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  "The important thing is to not stop questioning."




  Albert Einstein




  Preface




  It was accidentally that I read books from Banana Yoshimoto, Candance Bushnell, Irvine Welsh and Franz P.




  It happened that my daughter missed a good result in her English course. So her teacher told her that she should read English books, therefore we went into the English bookshop in Vienna and she choosed three books. The first book was from Banana Yoshimoto, ‘Lizard’. The book ‘Lizard’ are actually short stories. In one of those stories, ‘A Strange Tale from Down by the River’, I read only one sentence – ‘Getting along well, and no one is HIV-positive’. It is the story of a young lady. That lady doesn’t know ‘when her sex life get so wild’. For me, this sentence was ridiculous because in that story it really was no need of mention HIV.




  In the book ‘Sex and the City’ from Candance Bushnell, I also found only one sentence regarding HIV and AIDS. ‘Money, AIDS, and relationships, they’re all connected’, she wrote. When I read that sentence I really got the feeling that HIV and AIDS are only used to use it to develop a text and nothing else.




  Only Irvine Welsh, in his book ‘Trainspotting’, took HIV and AIDS more serious. He wrote ‘He’s goat AIDS now’. ‘Too right. He’s no goat the full AIDS like, bit he’s tested positive’. And several pages later he wrote, ‘He told me in the cafeteria that he had HIV, but things were cool, it was no death sentence, he’d never felt better….but there’s no way you can get HIV in Edingburgh through shagging a lassie’. HIV cannot be cool under no circumstances, but this is mentioned from one of that million people who where infected and I believe that most of the people which hear the very first time of their HIV – infection will act as the above one. ‘She hud a bairn whin she wis HIV, but the bairn wis all-clear, thank fuck. …This was back in 1985….The neighbours saw this, freaked, and burnt her oot the hoose. Once ye git tagged HIV, that’s you fucked. …. Harassment followed harassment. Eventually, she hud a nervouse breakdoon and, wi her damaged immune system, wis easy prey fir the onset ay AIDS’. This sounds remarkable like it is – in our world and in our environment. ‘They cunt, aw fucking dying ay AIDS. Killing thumsels’. ‘The first time he began to think about unprotected penetrative sex and the HIV risk. …. He thought that it would just be his luck to get HIV from one shag after sharing needles, although never the large communal syringes favoured in the galleries, over a period of years’. Later in this document we will see how HIV can be spread. ‘He wanted tae take us tae git tested fir HIV. Ah don’t want tae go through aw that shite again’. ‘Said here that Scotland’s goat eight per cent o the UK population but sixteen per cent o the Scottish HIV infection, by far the highest rate in Britain.’ We will see also other numbers and other countries which suffers quit a lot from the AIDS epidemic.




  ‘I first meet Alan Venters through the ‘HIV and Positive’ self-help group, although he wasn’t part of that group for long. Venters didn’t look after himself very well, and soon developed one of the many opportunistic infections we’re prone to. I always find the term ‘opportunistic infection’ amusing. In our culture, it seems to invoke some admirable quality. I think of the ‘opportunism’ of the entpreneur who spots a gap in the market, or that of the striker in the penalty box. Tricky buggers, those opportunistic infections’. And he continues. ‘The disease which racked his body was a sweetheart compared to the more obscure one that possessed his sick mind’. The death is coming in any circumstances, earlier or later, there is no way out. This book from Irvine Welsh seems to hit the tragedy of AIDS.




  The last book I read was from Franz P- ‘Leben im Abseits’ (‘Living in the Offside’). He is using a pseudonym. We don’t know his real name and we will never find out. Anyway he wrote a book about his life, about his work and about HIV and AIDS. In his book he does not make a tragedy about HIV and AIDS. More or less he takes it more easy – there is nothing to be sorrow of it or to feel unhappy. Who got HIV infected, will develop AIDS, sooner or later, the question is, will this person still be a human being, can he or she stand the emotions? Franz P. write bout the discrimination of the medical treatment, writes about the discrimination in the social welfare. Franz P. doesn’t hide himself behind a shield, but he want to get treated as a human being. He writes about the medicines, the side effects of the medicine, but the illness is only a very small part of his book. He likes to remembers himself of his former live, his job, his friends and his love from east Africa.




  When I read those books something comes in my mind. Banana Yoshimoto, Candance Bushnell are using AIDS, this really very sensitive subject only to sell books. Irvine Welsh took it quite more serious. He writes about the death, that will come after the HIV infection. But the best book I read was from Franz P. He is really one of the victims of HIV and AIDS. He knows what is really important.




  The largest global study of AIDS awareness ever compiled by the United Nations has found that most people in developing nations have now heard of the disease but that a significant number have only limited knowledge of how to avoid it. Most of those people questioned in more than three dozen countries believed that AIDS could not strike them and, as a result, were not changing their sexual habits enough to meet the threat, according to the survey. Many of those surveyed live in countries where up to a fifth of the population is thought to be H.I.V. positive. Even where people are beginning to take notice, their precautions may be inadequate. Many men and women said they were limiting sexual activity to one partner as a way to avoid infection, but only a minority — fewer than 8 percent of women and 15 to 25 percent of men — said they had begun using condoms with those partners. In societies where men may have several wives or extensive premarital or extramarital sexual contact, most men are not using condoms, carrying the risk to all involved. The United Nations estimates that about 40 million people have H.I.V., the virus that causes AIDS. India has the second-largest number of H.I.V. infected people in the world, after South Africa. In the United Nations study, most people said they were getting information about AIDS from the radio. Friends and relatives were listed as the next most common source of information. Judging by the survey, schools have largely failed to teach young people about the disease.




  In general, women seemed less well informed than men, the study found, though the AIDS virus is now spreading more rapidly among women than men in several regions, including Africa and pockets in Asia. Many of the women questioned knew that AIDS is fatal, according to the survey. Yet in countries as diverse as Colombia, Jordan and Mozambique, about a quarter of women surveyed said people did not die of AIDS, or did so rarely1.




    Unsterile medical injections are common in the less-developed world, where most visits to a doctor result in the (generally unnecessary) administration of intra- muscular, or subcutaneous drugs. WHO estimates2 that every year unsafe injections result in 80 000-160 000 new HIV-1 infections, 8-16 million hepatitis B infections, and 2·3-4·7 million hepatitis C infections worldwide (this figure does not include transfusions). Together, these illnesses account for 1·3 million deaths and 23 million years of lost life3. Even under the auspices of WHO regional immunisation programmes, which constitute 10% of all mass vaccination campaigns, an estimated 30% of injections are done with unclean syringes that are commonly reused. And, for other medicinal injections, over 50% are deemed unsafe, with rates as high as 90% in some campaigns4.




    Only very few people of our world really know about the suffering of HIV-infected or AIDS-ill people. Also only few people knews how the HIV/AIDS could spread over the world. No one is interested. The pharmaceutical companies doing a great profit of that epidemic and no one really looks and is interested in the situation of those people. People are dieing because they cannot afford the medical treatment. Other people loosing their job because of that epidemic. Now they are alone in this ruthless world. Without income, they cannot afford the treatment, and so they are dieing. But accectly this is not necessary. We, the whole population of this world, we have to fight against that epidemic shoulder to shoulder. We are brothers and sisters, fathers and mothers, sons and daughters. No one is different, if they are black, white, red, yellow or brown, we are of the same kind.




    More than twenty million humans since the beginning of the AIDS epidemic disease at the deadly immune weakness died. That estimates the UNAIDS program of the United Nations. End of 2002 therefore carried 42 million humans the virus in itself, under it 3.2 million children under 15 years. Five million humans again infected itself 2002. 3,1 million died in this time to it.




    The young were once considered relatively safe from HIV/AIDS. Today, more than half of all new infections strike people under the age of 25. Girls are hit harder and younger than boys. Infant and child death rates have risen sharply, and 14 million children are now orphans because of the disease.




  The world’s two billion children and adolescents are at the center of the HIV/AIDS crisis. And yet they are the ones who offer the greatest hope for defeating the epidemic.




    That gives me the feeling that there are only very few people really knowing of AIDS and so I started with this work – ‘The History of AIDS’ or as I gave my work the title – ‘ACHA INWE DOGEDOGE SIACHI’ which means “Let it kill me, I will never abandon young Ladies”.




  





  Introduction




  AIDS and HIV the human immunodeficiency virus is not new. We know that disease for a long time. Long before HIV and AIDS was recognized by the physicians that kind off illness was known. The history of AIDS and HIV does not start with the June 5, 1981. We also got reports about AIDS from the years 1952 from a young man from Memphis, Tennessee, 1959 from Ardouin A. from New York, 1959 from David Carr, the Manchester sailor, 1959 from George Y. from Toronto, 1964 from Washington state from a young woman Alice S. and 1969 Robert R. a teenager from St. Louis, Missouri. These have been six cases which were happened before 1970. A long time before the outbreak of AIDS in 1981.




  At the end of 2001, an estimate 40 million people globally were living with HIV. In many parts of the developing world, the majority of new infections occur in young adults, with young women especially vulnerable. About one-third of those currently living with HIV/AIDS are aged 15-24. Most of them do not know they carry the virus. Many millions more know nothing ore too little about HIV to protect themselves against it.




  The impact of the AIDS epidemic is being increasingly felt in many countries across the world. Southern Africa continues to be the worst affected area, with adult prevalence rates still rising in several countries. But elsewhere, also, in countries often already burdened by huge socio-economic challenges, AIDS threatens human welfare, developmental progress and social stability on an unprecedented scale.




  The AIDS epidemic has a profound impact on growth, income and poverty. It is estimated that the annual per capita growth in half the countries of sub-Saharan Africa is falling by 0.5-1.2% as a direct result of AIDS. By 2010, per capita GDP in some of the hardest hit countries may drop by 8% and per capita consumption may fall even farther. Calculations show that heavily affected countries could lose more than 20% of GDP by 2020. Companies of all types face higher costs in training, insurance, benefits, absenteeism and illness. A survey of 15 firms in Ethiopia has shown that, over a five-year period, 53% of all illnesses among staff were AIDS-related.




  An index of existing social and economic injustices, the epidemic is driving a ruthless cycle of impoverishment. People at all income levels are vulnerable to the economic impact of HIV/AIDS, but the poor suffer most acutely. One quarter of households in Botswana, where adult HIV prevalence is over 35%, can expect to lose an income earner within the next 10 years. A rapid increase in the number of very poor and destitute families is anticipated.




  Two Gloucester-based nonprofit groups, Action Inc. and North Shore AIDS Health Project, have joined forces to provide affordable housing and other services to low-income Essex County, Mass., residents with HIV/AIDS. The project, funded in part by a US Department of Housing and Urban Development $1.3 million grant to Action Inc., will provide 40 HIV/AIDS patients with services including job placement and training. Of the 40, 20 patients will receive assistance with low-cost housing. "This is a tremendous grant to get," said Chanda Millett Shin, Action's planning director. The project is among 14 new HUD grantees nationwide; the programs were chosen for their innovative nature or potential for replication. Action, an anti-poverty agency, must raise $1.3 million in matching funds. William Rochford, Action's executive director, said the agency's work with area homeless spawned the idea for the project. Many homeless people Action serves have HIV/AIDS, he explained, and since new therapies have increased such people's life spans, Action saw the need to provide more housing for them. Action plans to purchase an Essex County building for conversion to 10 apartments and to rent 10 additional apartments around the county. The apartments will be rented at low cost to clients, with part of the project funding subsidizing the rents. Action hopes to have the 10 apartments available by May and the


  10-unit building open within a year. North Shore AIDS Health Project will serve as case managers for the program. Susan Oleksiw, director of the NSAHP, said the program would be a valuable resource, helping low-income HIV/AIDS patients live productive lives5.




  A Viennese study occupies the social disadvantage for HIV infecting people. Women are more badly than men, particularly the women, who tightened themselves the infection as drug users. HIV infected women shrink from themselves to communicate this to their gynaecologist. On the other side there is a distance of the specialists to be occupied with the women intensively. This social discrimination is to be overcome. In Vienna approximately 1,000 HIV positive women might live. Since 1984 364 AIDS illnesses became registered in Vienna with women, 205 from them died.




  Six states with the largest AIDS Drug Assistance Programs will press for price concessions on AIDS treatments when they meet with drug makers in Washington March 17, 2003. The state officials plan to pressure the drug manufacturers for additional rebates for all 56 ADAPs in the United States and its territories. In the past, each state ADAP has, for the most part, fended for itself in talks with drug companies. But now the programs want to bring unity and clout to the discussions, hoping that manufacturers will cut prices if several states say they cannot afford a drug. The new initiative is focused on all AIDS drugs, not just new ones.




  States have become increasingly aggressive in trying to control drug costs. Some demand steep Medicaid drug discounts in exchange for putting medicines on their preferred-drug lists. Michigan and Vermont recently announced the first joint effort to extract discounts on Medicaid drugs. But states face legal challenges from drug makers, who argue that some cost- containment strategies are illegal.




  Several manufacturers last year agreed to freeze the prices charged to ADAPs, but the programs are still beset by budget woes and some have restricted patient eligibility. Nearly 700 people in a dozen states are on ADAP waiting lists. Part of ADAPs' problem is the success of the drugs: The treatments are prolonging lives, meaning more people are on the programs longer. ADAPs serve about 80,000 clients, nearly 30 percent of the US market for AIDS drugs.




  Meanwhile AIDS activists and researchers accuse the politicians that they have the danger not seriously taken. "The world reacted unbelievably slowly to this epidemic disease", vacates even Peter Piot, director of the UN program UNAIDS in Geneva. US president George W. Bush made available now to the United Nations a sum of 200 million dollar to fight AIDS. But critics do not see therein only one drop on the hot stone. For UN- Secretary-General Kofi Annan is the US donation the basic amount of a global AIDS fund, for which he expects on the special meeting of the UN- plenary assembly in June further donations. With few gifts of the relatively favourable AIDS medicine AZT it is today possible to prevent the transmission of the virus of the nut/mother on its newborn child. A good dozen of further means keeps the rear virus year and possibly decades long under control. From a healing however we cannot speech. Probably straight because of the availability of the successful medicament cocktails leaves the watchfulness in relation to the AIDS danger in countries like to the USA already again. Some HIV positive Americans up to 40,000 per year without regular treatment, are again infected, and under young, coloured homosexuals in the centres of dense development each third has the HIV.




  Phill Wilson, director of Afro-American "AIDS Policy and training institutes" in Los Angeles, recommends the USA to take an example countries such as Botswana in the strategy against AIDS. "Have we at all our lesson learned?", the AIDS fighter asks himself.




  The UN urged that the immunodeficiency illness AIDS in Africa could extinguish a whole generation and destabilize the continent. AIDS became of purely medical problems as a problem for the economic and social development, which coordinates the UN programs for the fight against the illness. In the next two decades could world-wide up to 70 million humans with AIDS die, should not change the rich countries their commitment in the fight against the deadly illness, warned the organization. "We did not reach the high point of the epidemic disease yet" says Piot. If Africa should be destabilized by AIDS, that will affect all other continents likewise. AIDS obstructs economic growth and intensifies hunger emergencies. The majority of humans infected world-wide with HIV lives in countries south the Sahara. In these regions the average about nine per cent with the virus indicated. To fight the epidemic disease are according to UN estimates of seven to ten billion euro until 2005 annually necessarily. Only each thousandth of the infected ones south the Sahara has according to the UN entrance to medicines. In the west in the past year 500,000 humans were treated, 25,000 died of AIDS. In Africa 30,000 humans are treated, 2,2 million humans died.




  Back in 1983, nobody expected AIDS to be around this long. But AIDS has not been cured, so the need has not stopped. An estimated 4,000 to 6,000 people have HIV, and as many as 25 percent of them do not know it. So after 20 years of raising awareness and helping HIV-infected people find treatment, support groups and financial help. "AIDS doesn't exist someplace else, and it isn't a reality of the past. It's a reality of today."




  "As a city, we've been supportive from afar, it's time for a new partnership between the city, not from afar, but shoulder-to-shoulder."




  14 million children in Africa by AIDS lost one or both parents, until 2010 the number will increase according to estimations of the Unicef up to 25 million. The situation is particularly dramatic in the countries in southern Africa. "In some regions the middle generation is extinguished, the picture is then coined/shaped by old humans and children." Content wise emphasis is thereby orientation toward prevention work. Socially and economically disadvantaged (part to) families, so that these able are to provide for their children.




  In South Africa about one year ago a program starts, which in the meantime reaches 4000 children, within three years are 20,000 children to be supported.




  During 1999--2002, a total of 101,877 HIV infections were diagnosed in the 29 states and reported to CDC, including 36,084 (35%) acquired through heterosexual contact. Among states, the median prevalence of heterosexually acquired HIV infections was 27% (range: 13%--47%).




  The proportion of females was greater among persons with heterosexually acquired HIV infections (64%; 23,205 of 36,084) than the proportion of females among persons exposed through injection-drug use, blood products, transfusions, and undetermined modes of exposure (36%; 6,661 of 18,732). Among age groups, prevalence for heterosexually acquired HIV infections was greatest (35%) among persons aged 30--39 years.




  Non-Hispanic blacks accounted for 26,748 (74%) of persons with heterosexually acquired HIV infections. A total of 5,257 (15%) were non-Hispanic white; 3,498 (10%) were Hispanic; and <1% were Asian/Pacific Islander or American Indian/Alaska Native. By comparison, among persons with nonheterosexually acquired HIV infections, non-Hispanic blacks accounted for 29,607 (45%), and non-Hispanic whites accounted for 26,731 (41%). During 1999--2002, an overall increase in heterosexually acquired HIV infections from 8,925 (95% CI = 8,606--9,243) in 1999 to 9,156 (95% CI = 8,713--9,600) in 2002 was not statistically significant.




  Among the 36,084 persons with heterosexually acquired HIV infections, 7,395 (20%) received a concurrent diagnosis of AIDS. Diagnosis of HIV/AIDS was more common among males (25%; 3,223 of 12,879) than among females (18%; 4,172 of 23,205).




  Females accounted for 89% of heterosexually acquired HIV infections among persons aged 13--19 years. Females also accounted for 70% of such cases reported among non-Hispanic whites, 64% among non-Hispanic blacks, and 56% among Hispanics




  [image: m306a3t].




  In Part 1 I will try to show the history of HIV and AIDS. Starting from June 5, 1981. But we know that the beginning was not on June 5, 1981, the beginning was much earlier. AIDS rages particularly in poor countries of Africa south the Sahara.




  At the end of 2002 numbered UNAIDS the number of humans there living with HIV was 29.4 million. With large distance follow the states of south and Southeast Asia with six million HIV positives. Causing concern is also the information from Eastern Europe and central Asia. Are there the absolute numbers with 1.2 million HIV infecting comparatively small. But in these regions the highest growth rates are registered at present. In Europe, North America and Australia live approximately 1.5 million infected persons. The numbers add easily, a cause are according to data of the AIDS researchers the neglected precaution. In addition by the modern therapy the life expectancy of the AIDS patients rose strongly. UNAIDS estimates that in the next two decades world-wide approximately seventy million humans at AIDS will die.




  In Part 2 I will try to show the controversy between the different scientists, physicians, chemists, biologics. It is not sure that HIV is the cause of AIDS, there are many different opinions between the scientists.




  What is AIDS? This clinical art term was coined/shaped 1982 and meant on English acquired immunodeficiency syndromes. In this concept formation a salient uncertainty lies, because "deficiency" lack, weakness or defect can mean. Clinically and therapeutically it is however crucial, which is at the basis put concrete findings: Lack based on certain immune cells, usually as quantitative distribution in the flowing blood, can be expression of a maturation lacking of the various cells of the immune cell network. On the other hand immune cell weakness can be a decreased operability of certain immune cells, while defect can mean that matured, functional immune cells are destroyed prematurely and continual by or several factors which can be defined. The ambiguity of the AIDS term against-reflected and masked the fact at the same time from the outset that crucial procedures in the complex interaction of the components of the immune function were understood before 20 years not yet. This circumstance favoured the arbitrary definition substantially to publicise as a cause of a certain disturbance of the immune cell balance a deadly mass infection with a "new exciter".




  The HIV hypothesis fails. There are many examples of people suffering from AIDS symptoms, but who do not show traces of HIV. There are additionally a large number of people in whom traces of HIV have been identified (virus or antibody), but who remain symptom-free for years. This difficulty has prompted some "HIV Fundamentalists" to assert that HIV is unique in the world of viruses, that Koch's postulates don't apply to HIV. Every year, the group of people identified as "HIV antibody positive" gets larger, partly because of expanded HIV testing programs, but also because so many previously identified antibody-positive people remain alive and healthy. Many have lived over 10 years without developing the predicted AIDS symptoms, or other health problems. And so, the CDC is continually redefining and lengthening the "latency period" for development of AIDS symptoms. For each year that passes, the latency period is extended by around one additional year. Not only does HIV "hide" in the body, it "sleeps". This is, of course, an unscientific attempt to salvage an hypothesis which fails to accurately predict observed pathology or epidemiology.




  What is true, what is wrong – that is the question.




  In Part 3 I will try to find out the origin of HIV. Does it exist or not, people are dying of that disease. Where we can find the source of HIV? Is it in Africa, or is it somewhere else? Is it from monkeys or ist it man made, or maybe from outer space? There are several points of view. To examine these issues and better understand the historical and contemporary role of unsterile injecting in emergent infections, we are beginning to collect used syringes and blood samples in HIV endemic areas of Africa where populations also have frequent exposure to SIV. These used syringes and blood samples will be tested by PCR analysis for traces of viral contaminants (DNA of SIV, HIV, hepatitis B virus, and hepatitis C virus), and the patterns of exposure to simians and to unsterile injecting will be documented. These data will be used to establish boundary conditions and limiting rates of injection related transmission of blood-bone viruses to inform the precision of mathematical models attempting to date the species crossover of SIV and epidemic spread of HIV.




  Does it matter where HIV came from? "Unless we understand where HIV came from we run the risk of new emergencies, and unless we understand the ecology that allowed it to spread, we will be unable to control newly identified diseases", said Preston Marx, in response to criticims that the meeting was irrelevant to the needs of the developing world. Rarely has an HIV science meeting asked more relevant questions. As Albert Osterhaus noted in his scene setting presentation that opened the meeting, "HIV is the champion zoonosis of recent years".




  In Part 4 I tried to work out the economic risks of AIDS. HIV/AIDS is a very costly disease. In some countries in Africa the infected number of people are over 25 percentage of the inhabitants. See also Part V for statistics.




  Part 5 is about the research work of physicians and medicals, trials and new solutions of HIV/AIDS medicaments.




  In Part 6 I will write a little bit about statistics. First we will have a look at the situation in the Eastern Europe and Central Asia, Asia and the Pacific, Sub_Saharan Africa, the Middle ast and North Africa and Latin America and the Caribbean. Later on we will have a closer look at the statistics of deifferent countries and nations.




  In Part 7 I will write about the so called AIDS dissidents, Peter Duesberg, Matthias Rath, Mary G. Enig, Mohammed Ali al-Bayati, Kary B. Mullis. Not every physician got the same ideas about the origin of AIDS, the treatment of AIDS and the spread of AIDS.




  In Part 8 I will write down my conclusion. We will read about the transfer from SIV from Animal to human being. And we will read about that SIV does not cause AIDS in humans. But what was happened that SIV got changed in the humans? Something was happened during the transfer to the SIV. HIV got a very dangerous inpact in humans. And how the transfer happened? With dirty needles? By nature? Or by OPV?




  When I started with this work, several years ago, I have known about HIV and AIDS like most of the people know. I always thought that everything what will told us by the physicians is correct and proofed. The very first time I heard that AIDS does not exist, was in the year 200 during the Durban conference and that person who said that was Thabo Mbeki, the president of South Africa. My first reaction was - Thabo Mbeki do not know what he is taking about. But now after three and a half year later I now that Thabo Mbeki has known what he was talking about - only me, I have not known.




  





  Part I




  The History of AIDS




  




  The Beginning




  The issue of the origin of HIV could go beyond one of purely academic interest, as an understanding of where the virus originated and how it evolved could be crucial in developing a vaccine against HIV and more effective treatments in the future.




  We do not know how many people got infected by HIV or how many people developed AIDS. We do not know for how long the people are suffering from HIV. We only know the beginning and the beginning of our understanding was the June 5, 1981. For sure the beginning of this disease was much earlier. But what we do know is:




  "The dominant feature of this first period was silence, for the human immunodeficiency virus (HIV) was unknown and transmission was not accompanied by signs or symptoms salient enough to be noticed. While rare, sporadic case reports of AIDS and sero-archaeological studies have documented human infections with HIV prior to 1970, available data suggest that the current pandemic started in the mid-to late 1970s. By 1980, HIV had spread to at least five continents (North America, South America, Europe, Africa and Australia). During this period of silence, spread was unchecked by awareness or any preventive action and approximately 100,000- 300,000 persons may have been infected." 6




  Mann's message was that AIDS is a global crisis, in which no person or nation is an island. More important, human rights and public health go hand in hand: "In each society, those people who before HIV/AIDS arrived were marginalized, stigmatized, and discriminated against become those at highest risk of HIV infection.... The French have a simple term which says it all: HIV is now becoming a problem mainly for les exclus, the 'excluded ones' living at the margin of society."1




  Two doctors, an American and a Belgian, find themselves in Leopoldville soon after the first pro-independence riots in the capital of the then Belgian Congo. The first AIDS death occurred 1959 in Congo, Africa. There a man died of unidentified illness. to the doctors, Arno Motulsky and Jean Vandepitte, who are busy with microbiological research into malaria. With the help of local doctors, they collect blood samples from medical staff, hospital patients and police recruits in Leopoldville.




  A quarter of a century later, these blood samples, together with others gathered from various areas in sub-Saharan Africa, arrive in the US, where an academic at Atlanta's Emory University, Professor Andr Nahmias, tests them for the presence of antibodies to the virus that causes AIDS. One sample - L70, from a batch of 99 specimens taken in Leopoldville in 1959 - emerges positive in all tests: taken from an unknown African male who lived in a city soon renamed Kinshasa, it is the oldest specimen of the human immunodeficiency virus, or HIV, in existence. Mainly in the Congo, but also in Rwanda and Burundi, with what we now recognise as principal AIDS-type symptoms: aggressive Kaposi's sarcoma, toxoplasmosis, diarrhoea, tuberculosis and other ailments. What's disturbing about these cases is that 87 percent of them - that is, of all known samples of HIV-1 from Africa from 1980 or earlier - come from those towns where an oral polio vaccine, known as CHAT, was fed to Africans between 1957 and 1960. Put another way, every one of all known HIV-1 cases in Africa before 1981 came from places within 160km of those CHAT vaccination sites.




  1981




  In April 1981, Centers for Disease Control (CDC) drug technician Sandra Ford wrote a memo noting unusual drug requests by doctors treating gay men with immune problems. A few years later someone made a sign out of a napkin and hung it on the office door: “In this room in the spring of 1981, the epidemic known as AIDS was first reported.”7




  On June 5, 1981, the Centers for Disease Control8 and Prevention published a notice on page two of its Morbidity and Mortality Weekly Report about a strange outbreak of Pneumocystis carinii pneumonia (PCP) striking five homosexual men from Los Angeles. "A doctor was treating a gay man in his 20s who had pneumonia. Two weeks later, he called to ask for a refill of a rare drug that I handled. This was unusual-nobody ever asked for a refill. Patients usually were cured in one 10-day treatment or they died"9. The symptoms of that patients pointed to an illness that was not know in that time. At the beginning only four groups of the US population got affected. The four “H”: the (H)omosexuell, the (H)aitian, the (H)emophiliac, the (H)eroin addicted. All of the men were described as "homosexuals"; two had died. Local clinicians and the Epidemic Intelligence Service (EIS) Officer stationed at the Los Angeles County Department of Public Health, prepared the report and submitted it for MMWR10 publication in early May 1981. Before publication, MMWR editorial staff sent the submission to CDC experts in parasitic and sexually transmitted diseases. The report mentioned a "cellular-immune dysfunction related to a common exposure" and a "disease acquired through sexual contact". Additional case were reports from New York City, San Francisco, and other cities. In June 1981, CDC developed an investigative team to identify risk factors and to develop a case definition for national surveillance. Within 18 months, epidemiologists conducted studies and prepared MMWR reports that identified all of the major risks factors for acquired immnodeficiency syndrome (AIDS). From that day on AIDS grew into a public health disaster of our time, a global phenomenon that has tested social, cultural, religious and scientific beliefs. But the weekday quit this believing very fast. AIDS, first called as the “cancer of the gay” killed up to our days more than 21 million of people, whites, blacks, homosexual’s, as well as addicted, but mostly people they even have not touched heroin.




  In June 1981, Michael Gottlieb, an immunologist at UCLA Medical School, co-wrote the first article about the new illness. “The previous fall we started seeing patients with fevers and weight loss, and by the spring they’d developed a type of pneumonia that’s very unusual in healthy men. All of them were homosexual.”11




  A few days later, following these reports of PCP and other rare life-threatening opportunistic infections, the CDC formed a Task Force on Kaposi's Sarcoma and Opportunistic Infections (KSOI)12.




  Patient 1: A previously healthy 33-year-old man developed P. carinii pneumonia and oral mucosal candidiasis in March 1981 after a 2-month history of fever associated with elevated liver enzymes, leukopenia, and CMV viruria. The serum complement-fixation CMV titer in October 1980 was 256; in may 1981 it was 32.* The patient's condition deteriorated despite courses of treatment with trimethoprim-sulfamethoxazole (TMP/SMX), pentamidine, and acyclovir. He died May 3, and postmortem examination showed residual P. carinii and CMV pneumonia, but no evidence of neoplasia.




  Patient 2: A previously healthy 30-year-old man developed p. carinii pneumonia in April 1981 after a 5-month history of fever each day and of elevated liver-function tests, CMV viruria, and documented seroconversion to CMV, i.e., an acute-phase titer of 16 and a convalescent-phase titer of 28* in anticomplement immunofluorescence tests. Other features of his illness included leukopenia and mucosal candidiasis. His pneumonia responded to a course of intravenous TMP/.SMX, but, as of the latest reports, he continues to have a fever each day.




  Patient 3: A 30-year-old man was well until January 1981 when he developed esophageal and oral candidiasis that responded to Amphotericin B treatment. He was hospitalized in February 1981 for P. carinii pneumonia that responded to TMP/SMX. His esophageal candidiasis recurred after the pneumonia was diagnosed, and he was again given Amphotericin B. The CMV complement-fixation titer in March 1981 was 8. Material from an esophageal biopsy was positive for CMV.




  Patient 4: A 29-year-old man developed P. carinii pneumonia in February 1981. He had had Hodgkins disease 3 years earlier, but had been successfully treated with radiation therapy alone. He did not improve after being given intravenous TMP/SMX and corticosteroids and died in March. Postmortem examination showed no evidence of Hodgkins disease, but P. carinii and CMV were found in lung tissue.




  Patient 5: A previously healthy 36-year-old man with clinically diagnosed CMV infection in September 1980 was seen in April 1981 because of a 4-month history of fever, dyspnea, and cough. On admission he was found to have P. carinii pneumonia, oral candidiasis, and CMV retinitis. A complement-fixation CMV titer in April 1981 was 128. The patient has been treated with 2 short courses of TMP/SMX that have been limited because of a sulfa-induced neutropenia. He is being treated for candidiasis with topical nystatin.




  The diagnosis of Pneumocystis pneumonia was confirmed for all 5 patients antemortem by closed or open lung biopsy. The patients did not know each other and had no known common contacts or knowledge of sexual partners who had had similar illnesses. Two of the 5 reported having frequent homosexual contacts with various partners. All 5 reported using inhalant drugs, and 1 reported parenteral drug abuse. Three patients had profoundly depressed in vitro proliferative responses to mitogens and antigens. Lymphocyte studies were not performed on the other 2 patients.




  Pneumocystis pneumonia in the United States is almost exclusively limited to severely immunosuppressed patients13. The occurrence of pneumocystosis in these 5 previously healthy individuals without a clinically apparent underlying immunodeficiency is unusual. The fact that these patients were all homosexuals suggests an association between some aspect of a homosexual lifestyle or disease acquired through sexual contact and Pneumocystis pneumonia in this population. All 5 patients described in this report had laboratory-confirmed CMV disease or virus shedding within 5 months of the diagnosis of Pneumocystis pneumonia. CMV infection has been shown to induce transient abnormalities of in vitro cellular-immune function in otherwise healthy human hosts.14 Although all 3 patients tested had abnormal cellular-immune function, no definitive conclusion regarding the role of CMV infection in these 5 cases can be reached because of the lack of published data on cellular-immune function in healthy homosexual males with and without CMV antibody.15




  Because there was so little known about the transmission of what seemed to be a new disease, there was concern about contagion, and whether the disease could by passed on by people who had no apparent signs or symptoms.10 Knowledge about the disease was changing so quickly that certain assumptions made at this time were shown to be unfounded just a few months later. For example, in July 1981 Dr Curran16 of the CDC was reported as follows:




  "Dr. Curran said there was no apparent danger to non homosexuals from contagion. 'The best evidence against contagion', he said, 'is that no cases have been reported to date outside the homosexual community or in women'"17




  Just five months later, in December 1981, it was clear that the disease affected other population groups, when the first cases of PCP were reported in injecting drug users18. At the same time the first case of AIDS was documented in the UK19. The most common manifestations of the acquired immunodeficiency syndrome include Pneumocystis carinii pneumonia and/or Kaposi's sarcoma. High-grade B-cell lymphomas have also been reported in homosexual men at risk for the acquired immunodeficiency syndrome. We herein present the case of a homosexual man, who presented simultaneously with Pneumocystis carinii pneumonia, acute cytomegalovirus20 infection, Kaposi's sarcoma, and B-cell immunoblastic sarcoma. The patient had evidence of exposure to the human T-lymphotropic retrovirus III, evidence of reactivation of Epstein-Barr virus infection, and cytomegalovirus inclusions within Kaposi's sarcoma tissue.21




  So Mann has been correct, we do not know what was before the June 5, 1981 we only can guess. We only know that an AIDS death occurred in 1959 but we do not know how many AIDS deaths really occurred since 1959 or earlier.




  What we know is from where the AIDS Virus HIV is originated. First of all we have to understand that HIV is a part of a family of group of viruses called lentiviruses. Lentiviruses other than HIV have been found in a wide range of nonhuman primates. These other lentiviruses are known collectively as simian (monkey) viruses (SIV) where a subscript is used to denote their species of origin.




  Whether HIV originated with OPV (oral polio vaccination), with colonial-era policy (including dirty needles, as we suggest here), or with the re-use of "disposable" needles in the 1950s (as Preston Marx suggests), there can be no question that continued use of non-sterile needles represents a serious risk factor for this and other (known and unknown) diseases.




  A 1916 polio epidemic in the United States killed 6,000 people and paralyzed 27,000 more. In the early 1950’s there were more than 20,000 cases of polio each year. Polio vaccination was begun in 1955. By 1960 the number of cases had dropped to about 3,000, and by 1979 there were only about 10. The success of polio vaccination in the U.S. and other countries has sparked a world-wide effort to eliminate polio.




  But the disease is still common in some parts of the world. It would only take one case of polio from another country to bring the disease back if were not protected by vaccine. If the effort to eliminate the disease from the world is successful, some day we won’t need polio vaccine. Until then, we need to keep getting our children vaccinated. How can I learn more?




  OPV can, rarely, actually cause polio. This is why it is no longer recommended for most people. It caused several cases of polio each year (about 1 case for every 2.4 million doses of vaccine) during the years it was used. OPV can cause polio in people who get the vaccine or in people who are in close contact with them. Today, with polio under control in the U.S., experts believe IPV can protect children and adults just as well, without the risk. A vaccine, like any medicine, could cause other serious problems, such as a severe allergic reaction. The risk of OPV causing serious harm, or death, is extremely small22.




  What is HIV?




  It is now generally accepted that HIV is a descendant of simian (monkey) immunodeficiency virus (SIV). Certain simian immunodeficiency viruses bear a very close resemblance to HIV-1 and HIV-2, the two types of HIV. HIV-1 is a highly variable virus which mutates very readily. So there are many different strains of HIV-1. These strains can be classified according to groups and subtypes and there are two groups, group M and group O.23 Within group M there are currently known to be at least 10 genetically distinct subtypes of HIV-1. The subtypes are very unevenly distributed throughout the world. For instance, subtype B is mostly found in the Americas, Japan, Australia, the Caribbean and Europe; subtypes A and D predominate in sub-Saharan Africa; subtype C in South Africa and India; and subtype E in Central African Republic, Thailand and other countries of southeast Asia. Subtypes F (Brazil and Romania), G and H (Russia and Central Africa), I (Cyprus), and group O (Cameroon) are of very low prevalence. In Africa, most subtypes are found, although subtype B is less prevalent. It is almost certain that new HIV genetic subtypes will be discovered in the future, and indeed that new subtypes will develop as virus mutation continues to occur. In some countries there is very little monitoring undertaken to detect new sub-types. For example, in Britain, the government's Public Health Laboratory Service which is responsible for monitoring the spread of HIV in Britain, only analyses 2 new infections a month for sub-type information. Some HIV subtypes have been observed in the laboratory to have different growth and immunological characteristics; these differences need to be demonstrated in vivo.24




  In 1986, a second type of HIV, called HIV-2, was isolated from AIDS patients in West Africa, where it may have been present decades earlier. No one knows whether HIV-2 will prove as lethal as its cousin, the common AIDS virus, or HIV-1. HIV-2 was first reported in 1985. Although it shares some genetic similarity with HIV-1, HIV-2 is clearly a separate and mysterious species of virus. HIV-2 was found in West Africa and when HIV-2 was sequenced it was found that only 40 percent to 50 percent homologous to HIV-1 and it was extremely similar to the SIV found in the sooty mangabey. Thist strongly suggested that the two HIVs had evolved independently of each other, and that HIV-2 related AIDS represented a separate zoonosis25. However, some people have developed AIDS, and died, as a result of HIV-2 infection. Dr. Luc Montagnier of the Pasteur Institute in Paris has studied the blood of these patients and found there is a large protein of unknown significance drifting through their bloodstreams. This mysterious protein is also found on the surface of cells infected by the HIV-2 virus. "We do not know what this is," said Montagnier, "but it is completely specific to HIV-2 infection." Researchers at the Pasteur Institute suspect the clue to determining exactly how dangerous HIV-2 is lies in understanding the role of this mysterious protein26. "I'm convinced it has a role in AIDS," said Luc Montagnier, head of the French group at the Pasteur Institute in Paris that identified the new virus. "But we have to convince the scientific community," Montagnier said.




  Studies of the natural history of HIV-2 are limited, but to date comparisons with HIV-1 show some similarities while suggesting differences. Both HIV-1 and HIV-2 have the same modes of transmission and are associated with similar opportunistic infections and AIDS. In persons infected with HIV-2, immunodeficiency seems to develop more slowly and to be milder. Compared with persons infected with HIV-1, those with HIV-2 are less infectious early in the course of infection. As the disease advances, HIV-2 infectiousness seems to increase; however, compared with HIV-1, the duration of this increased infectiousness is shorter27. HIV-2 infections are predominantly found in Africa. West African nations with a prevalence of HIV-2 of more than 1% in the general population are Cape Verde, Côte d'Ivoire (Ivory Coast), Gambia, Guinea-Bissau, Mali, Mauritania, Nigeria, and Sierra Leone. Other West African countries reporting HIV-2 are Benin, Burkina Faso, Ghana, Guinea, Liberia, Niger, São Tomé, Senegal, and Togo. Angola and Mozambique are other African nations where the prevalence of HIV-2 is more than 1%. Dr. Anders Naucler had found in the city of Bissau in 1987, 0.05 percent infected with the principal AIDS virus, HIV-1, while 8.6 percent of antennal women, and 36.7 percent of female prostitutes were infected with HIV-2. Little is known about the best approach to the clinical treatment and care of patients infected with HIV-2. Given the slower development of immunodeficiency and the limited clinical experience with HIV-2, it is unclear whether antiretroviral therapy significantly slows progression. Not all of the drugs used to treat HIV-1 infection are as effective against HIV-2. In vitro (laboratory) studies suggest that nucleoside analogs are active against HIV-2, though not as active as against HIV-1. Protease inhibitors should be active against HIV-2. However, non-nucleoside reverse transcriptase inhibitors (NNRTIs) are not active against HIV-2.




  Once the virus had become established in humans, for spread to occur the right number of people living in close contact, including sexual contact and people are needed to travel from one area to another. If there had been a few sporadic AIDS cases in rural areas before the recognized HIV-2 epidemic, there would probably have been little or no onward transmission, provided those persons remained in their villages.




  Whether any potential benefits would outweigh the possible adverse effects of treatment is unknown. Monitoring the treatment response of patients infected with HIV-2 is more difficult than monitoring people infected with HIV-1. No FDA-licensed HIV-2 viral load assay is available yet. Viral load assays used for HIV-1 are not reliable for monitoring HIV-228.




  The field virologist Preston Marx traveled through Liberia and Sierra Leone searching for what he calls the missing epidemic. He hoped to pin down the origins of HIV2, one strain of the deadly virus that causes AIDS.




  Theory held that all strains of HIV came from animal viruses that had naturally infected humans, so Marx. hunted for isolated HIV infections that had been caught from primate hosts. Instead, he uncovered a series of inconsistencies that have led him to believe that the transfer was not natural and that human activity has unknowingly created HIV29.




  




  Simon Wain-Hobson30, a British virologist and AIDS researcher at the Pasteur Institute in Paris, believes that the disruption and migration that characterized post-colonial Africa may have played a key role in the spread of HIV. "The English and the French kept people ruthlessly under control," says Wain-Hobson. They didn't let them move, they didn't let them travel. And what happened finally when the English pulled out was a free-for-all. There were pogroms, there was corruption, there was blackmail, there were movements of populations, the introduction of the motorcar. There was the beginning of the urbanization of Africa, which is a post-war event. These developments, he believes, may have helped HIV expand beyond the narrow range it occupied after it first emerged31. Now we suggest an HIV origin in colonial, rather than postcolonial, times. Now it became quite clear the nature of the controversy into which we have wandered. Broadly speaking, there are currently two main scientific schools regarding the origin of HIV.32




  1982




  In January 1982, Dr. Larry Mass and five friends who’d been raising funds to fight the new “gay plague” founded Gay Men’s Health Crisis33. There’s no other organization that we know of that so closely connects a disease with a people. It invites scapegoating. You don’t say syphilis is a “black” disease when rates are higher among blacks. It continues to inspire people to respect gay people and to encourage people everywhere to come out of any other closets they may be living in.




  The syndrome is called GRID (Gay-Related Immune Deficiency) by some scientists. The disease still did not have a name. The CDC referred to it to the diseases that were occurring, for example lymphadenopathy (swollen glands), on some occasions they referred to it as KSOI, the name already given to the CDC task force. “Since October 1981, cases of persistent, generalized lymphadenopathy--not attributable to previously identified causes--among homosexual males have been reported to CDC by physicians in several major metropolitan areas in the United States. These reports were prompted by an awareness generated by ongoing CDC and state investigations of other emerging health problems among homosexual males.”34 “In February and March 1982, records were reviewed for 57 homosexual men with lymphadenopathy seen at medical centers in Atlanta, New York City, and San Francisco. The cases reviewed met the following criteria: 1) lymphadenopathy of at least 3 months' duration, involving 2 or more extra-inguinal sites, and confirmed on physical examination by the patient's physician; 2) absence of any current illness or drug use known to cause lymphadenopathy; and 3) presence of reactive hyperplasia in a lymph node, if a biopsy was performed.”3519 “The 57 patients had a mean age of 33 years and the following characteristics: all were male; 81% were white, 15% black, and 4% Hispanic; 83% were single, 6% married, and 11% divorced; 86% were homosexual, 14% bisexual. The median duration of lymphadenopathy was 11 months. Ninety-five percent of patients had at least 3 node chains involved (usually cervical, axillary, and inguinal). Forty-three patients had had lymph node biopsies showing reactive hyperplasia. Approximately 70% of the patients had some constitutional symptoms including fatigue, 70%; fever, 49%; night sweats, 44%; and weight loss of greater than or equal to 5 pounds, 28%. Hepatomegaly and/or splenomegaly was noted among 26% of patients.” “The 57 patients had a mean age of 33 years and the following characteristics: all were male; 81% were white, 15% black, and 4% Hispanic; 83% were single, 6% married, and 11% divorced; 86% were homosexual, 14% bisexual. The median duration of lymphadenopathy was 11 months. Ninety-five percent of patients had at least 3 node chains involved (usually cervical, axillary, and inguinal). Forty-three patients had had lymph node biopsies showing reactive hyperplasia. Approximately 70% of the patients had some constitutional symptoms including fatigue, 70%; fever, 49%; night sweats, 44%; and weight loss of greater than or equal to 5 pounds, 28%. Hepatomegaly and/or splenomegaly was noted among 26% of patients.




  Recorded medical histories for the 57 patients suggested that the use of drugs such as nitrite inhalants, marijuana, hallucinogens, and cocaine was common. Many of these patients have a history of sexually transmitted infections (gonorrhea 58%, syphilis 47%, and amebiasis 42%). Of 30 patients skin-tested for delayed hypersensitivity response, 8 were found to be anergic on the basis of at least 2 antigens other than purified protein derivative (PPD).”36




  “4 cases of diffuse, undifferentiated non-Hodgkins lymphoma (DUNHL) were diagnosed between March 1981 and January 1982. Because of the rarity of these cases to the KSOI syndrome, they are of interest. Patient 1: A 28-year-old hospital clerk complained of back and shoulder pain starting in early March 1981. Within a few days he had swelling of the right eye and an unsteady gait, and he was hospitalized on March 21. "Shotty" peripheral lymphadenopathy was present. A biopsy of an orbital mass and an enlarged cervical lymph node disclosed DUNHL. A myelogram revealed a T4-T6 block by an extradural mass. Radiation and chemotherapy led to complete remission. In September 1981, another tumor in the spinal cord was treated with radiation. The ensuing remission was temporary, and the patient died with disseminated DUNHL on January 15, 1982.




  Patient 2: A 33-year-old nurse developed a tumor in his left lower jaw in October 1981. Penicillin was given for a suspected abscess, but the mass enlarged. A biopsy on November 24 disclosed DUNHL. Tumor cells contained surface IgM, kappa type, indicating a B-cell tumor. The tumor involved a left axillary lymph node, the retroperitoneum, the bone marrow, and the meninges. Generalized "reactive" lymphadenopathy and mild splenomegaly were present. Systemic and intrathecal chemotherapy led to temporary tumor regression; the patient relapsed and died in March 1982.




  Patient 3: A 35-year-old janitor developed an enlarged cervical lymph node in October 1981. A dental extraction was performed for a suspected abscess, but lymphadenopathy persisted. A biopsy on December 12 revealed DUNHL. Tumor cells contained surface IgM, kappa type. Tumor was detected in the mediastinum, retroperitoneum, both kidneys, bone marrow, and meninges. Moderate generalized lymphadenopathy and splenomegaly were present. Systemic and intrathecal chemotherapy led to rapid tumor regression; however, this patient has recently relapsed.




  Patient 4: A 24-year-old clerk developed backache and fatigue in November 1981. On January 21, 1982, an exploratory laparotomy showed DUNHL with extensive retroperitoneal involvement. Tumor cells contained surface IgM, kappa type. Combination chemotherapy has led to complete remission. All these patients were homosexual males living in San Francisco. They had no known contact with each other, had no known sexual partners in common, and had no known contact with patients with Kaposi's sarcoma (KS). Each gave a history of a life style that included use of such drugs as nitrite inhalants, amphetamines, and marijuana. Medical histories indicated that all 4 patients had had 1 or more of such infections as hepatitis B, anal warts, gonorrhea, and syphilis.”37




  In June a report from MMWR suggested that the disease was sexually transmitted.




  “In the period June 1, 1981-April 12, 1982, CDC received reports of 19 cases of biopsy-confirmed Kaposi's sarcoma (KS) and/or Pneumocystis carinii pneumonia (PCP) among previously healthy homosexual male residents of Los Angeles and Orange counties, California. 8 of the patients were still living 7 of the other 11 patients who had died interviews were conducted. Data on sexual partners were obtained for 13 patients, 8 with KS and 5 with PCP. Within 5 years of the onset of symptoms, 9 patients (6 with KS and 3 with PCP) had had sexual contact with other patients with KS or PCP. Seven patients from Los Angeles County had had sexual contact with other patients from Los Angeles County, and 2 from Orange County had had sexual contact with 1 patient who was not a resident of California. Four of the 9 patients had been exposed to more than 1 patient who had KS or PCP. Three of the 6 patients with KS developed their symptoms after sexual contact with persons who already had symptoms of KS. One of these 3 patients developed symptoms of KS 9 months after sexual contact, another patient developed symptoms 13 months after contact, and a third patient developed symptoms 22 months after contact.




  The other 4 patients in the group of 13 had no known sexual contact with reported cases. However, 1 patient with KS had an apparently healthy sexual partner in common with 2 persons with PCP; 1 patient with KS reported having had sexual contact with 2 friends of the non-Californian with KS; and 2 patients with PCP had most of their anonymous contacts ( greater than or equal to 80%) with persons in bathhouses attended frequently by other persons in Los Angeles with KS or PCP.” “An estimated 185,000-415,000 homosexual males live in Los Angeles County.* Assuming that they had a median of 13.5 to 50 different sexual partners per year over the past 5 years,** the probability that 7 of 11 patients with KS or PCP would have sexual contact with any one of the other 16 reported patients in Los Angeles County would seem to be remote. The probability that 2 patients with KS living in different parts of Orange County would have sexual contact with the same non-Californian with KS would appear to be even lower. Thus, observations in Los Angeles and Orange counties imply the existence of an unexpected cluster of cases.”38




  On June 8, 1982 following number of Kaposi’s Sarcoma (KS), Pneumocystis Carinii Pneumonia (PCP), and Other Opportunistic infections has been reported to CDC. A total number of 452 illnesses has been reported. 428 were male and 24 were female persons. 23 were under 25 years old, 362 were between 25 and 44, over the age of 44 were 62 persons, from 5 persons the age is unknown.39




  In July the first reports appeared that has occurred Haitians and haemophiliacs. A total of 34 cases in 5 states have been reported.




  Florida: From April 1, 1980, through June 20, 1982, 19 Haitian patients had culture, biopsy, or autopsy evidence of opportunistic infections, and 1 other patient had biopsy- and autopsy-confirmed Kaposi's sarcoma. The infections identified included Pneumocystis carinii pneumonia (6 patients), cryptococcal meningitis or fungemia (4), toxoplasmosis of the central nervous system (CNS) (7), Candida albicans esophagitis (7) and thrush (5), esophageal or disseminated cytomegalovirus infection (3), progressive herpes simplex virus infection (1), disseminated tuberculosis (8), and chronic enteric Isospora belli infection (2). Fourteen patients had multiple opportunistic infections. Three patients had recurring infection. The clinical course has been severe; 10 patients have died. The type of infection was initially recognized at autopsy for 6 patients.




  New York: From July 1, 1981, through May 31, 1982, 10 Haitian residents of Brooklyn were diagnosed as having the following opportunistic infections: P. carinii pneumonia (5 patients), CNS toxoplasmosis (2), disseminated cryptococcosis (1), esophageal candidiasis (1), and disseminated tuberculosis (2). None had any underlying disease or history of therapy known to cause immunosuppression. Five died of their infections. Eight patients stated they were heterosexual; the sexual orientation of the other 2 was not known. One patient gave a history of intravenous (IV) drug abuse; 8 denied drug abuse, and for 1, no information was available on drug use.40




  All patients were between 20 and 45 years of age. Data from medical screening of 10,780 Haitians entering the United States between March and November 1980 indicated that 73% were adult males. Only 2% of those screened were 12 years old, and over 90% were 45 years old.41




  There were reports of three cases of Pneumocystis carinii pneumonia among patients with hemophilia A and without other underlying disease.




  Patient 1: A 62-year-old patient with a history of chronic hepatitis had received frequent injections of Factor VIII concentrate for severe hemophilia for many years. In February 1981, he began to experience weight loss and vague right upper quadrant abdominal discomfort associated with laboratory evidence of increasing hepatic dysfunction. In December 1981, while hospitalized for elective knee surgery, he complained of cough and fever. He was lymphopenic, and chest X-ray revealed interstitial infiltrates compatible with viral pneumonia. He was discharged in late December after a brief course of corticosteroids associated with overall clinical improvement. He returned in severe respiratory distress a few days later. Open lung biopsy on January 5 revealed P. carinii, for which he received sulfamethoxazole/trimethoprim (SMZ/TMP) during the 2 weeks before death. P. carinii pneumonia and micronodular cirrhosis were documented at post-mortem examination.




  Patient 2: A 59-year old noted the onset of gradual weight loss, dysphagia associated with pharyngitis, aphthous-like ulcers, and anterior cervical adenopathy beginning in October 1980. As a patient with severe hemophilia, he had received frequent injections of Factor VIII concentrate for several years. Weight loss continued over a period of months. Oropharyngeal candidiasis was diagnosed in February 1982. He was hospitalized in May 1982 with symptoms including nausea, vomiting, and recurrent fever. Pneumonia was diagnosed, and P. carinii and cytomegalovirus (CMV) were repeatedly identified from lung tissue or bronchial secretions using histopathologic and culture techniques. Therapy with SMZ/TMP and pentamidine isethionate continued until death on July 5, 1982. Laboratory evidence for cellular immune dysfunction included absent mitogen responses and depletion of the T-helper lymphocyte cell population, relative increase in T-suppressor cells, and resultant inverted T-helper/T-suppressor ratio.




  Patient 3: A previously healthy 27-year-old developed fever, urinary frequency and urgency, and extreme lassitude in July 1981. He had frequently received parenteral Factor VIII concentrate for severe hemophilia. Bilateral pneumonia was diagnosed in October 1981, and open lung biopsy revealed P. carinii. He responded successfully to a 3-week course of SMZ/TMP. In February 1982, he received ketoconazole to suppress repeated episodes of oral candidiasis. He was hospitalized again in April with fever, splenomegaly, anemia, and lymphopenia. An extensive tumor work-up (including laparotomy) did not uncover an underlying malignancy. Cultures of bone marrow, liver, mesenteric lymph nodes, and blood grew Mycobacterium avium. In vitro immunological testing in March indicated a reduction in absolute number of circulating T-cells. Subsequent, more extensive testing documented the lack of lymphocyte responsiveness to mitogens, absolute and relative decrease in T-helper cells, relative increase in T-suppressor cells, and resultant inverted T-helper/T-suppressor ratio.42




  Sulfamethoxazole/Trimethoprim, Glaxo Wellcome, Bactrim when combined with Trimethoprim; Septra when combined with Trimethoprim; SMX). 


  Approved June 23,1981 for the treatment of Pneumocystis carinii pneumonia (PCP).




  The Disease Got A Name – AIDS




  In July 1982, Dr. James Curran, head of a CDC task force studying the disease, attended a meeting where the new epidemic received its official name. Some physicians were calling it GRID, for “Gay Related Immune Deficiency.” In August 1982 the disease got a new name – AIDS. SIDA use in French and Spanish. Acquired immunodeficiency syndrome (AIDS) described by fatal opportunistic infections and malignancies.43 Between June 1, 1981, and September 15, 1982, CDC received reports of 593 cases of acquired immune deficiency syndrome (AIDS), formerly referred to as Kaposi's sarcoma and opportunistic infections in previously healthy persons. Death occurred in 243 cases (41%). Analysis of reported AIDS cases shows that 51% had Pneumocystis carinii pneumonia (PCP) without Kaposi's sarcoma (KS); 30% had KS without PCP; 7% had both PCP and KS; and 12% had OOI with neither PCP nor KS. The overall mortality rate for cases of PCP without KS (47%) was more than twice that for cases of KS without PCP (21%), while the rate for cases of both PCP and KS (68%) was more than three times as great. The mortality rate for OOI with neither KS nor PCP was 48%.44 Reported AIDS cases may be separated into groups based on these risk factors: homosexual or bisexual males--75%, intravenous drug abusers with no history of male homosexual activity--13%, Haitians with neither a history of homosexuality nor a history of intravenous drug abuse--6%, persons with hemophilia A who were not Haitians, homosexuals, or intravenous drug abusers--0.3%, and persons in none of the other groups--5%. Reported by the Task Force on Acquired Immune Deficiency Syndrome, CDC.45




  Club Baths, San Francisco, November 1982 . . . When the moaning stopped, the young man rolled over on his back for a cigarette. Gaetan Dugas reached up for the lights, turning up the rheostat slowly so his partner's eyes would have time to adjust. He then made a point of eyeing the purple lesions on his chest. "Gay cancer," he said, almost as if he were talking to himself. "Maybe you'll get it too."46




  In December 1982, the CDC confirmed the first case in which AIDS was transmitted via blood transfusion. Until know there was only a gay epidemic – for the public, but after the report from CDC everyone bear in their mind that AIDS could affect everybody. At the end of 1982 AIDS is spread over the world in 14 different countries.




  "It is frightening because no one knows what's causing it, said a 28-year old law student who went to the St. Mark's Clinic in Greenwich Village last week complaining of swollen glands, thought to be one early symptom of the disease. Every week a new theory comes out about how you' re going to spread it".47 On August 8, 1982, in an article entitled "A Disease's Spread Provokes Anxiety," The New York Times brought its readers up to date on a growing health crisis in the homosexual community that was baffling medical science. While The Times had previously reported on a disease causing opportunistic infections in gay men, this was the first time the term acquired immune deficiency syndrome or A.I.D.S. Later that same year, The Washington Post joined The Times in reporting on the death of an 20 month old child who had received a blood transfusion from an AIDS- afflicted donor.48 The infant, a white male, was delivered by caesarian section on March 3, 1981. The estimated duration of pregnancy was 33 weeks; and the infant weighed 2850 g. The mother was known to have developed Rh sensitization during her first pregnancy, and amniocentesis done during this, her second, pregnancy showed the fetus had erythroblastosis fetalis. The infant had asphyxia at birth and required endotracheal intubation. Because of hyperbilirubinemia, six double-volume exchange transfusions were given over a 4-day period. During the 1-month hospitalization following birth, the infant received blood products, including whole blood, packed red blood cells, and platelets from 19 donors. All blood products were irradiated. In April 1981, the infant appeared well, although hepatosplenomegaly was noted at age 4 months. At 7 months, he was hospitalized for treatment of severe otitis media. At 9 months of age, he developed anorexia, vomiting, and then jaundice. Transaminase levels were elevated, and serologic tests for hepatitis A and B viruses and cytomegalovirus were negative; non-A non-B hepatitis was diagnosed. At 14 months of age, the infant developed neutropenia and an autoimmune hemolytic anemia and thrombocytopenia. Blood were given to the infant on March 11. Eight months later, the donor complained of fatigue and decreased appetite. On examination, he had right axillary lymphadenopathy, and cotton-wool spots were seen in the retina of the left eye. During the next month, December 1981, he developed fever and severe tachypnea and was hospitalized with biopsy-proven Pneumocystis carinii pneumonia. He improved on antimicrobial therapy and was discharged after a 1-month hospitalization, immunologic studies done in March 1982 showed severe cellular immune dysfunction typical of AIDS. In April 1982, he developed fever and oral candidiasis, and began to lose weight. A second hospitalization, beginning in June 1982, was complicated by Salmonella sepsis, perianal herpes simplex virus infection, encephalitis of unknown etiology, and disseminated cytomegalovirus infection. He died in August 1982.49




  With that, a second major national newspaper was officially in the business of covering the AIDS story.




  And the first baby with AIDS were born. The baby, a black/hispanic male weighing 5 lb 14 oz, was born in December 1980 following a 36-38-week pregnancy. Pregnancy had been complicated by bleeding in the fourth month and by preeclampsia in the ninth month. The infant was well until 3 months of age, when oral candidiasis was noted. At 4 months, hepatosplenomegaly was observed, and at 7 months, he had staphylococcal impetigo. Growth, which had been slow, stopped at 9 months. Head circumference, which had been below the third percentile, also stopped increasing. At 9 months, serum levels of IgG and IgA were normal; IgM was high-normal. T-cell studies were normal, except for impaired in-vitro responses to Candida antigen and alloantigen.




  At 17 months of age, the infant had progressive pulmonary infiltrates, as well as continuing oral candidiasis, and was hospitalized. Mycobacterium avium-intracellulare was cultured from sputum and bone marrow samples. A CAT scan of the head revealed bilateral calcifications of the basal ganglia and subcortical regions of the frontal lobes. Repeat immunologic studies done at age 20 months showed lymphopenia, decreased numbers of T-lymphocytes, and severely impaired T-cell function in vitro; immunoglobulin determinations are pending. The infant remains alive and is receiving therapy for his mycobacterial infection.




  The infant's mother, a 29-year-old resident of New York City, gave a history of intravenous drug abuse. Although she was in apparently good health at the time of the infant's birth, she developed fever, dyspnea, and oral candidiasis in October 1981. One month later, she was hospitalized and died of biopsy-proven Pneumocystis carinii pneumonia (PCP). She had been lymphopenic during the hospitalization; further immunologic studies were not done. At autopsy, no underlying cause for immune deficiency was found.50 This case provided clearer evidence that AIDS was caused by an infectious agent, and it also caused additional concerns about the safety of the blood supply.




  " When it began turning up in children and transfusion recipients, that was a turning point in terms of public perception. Up until then it was entirely a gay epidemic, and it was easy for the average person to say 'So what?' Now everyone could relate.".51




  At the end of the year 1982 it became recognized that AIDS what not a disease which only occurs in USA. There were reports from other countries that the disease were also there.




  1983




  Epidemiologic observations increasingly suggest that AIDS is caused by an infectious agent. The description of a cluster of sexually related AIDS patients among homosexual males in southern California suggested that such an agent could be transmitted sexually or through other intimate contact. AIDS has also been reported in both members of a male homosexual couple in Denmark. Four previously healthy Danish homosexual men developed Kaposi's sarcoma or opportunistic infections with fever of unknown origin and lymphadenopathy. One patient died of a Pneumocystis carinii pneumonia. Three patients had defective cell-mediated immunity with absent leucocyte interferon production and decreased proliferative response to mitogens and antigens. T lymphocyte helper subsets and natural killer cell activity were reduced. Unstimulated mononuclear cells produced leucocyte migration inhibitor factor. Two patients were sexual partners and three had never been to the USA, where cases of severe acquired immunodeficiency have been reported. Thus, the syndrome must also be suspected in European homosexual men who present with fever of unknown origin, opportunistic infections, or Kaposi's sarcoma.52 The present report supports the infectious-agent hypothesis and the possibility that transmission of the putative "AIDS agent" may occur among both heterosexual and male homosexual couples. Opportunistic infections and unusual tumors have been reported in an unprecedented outbreak of community-acquired cellular immune deficiency among homosexual and drug-abusing men. The report mentioned five women with the same syndrome. The women were residents of metropolitan New York City closely associated with drug abuse either by personal use (our patients) or close sexual contact with an abuser (one patient). One patient was bisexual. All five patients developed Pneumocystis carinii pneumonia as well as combinations of other opportunistic infections including oral candida, disseminated mycobacteria, and ulcerative herpes simplex infections. All patients had marked depression of cellular immune function. Three patients died. The appearance of this syndrome in women has important implications with regard to the epidemiology and etiology of this emerging syndrome.53




  As James Curran, the head of the CDC task force said: "The sense of urgency is greatest for haemophiliacs. The risk for others [who receive blood products] now appears small, but is unknown".




  The risk for haemophiliacs was so great because the blood concentrate exposed them to the blood of up to 5000 individual blood donors.




  In many parts of the world there is anxiety, bafflement, a sense that something has to be done about this fatal disease and whose cause is still unknown. Recent signs have indicated that an increasing number of doctors in other countries are beginning to see AIDS as a public health problem as serious as American epidemiologists deemed it about two years ago. In the Netherlands and in Britain where three people had died of AIDS. An epidemic of AIDS seems to have begun in USA about 1980, and so far has killed 541 of the 1,410 victims whose cases have been reported to the Centers for Disease Control in Atlanta. In addition, 103 cases have been reported from 16 other countries. Dr. Richard M. Krause, the director of the National Institutes of Allergy and Infectious Diseases, visited Haiti. Dr. Krause says the infections that strike AIDS victims in Haiti and in this country seem to differ. Theories about AIDS abound among scientists. One concerns the African swine fever virus, which infects pigs but is not known to infect humans. A letter to the editor of The Lancet, the British medical journal, from Jane Teas of the Harvard School of Public Health, in which she proposed this virus as the cause of AIDS, received wide publicity.54




  In May 1983, doctors at the Institute Pasteur in France reported that they had isolated a new virus. The doctors believed that this virus caused AIDS. A retrovirus belonging to the family of recently discovered human T-cell leukemia viruses (HTLV), but clearly distinct from each previous isolate, has been isolated from a Caucasian patient with signs and symptoms that often precede the acquired immune deficiency syndrome (AIDS). This virus is a typical type-C RNA tumor virus, buds from the cell membrane, prefers magnesium for reverse transcriptase activity, and has an internal antigen (p25) similar to HTLV p24. Antibodies from serum of this patient react with proteins from viruses of the HTLV-I subgroup, but type-specific antisera to HTLV-I do not precipitate proteins of the new isolate. The virus from this patient has been transmitted into cord blood lymphocytes, and the virus produced by these cells is similar to the original isolate. From these studies it is concluded that this virus as well as the previous HTLV isolates belong to a general family of T-lymphotropic retroviruses that are horizontally transmitted in humans and may be involved in several pathological syndromes, including AIDS.55 Little notice was taken but a sample of the virus was send to the CDC. A few months later the virus was named lymphadenopathy-associated virus or LAV and a sample of LAV was sent to the National Cancer Institute. The present epidemic of acquired immune deficiency syndrome (AIDS) was originally described in homosexual men and subsequently in intravenous drug abusers, Haitians, and hemophiliacs. Profound defects in cell-mediated immunity (CMI) are associated with Kaposi's sarcoma and a variety of serious opportunistic infections. Recently, we and others have encountered a group of children with an otherwise unexplained immune deficiency syndrome and infections of the type found in adults with AIDS. In this report, it is describe eight children from the Newark, NJ, metropolitan area born into families with recognized risks for AIDS. These patients have had recurrent febrile illnesses, failure to thrive, hypergammaglobulinemia, and depressed CMI. Four of these children have died. Our experience suggests that children living in high-risk households are susceptible to AIDS and that sexual contact, drug abuse, or exposure to blood products is not necessary for disease transmission.56 AIDS transmission became a major issue specially in San Francisco, where the Police Department equipped patrol officers with special masks and gloves for use when dealing with what the police called 'a suspected AIDS patient.' "The officers were concerned that they could bring the bug home and their whole family could get AIDS".57 In New York: "landlords have evicted individuals with AIDS" and "the Social Security Administration is interviewing patients by phone rather than face to face".58 The New York Times reports "In many parts of the world there is anxiety, bafflement, a sense that something has to be done - although no one knows what - about this fatal disease whose full name is Acquired Immune Deficiency Syndrome and whose cause is still unknown." The World Health Organization (WHO59) plans to convene a meeting of experts in Geneva from, November 22-25.60




  The problem of AIDS is growing internationally, but not yet with the frightening speed. In many parts of the world there is anxiety, bafflement, a sense that something has to be done - although no one knows what - about this fatal disease whose full name is Acquired Immune Deficiency Syndrome and whose cause is still unknown.61 Recent signs have indicated that an increasing number of doctors in other countries have begun to see AIDS as a public health problem. France became the first country to ban the importation of American blood because transfusions of blood and blood products have been implicated in the transmission of some cases of the disease, according to an official of the World Health Organization. Similar measures were under discussion in the Netherlands and in Britain, where people have died of AIDS. These precautions are being taken or considered even though it is unknown whether the disease has actually been transmitted abroad from the United States.




  Dr. Richard M. Krause, the director of the National Institutes of Allergy and Infectious Diseases, visited Haiti. Dr. Krause says the infections that strike AIDS victims in Haiti and in this country seem to differ. Diarrhea-causing organisms seem to be more common among AIDS victims in Haiti than in other countries. The incidence of tuberculosis was also higher among Haitian AIDS patients. For that purpose, Dr. Warren Johnson of Cornell, working with doctors in Haiti, has begun a study financed by the National Institutes of Health and aimed at learning, among other things, the specific types of immunological abnormalities, risk factors, and possible means of transmission of the disease. Theories about AIDS abound among scientists. One concerns the African swine fever virus, which infects pigs but is not known to infect humans. A letter to the editor of The Lancet, the British medical journal, from Jane Teas of the Harvard School of Public Health, in which she proposed this virus as the cause of AIDS, received wide publicity. At least two scientific groups have failed to find evidence supporting Dr. Teas's suggestion. Scientists from the United States Department of Agriculture's Plum Island facility off Long Island and a team of Belgian and Dutch scientists found no evidence of African swine fever virus infection.62 During 1982 and early 1983, city and state health departments throughout the United States began assuming an increasingly active role in the surveillance and investigation of AIDS. At the annual Conference of State and Territorial Epidemiologists in May 1983, the group affirmed the urgency of AIDS as a public health problem and passed, as one part of a resolution on AIDS, the recommendation that AIDS be added to the list of notifiable diseases in all states. In May 1983, also Dr. Jeffrey Sonnabend, a New York physician, and two of his patients, Michael Callens and Richard Berkowitz, published a booklet entitled “How to Have Sex in an Epidemic,” which introduced the gay community to the concept of “safe sex.” HIV hadn’t been discovered yet, so we were only dealing with theories. It seemed obvious it was a transmittable disease, and that the major way in which the exposures occurred was through exchanges of bodily fluid. That led immediately to the condom.63 As of June 20, 1983, physicians and health departments in the United States and Puerto Rico had reported a total of 1,641 cases of acquired immunodeficiency syndrome (AIDS). Of these patients, 644 (39%) are known to have died; the proportion of patients with KS alone who have died (22%) is less than half that of patients with opportunistic infections who have died (46%). Fifty-five (3%) cases were diagnosed before 1981; 225 (14%), in 1981; 832 (51%), in 1982; and 529 (32%), in 1983. Groups at highest risk of acquiring AIDS continue to be homosexual and bisexual men (71% of cases), intravenous drug users (17%), persons born in Haiti and now living in the United States (5%), and patients with hemophilia (1%). Six percent of the cases cannot be placed in one of the above risk groups. In addition to the 1,641 reported AIDS cases, 21 infants with opportunistic infections and unexplained cellular immunodeficiencies have been reported to CDC. Infant cases are recorded separately because of the uncertainty in distinguishing their illnesses from previously described congenital immunodeficiency syndromes. New York City has reported 45% of all cases meeting the surveillance definition; San Francisco, 10% of cases; and Los Angeles, 6% of cases. Cases have been reported from 38 states.64




  By November 7, 1983, 24 cases of AIDS in the United Kingdom had been reported to the Communicable Disease Surveillance Centre. At the same time an increasing number of homosexual men with unexplained lymphadenopathy syndrome (LAS) have been seen in the department. Between December 1982 and July 1983, 14 homosexual men with LAS and 11 healthy homosexual men were studied. Patients with LAS had a high number of lifetime episodes of sexually transmitted diseases, a history of recent sexual activity in the United States (9 of 14), sexual contact with British AIDS patients or other persons with LAS (7 of 14), and hypergammaglobulinemia.65




  In the UK people who might be susceptible to AIDS were asked not to donate blood.




  In October the first European World Health Organisation (WHO) meeting was held in Denmark. At this meeting it was reported that there had been 2,803 AIDS cases in the USA.




  A total of 421 AIDS cases were diagnosed in these 10 countries (although onset of illness may have occurred elsewhere) up to July 15, 1984. In October 1983, the same countries reported 215 cases at the first meeting on AIDS, organized by the WHO Regional Office for Europe in Aarhus, Denmark. AIDS cases have increased nearly 100% in 8 months. Estimates of the rate of AIDS cases per million population vary considerably from one country to another. However, uneven geographic case distribution was found within the individual countries and also in other parts of the world. Seven percent of the cases reported in these 10 countries occurred among women. Forty-nine percent of all patients were in the 30- to 39-year age group. Two cases occurring in children under 1 year of age were reported in France, the first in a Zairian child whose mother also had AIDS, and the second, in a Haitian child whose parents both had the disease. Of the total patients recorded, 349 (83%) came from the 10 countries mentioned above. Three other groups accounted for a considerable percentage: (1) the group of patients from countries in the Caribbean region, with 18 cases (4.3% of the total), including 17 Haitian patients (reported in France) and one patient from Dominica (reported in the United Kingdom). Except for three Haitians, these patients were living in Europe before the appearance of the first signs of the disease; (2) the group of patients from Africa included 39 cases (9.3% of the total). These patients came from Zaire (18), Congo (nine), Gabon (three), Mali (two), Zambia (two), Cameroon (one), Cape Verde (one), Ghana (one), Togo (one), and Uganda (one). The cases were diagnosed and reported in France (27 cases), Switzerland (six), the United Kingdom (two), the Federal Republic of Germany (two), Greece (one), and Italy (one). Thirty-two of these patients were living in Europe before the appearance of the initial symptoms; (3) the third group ("other nationalities") included 15 patients (3.6% of the total), consisting mainly of patients coming from the Americas: United States (seven), Argentina (one), Canada (one), Nicaragua (one), and Peru (one). The four other patients came from the following countries: Albania (one), Pakistan (one), Portugal (one), and Yugoslavia (one). Seven of them (four United States citizens, one Argentine, one Canadian, and one Pakistani) were not living in Europe when the first symptoms appeared.66 Women without known risk factors comprised 22% of the Caribbean cases and 33% of the African cases. Among patients of other nationalities, 13 were homosexuals; two were also drug abusers. The two patients (one Pakistani and one Portuguese) for whom no risk factor was found had lived in Equatorial Africa during the 5 years preceding diagnosis of the disease.67




  This meeting was followed in November by the first meeting to assess the global AIDS situation. This was the start of global surveillance by WHO and it was reported that AIDS was present in the U.S.A., Canada, fifteen European countries, Haiti, and Zaire as well as in seven Latin American countries. There were also cases reported from Australia and two suspected cases in Japan.




  Since the initial reports of AIDS in the spring of 1981 (3,4), the number of cases reported each half-year has increased. Over half of the 10,000 cases have been reported within the last 12 months. Four thousand nine hundred forty-two of all reported patients are known to have died (49% of the adults and 69% of the children); 75% of patients diagnosed before January 1983 are known dead. Adult patients. Among adult AIDS patients, there has been no significant change over time in distribution by age, race, and sex. Ninety percent of adult patients are 20-49 years old. Sixty percent are white; 25%, black; and 14%, Hispanic. Ninety-four percent are men. Since 1981, the proportion of AIDS cases in transfusion recipients has increased significantly, while the proportion of cases in "other/unknown" patients has decreased significantly. Adult AIDS patients have been reported from 46 states (US). Among cases reported before May 1983, 47% of the adults were residents of New York. The number of AIDS cases reported nationally continues to increase. The first 5,000 diagnosed cases were reported to CDC between June 1981 and June 1984 (37 months); the last 5,000 cases have been reported since June 1984 (10 months).68 Shortly afterwards, the Zairian Department of Health created a national AIDS research programme. Of the more than 1.5 million children who have already developed AIDS, 85% reside in sub-Saharan Africa. Seventy-five per cent of all infected children die before the age of 5 years, the majority because of opportunistic infection or malnutrition. In South Africa the true extent of the problem was unknown.69




  The natural history of human immunodeficiency virus (HIV) infection in Zaire was determined by identifying in October, 1984, 125 seropositive hospital personnel without signs or symptoms and 145 age and sex matched seronegative controls from the same population. Between July, 1985, and February, 1986, 67 seropositives, including 38 men and 29 women, and 113 seronegatives were interviewed and examined by an observer who did not know their serological status. The acquired immunodeficiency syndrome (AIDS) had developed in 1 seropositive and no seronegatives (rate difference, 1.3/100 person-years [py]; 95% confidence interval 0-3.3/100 py); AIDS-related complex or generalised lymphadenopathy had developed in 8 seropositives (12%) and 1 seronegative (1%) (rate ratio, 13.2; 95% confidence interval 1.3-134.6); and minimal lymphadenopathy had developed in 19 seropositives (28%) and 8 seronegatives (7%) (rate ratio, 3.9; 95% confidence interval 1.8-8.4). These data provide the first estimates for rates of progression to AIDS or AIDS-related conditions among healthy HIV seropositive heterosexual adults. Rates observed in this study are similar to those reported in US or European homosexual or bisexual men.70




  United States Cases Reported To CDC




  Adult/Adolescent Pediatric†† Total




  [image: 1]





  2. Age Cases (%) 3. Race/Ethnicity Cases (%) Cases (%) Cases (%)




  Under 13 90 (1) White, not Hispanic 4466 (59) 20 (22) 4486 (58)


  13 - 19 39 (1) Black, not Hispanic 1898 (25) 50 (56) 1948 (25)


  20 - 29 1662 (22) Hispanic 1111 (15) 18 (20) 1129 (15)


  30 - 39 3608 (47) Other 31 (0) 0 (0) 31 (0)


  40 - 49 1618 (21) Unknown 103 (1) 2 (2) 105 (1)


  Over 49 681 (9) Total 7609 (100) 90 (100) 7699 (100)


  Unknown 1 (0)


  Total 7699 (100)




  4. Patient Groups**




  Adult/Adolescent




  Total Males (%) Females (%) Cases (%)




  Homosexual or Bisexual Men 5541 (78) ---- ( - ) 5541 (73)


  Intravenous (IV) Drug User 1042 (15) 275 (55) 1317 (17)


  Haitian 221 (3) 42 (9) 263 (3)


  Hemophilia 49 (1) 0 (0) 49 (1)


  Heterosexual Contact*** 5 (0) 54 (11) 59 (1)


  Transfusions with Blood/Blood Products 49 (1) 41 (8) 90 (1)


  None of the Above/Other 206 (3) 84 (17) 290 (4)


  Total 7113 (100) 496 (100) 7609 (100)




  Pediatric†† Total Males




  (%) Females (%) Cases (%)




  Parent with AIDS/or at 34 (64) 30 (81) 64 (71)


  increased risk for AIDS


  Hemophilia 4 (8) 0 (0) 4 (4)


  Transfusion with Blood/ 10 (19) 2 (5) 12 (13)


  Blood Products


  None of the above/Other 5 (9) 5 (14) 10 (11)


  Total 53 (100) 37 (100) 90 (100)




  * These data are provisional




  † KS = Kaposi’s sarcoma; PCP = Pneumocystis carinii pneumonia; OI = Other opportunistic infections




  †† Includes patients under 13 years of age at time of diagnosis




  ** Patient groups listed are ordered hierarchically; cases with multiple characteristics are tabulated only in the group listed first.




  *** With a person with AIDS or at risk for AIDS




  6. All AIDS Cases Per Million Population (from the 1980 Census), by Standard Metropolitan Statistical Area (SMSA) of Residence, Reported from June 1, 1981 to December 31, 1984 - United States Cases




  SMSA Of Percentage Per Million




  Residence Cases Of Total Population


  New York, NY 2795 36 306.5


  San Francisco, CA 899 12 276.6


  Miami, FL 304 4 187.0


  Newark, NJ 214 3 108.9


  Los Angeles, CA 635 8 84.9


  Elsewhere




  (Irrespective of SMSA) 2852 37 14.0


  Total - United States 7699 100 33.8




  7. All Reported Cases of AIDS And Case - Fatality Rates by Half-Year of Diagnosis, 1979 - December 31, 1984, United States Number of Number of Case-Fatality Cases Deaths Rate




  1979 Jan. - June 1 1 100%




  July - Dec. 9 7 78%




  1980 Jan. - June 19 15 79%




  July - Dec. 27 27 100%




  1981 Jan. - June 82 71 87%




  July-Dec. 169 139 82%




  1982 Jan. - June 348 259 74%




  July - Dec. 628 427 68%




  1983 Jan. - June 1154 704 61%




  July - Dec. 1474 823 56%




  1984 Jan. - June 2093 822 39%




  July - Dec. 31 1687 366 22%




  Totals* 7699 3665 48%




  *Table totals include 8 cases diagnosed prior to 1979. Of these 8 cases, 4 are known to have died.71




  1984




  In 1984 a study was made. The possibility that homosexual men with the acquired immune deficiency syndrome (AIDS) had been sexual partners of each other was studied. Of the first 19 homosexual male AIDS patients reported from southern California, names of sexual partners were obtained for 13. Nine of the 13 patients had sexual contact with one or more AIDS patients within five years of the onset of symptoms. Four of the patients from southern California had contact with a non-Californian AIDS patient, who was also the sexual partner of four AIDS patients from New York City. Ultimately, 40 patients in 10 cities were linked by sexual contact. On the basis of six pairs of patients, a mean latency period of 10.5 months (range seven to 14 months) is estimated between sexual contact and symptom onset. The finding of a cluster of AIDS patients linked by sexual contact is consistent with the hypothesis that AIDS is caused by an infectious agent.72 This patient was called “patient O”. "The AIDS Epidemic was not spread in America by a virus. It was spread by a single man." The ad--run in the AUg. 23 New York Times and in Ad Week--promoted an excerpt from "And the Band Played On," by Randy Shilts, dealing with Gaetan Dugas, the Canadian flight attendant known as "Patient Zero." "While everyone was searching for a cure for AIDS, we found the cause," the ad boasts. A spokeswoman for Hal Riner, a major California ad agency, said the agency received over 75 phone calls to protest an advertisement for California Magazine. It also credits Dugas with infecting "up to 250 men a year." Shilts called the idea that one man caused the epidemic "absurd."73 "I have it, so they can have it too." said Dugas.74




  But there were also other voices. Even if Gaetan Ducas, undisputably contributed to the spread of AIDS at the beginning of the epidemic, this does not make him "patient zero," as he had been defined by the press American (and non-American) until a few years ago. Certainly the fact he was a Canadian citizen made him a perfect scapegoat: the mysterious contagious disease had been introduced into the USA from abroad. In reality, however, the oldest case that could be described retrospectively as AIDS dates back to 1952, and concerns an American.75 There was also another “patient zero”. Evidence proving the world's first AIDS case-a Briton who died in the 1950s-may have been false, the Independent newspaper said Friday in a case that could cast doubt on current wisdom over the deadly disease. David Carr, a 25-year-old Briton who died in 1959, was dubbed "patient zero" in scientific circles and considered to be the first confirmed case of Acquired Immune Deficiency Syndrome (AIDS). But a member of the British research team which published the original analysis to world acclaim in 1990 told the Independent he stood by his work and could not understand the discrepancy. But U.S. scientists believe the tissue samples used by British-based researchers in the original analysis were not from the 1959 victim but from an AIDS victim who died in about 1990. Researchers at the New York University School of Medicine have repeatedly tried but failed to detect HIV in tissue taken from Carr's corpse, the paper said. The samples were stored for more than 30 years at Manchester University in northern England.




  The New York team, according to the paper, has dismissed the idea that the strain of HIV found in the tissue dates from the 1950s and was instead one that was prevalent in 1990. Experts say this strain could not have existed more than 30 years ago because of the speed at which viruses mutate.76




  Another clamorous case was that of the sailor from Manchester who died in 1959. Heterosexual, not a drug user, he left Great Britain only for brief trips to Gilbraltar in 1957. Suddenly, at the age of 25 years, he died of a mysterious disease. Analyzing his frozen blood sample, English researchers discovered the presence of HIV. It was the oldest case of infection ever documented. But David Ho7778, and his group demonstrated in 1995 that the virus present in the blood of the sailor originated from an accidental contamination of the sample that happened long after his death.79 But if the hunt for "patient zero" has important aspects in research, increasing knowledge of the virus and of its successive evolution, very often, the hunt for "patient zero" is transfomed into a hunt for the culprit. For westerners, it was comfortable to attribute the origin of HIV to Africa, attributing its quick spread around the world to ever-increasing intercontinental airflights.80




  




  "I believe we have the cause of AIDS"




  Researchers in the United States and France have strong, new evidence that a type of virus first identified in AIDS patients in France last year might be the long-sought cause of the deadly disease. "I think it looks very good," said Dr. Donald Francis, coordinator of AIDS laboratories activities at the Centers for Disease Control in Atlanta. The discovery of the cause of AIDS would not constitute a cure but it is a necessary first step that could vastly speed the development of a treatment or an anti-AIDS vaccine. Martin, who visited French AIDS researchers, said they have found the virus, which they call lymphadenopathy virus or LAV, in 11 patients -- six with AIDS and five with a pre-AIDS immune disorder called lymphadenopathy. "I'm convinced it has a role in AIDS," said Luc Montagnier81, that identified the new virus. He cautioned that this does not prove the virus is the cause of AIDS. Many viruses are found in AIDS patients, whose broken-down immune systems leave them prone to infection, Martin said. But one argument that the French virus is the cause of cause of AIDS is that the virus appears in patients with the pre-AIDS disease, who generally do not develop all the so-called opportunistic infections found in AIDS victims.




  On April 23th, the United States Health and Human Services Secretary Margaret Heckler82 announced that Dr. Robert Gallo83 of the National Cancer Institute had isolated the virus which caused AIDS, that it was named HTLV-III. Persons infected with the etiologic retrovirus of acquired immunodeficiency syndrome (AIDS) may present with a variety of manifestations ranging from asymptomatic infection to severe immunodeficiency and life- threatening secondary infectious diseases or cancers. The rapid growth of knowledge about human T-lymphotropic virus type III/lymphadenopathy- associated virus (HTLV-III/LAV) has resulted in an increasing need for a system of classifying patients within this spectrum of clinical and laboratory findings attributable to HTLV-III/LAV infection. The most specific diagnosis of HTLV-III/LAV infection is by direct identification of the virus in host tissues by virus isolation; however, the techniques for isolating HTLV-III/LAV currently lack sensitivity for detecting infection and are not readily available. For public health purposes, patients with repeatedly reactive screening tests for HTLV-III/LAV antibody (e.g., enzyme-linked immunosorbent assay) in whom antibody is also identified by the use of supplemental tests (e.g., Western blot84, immunoflu- orescence assay) should be considered both infected and infective. Although HTLV-III/LAV infection is identified by isolation of the virus or, indirectly, by the presence of antibody to the virus, a presumptive clinical diagnosis of HTLV-III/LAV infection has been made in some situations in the absence of positive virologic or serologic test results. There is a very strong correlation between the clinical manifestations of AIDS as defined by CDC and the presence of HTLV-III/LAV antibody (11-14). Most persons whose clinical illness fulfills the CDC surveillance definition for AIDS will have been infected with the virus. The virus had in fact been identified by biologists in Gallo’s lab, principally Poiesz and Ruscetti, not Gallo, but true to form he appropriated the discovery and took the accolades. He had previously claimed this virus to be the cause of a rare form of leukaemia, which amounts to disorderly immune cell replication, not premature cell death. The virus had first been posited to be a cell division stimulant, not a killer. Gallo’s new converse role for HTLV1 went up like a lead balloon, but it didn’t matter, because it wasn’t long afterwards that Montagnier sent Gallo his samples. Gallo resprayed Montagnier’s LAV as HTLVIII. It was later renamed HIV, the Human Immunodeficiency Virus. “We don’t know that…100 percent of people infected with HIV will die with AIDS. We don’t know that. We shouldn’t be predicting that, and it could even precipitate suicide. They shouldn’t have put that on the front page, even if it were true. But the fact is that we just don’t know.” The biggest medical research effort in history has found HIV to be biologically inactive.85




  Subsequent nucleic acid sequence analyses proved Gallo's virus from 1984 to be the same as the virus discovered by Luc Montagnier in 1983. Since Montagnier had sent his virus to Gallo in 1983, it appeared that Gallo had rediscovered Montagnier's virus. A legal investigation proved that the photograph of HIV in Gallo's first AIDS papers was that of Montagnier's virus. Robert Gallo claims to prove that HIV virus is guilty of causing AIDS and that Gallo is innocent of appropriating Montagnier's virus. The bizarre story of how Gallo isolated his HIV is one of the many stories told to put to rest the suspicion that Gallo had misappropriated Montagnier's virus. He fails to point out that AIDS is defined as a syndrome, a collection, of 25 unrelated diseases that are only called AIDS if that antibody is present. In its absence the very same diseases are called by their old names: pneumonia, dementia, tuberculosis, etc. 86 For unlike Montagnier, Gallo rushed to label HIV the AIDS culprit in April 1984, joining Margaret Heckler, the U.S. Secretary of Health and Human Services. Even at the time, the evidence fell short of solid proof; among other problems, HIV itself had been found in only half the AIDS patients tested. "We can't prove HIV causes AIDS and Duesberg can't prove it doesn't!" Mathilde Krim, head of AmFar once said.




  After three years of investigations, the Federal Office of Research Integrity today found that Dr. Robert C. Gallo, the American co-discoverer of the cause of AIDS, had committed scientific misconduct. The investigators said he had "falsely reported" a critical fact in the scientific paper of 1984 in which he described isolating the virus that causes AIDS.87 The scientific papers regarding Gallo's discovery of HTLV-III were published on 4th May.




  Public Health Service (PHS) was currently coordinating development of a blood test for HTLV-III antibodies; and research on AIDS treatment, vaccine development. PHS investigators were extensively involved in collaborations with non-Federal researchers, both nationally and internationally. It has not always been clear that the amount of support for AIDS activities has been equivalent to the effort that individual researchers and PHS agencies believe is necessary. Furthermore, there were issues that extend beyond the biological nature of AIDS which warrant more attention from the Federal Government—prevention of AIDS through education, confidentiality and informed consent for research and blood donation, and support for the clinical and financial needs of AIDS patients.88




  United States Cases Reported To CDC


  Adult/Adolescent Pediatric†† Total


  1. Primary Disease† Cases (%) Deaths (%) Cases (%) Deaths (%) Cases (%) Deaths (%)




  KS without PCP 1724 (23) 520 (30) 4 (4) 4 (100) 1728 (22) 524 (30)


  Both KS and PCP 462 (6) 299 (65) 2 (2) 2 (100) 464 (6) 301 (65)


  PCP without KS 4157 (55) 2094 (50) 63 (70) 46 (73) 4220 (55) 2140 (51)


  OI without KS or PCP 1266 (17) 691 (55) 21 (23) 9 (43) 1287 (17) 700 (54)


  Total 7609 (100) 3604 (47) 90 (100) 61 (68) 7699 (100) 3665 (48)


  Adult/Adolescent Pediatric†† Total




  2. Age Cases (%) 3. Race/Ethnicity Cases (%) Cases (%) Cases (%)




  Under 13 90 (1) White, not Hispanic 4466 (59) 20 (22) 4486 (58)


  13 - 19 39 (1) Black, not Hispanic 1898 (25) 50 (56) 1948 (25)


  20 - 29 1662 (22) Hispanic 1111 (15) 18 (20) 1129 (15)


  30 - 39 3608 (47) Other 31 (0) 0 (0) 31 (0)


  40 - 49 1618 (21) Unknown 103 (1) 2 (2) 105 (1)


  Over 49 681 (9) Total 7609 (100) 90 (100) 7699 (100)


  Unknown 1 (0)


  Total 7699 (100)




  4. Patient Groups**




  Adult/Adolescent Total Males (%) Females (%) Cases (%)




  Homosexual or Bisexual Men 5541 (78) ---- ( - ) 5541 (73)


  Intravenous (IV) Drug User 1042 (15) 275 (55) 1317 (17)


  Haitian 221 (3) 42 (9) 263 (3)


  Hemophilia 49 (1) 0 (0) 49 (1)


  Heterosexual Contact*** 5 (0) 54 (11) 59 (1)


  Transfusions with Blood/Blood Products 49 (1) 41 (8) 90 (1)


  None of the Above/Other 206 (3) 84 (17) 290 (4)


  Total 7113 (100) 496 (100) 7609 (100)




  Pediatric†† Total




  Males (%) Females (%) Cases (%)




  Parent with AIDS/or at 34 (64) 30 (81) 64 (71)


  increased risk for AIDS


  Hemophilia 4 (8) 0 (0) 4 (4)


  Transfusion with Blood/ 10 (19) 2 (5) 12 (13)


  Blood Products


  None of the above/Other 5 (9) 5 (14) 10 (11)


  Total 53 (100) 37 (100) 90 (100)




  * These data are provisional




  † KS = Kaposi’s sarcoma; PCP = Pneumocystis carinii pneumonia; OI = Other opportunistic infections




  †† Includes patients under 13 years of age at time of diagnosis




  ** Patient groups listed are ordered hierarchically; cases with multiple characteristics are tabulated only in the group listed first.




  *** With a person with AIDS or at risk for AIDS December 31, 1984 AIDS Cases Reported To CDC - Page 2 5. Residence Adult/Adolescent (%) Pediatric†† (%) Total (%)




  New York State 2960 (39) 39 (43) 2999 (39)


  California 1722 (23) 8 (9) 1730 (22)


  Florida 529 (7) 14 (16) 543 (7)


  New Jersey 467 (6) 12 (13) 479 (6)


  Texas 344 (5) 1 (1) 345 (5)


  Illinois 157 (2) 2 (2) 159 (2)


  Pennsylvania 143 (2) 4 (4) 147 (2)


  Massachusetts 134 (2) 1 (1) 135 (2)


  District of Columbia 112 (1) 112 (1)


  Georgia 93 (1) 1 (1) 94 (1)


  Puerto Rico 94 (1) 94 (1)


  Connecticut 84 (1) 2 (2) 86 (1)


  Maryland 82 (1) 82 (1)


  Louisiana 73 (1) 73 (1)


  Virginia 68 (1) 1 (1) 69 (1)


  Washington 68 (1) 68 (1)


  Colorado 64 (1) 64 (1)


  Ohio 44 (1) 44 (0)


  Michigan 43 (1) 43 (1)


  Missouri 32 (0) 1 (1) 33 (0)


  Arizona 30 (0) 30 (0)


  Indiana 28 (0) 1 (1) 29 (0)


  North Carolina 24 (0) 1 (1) 25 (0)


  Oregon 21 (0) 21 (0)


  Hawaii 20 (0) 20 (0)


  Minnesota 20 (0) 20 (0)


  South Carolina 20 (0) 20 (0)


  Oklahoma 15 (0) 15 (0)


  Kentucky 14 (0) 14 (0)


  Wisconsin 12 (0) 12 (0)


  Nevada 11 (0) 11 (0)


  Rhode Island 11 (0) 11 (0)


  Alabama 10 (0) 10 (0)


  Other States (14) 60 (1) 2 (2) 62 (1)


  Total - USA 7069 (100) 90 (100) 7699 (100)
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  6. All AIDS Cases Per Million Population (from the 1980 Census), by Standard Metropolitan Statistical Area (SMSA) of Residence, Reported from June 1, 1981 to December 31, 1984 - United States Cases SMSA Of Percentage Per Million Residence Cases Of Total Population




  New York, NY 2795 36 306.5


  San Francisco, CA 899 12 276.6


  Miami, FL 304 4 187.0


  Newark, NJ 214 3 108.9


  Los Angeles, CA 635 8 84.9


  Elsewhere




  (Irrespective of SMSA) 2852 37 14.0 Total - United States 7699 100 33.8 7. All Reported Cases of AIDS And Case - Fatality Rates by Half-Year of Diagnosis, 1979 - December 31, 1984, United States Number of Number of Case-Fatality Cases Deaths Rate




  1979 Jan. - June 1 1 100%




  July - Dec. 9 7 78%




  1980 Jan. - June 19 15 79%




  July - Dec. 27 27 100%




  1981 Jan. - June 82 71 87%




  July-Dec. 169 139 82%




  1982 Jan. - June 348 259 74%




  July - Dec. 628 427 68%




  1983 Jan. - June 1154 704 61%




  July - Dec. 1474 823 56%




  1984 Jan. - June 2093 822 39%




  July - Dec. 31 1687 366 22%




  Totals* 7699 3665 48%




  *Table totals include 8 cases diagnosed prior to 1979. Of these 8 cases, 4 are known to have died.89




  European Case Report A total of 421 AIDS cases were diagnosed in these 10 countries (although onset of illness may have occurred elsewhere) up to July 15, 1984. In October 1983, the same countries reported 215 cases at the first meeting on AIDS, organized by the WHO Regional Office for Europe in Aarhus, Denmark (2). AIDS cases have increased nearly 100% in 8 months. Estimates of the rate of AIDS cases per million population vary considerably from one country to another. However, uneven geographic case distribution was found within the individual countries and also in other parts of the world. Seven percent of the cases reported in these 10 countries occurred among women. Forty-nine percent of all patients were in the 30- to 39-year age group. Two cases occurring in children under 1 year of age were reported in France, the first in a Zairian child whose mother also had AIDS, and the second, in a Haitian child whose parents both had the disease.90




  1985




  In 1985, Dr. Montagnier team isolated the second human AIDS virus, HIV-2, from West African patients. Since 1986, Dr. Montagnier has coordinated the work of a distinguished group of collaborators on the mechanisms of AIDS pathogenesis.91




  No one knows whether HIV-2 will prove as lethal as its cousin, the HIV-1. Although it shares some genetic similarity with HIV-1, HIV-2 is clearly a separate and mysterious species of virus. The virus was discovered by competing teams of researchers from Harvard University and France's Pasteur Institute. The teams differ in their estimates of how lethal HIV-2 is. Dr. Max Essex of Harvard University said the deadly HIV-1 virus was getting competition from HIV-2 in the western region of Africa, and infection with HIV-2 somehow conferred immunity against HIV-1. According to Essex, people infected with HIV-2 not only remained healthy, but were actually able to resist infection by the deadly HIV-1 virus. But Essex's co-worker Phyllis Kanki has studied a group of 300 prostitutes in Dakar, Senegal, for two years and has seen increasing numbers of the women, over time, testing positive for both HIV-1 and HIV-2. About 10 percent of the city's prostitutes are infected with one of the viruses were infected. Especially confounding is that although one in 10 of the women are infected, none have developed AIDS. The majority of the prostitutes of Dakar carry HIV-2, and, said Kanki, "HIV-2 is showing a quite distinct biology from HIV-1." Asked if people with HIV-2 will go on to develop full-blown AIDS, Kanki said no one really knows. "It is possible HIV-2 is a less pathogenic virus," she said. "But it is also possible it is capable of remaining latent for longer periods of time before causing disease." However, some people have developed AIDS, and died, as a result of HIV-2 infection. Dr. Luc Montagnier of the Pasteur Institute in Paris has studied the blood of these patients and found there is a large protein of unknown significance drifting through their bloodstreams. This mysterious protein is also found on the surface of cells infected by the HIV-2 virus.




  HIV-2 is sweeping across parts of Africa at an alarming rate. If this virus is eventually going to cause AIDS in most persons it has infected, Africa's real nightmare has just begun.




  Dr. Wanda Canas Ferreira of the Institute of Hygiene and Tropical Medicine in Lisbon, found that HIV-2 was rampant in Guinea-Bissau (formerly Portuguese Guinea, in West Africa), and spreading fast. Infection among children in Bissau has jumped in eight years from zero known cases to nearly 10 percent. About 11 percent of the country's military recruits are HIV-2 carriers. In contrast, there is virtually no HIV-1 infection in the country. In the Ivory Coast, for example, a little more than 2 percent of the pregnant women tested this year in hospitals around the country carried HIV-1, more than 4 percent were infected with HIV-2, and another 4 percent were co-infected with both HIV-1 and HIV-2. Among prostitutes in Benin, Nigeria, overall HIV infection is less than 10 percent; 4.5 percent have HIV-1 and 3.7 percent carry HIV-2. As the primary HIV-1 epidemic spreads outwards, apparently, from the Lake Victoria region in East Africa, the HIV-2 epidemic is moving to the south. Uganda, which has reported the most cases of AIDS on the continent, now finds that about 19 percent of the patients hospitalized in the capital city of Kampala carry both viruses. And far to the southwest, in Angola, eleven percent carry HIV-1, 10.5 percent have HIV-2, and 3.5 percent are infected simultaneously with both viruses. Dr. James Chin, chief epidemiologist for the World Health Organization, said "Nobody knows what this means, and we at WHO can't begin to factor in HIV-2 to predict the future of the African AIDS epidemic. We just don't know what is going to happen to these people."92




  There are currently two types of HIV: HIV-1 and HIV-2. Both HIV-1 and HIV-2 are transmitted by sexual contact, through blood, and from mother to child, and they appear to cause clinically indistinguishable AIDS.93




  Studies of the natural history of HIV-2 are limited, but to date comparisons with HIV-1 show some similarities while suggesting differences. Both HIV-1 and HIV-2 have the same modes of transmission and are associated with similar opportunistic infections and AIDS. However, HIV-2 is less easily transmitted. In persons infected with HIV-2, immunodeficiency seems to develop more slowly and to be milder. Compared with persons infected with HIV-1, those with HIV-2 are less infectious early in the course of infection. As the disease advances, HIV-2 infectiousness seems to increase; however, compared with HIV-1, the duration of this increased infectiousness is shorter. HIV-1 and HIV-2 also differ in geographic patterns of infection; the United States has few reported cases. HIV-2 infections are predominantly found in Africa. West African nations with a prevalence of HIV-2 of more than 1% in the general population are Cape Verde, Côte d'Ivoire (Ivory Coast), Gambia, Guinea-Bissau, Mali, Mauritania, Nigeria, and Sierra Leone. Other West African countries reporting HIV-2 are Benin, Burkina Faso, Ghana, Guinea, Liberia, Niger, São Tomé, Senegal, and Togo. Angola and Mozambique are other African nations where the prevalence of HIV-2 is more than 1%. Little is known about the best approach to the clinical treatment and care of patients infected with HIV-2. Given the slower development of immunodeficiency and the limited clinical experience with HIV-2, it is unclear whether antiretroviral therapy significantly slows progression. Not all of the drugs used to treat HIV-1 infection are as effective against HIV-2. In vitro (laboratory) studies suggest that nucleoside analogs are active against HIV-2, though not as active as against HIV-1. Protease inhibitors should be active against HIV-2. However, non-nucleoside reverse transcriptase inhibitors (NNRTIs) are not active against HIV-2. Whether any potential benefits would outweigh the possible adverse effects of treatment is unknown. Response to treatment for HIV-2 infection may be monitored by following CD4+ T-cell counts and other indicators of immune system deterioration, such as weight loss, oral candidiasis, unexplained fever, and the appearance of a new AIDS-defining illness.94




  Current debates concerning appropriate policy to combat the epidemic of acquired immunodeficiency syndrome (AIDS) have raised critical questions regarding the role that schools of public health and individual public health professionals should play, if any, in AIDS-related policy analysis and social advocacy.95 The tragic appearance of the Acquired Immune Deficiency Syndrome has produced a unique constellation of political, social, and cultural conflicts. Sex and Germs examines our response to AIDS and argues for a more comprehensive understanding of sexuality and its control by way of a reintegration of the body into political discourse.96 Governmental responses to the epidemic were influenced by that activism, and public policies provoked by AIDS in turn had a profound impact on gays and lesbians. The social, cultural, and political dimensions of AIDS have received more academic and journalistic attention than any other aspect of contemporary gay/lesbians existence.97 In Boston there was a “Walk of Life”. There is something ritualistic about specifies at rallies like this. Mayor Raymond Flynn and Governor Michael Dukakis recognized this by being pleasantly brief in their support. Dukakis also had the incentive to shorten the exposure of the omnipresent TV cameras to the well-disciplined chorus of chanters of "Foster equality" which accompanied this talk. Rep. Gerry Studs gave a good, solid talk, but the hits were John Pascarelli, who has AIDS, and Paula Martin, the mother of Jimmy McIntyre who died of AIDS a month earlier. They evoked our core feelings about the risks to our loving we all face because of AIDS. "From All Walks of Life" was well organized. Most impressive was the organizational work which had to have been done to create the coalition of diverse people from all walks. At least fifty percent were women and large numbers of non-gay and non-lesbian people were there. A 'post-AIDS' sensibility will emerge with a special emotional quality and political commitment much as a 'post-Stonewall' ethos resonates in lesbian and gay organizing after 1969. From abortion rights to AIDS to sex education and to spirituality, lesbians and gay men are playing the leading role in redefining our society's perspective on the vocabulary about love and sexuality.98




  There have been 9,760 cases in the United States, including at least 4,760 deaths, reported to the Centers for Disease Control here as of April 22. The estimated costs of treatment, disability and lost work from the first 9,000 cases is $5.6 billion. As many as one million Americans may have been exposed to the AIDS virus. No one knows how many among that group will develop the disease, or what the total number of AIDS cases or their costs will be in another year or by 1990. Some 250 of the 36,315 hospital beds in New York City are occupied by AIDS patients at any one time. Officials of other hospitals are considering taking a similar step to cope with the growing problem. More AIDS cases are being diagnosed in countries throughout the world but data are imprecise. The first steps have been taken in seeking an effective treatment for the deadly disease. More than 2,100 researchers from 30 countries gathered here for an international conference on AIDS sponsored by the Federal Government, the World Health Organization and Emory University. It was the largest conference ever held on AIDS. The nearly 10,000 cases of AIDS reported since the disease was discovered in 1981 in New York and California pale against the numbers of those who have developed heart disease or cancer in the same period. But AIDS has more importance than than the mere numbers indicate, because of the disease's relentless increase. Death from the chronic wasting of AIDS is terrifying, often requires long hospital stays and is very expensive. Many AIDS victims have been shunned as lepers for fear that AIDS can be spread by casual contact. Another fear is that AIDS will soon race through heterosexuals the way it has through homosexuals, becoming the new syphilis in the New World. Much was a consolidation of information obtained from results of scores of studies using the first laboratory test to detect evidence of the AIDS virus, variously known as LAV or HTLV-3. Some information was profound, some trivial. No major advances were reported to benefit those now dying from AIDS, some data offered a glimmer of hope for an eventual cure and prevention of this now untreatable disease.99




  14-year-old Ryan White was banned from his Indiana school because he has AIDS.100 He became a symbol of the intolerance that is inflicted on AIDS victims. Once it became known that White, a hemophiliac, had contracted the disease from a tainted blood transfusion, school officials banned him from classes in Kokomo, Ind. His family moved to Cicero, Ind., where he lived until his death on April 8.101




  When one begins to look at the experiences of people with HIV/AIDS, two things stand out. The first is the diversity of people with HIV/AIDS. The second is how often and in how many ways people with HIV/AIDS are stigmatized or discriminated against. Sometimes it appears as if the various people with HIV/AIDS have only two things in common: HIV infection and HIV-related stigma and discrimination. This happens through social processes whereby particular aspects of some people with HIV/AIDS, such as sexual orientation or drug use, are magnified to the exclusion of the individual humanity of each person with HIV/AIDS and the diversity of all people with HIV/AIDS (stereotyping); the negative associations of these magnified aspects are combined with or transferred to the negative associations that have developed around HIV infection; people with HIV/AIDS are seen by others primarily in light of these magnified aspects and their negative associations (stigmatization); the negative associations of HIV/AIDS lead people - inadvertently or deliberately - to shun, avoid, shame, degrade or discriminate against people with HIV/AIDS; some people feel justified in acting toward people with HIV/AIDS on the basis of their prejudices and misperceptions, to the point of excluding people with HIV/AIDS from services, support, benefits, and opportunities that they would otherwise enjoy; living with HIV/AIDS becomes living with stigma and discrimination, either anticipated or actual. The cumulative effect of HIV/AIDS-related stigma and discrimination is to objectify, marginalize, and exclude people with HIV/AIDS. Those who were already objectified, marginalized and excluded are pushed even further from a recognition of shared humanity and from the support of human society. Stigma "is a powerful discrediting and tainting social label that radically changes the way individuals view themselves and are viewed as persons." People who are stigmatized are usually considered deviant or shameful for some reason or other, and as a result are shunned, avoided, discredited, rejected, restrained or penalized. Stigma marks the boundaries a society creates between "normals" and "outsiders," between "us" and "them." HIV/AIDS is not alone among illnesses and diseases in being marked by stigma. Research into HIV/AIDS-related stigma has found that people with HIV/AIDS are stigmatized because: HIV/AIDS is associated with behaviours that are already stigmatized or considered deviant, particularly homosexuality and injection drug use; people with HIV/AIDS are thought to be responsible for having contracted HIV; HIV/AIDS is a life-threatening disease; people are afraid of contracting HIV; and the religious or moral beliefs of others lead them to conclude that having HIV/AIDS is the result of a moral fault, such as promiscuous or deviant sex, that deserves punishment. Research and inquiries into discrimination against people with HIV/AIDS has shown that it can touch on almost every aspect of a person's life. Surveys of people's attitudes and opinions about such things as working with someone with HIV/AIDS, housing for people with HIV/AIDS, or isolation of people with HIV/AIDS have found that a substantial minority hold highly discriminatory views. A review of 53 states in the US and international opinion surveys conducted between 1983 and 1988 found that, for instance, 32 percent of respondents would allow physicians to choose whether to treat someone with HIV/AIDS, 25 percent of respondents would refuse to work alongside someone with HIV/AIDS, around a third of respondents said they would keep their own child out of school to avoid contact with a student with AIDS, and 17 percent supported a landlord's right to evict people with HIV/AIDS from their homes. The 1992 French survey of knowledge found that 14 percent of men and 13 percent of women would refuse to work with an HIV-positive person, and 41 percent of men and 40 percent of women would refuse to leave their children or grandchildren in the company of an HIV-positive person, while 9.2 percent of respondents would agree to the isolation of people with AIDS, 10.1 percent would not agree to have an AIDS-patient centre next door, and 6.5 percent would agree to the right to fire a person who had AIDS. It is clear from reports and litigation that people with HIV/AIDS have experienced unfair discrimination in a wide range of areas.




  HIV/AIDS is now considered a disability or handicap under the terms of human rights legislation in every jurisdiction. Since human rights commissions deal with complaints as they are brought forward by individuals, they do not have data on the full extent to which people with HIV/AIDS actually experience discrimination. Only a small percentage of people who experience discrimination make a complaint to a human rights commission.102




  During the year more and more was known about the transfer of the virus. The third child of a previously healthy woman was delivered by caesarean section. Because of intraoperative blood loss, a blood transfusion was given after the delivery. The baby was breast-fed for 6 weeks. One unit of blood came from a male in whom the acquired immunodeficiency syndrome (AIDS) developed 13 months later. On recall, the mother proved to have lymphadenopathy, serum antibody to the AIDS virus, and a reduced T4/T8 ratio. The infant, who failed two thrive and had atopic eczema from 3 months, has likewise proved to have antibody to the AIDS virus. Since his mother was transfused after his birth, he is presumed to have been infected via breast milk or by way of some other form of close contact with his mother.103 So the transmission of the virus became a new dimension. It was also possible through breast feeding.




  By the end of 1985, 20,303 cases of AIDS had been reported to the World Health Organisation. In the USA 15,948 cases of AIDS had been reported, and in the UK 275 cases.




  The native population of Cuba witnessed decimating epidemics introduced from Europe after Columbus arrived. Yellow Fever, due to a Flavivirus, caused epidemics devastating troops in the Spanish American War. Dengue fever epidemics also occur in Cuba. The National Commission on AIDS was established in Cuba in 1983 before Cuba had identified any Cuban nationals with HIV or AIDS. In 1981, the first case of HIV/AIDS was diagnosed in the USA. Cuba first diagnosed HIV/AIDS in a soldier returning from Mozambique in 1985...four years after HIV/AIDS was first diagnosed in the USA. Large scale testing of the Cuban population commenced in 1985104.




  During 1985 and early 1986, a nationwide HIV screening program was initiated at a cost of US $3.0 million dollars. In 1985, condoms as a preventive measure for HIV/AIDS were introduced in Cuba. Condom use in Cuba has been problematic due to the “machismo” attitude of many Cuban men. Over 20 million HIV tests have been performed on the Cuban population since 1986105.




  FDA approved first enzyme linked immunosorbant assay106 (ELISA) test kit to screen for antibodies to HIV.




  1986




  The name of the virus was still a football. The French under Luc Montagnier used LAV (lymphadenopathy-associated virus), while the US under Gallo used HTLV-3 (human T-cell lymphotropic virus, type 3). There was still a disagreement of the virus name.




  Uganda announced the first AIDS cases. Several other African countries followed that announcements. Zambia started a national campaign for the AIDS prevention.107




  In 1986, Cuba, as many other nations in the World, was concerned about the possibility of HIV being a highly contagious virus (Ebola or Marburg virus) derived from Africa. Jorge Perez, M.D., an infectious disease expert who trained at McGill University in Montreal was very suspicious, despite international agency assurances, that blood products transmission of HIV was possible. Dr. Perez ordered the destruction of all foreign derived blood products in Cuba in 1986. This destruction of foreign origin blood products caused even more strain on the Cuban healthcare system because blood products had to be rapidly replenished from healthy people of Cuba. Dr. Perez’s “hunch” to destroy foreign derived blood products allowed Cuba to escape the ravages of HIV transmitted to hemophiliacs and others who electively receive blood. In 2002, blood product transmission of HIV is very uncommon in Cuba108.




  The first HIV positive patient AIDS activist who continued to live at the Los Cocos facility and help Cuba with its fight against HIV/AIDS was Raul Llano Lima. Raul tested positive for HIV in 1986. Raul died at age 39. At his funeral, Dr. Perez eulogized Raul as follows: “With us in the sanatorium, he worked in the accounting department. Raul organized the inventories, help set up computerized systems to keep track of medical supplies, and in fact he headed the sanatorium’s accounting department for a period of time. Raul Llanos was known for the serious quality of his work, for his dedication. That was Raul, the outstanding worker. But at the same time, there was Raul, the HIV patient of the sanatorium since 1986: sharp, observant, revolutionary, who fought to see that the truth be known about the sanatorium inside and outside of Cuba, defending the health care policies of the Revolution and the Revolution itself. He spoke often to the foreign press and visiting groups, and he always spoke to them with sincerity and firmness of principles. In the United States—in San Francisco, New York, Philadelphia, he spoke and told the truth about our system, defending the principles and the fairness of the Cuban Revolution’s health policies.We have come here today together with his friends and family, to bid our last farewell to a companero dearly beloved by everyone. We have suffered a real loss. We join with his family, friends, patients and workers of the sanatorium in saying: We will always remember you, Raul. Rest in Peace.109”




  The first AIDS Medicament was found – AZT




  In 282 patients with the acquired immunodeficiency syndrome (AIDS) manifested by Pneumocystis carinii pneumonia alone, or with advanced AIDS-related complex a double-blind, placebo-controlled trial of the efficacy of oral azidothymidine (AZT) was conducted. They were randomly assigned to receive either 250 mg of AZT or placebo by mouth every four hours for a total of 24 weeks. One hundred forty-five subjects received AZT, and 137 received placebo. When the study was terminated 27 subjects have completed 24 weeks, 152 have completed 16 weeks and 103 have completes at least 8 weeks. 19 recipients of placebo died and 1 AZT recipient died. 45 recipients of placebo developed opportunistic infections, and 24 recipients developed also opportunistic infections. A statistically significant increase in the number of CD4 cells was noted in subjects receiving AZT. After 12 weeks, the number of CD4 cells declined to pretreatment values among AZT recipients with AIDS but not among AZT recipients with AIDS-related complex. These data demonstrate that AZT administration can decrease mortality and the frequency of opportunistic infections in a selected group of subjects with AIDS or AIDS-related complex, at least over the 8 to 24 weeks of observation in this study.110




  1987




  FDA's (Food and Drug Administration)111 Anti-Infective Drugs Advisory Committee met Jan.16.1987 to consider safety and efficacy data bearing on the AIDS drug azidothymidine (AZT). The anti-infective drugs committee was asked to review data from the controlled clinical trials of AZT. These trials included AIDS patients with advanced opportunistic infections -- usually characterized by pneumocystis carinii pneumonia -- as well as a selected group of persons with AIDS-Related Complex (ARC). The committee was asked to address several questions, such as whether the trials adequately demonstrate a significant clinical effect, what patient population has been shown to benefit from the drug, and whether further studies of safety and efficacy are needed. Initial clinical trials of AZT were sponsored by Burroughs Wellcome Company of Research Triangle Park, N.C., and the National Cancer Institute under a conventional Investigational New Drug Application (IND). The later multicenter, placebo-controlled trial was terminated ahead of schedule in September 1986 after preliminary data strongly suggested that AZT prolonged short-term survival in AIDS patients who received it. "On the basis of clinical data presented to the Committee today, the Anti-Infective Drugs Advisory Committee recommends that azidothymidine (AZT) be affirmatively considered by FDA for use as a treatment for AIDS patients with certain opportunistic infections -- a condition usually characterized by the presence of pneumocystis carinii pneumonia (PCP) and for certain patients with advanced ARC. The Committee believes that the data from the controlled clinical trial sponsored by Burroughs Wellcome demonstrates AZT's ability to prolong the short-term survival of AIDS patients with recently diagnosed PCP and certain advanced patients with ARC.” The Committee, however, notes that there are no clinical data on the long-term effects of AZT's use. FDA notes the committee's finding that many questions still remain concerning AZT's long-term effects and the committee's call for extensive post-marketing monitoring.112




  On March 19, FDA approved AZT - the first drug approved for the treatment of AIDS. On April 29, FDA approved the first Western blot blood test kit - a more specific test. On August 18, FDA sanctioned the first human testing of a candidate vaccine against HIV. Published regulations which require screening all blood and plasma collected in the U.S. for HIV antibodies. FDA revised its strategy for the regulation of condoms by strengthening its inspection of condom manufacturers and repackers, strengthening its sampling and testing of domestic and imported condoms in commercial distribution, and providing guidance on labeling of condoms for the prevention of AIDS.




  "This is not a cure. We don't want to overpromise to the thousands of people who have AIDS." Robert Windom, of the Department of Health and Human Services, chose his words carefully as he faced the press in Washington. Despite Windom's caution, the dramatic news he reported was bound to be en couraging to AIDS victims around the world: early results of clinical tests with an experimental drug called azidothymidine (AZT) had shown that it slowed the attack of the AIDS virus and seemed to prolong the lives of many of its victims.113




  The hypothesis that HIV causes AIDS has been refuted by Prof. Peter H. Duesberg114, that AZT's alleged benefits were not backed up by reliable evidence; that its toxicities were firmly established and severe; and that therefore the drug should not be prescribed, recommended, or used. Prof. Duesberg referred to AZT as "a poison" and as "cytotoxic" (lethal to body cells). Duesberg said that the theories behind AZT were false, that prescribing AZT was "highly irresponsible", and that AZT was "guaranteed" to be harmful. The multi-center clinical trials of AZT are perhaps the sloppiest and most poorly controlled trials ever to serve as the basis for an FDA drug licensing approval. Mortality was not an intended endpoint, causes of death were never verified. Despite this, and a frightening record of toxicity, the FDA approved AZT in record time, granting a treatment IND in less than five days and full pharmaceutical licensing in less than 6 months.115




  FDA has taken several significant steps primarily in response to the HIV/AIDS crises, toward making experimental drugs intended to treat life-threatening diseases more widely available to severely ill patients, as well as toward speeding up the review and approval of the applications for these products. In 1987, FDA created a "AA" priority category to classify all applications for potential AIDS therapies to ensure that these products receive the highest priority in the review process. And so Retrovir (AZT) got approved in March 1987 after an approval time of 3.5 months.116 On March 20, the zidovudine, commonly known as AZT, became the first FDA-approved treatment for AIDS (market name Tetrovir). The following is a list of proposed treatments for AIDS. This list of IND's for testing AIDS therapies contains those treatments that have been publicly acknowedged by their sponsors.




  ANTI VIRAL AGENTS




  EXPERIMENTAL TREATMENT SPONSOR




  Ansamycin


  Adria Laboratories/ Dublin, Ohio




  Ribavirin


  Viratek/ ICN Pharmaceuticals/ Costa Mesa, Calif.




  DDC(Cideoxycytidine)


  National Cancer Institute/ Bethesda, Md.




  HPA-23


  Rhone-Poulenc/ Monmouth Junction, N.J.




  AS 721


  Matrix Laboratories/ New York, N.Y.




  Foscarnet


  National Inst. for Allergies & Infectious Disease/ Bethesda, Md.117




  The fight against AIDS has been designated by President Reagan to be the nation's number one health priority. FDA has given all potential AIDS drugs a 1-AA classification in the Center for Drugs and Biologics's drug priority classification system. The agency's expedited review of zidovudine (marketed as Retrovir and more commonly known as AZT), which became the first approved treatment for AIDS, served as the prototype for the new 1-AA classification. The agency reviewed and approved zidovudine's new drug application (NDA) in less than four months after its submission. FDA has approved more than 100 on-going human studies to test potential AIDS drugs. In many cases, the FDA has granted permission to begin these trials within five days of receiving an application. At present these studies involve nearly 40 different anti-viral or immuno-modulating drugs (anti-virals act directly against the virus while immuno-modulators are intended to boost the body's own defense system and combat the disease).




  POTENTIAL ANTI VIRAL AGENTS




  EXPERIMENTAL TREATMENT SPONSORS




  Ansamycin


  Adria Laboratories, Dublin, Ohio




  Ribavirin


  Viratek/ICN Pharmaceuticals, Costa Mesa CA




  DDC (Dideoxycytidine)


  Hoffmann-La Roche Inc., Nutley, N.J.




  HPA-23


  Rhone-Poulenc, Monmouth Junction, M.J.




  Al 721


  Matrix Laboratories, New York, N.Y.




  Foscarnet


  National Inst. for Allergies & Infectious Disease, Bethesda, Md.




  UA001


  Ueno Fine Chemicals Industry Ltd., N.Y. 118




  Ugandas president Kuanda announced that his son died of an aids related illness. In the USA laws are adopted, which it immigrants, foreigners or short time visitors with HIV to forbid to enter into the country. One American family must flee from its burning house. The fire was put by persons, who want to make clear with the fact that the two sons of the family (both AIDS-ILL) from the local school are to be taken. It medical proof furnished that with many babies, with whom at the beginning of AIDS was assumed the anti-bodies of the nut/mother up to 18. Month had disappeared. Some these babies were even from the outset not infected with the virus. At the end of 1987 gives it in the Lands of the Federal Republic Vienna, upper Austria, Salzburg, Tirol,Vorarlberg, Kaernten and Steiermark national places to the Austrian AIDS assistance. The number of the countries, in which there were AIDS of cases, rises to 127. Already 62,811 persons are infected with the virus.119




  Zidovudine (Azidothymidine, AZT, Retrovir, ZDV), Glaxo Wellcome, Approved March 19, 1987 for the treatment of adult AIDS, or symptomatic HIV and CD4 less than or equal to 200


  September 28, 1989 in syrup formulation.




  1988




  Since AIDS was observed and recognized by scientists at the Centers for Disease Control and around the world in 198l, FDA and its sister agencies have made the fight against this dread disease their top priority. In 1984, scientists at the National Cancer Institute in Bethesda, Md., and at the Pasteur Institute in Paris, isolated the virus Human Immunodeficiency Virus (HIV) and identified it as the source of AIDS. Less than a year after the isolation of AIDS, FDA had licensed an ELISA test to detect the presence of antibody in the blood -- to help protect the American blood supply.120




  On February 12, Trimetrexate was the first AIDS drug to be granted pre-approval distribution status under the new Treatment IND regulations. Trimetrexate was used to treat Pneumocystis carinii pneumonia in AIDS patients who can not tolerate standard forms of treatment. On November 21, FDA licensed Intron A and Roferon A (human interferon alpha injection) for the treatment of Kaposi's Sarcoma, a cancer resulting from HIV. On November 28, FDA authorized pre-approval distribution of ganciclovir under a treatment IND protocol for the treatment of cytomegalovirus retinitis in AIDS patients.
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1. Primary Diseaset __ Cases (%) Deaths (%) Cases (%) Deaths (%) Cases (%) Deaths (%)

KS without PCP 1724(23) _52030) __ 4(4) 4(100) 1728 (22) 524 (30)
Both KS and PCP 362(6) 29965 2(2) 2(100) 464(6) _ 301(65)
PCP without KS 4157(55) 2094 (50) 63 (70)  46(73) 4220(55) 2140 (51)
Ol without KS or PCP___ 1266 (17) _ 691(55) _ 21(23) _ 9(43) 1287(17) _ 700 (54)
Total 7609 (100) 3604 (47) _90(100) 61 (68) 7699 (100) 3665 (48)

Adult/Adolescent Pediatrictf Total
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TABLE. Estimated: numbot and percentage of persons with new diagnosis of HIV infoction, with and without AIDS, by selected
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