cases, there is evidence that the 

18 virus is present in the blood of the donor and was subsequently 

19 present in the blood of the recipient, clearly suggesting that 

20 there was a transmission. 

21 We know that individuals that get sick with a certain 

22 disease are only the tip of the iceberg of those who get infected 

23 with the causal agent. But in the case of AIDS, I believe that 

24 it is more than that. Based on the fact that there are 

25 individuals who experience viral infection with the HTLV agent 

26 but do not go on to get AIDS, my view is that there is no one 
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single virus. Rather, there are co-factor entities that make a 

contribution, CMV being one of them. The co-factor concept is 

that some other immune suppressive agent is necessary in order 

for the HTLV virus, for example, to fully express its immune 

disease- producing potential. There is laboratory evidence from 

France suggesting that for the HTLV virus to fully express 

itself, some stimulation or abnormality of lymphocytes (CMV, for 

example) is required. Thus, although the evidence is certainly 

mounting that HLTV is a very major, possibly the single cause, of 

this AIDS epidemic, I think there are reasons to suspect that it 

is a co-factor situation with repeated exposures causing 

increased risk of acquiring clinical disease. 

6. In our CMV studies at the San Francisco venereal 

disease clinic, we found that 99 percent of the individuals who 

were anal receptive had antibody showing _ they had been infected 

with the virus whereas perhaps 60 to 70 percent of individuals 

who had not been anal receptive had been infected. There is, 

therefore, good evidence that being anal receptive is a high-risk 

factor for acquiring CMV, although exposure to other secretions 

such as saliva and semen are also major risk factors. Though I 

am not aware of data to indicate that HTLV is in semen, I suspect 

that it is. 

7. The implication of repeated sexual exposure is, I 

24 think, very important. In our studies, we have documented that 

25 up to 80 percent of homosexual men sampled will have CMV in their 

26 semen at one time or another. In some instances, the semen is 

4 
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positive every time we take samples. When an anal receptive 

2 individual is re-exposed to the virus, there is a further 

3 immunologic challenge. In the four AIDS patients we have 

4 autopsied, we documented that they had more than one strain of 

5 CMV in their tissues. What I suspect happens is that with each 

6 exposure, a slightly different strain of the virus affects the 

7 lymphocytes of that recipient. Each challenge cumulatively 

8 destroys the lymphocytes of those patients, or certainly sets the 

9 groundwork for invasion by another virus such as HTLV. Thus, 

10 each re-exposure to CMV, and quite possibly to HTLV, is capable 

11 of causing an immune abnormality and a person can conceivably get 

12 a new strain of virus with each and every new exposure or with 

13 repetitive exposures. 

14 8. Exposure to semen, especially through the rectum, 

15 since it is traumatized and lacks any protective mechanism for 

16 dealing with a virus innoculation, but also through the pharynx, 

17 is a risk factor in the transmission of the CMV virus. 

18 Similarly, exposure to semen via sexual practices such as anal 

19 receptive intercourse has been shown to be a risk factor for 

20 acquiring infection with HTLV-III virus. Since these viruses are 

21 suspected to be co-factors in AIDS, it is obvious to me that 

22 reducing the exposur~ to secretions containing them has to be 

23 beneficial in the control of this AIDS epidemic. 

24 9 • My personal knowledge of bathhouses is solely from 

25 the reports of patients and other homosexual men with whom I am 

26 conversant. They have told me of the so-called "glory holes," 

5 
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through which there is an exchange of semen by anonymous sexual 

2 contact, and of darkened rooms where an individual unknown to the 

3 entrant is available for sexual experience. I have certainly 

4 been apprised of the multiple opporturiities for exchange of semen 

5 and for exchange of rectal and oral secretions. While it is 

6 possible to get the message across through educational campaigns 

7 that these sexual activities can transmit the AIDS virus, for 

8 many months I have felt and said publicly that I believed the 

9 bathhouses and similar commercial establishments should be 

10 closed. Closure is certainly not the total answer, but anything 

11 that facilitates the transfer of these viruses should be 

12 eliminated if possible. 

13 I declare under penalty of perjury under the laws of the 

14 State of California that the foregoing is true and correct. 

Executed on October j__, 15 1984, at San Frrcisco, California. 
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o~ whether about half of them have com­
pletely lost their ability to stimulate ade­
nylate cyclase. They do demonstrate 
that the receptors are the locus of the 
alteration in this system. 

The methods described here open the 
way to exploring the fundamental bio­
chemical mechanisms of these process­
es. Thus, it should be possible to attempt 
to mimic the functional alterations of the 
receptors by directly modifying their 
structure-for example, using appropri­
ate kinases to phosphorylate the purified 
receptors in vitro. The use of these meth­
ods to assess the biological activating 
function of receptors can help to eluci­
date 'the molecular mechanisms that reg­
ulate receptor activity. These methods 
provide a major advance in attempts to 
understand receptor function and its reg-
ulation. · 
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Isolation of Lymphocytopathic Retroviruses from 

San Francisco Patients with AIDS 

Abstract. Infectious retroviruses have been detected in 22 of 45 randomly selected 
patients with acquired immune deficiency syndrome (AIDS) and in other individuals 
from San Francisco. The AIDS-associated retroviruses (ARV) studied in detail had a 
type D morphology, Mg2+ -dependent reverse transcriptase, and cytopathic effects 
on lymphocytes. The viruses can be propagated in an established adult human T cell 
line, HUT-78. They cross-react with antiserum to the lymphadenopathy-associated 
retrovirus isolated from AIDS patients in France. Antibodies to ARV were found in 
all 86 AIDS.patients and in a high percentage of 88 other homosexual men in San 
Francisco. This observation indicates the widespread presence 't'Jf these lymphocyto­
pathic retroviruses and their close association with AIDS. 

Acquired immune deficiency syn­
drome (AIDS) has affected more than 
4000 individuals in the world~ in San 
Francisco, over 600 cases have been 

. reported (}). In addition, there are many 
patients with unexplained chronic 
lymphadenopathy which may be caused 
by the agent responsible for AIDS (/). 
Last year, two different retroviruses 
were isolated from AIDS patients. One 
of these, human T cell leukemia virus 
(HTL V-I) (2), which !s associated with T 
cell leukemias in man (3), has a type C 

morphology as determined by electron 
microscopy; this virus can immortalize T 
cells to p,roduce continuous cell lines and 
is primarily cell-associated (3). The oth­
er, lymphadenopathy-associated retrovi­
rus (LAV), was isolated from the lymph 
node of a patient with lymphadenopathy 
(4) and has subsequently been recovered 
from patients with AIDS (5). LAV has a 
type D morphology, causes cytopathic 
changes in T cells, and is infectious in 
culture fluids. A third retrovirus, HTL V­
III , was recently reported in AIDS pa-

Table 1. Peripheral mononuclear cell (PMC) cultures were established from 10 to 30 ml of 
heparinized blood from individuals seen at the Kaposi's sarcoma clinic, University of 
California, San Francisco, or the AIDS clinic, San Francisco General Hospital. Patients were 
selected at random intervals from the sequence of individuals appearing at the clinics for 
evaluation. All patients and most of the clinically healthy individuals had lived in San Francisco 
for at least 2 years. The PMC were separated on Ficoll-Hypaque gradients (9). Washed cells 
were plated at approximately 2 x 106 per milliliter in RPMI 1640 containing 10 percent fetal 
bovine serum and antibiotics (penicillin, 100 unit/ml; streptomycin 100 11-g/ml) . To this medium 
was added interleukin-2 (Meloy) (0.5 11-g/ml) and Polybrene (I 11-g/ml). At initiation of the 
cultures. phytohemagg)utinin (Welkome), approximately 2.5 11-g/ml, was added. Some cultures 
also received 10-'M 13-mercaptoethanol and sheep antisera to interferon-a (4) provided by the 
National Institutes of Health (lot 61220); K. Cantell, Helsinki; or F. Barrc-Sinoussi, Paris. 
These antisera were used at a dilution that neutralized 700 to 1000 units of interferon-a per 
milliliter of culture. The culture supematants were routinely assayed for Mg2• -dependent 
reverse transcriptase activity (see legend to Fig. 1) every 3 to 6 days. The cells were studied for 
the presence of HTL V-1 and LAV antigens by standard indirect immunofluorescence assays. 
For these studies, cells were put on glass slides, air dried, and fixed in cold acetone for 15 
minutes . A monoclonal antibody to HTL V pl9 provided by Robert-Gurolf and Gallo, National 
Institutes of Health. and a monoclonal antibody to adult T cell leukemia virus (ATLV) pl9/p28 
provided by Y. Hinuma, Kyoto, Japan (/0), were used. For detection of LAV, human serum 
(from patient B.R. U .) provided by Barrc-Sinoussi. Paris, was used (4). Peripheral mononuclear 
cells producing ARV were also tested for reactivity with sera from AIDS patients from San 
Francisco. For the sera we examined, the results were the same as those obtained with the 
B.R. U. serum. The fluorescein-conjugated antibodies for these immunofluorescence assays 
were either goat antiserum to mouse immunoglobulin G or goat antiserum to human immuno­
globulin G. Some cultures were examined for virus by electron microscopy (see legend to Fig. 
2). Any cultures that ga,e positive results repeatedly by any of these tests were considered 
positive for virus. 

Subjects 

Patients with diagnosis of 
AIDS with Kaposi's sarcoma 
AIDS with opportunistic infection 
Lymphadenopathy syndrome 

Other individuals 
Male sexual partners of AIDS patients• 
Clinically healthy homosexual ment 
Clinically healthy heterosexual individualst 

No. 
tested 

41 
4 

10 

14 
9 

23 

Positive results 

No. Percent 

22 53.6 
0 0 
5 50.0 

3 21.4 
2 22 .2 

4.0 
I • 

*Clinically healthy individuals who had steady sexual contact with a patient for at least 6 nt&Rthslbi:fore \!!,cl r 
'Patient became ill. +Some of these individuals volunteered for the study. · · · 
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tients and related· syndromes (6). This 
virus has some cross-reactivity with 
HTLV-I and HTLV-11 but, like LAV, 
has a type D morphology and causes 
cytopathic changes in lymphocytes. 

In attempts to isolate the infectious 
agent responsible for AIDS in homosex­
ual patients from San Francisco, we 
have identified lymphocytopathic retro­
viruses that are similar to LAV. In addi­
tion, serologic studies show a high prev­
alence of antibodies to these AIDS-asso­
ciated retroviruses (ARV) in individuals 
from San Francisco. 

Using interleukin-2 and phytohemag­
glutinin stimulation (J), we established 
more than 100 cultures of peripheral 
mononuclear cells (PMC), which after l 
week in culture, were primarily of the T 
cell lineage (7). When supematants from 
cultures prepared from 41 homosexual 
AIDS patients were examined, 22 were 
positive for Mg2• -dependent reverse 
transcriptase activity (Table 1). The vi­
ruses were found primarily in PMC of 
patients in the early stages of disease. 
The reverse transcriptase activity was 
detected in the PMC usually within the 
first 2 weeks of culture, with the peak of 
activity observed by 12 to 16 days (Fig. 
IA). When bone marrow aspirates were 
cultured, three of nine cultures from 
AIDS patients showed evidence of retro­
viruses (data not shown). With some cell 
cultures, the use of antiserum to interfer­
on helped to demonstrate the presence of 
virus (4). When reverse transcriptase ac­
tivity diminished in the cultures after 2 to 
3 weeks, the addition of fresh lympho­
cytes from normal donors sometimes re­
established this activity (see legend to 
Fig. IA). Supernatant fluids from posi­
tive cultures ( some stored at - 70°C for 
more than 3 months) also induced re­
verse transcriptase activity in uninfected 
fresh lymphocyte cultures. Mg2+ -depen­
dent reverse transcriptase activity was 
also observed repeatedly in PMC cul­
tures from patients with lymphade­
nopathy syndrome, steady male sexual 
partners of AIDS patients. clinically 
he:llthy homosexual men, and one 
healthy young heterosexual man (Table 
1). 

The viruses detected in seven of the 
PMC cultures were grown in high titer 
and had similar characteristics. One vi­
rus (ARV-2) was recovered within 2 
weeks directly from the PMC of a patient 
approximately I month before the onset 
of AIDS (Fig. IA) . AIDS-associated re­
troviruses were isolated from subse­
quent cultures taken 2 and 6 months 
later. after the onset of AIDS . Multiple 
time-spaced samplings from five of six 
other patients with AIDS have also 
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yielded retroviruses (data not shown). 

The reverse transcriptase activity of 
these viruses was associated with parti­
cles banding in a sucrose gradient 
at 1 : 14 to 1: 16 g/ml (Fig. IB). With 
poly(rA) · oligo(dT) or poly(rC) · oligo 
(dG) as template primers, the viral en-

zyme had up to an eightfold cation pref­
erence for Mg2• over Mn2•. With Mg2•, 
reverse transcriptase levels higher than 
3.5 x 106 cpm per milliliter of culture 
supernatant could be reached. 

The isolated viruses induced multinu­
cleated cells in lymphocyte cultures and 

· Table 2. The presence of antibodies to HTL V-1 in sera from patients and controls was assessed 
with slides c:ontainina acetone-fixed smears of the M-2 cell line (provided by Y. Hinuma) in 
which tt1o percent of the cells demonstrate HTL V or ATL V antitens (3). The controls for this 
experiment included the M-1 line (from Y. Hinuma), which has less than I percent positive 
cells, and the HUT-78 cell line (provided by A. Gazdar, Bethesda) (8), which lacks expression 
of HTLV (Jl). The cells were fixed in acetone and then assayed by standard indirect 
immunofluorescence procedures; heated (56°C, 30 minutes) sera from AIDS patients and other 
patients and controls were used at an initial dilution of I: 10. Antibodies to LAV were detected 
with fixed cells obtained from Barr-6-Sinoussi. About 10 percent of these lymphocytes were 
infected with LAV. Antibodies to ARV were detected with an HUT• 78 line in which 40 percent 
of the cells were infected with ARV-2. Most sera were tested as coded samples. The data are the 
number of individuals showina positive results as a fraction of the number of individuals tested, 
with the corresponding percentages given in parentheses. 

Subjects HTLV-1 LAV ARV 

Patients with diagnosis of 
AIDS with Kaposi's ~oma 1/SS (13) 20/38 (53) 59/67* (88) 
AIDS with opportunistic: infection 1/S (20) 2/2 (100) 19/19 (100) 
Lymphadenopathy syndrome 1/13 (8) 1/4 (25) 22/27* (81) 

Other individuals 
Male sexual partners of AIDS patients 1/19 (S) 7/18 (39) 13/14 (93) 
Clinically healthy homosexual men )/13 (8) 1/4 (25) 27/47* (57) 
Clinically healthy heterosexual individuals 0/12 (0) 0/9 (0) 0/56* (0) 

"When antibody negative-sera were tested at a I : 5 dilution against the ARV-infected cells, all eight AIDS 
patients (givina 67 of 67, or JOO percent positive). three of five Jymphadenopathy syndrome patients (givin, 25 
of !7, or 92 percent positive), and 3 of 20 healthy homosexual controls (givina 30 of 47. or 64 percent positive) 
showed reactivity. None of the sera from healthy heterosexual individuals was positive at this dilution. 
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Fig. I. (A) Kinetics of reverse transcriptase activity detected in peripheral mononuclear cell 
(PMC) cultures as illustrated by a representative culture . Culture medium ( I to 5 ml) from PMC 
was centrifuged (Beckman SW41 rotor: 40.000 rev/min. 4°C, 45 minutes) . The pellets were 
assayed in 50 µ.I of a mixture containing 40 mM tris-HCl (pH 7.8) . 60 mM KCI. 2.2 mM 
dithiothreitol, 10 mM MgCl, , 0. 1 percent Triton X-100 . 30 µ.Ci of ['H Jthymidine triphosphate 
(specific activity. 78 Ci/mmole). and poly(rA) · oligo(dT) (50 µ.g/ml) (P·L Biochemicals) . 
Samples were incubated at 0°C for IS minutes: the reaction was then run for I hour at 37°C and 
stopped with 4 ml of a mixture of 5 percent trichloroacetic acid . 0.005M sodium pyrophosphate , 
and 0.5N HCI. Precipitates were collected on filters (Whatman GF/A). washed. dried. and 
counted in a liquid scintillation counter (LKB) . A high level of reverse transcriptase activity 
was seen in the culture on day 15. On day 22 (arrow). when the reverse transcriptase activity 
was low, the supernatant fluid was removed and inoculated onto fresh human PMC stimulated 3 
days before with phytohemagglutinin . Supernatants from this culture. within 6 days. contained 
reverse transcriptase activity at levels of 650.000 cpm/ml and yielded the virus isolate ARV-2 . 
(B) Density of retrovirus particles . Supernatant from a culture of ARV-infected PMC was 
concentrated by centrifugation (Beckman SW55 rotor: 45 .000 rev/min. 4°C. 30 minutes) . The 
pellet was suspended in 100 µ.l of a mixture containing 10 mM tris-HCl <pH 8.0). 100 mM NaCl. 
and l mM EDT A (pH 8.0) and layered on a 20 to 60 percent (by weight) sucrose gradient in the 
same mixture, and centrifuged (Beckman SW55 rotor: 35.000 rev/min. 4°C. 16 hours). Fractions 
(200 µ.I) were collected from the top and assayed for reverse transcriptase activity . Density of 
sucrose was determined by refractive index measurements . 
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did not immortalize the cells. Particles 
with characteristic type D retrovirus 
morphology were detected by electron 
microscopy (Fig. 2). Budding forms 
showed early features of both type C and 
type D particles, but only mature type D 
particles were observed in the cultures. 

When antibodies to HTL V-1 and LAV 
were used to detect viral antigens in the 
cultures infected with these seven iso­
lates (see legend to Table 2), only the 
antibody to LAV (scrum from patient 
B.R.U.) reacted with cells; up to 20 
percent of the cells in these cultures had 
LA V-rclated antigens. Sera from AIDS 
patients in San Francisco reacted with 
the infected cells in a similar manner (see 
below). 

In attempts to establish ARV in con­
tinuous culture, we infected human T 
cell lines in the presence of antiserum to 
interferon and Polybrenc. The MOLT-4 
and CCRF-CEM lines could not be ~uc­
cessfully infected, but in the HUT-78 
line (8) virus was replicated in substan­
tial titer. This cell line: has been useful for 
th:: <:ontinuous propagation of ARV and 
the detection of antibodies against virus­
infected cells. 

A HUT-78 line infected for several 
weeks with ARV-2 was used to look for 
antibodies to ARV in sera from patients 
with AIDS or lymphadenopathy syn­
"drome and in sera from other individ­
uals. The sera were also examined for 
antibodies to HTLV-1 and LAV (Table 
2). The results indicated a high preva­
lence of antibodies to ARV in sera from 
patients with AIDS and lymphade­
nopathy syndrome and in sera from steady 
sexual partners of AIDS patients and 
healthy homosexual men. When the anti­
body-negative sera from patients with 
AIDS and lymphadenopathy syndrome 
were tested at a lower dilution, all scra 
from AIDS patients and all but two sera 

-·• ./ 

B_ 

~~ 

Fia. 2. Transmission antibodies to ARV in sera from AIDS 
electron microscopy patients Jiving elsewhere in the world. 
of thin sections of These results arc the first independent 
peripheral mononu-
clear cells producing confirmation of LA V-likc viruses in pa-
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·:.-
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ARV. Cells were ticnts outside Europe. Our data cannot 
fixed in glutaralde- reflect a contamination of our cultures 
byde, washed, post- with LAV since the original French iso­
fixed in osmium te-
troxide, and embed- late was never received in our labora--~--?,... 
ded in Araldite. Thin , tory. The relation of ARV to the recently 
sections were stained described HTLV-111 is still unknown. 
in uranyl acetate and However the similarity of the San Fran-
leadB ddin~itrafite. (A an~~? _ • cisco isol~tcs to LAV, the same reverse 

u g orms typ1..... . . .c.... h 
of type c and D parti· transcnptase cattun preference, · t e 
cles; (C to E) com- same morphology under electron micros-
plete extracellular copy, and cytopathic effects similar to 
fonns of type D mor- those ofHTLV-III , suggest that all three 
pboloay. Scale bar, • 
JOO nm. virus types belong to the same re~rov1rus 

from lymphadenopathy patients reacted 
with the ARV-infected cells (footnote to 
Table 2). No antibodies were detected in 
the sera of hcalthy-·hctcroscxual individ­
uals from San Francisco. All available 
sera of individuals from whom ARV was 
isolated had antibodies to the virus. 
Some patients' scra titercd at I : 640. The 
high frequency of these antibodies in 
healthy homosexuals may reflect a bias 
resulting from the use of some volun­
teen for these studies. Nevertheless, 
these results indicate the close associa­
tion of ARV with AIDS and lymphadc­
nopathy syndrome, the widespread pres­
ence of ARV in the homosexual commu­
nity, and the detection of greater num­
bers of individuals with antibodies to 
ARV than with infectious virus. The data 
support the contention that lyn,.,h:idc­
nopathv svndrai!)C is related to AIDS. 
Toe prevalence of antibodies to LAV iil 
the patients is in agreement with data 
from others (4). The lower frequency of 
antibodies to LAV than of antibodies to 
ARV could be related to the difficulty in 
reading the results of the immunoftuores­
cence tests, with only 10 percent of the 
cells infected. All sera that reacted with 
LAV also contained antibodies to ARV. 
The low incidence of antibodies to 
HTLV-1 in our patients was consistent 
with previous reports (5 , 6). 

These studies indicate that patients 
with AIDS and lymphadenopathy syn­
drome as well as the steady sexual part­
ners of these patients and healthy homo­
sexual men in the San Francisco area 
have retroviruses in their PMC and bone 
marrow (Table I). The retroviruses stud­
ied in detail have the characteristics of 
LAV. Sero logic examination showed a 
high prevalence of antibodies to ARV 
and LAV in randomly selected patients 
and healthy homosexual men in the San 
Francisco area. We have also detected 

subgroup. Although no conclusion can 
yet be made concerning their etiologic 
role in AIDS, their biologic properties 
and prevalence in AIDS patients certain­
ly suggest that these retroviruses could 
cause this disease . 
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DECLARATION OF WILLIAM WARD DARROW 

I, William Ward Darrow, do hereby make the following 

declaration in support of the Application for a Temporary 

Restraining Order and Order to Show Cause Re: Preliminary 

Injunction. 

1. I have a Doctorate of Philosophy degree in Sociology 

from Emory University in Atlanta, Georgia, and have studied the 

social and behavorial aspects of sexually transmitted diseases for 

over twenty years. At the present time, I am a Research 

Sociologist with the Acquired II!lDllnodeficiency Syndrome ("AIDS") 

Activity, Center for Infectious Diseases, Centers for Disease 

Control ("CDC") in Atlanta, Georgia. 

2. When the CDC first recognized the AIDS outbreak in the 

spring of 1981, I was asked to serve as a consultant to a task 

force that was formed to look into the cause of the outbreak. 

Since that time, I have been involved in a variety of 

epidemiologic and behavioral studies examining the possible 

sources of the outbreak in the United States and how AIDS is 

spread. 

3. When the CDC AIDS Task Force began its surveillance 

activities in the spring of 1981, it learned that a number of 

homosexual and bisexual men in New York City had developed highly 

unusual opportunistic infections. Shortly thereafter, similar 

outbreaks in San Francisco, Los Angeles, Miami, and several other 

cities were reported to the CDC. As a result of its surveillance 

activities, the CDC suspected there was a common source of the 
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outbreak that was not environmental, but infectious in origin. In 

August 1981, there were approximately thirty-one living AIDS 

patients w~ose cases had been reported to the CDC from New York 

City, California and other locations. CDC investigators 

interviewed those patients for information about their medical and 

sexual histories in an attempt to learn more about the disease. 

The interviewed patients reported sexual activities more similar 

to those of gay men seen in sexually transmitted disease clinics 

than of homosexual men in the general population. Based on these 

interviews with AIDS patients, the CDC hypothesized that the cause 

of AIDS was an infectious agent that was probably sexually 

transmitted from one person to another. 

4. As a result of the information obtained from the 

interviews of the earlier reported cases, the CDC designed a 

case-control study in cooperation with a number of public health 

departments around the country, including the Department of Public 

Health in San Francisco. When that study conunenced in the fall of 

1981, there were nine living patients with AIDS among homosexual 

and bisexual men in San Francisco. At last report, there were 

approximately 700 cases of AIDS in San Francisco, almost all 

occurring in homosexual and bisexual men. Over the past three and 

a half years, the number of AIDS cases r eported to the CDC has 

continued to grow. 

5. An "epidemic" is classically defined as any unusual 

occurrence of an illness or health condition beyond that 

expected. Since AIDS was not detected prior to 1981 and the CDC 
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now has reports of over 6,000 cases in the United States, the CDC 

has classified AIDS as an epidemic. In fact, the CDC considers 

AIDS to be one of the most serious epidemics existing in the 

United States today. 

6. As part of rcy responsibilities at the CDC, I have been 

involved in a study in San Francisco known as the City Clinic 

Cohort Study. Between 1978 and 1980, approximately 6,875 

homosexual and bisexual men at the City's venereal disease clinic 

were screened to determine their susceptibility to hepatitis Band 

interest in testing a vaccine. In 1982, at the beginning of the 

AIDS epidemic, the CDC realized that many of the 6,875 men who 

were originally screened for hepatitis exposure were at risk for 

contracting AIDS because they were in the highe~t risk group, i.e. 

sexually active gay males who had sought medical care in a 

venereal disease clinic. Because the CDC had obtained blood 

samples from these men before the AIDS epidemic began, the AIDS 

Task Force felt that this was a very important group to study. 

7. The CDC, in collaboration with the San Francisco 

Department of Public Health, then launched a follow-up study in 

late 1983 to determine whether members of the original cohort 

study group showed any evidence of having contracted AIDS since 

the time they were first tested for hepatitis. The CDC selected a 

random sample of approximately 770 of the original 6,875 cohort 

study members for follow-up examinations and tests. After 

obtaining their consent to participate in this study, City Clinic 

physicians performed physical examinations on those interested in 

3 
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this study. Participants were also questioned about factors 

thought to be involved in the etiology of AIDS. CDC investigators 

analyzed these data in order to identify characteristics that 

distinguished the men from the cohort who developed AIDS from 

those who had no evidence of AIDS. This study proved to be very 

effective in predicting why some of the men contracted AIDS, 

developed AIDS-related conditions, or showed antibodies to the 

virus now believed to cause AIDS. The materials attached as 

Exhibits 1 and 2 hereto, which are incorporated herein by 

reference as though fully set forth, describe the preliminary 

results of our follow-up study. These results are being presented 

at the Inter-Science Conference on Anti-Microbial and Chemotherapy 

(ICAAC), Washington, D.C., on October 9, 1984. 

8. Because all of the members of the original cohort study 

group went to a sexually transmitted disease clinic, they may not 

be representative of all gay men in San Francisco or other areas 

of the United States. In my opinion, the results of the cohort 

study probably understate certain risk factors because members of 

the control group who do not have AIDS tend to have more sexual 

contacts than other members of the coI11I1JJnity. Therefore, if we 

find statistically significant differences in our study, the 

relationship is probably important as a risk factor. for AIDS. On 

the other hand, if a relationship is not statistically 

significant, it could still be important as a risk factor for AIDS 

among homosexual men in the general population. 

9. The CDC had two major reasons for doing the follow-up 
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study described above. First, we hoped to be able to explain the 

natural history of AIDS; that is, what happens when a person 

becomes infected and begins to develop signs of illness. This 

would be accomplished by following men at various stages of 

illness: some with no evidence of infection, some with evidence of 

viral infection but no signs or symptoms of illness, some with 

symptoms or signs of illness (including lymphadenopathy, which 

appears to be one of the predictors of AIDS), and, finally, tho~e 

who have been diagnosed with AIDS. Second, we wanted to study the 

risk factors for evidence of infection with the AIDS virus. The 

risk factors were to be identified by answering the question: 

What differentiates those who test positive for the virus from 

· those who test negative? 

10. Among the 6,875 members of the original cohort study, 

136 (or 2 percent) have been reported with AIDS. Of the 770 

members of the follow-up study, 373 random selectees have been 

evaluated to date. Of this group of 373 men, nine (or 2.4 

percent) have AIDS; 85 (or 22.8 percent) have lymphadenopathy; 8 

(or 2.1 percent) have other AIDS-related conditions; 9 (or 2.4 

percent) have abnormal blood counts; and the remaining 262 (or 

70.2 percent) have none of the above and seem to be well. These 

men were placed in a mutually-exclusive hierarchy, so someone who 

had both lymphadenopathy and AIDS was only counted as having 

AIDS. Therefore, these figures are minim.1m estimates. 

11. In addition, about 62 percent of the 373 random 

selectees who were tested in 1984 showed antibody to the AIDS 
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virus. These include 55 percent of those with AIDS (which is a 

minimum estimate since once someone develops overt AIDS, the test 

tends to become negative); 88 percent of those with 

lymphadenopathy; 75 percent of those with AIDS-related conditions; 

78 percent of those with abnormal blood counts; and 53 percent of 

those who are apparently well. An important fact is that of the 

men who are apparently well, about 53 percent have been infected 

with the AIDS virus although they show no clinical signs or 

symptoms of the disease. 

12. All of the AIDS studies conducted to date by the CDC on 

gay men have identified as an important risk factor the number of 

different sexual partners over a certain period of time before the 

onset of symptoms. See Exhibit 3 hereto, which is incorporated 

herein by reference as though fully set forth. Generally, the 

number of different people a person has had sexual contact with in 

which there is some form of penetration is the best variable 

identified in terms of distinguishing between those individuals 

with AIDS and those who do not have AIDS. By penetration, I mean 

a penis entering into the mouth, the anus, or some other body 

cavity. The means of penetration can also be a hand or fist. 

13. In determining the risk for contracting AIDS, the CDC's 

cooperative cohort study used a type of multi-variate analysi ·; 

which examined a constellation of variables. For each variable, 

the CDC investigators compared the presence or absence of this 

variable in AIDS patients with members of the cohort who showed no 

evidence of infection, had no symptoms of disease, and tested 
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negatively for the AIDS virus. 

The initial findings of the cohort study show that the most 

statistically significant variable in distinguishing those 

individuals with AIDS from those with no signs of the disease is 

the number of gonorrhea infections per month. As might be 

expected, the number of gonorrhea infections per month is also 

highly correlated with the number of different sex partners. In 

multi-variate analysis, when gonorrhea enters the equation, it 

cancels out the effect of the number of different partners; 

however, when gonorrhea is excluded as a factor, the number of 

different partners is statistically significant. Preliminary 

analyses of cohort study data showed that the number of sexual 

partners is a statistically significant risk factor for AIDS as 

well as gonorrhea. 

Another statistically significant variable is reported 

sexual contact with a person known to have AIDS. In fact, those 

men who have AIDS are much more likely to report that they have 

had sex with a man who also has AIDS than those who show no 

evidence of AIDS. A third variable of statistical significance is 

a history of receptive anal intercourse. Men who reported a 

history of receptive anal intercourse were more likely to have 

AIDS than ~hose who showed no evidence of AIDS. A fourth 

significant variable was age. Among members of the cohort, 

younger men were ID.lch more likely to have AIDS than those who were 

older at the time they were retested for the AIDS virus. 

14. It is significant that, aside from age, only those 
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variables that seem to be related to _sexual activity entered into 

the constellation of variables that distinguish those individuals 

who have AIDS from those who do not. For instance, smoking 

cigarettes, using nitrite inhalants, or other personal activities 

did not enter in the statistical model. These observations point 

to sexual transmission of an infectious agent and support the 

hypothesis that the number of sexual partners a person has in a 

period of months preceding infection is a significant factor in 

the risk of contracting AIDS. 

15. Our studies also indicate a relationship between the 

number of different sex partners an individual has in a month and 

the likelihood that he will meet his partners in bathhouses or sex 

clubs. When I use the term "bathhouse," I refer to those places 

that gay men associate with locating large number of sex partners 

over a short· period of time. Based on cohort study data, the more 

sex partners a person has, the more likely it is that person will 

get AIDS. The cohort study has also found that the more sex 

partners a person has, the more likely he is to find an 

increasingly greater portion of those partners in bathhouses. (See 

my July 10, 1984 letter to Dean Echenberg at the San Francisco 

Department of Public Health's Bureau of Comuunicable Disease 

Control, which is attached hereto as Exhibit 4 and incorporated 

herein by reference as though fully set forth). 

16. Among those men who frequent bathhouses, the cohort 

study found that as the number of sex partners in these facilities 

increases, the risk of developing AIDS also increases. While the 
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CDC is still collecting data, it appears that when all the data 

are in, and categories are more clearly defined, the CDC will have 

a more precise estimate of exactly what that risk is. However, I 

would point out that any statistical association between bathhouse 

attendance and the risk of getting AIDS could be accounted for by 

number of sexual partners, since bathhouse attendance correlates 

with AIDS only insofar as bathhouses facilitate the location of 

1111ltiple partners over a short period of time. Once one controls 

for the number of partners, one would expect to see the 

statistical association of bathhouse attendance with AIDS 

diminish. A statistical association between bathhouse visits and 

AIDS can be explained by numbers of sexual partners, a variable 

known to be a significant risk factor for AIDS. 

17. Attached as Exhibit 5 hereto and incorporated herein by 

reference as though fully set forth is a copy of an article 

published in August, 1983, in the Annals of Internal Medicine 

entitled "National Case-Control Study of Kaposi's Sarcoma and 

Pneumocystis Carinii Pneumonia in Homosexual Men: Part 1, 

Epidemiologic Results," which was one of the first epidemiologic 

studies on AIDS. Attached as Exhibit 6 hereto, and incorporated 

herein by reference as though fully set forth, is my July 16, 1983 

letter to LANCET. These materials discuss the epidemiologic 

evidence for the sexually transmitted nature of AIDS. 

Ill 

Ill 

Ill 
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I declare under penalty of perjury under the laws of the 

State of California that the foregoing is true and correct. 

~~198~ 
Dated 

SUBSCRIBED and sworn .to on 
this ,'U.iday ofC)~ 

My commission expires: 

Notary Public. GeorlJa, Stata at Larae 
My Commission Expires Juty 4, 1988 

NOTARY PUBLIC 

William Ward Darrow, Ph.D. 
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Acquired Irrmme Deficiency Syndrane (AIDS) in a Cohort of Hcm:>sexual Men. 

W. Darrow, H. Jaffe, E. Braff, et al., COC, Atlanta, GA; City/County 

Health Depart::rrent, San Francisco, California. 

INTRODUCTION .. 

Between 1978 and 1980, 6,875 homosexual men seen at the San Francisco City 

Clinic were enrolled in studies of the prevalence, incidence, and prevention 

of hepatitis B virus infections. Soon after receiving the first reports of 

patients with the acquired immunodeficiency syndrome (AIDS), the San Francisco 

Health Department (SFHD) compared its list of reported AIDS patients to its 

list of clinic patients previously enrolled in hepatitis studies and 

recognized that members of the City Clinic cohort were at increased risk for 

AIDS. In 1984, the SFHD and the Centers for Disease Control (CDC) began a 

collaborative follow-up study of AIDS among cohort members. 

Eligible participants in the follow-up study included all cohort members 

reported to meet the CDC surveillance definition for AIDS and a 10% sample of 

cohort members !!2.!, reported to have AIDS. Participants who could be located, 

were alive, and gave written informed consent were interviewed regarding their 

medical histories and lifestyles, examined for signs of AIDS, and had blood 

samples collected. Complete blood counts were done locally; frozen serum 

samples were sent to CDC. At CDC, sera collected from coho~t members during 

the hepatitis studies of 1978 to 1980 and in the 1984 follow-up study were 

tested with a radioimmunoprecipitation (RIP) assay for antibodies to p25, the 

core protein of the lymphadenopathy-associated virus (LAV), a T-cell 

lymphotropic retrovirus that has been etiologically associated with AIDS. 



KesultS - l 

• • 
Occurrence of AIDS among Cohort Members 

A. Of the 6,875 cohort members, 119 (1.7%) were reported to have AIDS as of 

September 1, 1984. 

B. Of these 119 patients, 107 (89.9%) were reported to be residents of the 

San Francisco Standard Metropolitan Statistical Area (SMSA) at the time of 

their onsets of illness. 

c. These 107 patients from the cohort comprised 16.3% of the 655 AIDS 

patients reported among homosexual men in the SMSA. 

D. Although the number of AIDS cases among cohort members in the SMSA has 

increased, the proportion of patients belonging to the cohort has 

significantly decreased (P..OOl)(Figure 1). 
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•-· •• 
RESULTS 

Occurrence of AIDS-related Conditions in a 

Sample of Cohort Members not reported to have AIDS 

A. Of 764 men in the 10% sample of cohort members .!!2!_ reported to have AIDS, 

364 (47.6%) have been enrolled in the follow-up study. 

B. In 346 participants, the prevalence of conditions that may be related to 

AIDS was as follows: 

Condition* 

Lymphadenopathy at two or 
more extrainguinal. sites 

Thrush or symptoms 
suggesting AIDS prodrome 

Anemia, lymphopenia, or 
neutropenia 

None of the above 

Total 

Number of 

85 

8 

9 

262 

364 

Participants (%) 

(23.3) 

( 2.2) 

( 2.5) 

(72.0) 

(100.0) 

*If more than one condition present, participant included only in group 
listed first. 



·•· . ., .,: 
RESULTS 

Serologic Studies of Cohort Members 

A. Serum samples, collected once between 1978 and 1980 and again in 1984 from 

cohort members reported to have AIDS and the sample of cohort members not 

reported to have AIDS, were tested for antibody to LAV p25. 

B. Prevalence of antibody by year of serum collection and presence, in 1984, 

of AIDS or conditions that may be related to AIDS was as follows: 

Condition* 

AIDS 

Lymphadenopathy at two 
or more extrainguinal sites 

Thrush or symptoms 
suggesting AIDS prodrome 

Anemia, lymphopenia or 
neutropenia 

None of the above 

No. Sera Positive/No. Tested(%)** 
1978-80 1984 

24/95 (25.3) 16/35 (45. 7) 

5/82 ( 6.1) 75/85 (88.2) 

0/8 6/8 (75.0) 

0/7 7/9 (77.8) 

15/244 (6.1) 139/262 (53.1) 

*If more than one condition present, participant included only in group 
listed first. 

**Excludes borderline results. 



• Results - III •• 
Serologic Studies of Cohort Members 

(continued) 

c. The prevalence of antibody to LAV p25 among sera collected from 1978 to 

1980 was significantly higher for patients who developed AIDS than for 

cohort members who thus far have neither AIDS nor AIDS-related conditions 

(p(.0001). 

D. For 22 AIDS patients whose initial serum sample had antibody to LAV p25, 

the interval between the positive serologic test and the onset of AIDS 

symptoms was 1.3 years to 4.9 years (median• 3.2 years) (Figure 2). 
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.. Results - IV • 
Risk Factors for AIDS 

A. In a preliminary analysis, behavioral and other characteristics of 47 

cohort members who developed AIDS were compared with those of 67 cohort 

members who had neither AIDS nor AIDS-related conditions and had no 

detectable antibody to LAV p25. 

B. Important characteristics in bivariate analysis were as follows: 

Characteristic* 

1. Mean number of gonococcal 

infections/month 

2. Had sexual contact with 

AIDS patients(%) 

3. Age when interviewed 

4. Had more than 4 male 

partners/month(%) 

S. Mean number of partners 

who ejaculated into 

interviewee's rectum 

AIDS 

Patients 

.os 

43.9 

35.2 

43.9 

214 

Control 

Group 

.02 

17 .9 

39.7 

17.9 

89 

.001 

.003 

.003 

.008 

.12 

*The behavioral variables refer to time between entry into cohort and date 

of symptom onsee for AIDS patients or date of entry into follow-up study 

for other participants. 

i 



• Results - IV 

Risk Factors for AIDS 

(continued) 

• 
c. Significant characteristics in a stepwise logistic regression analysis 

using a forward selection procedure were as follows: 

Adjusted Chi-Squares** 

Characteristic* 

1. Gonococcal infections/month .001 

2. Sexual contact with AIDS 

patient 

3. Receptive anal intercourse 

4. Younger age 

.001 

.008 

.03 

.002 

.03 .04 

.os .04 .03 

*Characteristics are listed by order in which they enter logistic 

regression equation. 

**Indicates significance of characteristic once previously entered 

characteristics are taken into account. 



-• / Conclusions • 
A. Members of the City Clinic cohort are at relatively high risk for AIDS and 

conditions which may be related to AIDS. 

B. Between 1978-80 and 1984, the majority of cohort members were exposed to 

LAV or a serologically related retrovirus. 

C. Cohort members who now have AIDS were more likely to have been exposed to 

this virus between 1978 and 1980 than cohort members who remain well. 

D. Development of antibody to this virus may precede the onset of AIDS by 

several years. 

E. The sexual lifestyle of certain cohort members appears to place them at 

increased risk for AIDS. 
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uraft 1: September 13, 1~84 

CDC Protocol 63Y 
AlUS in a Cohort of liomosexual Male Clinic Patients 

Proposed Amendments 

I. G.eneral Description 

A. Phase I Progress Report 

05741{ 

As of July 28, 1984, the San Francisco City-County Health Department had 
learned of 124 members of the City Clinic hepatitis B study cohort who had 
been diagnosed with AIDS. Of these 1L4 men, 107 had been reported to CUC and 
17 were pending additional information. Of the 107 patients reported to CDC, 
47 (43.9%) had been enrolled in the follow-up study being conducted as part of 
a cooperative agreement between the Health Department and CDC. Dispositions on 

* the 107 reporte~ cases of AIDS and 764 men selected at random ✓for follow-up 
were as follows: 

AIDS Cases Prevalence Incidence 
Disposition Reported to CDC Stud:t Group Stud:t Group Totals 
Enrolled 47 (43.9%) 258 (63.7%) 172 (47 .9%) 477 (54.8%) 

Unable to locate 2 ( l.9X) 81 (L0.0%) 124 (34.5%) l07 (23.8%) 

Refused 3 ( 2.8%) lb ( 4.0l) l2 ( b.1%) 41 ( 4.7Z) 

Deceased 4Y (45.8%) 3 ( 0.7X) 5 ( 1.4%) 57 ( o.SZ) 
Pending: Out ot 

jurisdiction 2 ( l.~X) 40 ( 9.YX) 27 ( 7 .5%) b9 ( 7.YZ) 

Pending: Local 4 ( 3.7%) 7 ( l.7Z) 9 ( 2.5%) 20 ( 2.3%) 

Total 107 ( lUU .uz) 405(100.0%) 3!>~ {YY.Y%) 8 7 l( lOU • 0 ¼) 

(excludes (excludes 
14 cases) 7 cases) 

Since data collection began, a radioimmunoprecipitation (RlP) assay for 
antibodies to the core protein {p25) of lymphadenopathy-associated virus (LAV) 
has been developed by investigators at CDC. Preliminary analyses of serologic 
specimens drawn in 1978-80 from 452 members of the City Clinic cohort study, 
and follow-up specimens from 378 men retested in !984, categorized by their 
health status when reexamined in 1984, revealed: · 

1978-80 S12ecimens 1984 Specimens 
Health status when Number Percent Number Percent 
reexamined in 1984 tested positive tested positive 
AIDS patient 109 24.8 38 44.7 

Lymphadenopathy 85 4.7 82 87.8 

Other signs or symptoms 19 0 17 70.b 

~o signs or simptoms 239 b.3 L41 53.9 

Total 452 lU .L 378 61.1 

* As ot August 31, 1984, 131 cases of AIDS had been identified among 
the 6,875 members of the cohort, 1L2 patients had been reported to CDC (119 Al 
cases), and J7 had been enrolled in the follow-up study. Sixty-five AIDS 
patients ( 49 .o:O were knc .. n co have dfod. ~ .. J.,i j-1, 'I., 
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SEXUAL PARTNERS AND AIDS IN THE 
CllY CLINIC COHORT 

-~--
900 

(/) 800 0:: 
La.I z 700 
I-
0:: 600 
~ 

~ ~ 500 

400 ~ :::, 
(5 

300 (/) 

lJ.. 200 0 
=e:: 100 

0 
NONE 1-24X 25-64X 65-100X 

(N=93) (N•133) (N•139) (N•107) 

~ OF EXPOSURES OCCURRING IN BATHHOUSES 

1-59 60-119 120-4 79 >==480 

(N=-83) (N=52) (N= 198) (N=-138) 

NUMBER OF MALE PARTNERS 6 l,i·,i. 3 



I 
'- r .. • . . 

{"""l_ DEPARTMENT OF HEALTH & HUMAN SERVICES PubHc Health Ser,;ce •,-1--. --------------------------------C-en_t_e-rs_f_o_r -0-is-ea_s_e_C_o_n-tr_o_l --­

At.1,ntJ GA 30333 

Dean Echenberg, M.D., M.P.H. 
Bureau of Communicable Disease Control 
San Francisco Department of Public Health 
101 Grove Street 
San Francisco, California 94115 

Dear Dean: 

4U4 J29-3162 
FTS 236-3162 

July 10, 1984 

In the article on antibodies to LAV/HTLV-III proposed for this week's MMWR, 
you will see a reference to a manuscript by Francis et al. (In preparation). 
Findi ngs regarding seroprevalence and seroconversion in the City Clinic cohort 
are i ncomplete, but will be included in the manuscript by Francis et al. when 
avail able. This manuscript was first drafted last summer and sent to Dr. 
Braff about one year ago. Since then, the number of cases in the cohort has 
almost doubled, and much has been learned about the etiology of AIDS. A 
revised working draft of the manuscript (dated June 30, 1984) is enclosed 
along with another copy of my memorandum of May 14 (which shows preliminary 
results of serologic tests for antibodies to LAV/HTLV-III among 235 members of 
the City Clinic cohort). After you have a chance to look this over, I'd like 
to have your ideas. We would be happy to have you join us in authorship. 

While looking for a copy of my letter of April 11, I found several other 
letters that you might not have seen. One was sent to Jim Wylie as a 
follow-up to our meeting during May 4-5, and my luncheon with Drs. Braff and 
Winkelstein last October. Others were sent to Drs. Braff and Dritz on March 
22, 1984, regarding trends in sexually transmitted diseases in San Francisco. 
Since these items are of continuing interest, I have included copies of these 
letters. Also enclosed are a copy of the article by Cristine Russell 
published in the Washington Post on July 3, and a figure that you suggested 
and needs explanation. 

(' The t op part of the figure shows that the number of sexual partners reported 
) by 472 members of the cohort (49 with AIDS and 423 who have not been diagnosed 
, with AIDS) increases from an average (mean) of 204 to 886 as the proportion of 
/ exposures in bathhouses increases from none to 65-100%. The bottom part s '.·:ows 

(_the relationship between number of male partners and the occurrence of AIDS. 
As the number of male partners increases from less than 60 to 480 or more 
(over the past 72 or so months), the proportion of homosexual male clinic 
patients with AIDS increases from 7.2% to 13.0%. Although numbers of partners 
and AI DS are significantly associated (p<0.0001), and men who go to bathhouses 
tend to have greater numbers of partners (p<0.0001), bathhouse attendance is 
~ significantly associated with AIDS among the 472 cohort members who were 
interviewed from December 1983 through June 1984 (p=0.496). The apparent 
reason for these findings is the high r.ate of AIDS among men with many 
partners, but no exposures or few exposures in bathhouses. 
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Page 2 - Dean Echenberg, M.D., M.P.H. 

I hope that the relationship among numbers of sexual partners, bathhouse 
exposures, and AIDS is now clear. In our national case-control study of 1981, 
there was some evidence of an association between bathhouse attendance and the 
occurrence of AIDS. In our cohprt study of 1983-4, there is no association 
between number of bathhouse exposures and AIDS in San Francisco. "Number of 
partners" is associated with AIDS, but "proportion of bathhouse e'xposures" is 
not associated with AIDS in the City Clinic cohort. 

I have made my plans to be in San Francisco on August 1-3, 1984, to talk with 
you, Don Hawkins, Paul O'Malley and others about our findings from phase I of 
our follow-up study, and on August 6-8, 1984, to work at City Clinic on 
procedures for phase II. I hope that we will be able accomplish much during 
these six days, because I won't be able to return to San Francisco until after 
Labor Day. 

Best regards to you and your staff. 

Enclosures 

cc: 
Paul O'Ma°lley 

Sincerely yours, 

7.~i(f_ 
William w. Darrow, Ph.D. 
Research Sociologist 
AIDS Activity 
Center for Infectious Diseases 
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; National Case-Control Study of Kaposi'~ Sarcon1a and P1;eumocystis carinii 

t Pneti"monia· in _.:omozexual Men: Part 1, Epidemiologic Results a: . . 
!: HAROLD W. JAFFE. M.0.; Ku--WHAN CHOI. Ph.D.: PAULINE A. . THOMAS. M.0.; HARRY W. 
;,. HAVERKOS. M.O.; DAVID M. AUERBACH. M.D.; MARY E. GUINAN, Ph.D .. M.O.; MARTHA F. RO<i£RS. 
S M.O.; THOMAS J. SPIRA, M.0.; WILLIAM W. DARROW, Ph.D.; MARK A. KRAMER. Ph.O.: STE?HEN M. 
:, 
~ FR:£CMAN. M.D.; JAMES M. MONROE. M.S.: AL VIN E. FRIECMAN•KIEN. M.O.; L!~:OA J. 
~ LAUBENSTEJN, M.0.; MICHAEL MARMOR. Pt,.C.; BIJAN SAFAI, M.0.: SELMA K. CRITZ. M.0.; 
\ SALVATORE J. CRISP!, B.A.: SHIRL..C:V L . '.NNIN. M.C.; JOHN P. ORKWIS, B.S.: Al.£XANOER 

KELTER, M.0.; WILMON R. RUSHING. M.P.H.: STEPHEN B. THACXER. M.C.; and JAMES W. CURRAN. 
M.0 .. M.P.H.; Atlanta, Geor,,:a; New York. New Yortc: and San Franci$co and Los An£eles, ~Ufomia 

• i" •-
• To Identify risk factors for the occurr•nce of Kaposi's 
,. S,HCom~ and Pntn1moc,stls urinil pneumonia in 

flomos~:xu.11 men. we conducted a cue-control 1tud1 In 
ff • Yo i Fr:ncisco, l.01 MCtlr-:. and A:l.1nt:. 
IE;lp~tients (ca~ ) (39 with ltaposi': .,coma. 8 with 
J:, :-~tis pnftllmor.ia, and 3 wit."l both) and 120 
111:.cc"-d t1omo1e.1uat male controls (from Hlll. . . , 
tnn,mitt,ad diseH• clinics •net private medica' prxtlcn) 
pa,.Jc:p.it•d in th• study. TM ,ariable IIIO$l •tron1ly 
auc,.:i.1ted with illnesa •H .1 lar1er rwamber 01 mat• se• 
pcrtr.·~ per year (median, 61 for pati•nts; 27 ancl 25 for 
dfr.i.;. .. ,;d pmate practice controls. rftpectmlty). 

·· Ce."l'\;>ared wi~ • 1ntrols. cues were also more likely to 
~ -.. ~ Hi,owd to fe<es durinc ua. ha•• had a1ph:1:-; 

Md 11011-3 h•~titla. have be•n treated fM enteric 
·- pu,sait,n. ar.d have u"d v.uiou& illicit 1ub1t:1nces. Certain 
f r..,-.c,:, of a lifestJf• wr•d by a 1uc.i,oup of the en.tie 

hotriesuu~I PG?Ul.Jtlon ~r -- •s~iated with an increased 
riK of ~si's urcom;; .fld pne1amocysti• pneumonia. . 

IN JUNE A.NO JULY 1981, reports (rom C.1lifn~::. ~nd 
New York City ,jcscribed the highly unusual cx:currence 
~ li:c-~hrc:stcning opportunistic infections (particularly 
PneJmocysris arinii pneumoni3). and a m:aliinancy. 
lupvsi·s s:arcoma. in young, previously healthy, ::~mo-
1uual men ( 1. 2). Sub~equmt reports described th~ oc­
c:w-rc:n.,,--e oC the ~m{' illn~scs in a smaller number o( 
b~c:-oscxu3.J men :ind women ( 3). Based on a national 
'lurval:.~ncc system. the Cc::ttc:n for Oi~:isc Control 
{CDC) cC'n.:!udcd that the ,jrst c:iscs in the ••outbrc:ilC 

·· ~ pncumc,cy,tis pneumonia had 

• ,. ! ...... ,t.~ .. ,os .\11,•flUl!i- . C,n,...- '°" , .. ,fl\;, ..... , o ....... ~ """ , :w F.r~ .. ,.. .... .,) 
P•. •r'"''" 1\,,-.ti.:«' . C~tt•n fnt' °'._,,..~.., C.,ncr,~ . Atbiu,~. C...c,i"f,•.a 11\c ' -=-• ,·, .. , 

. r ,,, ~;-.1nn1C'nt u l He- •l•h. --,.,_ \":w.._ l "nt,·r,,tt , !Wc1Jk:.1i C..0 C"11 t~, . -.C.rm....,;al 
( " · ~~• <r: r 1 t 1 f( <.: .. _ .. , ·er C..- tn t C'f , Sc• , ·,.,.t.,. . , .. ._. Y,•,1.. 1tk: 0~';"";.t rtruc-nt ,,i l'lif'li l\: 

\.. -hh . <. ,,, .,,.J C. ' "'"''\ •" 5.m Fr.t•h:,,,, . .a11J 1tae ~r,;,nm~"' ,-c· IIC'.1hfl Sen • 
'ft. t. ·•"'I"' • , .t 1.,-. ""f•~. ~4hhM"lll4 

their onset in I::, i8. and that most ascs had occurred 
since January 1981 (4). Underlying the occurrence of 
Kaposi"s sarcoma and pncumOC)'$tiS pneumonia was a 
tyre or acquired cellular immunodcficicn")' not previous­
ly described (5-8). This uLncss is .now called .. ,he ac:­
quired immune deficien")' syndrome .. (9). 

In October 1981, CDC epidemiologists in collilb.;:-;i­
tion wilh investiti:itors in New York City. San FDnc:isco. 
Lr,• Anaelcs. and Atbnt:t be;an ~ explot:uory casc-con­
trol study to idcnti(y risk (actors for Ute occunence of 
~posi's sucoma and pneumOC)'$tiS pneumonia in previ­
ously healthy youa, pctsons. Because we _spught dct.lilcd 
historical infonn111ion on a broad range o( topics. we lim­
ited our C:L<e ulection to p11,icnts whom we could inter• 
view in penon. Bcc:iuse we knew of only rour livina bet~ 
erosuual padc:nts when the study began. we limited our 
study to humoscxu:il patients. W c repon the results of 
the ,· '. :1Jy. ·• 

Methods 
CASE DEFINITION 4NO SELECTION 

P:uiencs (c::iscs) were homosc:\ual men between the ages u( 
15 anJ 60 yurs. who haJ billpsy•pro"'en K.:a~·, urcom;i. 
pneum0.:)"$11!> pncum~nia. or both. Pcrson'I wicn 1,;,nown prc:fo;. 
p.>sin& ml .... ,ors (or either discne. such .I!> .a m.&liiin;on.:) 1>1h• 
er 1h:1n Kapo-.i"i s:1rc:orr.a or prior tre:1tmcn1 wirh immuno,up­
prn,i•e ;a 6ent$. ""ere ududeJ from the \Cudy . Men were c:c-n• 
SH.lereJ to be hum~xu;i.l i( the)· h:id h:.ad 'Cxual 1n1erc:our-.c 
wuh one or more men dunni: the year before the on~t of 111-
ncss. 

A~ i,:in o( CDC surveillance ;11:ri,·itics. a· ca,-e file (or Kar,u,-a's 
s.arcoma :and pneumu.:y'ltl5 pneumonia '"-' c-.1;ibli~hc-J an June 
I QI! I ( .q . B)· O.:1"ber t 9lU . CDC had rccewed re;,orts o( 70 
c:,~cs ( ~0 .. -irh K;ip..•~1·, s;irc:mn:i. t~ w11h pneum0<:)~t1, ;,neu• 
moni.1. ;inJ CJ wuh 0.11h d i~~es) in ~cw Y ~,rk Ci1y. S.sn Fran• 
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T .-bl• 1. Ci,.a,acter,stiu of SO Homosuual Men with Kaoo5i•• 

, -C.,.,com.a, Pneumncy,:is Pneumon,.a. or Both 
( -~- . 

.. 

• P;aucnc, ( c-, > 

K;ap ... i', Pncun10,;~-,.,;,. O.,ch T~nal 
s.,~ ....... Pncunw.tn"- (n - ll (n ~ ,0) 
,,, • )q) (n • K) 

n 
City ,tfrC""id~c · 

New York. !II • I J, 
S,m Fran1:i"4:,, 7 I I 9 
Lo,. An1elft l I I .. 
Atlonaa 2 0 0 2 

Rik.-c 
While JI ' 2 JI 
D!:ai:k 6 I a 7 
Hispan-= 2 2 I 5 

ciKO. Los :\nsc:ln. and Atla:11'-.,hat .appeared 10 meet our c:ue 
definicfon. Ten or che 70 ~uld noc be interviewed becauK they 
bad died. l; moYed. l; ~ulJ not be round, 2; were 100 ill 10 be 
iuccrvin,ed. l; or rcfused•io be interviewed. 3. 0( the 60 c::ucs 
who had inrcrvicws. 3 were ncluded because lhcy did noc mce1 
our siudy definicic,n of homow:xualiry. and 7 1111erc interviewed 
100 late in the scudy ror us 10 ot,iain controls. The rcmainin1 ,0 
c:a,cs ( 39 with K.aposi', Yrcom:a, I wicb pneumocystis pneumo­
nia. and 3 with bQih) who met our cas.e ddnilion were m.atched 
wit!l at lease one control and. therefore. cn,.:red the saudy. 

CONTllOL OC;FINITION ANO S~LICTION 

Controls were: hom°'"ual men whd had never h:ad Kaposi's 
~rc:oma or pneumo.:ystas pn=monia and had nor received im• 
'-.,_ .nun,,- ,;,pras1ve therapy in c!le p1e1:c:ding year. Cases and con• 

crol, WCR macchcd by a1c (wichin 2 yc:ars ror ea~:i concroJ 
1rou" ..::u:cpr rnmd co,.crots. who were macc:hcd lO within , 
years). ~c. and mctrop,.:,lican ara of residence. 

Cbca1nin1 a 1rve randons 1oarnple of homosexual mm lo save 
a.~ concrol$ did IIOf appear rcaible. We chcre{cre asked beaJlh 
C:c:p.ann:mcs. pnvace c:finic:s. and pri,,ace physicians ill esc:."I 
study sire. as well .:s ca~ 10 !acl;, us 1,ample sevcnl diff'cre::t 
1rouc,s or bom~ir.u.aJ. men. We sou1hc (our m.itched c:onuol!. 
per cue. selected from the followin1 1roups. 

Ci:iic: control$: Two homosexual mm were selected rrom ci• 
:her publi.: ~inaally cr:ansmiued disease c:lini~ or p~v~te clinics 
P• ~ vidin,: chc c:ne SCJ'·iccs for bomOKxual men ~, the four 
MUd) sites. Sclcc1ior. of c:oncrols was done pro:.pcc:1ivcly by 
idcmtiiying c:ons«ucivc clinic act£ndccs who could be macchcd 
'-'.;;i caa by the above c:rircria.. 

Pri11:itt: control: Or.c: homosc.,uaJ man wu selected rrom the 
puc:ricc: ~ L"l incemisc or wnily physici:n at each or chc: rour 
s1uJy 1itcs. Selcc:t1on ..-a., by a rc:tros~tivc c:h:irt review using a 
list or r:ar.docn lc:ucn. All parienu who could be marched wich 
c::a.sc, and diJ r.ot 1-.a~ c."&:-onic illr.~ (denned u ilJnc:sscs oC 
more chui 1 mon1h•s C:ur.uion) ar the: time or chcir most :ccau 
office vis:c w,e:-e ehi;iblc roe the co:11rol croup. 

Friend cer:tro/: uch cue: W21S ::.skcd to i.!c:r.tify a ~w 
male: friend who had r:c,,cr been hn wir.ual panner. 

Vic: hAd varyin& su.;-c:r.u in ob1ainint; ('()Cltrols for \M 50 c:ur.s. 
or the: 1,0 c:on:ruls ~urhc from clinics or private pra...~iccs.. we 
cbl;\i:,~d 110 (SC~-): 7S G( 100 rrom clinics :tnd <42 o( SO (nsm 

rrivatc: pr:c:tic:e-s. All ,0 c:.s.~ h3J :l lc,.st o:i: c:o:'llrol fcom 
c,1her c( 1~-e grcup~ :and 38 of the SO c:.~ (76%) had c:on• 
1rcls r~om bor h , roups. \lo'he:1 t~-e cu-=s ror wh.Jm enc or t-...·o 

_ .:-::-r.tr,: b ,.,-ere m,;sin,: were c:ompiued wic!l 1h~c: f-:,r wh.:-m all 
{ hr.·~ r""'~oh w.- r~ c::itlinrd, there: were :10 sizr.i;; :.:me c :~cr­
\_ .:nc~s.,. i1h r~p,."'C'I tc 1l,e rr.~rchini; v;:ri:i.bl~ or arc. r:;.cc:. or c:11y 

of r<""\:dcr:cc. 1'1,crcfo:e. 1!icrc wou!J be no b;.u in the: comp::ri• 
,c. :~ r.r ~=,~::~. :.:ur! i:cincr-bis c.~us~d by mi~<ins, conc:c.,l$. 

<) ,;iy :?J ( -l6r-< I <>! tt:,. ~I) c:ise< id-::11ifi,.1 fn'!'Y'U~ who S".'. r"Vcd 
i"; r c,, aio!s. n~•: =1 •;--;P. o:' ,heir ~:,13J! nun,tl'!'t, (ri ,:-1i.:1 controls ,v~:-e 
l•.:i .• ~.,:qi..c111Jy o.:lu.kd f1.:in. cl,c st :ua.uc:al :a,:.,1;, \is cf risl; f::c-

• 
tor!>. hu1 were rct:iined "" a cnnlrC'II 1mur r,,r l.&bor;atory -.1uJ10. 

INTl'.RVll:"-"S 

Arter givini wrin,m informed ~oni,cnt • .::s-.c-. and .:oncrc,I" 
were in1e,,.1ewcd in f'CNlO tty ;a CDC r,h~·"i.:i.an. The -.;am,: r,hy• 
,i..·1.an i111crv1c-..·c:d h.uh .a r,.i11cn1 :anJ .all of h,,. ma1.:h1...S .:on• 
trol!>. Ou~tittn, a,kcJ of .::"n .:un.:crncJ the rcnoJ hc1,,re the 
C'lnwl or ill11~,: qut"S1i,1n"' r,,r a r,ankul:ir c.a,..·,. .:on1rol" were 
ma11.:h._.J ror the um.: rcrmJ . T,1r,,i.:,- induJC\J i.o•:a11J.:moiiro1ph• 
k: .:h:ar:u:tcri~rics. mcdi.:al h1,1or}·. o.:.:ur,.a11011;al :inJ ir;avel h•~­
rory, ui,.,,-ure to coJLic ,ub-.1.an.:e-.. u-.e or r,r~rir,tion :and illi.:11 
drup. use or inhal.anc sc:i1u:al "umulanu,. WJLual h1i.1ory. and 

Table 2. r,equenc:, of Selected Variab:es Arnone SO Ho1TtOscsual 
l"alier.ts with Kapcai', Sarcoma and l'n•111n,x:,sti• caritrii Pn-
monia and l ZO Homo,-.aal Conttola 

V&Nblc Patient• Contrnla 
(C..~•> Clinic Pri11ar• 

(It .. ,0) (n • '11) (n • 4ll 

S.Xiodemographi.: variables 
Median duntion of 

eduation. yn 16 16 16 
Income O'Vff S20 000 

in !',,st yar. $ 36 37 31 
Julian. 1ewish. or 

E.asrem European 
ancauy. • 31 22 26 

E11cr married.~ 18 13 7 
Previous illnesses. ~ 

Oonorrbc:a 16 73 14 
r1yphilis u . 68 36 36 

,f~nonuc '" 11 7 
, Hc;,acios B · 14 14 21 
' Non•D hepatitis 41 30 33 
·, _ P:aras11ic dia,:rhc:a 32 1, ... 
Prescription mc:iication ta.ken 

during pu& 10 yc:an. $ ~ 

Drup ror ancric par• 
uitcs• 44 19 ,0 

Systemic c:ortiC(?StC:-• 
oids 10 9 11 

Use or illicit subst.anccs • Median -sum" cirup 
usedt, n 6 4 .. 

Uwd nitrile inhaJ:uns. . 
~ . 96 96 9, 

U$Cd c:thyl c:hlorid~ 
9d ,0 J, 31 

Sexu.a.l activiry 
Medi.an male sex part• 

ncn per yc::sr. n 61 27 2, 
Mcdi:ln proponion or 

SC:\ pa:1ncrs from 
bathhouses in past 
year,~ ,0 23 ' Y.c:dian age: at initial• 
ing rqular KA with 
men.yrs 19 :o 22 

Mean rccc:s aposure 
score! 2.3 1.9 1.9 

Mean sperm c:-tposurc: 
and rec:t:i.J traum.;i 
score:§ 2.1 2.0 2.2 

• I .. cludn ff".cucn-.J•ani~. ~~u1noL r-romomyc,n. •ftd qu,nacnne.. 
t 1 -:lu-Jft nwn_a.,.na, coc:, ~nc-. twru,1n, am;.hc1am,ne.. balbtt11n.11.'- L50 • ..., 

t111.-:-• . •~r. &nd rhf'f •C'ydtdlnr. • 
! f~1.if!"d on pa,1K"l~•una •n 1tw '"';lo•nn1 rt""C1":e-s •• 1.-a.M <tnct 1n t he- ;:••• yur· 

iro1r,,.., .... ,..tt 1n~er1, hi\ 1-c,.,., ( 1 p.·.: .,1 ) . CC\n&uc- ( I r.oint , . o, t-.AnJ , I i»'"') ,n10 
pc:ti r cr, r«c~,n <r;1au,n""' ICT"fit - J po.nit) . 

f ll•~ ('n ;a111c~r41,n:: 1n tht ( J ;!('lwtnw: r••-.· tKt"'l •• lc-:H1 ("fl,·~,.,.~~ pa,t :-,-; :-: r · 
r,.rcnf'r an•vn, h1, ~ ui, ,t11u ,ntu"'w._,~·, mnuth ( I r,ntnt ). Of' 1nY."n1, h,, r-,-ru,- ( : 
r.-..•ml J m h•ad ( 1 f'('u~• • u,tv mtC'f"\te.,c~ ·, ' '·"·t um ,,a.aaunu'!1 V.t"lrt! - J r-:•1n11t . 
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r~-•ty !w,rnry. Interview\ la"tcd about ·f>O 10 90 minu1cs. At the 
r{ -or r!-,e inrer..,iew. ca'"" a"d .:onuols were al!loO asl..ed to 
d.m~1.e ~pec1mo::1'> for labora1ory 1es11n1. The results or this test• 
in& are 1he- ,ubJe,,;t ·or a \e;>arate repon ( 10). 

. ST_ATl5TIC4l. 4NAL YSIS 

': The purpcxc of rhc st.1tistical :an:aly,is was to identify thme 
· • vanablc p.,1cn1ial' y anocia1ed v.·uh risk o( di~:ise. The melhod 

u~ 10 conduC't chis uploratory a:ialys;s uM:d 1hc principal 
aiin method or ra.:tor analysis for da1a rcduc1ion ( 11 ) and a 
sre;,wisc ,election procedure using a linear lo1is1ic: regression 
equation (or ma1c:hed data (12. 13) (Stt AppcndiA). 

Results 

The: distribution o( the SO study p:itients by diagnosis. 
c:i:y o( rcsidcice. :ind race is shown in Table I. Cases had 
a mcun ~!e (±SD) o( 35.1±7.3 )'Qrs (r:mgc:. 21 lo 53 
years). O, lhe 1~ controls who were sought. lhe ·120 
who we:e obuined did not d:ifc:r signifiantly from lhe 50 
cases with respect to the ma:c.bing variables o( age. race. 
Uld reidc:nce. 

Cases a..d controls were compared with rc::peci to sc­
leeted in;crvicw vuiabic:s (T:ible 2). ~ on levc:J o( 

education and income. C:ISC$ :1nd controls were simibr in 
socioeconomic st:itus. Cls:s. however. were more likely 
than controls to have lta.lia.-i. Jewish. ,~r Eastern Europe­
an anc:csrry and to have been muricd. 

Histories or scvcnl i.-ucctious disuses. particularly 
~ually tnnsminc:d infections. were common for both 
~-.:s :md controls. Howc,·c:". compared with controls. 
c:ascs were almost twice as likely to have reported a histo­
ry oC syphilis. and C:lSCS were also more likely to have a 
history or hepatitis othc- than hepatitis B. Histories or 
p:u:isitic diarrhe2 and trat.-ncnt for cnteric parasites 
were nJorc frequent (or cases than clinic c:o:urols. but not 
::,rivatc: controls. 

The use of V:lrious illicit subsunccs was also re!::· · !y 
-:-t"lfflm•.Jn ror both ~scs and c:ontrols. However, cases 
'llterc: somewhat more likely lh:.n, ·t:ols to h:sve report• 
c:d use of one o( v:uious ",m:ct'" drugs. Almost :111 .. ~ 
and controls rQOrtc:d use of r.itrite inh:!:i."lts for sexual 
stinudari,m, but the ,. ;,:time c:xrosure to nitrites was 
gr"-- .• t for c:.iscs than controls. We c:..~.nated lifetime ni­
trite we by multipl~ill& 1ot&J months o( u~ by average 
numbn- of days o( u~ per monrh. For cases. tht" ~edio.n 
lifetime use w~ 336 d.iays, ccmparcc with lci8 days and 
26-. .....yr. for c:linic anJ pri,·:a:c: controls, respectively. 
Cu.:s were ~o more li:kc:Jy . t1un cor.trols to ~ · :c rc:pon­
c:d i11h:aling c:hyl chloride. but the lifetim°'c use of ethyl 
chloride by all groups wu mi:ch k,wcr than that o( ni­
trites. 

Scriking difrc:-ence:s were ob-'..crvc:d between c.,.scs and 
co:i'irols in the numbers o( iheir Se;\U:11 partners. For the 
-..a:i.,bic ''.number o( mal~ sex p:1t1ners per ye:>r .. (r.um• 
be, r;f l::c:~:nc m:ile p:inncn' d:vic~d -by yc:ns o! sexual 
··:1,·i ty b<.:forc the on:-ct of iilncss), the ma:!i:1n m:mbcr 
~ c-:.~~ ,,.-:.s mo.:c th~1i twi:;e t~nt fer c:ontro!.s. A ditrcr­
c:nce l:>~twc::n c:s~ ·and controls w:is :iho sc.:n in the re­

artnc:-s in tile: 12 

• .. 

Tal)le 3. Sicnificant Variables Anoci~ted with Ka~si's Sarcoma 
.and Prr~umocrstis c~rin,i Pneumonia Amon;: 50 Homo,c:uul 
Me" as Selected b,. Linear Loc,s:ic Recression Analysis 

Variable 

So.:iodemographic: ra,ton 
h•lian. Jcwi1h. or 

Eas1ern European 

OrourccJ 
Factor 

ancestry 3 
~ver married 

Prn ious illnesses 
Syphilis 2 
Non-B hepatitis 2 

Prescription medication 
, taken in p&Sl 10 years 

Orup (or entcric 
paruitcs 3 

l11e or illic:i, substances ever 
Number or dilferent 

•scrcet" dn1p 
. used . 4 

Scaual activity 
· Feces upcxurc score 3 

Spe:m exposure and 
rectal trauma 
score 3 

Number or male 5ClL 

partners per year 
Proponion or 5ClL 

panncn rrom 
bathhouses in past 
year 1 

Ace II initiatini; reg-
ular MA witb mm 

Uncrouped lnd1,·1dual 
F;i.:tor Van ables 

. .. 3 ;2 .. 2 ' . ··~ 
l 

' 
2 

4 

4 

l 

1 

3 

2 2 

• "''- .... ia, •enablft .,. ,,_ ..... 11, auoc,ued .,,,,. ,n ...... Dull 
iaaica_ , ... , - - ,_ todacced. 

~ WC~ more likdy to h:svc met sc.x r,artners in bat.!ih_ous­
~o.-havc....bc;:.ir-.rcgyl;r fo, .. ,;; once a month) 
liomO"...cxu.sl int~ou~ at an e:irlicr a6c than controls. 

Many of the individu3.l vari.iblcs were highly corrc:Jat• 
cd with c:sch o·thcr. For ~plc:. lhe varfable ·•ni.:mbcr o{ 

male sex p&nncn per yc.u" was signific:mtly correlated 
with 10 of the 31 oth.:r v:iriables. incl1. ,~: .1g meeting part­
ners in bathhou.~-- (p < 0.000 l). history of syphilis 
(p < 0.0001 ), use cf .. s,rcct .. drugs (p < 0.02), and use of 
nitrite inha.la.::ts (p <0.001 ). 

; ':,le l s.bos.-s the sitrjiic.,nt varfablc:s associated with 
~posi•s S&tt'om& or pm:~mo.:ystis pneumonia u sdccrc:d 
by liner lopstic re::rcssion analyses of grouped factors. 
ur.zroupo:1 fr.=t0rs. 2nd icdi,;d~ vari:iblc:s. Tu appc:1r in 
the ublc. vmsblcs hsd to be irr:po:"t.Jnt elements (th:it i~. 
a f.1.:t.,r ~c:ien: geat.:r th:an 0.2) of the group,;..i or 
ungr;,u'f)Cd f:.cto~ scle::t~:i ir. the los;isti.; regression an.11-
ysis. (f·ac:ori sc!c,,:ted by the fotwl\td and b.6clwarrJ pro. 
ccdurcs w~re id:ntiol.) l! the v:iri:i.blc was an i:r.port:uit 
ckmcnl of one: type of factor but not bo1h, it arpc:irs in 
ttc t:ib!c oniy if it w:u : · ··o sdccted in the supp!· mcnt:i.ry 
:-.-.:il)·~i5 or ind:\'id1ui v::ri::b!<'s. For c::ch of tlic three sc• 
kc:ior. procedurc-s sl :ow:1 i:1 the t::ble. v:ui :,ulec. 2.rc 
r:1nb·d in crder- o't sc.kc:tion (th::t i5, ~ vari::.ble r.:n!~cd 
u1•· is mo~t stro:~:Iy ~s~o:i~tcd ,-.,ith illn·:: .. c..s). ,\n C(1n:d 

' . . .. . -.; 
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Ta~lo ,. r,equonc7 cf Compon•t~,1~b1;, si-cnmantlJ As-
• socl.:.ttd wit:t Jtapo~•• Sarcoma ana ~ttumo<:ystls carinii Pr.ev­

inoma in so HOfflOHJtl.lal P:tlents and 120 H0ft101:,:1u:I Control• 

Variable P:aticncs Controls 
. (Oues) Oin:c PriYatc 
(II - ,0) (n - 79) Pr.acticc 

(n - -42) 

1'; 
Ancestry 

Italian 20 9 7 
Jcwis.'i 12 ,. I . . 17 
Ea.stem European ll ll - 12 

MediatiOft ro, cnccric: pansicn• 
Mn,1)QiJ&Zo1- " 10 29 

- l~uinol 32 " 43 
Paromomyc:ia Jl s J.S 
Quinacl'ine 14 2 I.• 

-Sarccc'" dn,pt 
Marijllana II . 19 93 
Cocaine 66 " 60 
Hcroi11 10 I 5 
Amphctamin• 10 " 52 
&tbicun1ea 32 22 26 

· LSD "' "" 45 
Mcnhaquak>t,. oO 41 ,0 
P!ic:icyclidi,w ·44 37 JI 

EAp.>1ure ,o re\:ft durin1 MA! 
ln1oertcd penis into . pannCT''S fCCIWII 91 ,,. II 
lmcncd conauc inco 

panncr's r~um 71 64 62 
lnscncd hand inco 

partMT0s rectum 52 )) JI 
EAs,.l!lurc 10 ~en or rec:ta.l 

tr.auma durin1 sex: 
P:anncr·s ,.. ... is in in-

ccrvicwce·s moutb 91 99 100 
P:anncr's penis in in• 

ccr,icwce·s rectum 94 II 95 
P:anncr's hand in in-

tervicwce's rectum 11 1J 21 

• 'loC~.:-•- l•UW "' .... paM 10 ,-
t Su·- d,..p _ ...... 
: Eapowr• a1 '-• - "',-c ,_,., 

ranking o( scvet'3l v:iriablcs mans t"':it they had approxi­
m:uely equal imponance. All the v:ari:ables shown were 
p,,sitivcly correl,ued with illness. 

. The vilriables most strongly n'SQiiiiJSs;! with K.iposi's 
sa;zoma or RftC:Uffifbijiitii-prmw;ooia were tho~ rcl:itcd . -... .• . . . -- --- -
to number of ~ale sex p:inner5 :ind 10 mcctin2 su~~ p:irt,,; ,_,_:aaa, 
ncrs in bathho1.!SC$,,_"I'he variable .. number of male sex 
p:innc:rs rc:r yc::ir' w.is :in impon:ant clement in the high­
est ranking grou~ ractor :ind ung:-oupc:d factor :ind w:as 
.ilso the v:iri:.ble ~lccted first in lhe analysis cf individu:al 
v:iriablcs. ¢:b-> strongly __ as~jal£d wi1h illness w:.~ the 
Y:iriablc: ··proportion of !\C:\ p:irt nc:r's -rromo:u --u . •• 
A.lhoug . 01 .c:r variables ,; own m aolc3 -wcrc··si nifi-- . c:uul) as,0.:1:ued "":i,h K.1 • mo.: 'i• 

tis pneumonia. they wen: less important than ,·ariabks 
1fiar directly rc:tlei.:ied ~:\u31. :ict1v1ty wich larg.: nyrob-:rs or male r:1rtncr'i. . .. - . - .. . ---·----~era! of 1!1-: vari:1 bl<!!'i , ign ifk:111tly :,,,o..:iatc:d wilh 
K ~1r ,isi',; ,ar.:lm:a and rnc:umo-.·y,t i:o; r:1cur:ionia ,.-ere: 
c ,, :,,hma1i n ::s of r.:,po n,c:, u, d1lft·rc::11 4c.:s:i,,m,. To aiJ 
in 1!:c: i111a;, r.:t ;11111n 01 th,:,c: \':Jri:anlc:,. T;:h!c: 4 ,h,,,\, 
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. frequency dist.ans for the component variables used . 
in combin:.tion for the multivariate a.-i3lysis. Dilfercncc:s 
between cues :and controls rcg:ird:ng ancestry we:-: 
mainly due: to the higher frcGucncy of It:ili.:in :u1ccstry in 
c:iscs. This di!re:encc was entirely the result of a diff'er­
encc between patients with K:aposi•s sarcom:i (26% Iu.J­
fan ancestry) and their matched controls (9% lt:i!i;m 
ancestry). Althou3h the v:uiable co:-·.- -::ing use of rr.cdi­
ation for cnteric p31'uitcs was $igniiic:int. no more t;~.:in 
one third of the ~ hac used any or.e of the drugs in 
the previous 10 years, :ind the frequency of use by C3SC$ 

was lower th4n by private controls. Ca.ses were more like• 
ly th:a:i controls to have used 'lsrious .. street" drup:s ct 
le:ist once in their lives. However, no one dru1 was "ever 
used" much more often by c:i.scs th.m controls. The or.ly 
drug used an avenge of more th:in once a month w:u 
r.uriju.in:a. Median u.se of marijuana was eight times per 
month for cas.tS and three times for pc~ns in =c:h con­
trol aroup. 

;'.cponed frequencies of p:inic:ipation in SCJtual pr:ac• 
ticcs associated with pouible exposure to fecc:, scme:1, or 
reel.al trauma arc also liired in T.iblo 4. C.:ises were more 
1:• ~:y than control, ro h::.ve reported inscrtini thdr 
roni'le ( .. rimmin1") or h3nd ("ftsting .. ) into~ partncr·s 
rectum at le.:ist once during the yc:ir before onset of ill• 
ness. Bel::li:sc cases had had more ux p:irtners per yar 
th:an controls. their total number of anal exposures w:is 
also grater than for controls. ne differences arc small 
between oses and controls in the frc:qucncf ort:uc.ing·the 1.­
r~c:ptiverolc...i,n_~fistini,: oral. or. rectal intercourse. t \ 
As-prevf;-~ly noted. ~ h:id gre:uer cxros~rc to ni ­

trate inh:al:ants than controls. A vari.lb!e concerning life­
time exposure to inhal-ed nitrates was :an imporunt cle­
ment of the 1roupcd factor r:anked rounh in the linc::sr 
logistic regression an3lysis. This vui:ible. however. was 
noc an imporu.nt • element in any of che highly ranked. 
ungroupcd factors an~ was not sir,i:.fic:int in the analysis 
of ind~·--:"'u.al variables. 

We as~cd c:ises and controls if th~y cbt:ur.ed nitrites as 
:ampules (pharm:iceutic:ll gr:ic: isoamyl nitrite). l.lbc:1.:d 
bottles. or unfabeled bot.!cs. Bucd on an an.alysis of 21 
s:imples of l:abe!cd or i:nfabc!ed org:lncr.it:itcs col!c:cted 
in New Y<.. .. . , San Francisco. ar.d Atbnta in t981. the 
last two sources of ni<tite ,~;c::-e found to contain either 
isoamyl or butyl nitri1e •( Liddle JA. HcUcr JS • .1nd Hill 
RH. Centers for Dise=.s.c Control. enpublished d.:it:i). 
Cases :and concrols were sirnil.u- 11,·ith respect to the pro­
portion of their use of :1itri:es from ~!t of thc:s: three 
sources. For cases. the: me:in proportion of nitrite u~e 
from -:impules. labeled boules. 2nd un!:i!xlc:d bottles was 
23%. 38% . .ind )Qo/c,, r~j'CC!i\c:ly. corr.;,:ircc! with 1:%. 
43%. and 3S% for controls. 

The ~me analy:ic pr.xcd~re u..,;cd to compare: :ill 50 
casc:i. with lhc: 110 m:11..:hed cnr. : rols 11,·~~ us.:c t~ comp:irc: 
1hc: 39 c:i~c:s who had or.ly Kz~-.i·s s.,r;:om:i to 1hc::r "16 
ma.l\:hc:d control-.. The \:lriab!e m~r -.z:-onz !v ;i~so..:i::!~ :.! 

• , • • • . . • •• .. t .. 

wnh K:1r,)s1 s ~;:1n: m11:1 w:is n:;rr:b..:r nf ~.J 1<: sc:.~ :irt ::~r, 
r.c ,..:ar. hi: oihi:r ~i gni ;cane \;iri:iblc:s were :i lso c;1~ 1-

l:ir ro 'tho,;.: , ~en 1,1:- all 50 c:1,c:,. a!:hocgh 1h~rc: we :-,: 
!small d11!\:rc111.:~"'\ 111 1hi: rcl:J1ivc r:1nk, ,,f t! ;c:~~ v:,ri~b!,:-. . 
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DisC".ission 

. r·' !h,s ~~plor:uory C::lSC:-<:Ontrol study. the c:lemcnt o( 

i . :cr-,:-~u.:il lir .. '"'.\l) le mosr stron,ly associated with the 
~c:urrcnc:c of Kaposi's suc:orr.:i and pneumoc:ys&is pn'cu­
monia w::, _:~)1isJ0.n: c,f ~~.£l!l c:_oi:u~ct with lar ~ numbcn 
o!' r.ulc p:i. ne~ . 3t . . • men an.:e. w 1c .1c1 lt3tes 
m~~~ !;!'J!!~'?s2.0J. p:artncrs. was also i1npgaHl. 
Oti.er signilk:ant risk fa.:tors indudc:d :i history of syphi­
lis .ind hc:p:ititis other tha~ hc:;,:uitis B and the: use of 
,·:arious iUii:it subst:anc:c:s. A simil:ar lifestyle: hu been de:• 
zcribc:d in sc:vc:ral c:linic:al and labor:ucry studies of Kapo-

. si"s S3rc:oma and pneumoc:ystis pneumonia in homosexu:IJ 
m.:n (!I. 14-16) :is well 35 in another c:ue-cc:.:rol study o!' 
homosexu:i! men with Kaposi's s:arco~ (17). 

Oi:I'c:rcn.:.cs bc:twc:cn cases and controls were: seen. de­
spire i."ltcntional selection of controls from homosexually 
acii~c populations and possible misclassific::uion of some 
controls. Rc:aarding selection. ~ found Jarzs dilfrrcnco 
~ ~;~~i~~l1L~~_;on of iwoiF.ircs o~ 
the controls from sexually tr:ins:r.:ttcd discisc clinics,. a 
~~.P _Epcc:ed to fuive m.uiy SCJtu:IJ par.ncn. Reg:u-d1n1 
~iltQtion. w~n "If! 6c2:i.'l-fh1S study. we usumed 
that a :tom~xu:d man who did not have ~posi's sarco­
ma or pnc:umoc:ystis pneumonia would not have acquired 
immunodeficiency and. therefore. could be selected as • 
control. s~bs...-qucnt repons have shown. hcwevcr. that 
SO,.te :ipparc:ntly hea1thy homosexwd men have: abnor­
miies o( c:el!u!ar immunity (18-20). We confirmed the 
J:._-.c .. c.: o{ such abnormalities. defined as diminished 
01:mbc:rs of T-helpcr/induccr cells or abnormal mito6cn 
or :.r.tizer. respo~ in a lymphocyte tr:ansformation as­
say. in four or the 2:? controls we srudiec ~ ~0). If these 
immunolopc: abnormalities represent another manifesta• 
tion of the acquired ir.imune deficiency syndrome. then 
some of the c:::mtro!s may have be= mis.:!assitied and 
may have shsre-d the risk factors for the syndrome with 
the C!lSCS. This possibi:ity is currently being evzuuatcd. 
However. t!lc c:itpcctcd imp.set of u.e:se potentis! prob-
14:ms in conuol seJcctic 1 and cJassific:uion would be to 
minimize: dilrerenccs betwC1:n c:t.~ :i_.,A controls rather 
than to crest: false c.,;lcn:nce:s. 

Our siu<!y was lar1eiy a st~.:y of cases with ~posi•s 
urcon1a rat!:er th:ui th<Y...e 11,ith pncumo..1 -stis pneumo­
rJA. n.:s focus wa.s a com,eque1ce of the small number of 
living hom~t:a.J m~ .. with ,.;.cumoc:ystis pneumoni.t 
when the ~.udy scutcd. Homosexual men with Kaposi•s 
11'.rcotn~ &:l•1 pncumocy11is pneu:-:· ~!1ia have si •••• :.u im­
tnunol."•':: abr.onnaiitia, ahl,cugf: tho!e patient£ with 
pncumocy,stir. rnc:..im..:,ni• alone lend to be more V'-''" '.",· !y 
immun()supprc:.r.c:d (6-S, 16). TI,,~ ~3ticnt.s haJ :.:,.;th 
Ka;x,si•s ~coma. a11d pr.cu. . ·istis r·· ··:rnoni:a at the 
st;ut of our study, and two or hers who h~d Kapo::i's s.ar­
.;or.:::. :t tte time or their inrc:rvicw were subsequently 
reported to hnc dc\·c:lupcd pnc:umo.:ystis pneumonia. 
\,_•ii :i lnr1_1cr m.:mbcr oi cnsC". wi:h pn~umcx-ysr;s pnru­
A.._ ,i:: c:::1 t-.: !-:udicd :11c:! r.n:'\l:,•ud !.cpamtcly from lho~e 
wi~h J::,;:,osi's s~r,·o,~i:i, th: d::e.rc.: of simifarity i:, rir.!~ 
fa::to:- ·. f.,r th~ t·,q:, di:.r:i:;c:-: c:11: ·,1,;t be (u!I:,· C!ti.blii.hcd. 

.-\i1::: ,·.1r,l: p:1r:iculnr lifr.-:;tyle fr;k fo::to.-:;. we.re si:-.:1i/i­
C":!l1lly &~i:,.:,~: ~~tc.Y ,vi lh th" o,:r;u11l~;~cc or !{J~re1~i ' !i ~.nrco-

• 
ma :ind pncumoc:ystis pneumoni.t among ho~osc:xu.tl 
mc:n in this study, a specific: cause of this o.:currence -A·as 
not identified. Scxu:al activity itself may result in expo­
sure to semen. Although incxul:arion o( syn;cneic and 
.tllogcneic: spc:rm:ltozo:i into mice has been reported lo 
C3Usc: immunosupprcssion (21 ), this phenomenon has 
nor been d,~scribcd in hum.1ns. His:ories of syphilis and 
non-B hcp:ititis were signific:intJy associ:ued with K:,.po­
si"s sarcoma an<! pneumoc:ysris pneumoni.t. :ind 13borato­
ry studies also showed :i higher prcv~Jence of antibody to 
Trt:p,.,r:~m:J pa//idum and hcpalit:s A virus in C:3SC:S th:in 
controls (10). Nonetheless. these findi .. .;,:; m.iy simply be 
indic:3tors of a sc:,a:ally active lifestyle:. which includes 
large numbers of scx1:al partr.en and (cal or anal-oral 
exposure:. rather than c::ius:al clues. Similuly. the use of 
illicit su~tanc:c: w.1s commo'ncr for c:ucs than for con­
trols. However. no one s.Jbst:ancc seemed more im;,or12nt 
rt-.an any ether. This pattern of substance: 3buse may be 
another indicator of the lifestyle sh:u-ed by the patients. 

ere not able to confirm the findings of Mannor 
and collc:i cs 7 w ···- · ·- n 
~wccn_~yl_{~-~(noi bu: 1) "nitrite:· ex- ur:·· and the 
deve opm:nt o pos1 s S31'coma in 20 homoscxu:IJ men 
inNcw York City. In our study. nitrite exposure emerged 
as a re!:tivc!y unirnpo:unt variable in t!ie multivariate 
analysis. Fur.her. during pretesting of our questionnaire 
we: found that mcst of the cues 3nd controls did not 
specifically kno.., if they used amyl nitrite or b~tyl nitrite:; 
r:athcr. they c!-..- : :-:bed their nitri,e use in terms of am­
pules ar.d ~be!:~ or unlabeled bottles. 

The occur."· · . : or the 31:quired immune deficiency syn­
drome: in betc:rosexu.:ll inu:ivcnous dru;. abUSetS (7, ~ 
23) and bc:no;,hiliac paticnu (24) has suggested the pos­
sibility th4t the: immunodeficiency may be: =~ by an 
infcctiol.:S agent tnnsm:ttcd through blood or blood 
products. Intnvc:1ous drug use was 11ncomm9n fer the 
homoscxu:il c3SCS we s:ucied. However, recu.l muc:or...:u 
lesions. usually inc:ludin~.iuctate bleeding points. have 
been reported to occur in homcse.:tual men with pc:nis­
tC"' · · . . ,:,3titis B virus infection (25). Hepatitis B surface 
: .:tigen c:in be detected ir. 0 -«:mc::s ta.ken free the le­
sions and in feces. Thus. parcntenl tr:insmission o( infec­
tious agents c:u-ricd in blood c::in 9CCUr during scxu:u ac­
tivities involving an3.l c.,:pcsurc. If an infectious agent. 
C31Tied in blood. is found to pl2y a role in the ccvelop­
,-~ ~nt of ac:qu, .. ~ cellulz.r immunoddicic:ncy. thcr • ...;1e 
br,e nurnbc: • , sex partners and anal c:Jtposures ~4Cn 

am-:-·-~ patients with K.iposi's urcoma snd pncum~~tis 
r,neumoni.t in our study would hAvc pixed them :t in­
... ;.; ·•::.cd risk for C.'tf..O-~"--~ , .) such an ae,em. The t~ ;lochc­
si.s thnt a sexually tr:.ns;niucd inf~tious agent plsys a 
c:sus.:itive role rcc::ivcd suppc:-t rrom the recent descrip­
tion or a "cluster" cf sexually rclau:,;i homoscxusl pa• 
ticnts with K~posi's sarcom:i ::.-1d pneu:r:ocy~tis pncu:nr,­
riia in southern w!ifo1 ...... (26). 

The r.pp;u er.t 2:;sn.:il'tio:, or Ir~li~n :rnci::.try with K:!• 
posi's S~I com~ in· ot:r study is of interc~t b:c~u~e or the 
k,:ow11 ~~so6:11i,:m n( lloli:in :tn-:e!.try ond "cb,~ic" 1::i-
1-osi's s..,rcoma oi d.lcdy 1:~C'O (::::7) . F, ic:dmari-l:.icn and 
~~:::o.:i:it~ ( 16) repurte.1 th~t t-01!i ho:m .. ~c:u:al m:n wilh 
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"K.iposi"s sar::om:a a:1d betcro--..cxuru men 11.-ith "classic" 

K.-.posi"s s;ircom:a in New York City h:a,·e :in ir.cre~ 
f'rcqucncy or the 1-!LA•DR5 antizcn compared with eth­

.-nic:."llly unmatched controls. Bc:c:iusc this HLA type is 
· rel:ativc!y common among Italians (the gene frequency is 
. 0.199; the phenotype frcqucnc:y is 0.36) (28). m:uching 
, for ethnicity would be vaJu:,.blc in future studies to ex• 

plorc the so:::-ce or this assoc:i:ation. 
. '\\'c c:onc!..:dc t~t the occurrence cf Kaposi"s wco~ .. 

~d pncumocys:is pncumoni:a in the homosexual mc:n we 
have studied is ~-•'5ocfatcd with certain aspects or their 
lifc:stylc. Although tl:c number o{ SCAU:U partners scc:r.s 
t~. ~~¢c;_ _ mos5_ ~J!-:·?.~(~s-~~f?ct~r..::_wc 'cin~ot ciclu<f e 
the possibility that other highly corrcl:ated v3ri:ablcs. such 
a:. il:icit drug use. pby some role · · the dev,!opment of 
thes.c illnesses. The powble risk r~rors identified in this 
st-Jdy should be eumincd in more dct3il in future stud­
ies. However. the r.:ic:ming or cr,idcmi.ol.lg;c risk f:ictors 
for Kapo-... , s:1rcor:-"\ and pneum"'---ystis pneumoni:a m:ay 
not bcoe:ome fuUy clear until labor:atory lnvcstiaaci,~:~$ dis­
cover rhc c:ausc of r!lc underlying acquired immunodefici­
ency. 

Aps,.ndix 
To idcnci(y variat+~ l)O(endally auoc:iaced wirh risk of dis­

ows. the J.1ta of the. ~ ... .;aws desi111:ued u havinc lupou'1 
a.:ar.:oma. pncum0t.'1'Ui1 pneun1o>nia. or boch • .:,·e c:ump:ucJ 
wirb thus. rrom the 120 poncrola rrom clini.::s and pnvacc pr:ac:­
tices. In aJdicion. rhe variables or rhe sub..:c of J9 c:ucs with 
Ka~•• tueorna and those o( their c:ontrola i.,c:c :: .ilyzed 
scpancely: ti._. : were coo rcw ~ wi,h pncumocysci5 pc.::.,• 
IIWfli• or boch illnesses co be analyzed wparaccly. 

The limired numb...-r or as.a nec:ssiu1cd reducin1 the 130 
nrubles on the qt.cstionn:sire to a sm1llct number or variables 
r.:-r analysis. By combining variables and dimina1in1 varubles 
,.,,n low dispersion ( (or cu.-nple. ir all c::ucs and c:oncrols an• 
swcrcd .. no" to a qucs1ion). 32 SlUdy variables were c:rated. To 
red11ee lurther the numba' of variables ror ui~ysi5, we used 
(~or analysis (p, ... .:ipal ucs method) (11). Each (actor is a 
wciihtl:d .:ombination of variables. For interpretation or a (ac­
tor, thOIC \i&rubles with weipts (c:ocfflcimta) havi;- . .:; n.n a~ 
bic value or 0.2 or grater ..-ere defined co be rhc mOIC impOC'• 
\al:t elemmu in tbe (.cior. 

Two analytic approaches were used: grouped and ungrouped 
fac:tor a,i~!v~is. In the lint arprcacll. arouped (actor uialysis. 
me.~: v ... -~:es 111er-e canifte\1 inro (-,ur c:itqories: sociodemo­
s:,.phic. illness and thcr:apy. use or illicic subs,anccs. and suuaJ 
behavior. For each c:11eiory or v:iriablcs, a s.ct or .sicnif.c:ant 
!.ctor1111as sclec:ed (th:it is, the vanan.:c o( each (actor selected 
• ·n ire:11cr rhan .;~ • ~. This approach f.lcilit.:ares the in1crprc11-
'""" o( r:actol"S. bur i;norcs 1he .:orrc!:uion structure between 
~an:bles in d1ff'crent c:ucgorics. In the s«ond approach. we 
a~,.,:;~.;1 uniroui)Cd f,1.:tor analy,is to 1hc entire set or 32 vari­
,.t,~ This :1ppro11.;h considcn the corr-'. .. ion sinicture among 
&.'! J: vui:,blcs. buc may produce fac:nn that arc difficult 10 

11Ut'f;:;ret. Fourteen r:act~rs were obcain.:d usin;i 1roupcd r.:a.:tor 
a:-.l'Jysis and 12 were C\b1aincd usinc ur.groupcJ r.1ctor an,1lysi5. 

S..ib--<:qu~:uiy. a forward sce;,wisc ~lc.::ion r,r1Xcdure u,ing a 
l=r 1,-,gi,li.: rc1rcuinn c~ua1io11 for m:111:hcd d:ua ( 12. lJ) 
•:11. ll!IC.! 10 Klcct tho!.C crouped am! un;rourcd factor. 1h:11 
• ·ere- 1mr,c,rtan1 ,n the Je,·dnpmcnt or Kar<-si's ~rcoma or 
f'C'C"JfflOC')',1:s r,ncur.ionia. Grouped and uni;roupcd (.ai.:ton 
•ere an:1ly1.ed s~:ir.:a:cly Fif't. ;a ~c;,:ir:i1c linc~r fr_,gisau: rcr.r~­
,1on c~ua·llm w:is :i1:cJ for c:Ji.:h factor. From .::ich cqu:u:on. 
rhc value oi rr.:1 .umi7ed lor, lii..c li! .. -,.-..J. ;a me:t~urc or rhc ,1rcng1h 
c'f :1~~.")C1Jlllln t-c1wcen 1hc 1.1.:11,r :ir,cJ rhc: prob:.1h1li1y nf deveJ,,p• 
m~ din,:-.~. ""as dcte~m incd. On,:(' 1h.- f.1,::,,r v.,rh rhc: l',igi.c:~.1 
m.l\1:111 ; cd ?v.; l,lo.chl'. ~1<J 11:iJ bc:l'.'n f,,un.J . ,er:ir:11c: l:1,c:1r log,~-

'< ·• 
tic rc;rosion ~u:uicns were fttted to all p:a:rs or this (actor .:ar.d 
e:sch i;.cher .r:lctor. The cqi:ation with the l:ir3c:st value or malli• 
mi:ed log liLelihcod was selected. w that the new (:a.:tor in lhc 
cqua:ion h:id the sctcnd strongC'\t elfect on developing illnCS$. 
Ad~inc or:c factor at a time. the preceding procedure w:.s re­
pe:,red until the increue in maximized 101 likclihetX wu no 
longCf' si6nillc:mt a, the ,~ lcvd (of 1/2 chi square with one 
dcsrc: or rrttdom). The ftnaJ cqua:ion conraincd all (&cton · 
signilicantly :lfoxiatcd with illness: the re!:ati"e strength or :as• 
socia1ion was t!-:rcnnincd by the order in which the ra.:tors were 
sclc.:ced. 

· For the ba~ltw:ird selection procedure. a linear logistic rc--
1rcssion cqu~ion wu lined to the entire • · • or srou~ or un• 
1rou:--~ f:M:tors ar.d the value or the maximized log likelihood 
wllS c:.:alci.la1cd. Then, scpo.nre equations 111c::c fttted 10 1ets con• 
tainin1 all but one (actor. Tl:e (.;.."UH' abscn& in tt,: set wirh the 
sm3.llcst reduction in the w:!uc o{ muimi:- • -~ log likelihood 
(rela1ive to the muimized Jos likelihood or the mtirc set) was 
determined to ~ the le:ast siv,ifant (:.ctor. The pro.:edurc .,.as 
rhcn ~ted until tl-.c rc:r.ov~ o( a (.sc:tcr produced a red~­
tion in the value or the m.uirnizcd leg likelihood w!:ich ..-as 
sicnitlcant at the,~ levc.i (of 1/: chi tc;us:e wi1h one dcarec or 
rrftdom). The rcsulcinz 5Ct contained a!l racton si1ni1ic.:i,uty 
ass«:•,:,..J 'Nitb illness. 

Subscqumdy, we :ipplid the (or-ward sc!e-;rion proccdi.rc ro 
the set or·32 individual variables. However. bec:iusc or the small 
s:unpl• size. this analysis or ind.i~u:I ··~rubles is viewed :a.s 
supplementary lO the analysis or (.1,.::on. '!"-• small sample size 
also :,rcvcnred the use or the bac:k.ward sc!c.;::::::i procedure on 
indiviJu:il variables. 
ACKNOWlEDGMENTS. The authcn 1l111nk On. Ril.:hard Cohctt. Joel 
Ciat1.._ J~II O,cy(ua. t....,rffll.'C °""""'- llonall) Gro~,man. KMinc1n tJ11-
1er ... wf 01111,.I ~'illiUI, Ille Chcloca 5-Jl.'.>ai Hyzjcoc Clir.1c:, an.S Ille Cay 
Mni·, Hnhll l'roje,:1, New Yon. New Yon; 01"1. Ka1ncd1 Barn&. )ll)Nfl 

Bclo1.n. Jlich:lrJ Hal\11, anJ William Owc:i. and 1hc $.in Fran~\o.0 C11y Cin­
ic:. Sen Fran..i..:<>. Co11if,,n.~; Drt. E"'•" ln,..,11. Paul K,1111. anJ lc,,r.a 
Kun11Jiy, Ille C•Y and l.eotaA Co)lnmiaruty Scr1,- C•n•cr. 1hc s.~ually 
T,-nur.111ed Otw.L-a Tre:aunc,11 anJ Tro1,n,n1 Center. and 1hc "'-' cs& Hully­
wo,)J He:alth Cai1er. ~ Ancel& Co1li(onua: DrL J~ Sr.;,uJc ~ !lbr• 
prct Mcrmrn. and 1he Seaually Tranffllincd O.w:a\e Clinoc: o( 1he CcK.a!b 
COW11y Hnllh D,q,a,tmc,u. 41WIIL Ccorz,a. (« 1i..r MSKtanc:e ,a ,;oac,ol 

sclccuon: Kcily BuswlL Eliubc:h Ro.,i~ Susan S,;Jwct. Donnie W;,JJ.ff. and 
Akbar Z.idi ror 1hcir Kat1sucal :an11;1a""a: and On. fahn Bc11M11. Wa1c.r 
Cuna. and J. Mic:hu.l Lana (,)t 111cir conau!Qrioa. 

• • R.equevs ror rr,,rin11 should be ad.lrftWd 10 Harol<.1 W. Jaffe. M.D , AID-5 
Acti'Wity, .. : ... C&nlcn for OiMUC Conaffll. 1600 Cl1non Ro.ad, KL. A•• 
lane&. CA JOJJJ. ' 
References 

I. CE!'f':1:as l'OR OIUASI! CONTIIOL. ?neumoc_,.,,;,. pncwnonia-Los An• 
1clcs. Morlnd Morral W«Jc/y Rq,. 1911:JC>.2..~2. 

2. Cu•Tl!RS l'OR OISl!ASIE CONTROL. KapJSi's sarcoma and l'rtr.Jmo.:ys:,s 
pne1:moma arnons homo.e!\ual men-Sc--, York City and Co1liforn&&. 
.',f.,rt,,d ,\,fo)rfa/ W«lcly Rq,. 19111:30:JO,.&. 

. J . CU•TUS m• DISEASE. CoN'-raOL. Foll.,w-up on KapoM's sara:om:a and 
?neumo,:_vs111 pneumonia. 11,(.,,b,d .\t.Jrr:a/ 14'tt.1.I.>· Re;,. lt;II\ I .~0:40Q.10. 

, . CENTEas Foa 01~F"Sf CoNTam T~sw. Fo•c1: oi. IC"-•·s SAttC0"4A 
... ,.o 0Pf'OII TUNISTIC , .. •F.CTl0"'S. Ep1dcm1olo1oc .1•~11 .,, lhe ,un-cnr 
ou1ornlr. o( Kap.x1'1 "'"'"ma an<.I Clpponun~u.: 1n(c,;u-,n,._ N Enil J 
M.-.1. IQM:.J06:10-,2. 

, . FIIIF0"4AN•Klt.!'< AE. Oi,~1na1ed Kafl""•·• -.ar.:nm:a ,ynJrc,mc ,n 
1~n1 hnm,._.,,,.., men. J Am A•·~ ~rm,,rc,i. l'llll .5:•bi•71. 

II. Con-11111·Ms. ScHP.IIH R. . X "HANa..l II H!l.t . ~ .JI. Pnc,umno..·.nr,_, .-Jr:n11 
pn~umoru,. ~nd mu..:,J"lrwl ..:2n.Jidi:ia,,, in rrc,·i,,u,i'°· he-~ith) h.um,tooc:\u;,aJ 
men. c,,,Jcn.:c n( a new .,quired ,cllul;tr 1mr•· -.,>Jcf...:1cn,y ,V Ent/ J 
,\I.-.J. 1oi11 .J05:1-';,.JI . 

7. M •~~·• II . Mll ' Hl'.I 15 !I.IA. Gttl I NI JR. ct .I. An ,>ulht1':ll.. ,1f,,immun1• 
1y-acqutrfti PnnJm,-.·.,·""" ,:~nn,i rn~ur.1on1~- 1n111;.al m.1.n1fC"\ro1t1nn ,., 
ccllul:ar ,mmunc dy,fun.:uon . .-.: Er:z1I J .\1.-.:J. ! Qg 1.J05: 1-'.11 -1. 

I . S11 ,; ... , FI'. l.orl' Z C. HAM'11· • CS. n JI . S.:,.-rc .11.:'!Ulrcd 1mmum,-k1i­
._·,irn..:y in m,1lc l'u,m,""C:\ual,. m.:an,r~,..,-J t,~ lo.'.hr,,n,~ ~n.;,u1~l uki:r.uoc 
h.,,~ "m:,i" I~ -'"'"· l'w' Ent/ J .\f.-.J. I~~ 1-.~0~,I~ .:~~-' 

q C1 !"-4 .lt llS 1cu1 r.>1~1 ,~1 Cn,-;11:,u L'['IC,!ar~ t tn .11o..~u1r"t.J 1rnmun.: J ..-t i­
c ,~nc y ,yn,1:omir (AlOS)-l'n11c\J St.ale.-"'\ . . \t.,,,..,J \/,,rt .JI ~(-ri/.l A'..:r 
lq~_: _JJ : ~O~- • . ~I.•~ 

10 Roc.,t ;::~ ,:r-. \(, , 111-,'\ D~1 . S11"" 011 JA. . c:f .al ,Ju,,r..il ... ·a .....- -,:1,,· t r, , i 
~ 



( . 
' . 

l 

... :\I,;, I 11: I'.'1 b I h , .. ~ \\ 11 !! ",,1 ''.\: . , .. ·.~111 l) ·.\I · ·~ llt ' ·'" 1"-il· Xl ·_\I .\U '.\: 

Iii 11to,,1 : .. \I .\IIS . . \',1 , lll · I I H1 1 ·,l ·\t · ,1 \\1 1.\\l -~.: .\Jll'.\:111,,, 

Ill ~ .. n .,, .\\I• I t!t ! 111 \J.111 t : l'.\11 . f.\~1 -.\ t<Y .\\ .'\kl ·11. ) lJS,.! .\" .&> 

),\Sl".\k', .\l ,\Kl II. Ill~ l 

llnt1,1h· "11,11 

own 

(.-n-,\i.·,1c.l, . !t,-( 1 ! "ti l..!1111(:'{ .;/J 

IJn• .\\J" 11, l•t--; -i ~I I .:'ih, : tl -1· .iJ 

I kh·1u,-.·,a.1I 
m,·n 

\I I ·,•.'"l"i_'.t (II ·-"} 

_-;s._;"l \'I (/ll·!J} 

, 

~ • 04 : hl ' 

l\1: ·1Hlf,'tl • 1; 

,,,.:. 1-:· ,u::-,,, 

AIDS. II ~Pl'-'Jr, 1h.11 s.iam· hnnM1,..-,·u:.I 1111.·n mal' h,: up1in1,: Jin 
mnrr nm, .... rv.11i-. t· ~1.·xu;al !ih- ~1\-k,. 'l'his i, l'dl,.--.·1nl iu ,k,:liaiu~~ 
r.1h.~ of mln·riu11 ,. 11h .,· ::, ,n. 1rr/,,i, ·,,, ·. h •~ hk,:I~· 1h,11 1.1h:, nl uth-.·1 

!K'X11;ilh- 11.111"11i11.-,l ,h"··1"" :tll' •~·1111• ,i1111l.11'1)' :ilk, 11·. I ·""' th;il 
lmHI , .. -... h·-,1:.1,· 1ao:,·, will 1'1: 1<·:1, h.-.1 . 

.... r,t••nttn1u,.\1'-,l .. ,1;, ll: u , ,lu,m, lh·• .t\4·, •• 

l"no·1.r"1 "· 1ol t. 1,I, ,: ~:., Jh,.!1 11 '.\. ":k,,C .,·nkt, 
,ukl 1,~,1,\•·1 I h'- .,.., •. I on• 1u, ;""· · \ k 1· . 

lkm,·1.l '.nlo .. .J •. •.: • .. 11&, I ' °'\ 

PAS.°'l\'E ASAI. l'.'liTEKC:Ol'HSE A.°' A KISK l'ACl'<)H 
FOK All>S l!li HOMOSEXUAi. Ml~N 

Sut,-Rc.:cn1 rcpurti han· inJ1,a1,-J 1ha1 p:l!<si\'e ir,-.:1:ptiw) anal 
inh:r.:uur~c fflJ)' h,: a ,i~nifoam ri,k fa,:10r for a,:,111ir,·J i11111111111> 
tklkien,·y ,y11Jw1rn: (,\JI lS). ,.~ In nur '1uJ,· 111'~0 hn1111-...·sual 111t·11 
v.i1h Alils. :111,I 1-1~ ai:,·. 1a,·,·. an.I ,i,;· uf.r.-..i,J,11,,· 111.11,h,·.t 
htMlln...:xual 111,·11 wi1h,,,;, ,\IDS. 1 .,,.... ,1Sk,J mauy <111,-,.1in11, ahrn,1 
!ICXU:.I partners :inJ ,p,·<1li.- -.·sua! a,li\'iti,-.. . lndudnl '"" 1h,· 
'!"'''"""· ·•cu11•i,k r111J.: all 1h,· ,·p1 .... J,·, "' " 'XUJI l'IOlll:k I Wllh 111:1k 
partner, J11ri1,1,: the pa,1 y,·:1r. ;ih,111 wh.11 r1:1n·111 oJ'rh,-..,. ,·pi"'"'" 
ha,·c in \'olwil . . l~u111I p:11111n pu1h111;:I hi, 1><·111, 111 ,.,,.,, 
rt."1:1!.m::.·• R,·,ro11M."' In lhi, '-llH.:!\1 inn ;11"l1ul an.1I U\l\•fl.'OUIM.0 ,an~nl 
from II ( 1 p:11u·111, .111,l 11 .. ,11,1111') tn IINr\;. ( I ra1i,·111•, :111,I h 
.:11111rots1. 

\X"l11·11 1,· ~p• •!1•., •, lt,11 :1 1111 1U p .11 :1111 ·. \\nt · ,111up;11nl ,-. 11h 1111· 

n'°'puwu·, nl .111 I l'l ,u1111nh ltthluila.•: ~ .'\ lll'l!\Ull.11 hu·uil, \\hu 

""'". nu1 ,,.,u.il p .111111 ·1 •. ol 1'·11 11 111 · •• 11 11.1t1n11·. 11I 1'fl\.1li 

ph~·~h j.,l•1·, •.•• h,1 •., .. -1 , · ll11! , ?: : Pith •• ll y !II. ~md ·,x p:1lh 0 llh ul l'lllilh 
h,·ahl: 1. Jm:, , ,, h11 it :1. I ··• •·••·ill 111nlh .11 't"I \'it 1· 1111 •.1· \ 11 .1lh 
f1.1u:,111111nl d ,v ·" ' '', ), 1111 ~-1:· 11ilh ,1111 d1lt.11 ·11, , ·, \\1 ·1• l,,uu. l 

S111,d.11 h ·. •I i i I, 1 11 . , ·. 111 :, .. . 11 :· . 11: 1•.r .• .. n, ;11, . 11 1111.-., , 11 :1 ·.• lo ·.1, , 11 ,°' 
S111d, 1i: ·,' 1:·•.1 ·., . I • : 11• : ·. 1; ' ! ,ll h .1111 \\ Iii It ., 11 )S 1•,1111 111 . (llt• .111 I '" ;. ~ 

\\Th· ,n111p.11nl \\llh rl1111 llw 111:, ( I ," .. I rn •.u1h p11\' :11i · p1.1, 11, , ­

(•ltt' '.-:.) ,,, p11hl, .. '111th ( \ r·: ., '· llfll rul , \\ "hen .li1ah•~ ·d I·~ llu· 1! 1• I lind 
nf Ai•ulld~ 1 u,, d1J1 ,·: , th, ., •.1 ,·r, ii, •ti ·~ 1, ·,I 111 th •: a1111111111 ol 11,1•,•. 1\, 

.anal 11ll,hu111,,· (-.11n ;,, - 11,·•.~. - hr .. .. . 11111 • /11· · .. . ,,,·p111hd I• \ 1111· 

ltu11 1.;lll't1rn1t·~11l 1n ,pu1 a k111 . 

Al:ho111•h IIU d1 tl 1 h 11 . . ·· \ '.t 11 · d , .l11, .·1, ·d 1111 1111 · p1111•· ••l11111 ol 
pa,,I\, ;111~d 1·xpu~111, ·, 11·1tt11tnl hv p:111, 111'. .md 111.11, 111 ·,I ,u1111,1l • •. 

1 lu: lllh'I a• I 11111111 p1,11tt•1 I 1111 ; ,,I pa, ,1,, .111 .,I ,·\:._•!'-1111 ·, .11hl 1u1111l1ot·1 

of Jillrh:nt mak p .1111H·t~ 111 llll' \l' ;tJ h :,:1111,· on~l'I of ~~·111p1rnu'.\ 111 

p;1111.:111~ 111~1~· h ;1n : h1..T11 ;111 1111p1111.1111 1i,l: 1;1,1nr hu ,\II)~. 
Al\:urJ1ng ht thl· t·h:,1 Jl·~ull'.\. p~1:i1..·nl!-- ho1J ~i~!111Jk,1n1h 111111\.: 

panr~,·r~ in~vrl p...·n i:i,,,,·!\ 11u111111:ir rn 1.,(111·. (1111·.111 · 11.'. pa11111"1 ~, 1h.111 
their fri-.·11d'.' ('"'i')~ p11,·~11,· p1a,11-:t,/{111111t1I, l.!K}, ,11 p11hl11 , li11h 

\.'11111111!, ,,, 1) 1111\A.1 ' \ '1•1 . I 11"' 1. ,h11J.1111111 .111 ,11\ ~1·, 111d11 ...... t I l1.1l l lt 1 

rd;.,111011 ll\·IV.l' 1..·11 du: 11111.:ralf1\• ~· v.anahh- and /\JI):"\ v.;I', 11111 

~1,-:n1ti1,, ;1111 •11 thl· 'J~ •~.-:. l,·\·d 11:, unlidl·lh l'. 

Finally. a ?,1o: 1 i,:s ,1f' s1cpwt~\· lu,~1M1~ rq!r,·ssion ;.inalys,·s w.1 ~ duth: 

10 ilS~l·~s 1hc rdatin: in1pnr1a111..,· nl'tlh.· in1cr ,1cti\·\· ,ariahk (pa:-.:i,,,1v1." 

an~l 1111cri:11ursc I inics n11mht:r nf mak pan 11,·rs) as a rl)k la,1111 1<11 

I U,·111, M J·.ill•·\ II '-/ , ,...,1 11 K . 1,1., 11 , fo', \ , - -. 1.,·1 11k 1,uul11 I• .\\, .., , l .. i. .. i , 
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' I.i ll ,· 11\a. ' I. •. K. I h, •111.1, 1· \ . 11 .. ... , ...... JI. ,·t .ii :,,,,; .ll iHU .11 . .. ... , , ., 11 : , , : 111 '.\ ... K., ..... , \ ... ,., -11 . .111, I / ' ,., , . ... ... 1 , ,. , • .J '' '"' 1•1:• ·•1111, .. 11 .• 111 h. ·:i. ..... ·, :, .i l U h : ; 

l· r11~, :1 . 11 : .: " ... . ,, . 1 ... . / ,11 , , ., ,, •. 11,1. ,., . .. , 

-6 .\\,. 1,11 ·1 ., I h , ·, •· " .,,. ,• I, "'" ,J, , .. ,., "' l i,1 ·,t .. ,u .- 11, " " ' '" ' , .1 ,i .. \\ ,.1,1 , i 

11,. , ,,., : I' ' • , ,hr , 7 -1 .. : \ :• I . / •. ,. 1•111 ~- SJII • , .. ,n i' " ' 

,\IDS . \ ':111:ihl,·, 1h:11 " ·p:ir,11,·.t ,\IDS p:11i,·11:s fr,,ni <1!~­

h,,111,,,., ~:11.11 1111.:n 111d1hinf a lu~hH \' ,,t' '.\\Thill-•, IJ1 ••;.· ,u::::!'-
1.> lll\\l) 1•f lil,·tin,-· partners. inscrti1;,: a ti,1 inio •bl' tri'll'i ' ,:: · 

l,;C7i1:11 i•ariii,~r~·•,liiJ"iii~ii,.: ,cxu:il )',!!1!1•" Ill h,11h·h1>1N'>, ;\:' 
one or n ... ,r.· 111 th~,-· ,·J11Jhk-,; hJJ h,:cn ,,ucr,-J int<> Iii~••· 
rt.·krt."!\~iun 1.·,:,1.1lhU1'.\, 11h 1h1111l,·r of1n.1k p.111111..·1~ ,, ho luJ in~•:: .. 
J1l·t1iM.·s il11ll t!ll,' h1,,0llllll~ 1.11 H:"lponJl' llf'.\ \\J·~ nnl siµnali,-;J !: '. 
J.,,..,.·i.nnl \\Ill, ,\IDS al 1h,· 11-:;••:, l.·wl ,,f ,,1111iJ,·11,c . 

In 11111 ,111Jy. p:L~sin anal i111,·r,,,111,..· JiJ 1h•! app,·Jr "' ru• ~~­
hum"" x11.1I m,·11 :II in,r,·a-.·J n,k ''" Jn d,,pmi: ,\I D!'I . I i.,w,·••'· 
:\IDS i, ,Jus,,J h\" a transmi~\ihk ai:cnt. 1hc Jt:cnt ma\" l>l· srr•~ 
from ;m 1nf,.-i,·d ho~• to a ~11~, cpl ihl: parrnc, J:irini: cc~tJi:1 s~,;.. 
a.-ti,·iti,·, . . \., i,1hc.:asc wilhs,· 1!11l~s. h,·pat~•~h~ 
tr;111~11,i11'"' , ,~,·~~~-~--_•:!,·11~.c ~• 1.11,~-~11,pl~u ~!f .,J!!1~~1_,·~•:.:,~:- · 

~"" 111 in-.·H·aM.· th\' "·h;nh.l"~ ol' o1-.qui1111t.:. .-\11 >S. lnt1mJ1"· ~·, :.­
, ~k ,-,\·i1h p.n 11·1"1 ~ \\Ji,; IIUJ~·hi . h.n·-.·-:Tifl~ ~hould I"· .n·,,:,~ .. 
Fur1h,·mk•l1". h"ll"'"-'XU:11 111\:ll •,huuld he ;I\\JH" 1ha1 1h, r,,; 
a':'.11iii-;i"i;:: ';\l~ri,-r.-:1,..., with an in,1,·;L,inJ.: 'numh,:r ,,f ,1:IT.-: -· 

5'.'~.£:!'!!~ . 
.\11•~ .\- 11\1: . 

I n1h·1 lo•: h1h, ••"'" I IN~-, . 
I n1h·1,k" It,., .,.., I , .. 1111 ,:. 

At!~ut,1. t u ·111, :u \•• I l ,. t •~.\ 

HlOI> :\1.1.EH(i\" 

S1w . \\', :irpr,·,i:11, 1lw ,,11n111,·n1' .,f I >r lt,rp,:r.· ()uh ~- I": 
:1l•ll1I "'" ,1111, t.- i--..,.1 .\lk1;:I' · 11"" ,\\11, h 1111lw ,\\111,l•l,l11n,; 
L?'i'i). I lnwn l'I. ~111 ~;.• uf lwr l'I 111"·1~in~ ah· hJ.,,•J ,m , . .-rr~•i:\· 
a~s111t1pl1t'll'.\ ;1!"1111 h11\, . \\\' -.h,i th\· ~llhh·. \\ lu-. h w.1~ d1.·,af:>'. 
~•,:rk. h111 l~uk,I lu ti11d. l ' \ 1,k11u· 1 h.11 p,·., hulo,-:h al~~ 1111111•:::, · 
1lu· ,l111',: 1,·~1d1 ,,1 1t"'11I h~·1,·1!'-i,·11,1!1\'II\· . 

\X"t· tlfh."l" 1h.11 111.10~· l'l~llh .• 1d\'1 ·t~· ll'~h fllllh hi 1t11tJ ,I" . 

i1111111111ul,,1 ~1 ... ilk l1h ·,h;11nl. ·rhr, I\\\ I:, \\ ,· 1lhi 11,11 .. ,,. 1hr .ti,..,, . 
,,: ,~111 ll' ;1-.t1u11, , ,, 1,·,1~t1l'.'lo1 ' hi ,1111u.i,•h, ~1ll ht "p1, 1H "' 

p .1lln11' 1h11 a11: 11'.I, 1, lt1 · h .1lh· . . 1, l:q ' j"• 11 ,1..-,•,·•.1-. \'C p::'.\ :.• 
1 lh·, , · h' .11111 , •• 1:. pu,11 l\1 1 \ hi• lh, 111 '-" '• I II\ 1·, ·1 ,, ·n,i: I\ II\ . -':.' . 

"WI'' ,111 ::•. llw ptoh.11•1, p1,·,,1111 · 1•I l:·1 11,1,h 1h ·d.1H1 ·1•~\ II · 
\\1 ·11 11111 l"~1f1n· . \\ I. 11 :,1nl I,,, h·,1 1.i , . 11·-111n1, 1111 1111•.!· 

11h·, l1a111~1u) h\· ,loi 1l1I, · hliud p1u\ 1t,. ;i l11u1 \1, llh !lw !\.1:r 1\ • 

11111 ; 01111 .11, ,I It\· ,,1,, ,. 11 ·· . 111w 

H1p11111 •,11 •·1 •,,1,1li.1! 1h1 , :,,ul,I. 1-1111 , l,, ·.1·. " • .l1tl,11,il, I : 
, .. I II l.11 • •. !·, 'I.,· .. 11 ,- , I .:·. II • J'.111 \• 111 ·1 .111 · .. •• : llh 1111 1 1 I.),, . ;• 

1, .... 1. ... 11 :-1••11r,· 1 •. ,, .,; 1111•. 111 111.ll\1.tu.i! 1,; ,1\,k :1111111 ·• ,,. , 

·"'"'11111 ·- ul httlo\l Ill d111il•l1 hl111 , l 1t·,i ,. ,11111!.11 lu tl11•, 1 • \', 111, !: 

1'!•"li11nl p11~11n , 1,·,1 111:"'' 011 , 1111 ·11 1t·,111 i,'. 11111h· , aoi. l"Y 
.,ud.11 ·.111111.11 i !11u 111i.-1 , .al ·. \\ ", .1,,1 ·1•11h., : 1•1u,·1k .1l11 1111n1· .. •· 

'" 11 i 1· .. 11tt ·d "' " -11 ~. 111, II\" 111 ··,,1. •. I 1 .. 1 .. ·,11l"l.llh , ·,. i111! 1! 11 11 • . • 

1111, ,· ,rl.,,11, 11111 .. ... 1111•, ~~"'" - 1111011 1, .• , •• ·111. 1: -.h 11 .1 \ .1:1 , :. 

10 .111, p .11 ti. ul .11 1'1 .1, 1·l1t• ,11h,1.1111, .!111 ,,. ,. ,l1111lili- lii1111l 1 ·,I .. 

1 Ii, .. 111•1 1•. 1111 11 ! •, i. ,I,, .uni I h,- , . 111 i, · •. ail ,·. 1.11i., -. ,111 .. ,,,·11 1. ,'.i1 . : 

d1111lu 1h,11 1t·,1:i11~ ,uuld i , · 111;: 111 d1111hli · !,la11,I 1: d1,11ik,I \\.1 :, 

1h,· uni\' n ·Ji,. I, hu ,,·,, ·!al g1 ;111h ul , 111111111.1"·11.11. 

R1p1~·1 .._- 'l'l' tll~ Ill 1111pl \ 1ha1 l'' \ d111lo~1.._ ~,I !'IYlll1'!t11t • · ;,,:;, ,,, 
ftw.._l ,·an 11,·,·,·r I"'· 1,,,·1 hn1 1., ·111 : . , , l11k a\ 1 l·p111a• 1h.11 " 1

: : :. 

'.',,\ 111p1ut11, Illa\ 1... I Ii .. · , •\ ' hii lh t ' hu ,,, ,·, li11r y11h 1,·;h l;1lil' , , . 

, ... ,,. •.11 1111 :• Ill ·. , .... , 11111111 11 .11 ·, : II · • . •. , 1111 · · , •• 1, 1, ., .. '\I I\ 111 11 . 

l...11, ·,, tlw, ,.,. 1, :·· 11111;•, .1 1•. 11111111. ,1 ·,111 ·· 1.1 11 , 1 . h111 \\ 1111 ,l .. l 
fl ••, po11d II• :Ill !d,·1111, .ii I'' q• .11 .11 h•II \\ lh II : h, \ did lill l k111t\\' \d . 

,,1111 .1111uL S11ll'.'lo,·q11l·1ah·, lh"· ··allu ~~ h. ," ,11 \l'llll' ol 1h~· '­

p ~111-.·111, \\"l' I\' -.·url·1I h-~- Ji1-.·i.:1 ,. : .11n11..:111 ,,( 1h,·1 r r~y ... ·h:J" 

J1Mufll.lll\\.". 

I lo\\'l'\'1.:r ,,111..· mtl·;-p;·l'I~ ''i. lr 01 h,:r r .. .-~ul;~. :h..:rc s,·t.:ms 1itti1.·J,·.' 
111;11 ,iil'l ~II\ , li .1llt'• ·, 1 , ,111\1111• 1111111 iii. · ,Ji .11' \ltl~h ,11 h'-k j .l;!, 

(\\ 11;,1 h1..·1 \ 111 ll·i. t ,;, · 11t1: ) •• 11 l nl1~·:1pur...-1111;1i h 11 t1 111.· h .11111l ul 1h •• : ·. 

di, ,·.1,, · th• ·,· .11\· ti, ,1 .!: 11 1· i! 1,111 l ·, 11 . \':· l. ,Ii , · . !i ,: 111 linl 1,,-1h1. t't\·. ;.;, 
\\' llh ,,111, h ,,,. 111l\\' .. ,-1.· }' ,Ill\ llh 1111 d .1111 ~1·1,1 : 1, dtl'I~. ~-\111\'tll \\l'' 
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DECLARATION OF JAMES CHIN, M.D. 

2 I, James Chin, M.D., do hereby make the following 

3 declaration in support of the Application for a Temporary 

4 Restraining Order and Order to Show Cause Re: Preliminary 

5 Injunction. 

6 1. I received my medical training at the State University 

7 of New York, College of Medicine. In 1961, I received a Master 

8 of Public Health Degree from the University of California School 

9 of Public Health, where I specialized in epidemiology. After my 

10 medical training, I had a research fellowship in field studies 

11 and in infectious disease control. I subsequently joined the 

12 State Department of Health, where I was a research epidemiologist 

13 with the California State Viral and Rickettsial Disease 

14 Laboratory and Chief of the Epidemiology Unit of the Department. 

15 I have been involved in the research and public health management 

16 of infectious diseases since 1968, and am certified as a 

17 specialist in general preventive medicine. See my curriculum 

18 vitae, attached as Exhibit 1 and incorporated by reference. 

19 2. At the present time, I am Chief of the Infectious 

20 Disease Section for the State Department of Health Services, and 

21 have served in that capacity since 1970. I am also Chairman of 

22 the Advisory Committee on Immunization Practices, which 

23 formulates immunizati ,ln policy for the entire United States. I 

24 am Associate Editor of the American Public Health Association's 

25 Manual for the Control of Communicable Diseases in Man and editor 

26 of the section on communicable diseases in the Maxy Rosenou 
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textbook on Preventive Medicine and Public Health. 

2 3. In my capacity as Chief of the Infectious Disease 

3 Section for the State Department of Health Services, I am the 

4 state epidemiologist. Thus, I am responsible for the statewide 

5 management and control of infectious diseases of public health 

6 significance. The state epidemiologist's primary responsibility 

7 in the control of infectious disease is surveillance, which 

8 involves determining what the situation is and what the extent of 

9 the problems are. If control of a disease is possible, then the 

10 state epidemiologist is also responsible for developing control 

11 measures, seeing that these measures are implemented, and 

12 evaluating their effectiveness. In performing my control 

13 function, I clearly have to identify risk factors, which can be 

14 defined simply as factors which one group or individual has which 

15 increases · the chances of acquiring a particular disease or 

16 problem in comparison with another group or individual. I then 

17 try either to minimize these risks or to eliminate them. 

18 4. As the state epidemiologist, I have been involved in the 

19 control of just about all infectious, communicable diseases in 

20 California. In particular, my unit has been involved in the 

21 investigation and unraveling of the epidemiology of infant 

22 botulism and we still have some research studies going on in that 

23 area. All infectious diseases are important in my estimation. 

24 But the ones that I have worked on in the past decade that have 

25 tremendous public health impact would be influenza, hepatitis, 

26 toxic shock symdrome, infant botulism and Legionnaire's disease. 

2 
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I currently supervise a unit consisting of about five or six 

2 persons who spend full time on Acquired Immune Deficiency 

3 Syndrome ("AIDS"). This staff includes program managers, field 

4 investigators and statisticians. 

5 5. We maintain very close contact with the Center for 

6 Disease Control c•cDc•) in Atlanta. Before the CDC published its 

7 first report on AIDS in 1981, I received a call from someone 

8 there concerning cases of pneumocystis pneumonia ("PCP") in a 

9 couple of homosexual men in New York City, I believe. The CDC 

10 was just starting to document this problem and not too much was 

11 known about it at the time. But these cases were interesting 

12 because PCP is a disease that up to that point had been 

13 documented and reported only in individuals whose immune systems 

14 were in a compromised state. These new cases of PCP were 

15 occurring ~n apparently healthy homosexual men. At that point, 

16 the problem with a possible immuno-compromised state was not 

17 recognized, but the cases were an initial signal that the problem 

18 was about to unfold. Since that time, there has been rapid 

19 documentation that AIDS was first recognized around 1981 and the 

20 incidence of the disease has increased progressively every year 

21 since then. 

22 6. In about 1982, AIDS first became recognized as a 

23 possible infectious disease. As part of my responsibilities, I 

24 then started statewide surveillance to gather information on this 

25 disease in California. I recall that it was in about March, 

26 1983, that we declared AIDS to be a reportable disease in 

3 I . 
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California under Section 2503 of the California Administrative 

2 Code, which is . a regulation requiring unusual diseases to be 

3 reported. we have continued to use this regulation so that we 

4 can keep monitor the spread of the disease. 

5 7. In California, AIDS is concentrated in two primary 

6 localities - southern California, in the Los Angeles area, and 

7 the Bay Area, primarily around San Francisco. However, with 

a respect to its actual incidence, AIDS is a greater problem in the 

9 San Francisco area. I have seen figures indicating that anywhere 

10 from 60 to 70 percent of gay men who have been tested in San 

11 Francisco have been exposed to or have been infected with the 

12 presumed AIDS agent. In my opinion, this is rather high compared 

13 with other localities. I do not believe the studies are complete 

14 in those other areas, but the San Francisco rate is one of the 

15 highest of which I am aware. 

16 8. In my professional capacity, I am required to keep 

17 abreast of all infectious disease problems. With respect to 

18 AIDS, I try to keep up as much as possible, although I am not 

19 spending full time on AIDS as a lot of other investigators are 

20 and as some members of my staff are. From the published studies 

21 that I have seen, there is no question that AIDS is caused by an 

22 infectious virus that has been recently identified. Transmission 

23 of that virus from person to person appears to be very similar to 

24 the mode of transmission of the hepatitis B virus. Thus, we 

25 believe that transmission is percutaneous, which means that the 

26 virus has to either be injected through the skin or penetrate the 

4 
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mucous membrane. This can occur through blood transfusions, 

2 needle sticks, and the like. The likelihood of a virus 

3 penetrating the mucuous membrane is increased by trauma to the 

4 mucous membrane. Thus, in sexual activity (where basically two 

5 mucous membranes are brought into contact with each other and 

6 then rubbed vigorously), if the virus is present it can be 

7 transmitted from one person to another. 

a 9. The data, to date, report a high incidence of the AIDS 

9 virus in homosexual men, which suggests that homosexual activity 

10 plays a role in its transmission. Although there are some 

11 reports indicating that occasionally the virus might be 

12 · transmitted through heterosexual activities, those reports have 

13 been rare. From my review of the data reported so far, I have 

14 concluded that sexual activity is a risk factor which increases 

15 with the numbers of episodes and contacts. I would say that the 

16 greater the number of sexual contacts a person has, the greater 

17 the chance he or she has of becoming infected with the virus. 

18 Whether sexual activity in and of itself is sufficient for the 

19 development of AIDS in that individual is something that is still 

20 being studied. However, we do know that health care workers who 

21 may be infected with the AIDS virus are not at as high a risk of 

22 developing AIDS as homosexual men. Therefore, whether multiple 

23 sexual encounters in themselves may produce some depres5ion of 

24 the immune system is an area that I think needs to be studied. 

25 10.From what I have been told concerning the types and 

26 numbers of sexual contacts that take place in bathhouses, I would 

say that these activities are a risk factor for AIDS. Before 

5 
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AIDS became a household word, I think the popular conception was 

that the bathhouses in San Francisco were places where anonymous 

3 multiple sexual encounters took place among homosexual men. I am 
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unaware of any specific studies or surveys, but I have had 

discussions with some of our venemaldisease investigators who 

have frequented the bathhouses, both in their official capacity 

and also as undercover investigators. They tell me that 

promiscuous sexual activities are r~mpant in some of the 

bathhouses. Personally, I cannot think of any other type of 

environment or situation that would match the bathhouse 

environment for promiscuous and frequent sexual encounters. Even 

parties in private residences could not generate such huge 

numbers of potential sexual encounters in a single evening. 

11. Based on the evidence I have seen so far, I have 

little doubt that closure of the bathhouses would be a positive 

step in reducing the incidence of AIDS in San Francisco. 

Although I do not believe that this would eliminate the AIDS 

problem, closure would definitely help to reduce the incidence of 

and spread of this disease. 

I declare under penalty of perjury under the laws of the 

State of California that the foregoing is true and correct. 

Executed on October q , 1984, in San Francisco, 

California. 

--
JAMES CHIN)i;" M.D. 

2483D 
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CURRICULUM VITAE 

OF 

JAMES CHIN, M.D. 

• 

Personal Information 

Born : 
Marital Status: 
Citizenship: 

Education 

B.S. 
M.D. 
M.P .H. 

November 29, 1933 - Guangdong, China 
Married 
U.S. A. 

University of Michigan, 1954 (with distinction) 
College of Medicine, State University of New York, 1958 
University of California, 1961 · 

Professional Positions 

1959-1960 

1960-1961 

1961-1962 

1962-1964 

1964-1968 

1968-1970 

*1969 

*1970 

.. 
Public Health Resident 
Berkeley City Health Department, Berkeley~ California 
U.S. Public Health Service - Career Development Program 

_ ,!!.1 vision Qf Spec i a 1 Heal th Services 

Postgraduate studies - School of Public Health 
University of California, Berkeley - MPH Degree (Epidemiology) 
U-. S. Public Health Service - Career Development Program 
Division of Special Health Services 

International Research Fellow, 1-boper Foundation 
University of California Medical Center, San Francisco 
International Center for Medical Research and Training (ICMRT) 

-Epidemiologic studies at the Institute for Medical Research 
Kuala Lumpur, Malaysia - ICMRT 

Research Epidemiologist, Viral & Rickettsial Disease 
Laboratory 
California State Department of Public Hea1th 

Head, General Epidemiology . Unit, Bureau of Communicable 
Disease Control, California State Department of Public Health 

Lecturer in Epidemio1ogy, U. C. School of Public Hea1th, 
Berkeley, California 

Chief, Infectious Disease Section, California Department of 
Health Services 

*Denotes current or continuing appointment and/or membership 
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Curriculum Vitae of • .......__, Chin, M.D. 

Professional Societies or Associations 

*American Public Health Association (APHA), 1959 

*Northern California Public Health Association, 1959 

*Soci ety for Epi demio logic Research, 197 4 

Scientific or Professional Committees 

U. S.-Mexico Tuberculosis Commission, H'69 

! ....... . __ ; 

• Page 2 

Chairman, Bacterial Disease Committee - State and Territorial Epidemiologists, 
1970-1971 

AP.HA Epidemiology Prag.ram Planning Committee, 1970-1971 

*APHA Committee on Control of Communicable Diseases in Man, 1973 . 

Chairman, Panel on, Inhospital Surveillance and Alerting for Infections Related 
to Large Volume Parenterals, 1973 

Centers for Disease Control (CDC)' Advisory Conmi ttee on Eva 1 uat ion of 
l111111Jnizati on Survey, 1974-1975 

CDC Expert Pa~el Meeting on Poliomye~itis, 1975 

Expert Advisory Panel - University of Washington Surveillance Study, 1977 

Armed Forces Epidemiological Board, 1977-1983 

National Immunization Work Group on Research and Development of Vaccines, 1977 

CDC Program and Policy Advisory Committee, 1977-1978, 1980 

Chairman, HEW Work Group on Immunization to Deve 1 op Prevention Cbject i ves for 
the 1980's, 1979 

*National Advisory Committee on lmmu.nization ·Practices (ACIP), 1979 

National Academy of Sciences, Institute of Medicine (ICJ.1) Committee on Toxic 
Shock Syndrome, 1981-1982 

*Chairman, National Advisory Committee on Immunization Practices (ACIP), 1982 

*I01 Committee on National and Int?rnational Priorities for Vaccine Development, 
1982 

*Consultant on Infectious Diseases to the Conference of State and Territorial 
Epidemiologists, 1983 

• *Denotes current or continuing appointment and/or membership 



_Curriculum Vitae. of •~ Chin, M.'D. ·• 
Elected Positions and Awards 

*Diplomate, American Board of Preventive Medicine, 1966 

*American Epidemiology Society, 1973 

Page 3 

Executive Committee, Association of State and Territorial Epidemiologists, 
1973-1980 

Epidemiology Section Council, APHA, 1975-1978 

Distinguished Memoer Award, Northern California Public Health Association, 1977 

Pres i dent, Conference of State and . Territorial Epidemiologists, 1977-1978 

International Health . Activities 

International Research Fellow, Hooper Foundation, UC Medical Center and the 
Institute for Medical Research, Kuala Lumpur, Malaysia, 1961-1964 

U.S. -·Mexico Tuberculosis Comnission, 1969 

-World Health Organization Travel Fellowship to Europe to Review Immunization and 
'r"v? Surveillance Programs, 1973 

' 

Team Leader of a design team to prepare a-project paper for a USAIO funded 
' Childhood Communicable Disease Control Program in Sub-Sahara Africa, Feb-

March 1980 · . 
Chairman of the Centers for Disease Control (CDC)/Association of Schools of 
Public Health (ASPH) Working Group on International Health, 1980-1981 . . 
Short Term WHO Consultant to the Ministry of .Health, Burma, to evaluate the 
public health importance of measles, May 8-June 19, 1983 

Invited participant to attend the Re.public of China's National Development 
Seminar, to review and to make recommendations regarding the infectious 
disease surveillance system in Taiwan, July 18-29, 1983 

*Denotes current or continuing appointment and/or membership 



PUBLICATIONS 

JAMES CHIN, · M.D. 
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1. Chin J: Comparative tuberculin testing in Malaya. Tubercle (Land) 
45:114-124, 1964 

2. Lie-Injo LE, Chin J, Ti TS: Glucose-6-phcsphate dehydrogenase 
deficiency in Brunei, Sabah and Sarawak. Ann h ,TI Genet {Land) 28:173-
176, 1964 

3. Chin J: Absence of Dia in Malayan aborigines. Nature 201:1039, 1964 

4. Pettit JHS, Chin J: Does glucose-6-phosphate dehydrogenase deficiency 
modify the course of leprosy or its treatment? leprosy Review~ 
(4):149-156, 1964 

5~ Lie-Injo LE, Chin J: Abnormal haemoglobulin and glucose-6-phosphate 
dehydrogenase deficiency in ·Malayan aborigines. Nature 204:291-292, 
1964 • · · -

6. Chin J: Haptoglobin and transferrin studi-es in Malaysia. Med J Malaya 
19:71-72, 1964 

7. Chin J, Schmidt NJ, lennette EH, Hanahoe M: Filter paper disc method 
of collecting whole blood for serologic studies in children. Amer J 
Epidemiol 84 {1):74-80, 1965 

8. Chin J, Stallones RA, lennette EH: The effect ·of gamma globulin on 
acute respiratory illness in military recruits. Amer J Epidemiol 86 
(1):193-198, 1966 

9. Chin J, Lennette EH, Schieble JH, Magoffin Rl: Concurrent administra­
tion of live adenovirus, type 4, and live poliovirus type 1-va·ccines. 
Amer J Epidemiol 87 (3):633-642, 1968 

10. Chin J: Viral hepatitis in California. Cal Health 26:7-8, 1968 

11. Chin J, Magoffin RL, Shearer LA, Schieble JH, lennette EH: Field 
evaluation of a respiratory syncytial virus vaccine and a trivalent 
parainfluenza virus vaccine in a pediatric population. Amer J 
Epidemiol 89 (4):449-463, 1969 

12. Chin J: Asian influenza. Cal Health ~:1-2, 1969 

13. Chin J: Meningococcal Disease. Cal Health ~:1-2, 1969 

14. Lennette EH, Chin J, Magoffin Rl: Studies on respiratory disease at 
Fort Ord, California, . 1957-1968. Arch Environ Health .£!_: 321-327, 1970. 

15. Chin J: The Control of Rubella. Cal Med 113:54-55, 1970 
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16. Chin J, Ebbin AJ, Wilson MG, lennette EH: Avoidance of rubella · im­
mun1zation during or shortly before pregnancy. JAMA 215 (4):632-634, 
1971 . 
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9. Chin J: Section editor (Communicable Diseases) for Last J (ed): 
Maxcy-Rosenau Public Health and Preventive Medicine, 12th ed, New York; 
Appleton-Century-Croft (projected publication in 1985) 

10. · Chin J: Associate editor for the 14th edition, Benenson AS (ed) of the 
American Public Health Association's Manual for the Control of 
Communicable Diseases in Man (projected publication in 1985) 

11. Ch i n J: Health Information for International Travel. Chapter in Kass 
EH (ed): Current Therapy in Infectious Diseases, 2nd ed, Boston ; 
Infectious DiseasP. Society of -America (projected publication in 1985 ) 



DECLARATION OF GARY BRUCE TITUS 

2 I, Gary Bruce Titus, M.S.W., do hereby make the following 

3 declaration in Support of the Application for A Temporary 

4 Restraining Order and Order to Show Cause Re: Preliminary 

5 Injunction. 

6 I graduqted from the University of Redland in 1957 with a 

7 B~ A. in Psychology and Education. I thereafter attended t~e 

a University of California at Berkeley where I graduated as an 

9 M~S.W. in 1965~ My fields of expertise in graduate school as 

10 well as in most of my professional career focused upon organizing 

11 and administering social programs with an emphasis upon bringing 

12 the community together and establishing lines of communication 

13 between governmental institutions and members of the community. 

14 I have served in the past as the director and initial 

15 orga~izer of several poverty programs in Fremont, Newark and 

16 Union City. In all of these communities there was no poverty 

17 program when I entered the community and I assumed responsibility 

18 for the organization of these programs. I have engaged in 

19 various other related occupations. In 1974, I first came to work 

20 for the City and County of San Francisco in a community outreach 

21 project as part of Mission Mental Health Center. I worked in the 

22 Eureka and Noe Valley area assisting the Center in establishing 

23 lines of communication with families and individuals in the 

24 community making them aware of the types of programs that were 

25 available, and participating in mental health educational 

26 programs and organizational efforts. 

I I I 
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In July of 1983, I was transferred from the Mission Mental 

2 Health Center to the Department of Public Health's central office 

3 where I was assigned primary responsibility for organizing the 

4 AIDS educational campaign of the Department of Public Health 

5 directed at the affected homosexual population in San Francisco. 

6 My present position is Coordinator of the AIDS Activity Office. 

7 Our primary function has been to develop programs and 

8 contracts with community agencies to educate the affected 

9 population so that they could make informed, intelligent 

10 judgments to protect themselves and the community from AIDS. 

11 I assumed a significant role in formulating the City's 

12 educational policy designed to communicate to the gay community 

13 the nature of the disease, the types of activities that were the 

14 highest risks, those types of activities which could safely be 

15 engaged in, and the general communication with the heterosexual 

16 public regarding the nature of this disease so as to avoid 

17 unnecessary panic. In particular, I am responsible for 

18 establishing and maintaining lines of communication based on 

19 trust and confidence between the affected community and the City 

20 policy makers. 

21 I. 81-82 EARLY ORGANIZATION 

22 In July 1981, the Lesbian and Gay Health Services 

~3 Coordinating Committee of the San Francisco Health Department 

24 began to discuss the emergence of a new epidemic which later 

25 would be known as AIDS. The committee began to plan, organize, 

26 coordinate, educate and lobby for community services at this time , 
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• • 
with community groups, agencies and businesses. Meetings were 

held to teach people how to identify the two diseases known at 

that time: Kaposi's Sarcoma and Pneumocystis carinii pneumonia. 

A. A plan was developed by the committee outlining the 

responsibility of various parts of the Health Department to 

provide services. The first "Screening Protocol and Resource 

and Referral List" manu~l was prepared for distribution to 

service providers~ In July 1982, the AIDS Coordinating Committee 

was organized, and was composed of people involved and interested 

in the provision of services from various community agencies, 

groups and units of the Health Department. 

B. Specialized training was developed and offered to 

health care providers who were professionally involved with the 

epidemic and who needed specific training to understand the 

nature of the epidemic, infection control procedures and problems 

of the affected population. 

II. INITIAL PROGRAM 

In December 1982, the first City and County of San 

Francisco supplemental budget was processed and included the 

following educational components at the San Franciscrr AIDS 

21 Foundation. Funds to provide for: 

22 1. A Hotline: staffed with volunteers to respond to 

23 questions and provide information to the general 

24 population and the populations "at risk." The hotline 

25 also included a Medical Callback Team to follow up on 

26 / / / 
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people who had specific problems and.needed referral 

for evaluation. 

2. Education for Health Providers: To expand 

programs presenting basic information about the 

diseases, infection control procedures and 

psycho-social issues of people with the disease. 

3. Public Forums: Funding for a series of public 

forums to inform the general population that they were 

not at risk for AIDS (reducing fear), and to provide 

more specific information to the population at risk~ 

III. SERVICES EXPANDED 

12 In April 1983, a second supplemental was submitted to, 

13 among other things, increase the capacity of the AIDS Foundation 

14 to deal with the growing epidemic. This growth had brought 

15 increased need for additional services. In September of 1982, 

16 the Foundation's Hotline handled 284 calls and provided 60 

17 medical referrals; in February of 1983, the Hotline handled 432 

18 calls and provided 117 medical referrals. The number of requests 

19 per month received by the Foundation speakers bureau had doubled 

20 since October. In addition as the level of knowledge about AIDS 

21 developed, the demand for more sophisticated educational 

22 materials also grew: it was necessary to develop a series of 

23 brochure~ and expand monthly forums and the number of 

24 professional trainings. As the number of cases increased, the 

25 need for expanded outreach programs became evident. The severity 

26 of the health crisis had to be communicated to the public in an 

4 



-, 
·• • 1 . 

_J 

1 accurate and a responsible manner; the risk reduction guidelines 

2 had to be aggressively publicized in the communities at high 

3 risk. At the same time, the unfounded fear of ~asual contagion 

4 that existed in the community had to be combatted with factual 

5 information about AIDS. 

6 The AIDS Activity Office ~as opened in July 1983 to develop 

7 and coordinate AIDS services within the department and to monitor 

a AIDS related contracts with community agencies. 

9 IV. 

10 

AIDS EDUCATION AND -PREVENTION ACTIVITIES 

As a result of the combined efforts of DPH, community 

11 

12 

13 

14 

agencies and groups, businesses and individuals, the following 

was achieved: 

1. Over 550,000 pieces of literature were distributed. 

2. 7,870 Billboards~ bus placards, bathhouse posters, Safe 

15 Sex advertisements and buttons were placed and/or distributed. 

16 3. 218 forums, seminars, and educational meetings were 

17 held. 

18 4. 34 radio and television presentations were made. 

19 5. The AIDS Hotline responded to 14,900 calls with medical 

20 callback service to 2273 people. 

21 6. Extensive outreach through the use of sidewalk tables 

22 and regular distribution of education materials to 130 gay 

23 

24 

25 

businesses. 

As a result of this educational effort: 

1. We have reduced fear and panic in the entire population. 

26 / / / 
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2. 90% of the "at risk" population know the safe sex 

guidelines. -

3. San Francisco dropped from 2nd to 13th in Gondrrhea in 

the United States. 

In addition, beginning in October, 1983, an educational 

campaign was developd for bathhouses, sex clubs and bookstores 

focused on informing them of the nature of the disease, its 

prevention and getting them to encourage clientele to participate 
,. 

in sexual activity that would not put them at risk of catching 

lO AIDS. The following 5-point program was outlined for bathhouses: 

11 

12 

l. Display of the appropriate AIDS posters. 

2. Distribution of a free condom with an instruction card 

13 and a brief safe sex message to each customer. 

14 

15 

16 

17 

3~ Display of current pamphlets on AIDS. 

4. Posting of appropriate signs in the bathhouses, such as 

"Free Condoms Available," "Shower Before and After Sex". 

S. Participation in and/or sponsorship of special events 

18 
such as a "New Age Sex Week" being planned by the AIDS Foundation. 

19 I have worked to ensure the preparation of brochures, 

20 attended various conferences in the gay community, gone to 

21 meetings of gay organizations, met with owners and operators of 

22 bathhouses, organized communication between doctors and members 

23 

24 

25 

26 

of the gay communir.y. Our primary objective has been to ensure 

that everyone in the gay community is fully informed of the 

nature of this disease and the safe sex guidelines. 

I I I 
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1 My experience with the gay community since the onset of our 

2 educational program leads me to conclude that a very significant 

3 percentage, in excess of 90%, of the gay and bisexual males 

4 residing in San Francisco are aware of the high risk activities. 

5 Furthermore, I am certain that all of the gay businesses we have 

6 worked with operating in the San Francisco community where these 

7 high risks behavior occur are aware of the nature of the disease 

8 and the risks involved. 

9 I declare under penalty of perjury under the laws of the 

10 State of California that the foregoing is true and correct. 

11 Executed on October 10, 1984 at San Francisco, California. 
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7 



2 

3 

• • 
DECLARATION OF WILLIAM AMES ATCHLEY, M.D. 

I, William Ames Atchley, M.D., do hereby make the following 
-

declaration in support of the Application for a Temporary 

4 Restraining Order and Order to Show Cause Re: Preliminary 

5 Injunction. 

6 1. I attended Harvard College and Harvard Medical 

7 School~ and received my M~D~ degree in 1946~ I was at 

8 Columbia-Presbyterian Medical Center from 1946 to 1948, where I 

9 interned from 1946 to 1947 and was an Assistant in Medicine 

10 (Enzymology) from 1947 to 1948. From 1948 to 1950, I was in the 

11 Medical Corps of the United States Army and staff member at Los 

12 - Alamos Scientific Laboratories in New Mexico. From 1950 to 1952, 

13 I was a Visiting Investigator and Merck Fellow at the Rockefeller 

14 Institute for Medical Research in New York City. I was a Junior 

15 

16 

17 

Resident in Medicine at the Veteran's Administration Hospital in 

San Francisco from 1953 to 1954. 

I have been associated with the University of California ·at 

18 San Francisco ("UCSF") since 1952. I was Assistant Resident in 

19 Medicine at the Medical Center from 1952 to 1953. From 1954 to 

20 1955, I was Chief Resident in Medicine and an Instructor in the 

21 Department of Medicine. From 1955 to 1963, I was an Assistant 

22 Professor of Medicine and Assistant Research Physician (Oncology) 

23 at the Schoo~ of Medicine's Cancer Research Institute. From 1963 

24 

25 

26 

to 1969, I was an Associate Professor of Medicine and Associate 

Research Physician (Oncology) at the Cancer Research Institute. 

From 1970 to 1971, I was an Associate Clinical Professor of 
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Medicine. A copy of my curriculum vitae is attached hereto as 

Exhibit land incorporated herein by reference as though fully 

set forth. 

2. At the present time, I am a Clinical Professor of 

Medicine at UCSF, and have been so employed since 1971. I am 

also President of the Medical Staff and a practicing internist. 

As President of the Medical Staff, I supervise the entire medical 

staff organization, which in turn is basically responsible for 

the quality of medical care at the hospital. Our main motivating 

force is to ensure that when a patient comes into the hospital, 

he or she feels that they are getting the very best of care that 

is available. To accomplish this, we have an immense structure 

to credential physicians, delineate their privileges, and review 

their applications for reappointment. We follow all of the 

adverse results, infection control, and utilization of the 

various services. We monitor very carefuly the outcomes of 

various procedures and surgery and monitor performance to a large 

degree in all the other services. In other words, we monitor 

everything that has to do with the quality of patient care. 

3. I first became aware of Acquired Immune Deficiency 

Syndrome ("AIDS") in late 1982. By early 1983, I certainly was 

very much aware of the possibility of AIDS impacting on persons 

other than members of the gay community and other specially 

identified groups because of a number of my patients who had 

received blood transfusions. I specifically recall one of my 

patients who, after receiving blood from a person who 

2 
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subsequently came down with AIDS, came down with AIDS herself and 

2 eventually died from the disease. Witnessing this devastating 

3 illness was a very vivid experience for me because I could see in 

4 this person~ who was not only a patient but also a neighbor and 

5 long-time friend, the day-to-day slow destruction of a human 

6 being. I am sure that it is the same for gay people, except that 

7 it is multiplied by the hundreds instead of the ones. , I view 

8 AIDS as a terrible disease and a serious epidemic right here in 

9 San Francisco. 

10 4. It is quite clear to me and abundantly proven that 

11 this AIDS epidemic has some of its origins in group sexual 

12 practices that have been associated with the spread of this 

13 disease. I believe that there are several sources of contagion 

14 -- perhaps up to thirty bathhouses, sex clubs and associated 

15 places that should be closed down as sources of contagion. I 

16 
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20 
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22 
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26 

concede that if a person wants to kill himself in one way or 

another, I .have no right to intervene. Perhaps one can make that 

argument Qn religious or social grounds but in the current 

climate of civil liberties, it is not my right to tell someone to 

stop destroying himself. But the situation we are facing now is 

not simply one where an individual is doing damage to himself, 

but rather is a situation that harms the entire community. 

In a sense, an in~ividual can cause himself to contract 

AIDS by engaging in behavior that is now known to be high risk. 

He becomes sick and then turns to the community for help. Help 

is freely and compassionately given by doctors, nurses, and other 

3 



health care professionals who, because of their nature, give such 

2 care without any consideration as to who is sick or what illness 

3 they may have. This is a terrible drain on the resources of the 

4 community because the money for hospital care, for medicine, and 

5 for the nurses and doctors has to come out of a budget. Since 

6 there is only so much money that can be budgeted, this means that 

7 the money used to take care of AIDS patients has to be taken away 

8 from other people who need assistance. For example, at the 

9 present time in San Francisco we have a crying need to help 

10 people with mental health problems. Right in the park across the 

11 street from City Hall are people who are sleeping on the ground 

12 and are totally out of it. There has been a severe cutback in 

•13 Medi-Cal and other social services, and it does not seem to me to 

14 be fair for all the money to go to people who are, for all 

15 intents and purposes, knowingly putting themselves at risk of 

16 getting AIDS. At that point, the sexual behavior of the 
() •0 . 

~ · 17 individual starts to wreak havoc on the health of the community 

18 and it is up to doctors and health organizations to try to stop 

19 it by recommending the closure of sources of contagion. 

20 I declare under penalty of perjury under the laws of the 

21 State of California that the foregoing is true and correct. 

22 Executed on October t , 1984, at San Francisco, 

23 California. 

24 
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26 
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Name: 

Born: 

Title: 

Office: 

Home: · 

Education: 

• • 
CURRICULUM VITAE 

William Ames Atchley 

New York, New York, May 17, 1922 

Clinical Professor of Medicine, ·Department of 
Medicine, Universit~ of ;;a+!fornia, San Francisco 
a' /IL 41 Ila, .. .:j- ' l"\N-....« • C. - ~ ~ • 

350 Parn9ssus Avenue - Suite 710 
San Francisco, California 94·117 

·1121 Mar West, Tiburon, California 94920 

· Harvard College,· i943. Harvard Medical School, 
M.D., · 1946. · Intern, Medical Service, Columbia­
Presbyterian Medical Center, 1946-47. Assistant 
in Medicine - (Enzymology), . Columbia-Presbyterian 
Medical Center, 1947-48. Visiting Investigator 
and Merck Fellow~ Rockefeller Institute for _ 
Medical Research, New York, New York, 1950-52. 
Assis.tant Resident . in Medicine, University of 
California Medical Center, San Francisco, Cali­
fornia, 1952~53. Junior Resident in Medicine, 
u.s.v.A.H., San Francisco, California 1953-54. 
Chief Resident in Medicine, University of Cali­
fornia Medical Center, San Francisco, California, 
1954-55. 

Military Service: 

Medical Corps, Army of the United States, First 
Lieutenant to Captain, 1948-50. 

Professional Experience: 

Staff member, Los Alamos Scientific Laboratories, 
Los Alamos, New Mexico, 1948-50. Instructor, 
Department of Medicine, 1954-55; Assistant Pro­
fessor of Medicine, Department of Medicine, and 
Assistant Research Physician (Oncology), Cancer 
Research Institute, University of California 
School of Medicine, 1955-63; Associate Professor 
of Medicine, Department of Medicine, and Associate 
Research Physician (Oncology), Cancer Research 
Institute, University of California, School of 
Medicine, 1963-69. Associate Clinical Professor 
of Medicine, 1970-71; Clinical Professor of 
Medicine, University of California, San Francisco, 
1971-. 
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Honors: 

Societies: 

• _; • . ., 

Exchan.ge Student_ to Westminster School, London, 
1938; -Harvard Prize Scholarship, 1939; Boylston 
Medical Society, 1944; Alpha Omega Alpha, 1946; 
Merck Fellow, 1950-52; Diplomate, American Board 
of Internal Medicine, 1958; Fellow American 
College of Physicians, 1962 

American Association for the Advancement of 
_ Science 
-~rican College of Physicians (Fellow) 

American Federation for Clinical Research 
California Academy of Medicine (President 1976) 
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DECLARATION OF HERMAN UHLEY, M.D. 

I, Herman Uhley, M.D., do hereby make the following 

declaration in support of a Temporary Restraining Order and Order 

to Show Cause Re: Preliminary Injunction. 

1. 

Francisco. 

I am Chief of Staff at Mount Zion Hospital in San 

In my opinion, the epidemic of Acquired Immune 

7 Deticiency Syndrome ("AIDS"), which has afflicted several 

8 patients at our hospital, is a tragedy. 

9 2. Strong evidence has been accumulated indicating that 

10 this disease is sexually transmitted. After consultation with 

11 recognized medical authority, it is my opinion that it is 

12 appropriate to close bathhouses and similar commercial 

13 establishments which facilitate multiple sexual contacts and 

14 enhance the spread of this disease. It will be several years 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

before a preventive vaccine or therapy is available. In the 

meantime, we must take action for the welfare of all parties 

involved to reduce person-to-person transmission of the causative 

virus while continuing our educational and research efforts. 

State 

4249D 

I declare under penalty of perjury under the laws of the 

of California that the foregoing is true and correct. 

Executed on October _!L, 1984, at San Francisco, California. 

NUHLEY, ~-
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DECLARATION OF GLENN MOLYNEAUX, M.D. 

I, Glenn Molyneaux, M.D., do hereby make the following 

declaration in support of the Application for a Temporary 

Restraining Order and Order to Show Cause Re: Preliminary 

Injunction. 

1. I attended college and medical school at the University 

of Illinois~ and graduated with an M~D~ degree in 1945. 

Subsequently, I served for almost three years on active duty as a 

medi6al officer in the United States Navy. On July 1, 1951, I 

completed a three-year residency in Internal Medicine in San 

Francisco~ the first year at St. Luke's Hospital and the last two 

12 · years at the Veteran's Administration Hospital. Since that time, 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

I have practiced internal medicine in San Francisco. 

2. At the present time, I am President of the San 

Francisco Medical- Society and have served on its Board of 

Directors for close to ten years. In addition, I serve on the 

Commission of the Irwin Memorial Blood Bank, which functions as 

its Board of Directors, and on the Advisory Committee to San 

Francisco's Director of Public Health concerning Acquired Immune 

Deficiency Syndrome ("AIDS"). 

3. As a Director of the Irwin Memorial Blood Bank, I have 

been made aware of several instances where there was high 

probability that AIDS was transmitted by blood transfusion. One 

case involved a two year old child, who developed the disease 

after receiving 17 blood transfusions. Investigation revealed 

that one of the individuals who had donated blood received by 
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this child subsequently developed AIDS. Another recent instance 

involved a woman in the Bay area who received blood, developed 

AIDS, and subsequently died of the disease. In that case, one of 

the blood donors also had developed AIDS. The Board of Directors 

of the blood bank has investigated this problem and taken what 

steps it believes are feasible to reduce to a minimum the 

possibility of the transmission of AIDS by blood transfusion. 

4. As President of the San Francisco Medical Society, I 

can report that the Medical Society supports a public health 

policy that will in any way assist in the control of communicable 

disease. At the Medical Society, we believe that AIDS is a very 

serious communicable disease which, as far as we can tell, is one 

that has a 100 percent mortality rate within a few years. It may 

be claimed that sex between two consenting informed adults should 

not be the concern of either other adults or the Department of 

Public Health. Personally, I do not think this view is correct, 

especially in places of business open to the public. Since we 

are as yet unable to identify carriers of AIDS, these persons may 

not be able to give "informed" consent. And we can have no 

assurance that those individuals who engage in such activity will 

always be truthful in their statements made to others with whom 

they engage in sex in the futu~e. I therefore conclude that the 

control of such sexual activities is definitely within the 

province of the Director of Public Health. 

5. AIDS is a disease with an ·estimated incubation period 

of years and is a disease that in all probability takes several 
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years to run its full course. During this period of time an 

individual usually is not productive, and very few of us have the 

insurance or financial background to provide for our own medical 

care in the case of a disease as prolonged as AIP§ • Therefore, 

most AIDS victims sooner or later will end up as a financial 

responsibility of government. In my opinion, this is another 

reason why government should be concerned with the control of the 

disease. 

I declare under penalty of perjury under the laws of the 

State of California that the foregoing is true and correct. 

Executed on October!", 1984 at San Francisco, California. 

'----7 ...... 7-7 
GLENN MOLYNEAUX, 

;c l1'i7-! 
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DECLARATION OF RALPHS. GOLDSMITH, M.D. 

I, Ralph S. Goldsmith, M.D., do hereby make the following 

declaration in support of the Application for a Temporary 

Restraining Order and Order to Show Cause Re: Preliminary 

Injunction. 

1. I attended _the University of Maryland School of 

Medicine, and received my M.D. from that institution in 1954. 

From 1954 to 1958, I did an internship and residency at Walter 

Reed Army Hospital in Washington, D.C., and studied Military 

Medicine and Allied Sciences there from 1958 to 1959. From 1959 

to 1963, I was Chief of the Metabolic Branch, United States Army 

Surgical Research Unit, at Fort Sam Houston and Chief of the 

Endocrine Clinic at Brooke Army Hospital in Texas. From 1963 to 

1968, I was on the faculty of Harvard Medical School, a research 

associate and assisting physician at Boston City Hospital, and 

consultant to the United States Army Institute of Environmental 

Medicine and Leary Laboratory in Natick and Boston, respectively. 

From 1968 to 1974, I was on the faculty of the Mayo Medical 

School and associated with the Mayo Clinic and Mayo Foundation, 

where I was Director of the Clinical Study Unit, Head of the 

Metabolism Research Unit, and a consultant in Endocrinology and 

Internal Medicine. From 1974 to 1977, I was Deputy Chairman, 

23 Department of Medicine, at the University of Texas Health Science 

24 Center in San Antonio, and was a Professor of Medicine at that 

25 institution from 1974 to 1979. I was also associated with the 

26 Audie L. Murphy Veterans Administration Hospital, where I was 
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1 Chief of Medical Service from 1974 to 1977 and Associate Chief of 

2 Staff for Research from 1976 to 1978. In addition, I was an 

' 3 attending physician at Bexar County Hospital and consultant to 

4 Brooke General Hospital in Texas from 1974 to 1979. A copy of my 

5 curriculum vitae is attached hereto as Exhibit 1 and incorporated 

6 herein by reference as though fully set forth. 

7 2. At the present time, I am a Professor of Medicine and 

8 Associate Dean of School of Medicine, University of California at 

9 San Francisco ("UCSF") and Chief of Staff at the Veteran's 

10 Administration Hospital~ I have been so employed since 1979. 

11 Since 1977, I have been the editor of the bimonthly journal 

12 "Metabolic Bone Disease and Related Research." Although I am 

13 employed by the Veteran's Administration and by UCSF, I am 

14 testifying herein in my individual capacity. The views expressed 

15 herein are my own and do not represent official views of either 

16 the Veteran's Administration or UCSF. 

17 · 3. In my capacity as Chief of Staff at the Veteran's 

18 Administration Hospital, my primary responsibility is to 

19 supervise approximately 140 physicians, more than 350 nurses, and 

20 additional staff consisting of social workers, pharmacists, 

21 psychologists and a variety of other specialists. I am also 

22 responsible for overseeing all personnel acti~ities, space 

23 assignments, miscellaneous hospital activities, and the hospital 

24 budget insofar as it involves clinical activities. 

25 / / / 

26 / / / 
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4. As Chief of Staff at the Veteran's Administration 

2 Hospital, I am well aware of the impact tha~ the AIDS epidemic in 

3 San Francisco has had on our hospital budget. The Veteran's 

4 Administration Hospital has a prospective budget that is 

5 determined at the beginning of the year. Therefore, all funds 

6 that are allocated at the beginning of the year represent the 

7 total funds that will be available for treating all our 

8 patients~ We have begun to use the diagnostic related groups 

9 ("DRGs") funding mechanism at the hospital, · where funds available 

10 for treatment are based on the prior year's number of patients in 

11 the relevant diagnostic group. Therefore, we receive no 

12 additional funding during the year regardless of the number of 

13 patients we are actually required to treat in the particular 

14 diagnostic group~ I estimate that the cost of caring for AIDS 

15 patients, including the cost of both diagnostic and therapeutic 

16 procedures, can exceed $100,000 per patient over the course of 

17 the illness. Since the only DRG close to AIDS provides a 

18 budgetary allocation of approximately $4,600 per admission, it 

19 has become clear to me that there is no conceivable way the 

20 present funding mechanism can pay for the cost of taking care of 

21 these AIDS patients. 

22 The hospital currently has approximately 11,000 in-patient 

23 admissions and nearly 200,000 out-patient visits a year. Our 

24 total hospital budget for the current year is in the neighborhood 

25 of $62,000,000. We have thirty AIDS patients, at an approximate 

26 annual cost of $2,000,000, or $60,000 to $65,000 per patient. 
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Thirty patients represent less than one tenth of 1 percent of the 

total number of patients being treated at our hospital per year 

but represent about 3 percent of the entire hospital budget. 

Contrast this with the cost of doing coronary artery by-pass 

surgery, which costs us approximately $8,500 per patient. We 

perform approximately 200 such procedures per year for an annual 

cost of about $1.7 million. Therefore, the cost of treating 

thirty AIDS patients is greater than the cost of treating 200 

patients with coronary artery disease. 

Current projections are that the number of AIDS patients 

doubles every ten months. Thus, the number of AIDS patients we 

can expect to be treating will exceed 60 next year and 120 the 

following year. At the current cost per patient, it will be 

impossible for the hospital to continue treating all who come to 

its doors without additional funding. A significant siphoning 

off of funds by a small number of extremely expensive patients 

threatens to impair our ability to care for all those patients we 

are responsible for treating, which means that we may have 

insufficient funds for all. 

5. Although my primary responsibilities at present are 

in the capacity of a hospital administrator, I am still a 

practicing scientist and physician and keep abreast of ~he latest 

developments in the field of medicine. Based upon the evidence 

that I have seen and heard regarding transmission of the AIDS 

virus, and in light of the financial crisis that the disease 

poses for hospitals, I believe that public health officials 
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should make every effort to interact with the public in such a 

2 way as to eliminate insofar as possible all mechanisms for the 

3 transmission of AIDS. 

4 I am aware of the argument that an individual has the right 

5 to get any disease he wishes. However, the reality is that once 

6 such an individual contracts AIDS, he becomes the responsibility 

7 of those hospitals that must provide the required level of care 

8 with inadequate funding. Thus, it is perfectly obvious to me 

9 that the AIDS epidemic we are facing at the present time is not a 

10 personal problem, but instead is a public problem. In my 

11 opinion, if the director of public health in a city like San 

12 Francisco were to direct his efforts towards reducing in every 

13 way possible the transmission of the AIDS virus, the long-term 

14 effect would be a reduction in the number of patients who acquire 

15 the disease. This would then enable my hospital and others like 

16 it to treat all the patients who come to our doors, rather than 

17 having to allocate a disproportionate share of our funds to a 

18 small number of patients who have participated in contracting 

19 their disease. 

20 I declare under penalty of perjury under the laws of the 

21 State of California that the foregoing is true and correct. 

22 Executed on October .J_, 1984, at San Francisco, 

23 California. 

24 

25 
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RALPHS. GOLDSMITH, M.D. 
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