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It had been 13 days since mylast presentation on AIDS.

One of the more interesting assignments I had during my two terms as Surgeon General
was responding tothe invitation by the United States occupying forces of the occupied

city of Berlin to comeandinstruct not only Army personnel, but West Berlin civilian
physicians as well about the knowledge we had of the AIDS epidemic. I was askedifI
would object to contributing to international cooperation by also speakingto the civilian

doctors in East Berlin. I, of course, accepted with alacrity

I think most people understood by this time that AIDS wasa disease of
immunodeficiency and that the symptomsthat people had were those of an opportunistic
disease, which had taken holdin the patient because of his or her lack ofimmunity to
fight it off. I was not prepared for the differences I saw in AIDSpatients in West Berlin
and later in East Berlin. Those in West Berlin looked exactly like those in Washington,

New York,or Philadelphia. Whereas, those in East Berlin essentially had only one
opportunistic infection and that was tuberculosis. The reasons probably werethat it was
the most prevalent infectious disease around East Berlin at the time,that it probably was
near epidemic proportions without the AIDS epidemic, but the presence ofthat
immunosuppressive disease enabled the spread ofthe tuberculosis bacillus very rapidly.
Indeed, we saw someofthe samethings years later in the United States where we had
someincrease in the incidence of tuberculosis because of AIDS. Where homeless people
began to congregate in confined quarters with poor ventilation, we saw spread of

tuberculosisitself in the absence ofAIDS that we had not seen since I was a young
medical student, 50 years before.

This lecture was given in the venue of Harnack House and was presented to the Berlin
International Medical Society, which was military and civilian. The military command
rotated and, at the time that I was there, the United States was in charge, but there were

representatives of medical services of countries that had been our allies in World War II.

Mytask was to cover as much groundin as short a period of time as I could, so I began
with the beginning of AIDSin June of 1981 and went through the reports of



pneumocystis carinii pneumonia, andlater in the summer of 1981 of26 cases of Kaposi’s
sarcoma, all ofboth diseases appearing in otherwise healthy homosexualor bisexual
young men. I then speculated on immunodeficiency. I told how AIDS acquiredits name

and recited the number of AIDSvictimsin the United States at that time being 37,000

approximately; half ofthem already dead of the disease.

I indicated that our predictions were for an additional 23,000 to be addedto those

numbers that year andthat by the end of 1990 the cumulativetotal in the United States

should be over a quarter of a million.

I talked about the virus and thefact that although scientists had seen it, they didn’t know
precisely what it was andthat we had narrowedit down to a human retrovirus and I
talked aboutits specific designation as HTLV-IIand acknowledged the workat the
Pasteur Institute where theycalled it be a different name, but we now had agreed

internationally on the single common name ofHuman Immunodeficiency Virus or H.LV.

I talked ofthe discovery of anti-bodies and how that led to the tests that were used to

screen blood for transfusion and how wehad the happy circumstance now,instead of four

or five tainted units ofblood per 10,000, we had only four contaminated units per million

oftransfused blood, which wasas close to perfect as one can get in this type of endeavor.

Thattest had led us to believe that we were in a situation where there were between a

million and a million and a half Americans walking around with the AIDSvirus,

although I believed it could have been between 400,000 to 4 million. I madeit clear that

these folks had the virus but were not necessarily sick with an AIDS-related disease.

This led to discussion of incubation, and the research going on in reference to vaccine

developmentand drug therapy. Thecostofthis effort was about 300 million dollars in

U.S. Federal funds that year, plus many millions morein state and private funds.

One experimental drug Axidothymidine, or A.Z.T. went through a “fast-track” approval

process at FDA and wasthenbeing usedto prolongthelives ofvictimsparticularly (at

the time of this lecture) dying ofpneumocystis carinii pneumonia. I expressed my own

continued pessimism that we would havea vaccinebefore the endofthe century, if then.

Thosepredictions have thus far turned out to be correct.

Movingon to the transmissionofthe virus, I had to coverits presence in body fluids,

whichled to the description of sex practices among homosexual and bisexual men and

the transmission of the AIDSvirus by sharing the paraphernalia of intravenous drug

abuse. At that time only 4 per cent of AIDScases in the United States were heterosexual

in origin. Then I wentonto the partition in Black and Hispanics and reportedas the only

good newsthat there had been a noticeable drop in the numberofmentakingpart in

wholesale, anonymous, promiscuoussex, as evidence bya declinein the incidence of

other sexually transmitted diseases among homosexual men,such as gonorrhea, hepatitis

B, and syphilis.



I mentionedthat the time had cometo turn the educational efforts to heterosexual men
and women, which really was the society at large. That led to the description of the

Surgeon General’s Report on AIDSandhow it came about through the request of
President Reagan and the mannerin whichI putit together, reported it to the Cabinet and
released it to the American public by way ofthe press on October 22, 1986. Then to the
messageto the young people of abstinence and the messagefor older folks, mutually
faithful monogamy,with the final message to people who wouldn’t heed the other two,
that all we had to offer was the use of a condom, which was really no morecertain than
the intelligence of the person that usesit -- certainly not 100 per cent protection.

Naturally, I had to talk about the differences of opinion in the United States on:

e Sex education for the young

e Howto bestto protect individuals who were HIV positive, or had AIDS, from
unwarranted disclosure and discrimination, while at the same time protecting the

public from infection.

This led to the public health perspective; the primary purposeofanyaction related to the
AIDSepidemic was to preventthe spread ofthe disease. This included a broad range of
options, somereflecting traditional, federal, and state roles, other went beyond the public

health purpose and would have broader effects on insurance, employment, and other

practices.

The current protection from disclosure ofpersons who were HIV positive included
private actions such as physician discretion, the Hippocratic oath, state laws andfederal

laws and regulations

This led meto talk about the patchwork quilt situation with state laws and the numbers

that were inconsistent with prohibited or mandated disclosures. Moststates at the time of
this lecture had not classified AIDSas a sexually transmitted disease.

I hadto reveal to this audience the problem wehad in the United States that potential or

actual disclosure might “chill” voluntary testing, stigmatize the infected and possibly lead
to actual discrimination. This was the only material in this lecture that was truly new. I
revealed to the German audiencethat our current protections were mixed:

e State courts had uniformly ruled that infected children were entitled to attend
school

e Only a handfulof states had prohibited insurers from testing and denying
individual health insurance to those infected.

e For employment, health care, and other services, legal protections varied state
by state, which was usually dependent on the interpretation of handicapped



discrimination statutes in a few states, and in a few states, new AIDS-specific
statutes.

e Inthe United States a federal statute known as Section 504 ofthe
Rehabilitation Act prohibited discrimination against the handicapped by

institutions supported by federal funds. A Supreme Court decision known as
the Arline Decision meant that people with AIDS would beprotected.
However, the reach of that protection was unclear, but was certainly limited.

This wasthe first time in a public lecture I had goneinto such detail about the protection
ofthe AIDSpatient and how that conflicts with public health custom in reference to the
spread of any infectious disease. In protecting the American public from infection, the

principle situations of concern included sexual partners, health workers, morticians and
other high-risk occupations, prisoners (because of forced sodomy), customers of
prostitutes, and assault victims. The latter were individuals who were intentionally
infected, by sexual means,or biting, etc. A small number of such cases had received
inordinate publicity that probably exaggerated the problem.

The protections for consenting sexual partners were minimal. Somestates required, by
existing sexually transmitted disease law, or special AIDSlaw,“contact tracing” for
those whotested positive. But most relied solely on voluntary disclosure. The two
largest testing programs, -- blood banks and military recruits—did not routinely provide

for contact tracing.

Other protections of the public were mixed:

e Fewstatutesorcities tested prostitutes

e Moststates against criminal assault theoretically applied to HIV carriers who
bit or rape and there were several court cases pending.

e For high-risk professions, particularly health workers, protection depended
primarily on practice rather than the law. There were guidelines issued by the

Centers for Disease Control in that regard.

e The Justice Department had announcedtesting of federal prisoners. In

addition, somestates were doing that, but follow-up steps or other use of

results remained unclear. Mostlocal jurisdictions where I visited were
hesitant to test because they did not have meansofsegregating prisoners and
fear for the lives ofthose who might have been known to be HIV positive.

I could not avoid saying that the potential problem caused by this mixed type of
protection was substantial, if the public was not protected and included not only infection

ofunsuspecting persons, but also a potential for backlash if governments were not
perceived to be taking all ofthe prudent steps. (Some ofthose did not provide the
protection that many people demanded for the infected.)



All this became more complication as heterosexual transmission ofthe disease increased.

This was also thefirst time that I introduced the controversy in the United States between
those who favored mandatory testing and those who did not. The motivation ofthe
former group was mixed, mostofthe public health people adhered to the latter stance.
The twoareas ofthe most heated controversy were premarital testing and the testing of

hospital admissions. I went into the differences between old premarital testing, marriage

licenses, etc., and pointed out the differences between the diseases of syphilis and AIDS.

I also introduced the cost of such testing as being exorbitant especially when there was no

subsequent program available except education. One side-light was that it was estimated

that in the State ofNew Hampshirethat was about to enact a law it would cost $100,000

to find a single HIV person in premarital screening. Hospital admissions mandatory

testing was opposed by mostpublic health authorities. A compromise plan was under

discussion where only surgical admissions would be voluntary, but that was obviously

inadequate for obvious reasons. It became real however, when doctors refused to operate

without suchtesting and nurses were leaving their jobs. It was sad that knowledgeable

medicalstaffs were not giving the best care to some patients becauseofthe fear ofHIV

positivity.

I wentinto all of this detail because I was certain that these things were not being

discussed in the German press and they werecertainly not yet appearing with any

regularity or clarity in the professional medical press. Yet many of the people to whom I

was speaking would soonbe backin the United States practicing where all these things

existed
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