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Background. Despite the importance of the epidemic of
acquired immune deficiency syndrome (AIDS), little is
known about the incidence and prevalence of AIDS in
the patient population of primary care physicians. This
study was designed as an initial step in evaluating the
impact of this disease on primary care practices.

Methods. We conducted a survey to characterize
the AIDS cases in the Ambulatory Sentinel Practice
Network (ASPN). ASPN is a practice-based primary
care research network. In 1987 it was composed of 65
practices and 193 clinicians serving approximately
270,000 patients in the United States and Canada. Cli-
nicians representing each practice were asked to report
thenumber of AIDS patients that their practice cared
for between January 1982 and December 1987. They
were further asked to characterize relevant data for
these patients.

Results. Thirty-nine prevalent cases of AIDS were

While considerable epidemiologic data have been gath-
eredabout AIDS, little is known about the incidence and
prevalence of AIDS in the office practices of community-
besed primary care physicians. As AIDS continues to
increase in importance as a national and personal health
issLe, there is an increasing need to evaluate the impact of
this disease on primary care practices, including those in
raral communities. The Ambulatory Sentinel Practice
Network (ASPN) is a practice-based primary care re-
search network in operation since 1982. In 1987, ASPN
was composed of 65 practices and 193 clinicians serving
approximately 270,000 patients in the United States and
Canada. Sixty-two percent of the ASPN practices served
rural communities, providing an ideal setting for inves-
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reported in ASPN from January 1982 through Decem-
ber 1987. Seventy-nine percent of the patients were
male, 15 to 44 years of age; three patients (7.6%) were
female; and all cases had at least one risk factor for
AIDS. An expected number of cases for the 194,973
patients of 47 practices was calculated using age-sex
register data and nationally based rates from 1986. The
projected number, 13, corresponded with the number
of AIDS cases, 11 and 15, reported from ASPN prac-
tices in 1986 and 1987, respectively.

Conclusions. This survey suggests that AIDS is at
least as prevalent in the primary care practices in ASPN
as predicted using national estimates, and may, in fact,
be more prevalent. Primary care clinicians need to be
prepared to assume a major role in addressing the
AIDS epidemic.
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tigating AIDS in both rural and urban primary care. The
age and sex distribution of ASPN’s combined patient
population did not significantly differ from that of the
United States population.1 The purpose, policies, and
general methods of ASPN have been described else-
where.2 This paper describes the characteristics of pa-
tients with AIDS in the ASPN patient population and
compares estimates ofthe occurrence ofAIDS in the ASPN
population to that expected based on available US data.

Methods

A telephone survey of the 65 ASPN practices was con-
ducted between September 1987 and May 1988. Three
practices did not respond to the survey and were ex-
cluded from the rest of the study, resulting in a 95%
participation rate. Clinicians representing each practice
were asked to recall and report whether they or other
clinicians in their practice had diagnosed or treated any
patients with AIDS in the practice between January 1982
and December 1987. Affirmative responses prompted
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Figure 1. Distribution of risk
categories among AIDS cases
in ASPN and in the United
States. Source of US data: In-
stitute of Medicine, National
Academy of Sciences. Con-
fronting AIDS: update 1988.
Washington, DC: National
Academy of Sciences, 1988.

additional questions about each patient to characterize
the relevant demographic and historical data, including
sex, year of diagnosis, age when diagnosed, known AIDS
risk factor(s), and whether the patient was still alive. The
clinician was asked to use all sources of information
available (ie, charts, fellow clinicians) to respond to these
questions. Data on all 62 practices were used to describe
the characteristics of AIDS patients treated in primary
care settings. The 62 practices were categorized as rural,
urban, or suburban in agreement with a suburban met-
ropolitan statistical area (SMSA)/non-SMSA classifica-
tion.

Once the descriptive analysis was completed, data
for practices outside of the United States (5 practices)
and for practices without completed age-sex registers (10
practices) were excluded, so that estimates based on US
data could be compared with data from the remaining 47
practices. Estimates of 1984 and 1986 AIDS incidence
rates were available for four US population categories:
male patients 15 years of age and older, female patients
15 years of age and older, hemophiliacs, and intravenous
drug users.34 Based on the assumption that the ASPN
population had rates similar to the rest of the United
States, the numbers of intravenous drug users and hemo-
philiacs were calculated using US estimates. The num-
bers of male and female patients 15 years of age and older
were extracted from the age-sex register data from the 47
US practices. Individuals receiving medical care from an
ASPN clinician in the preceding 2 years were enumerated
in the practice age-sex register; the methods involved in
age-sex register data collection and the use of this infor-
mation as denominator data have been discussed else-
where.12

The rates of AIDS incidence in the United States
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and the estimates of ASPN patients in each population
category were used to calculate the expected number of
AIDS cases in ASPN in 1984 and 1986. The number of
reported cases was then compared with the number of
expected cases, using chi-square methods and, where
appropriate, Fisher’s exact test.

Results

The clinicians were confident that they could accurately
enumerate all AIDS patients in their practices and re-
ported no difficulties in collecting and reporting the
relevant data. Thirty-nine prevalent cases of AIDS wee
reported from the 62 practices responding to the suney.
The number of cases diagnosed in these practices pro-
gressively increased from 1982 to 1987 (n = 1,0, 27,
12, 17, respectively). Seventy-nine percent of the AIDS
patients were male, 15 to 44 years of age; only three vae
female. Homosexuals comprised the largest risk category,
accounting for 54% ofthe reported cases. The risk-factor
profile for ASPN patients with AIDS is similar to that
seen nationally (Figure 1). All patients with AIDS red
one or more recognized risk factors. At the time ofthe
survey, 17 (43.6%) of the 39 AIDS patients had died

Twenty practices (32.2%) reported at least one e
Sixteen of the 39 cases (41.0%) were reported by U
rural practices (Table 1). Three practices, located inu-
ban or suburban areas in the southeastern United Sates
accounted for 15 of the reported cases (38.5%).

As mentioned above, only the 47 US practices with
complete age-sex register data were used to calculate te
observed and expected incidence rates. These 47 practices
had a combined patient population of 194,973. Thae
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Table 1. Distribution of AIDS Cases by ASPN
Practice Location

Practices Reporting No. of
Practice No. of AIDS Cases AIDS Cases
Location Practices No. (%) Reported
Rural 41 11 (26.8) 16
Suburban 13 6 (46.2) 13
Urban 8 3 (37.5) 10
Total 62 20 (32.2) 39

ASPN—A mbulatory Sentinel Practice Network.

were no significant differences in the age and sex distri-
butions of the ASPN and the US population, based on
comparison with 1985 census data. Only the data from
these 47 practices were used in the remainder of this
report.

The estimated annual incidence rate of AIDS in
1984 for the US population aged 15 years or older was
14 cases per 100,000.3 Using this rate, the expected
number of AIDS cases for the 47 ASPN practices in
1984 was 2.57. ASPN actually reported two AIDS cases
in 1984; both cases involved single men over 15 years of
age. The estimated number of cases for this specific risk
group was 1.73.

The 1986 national rate estimates for AIDS included
four specific risk categories (hemophiliacs, women over
15 years old, men over 15 years old, and intravenous
drug users) and an “other” category.4 Listed in Table 2
arethe estimated number of cases in ASPN for 1986 and
die actual cases reported in ASPN by risk category for
1986 and 1987. For 1986, 13.44 AIDS cases were
expected in ASPN; this number corresponds to the 11
and 15 cases reported in 1986 and 1987, respectively.
The number of male patients 15 years and older with
AIDS reported for 1986 and 1987 (7 and 11 cases,
respectively) was not significandy different from the ex-
pected number of cases (10.25, P >.05).
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Discussion

This study demonstrates that the emergence of AIDS in
a network of primary care practices paralleled that in
nonprimary care settings, and, as would be expected,
there was considerable geographic variation in the inci-
dence of AIDS in ASPN practices. The results also sug-
gest that AIDS may be more prevalent than suspected,
especially in rural areas. The incidence of AIDS in ASPN
is comparable to that estimated for the United States;
however, ASPN has no practices in high-risk areas such
as New York City and San Francisco, which are repre-
sented in the US estimations. In addition, the overall
ASPN patient population may not include a large num-
ber of patients from high-risk groups such as intravenous
drug users and homosexuals.

There are several sources of bias that could make the
comparison with national estimates problematic. As a
result of the increased awareness of AIDS and intensive
surveillance efforts, health care professionals may be sen-
sitized to AIDS detection. Also, because of the nature of
their physician-patient relationship, primary care clini-
cians may be more aware than other physicians of a
patient’s potential risk of acquiring HIV infection, and,
therefore, engage in more intensive case-finding efforts
when appropriate.

At-risk persons may seek attention differently from
persons not at risk. For example, while single men 15 to
44 years old tend to seek medical attention only when
they are ill, they also may seek medical attention when
concerned that their past or present lifestyle places them
at increased risk for AIDS. As a result, the single men in
this age category seeking care in the ASPN practices may
be more likely to have a higher incidence of AIDS. This
would inflate estimates of AIDS incidence relative to the
actual incidence in the general population.

The results should be interpreted in light of other

Table 2. Number of Estimated Cases Compared with Observed Cases of AIDS in 47 ASPN Practices

1986 US

Incidence At-Risk
Risk Group per 100,000 Population
Hemophiliacs 1106.0 9.5
Women >15 yrs 11 89,103.0
Men >15 yrs 15.7 65,316.0
1V users 498.0 423.0
Other - -
Total 1620.8 154,851.5

ASPN Practices

Expected
Number of Observed Cases
AIDS Cases
in 1986 1986 1987
0.10 0 0
0.98 1 1
10.25 7* 11*
2.11 3 2
N 0 It
13.44 11 15

ncludes heterosexual!multiple partners, homosexuals, and bisexual males but excludes intravenous drug users.

(A bisexual man >15 years old who was an intravenous drug user.
WN—Ambulatory Sentinel Practice Network.

ote.All comparisons o f observed cases to expected cases were not significant at the P = .05 level using chi-square tests or Fishers exact test.
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limitations of the study: (1) estimation of the population
at risk is based on assumptions that may not accurately
reflect the actual numbers of patients in each category;
(2) the population categories themselves are broad, and
significant variation may exist between risks for AIDS in
ASPN and risk for AIDS in the US population; (3) only
AIDS cases known to ASPN clinicians were reported;
and (4) risk factor data were based on the perceptions of
the clinician rather than on direct patient inquiry. None
ofthe clinicians had any difficulty in recalling and report-
ing their AIDS cases, however, as might be expected for
a disease of such current concern and relatively low
incidence.

Our findings indicate that AIDS was at least as prev-
alent in primary care practices as was estimated for the
general population. As AIDS continues to grow as a na-
tional health issue, the identification and management of
AIDS patients will not be confined to specialized clinics;
rather, primary care clinicians will play a large role in the
national effort to prevent, identify, and manage AIDS.
While primary care clinicians are in an ideal position to
contribute to national efforts to control AIDS, important
barriers must be reduced or eliminated. In some instances,
clinicians’ general knowledge of AIDS may be limited5’7,
they may have negative attitudes about patients with AIDS
or patients who are at risk for acquiring AIDS67; they may
be unsure of their ability' to counsel AIDS patients or those
at risk for acquiring AIDS5’7; and they may not have the
specific skills necessary to identify, diagnose, and manage
patients with AIDS.6-10 Creative programs should be de-
signed to provide primary care providers with the AIDS-
relevant knowledge and skills needed for their role in the
AIDS epidemic.
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