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polling of the potential membership to more clearly document interest and define costs of
setting up the two day Yokohama workshop. Initial funding has been requested through
USAID, but medium and long term support will emphasize diverse private sources.

I wanted to make you aware of this project, and to take this opportunity to convey my
personal greetings and regards to you. I would be pleased to discuss this further with you
at your convenience. We would certainly welcome your interest and involvement as we
move forward. I hope you are enjoying your work and have some respite for an enjoyable
holiday season. Please accept my warm best wishes.

Sincerely Yours,

it Wt >

Ann Marie Kimball, MD, MPH
Associate Professor
Health Services and Medicine



APEC leaders must address AIDS’ effect

By Dr. King Holmes,
Dr. Ann Marie Kimball
and Nancy Campbell

This week, Seattle hosts 14 Pacific
Rim trade delegations for the Asia-
Pacific Economic Cooperation forum, a
series of discussions that could define
the nature of trade in our region for the
next decade. As we celebrate the ongo-
ing boom in international trade that is
so integral to Washington state’s econo-
my, we find ourselves forced to confront
another, more tragic kind of “trade’:
the shared crisis of AIDS. The global
AIDS pandemic is no longer just a
health crisis; it is an economic crisis as
well.

Fostered by poverty, prostitution,
illicit drug traffic and population dislo-
cation, the human immunodeficiency
virus (HIV) has infected every major
port city on the Pacific Rim. About 1.5
million Asians are estimated to be
infected with HIV; the World Health
Organization projects that number will
grow to 10 million by the end of the
decade, while HIV infections in the
United States are expected to triple
from 1 million to 3 million. This year,
AIDS became the leading cause of death
in American men aged 25 to 44, and the
fourth leading cause of death for women
in the same age group. Asian countries
are expected to see similar mortality
_rates during the next decade.

I

The economic costs of AIDS are
equally staggering. Global economic loss
wreaked by the epidemic will top $350
billion by the year 2000. HIV disease
affects people at the peak of their
productive years; the United States will
lose 1.6 million productive years of life
from its economy by the end of the
decade. The economies of our Asian
trading partners will be similarly affect-
ed. Even countries

expensive measures employers must
take against the disease. In Uganda, for
example, there are so many AIDS
deaths that some employers are hiring
three people for eath position to assure
that at least one will be alive to work
more than a few years.

Members of APEC have allied to
maximize competitiveness of the Pacific
Rim in the global marketplace. The

successful control

that may remain
only slightly
touched by the
epidemic will suf-
fer adverse eco-
nomic conse-
quences as their
trading partners
produce and pur-
chase less.

Fostered by poverty,
prostitution and illicit
drug traffic, HIV has
infected major port
cities on the Pacific

of AIDS must be-
come a part of the
program for en-
suring that com-
petitiveness. How
can APEC help
stop the spread of
HIV and curb the
impact of the epi-
demic on Pacific

The most obvi-
ous costs stem from the medical care of
people with AIDS. In the absence of an
effective vaccine, the high cost of drug
treatments will be prohibitive for most
Asian countries. In Taiwan, for exam-
ple, the publicly financed purchase of
the drug AZT will exceed that country's
entire budget for AIDS prevention and
care by 1995.

Less accountable than medical costs,
but many times more expensive, are the
indirect costs of AIDS. Consider the
productivity lost when caretakers of
people with AIDS must quit work or the

Rim nations?
Travel restrictions on people with HIV
are not the answer, though many Pacific
Rim countries, including the United
States, have imposed them. Travel re-
strictions hamper trade and tourism.
They could divert scarce dollars from
disease control to less effective travel-
er-screening programs. Because it is too
late to prevent the introduction of HIV
in the Pacific Rim, costly travel restric-
tions serve no purpose. It is a policy
issue that APEC should address.
There is adequate knowledge and
experience among Pacific Rim nations

to develop more successful, less expen-
sive AIDS prevention programs. The
principle strategies for HIV control are
behavior change, control of other sexu-
ally transmitted diseases that facilitate
the spread of HIV, promotion of con-
doms and programs to decrease needle
sharing among intravenous drug users.

The University of Washington and
other intermational organizations are
working to create a public health alli-
ance against AIDS in the Pacific Rim.
APEC'’s political clout and the financial
resources of corporations in APEC's
member nations will be necessary in the
effort. AIDS control cannot succeed
without commitment and financial sup-
port from government and business.

A unified Pacific Rim response to
AIDS is overdue. APEC leaders and the
corporations they represent must ad-
dressthe AIDS epidemic. We can afford
to prevent AIDS; we cannot afford the
human and financial costs of an AIDS
epidemic gone out of control.

@8 Dr. King Holmes is a UW professor of
medicine and director of the UW's
Center for AIDS Research. Dr. Ann
Marie Kimball is associate professor of
Health Services Medicine at the Univer-
sity of Washington and former director
of the Washington State AIDS pro-
gram. Nancy Campbel is executive
director of the Northwest AIDS Foun-
dation.
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Seattle Post-Intelligencer, 16 November 1993
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Who is the Asian Pacific Alliance Against AIDS and Why Are
We Here?

The United Seates has suffered profound humanitarian and economic costs from our
inability to control the transmission of HIV early. Even when scientists began to tell
us, in the early 1980s, how the disease was spread and how it could be prevented,
the fight against AIDS still was thwarted by a lack of government leadership and
insufficient funding. Hundreds of thousands of lives and millions of dollars later, we
now know what we should have done in education, condom promotion, needle
exchange, counseling, testing and partner notification.

Today, the AIDS epidemic is exploding in many Asian countries. The rapid
increases in numbers of infected persons each year is alarmingly similar to the
epidemic in the United States and Canada in the late 1970s and early 1980s.

Realizing that the humanitarian and economic costs of AIDS could stifle the global
competitiveness of the Asia-Pacific Economic Cooperation in the next decade, the
Asia-Pacific Alliance Against AIDS (APAAA) will bring together public health
workers, community leaders, and academics from the U.S., Canada, and Pacific Rim
countries to exchange knowledge and experience regarding effective AIDS
programming. This kind of networking will allow for new ideas to be discussed
before they are published and will provide critical support for HIV/AIDS
professionals who might otherwise suffer isolation and bumn-out. Strategies and ideas
will flow from east to west and from west to east to improve prevention education,
care services, and public and government support on both sides of the Pacific.

Although many organizations are working to fight AIDS in the Pacific, APAAA is
the only organization which will target APEC trading countries specifically and
which will actively solicit corporate partnership and support in the battle against the
epidemic.

The Seattle organizing committee has come together to promote awareness of the
Pacific AIDS epidemic and the threat it poses to the economic agenda of APEC. It
also will provide specific examples of effective prevention that can be done.

APAAA will convene prior to the 10th International AIDS Conference in Yokohama
Japan in August, 1994. The University of Washington is serving as secretariat for

the organization.

. 9 ¢

For more informartion on the Asia-Pacific Alliance Against AIDS, consact Dr. Ann
Marie Kimball, University of Washington, at (206)543-6714.




AIDS in the Pacific Rim

To date, one million Asians have been infected with HIV. The World Health
Organization (WHO) projects that by the year 2000, the number of HIV-infected
people in Asia will jump to more than 10 million. During the same period, it is
predicted that infections in North America will increase from one million to three
million. Asia is now experiencing the same kind of explosive HIV transmission rate
that the United States experienced in the mid-1980s. Currently, rates of AIDS cases in
the western United States are much higher than those in the Asia-Pacific Rim nations,
but this situation will reverse in the late 1990s. Introduction of HIV into all Pacific
Rim countries probably occurred by the early 1980s when the first clinical cases of
AIDS were reported in the United States.

At least 300,000 women in Asia have been infected with HIV — that's one woman for
every two men affected. According to WHO, three quarters of infections in Asian
countries occur through heterosexual contact, although needle shanng and sex between
men are also important modes of transmission. In contrast, HIV has infected 10,000
women in the U.S. — one woman for every eight men. Nevertheless, heterosexual
transmission is the fastest growing segment of the American epidemic. On both sides
of the Pacific, increasing numbers of women are being infected. Rates of infection
among high risk groups in Asia such as commercial sex workers, and injection drug
users are as high as rates among their North American counterparts.

The economic impact of the global AIDS epidemic is staggering. By the year 2000 the
global economy will lose at least $350 billion dollars to the direct and indirect costs of
AIDS. Indirect costs include the loss of young, productive workers from the labor
force and market depletion due to loss of income and diversion of resources to care for
persons with HIV/AIDS.

APEC countries, in particular, will be severely impacted by these losses, either directly
or by the epidemic's effect on trading partners'' economies. The Thai government
projected a potential loss of $9 billion to its economy by the end of the century if HIV
could not be curbed. In response, the government has increased spending on AIDS
prevention to $48 million in 1992. Today Thailand has one of the most active, well-
funded AIDS prevention campaigns in the Pacific. Although other countries such as
Singapore also have redoubled their efforts to control the epidemic, truly adequate
resources have not yet been committed to stop the spread of HIV.

¢ @ 1 -$

For more information on AIDS in the Pacific Rim, contact Dr. Ann Marie Kimball,
University of Washington, at (206)543-6714.



Estimated Global Distribution of Cumulative HIV Infections
in Adults, by Continent or Region, Mid 1993
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“HIV Seroprevalence for Commercial Sex Workers
Urban Areas, Thailand: 1990 - 1992
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HIV SEROPREVALENCE

DATA FROM U.S, THAILAND

GROUPS RANGE MEDIAN AREA
USA
Drug Injectors| 0-49.3% 3.9% nationwide
Drug Injectors| 1.8-7.4% NA Pacific Coast
Pregnant |, 4 0.66% 0.15% | nationwide
Women
THAILAND
Drug Injectors N.A. 36.7% Bangkok
Lesgnan; 0.0-1.94% 0.37% nationwide
Women

1990 data




HIV Seroprevalence (%)

HIV Seroprevalence for Pregnant Women
Thailand: 1990 - 1992
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Estimated and Projected Annual AIDS Incidences
by “Macro” Region - 1980-2000
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Effective prevention can markedly slow the rate of
new infection with HIV.

Figure 45 Trends in new HIV infections
under alternative assumptions, 19902000z
Sub-Saharan Africa and Asia
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PREVENTION

The Asian Pacific AIDS Council

The Asian Pacific AIDS Council (APAC) is dedicated to providing culturally relevant,
language accessible services and education to prevent the spread of HIV/AIDS, and to
assist those-who-are HIV-positive, primanly within Seattle’'s Asian and Pacific Islander
(API) communities.

The Asian and Pacific Islander communities comprise diverse cultures speaking almost
30 languages, presenting APAC with a major organizing challenge. These
communities represent the largest non-Caucasian racial group in Seattle-King County.
According to the 1990 census, Asians and Pacific Islanders in Seattle-King County
increased from 62,459 to 118,784 between 1980 and 1990, which is an increase of
90.2 percent. (API population totals including the neighboring Pierce, Kitsap and
Snohomish Counties are approximately 170,000.) The Seattle population increased by
91.7 percent. The Southeast Asian population (primarily Viethamese, Cambodian,
Laotian, Hmong and Thai) increased by 40,000, while the Filipino and Korean
populations doubled in the past decade.

Since its inception in 1989, APAC has produced AIDS information brochures in seven
languages, coordinated multilingual informational workshops in all the diverse groups
represented in our communities, provided AIDS training for translators and at refugee
forums, and published a quarterly newsletter reaching 20,000 readers. Because the
API community has been largely ignored by mainstream service agencies, HIV/AIDS
programs, funding sources, and the public health community, APAC has been
conducting its programs with volunteers and limited funding.

Current projects include community organizing efforts within the Cambodian and
Samoan communities and programs targeted toward Viemamese women, the Filipino
community, and gay Asian men. Of these programs, the Viethamese "tea parties” have
been the most successful. The format is based on a traditional women's gathering
model, allowingcontroversial and potentially embarrassing subject matter to be shared
and discussed. Grants from the Women's Funding Alliance Community Fund and
RESIST enabled APAC and the International District Community Health Center to start
this pilot program. Requests from members of other communities have been received,
and APAC is planning to extend this program into the Chinese and Cambodian
tc_:ommumtmc And responding to requests, APAC and IDCHC is planning a "tea party
or men."”

APAC is also planning a Cambodian AIDS education video to be completed sometime
next year.

®¢ ¢ o

For more information on the Asian Pacific AIDS Council and HIV/AIDS in the API
commurdty, contact Bob Shimabukuro, Asian Pacific AIDS Council, az (206)389-3532.



PREVENTION

Needle Exchange

Not long after AIDS first appeared in U.S. gay communities in the late 1970s and early
1980s, public health officials began to observe thedisease spreading among those who
used injection drugs. Eventually, scientists deducedthat-HIV, most highly present in
the bloodstream, was being transmitted when injection drug users (IDUs) shared
contaminated needles.

Today, IDUs comprise the second largest HEIV/AIDS risk group in the United States
and the risk is growing as HIV/AIDS becomes more a problem of impoverished inner-
cities. Authorities estimate that there are 12,000 active IDUs in the Puget Sound
region and perhaps an additional 10,000 persons who are not current users, but have
recent experience. Most female IDUs and female sex partners of IDUs are in their
childbearing years; nationwide, 58 percent of babies born with HIV infection acquired
the virus from mothers who either shared needles or were the sexual partners of [DUs.

One AIDS prevention strategy, needle exchange, has proven to be highly effective at
controlling HIV transmission among injection drug users. Needle exchange programs
take used needles from drug users, safely dispose of them, and replace them with
sterile needles, greatly reducing the need for IDUs to share syringes and thus expose
themselves to contaminated blood. The Yale/New Haven study indicates that needle
exchange reduced the rate of new HIV infection in IDUs by 33 percent. Another
study, comparing HIV rates in diabetic and non-diabetic IDUs, showed that the non-
diabetic users (those without access to sterile syringes) were almost three times as likely
to be HIV-infected (24 %) as the diabetic users (9%). A recent large-scale,
international study commissioned by the U.S. Centers for Disease Control and
conducted by the University of California cited many benefits to needle exchange
programs, particularly cost-effectiveness. The researchers recommeaded full
gommllmf:ltydand government support for needle exchange, including commitment of
ederal funds.

Contrary to many myths and concerns about needle exchange, several studies have
shown that the program does not cause an increase in injection drug use. Additionally,
in the immediate area surrounding exchange sites, there is a decreased number of
hazardous discarded syringes.

Washington state has been a national leader in needle exchange programs, effectively
slowing the growth of HIV transmission among the state's IDU population. Tacoma
was the site of the first legal needle exchange in the U.S. which has been operating for
five years. Currently the program exchanges over 50,000 syringes per month. The
Seattle program also exchanges over 50,000 syringes per month at four locations,
reaching at least 3,000 users each year.

e - -

For more informarion on needle exchange in Tacoma, contact Dave Purchase, Point
Defiance AIDS Project, at (206)272-4857. In Seattle, contact Charles Price, Seanle-
King County Deparvmers of Public Health, at (206)296<4568. For informarion on
needle exchange evaluarion, contact Dr. Noreen Harris ar (206)296-4645.



PREVENTION

Workplace Training

More than two-thirds of U.S. companies with 2,500 to 5,000 employees, and almost
one in twelve small employers (fewer than S00 employees) have

employee with HIV infection or AIDS. The U.S. Centers for Disease Comml has
warned business leaders, "Whether you employ 30 people or 3,000, you will soon be
confronted with HIV or AIDS at your warkplace or in your community...Your
company should prepare to address this issue. "

Workplace education and training is an extremely effective tool to help businesses cope
with all the issues that HIV/AIDS may present: How does HIV in the workplace affect
productivity? How should an employer deal with an employee who is afraid to service
a customer who has AIDS? What's the best way for an employee to disclose his or her
HIV status to other employees?

When the Northwest AIDS Foundation conducts a workplace training seminar,
businesses learn the answers to these questions and more. Seminars are #ilored to
meet the needs of each workplace and may include basic information about HIV
transmission and prevention, legal considerations surrounding the Americans With
Disabilities Act, how to deal with fear and prejudice, how to help employees cope with
grief and loss, and health insurance concems. If a business desires, a trained

living with HIV or AIDS will join the seminar to discuss, from a personal perspective,
the impact that the disease has had on his or her professional life. NWAF also assists
businesses and organizations in developing formal HIV/AIDS policies.

Companies and organizations that have used the Northwest AIDS Foundation's
Workplace Education Programs include Aetna Life & Casualty, Airborne Express,
AT&T Small Business Division, Bogle & Gates, Northwest Center Industries, Seattle
Chamber of Commerce, Seattle Public Schools, and the Washington Department of

Transportation.

¢ &

For more informarion on HIV/AIDS workplace rrainings, contact Don Moritz,
Northwest AIDS Fourdarion, as (206)860-6248.



PREVENTION

Workplace Training: Nordstrom, a Corporate Perspective

At Nordstrom, people — as customers and as employees — have always been our first priority.
In 1991, faced with a growing HIV/AIDS epidemic, Nordstrom recognized the need for
internal education of our employees. We felt the best way for us to have a positive impact
within our community was by being a responsible employer.

After meeting with representatives from the Northwest AIDS Foundation, we decided that our
employees would benefit most from an "AIDS 101" presentation that would inctude-basic
information on the difference between HIV and AIDS, how the diseases progresses, how the
virus is transmitted, and how people can protect themselves fromrinfection. In addition, we
were able to purchase a video that we believed would help employees gain sensitivity to issues
around HIV/AIDS and to people living with the disease.

Once we finalized a training outline, facilisators were selected from the Training department,
Human Resource division, and our employee assistance program. All of us attended the AIDS
training program provided by the Seattle AIDS Prevention Project.

Our approach was to train our managers first and then our employees. Since that first round
of training sessions, we have re-visited each store at least once a year to train those employees
who have not been through the session. To date, roughly 90 percent of our employees in the
Washington/Alaska region have been trained. AIDS 101 and HIV/AIDS Sensitivity also are
included in our manager training program that is conducted once each quarter.

Nordstrom now has its own AIDS sensitivity video, produced in-house by our production
staff. The Northwest AIDS Foundation has continued to be a great source of support and
information for our facilisators. All the facilitators attend the AIDS training program by the
AIDS Prevention Project at least once a year.

The training was received so well that our other regions have provided HIV/AIDS training to
the rest of the company. We are proud to be a leader in our community and continue to be
committed to AIDS awareness and education.

Company Position

Nordstrom is committed to providing equal employment opportunities to all applicants regardless of age, sex,
marital status, race, creed, national origin, physical condition or sexual orientation. The company does not
discriminate against employees or customers who are HIV positive or who have contracted a life<threatening
illness or injury.

In the past, the Northwest AIDS Foundation has stated publicly that Nordstrom has been exemplary in its
treatment and support of employees with AIDS. In addition, the company has received many positive letters
from employees with AIDS about the care and concern shown by their managers and their fellow employees.
Nordstrom must continue to respond to their needs with sensitivity and compassion.

¢ ¢ o

For more information on Nordstrom's HIV/AIDS trainings and policies, contact Vickie Woo,
Nordstrom, at (206)233-6413.
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THE AIDS GRISIS
SEATTLE AND SAN FRANCISCO

Learning from Mistakes

E STOLE EVERYTHING WE COULD
from San Francisco,” says Pauicia
Mclinturd, director of the regional
division of the Seattle-King Coun-
ty Deparunent of Public Health.
“But we also had the lwairy of
watching their mistakes.”

McInruri may use the term “stealing” ior the impressive
way Seatie nas reacted to the AIDS epidemic. But what
she’s really alking about is the best kind of benchmarking.

For vears San Frandsco has been viewed as the nation's
mode! {or humane and cost-effecive AIDS Teatment. No
surprise there —with many gay atzens, San Francsco was
one of the first to see large aumbers of its populaton fall
to the deadly disease.

In the early 1980s the aty reacted
swiftlv to the isis, assembiing a con-
uouum of services that could keep peo-

The Balley-Boushay Houss in 3eattle
‘A sertes of answers”

ple out of hospitals—the most expensive service —excep:
when necessary. Care was guided by case manzgers who
worked for the agencies dedicated to providing services.
The case managers were knowledgeable about the resources
the city’s health-care providers and not-for-profits had to of-
fer, and guided people with AIDS through the labvrinth of
health and social services. These included outpatient se:-
vices, housekeepers, visiting nurses, hospices, legal
assistance, food preparadon and companions. 0 name a few.

The Cicty and County of San Francisco Department of
Public Health made sure those dealing with the crisis knew
one another and talked regulasly. “The community provid-
ed the services, and the government heiped in pianning and
oversight. We brought people around the wbie.” says Dr.
Mervyn Silverman, former director of pubiic health for the
San Frandsco area and now president
of the American Foundatdon for AIDS
Research. “Many hospitals have longer




patient stavs than do those in San Francisco. not because
the patien: is that sick. but because there is nowhere eise
to put them.” '

Ac 2 result, a 1936 study in the Journzl of the Amencan
Mcdical Association esumated lifetime hospital costs of a
person with AIDS in San Francisco were about $41.390, ver-
sus $60,000 to S73.000 nauonwide.

Although the San Frandisco model is the envy of most other
cities, there are sill significant problems in the dty's pro-
gram. As the AIDS cTisis grew, so did the numoer of com.
MUunITy Organizanons an)\jous to make 2 contioudon —and to
pick up a litde arv funding 2long the way. Every minoricy
group wanted its own organization. “We had five communicy
organizauons when | left in 1983, and now there a2re hun-
dreds,” savs Silverman, “Each has an execudve direcior, of-
fice, fax machine. A iot of money is dDeing used 0 support
individual services that could be done more effidenty with
an umorella orgenizayon.’

Case managers also pro-
liferated. Some AIDS pa-
uents endecd up with three
or fou:r. “You nad 2 decen-
wzlized system whers each
agency had a case manager.
[z became increasingiyv con-
{using to pauents which
case manager was manag-
ing the case,” savs Paul
jellinek, a vice oresideat of
the Rooet Wood Jonnson
Foundation, 2 natonal phil-
aniropic organizzJon dadi-
cated to health czre that
spen: $17.2 rllion berween
1986 2ad 1991 bringing San
Frzncisco's methods to il
other cities. “lt got i0 :ae
point where vou needed a
case manager [0 ‘manage
the case managess.”

Although no hard stadsdcs are
availaple. it seems clear tha: the pro-
iierauon of services and confusion in
sevice delivery means that San rrancisco has lost some
hard-won ground.

Meanwhiie, Seattle —one of the cities heiped by the
Jonnson Founcation —nas moved Sz Francsco's work 2 full
s:ep forward.

Yealth and communiry lezders in Seazde made sure from
the beginning that case managemen: was conuolled. Only
two agencies in Seartle have the speciiic reie of providing
case managass: Harbonview Medial Center, which is owned
by the county’ and managed by the Univessity of Washington,
and the Northwest AIDS Foundation.

How to stem the proliferation of small agancies? Seatide’s
answer was 0 Qeate a coaliton consisung oi 2 Lmuted
number of major players: s

=The Seattle-King County Deparumen: of Public Heal:h
works in collaooration with the University of Washington
and Harborview to represent the public sector.

*The Northwest AIDS Foundation coordinates the ac-
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Useful lessons jor any
chronic illness

tvites of many- of the nonprofit organizations i town.

»The Peopi« of Color Against AIDS Network provides an
umbrella organization lo represent the city’s mINOMY TOUps.

Meanwhile, the fact that the AIDS crisis in Seattie was
smaller and slower to build than in San Francisco—and that
Seattle’s population is. by its nature, less {ractous —gave
the ary the breathing room necessary w do the proper plan-
ning. Early on, the Seattle-King County Department of
Public Health made sure all the players worked together
1o chart where the dry was heading. The nature of seaces,
how they should be organized. how volunteers could pas-
ucipate, how duplicauon was to be avoided-all this
matenialized in a five-vear plan. “\We esublished guidiag prin-
ciples,” says Mclntuif. “We got everyone in the room and
didn't come out until everyone 2greed.”

Result: In \Washington, where Seaiile aczounts for zoou:
75% of AIDS cases, hospital charges per each AIDS adsus-
sion dsopoed Som 312,000 n
1984 0 under 510.000 at the
end of 1989. Meanwnie, tne
mean lengTh of hospial sy
dropped irom 18.4 davs t0
935 davs. The nauoral ave:-
age in 1989 was 16.3 davs.

Both Seattle and San
Francisco ac= dealing pre-
dominanddy with AIDS cases
among :heir homosexual
oopuiatons. Gays tend w de
{zr Detzer educaied znd
medizzily astuie thon e in-
TTvenous Grug a0usess that
swell the AIDS ==is in

ides such as New York,
whers the mode! oi Teatng
people in their homes ~uns
inwo oroblems because many
of the 3l have no homss.

“You have to reziize tiat
there isn't one answar 0 2
Quesdon, but 2 sesies of answers. P=0-
ple are differen:,” savs MclanusZ. Of-
fering 2 range of secvices thai a c=se
manager can keep zack of sull works —it's just that more
scices may be neecded. Searttle, for example, has the
recanidy openac Baijey-Boushay House. 2 24-nour skilled
nussing faalicy {or people with AIDS who can no longer live
at home. and an adult dav health program that can be heipiul
for those withou: iamiiles or other support svstems.

Perhaps most imporwat, the experience of Seattle and
San Francisco caa provide examples of cost-effecuve and
humane methods ior dealing with any chronic illness —be
it AIDS, Alzheimer's or cancer. Tne [ewe: hospital visits,
the more atfordable the care.

“Were taking the model we developed in response to
AIDS and implementing it in the rest of the public health
area as well,” says Raymond Baxter, director of San Fran-
cisca’s pubiic health department. “Well be :alking a broad
human service approach t suppordng people with a verie-
ty of illnesses. That's care in most ques.”

Too bad. n





















Ms. Gebbie, my name is Dave Purdy and I am a 31l-year old AIDS
researcher who needs your help. For the past two years I have
participated in AIDS research with Doctor Walter F. Jekot, a Los
Angeles physician.

Three years ago the Federal Government indicted Dr. Walter Jekot
on charges that he was illegally dispensing anabolic steroids
through his practice. I have included a two-page overview of his
case for your review. Of course I encourage you to visit with the
prosecutors on this case to get their side of the story. I do feel
however that my capsuled overview is a fair and accurate assessment
of the case. Dr. Jekot has admitted guilt to one specific charge
and is ready to accept responsibility for his actions.

As a result of his legal battle with the Federal Government, Dr.
Jekot has suffered both personal and corporate bankruptcy.
Remarkably, he has been able to maintain his practice. The Federal
Government has seized all of his property except for a 1989
Mitsubishi automobile which they returned to him so he could have
transportation to and from his medical office.

It appears that from the beginning, the Federal Government wanted
to make an example of Dr. Jekot and showcase recent legislation
known as Title XIX - Anabolic Steroids Control Act of 1990 to the
entire country. This is illustrated by Assistant Attorney General
Stuart Gerson flying down from Washington, D.C. for a major
announcement to the media regarding the indictment of Dr. Jekot.
Throughout the press conference they portrayed Dr. Jekot as the
"West Coast Connection," a "common drug dealer and unfit member of
the medical community and community as a whole." They said they
"wanted to send a message loud and clear."

No matter what the prosecutors have said or believe, Dr. Jekot is
by no means a self-centered or violent criminal. He is good man
and a brilliant physician who has been practicing medicine for over
25 years in the state of California. Dr. Jekot during his entire
professional career has had one unrelated malpractice suit and has
never been convicted of any crime prior to this case.

I wish I could say that the team of prosecutors and investigators
were honorable in their prosecution of Dr. Jekot. In fact, on May
3, 1993 a formal complaint was filed with the Justice Department
Office of Professional Responsibility regarding their investigation
of Dr. Jekot. Follow up occurred on three different occasions with
Rob Lyon, the attorney assigned to the formal complaint. Up to now
his response has been, "We are just too swamped to get to it right
now. Dr. Jekot's going to jail does not proscribe us from going
forward with an investigation. VYou're just going to have to wait
in line." When asked how long?, he said, "I have no idea."



Ms. Gebbie, right now hundreds of thousands of people suffering
from HIV need a strong voice, someone to defend their right to live
happier, healthier more productive lives. Your compassionate voice
is needed now.

If Dr. Jekot does not receive bail pending appeal before L.A.
District Judge John G. Davies on November 29, there will be no
scientific study and the leader that others look to for answers
regarding his treatment, will be locked away. And that will truly
be a tragic waste. Unfortunately, it is the HIV patients who have
the most to lose and it is HIV patients around the world who will
have the door slammed in their faces. In the prosecutors' latest
press release regarding Dr. Jekot's case and his treatment, the
federal prosecutors said Dr. Jekot's treatment of using anabolic
steroids in HIV/AIDS is a "hoax".

The real "hoax" appears to be the estimated 2 million dollars spent
by the Federal Government in their prosecution of Dr. Jekot. Some
of that tax payers money is mine and some came from patients
suffering from AIDS. Couldn't our limited resources have been
better used to help finance a scientific study focusing on
anabolics for AIDS?

This past June, Dr. Jekot and I presented our findings from our
published study, "Treating HIV/AIDS Patients with Anabolic
Steroids" to the International AIDS Conference in Berlin. Since
our return to Los Angeles, we have received literally hundreds of
calls from around the world inquiring about the anabolic steroid
treatment and future research.

Without your help, Dr. Jekot will be incarcerated on December 13th.
I am prepared to carry the baton, but I am not a doctor or a
scientist. While my credentials are limited, I cannot let Dr.
Jekot's work be swept away. Although I am tired of fighting, I
will find the strength to make sure America hears Dr. Jekot's
story, and more importantly, that more people with HIV are aware
that there is a treatment available today which can extend their
lives and provide them with a better quality of life.

I hope that someday soon Americans gathering in diners and coffee
shops from L.A. to New York, from Topeka, Kansas to Ft. Walton
Bch., Florida, will echo the words "Thank God our Federal
Government intervened and did the right thing."

Ms. Gebbie, I thank you for your time and consideration.

Sincerely,

avid W. Purdy



ONITED STATES OF AMERICA vs. WALTER F. JEKOT, M.D.

Walter F. Jekot, M.D. is a medical doctor, licensed to practice
medicine by the State of California Medical Board. Dr. Jekot is
registered with the federal government to dispense controlled
drugs. As a licensed physician, Dr. Jekot is qualified to dispense
at his discretion from his office or by prescription, anabolic-
androgenic steroids and human growth hormone and related compounds
for legitimate medical purposes.

On January 1, 1987 the state of California enacted the Health and
Safety Code, section 11056. In February of 1988, Dr. Jekot was
asked to sign an agreement with the California Medical Board
stating, "I will not dispense, prescribe or administer anabolic
steroids for the purpose of muscular development or enhancement
unless, at some future time anabolic steroids gain general
acceptance in the Los Angeles medical community for such purposes.
I will only prescribe such medication for recognized medical
indications". Upon signing the agreement, Dr. Jekot did not
administer or prescribe anabolic steroids except for legitimate
medical conditions. A local Los Angeles physician and anabolic
steroid expert testified that when Dr. Jekot signed the agreement,
dozens of physicians in the Los Angeles area had been administering
anabolic steroids to patients for muscle enhancement.

After signing the agreement, Dr. Jekot promptly contacted patients
who had received anabolic steroids for body enhancement and
informed them, in writing, that he would no longer treat them with
steroids exclusively for body building or muscle enhancement. For
fear of losing his medical license, Dr. Jekot was determined to
honor his commitment to the Medical Board and did so despite
several attempts by federal agents to entrap and induce him into
purchasing and dispense anabolic steroids for body building
purposes.

In May of 1989, the highly publicized Canadian government
commission of inquiry, was organized to investigate the use of
anabolic steroids by Olympic Gold Medalist, Ben Johnson, began.
During the hearings, Ben Johnson's physician Dr. Jamie Astaphan
referred to Dr. Walter F. Jekot as one of the doctors he believed
to be most closely associated with U.S. track and Field athletes.
"It's my understanding that Dr. Jekot is the one most track and
field athletes go to," Astaphan said. Within hours Dr. Jekot
received dozens of phone calls regarding Dr. Astaphan's statement.
Dr. Jekot's reply to the numerous print, television and radio media
who interviewed him, "No, I haven't prescribed anabolics in my
practice for athletic and muscle enhancement for the last two years
mainly because I was asked by the California Medical Board to
stop." 1In August of 1990, after a year of undercover investigation



work, the Justice Department's federal and state agencies,
including the U.S. Customs Service, the Federal Food and Drug
Administration, and the cCalif. Bureau of Narcotic Enforcement
entered into Dr. Jekot's medical offices and home and seized over
3,000 medical charts, not including other medication records and
files. Of the 3,000 seized patient charts, 13 patient charts
contained prescriptions for anabolic steroids, human growth hormone
or other related compounds after February 1988, when he signed the
agreement with the California Medical Board. Evidence showed that
all 13 patients received anabolic steroids for legitimate medical
conditions, including but not 1limited to, impotence, musculo-
skeletal injuries, severe weight loss, and inflammation. Nothing
was concealed. Whatever medication Dr. Jekot administered or
prescribed to his patients was documented according to medical
office standards.

On June 1, 1992, Dr. Jekot entered a plea of guilty in accordance
with a plea agreement between him and the government. The
agreement provided for the defendant to plead guilty to Count One
of the indictment. Specifically, Dr. Jekot admitted that in 1985
and 1986 he sought and obtained the assistance of two individuals
to provide him with anabolic steroids which had not been approved
by the FDA for application in the United States. The total amount
of the anabolic steroids purchased was $3,609.00. This is the
extent of the conspiracy entered into by Dr. Jekot. Under no
circumstances did Dr. Jekot plead quilty to distribute anabolic
steroids, human growth hormone and related compounds.

Subsequent to receiving the FDA unapproved anabolic steroids, Dr.
Jekot received all drugs from legitimate medical sources, kept a
medical chart on his patients, did not conceal from the government
or the public, any drugs, did not mislead the public or any
government agency, and did not defraud the public or any government
agency, whatsoever.

Dr. Jekot reserved the right to argue that the sentencing
guidelines were not applicable, as he had only pled to that portion
of the charged conspiracy which occurred in 1985 and 1986, making
the sentencing guidelines inapplicable (particularly as there was
no conspiracy to do anything after 1986). The court could only
consider conduct underlying the charged and dismissed offenses only
insofar as permitted by law. The maximum penalty is 5 years
incarceration including 3 years supervised release and a $250,000
fine. Since the prosecution by the Federal Government, Dr. Jekot
has had to file both personal and corporate bankruptcy. In
addition, the Federal Government seized all of Dr. Jekot's property
and later returned only his 1989 Mitsubishi automobile.

On Sept. 30, 1993, Dr. Walter F. Jekot was sentenced to the maximum
5 years in prison by California District Judge John G. Davies. Dr.
Jekot is appealing the sentence. On November 29, 1993 at 3:30pm
Judge Davies will make a decision on whether Dr. Jekot can remain
out on bail until the appeals process has been completed. Dr. Jekot
is scheduled to begin to serving his prison term on Dec. 13, 1993.



PREE DR, JEKOT

THIS8 REPRESENTS8 A VERY SMALL PERCENTAGE OF THE PEOPLE
WHO HAVE ALREADY SIGNED OUR PETITION

CAMPAIGN TO FREE DR. JEKOT ¢ 8474 W.THIRD ST * SUITE 204 - LOS ANGELES, CA.
(213)655-5900 FAX(213)655-7904
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9/15/93

Brian S8tevens
930 Palm Ave #415
LA, CA. 90069

Honorable Judge John Davies
Edward R. Roybal Center

255 E. Temple Street

Court Room No. 890

Los Angeles, CA. 90012

Dear Judge Davies:

I am writing this letter on behalf of my doctor, Walter
F. Jekot, M.D. I believe that Dr. Jekot is
irreplaceable in the community because of his essential
research in the treatment of AIDS.

Just now he is to embark on a new protocol with Dr.
Michael Gottlieb which will ameliorate and/or
safeguard the lives of many patients with this deadly
disease. His rare knowledge on the utilization of
anabolics is indispensable in this regarad.

Please allow him to continue his efforts with this life
saving research.

Sincerely,
. At
ZW N eo—

Brian S8tevens
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‘While I realize that you  have to take into acoount the charges that have been made
against Dr. Jekot, I pray for your mercy, that you may consider giving him a
probationary sentence where he may serve the AIDS community. He has _
certainly suffered greatly, With all due consideration, it wouldn’t benefit anyone
if he had to go to jail.

Your Honor, on behalf of myself and the Los Angeles Center For Living, I
welcome Dr. Walter Jekot doing community service here at my center. He has
agreed to see a number of people who do not have medical insurance or any
money. I also would like to make the research pilot program a reality. All
inforroation with regards to the the research study will be documented and made
public.

In conclusion, | pray, your Honor, when making your decision, that you consider
this is a person the community needs, and whose benevolence may serve those
who suffer from AIDS.

I would like to invite you to the Los Angeles Center For Living, and certainly
welcome you to call me at any time. Hopefully, there will be a peaceful
resolution to this, where no one is hurt and people who are dying can be helped
by someone who cares.

Respectfully,

Maureen Simkins, President
Board of Directors




































Maria Elena Fattorini
P.O. Box 1416
Los. Angeles,. CA: 90078

Honorable John G:-Davies
Edward R. Roybal Center
255 East Temple

Room 890 '

Los Angeles, CA 90012

RE: DOCTOR WALTER JEKOT

Your Honor:

| have been Dr. Jekot's patient for over three years. Although my
insurance has changed, | have stayed with Dr. Jekot and paid him out
of my pocket because he is the best doctor I've ever had.

Out of all the doctors that have treated me for my 31 years, Dr.
Jekot definitely practices with the most compassion and
intelligence. He's always an active listener who responds with
insightful comments and a warm smile. The doctor was especially
helpful to me during a time when | was very depressed. Now that
I've recovered, | realize Dr. Jekot's medical advice and personal
counseling might have literally saved my life.

You can imagine the appreciation and respect | feel for Dr. Jekot's
healing abilities. | really depend on him as my physician and friend.
| cringe at the thought of having to search for another doctor. In all

due respect your Honor, Dr. Walter Jekot is an INVALUABLE and
IRREPLACEABLE asset to our community.

Respectfully,

Maria Elena Fattorini

g. 1693
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I hope that you will give my thoughts and criticisms careful consideration
and that we will have a chance to discuss them in more detail in the near future. I
know that your schedule must be difficult, but I would like to explore the possibility
of yowr coming to a TAG meeting here in New York. I have not discussed this with
other TAG members and would need to do so before we could start to think about a
date. Ibelieve that this would be extremely beneficial to both TAG and your office,
and allow us to build future alliances, such as the one for MicroGeneSys.

I look forward to your reply.
Sincerely,

o el oot~

evin Robert Frost

TREATHENT ACTMN RBOWP
147 SECINS ATENDE, 0061
NEW YORL, I Yool
112-25H-EI0FAL: 2122008561
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THE WHITE HOUSE

WASHINGTON

December 20, 1993

Frederick S. Mayer, President
Pharmacists Planning Service, Inc.
P.O. Box 1336

Sausalito, California 94966

Dear Mr. Mayer:

It was good to talk with you today and to get an update on
the efforts of the Marin County pharmacists to deal with the
problems posed by the drug injecting communities there. We are
encouraged by your attempts to find ways to effectuate harm
reduction in your community. As I indicated, we will explore
several ways of resolving this issue in the near future.

With regard to your request for an invitation to the CDC
prevention presentation in early January, I have passed on your
request to Carlos Velez J.D. of our staff and he assures me that
you will get an invite from CDC.

I look forward to our continued exchange of ideas.

. ( .
Special Assistant
National AIDS Policy
Coordinator






