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MARY 31 89 12:34 RESEARCH & EDUCATION INSTITUTE

7 Research and Education Institute, Inc.
| Harbor-UCLA Medical Center
®

It 1124 West Carson Street  »  Torrance, California 90502-2064
FAX: (213) 320-65156
Contact Jean Emond, 213/533-2820
(days): 714/491-9194 (nights) FRANK J. DE SANTIS, CAE
Prasident

May 31, 1989

NOTE : EMBARGOED FOR RELEASE 6 p.m, Wednesday, May 31.

Homosexual men at very high risk may be infected with the human
immunodeficiency virus type 1 (HIV-1) for as long as 35 months before
antibodies to HIV=1 can be detected by standard available blood tests.
These findings are the result of tissue culture studies and polymerase
chain reaction (PCR) tests which were conducted to amplify small amounts of
BTV DNA. PCR is a procedure that amplifies the genetic material of the
sirus several thousand fold, providing enough DNA to find "footprints" of
the AIDS virus.

"The degree of infectiousness of these individuals 1s unknown at the
present time, but these i eemphasizée the importance that men who are

donate blood," said Dr.
bavid T. Imagawa. Imagawa is the primary author of : research paper being

published in the June 1 issue of the New England Journal of Medicine,

Between February and October 1986, cultures of peripheral blood

lymphocytes were performed from 133 seronegative men {(those who tested
negative on a standard blood test for presence of HIV-l). The 133 men were
selected for the study because they continued to engage in high risk sexual
practices. : /as isolated in tissue culture samples from 31 of the
133 men (2.

Four o©f 31 men seroconvert tested positive) 11 to 17 months
after the ini isolation of the virus, but 2° ] $1 men had not
seroconverted for as long as 35 months after the siti tissue culture,

PCR tests have yvet to be conducted on these 27 men.

-more-
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poiygynandry where we recorded chick feeding, the female
He young at all 30 nests, helped by both males in 14 cases,
1¢ alpha male only in 11 cases (in one of these the beta
died during incubation), by the beta male only in 4 cases
ne of these the alpha male died) and in one case the female
;\‘g)malc help (mean observation time per nest=4.35h,
NA fingerprinting showed that males were more likely to

feed the young if they had paternity (Table 2). Two results .

ate that this association does not arise because males ¢an
jniz¢ their own offspring. First, in two cases the alpha male
estlings even though he had no paternity and in four cases
¢ta male did so, (In two cases both helped to feed a single
«) Second, after fledging, broods were often divided among
arents with each adult taking sole care of some young for
ther 2 wéeks uniil they became independent, There was no
tncy for males to pick out their own young. We observed
:pendent fledglings, from 12 broods where both alpha and
males had helped to feed the nestlings; 11 young were sired
¢ alpha male, of whi¢h 5 were fed by their father and 6 by
¢ta male, whereas 17 were sired by the beta male, of which
re fed by their father and 8§ by the alpha male,
iw, then, does the association between chick feeding and
nity come about? A male's access to the female gives a
prediction of his chances of paternity (Table 2}, and males
rently use mating access to determine whether they feed
g Including data from all polyandrous and polygynan«
3 mating systems observed in 1981-88, beta ma'es fed the
g in 22 of the 27 cases where they had some exclusive
% during the mating period, compared with only 1 out of
ses where they were not observed to have aceess (P = 0,001),
wermore, beta males brought a greater proportion of the
feeds where they had had a greater proportion of the
sive access time during the mating period (Fig. 2).
males benefit by copulating with two males because chicks
:d more, and more survive with the help of two males rather
one?, An alpha male, however, would nesd at least §0-70%
¢ paternity in trio-fed broods for co-operative polyandry

- -
o -]

-
<
LA e T

Fropoction ol male Teeds
brougil by bela male (%)
=

//
0 J ::’i_ v
9 29 40 e a0
Froportion ¢f axclusive access
anjoved by bats mele (%)

Relationshig, for polyandry and polygynandry, between the proportion
luslve access tme with the female by the beta male during the mating
, and the proportion of male feeds brought by the beta maleé o the
igs. Exclusive access tima is the total tme that either the alpha of
aale was the only male within 20 m of the female, Data from 1881-28
ises where beta males galned some exciusive 8ccess (y=575+
x: analysls on log.transformed data: r=0.775, 45df, #<0Q.0L the
does not differ significantly from 1, £=1.33, 15af). In polygynanary, a
i provisioning of the young at one nest mag be Influenced by the
ex of othar Temales In the mating :iiysmm.““"z 50 casea where othar
18 wera laying or had young simultaneously wera exciuded.

RE - VOL 338 + 16 MARCH 1888

& d Foret L HE RS I WAy U W WAL LML WD JUM\I#.
56.9% sired by the alpha male). This suggests that alpha males
do not achieve the critical proportion above which it would pay
them to share the female, and explains why although females
encournge the presence of beta males, alpha males attempt (o

™

-

drive them away*’,

Recolved 23 Decombor 1088 accepted § February 1984,
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IN & closed population, the distribution of AIDS dlagnoses over
time {s the convolution of the distributlons of human Immuno-
defictency virus (HIV) Infections and the incubation period. This
has motivated estimates of the infection distribution, assuming
known dlagnosis and Incubation distributions’, but the usefulness
of thiy method Is limited by uncertainty about incubation®. The
Jarge amount of Information on the distributlon of HIV fnfections
{n San Franpclsco's gay community suggests the opposite
approach—estimating the Incubation distribution, assuming
known Infection and dlagnosis distributions. A non-parumetric
Implementation of this strategy produced an estimate with a mediaa
at 9.8 years, Incrensing hazard rates, and less uncertainty than
previous estimates,

Data are available for seroconversions rather than infections,
50 we estimated the time from seroconversion to AIDS diag-
nosis®. (Sernconversion may occur later than infection®.) Figure
la shows estimated seroconversion rates from three sources,
and Fig. 1b shows the overall seroconversion and diagnosis
patterns that we used. The dramatic drop in seroconversion by
1984 was paralleled by rectal gonorrhea rates among males at
the same time’, presumably because of behaviour change. The
effect of such change on HIV infections would have been
enhanced by the saturation of high-risk subgroups®, This further

251
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1 e 3 persons still free of AIDS (k~ 1) months after seraconversion.

1003 TABLEL Estimates of the incubation period of AIDS Altho}lgh the d,, are unknown, we can use the EM algorithm®

Per cent with AIDS to estimate the Ay, The algorithm begins with arbitrary initial

Median (yr) by Syr values of the h, and calculates the expected values of the d,

Estimate (95% ¢ (95% ¢ ggnduional an the initial 4, and the known seroconversion and

5 : 1agnosis patterns. The expected values are used in place of the

r%iil%f’éﬁ"isas for uncertalnty in 985:[3: :; q Eéé; ;Z; unkown d,, in equation (1) to yield refined estimates of the

seroconversion pattern by, The rehined hks lead to new expected Valu:s, which yield

Parametric analysis of US transfusion 7.3 (4.8, ) Not given new estimated hys, and so on, The algorithm continues until
datg* : the estimates converge,

Parametric analysls of data from 84 7.8 (4.2, 15.0)* 65 (not givan) Because it is biologically reasonable that the hazard changes

fcnenn In =the Sen Francisco City Clinig smoothly over time, we used a modification of equation (1):
ohort

Nonparametric analysis of dota from Nt glven 42 (30, 54)t o " e
181 man In the San Francisco Clty e
Ciinlc Cohor*®
This is 2 local likelihood estimate'® with a span of 13, (This
* Estimated mean and S0% confidence interval (GY). §pan was the smallest that produced aceeptably smooth esti-
* Confidence interval does not reflact uncertainty resulting from Imputing mates.) In addition o ensuring reasonable smoothness, this
8x8Ct saroconversion tmes from Intervai-censared data, modification also reduced the estimate's variability and led to
faster convergence, while still being non-parametrie, Figure 2
shows the estimates that resulted from applying this method to
corroborates the drop shown by ail three sources in Fig. 1a, the distributions in Fig. 15, The estimated probabilities of
Mathematical models of epidemic spread in a susceptible popu- developing AIDS during the first to tenth years following
lation® corroborate the early rapid rise, seroconversion were 0.002, 0.0070.022, 0 z 82
Treating the distributions in Fig. 1b as known allows sstima- 0.08T, 0074 and 0,067, respectively. The estimated distibution
tion of the incubation distribution. In particular, we wigh to 15 an average for all gay men in San Francisco, It may well differ
estimate parameters Ay, the hazard rates for developing AIDS for subgroups of this population, and It may change as prophy-
k months after seroconversion, With 10 years worth of data, A, laxis of seropositives becomes more widespread before diag-
can be estimated for k=0 to 120. Lst d,, be the number of nosis.
persons who seroconverted in month J and were diagnosed in The confidence intervals in Fig, 2 do not reflect the ungertainty
month & [fall the d . were known, then the maximum likelihood that results from estimation of the seroconversion pattern, Multi-
estimate of h, would be plying the seroconversion curve in Fig. 15 by a factor (or dividing
() the diagnesis curve by & factor) would divide the curve in Fig.
_ 2a by the same factor, As the estimated number of sero.-
where e w3574 d, L, is the number of persons diagnosed  coaversions may be too high or too low by 10% (ref. 11), the
exactly k months after seroconversion, and s i the number of  curve in Fig. 2a could Plausibly be multiplied by 0.9 or 1.1.

I (2)

(k=g

?'s: -/

Fi3. 1 Data ysed far estmating the distribution of tmes from HYV sero.
conversion to AIDS among gay men in San Franclsco, & HV seroconversions
esumated from the hepatits B vaccine trial (soiid ling), the San Francises
Men's Haaith Study'* (Iong dashes), and the Sen Francisco Genera) Hospital
Stucy'? (short dashes). b, Overall astimates of KV serocanversions (sold
line) and AIDS diagnoses (dots),

METHODS, & For the hepatits 8 vacsing trial, 8 smooth curve was fitted to
match estimated yearly totals*® and scaled to total 20,260 serocenversions
through Septembar 1984, Tha total 20,260 Is an esUmated 8,757 seroposi-
tve but AIDS-free men from a random sample of part of San Francisca™*,
divided by tha proportion of AIDS cases fram October 1984 untl July 1588
Who came from the sampled srea (1,708 of 3,767, or 45%: this proporton
was falrly stable over tha perled) plus 200 AIDS ¢ases disgnosed up to
September 1684, For the other conorts, Turnoull's EM aigorithm™? was appiied
1o Interval-censored seroconversion data, with local-kollhood smocthing?
In the M-stap. The curves were scaled by the some factar as the vaccine
Ulal esumate, 5 Monthly dlagnosis totais up to March 1988 are from
survelifiance data as of July 1988, adjusted for sevaral sources of error,
Based on data raportad of November 1987 untl July 1988, the proportionate
increase in monthly tatals arising from reports more than four mentns aftar
diagnosis was modelied as a quadratic function of differance between report
and diagnosis menth, plus & quadratic function af calendar month of report
{to allow for diminlshing infiuence of the change in case definition®), This
ylelded correctlons ranging from +14% for diagroses In March 1968 to lesy
than +1% for Mareh 1987 and before. The San Francisco Department of
Public Health has estimated under-repariing as ~2% hafore 1588 and ~5%
Mmore recently, and has also estimated that about 4% of San Francisce
residents with AIDS are dlagnosed elsewhera (ynpublished data), Follow-up
of the San Francisco General Hospital Cohort*2, in which 3 of 89 AIDS cases s
(4%) were diagnosed after maving from tha ¢ity, suggestad a correction of ¢ P il
+4% for persons ingiuded In the serocdnversion totois who were not Mo W v 1 v v v
residents when dlagnosed, The seraconversion curve Is a compromise amaong Maontn

the curves from (&) that retalns the overal shape from the hepatitis 8

vaccine trlal and agrees closely with the other curves, while remaining smooth N Q C ,J:-;
and totaling 20,260 seroconversions up to Septerber 1984, ey CAre3 g [ /Lé edter)
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FIG. 2 Estimated distribution of time from HIV seroconversion to dlagnesls
of AIDS for gay men In San Francisco, 1078-1948, a Cumulative distribution
function (solid lina), with approximate 95% confidence intervals (dashed lines),
8, Hazard function (solid (Ine), with gpproximate S5% confldence Intervals
{dashed lnes),

METHODS. Canfidence intervais were determined by a bootstrap method™®.

Shifting the seroconversion curve relative to the diagnosis curve
would expand or contract the initial period of virtually no
progression to AIDS. Applying the estimation method to a
seroconversion pattern identical to the one in Fig. 15, but with
10 seroconversions per month from December 1976 to May
1978, would change the estimate in Fig. 2a by less than 0.006
at all time points, 0 the possibility of an unobserved long, slow
start to the epidemic does not invalidate the estimate.

Figure 3 compares fitted monthly AIDS diagnosis totals with
adjusted surveillance data. The fitted curve matches the data
well. The projected curves reflect the range of distributions
shown in Fig. 25, They are not influenced by ungcertainty in the
magnitude of the seroconversion curve, because any error would
result in an opposite error in the incubation estimate, with no
net influence on projected totals, The projections show the sharp
drop in seroconversions in Fig. 15 manifesting itself as & much
more gradual drop in AIDS diagnoses 6 to 8 years after the
drop in seroconversions. For each of the three projections, the
time between the peaks in seroconversions and projected diags

WOV OV UM 8 WA e B v W0 W e

Month

FIG, 3 Fitted (solid line) and projected (dashed Ines) AIDS diagnosas among
€2y men In San Franclsco, Projections are based on Incubation distributions
corresponding to the estimate in Fig, 25, with the hazard remalning constant
beyond year 10 (middie projection), and corresponding to the upper and
lower confldence limits in Fig. 25, with the hazsrd extrapolated ingarly beyond
yeer 10 (upper and lower projections). The adjusted survellanca totals from
Fig, 10 (dets) are shown for comparison, Note that tha vertical scale rep-
resents correctad rather than raw survelliance totals,

METHODE, Given v, serocanversions in month / and protabllity 2, of deveiop.
Ing AIDS & months after seroconversion, the expected number of dlagnoses
In manth /i £/ v;0.,. Fitted and projected menthly diagrosis totals were
Galculated by this formula with the v;s from the seroconversion curve in Fig,
106 (with constant extrapoiation through 1531) and the g, from the Incuba.
tion digtributions dezcribed above,
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times, inclusion of cases who Serocony

Yoars afer swrocomvorsion

The estimated Incubation distrioution was used to generate simulated diag-
nosls data assuming the seroconversion pattern shown In Fig. 15, Estimatas
werg made on 200 such sets of simuisted data to assess the variabllity
resulting from random varistion In how well the dlagnosis pattern refiects
the Inculzation distribution. At each month, 5% of the estimates fall batwaen
the deshed lines.

noses is approximately equal to the time of the peak in the
density of the incubation. The gradualness of the drop in projec-
ted diagnoses is due to the large variability in incubation times®,

Four factors may bias the estimate of Fig, 2 upwards when
compared with other studies: use of the more inclusive 1987
definition of AIDS’, use of seroconversion rather than Infection
&d outside -
cisco in diagnosis (o1als but not in seroconversion totals, and

possible downward bias in the magnitude of the seroconversion
curve resulting from over representation of seropasitives from
the sampled area™ among diagnosed AIDS cases. Despite these
factors, FE%' 2 shows slower progression to AIDS than previous
estimates™ (Table 1). The largs uncertainty in previous esti-
mates, however, makes them quite compatible with Fig. 2. In
addition, analyses based on blood-transfusion data deal with a
very different population and only estimate the incubation
periad that is conditional on AIDS developing.

The incubation period of AIDS is difficult to study, Prospec.
tively followed incident seroconverters are rare, o estimates
based on them are highly uncertain®, and data from transfusion.
associated AIDS cases are inherently limited®, The method used
here is an alternative approach, It is possible because of the
availability of information on seroconversions among gay men
in San Francisco and because the drop in seroconversions makes
the pattern of diagnoses quite informative about the incubation.
Its dependence on an accurate estimate of seroconversions is &
drawback, but it does not rely on parametric assumptions, and
Table 1 shows that the estimate is more pracise than others,
even allowing for uncertainty in estimating seroconversions,
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UC-SAN FRANCISCO RESEARCHERS ESTIMATE TIME FROM AIDS INFECTION
TO DIAGNOSIS IN GAY MEN I8 Z-3 YEARS MORE THAN PREVIOUSLY THOUGHT,
BUT PREDICT DECLINE IN NEW CASES

=

By 9.8 vears after infection with the AIDS virus, one half of thea people
infected would have developed the clinical disease of AIDS, according to a new
study of 8S8an Franciscc male homosaxuale by UC=San Frangisco researchers at San
Francisco Generael Huspilal.

The new timeframe exceeds by two to three years previous estimates of a
sevenrto-eight-year average time from infection to ALLS diagnosis,

This same study alas pradicts that the number of new AIDS cases is

leveling off and will begin dropping by as much as 15% by the end of
will continue to decline significantly in San Francisco gay men,

The estimate, the most precvise Lv dale, is being reported in the March

issue of the British scientifie¢ journal Nature.

sing stored bleod specimens, some dating as far back as 1978,

researchers Pater Bagchetti, PhD, and Andrew Moss, PnD, compared patterns ot

antibody development that linked human immunodeficiency virna (HTV) infection
to patterns of new AIDS cases diagnesed in San -ancisco. The current study
is the first to link the cbserved incidence r: n gay men with the drop in
new infectiong believed to have happened

The UCSF researcherz predict new AIDS ¢ ¢ among San Francisco gay men
will peak this year, followed by 2 gradual decline in inc 1ce , n fact, the
peak may have already occurred, says Moss, UCSF associate adjunct professor of
epidemiclegy and internatiousl health and director of the AIDE cpa ioleogy
agroup at SFGH.

The decline is dus to a dramatic drop of more than B0 percent in new
infections in 1982-84, says Bacchetti, assistant adjunct professor of
epidemiology and international health af SFGH. During that time, the number

(more)

mailed & transmitted: 3/14/89 SCSFGH/AIDSIncub
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of new NIV poaitive findings dropped to lessg than 50 & moulli Liom an estimated

monthly high of 450 for the peak period in mid-1982, This finding was

corroborated by a similar downward tuzn in rectal
San Francisco ale community at

that Lhere appears to have been a

davalopment

begun in
alth.

treatment wi

ia, may
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AIDS INCIDENCE IN SAN FRANCISCO
FIRST QUARTER 1983

INTRODUCTION

This report presents summary analyses of Acquired Immune Deficiency Syndrome
(AIDS) incidence in San Francisco as of March 31, 1983.

The incidence data on which these analyses are based were collected in metropolitan
San Francisco by the Bureau of Communicable Disease Control of the San Francisco
Department of Public Health, for reporting to the Centers for Disease Control. AIDS
as reported includes Kaposi's Sarcoma and some lymphomas limited to the brain,
Pneumocystis Carinii pneumonia, and certain opportunistic infections.! Surveillance
of San Francisco data up through March 31st was estimated to have been 85-30%

complete at the time the current analyses were carried out. Thus incidence estimates
given here can be assumed to be somewhat below the true incidence of the disease.

AIDS incidence data is presented here using two different denominators: never-
married men aged 15 and over, and all men. Incidence rates among all men are also
given for the two ten-year age groups in which ninety percent of San Francisco AIDS
cases are concentrated, ages 25-34 and 35-44. Thus all rates given in this report
and in the Appendix tables are presented in a fourfold fashion: (a) among all never-
married men; (b) among all men; (c) among all men aged 25-34; (d) among all men
aged 35-44.

AIDS in San Francisco is still primarily a disease of gay men. The 146 cases
analysed here are all among men believed to be either gay or bisexual.Z In metro-
politan San Francisco only 3 other adult cases have been reported as of March 31,
19833 3 Incidence rates given for never-married men aged 15 and above may be re-

. garded as approximations to the incidence rates among gay men in areas which are
largely gay. These rates are progressively less accurate estimators of the rates
among gay men in progressively more heterosexual neighborhoods.

AIDS incidence data are given here first for the City as a whole, then for fifteen
subareas of San Francisco. These subareas were obtained by dividing the five health
service delivery areas of the San Francisco Department of Public Health into between

. The squamous cell tumors of the mouth and tongue and Burk{tts-like lymphomas which
have been observed in gay men in San Francisco are not included.

. By physician report.

CDC surveillance interviewing is not yet complete on all
Teported cases.

./ One Haitjan male; one transient male about whom nothing is known; one 85 year-old
male believed to be a transfusion recipient.




two and four subareas each--subareas which reflect the demography of San Francisco

(Figure 1 ).
“iiiiiili!l!!ll

GG PARK

FIGURE 1.
San Francisco Distficts

AIDS incidence data are given inthe form of cumulative totals of cases, and also
as annualized rates. These rates are given for the City as a whole, by quarter,
from the beginning of the epidemic through the first quarter of 1983.

Finally, since the fifteen subareas are too small to calculate annualized incidence
rates, areas 6 and 8 have been lumped ("Area X") and subareas 9, 12, and 13 have been
Tumped ("Area Y") and annualized rates are given for Area X, Area Y, and the rest of
San Francisco. 4

Appendix tables 1-4 give cumulative incidence data for the fifteen subareas of

San Francisco. Appendix tables 5-8 present annualized incidence rates for the City

as a whole. Appendix tables 9-12 present annualized rates for AreaX , AreaY, and
the rest of San Francisco.

4. Areas X and Y are based on subareas derived from the Health Department's service

delivery areas and are similar to, but not quite comparable with,the Areas A and
B used in a previous report.




CUMULATIVE AIDS INCIDENCE IN SAN FRANCISCO

Figure 2a shows AIDS cases reported by quarter from the beginning of the epidemic,
in the last quarter of 1980, until the present. (Each quarter is labeled by the
middle month.) Of the total of 146 AIDS cases, 46 were reported in the first quarter
of 1983, as compared with 23 in the last quarter of 1982. Thus the incidence of the
disease continues to increase in an apparently geometric fashion.

Figures 2b and 2c give the same data for Kaposi's sarcoma (KS), and for all other
presenting diagnoses respectively. (The category "A1l Other Diagnoses" includes
Pneumocystis Carinii pneumonia, other opportunistic infections, and cases with both
KS and opportunistic infections.) While the number of cases presenting with KS in-
creased only slightly in the first quarter of 1983, there was a rapid jump in the
number of AIDS cases presenting with other diagnoses. Of the 46 new cases in the
quarter, 17 presented with KS only and 29 with other diagnoses.

Comparing the first quarter of 1983 with previous quarters, it is clear that
casefinding differences are in part responsible for the large increase in non-KS
cases. AIDS infections became reportable in the first quarter of 1983, 2 while KS,
as a neoplasm, has always been reportable in the Bay Area. In retrospect, there was
a major increase in the number of KS cases reported in the third quarter of 1982,
reflecting the increased publicity given to the disease last summer, and probably also
reflecting a centering of academic interest in KS rather than opportunistic infections,
following the announcement of the National Cancer Institute's research awards. After
last summer's rapid increase, KS case-finding remained relatively stable for the next
six months. It appears likely that comparable attention was given to opportunistic
infections only in the first quarter of 1983, resulting in the recent jump in case-
finding. At Teast part of the jump probably represents poor casefinding and
reporting in the preceding quarters. However, it should also be pointed out that
with the jump in the number of opportunistic infections reported, the one-to two
ratio of KS to non-KS cases in San Francisco has now begun to approximate the
relationship that prevails among homosexual men who are AIDS cases in the U.S. as a

whole. Thus this pattern may now persist in San Francisco.

It should also be noted that cases of Pneumocystis and other opportun1st1c 1nfec—

I

, tions are drawn from a d1fferent demograph1c subpopulation than cases of Kapos1 S

T —— e

sarcoma._ Men present1ng with infections are about five years o]der on average, and

tend to live in different parts of San Francisco (Area ¥ and the rest of the City,
rather than Area X). Thus the recent change in the distribution of cases may represent

. JStrictly speaking the announcement of reportability was made. AIDS did not become
legally reportable until the second quarter of 1923.

3.
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Figure 2.

New AIDS Cases in San Francisco: (a) A1l Cases;_ (b) Kaposi's Sarcoma Only; (c) A1l Other Diagnoses




a movement of the epidemic into different subgroups. Since infections among New
York AIDS cases are commonly associated with IV drug use, some of the

recent cases in San Francisco may be among gay men who are IV drug users. If so,
it is to be expected that cases will also present among heterosexual drug users,
with the possibility of a second epidemic.

Finally, Figure 3 shows new AIDS cases by month up through March 1983, confirming
the geometric increase in incidence. Table 1 gives the breakdown of cases by admit-
ting institution. Sixty-eight of one hundred and forty-six cases, or about half the
total, were admitted to UCSF or San Francisco General hospita]sﬁ

NEW A[0S CASES [N SAN FRANCISCO
FREQUENCY

20

4
-
p

DATE OF DIAGHOSIS

FIGURE 3. New AIDS Cases by Month of Diagnosis

CUMULATIVE AIDS INCIDENCE FOR FIFTEEN SUBAREAS OF SAN FRANCISCO
Table 2. gives numbers of cases reported among men living in the fifteen subareas
shown in Figure 1. Numbers of cases are given for the period 1980-1982, and also

for the first quarter of 1983. Cases have now been reported in all fifteen subareas,

with the exception of the Marina (Area 14) and Downtown-North Beach-Russian Hill

(Area 15). Seven cases have now been reported in Pacific Heights (Area 12) three

Because only AIDS cases as defined by the CDC are included here, this table under-
represents the contribution of some hospitals in the current epidemic.
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STANFORD

VA SF

ST. FRANCIS
PMC

KAISER SF

RK DAVIES
CHILDREN'S
MARSHALL HALE
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MARY'S HELP
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UNKNOWN
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8
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TABLE 1

SAN FRANCISCO AIDS CASES
BY ADMITTING INSTITUTION

1

TABLE 2
AIDS CASES IN SAN FRANCISCO BY AREA

AIDS CASES

1980-82 1ST QUARTER




in the Sunset (Area 1), and four in the Outer Mission (Area 2). These numbers
confirm the fact that the AIDS epidemic in San Francisco is not localized in

the central gay neighborhoods north and south of Castro and Market. In fact,

of the 46 new cases reported in the first quarter of 1983, only 8 were in Area 6
(Noe, Castro, Eureka), a much lower proportion than in the period 1980-82. 13 were
reported in Area 8 (Duboce Triangle,Haight, Western Addition), about the same
proportion as in 1980-82.

Appendix Tables 1-4 give cumulative incidence rates for the fifteen areas. The
incidence data are presented in the fourfold fashion described in section 1 above.
Appendix Table 1 shows that in Areas 6 and 8, cumulative incidence rates among
never-married men aged 15 and over were 356 per 100,000 and 256 per 100,000 respec-
tively as of March 31, 1983. 1In Area 5 (Glen Park), and in Areas 9, 12, and 13,
(South of Market, Polk Street, Pacific Heights), the rates were of the order of 120
per 100,000. 1In all other areas the cumulative incidence rates were appreciably
Tower.

When calculated among all men, incidence rates in the 25-34 year old group were
257 and 127 per 100,000 respectively for Areas 6 and 8, (Appendix Table 3). They
were 407 and 609 per 100,000 respectively in the age group 35-44 (Appendix Table 4).
Since these rates are calculated among all men, they must underestimate the rates
among gay men; thus the rates among gay men aged 25-44 in areas 6 and 8 must be
somewhat Tlarger. These rates confirm unpublished data from the Centers for
Disease Control which suggests that in some cohorts of gay men in San Francisco,
AIDS incidence rates in the thirty and forty-year old groups are now of the order
of 1-2 percent.7 Thus although the AIDS epidemic appears to be increasingly less
concentrated in the central gay neighborhoods, incidence rates among some groups
of men in these areas are already quite high. 8

7. D. Francis, personal communication.

8. For comparison, incidence rates among never married men aged 15 and over in
“Area A" and "Area B: of our previous incidence report (Lancet, April 23, 1983)
have risen from 287 to 379 per 100,000 and from 111 to 170 per 100,000 respectively.




ANNUALIZED AIDS INCIDENCE RATES FOR SAN FRANCISCO AND THREE MAJOR SUBDIVISIONS OF
THE CITY

Appendix Tables 5-8 present incidence data in the form of annualized rates,
by quarter, from the beginning of the epidemic up through the first quarter of
1983. In the City as a whole, the annual incidence of AIDS reached 138 per 100,000
among never-married men aged 15 and over by the first quarter of 1983--about six
times the rate in the first quarter of 1982  (Appendix Table 5).

Among all men aged 25-34 the rate was 104 per 100,000, up from 69 per 100,000
in the previous quarter and about ten times the rate in the first quarter of 1982.
Among all men aged 35-44 the rate was 191 per 100,000, up from 82 in the previous
quarter and about four times the rate a year earlier. The recent doubling in rates
among men in the older group reflects the greatly increased incidence of opportunis-
tic infections rather than Kaposi's sarcoma in the current quarter. AIDS incidence
rates in San Francisco, among all men aged 25-44, are now running at about twice the
rate for cancers of all sites combined.

Appendix Tables 9-12 present annualized incidence data for three separate sub-
regions of the City: AreaX, combining subareas 6 and 8, includes most of the
central gay neighborhoods north and south of Castro and Market. AreaY, combining
subareas 9, 12, and 13, includes the South of Market, Polk Street and Pacific Heights,

three areas which have similar incidence rates.

Appendix Table 9 shows annualized incidence rates among never-married men aged
15 and over in the three areas. In AreaX the rate was 301 per 100,000, up from
258 in the previous quarter. In AreaY the rate was 183 per 100,000, up from 46
in the previous quarter. In the rest of San Francisco the rate was 66, up from 10
in the previous quarter. While the annualized rate remains highest in AreaX , the
rates are climbing much faster in AreaY and the rest of San Francisco.8

Among all men aged 25-34, the annual incidence rate actually fell in Area X in
the first quarter of 1983 (Appendix Table 11), while rising steeply in Area ¥ and
the rest of San Francisco. Among all men aged 35-44 the rate rose in all three
areas, most steép1y in Area vf Thus the current quarter has seén a tendency for
incidence rates to even out between Area R and the rest of San Francisco. This
phenomenon probably represents the aftereffect of a very high level of case-finding
in the central gay neighborhoods in Area W in the last half of 1982, resulting from
the high degree of public awareness in these neighborhoods. It seems likely that

a similar level of alarm may have been achieved only recently in other parts of
San Francisco.




4.CONCLUSION

Incidence data for the first quarter of 1983 suggests that the geometric
rise in the ingidence of AIDS in San Francisco continued unchecked through
March 1983, as it did in the nation as a whole. San Francisco continues to
have about ten‘percent of all AIDS cases nationwide.

The 1ar§§a??;§-§n the number of opportunistic infection cases reported, as
opposed to Kaposi's sarcoma cases, may be in part the result of casa finding
differences and reportability. Alternatively it is possible that the distribution
of AIDS is shifting, as cases are reported among different subpopulations, and
that the ratio of KS cases to infection cases in San Francisco is coming to match
that in New York and the country as a whole.

The proportion of cases reported in some of the central gay neighborhoods
of San Francisco appears to be declining. Among men aged 25-34 there was an
absolute decline in the incidence rate in Areas 6 and 8 (Noe-Eureka-Castro-Haight-
Duboce Triangle-Western Addition). This decline may be an after-effect of the
early high level of awareness in this area, and the consequent detection of a
large number of cases among its residents in 1982.

While the epidemic appears to be appearing in new population subgroups, it
should be noted that among all men aged 25-34 and 35-44 in the central gay
neighborhoods of San Francisco, annual incidence rates of AIDS are now running
at approximately 200 per 100,000 and 400 per 100,000 respectively. Among gay
men the rates must be somewhat higher.

In San Francisco as a whole, annual incidence rates among men ages 25-43 and
35-44 were 104 per 100,000 and 191 per 100,000 respectively in the first quarter
of 1983. These rates are about twice as high as the incidence rates for cancer
of all sites in the same age groups. They are about half as high as the reported
rates for Hepatitis B in San Francisco in 1982 in the same age groups.

AIDS in San Francisco remains primarily a disease of gay men. However, the
changing distribution of cases suggests that San Francisco may soon be seeing
new cases among heterosexual drug users. Thus public awareness campaigns about
AIDS should be directed at this group as well as at gay men.

There is no evidence of any spread of AIDS by casual transmission in the
incidence data as reported so far.
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CUMULATIVE INCIDENCE PER 100.800 SINGLE MEN AGED 13 & UP
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CUMULATIVE INCIDENCE PER 100,000 SINGLE HMEN AGED 15 & UP

AREA CASES SINGLMEN INCIDNCE

10290 29
15300 26
3030 33
7720 52
5420 129
13480 3156
8176 )
14470 256
4910 122
8520 12
8620 15
6120 116
15160 106
2770 [
8550 °
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TABLE 1

Cumulative Incidence per 100,000, Single Men
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CUMULATIVE INCIOENCE PER 100,808 MEN AGED 23 10 34

o

LEGEND. [NCIONCE E ?01-200 147444 ;5:1513“ [ s1-10e

CUMULATIVE INCIDENCE PER 100,000 MEN AGED 25 TO 34

AREA  CASES  MEN25_34  INCIONCE

6340 32
8950 22
1330 s
5030 20
3610 =X 55
9150 257
4840 a1
9630 127
2080 40
5970 17
5000 20
a170 72
7140 70
2010 °
4430 0

S mrrenn

-

QONOCOVPUNS
COVUWFRFHHFNN

TABLE 3.

Cumulative Incidence per 100,000
Men Aged 25-34




CUMULATIVE INCIDENCE PER 129,809 MEN AGED 33 TO 44
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CUMULATIVE INCIDENCE PER 100,000 MEN AGED 35 TO 44

AREA CASES MEN35_44 INCIDNCE

3330 30
5750 35
850 0
2760 . 72
2240 179
4550 407
2900 172
3900 609
1380 290
2940 0
2480 a0
2310 a7
%200 119
1220 0
2830 0
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FIGURE 4.

Cumulative Incidence per 100,000 Men aged 35-44




ANNUALIZED INCIDENCE PER 100.80@ SINGLE MEN, BY QUARTER
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ANNUALIZED INCIDENCE PER 100,000 SINGLE MEN, BY QUARTER
QUARTER CASES SINGLMEN INCIDNCE

4TH 133,170
15T 133,170
2ND 133,170
3RD 133,170
4TH 133,170
1sT 133,170
2ND 133,170
3RD 133,170
4TH 133,170
1sT 133,170

TABLE 5.

Annualized Incidence per 100,000 single Men by Quarter




ANNUALIZED INCIDENCE PER 100,800 MEN, BY QUARTER
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ANNUALIZED INCIDENCE PER 100,000 MEN, BY QUARTER
QUARTER CASES MEN15UP INCIDNCE

4TH 290,450
1sT 290,450
2ND 290,450
3RD 250,450
4TH 290,450
1sT 290,450
28D 290,450
3RD 82 290,450
4TH 290,450
157 83 290,450

TABLE 6.

Annualized Incidence per 100,000 Men, by Quarter




ANNUALIZED INCIDENCE PER 100,000 NEN AGED 25 TO 34

-
lasasssaaalasassss

d
Lo iaadaian

g

~n
A
Jaaaassaaalassssanan

MOZXMO~O T~ OMN~TD>CXZXD

M MAAAAAAAAS AAAAAASAL! RALAASALAS RALAASAAA! RARSALAAAS RASAAASRAAL RARAL AR LS|

& 2 3
T N R
H
8
1

MAAS LS o

T
4
T
H
8
L)

ANNUALIZED INCIDENCE PER 100,000 MEN AGED 25 TO 34

QUARTER CASES MEN25_34 INCIDNCE

4TH
15T
2ND
3RD
4TH
1ST
2ND
3RD
4TH
15T

80,840
80,5840
80,840
80,840
80,840
80,840
80,840
80,840
80,840
80,840
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TABLE 7.

Annualized Incidence per 100,000 Men Aged 25-34, By Quarter




ANNUALIZED INCIDENCE PER 109,000 MEN AGED 35 TO 44
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ANNUALIZED INCIDENCE PER 100,000 MEN AGED 35 TO 44

QUARTER CASES MEN35_44 INCIDNCE

4TH
1SsT
28D
3RD
4TH
1sT
2ND
3RD
4TH
1ST

44,060
44,040
44,040
44,040
44,040
44,040
44,0640
44,040
44,0640
44,040

-

n
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TABLE 8.

Annualized Incidence per 100,000 Men Aged 35-44, By Quarter
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Area X Area Y
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ANNUALIZED INCIDENCE PER 100,000 SINGLE MEN, BY QUARTER

AREA=AREA X
QUARTER CASES SINGLMEN INCIONCE

4TH 27,950 14
1sT 27,950 0
2ND 27,950 43
3RD 27,950 43
4TH 27,950 100
1sT 27,950 86
28D 27,950 129
3RD 27,950 143
4TH 27,950 258
27,950

GQUARTER CASES SINGLMEN INCIDNCE

4TH
15T
2ND
3RD
4TH
1sT
2HD
3RD
4TH

26,190
26,190
26,190
26,190
26,190
26,190
26,190
26,190
26,190
26,190

NWWNNE 000
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AREA=REST OF SF

QUARTER CASES SINGLMEN INCIDHCE

4TH
15T
ZND
3P0
4TH
15T
2D
3R0
4TH
1S¥

79,030
79,030
79,030
79,030
79,030
79,030
79,030
79,030
79,030
79,030

Annualized Incidence per 100,000 Single Men, By Quarter:
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TABLE 9. Three Areas
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ANNUALIZED INCIDENCE PER 100,000 MEN AGED 15 & UP, BY QUARTER

AREA=AREAX -

QUARTER CASES MEN15UP INCIDNCE

4TH 45,523
ot 45,520
ZND g 45,520
3RD 45,520
4TH 45,520
1ST 45,520
2ND 45,520
3RD 45,520
4TH 45,520

45,520

AREA=AREAY

QUARTER CASES MEN15UP INCIDNCE

4TH
1sT
28D
3RD
4TH
15T
2kD
3RD
4TH

48,270
48,270
48,270
48,270
48,270
48,270
48,270
48,270
48,270
48,270

NHWMOMNEE,F,O0O00

[

AREA=REST OF SF —==ecesc-ccmmceamamemnaa:

QUARTER CASES MEN15UP INCIDNCE

4TH
1SsT
2rD
3RD
4TH
1T
2HD
3R0D
4TH
1sT

196,660
196,660
196,660
196,660
196,660
196,660
196,660
196,660
196,660
196,660

TABLE 10. Annualized Incidence per 100,000 men, by Quarter: Three Areas
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INCIDENCE PER 100,000 MEN AGED 25 TO 34

MOZIMO=M X~ OMN~=TDCEZXD

bRl RAAAAAALAS RASAAAL LA,

2
N

QUARTER
e ——— AREA X
—=—=REST OF §F

ANNUALIZED INCIDENCE PER 100,000 MEN AGED 25 TO 34, BY QUARTER

---------------------- =====--—--- AREASAREA X

QUARTER CASES MEN25_34 INCIDNCE

4TH
1ST
2ND
3RD
4TH
1sT
2ND
3RO
4TH

18,780
18,780
18,780
18,780
18,730
18,780
18,780
18,780
18,780
18,780
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AREA=AREA Y

QUARTER CASES MEN25_34 INCIDNCE

4TH 80
15T
2ND
3RO
4TH
1sT
2ND
3RD
4TH
15T

13,790
13,790
13,790
13,790
13,790
13,790
13,790
13,790
13,790
13,790
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------------ ~=====-emeeeeooee-- AREAZREST OF SF
QUARTER  CASES  MEN25_3%  INCIDNCE

4TH 80
15T a1
ZND 81
3RD 81
4TH 81
1ST 82
2HD 82
370D a2
4TH 62
15T 83

48,270
48,270
48,270
48,270
48,270
48,270
48,270
48,270
48,270
48,270
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ANNUALIZED INCIDENCE PER 100,800 MEN AGED 35 TO 44

A
3
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MOZXZMO=O X~ oOMN—=FrDCEZXTD

QUARTER

LEGEND: LMPDAREA P AREA X AREA Y
=== REST OF SF
ANNUALIZED INCIDENCE PER 100,000 MEN AGED 35 TO 44, BY QUARTER

AREA=AREA X

QUARTER CASES = MEN35_94 INCIDNCE

4TH
1sT
2ND
3RD
4TH
1sT
ZND
3RD
4TH

8,450 47
8,450 0
8,450 47
8,450 142
8,450 142
8,450 237
8,450 272
8,450 189
8,450 331
8,450

oNPFCENHHKHOH

P

QUARTER CASES HMEN35_44 INCIDNCE

4TH 80
1ST 81
2tiD
3RD
4TH
1sT
2ND
3RD
4TH

7,890
7,850
7,890
7,890
7,890
7,890
7,890
7,890
7,890
7,890

CHRFPHOO00OO

QUARTER CASES HEN35_44 INCIDNCE

4TH
15T
2HD
3RO
4TH
1ST
2MD
3RO
4TH
1sT

27,700
27,700
27,700
27,700
27,700
27,700
27,700
27,700
27,700
27,700
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TABLE 12. Annualized Incidence per 100.000 men aaed 35-44. hv auarter:

three areas




ESTIMONY TO THE HQUSE 338C9M%&TTLE
ON INTERGOVERNMENTAL RELATIONS

JULY 3,1985
A.R.Moss Ph.D

Department of Epidemiology and International Health
University of California,San Francisco

CThairman, members of the Committee:

?ﬂu for *hls opportunlgy to address the CGmmlgtee

e M A R S T e T R A R S e

e

"I am an epidem;olcgoist and I speak from the exﬁerienCe
ef naving the seen the AIDS piée ic in San Franciso grow
%fcm a handful of cases in 1981 to the 1200 or so AIDS .
cases we ha§e tbday.

Hy experience has been much like the classic'nightmaré
which you shout as loudly as-yau can about the coming

sger but robody can hear you. Lewis Thomas said at the

fisrt international AIDS meetin g that we, in this

ration, -ad forgotten about infectious diseases -- we

assumed that, in western countries at least, infectious
assed out of the ran f great enemies of

;£IDS, he said, showedus we were wrong.




2o cne reascn it was * for us To see what was

appening in AIDS was £ have lost the cocllective

-

infectious disease jumping frcm_one person to
people dying first in ones and twos, then in
s, then hundreds, now thousands. That's what-we have
in the first decade of AIDS, the dascade in which it
was mostly a disease of homosexual men. Now, suddenl?, we
re facing the fact that we may see the same prccess nct in
homosexual men, or in the’'other "high risk” populaticns, but

n gl%inﬂqlg_heterosexual americans.

-

e _ o et
So the first lesson that I learned from this era <

AIDS, was that wehave forgotten about infectious disease.
Secondly, we failed to deal with AIDS in homcsexual
. They didn't believe it cculd be happening, and we --
-esearchers . doctors, public health people, politicians--we
ned it would go away. Because we couldn't dezl,
ectively, with a disease in a stigmatised population.
the homosexualiiy cf seventy percent of the cases
froze the bursacuracy, frightened cff the funding agencies.
I+ made us all reluctant to take the preventive meaéures
that might have held the disease down to ten perCEﬁt.Or
ercent of the gay population instead of the forty—

£ty percent that have now met the 2IDS virus,

R AR




o TS e ST I

i
.

o find out what’s going to happen to them. The second
esson I have leafned from- the ﬁomosexual era of AIDS is
that we weren't prepared todeal with diseése in a 7
stigmatised population.
But, members of the Committee, I hévg news for you.

Iz isn't any easier to deal with AIDS in Eetercsexﬁais. AIDS
is a venereal disease, at least i# part, and the stigﬁa of
venereal diséase'i§ as great in the straight world as in the

world. And AIDS is a diseaserof heroin addicts and
probably will soon be é diseése*of prostituteé. This society

has never be:n able to regulage either group, ard does not

e S e N T e

know how to cope with an epidemic snreadlng from elther
group.

And, 'membérs of'the Committee, as ?ou probably know,_
AIDs. is already in the wider heterosezual community, in“
‘considerable numbers. The tool we have now for dealing with

AIDS epicdemic is the antibody test. That test has
confirmed the othér awfﬁi thing about AIDS besides its

stigma, which is it slcwness. In some ways, it's a very sleow

dissase. When we saw the first homosexual case, AIDS - had

alr=ady been in the counury for four or five years -- which

iz why I say we have just come to the end of the first

d=cade of AIDS. And Dby the time we started:




ie, there were many nore infected people
were seeing. In San Franciso we.estimate that
+hers are at least 25 times as many people with antibodies
=5 +he virus as people who are sick with AIDS. So in this
mall city there are maybe thirty thousand p=2ople ‘n the
1 z2pidemic.
2o now, as we start see what we have learned to call
risk factor ases heterosexuals, that epidemic is
four or five years old, and at least 25 times as big

ye s=2e. There are for example 200 or so tranfusion

AIDS cases, but perhaps five or ten thousand people

seropositive from tranfusions, and who may be
s, and they don't even know who they are.And the
for sexual spread for the other primary risk
from hemophiliacs and their spcuses, from IV drug
prostitusion, and, in from bisexuality.
pread very efficiently among homosexual men and
:sers, and now it has begun to spread in the rest of
scpulation. So the question in front of us is an
ical cne. How fast will it spread? Who will it spead
it damp out in the general populazion, like
8, or will it spread explosively, like

we know <some of thess answers &.r ady?

questions? Who is res onsbl




tell me the CDC

close the baths in

who had to do it.It was

with its allies in the gay communi

-irst decade of AIDS nobody was in charge.

no strategy. There was no central direction

s

effort. There was nobody who admitted

o

R

ible for actually stopping the
still true. There are upwards
le in the US carrving the AIDS virus,
and o far as I know we have no
seyeral years. What we need is some kind of antiviral
What do we have to give those three hundred

people , and how much of it, and how, not to

but to stop them from spreading the virus? How do you
+hem to agree to treatment?
pays? What is the national

prevention?




R B T B A e A T Ty R e M e

ad lesson we
homosexual decade of Al
the
who was actually funded by the Naticnal
back in 1983, and what
a year, about a th rteenth

to tell you that from

nciso, and I strongly suspect

that money that
wack there close to Washington, where
make it out here, where the disease Is.
.doing AIDS epidemiclogy £< thres years now,
for by the City of San Frar i ), .god bless. it
State, organizsd by
AIDS in its first decade Was a homosexual
>t going to be true in its second decade..
smon AIDS in gay men s going to taper off -—ecause

only so many gay men,and because sexual behavior

111y changed, at least in San Francisco.

ieanwhile, the number of heterosexual cases is going tc

slowly, like everything in AIDS. Four or five or six

La%

there are going heteroserxual

1

7 217 Rarra
we will have

T B . Vi
during. tna

to see

s R

e e




to get them started, % one only
gay men. the waccine when

hepatitis B vaccine, will probzakbly

-coperation and assistance of gay men. So

into its second,
the cure and the
going to

with the support o tigmatised

victims.
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