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PROCEEDINGS

[9:00 a.m.]

MS. GAULT: Good morning, ladies and gentlemen and
distinguished members of the President’s Commission. My name is
Polly Gault. I serve as the Designated Federal Official, and in
that capacity it is my privilege to declare this meetlng open.
Chairman Watkins.

CHAIRMAN WATKINS: Good morning to our many guests
here today. Today the Presidential Commission on the HIV
Epidemic will consider in detail the work of two of our nation’s
most prestigious and respected scientific and medical groups; the
American Medical Association and the Institute of Medicine of the
National Academy of Sciences.

First, on behalf of all of the Commission members I
want to thank Dr. Thier who is with us this morning and his fine
staff for their generosity and helpfulness in allowing us to use
their facilities here at the Academy. We will try to do so with
a minimum disruption of the important work going on at the
Academy.

Secondly, I would like to thank in advance the
presenters that will appear today. It is at some considerable
personal inconvenience that both Dr. Nelson of the American
Medical Association, and Dr. Widdus of the Institute of Medicine
have adjusted their own schedules to provide us with very
valuable insights; and we greatly appreciate that special effort.

Today’s meeting will focus on two excellent
comprehensive national reports on the HIV epidemic. It is of
particular assistance to the Commission as we begin to narrow our
focus. 1In this connection the Commission intends to concentrate
their work on areas which they believe have not been adequately
addressed in the past, either by government or the private
sector. Certainly, there is much in the work of the AMA and the
IOM that does not need to be duplicated by the Commission.

Additionally, today’s session will help us organize and
place in proper perspective much of what we learned in our visit
to Miami earlier this month. All Commissioners who were able to
attend those meetings felt that they learned much about the very
specific concerns of those in the front lines of dealing with
AIDS whether they be patients, family members, health care
providers or staff and volunteers with the many community-based
organizations. We need to take what we learned in Miami and
relate it to the works that we will be discussing here today. So
again, I want to thank Dr. Thier for all his support; we’re
looking forward to a continuing close relationship with the IOM
and the National Academy. I would ask Dr. Thier now if he would
like to make any opening remarks he may have. Dr. Thier.




DR. THIER: Thank you, Admiral Watkins. I’m Sam
Thier, President of the Institute of Medicine, and on behalf of
the Institute and the National Academy of Sciences I want to
welcome the Commission this morning. The Institute and the
Academy have had a long and deep interest in the issue of AIDS
and in how this nation might mobilize its considerable resources
to address the problem in the most effective fashion.

The Commission, in its role as Advisor to the
President of the United States, is in an ideal position to play
an important function in seeing that the various issues facing us
are addressed and that the Administration, the government and the
public hear what we should be considering in addressing those
problems. The issues are complex. Your time is short. We will
do everything we can, not only to welcome you but to be of any
help as a resource that we can. What you’re addressing is, I
think, of tremendous moment to this country and I wish you the
very best of luck in your efforts.

CHAIRMAN WATKINS: Thank you very much, Dr. Thier. Do
any of the Commission members have an opening statement they
would like to make this morning for the record?

[No response. ]

CHAIRMAN WATKINS: Very well, then let’s get on with
the first presentation this morning. The American Medical
Association has two reports that we’re anxious to hear about from
Dr. Alan R. Nelson, Chairman of the American Medical Association
who has been kind enough to be with us this morning to make these
presentations. The first report will be on the prevention and
control of AIDS, an interim report which we have all read. A
report of their Board of Trustees dated 21 June 1987. And he
will follow that directly with their most recent report of the
Council on Ethical and Judicial Affairs dated 12 November.

We’re going to try to take advantage of Dr. Nelson’s
presence today to give us insight on that most recent and impor-
tant report. We will hold our questions then until after he
makes a presentation on both reports. So we will proceed now
with Dr. Nelson.

Reports by The American Medical Association

on the Prevention and Control of AIDS, and Medical Ethics

DR. NELSON: Thank you very much, Mr. Chairman. As
the Chairman indicated, my comments will integrate the two
reports since our efforts, as far as the HIV epidemic is
concerned, does represent a continuum and much of our work is, of
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course, ongoing. I am a physician in practice of Internal
Medicine in Salt Lake City. I'm also Chairman of the Board of
Trustees of the American Medical Association. With me is Mr.
Kirk Johnson who is General Counsel for the AMA,

We, of course, appreciate this opportunity to appear
before the Presidential Commission on the HIV Epidemic to
discuss our interim report on the prevention and control of AIDS,
and to apprise the Commission on other AMA initiatives which bear
directly on the primary focus of the Commission. That is, to
recommend measures that federal, state and local officials can
take: first, protect the public from contracting HIV infection;
second, assist in finding a cure for AIDS; third, care for those
who already have the disease.

As President Reagan stated before the American Founda-
tion for AIDS Research, "The Commission will help crystallize
America's best ideas on how to deal with the AIDS crisis." A
similar goal has been the aim of AMA's many activities on AIDS.
The interim AMA report which we have been invited to discuss is
keyed to this national objective, as identified in its title,
"The Prevention and Control of AIDS."

In developing the recommendations contained in our
report, we have sought to balance two separate, sometimes
competing, concerns. First, the person who is afflicted with the
disease needs compassionate treatment. Those who have the
disease and those who have been infected with the virus should
not be subject to irrational discrimination based on fear,
prejudice or stereotype.

Second, and of critical importance, the uninfected
must be protected. Those individuals who are not infected with
the AIDS virus must have every opportunity to aveid transmission
of the disease to them. 1In our opinion, while providing a
judicious balance, the report provides protections for both
populations based upon the current state of medical and
scientific knowledge.

Before I review the specific recommendations I would
like to discuss the fundamental requirement to which this Commis-
sion must address itself, the need for a national policy on AIDS.

Given the growing dimensions of the crisis and given
limited national resources, it is imperative that a national
policy be developed jointly by the public and the private
sectors. Such a policy must seek, in a cost-effective way, to
achieve fundamental national goals: prevention, treatment and
cure and adequate research in all three areas. A coherent
national apprecach to this modern killer is needed; a blueprint
for a national response, not piecemeal solutions.




Such a national policy must have certain characteris-
tics:

The policy must be comprehensive, proceeding simul-
taneously on the fronts of prevention, treatment and research.

The policy must be coordinated between the public and
private sectors and between the different levels of government.
A national policy does not necessarily mean a federal policy;
there are important roles at all levels of the health care system
and at all levels of government. Nor does it necessarily mean
uniformity; on certain issues different approaches should be
tried to determine efficacy.

The policy must be carefully balanced. For example,
concern for the person with the disease must be balanced with
concern for those who do not have the disease but who may become
infected. Similarly, careful consideration must be given to
directing scarce resources to increased prevention, even as
increasingly large resources are necessarily devoted to research
and treatment.

The policy must be based on scientific information and
medical judgments. Although policy cheices must inevitably be
made, they should be formed on the best available information
and on extensive public health experience in dealing both with
AIDS and with other contagious diseases.

Next, the policy should be nonpartisan. Although it
may be tempting to play on fears and prejudices, public figures
and officials both inside and outside the health community should
avoid exploiting the crisis for partisan political advantage.

The policy should be capable of continuous review and
modification as more and better information becomes available.

Our nation is looking to this Commission to articulate
a national policy such as that I have just described; or in the
President’s words, "To crystallize America’s best ideas on how to
deal with the AIDS crisis."™

I would now like to describe to you some of the
recommended responses to the many difficult issues posed by the
HIV epidemic which the AMA adopted as an Association policy this
past June. If you would like to discuss anything that appears in
the AMA report I will be happy to do so. For now, however, I
intend to concentrate on the major recommendations which have the
most bearing on the Commission’s mission.

Clearly, one of the most important subjects addressed
in our report was that of testing for the HIV antibody. We
concluded with recommendations that:
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-- one, voluntary testing should be available to all;

-- two, testing should be mandatory for blood, organ
and tissue donors, for immigrants to the United States, military
personnel and prison inmates;

-- three, routine, but voluntary testing should be
provided at sexually transmitted disease clinics, drug abuse
clinics, pregnant women at high risk areas, early on, and to
certain individuals seeking family planning services.

Essential to any testing program is appropriate
counseling on ways to reduce the risk of infection, on
responsible behavior for those who are infected, on strategies
for coping with the infection, on the necessity for notifying
sexual partners and other contacts regarding possible infection.

Informed consent should be knowingly and willingly
given prior to testing.

We believe that our testing recommendations fit very
nicely with the main purpose of testing: to identify infected
individuals for treatment and protection of third parties; to
offer education and counseling aimed at modifying high risk
behavior; to obtain epidemiclogical information; and to protect
the nation’s blood, organ and tissue supply.

The question often arises as to why the AMA has not
endorsed widespread mandatory testlng Mandatory testing has
been proposed for those seeking marriage licenses or for hospital
admissions, for instance. We believe that health care resources
would be better focused elsewhere in the battle against HIV.

Mandatory testing of low incidence populations would
divert finite testing and counseling resources from high risk
individuals who volunteer for testing because they have reason to
believe they might be infected. There is also a chance that
false positive results would be unacceptably frequent, with
irreparable adverse results to innocent parties.

Finally, the estimated cost for uncovering one valid
case of infection within a very low incidence population would be
extremely high. But will voluntary testing work? We believe
that voluntary testing is working already. One indication is
that in many areas, the capacity for testing and counseling
cannot meet the demand.

The greatest threat to the success of voluntary
testing and counseling is that individuals will resist learning
their serologic status if safeguards for maintaining
confidentiality and protection against discrimination are not
assured.



It is for this reason that the AMA has made these
recommendations:

~-- one, reporting of positive results of HIV testing to
public health officials should be anonymous, or if carefully
implemented with strict protections for confidentiality, with
identifying information;

-- two, laws must be adopted to encourage as much
uniformity as possible in protecting the identlty of HIV-infected
individuals, except where the public health requires otherwise;

-- three, anti-discrimination laws must be clarified or
amended to cover those who test positive for the antibodies to
the AIDS virus.

Discrimination inhibits the control of AIDS by
discouraging voluntary testing. It also has the destructive
effect of removing those who are otherwise productive members of
soc1ety from the workforce or otherwise denying them involvement
in fundamental aspects of normal life.

The AMA has taken a strong stand on discrimination and
we have backed this up in the courts. 1In three recent cases the
AMA has filed amicus briefs supporting an interpretation of
existing constitutional, federal and state law to encompass
individuals with contaglous diseases in general and AIDS or HIV
infection in particular. And I am pleased to report that in all
of these cases the courts reached the outcome we advocated. This
includes a decision by the United States Supreme Court which
acknowledged and adopted the AMA’s suggested analysis for
evaluating employment decisions 1nVOIV1ng individuals with
contaglous diseases. Copies of these amicus briefs have been
made available to each member of the Commission, along with other
AMA materials that I will describe in more detail later.

Our efforts to ensure the fair treatment for
individuals infected with HIV extend to the treatment by the
medical profe551on as well. The tradition of the AMA, since its
organization in 1847, has been, "Where an epidemic prevails,
aphysician must contlnue his or her labors without regard to the
risk to his own health."

The AMA Council on Ethical and Judicial Affairs has
just recently addressed the question of the physician’s ethical
obligation towards individuals who are infected with HIV. The
Council has now stated, in a clear pronouncement, that a
physician may not ethically refuse to treat a patient whose
condition is within the physician’s realm of current competence
solely because the patient is infected with HIV.




Perhaps nowhere else is the judicious balance between
the rights of the individual and the imperatives of public health
more difficult to achieve than on the issue of contact tracing or
partner notification.

As a general rule, the AMA believes that unsuspecting
contacts of a person who has been found to be infected with HIV
should be informed of their risk. It will not be responsible, in
every case, to rely on the infected individual to convey a
suitable warning. Where intervention is indicated, public health
officials should be able to act on mechanisms analogous to those
used in the past by public health authorities to warn contacts
concerning sexually transmitted diseases.

We believe specific statutes are needed that will,
consistent with essential confidentiality and anti-
discrimination protections, provide a method for notifying
unsuspecting partners; protect physicians from liability for
refraining to convey notification to a partner or contact;
establish clear standards for when a physician should notify
public health authorities; and provide clear guidelines for
public health authorities to undertake partner notification or
contact tracing.

Contact tracing provides a very specific individual
form of information on HIV infection. There also is an urgent
and critical need for more scientifically sound data on the
prevalence and spread of the virus in the population as a whole.

At the present time only those cases that meet the
current CDC surveillance definition of AIDS are reported to that
institution. Since AIDS is the terminal and fatal stage of HIV
infection, it represents only the tip of the iceberg. How large
the base of that iceberg really is, that is, how many people are
actually infected, can only be estimated from the number of
reported AIDS cases.

If economic and medical plans are to be made available
for the future, reliable projections must be available. How
sufficient or exaggerated these plans may be depends on the
accuracy of current and future estimates of HIV infected persons,
particularly as to the extent of its spread into the low risk
heterosexual population.

The CDC itself is unsure about the accuracy of its
estimates. We believe that the CDC’s estimates, however, are
firmly based on scientific methodology, and only better and more
extensive data will permit anyone to improve upon the CDC’s work.

Not only are accurate estimates of HIV-infected
persons needed, but so too are reliable data on the rate of
conversion of asymptomatlc seropositive persons to clinical

7




illness, including AIDS, that requires increased medical care.
This information is important for the formulation of plans to
provide for the costly care of future patients.

In order to obtain accurate information in HIV
infected persons on the rate of conversion from asymptomatic to
clinically severe illness, baseline data on their serologic
status must be obtained as early as possible, not after
clinically manifest disease is present.

We believe that local health officials would benefit
also from reports of HIV seropositivity, for example, to
determine if testing programs are reaching a significant infected
population.

Accordingly, the AMA recommends that individuals who
are found to be seropositive to HIV should be reported to
appropriate public health officials on an anonymous or
confidential basis, with enough information to be
epidemiologically significant. States may, in addressing their
particular problems, require reporting by name.

In any event, measures to provide confidentiality and
protection against discrimination are essential to the success of
any reporting program. And even with confidentiality and
anti-discrimination safeguards in place, such reporting could
deter some from seeking testing and counseling.

The final recommendation that I will mention is one on
which I would expect the greatest consensus. This
recommendation is that public funding must be provided in an
amount sufficient (1) to promptly and efficiently counsel and
test for AIDS, (2) to conduct the research necessary to find a
cure and develop an effective vaccine, (3) to perform studies to
evaluate the efficiency of counseling and education programs on
changing behavior, and (4) to assist in the care of AIDS patients
who cannot afford proper care or who cannot find appropriate
facilities for treatment and care.

Federal funding for FY 88 to deal with AIDS may reach
$1 billion. This amount is simply not sufficient to meet the
challenge presented on the four points I have just identified.
The federal government’s role is especially crucial to meet the
need for essential, basic scientific research. It may be that,
on certain other issues, the deep divisions over the appropriate
national policy may not be as easy to resolve as the need for
resources.

We suggest, however, that a clear message by this
Commission regarding the need for adequate federal resources will
be most constructive and widely supported.




We realize, of course, that the Commission is looking
beyond the federal government. The formulation of a national
policy is not limited to consideration of federal legislation.
National policy embraces a role for states and local governments
as well as for participation by the private sector.

Measures taken at the state and local level have a
particular benefit of an awareness of the nature of local
conditions. oOur national policy on AIDS should preserve the
flexibility needed to adopt measures that best suit local
conditions.

In conclusion, the recommendations contained in our
report are not merely abstract principles or debating points.
The AMA has made every effort toward implementation. Where
specific actions are recommended, such as organizing conferences
or drafting legislation, these actions have been or are being
carried out. Policy recommendations are guiding our active
support of legislation on HIV testing, counseling,
confidentiality, anti-discrimination, education, treatment and
research, and in our amicus briefs in selected AIDS-related
litigation.

I hope that the presentation will leave the Commission
with a clear picture of AMA’s resources and record of commitment
to the public health challenge of AIDS. As this Commission
combines the talents of its membership to develop its final
product, we ask you to keep organized medicine in mind. We
stand ready to integrate our efforts into the national effort and
we look forward to participation with the Commission in this
regard.

We have provided each Commissioner with a package
containing examples of the materials which have been generated as
a result of our commitment to combating HIV infection. I would
like to very quickly describe the material you have before you.

First, we provided you with the sources I referred to
during this presentation--report YY on prevention and control of
AIDS. Report of our Council on Ethical and Judicial Affairs
which is analogous to our Supreme Court; and the three legal
briefs in the cases where the courts ruled on the basis of
accurate scientific and medical knowledge and granted relief from
discrimination. In addition, we have included several examples
of the products of our efforts to communicate accurate
scientific and medical information throughout the medical
profession and to the public. The combined reprint of
information on AIDS to the practicing physician, which I had an
opportunity to review again yesterday on the airplane and found
it outstanding in terms of its currency, the amount of
information, technical information that it provides for a
physician.




An AIDS issue packet to try and help the physicians
talk with the media and the public. Part of our efforts to equip
physicians to be credible, accessible sources for AIDS
information at the local level in their service organizations,
schools, student groups and so forth.

our communication efforts are aimed at physicians, the
public at large, and at our patients. I would like to present a
short video sample of three such targeted communications. A 30
second public service announcement targeted at young people on
abstention and "safe sex." A 90 second video news release on the
recent AMA report on the ethics of treating AIDS patients. This
was made available by satellite to every television station in
the nation. And a seven minute excerpt of an AMA video update on
AIDS that has happened on the Hospital Satellite Network and
Lifetime Medical Television. This program was aimed at
physicians who have never treated an AIDS patient.

Finally, science has always been a fundamental
component of the AMA, This final item, AIDS From the Beginning,
documents the scientific contributions of the medical and
scientific community on AIDS. A bunch of this work originally
appeared in the Journal of the American Medical Association.

And following those very brief television clips, I
will be pleased to answer any questions that any members of the
Commission may have.

[Showing video]

CHAIRMAN WATKINS: We will proceed with the questions
now. And for the Commissioners I would like to follow the
following protocol. We’re going to have a number of questions
for Dr. Nelson. I would like to have each Commissioner who
desires to ask questions to try to pick two; and let’s have the
other Commissioners then ask questions as they need to in
follow-up to any answers that Dr. Nelson may give us, so that we
can take those questions to ground. Then we will repeat the
cycle, so you will have plenty of opportunity here.

So I would like to start the questions, then, and I
would hope that the Commissioners would feel free to follow-up
and chime in, but let‘’s devote our attention to these particular
questions and not drift off to added questions that you may want
to ask a little later on. Let me start out with a couple of
questions. You are urging that the Commission take on the rather
momentous task of, perhaps, addressing the subject of a national
policy on AIDS, comprehen51ve coordinated balance based on
scientific information, extensive public health experience has to
be brought to bear, it has to be nonpartisan.
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You also mention in your report, in your
recommendation three that you were going to sponsor a major
conference on education. First I would like to know, what was
the result of that recommendation and where do you stand on that
conference? Has that been held and is there a report?

DR. NELSON: We had one major conference on HIV in
April in Chicago, and we had about 800 registrants, and that has
been held. I think the proceedings have been published.

The conference on education is scheduled in
Washington, D.C. in March, and the staff planning is underway now
for that. We have every intention of having that conference.

CHAIRMAN WATKINS: Is it your intention, Dr. Nelson,
from that conference to build a naticnal education strategy
concept to put -- to build some kind of skeletal framework that
would do the very thing you’re recommending in your report
because it seems to me that if education, as you say in your
report, is the primary weapon at this particular time, then that
may well be the focal point that could bring together the variety
of entities public and private that you talked about as being
essential to bringing this together. And isn’t there an
opportunity there, and is that your intention?

DR. NELSON: There is certainly a tremendous
opportunity for that to highlight our commitment to education,
both professional and public. There also certainly would be an
opportunity thereby bringing together the important contributors
and to constitute the basis for continuing initiatives. So, yes,
I think your conclusions are absolutely correct.

CHATRMAN WATKINS: What are you doing right now
regarding the education of the doctors in the profession? I see
your book, which we haven’t had a chance to review. 1Is that the
substance of your educational program or do you have some more
rigid formal mandatory kind of concept that is coming to fruition
where the knowledge of the doctors around the country is enhanced
by such an educational program? Because my understanding from
our own medical advisory team that we haven’t gotten there yet in
the education of our own doctors on the subject of AIDS.

DR. NELSON: That will be a continuing challenge, as
all continuing medical education is. Virtually every issue of
American Medical News has a contribution that relates to HIV
infection and virtually every -- I imagine every -- issue of the

Journal of the American Medical Association -- JAMA -- and the
specialty journals have major papers and articles about HIV.

Of course, we monitor the state medical society
scientific meetings; there’s a great deal of attention being
paid. The challenge to educate the physicians is one that we
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understand, and I don’t think that we ever will have accomplished
it to our satisfaction. I think that we can say with some
confidence that we are making significant headway in that area.

One of our challenges is to educate physicians to the
point where they can serve as reliable sources of information
for their patient about this illness.

I suppose then that I would have to say, this is an
effort that is acknowledged as being important and integrated
throughout the entire Federation Specialty Society, state and
county medical societies, the AMA, all of our publishing policies
are directed toward what we have accepted as one of the highest
priorities for the AMA, which is professional education and
public education surrounding this illness.

CHATRMAN WATKINS: Is that a formally established
structure of integration of the various regional and local
activities, so that you can share those views and have a little
more positive control over what might be going on out there, or
do you leave it up to published journals that float around and
you hope people will read them?

DR. NELSON: No, we provide the technical information.
The AMA Board has approved an action plan that we have a series
of resolutions that are considered. And at this meeting of our
House of Delegates which is our representative assembly being
held next month in Atlanta there are seven or eight major reports
on HIV, all the way from funding to current scientific
information. So, it’s broadly based. It does not involve a
single curriculum that has been adopted at that top and then
implemented throughout. Rather we serve as facilitators and
providers of information and technical assistance; and then the
entire profession can implement that.

MR. JOHNSON: Well, we have had regional seminars
throughout the country where we send communicators, physicians
who are experts. We have had about five of them in various
places in the country and we have plans to do another five more.
We get local physicians. We go through a working process the
entire day to bring them up to date.

The organized nature of it is that we are a federation
of state medical societies and county medical societies and all
the information that Dr. Nelson has described is presented to the
state and county societies with information and issue packets and
a description of how you make this information available to the
physicians at the local level. So to that extent, it’s
extensive.

DR. NELSON: I would have to also say, Mr. Chairman,
that we receive between 6 and 800 requests for interviews a month
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at the AMA. Our communication division receives them and then
various spokespersons from the AMA will fill those requests for
interviews. And as Chairman I make those assignments. AIDS
information, AIDS policy is certainly on the -- well, it would be
the single largest subject on which information is requested.

When we meet with Editorial Boards, as I did twice in
the last two weeks, once in Corpus Christi, Texas and once in
Grand Rapids, Michigan, the thing that we talk about most is the
public policy issues, ethical issues, and that is the means of
getting the information out to the public, not only to the
profession.

CHAIRMAN WATKINS: Well, this is why I get back to the
initial question. If you believe strongly that a national
policy on AIDS is necessary, it seems to me you believe strongly
that there is an urgent need for a national education policy
that’s integrated and less fragmented than we have today
including the education of health care professionals of all types
including the education of the iceberg group that you talked
about--the various target groups that have to have special
counseling, special educational program, perhaps mentoring in the
kind of thing that we aren’t even prepared to do in many cases,
getting out on the street and doing the intervention -- carrying
out the intervention strategies that we know are the only kinds
that will work under certain circumstances. I’m talking about
that kind of integration of an education policy.

It seems to me that has to be articulated if your $1
billion is going to have any significance, and while that may be
extrapolated from state information and so forth, in the IOM
report, for example, they talked about it. It just seems to me
that here is an area that cries for a national strategy on an
urgent basis to begin to put some flesh on the bones of the words
that are in the various documents and get out of the
fragmentation of education which is at the focal point of
interest.

So, I would just like to have your feeling about how
strong this meeting is going to be, this conference, and can we
count on that in coming up with something that’s more
integrated, and not necessarily focused only on the technical
expertise within the medical profession but try to lean on the
medical profession, come forward with a much broader policy in
its totality covering the whole complex of education that I
mentioned earlier.

DR. NELSON: I would certainly be able to say that we
agree with you in your point of the importance. We would be
committed to participating in the formulation of such a national
education policy.
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I think that you can be confident that the content of
that conference would lend itself to be an important
contribution in that direction.

CHAIRMAN WATKINS: Supposing the Commission were to
make a recommendation in our report that there’s an urgent need
to bring the best of our educational minds together, and the
technical talent at the highest level to scope out a naticnal
strategy on education as a first step in the prevention business
as well as in the intervention business for those that are still
afflicted and still we have been unable to affect the behavioral
change. Do you think that is something that we should do on a
rather urgent basis, if in fact you believe, as your report says,
that education is our primary weapon right now?

DR. NELSON: Yes, I do.
CHAIRMAN WATKINS: Do you think it’s needed?

DR. NELSON: VYes, I do. I don’t think there’s any
questlon. As a matter of fact, I guess I said that several times
in several different ways, but I’ll come right down and say,
absolutely. I think that is the highest priority and absolutely
the Association would be receptive to working with other
conveners to provide assistance in that direction.

CHAIRMAN WATKINS: Dr. SerVaas.

DR. SERVAAS: In line with our chairman’s suggestion, I
wonder if the AMA could do a poll of our members and see how many
of our members -- or all physicians; maybe not just our AMA
members -- to see how many would vote yes in a peoll if we asked
them, would you be willing to do free anonymous or confidential
AIDS testing for any people who wanted it, their patients or
others, who feel that they should be tested

Some people have complained to me in California and
other states that when they went to their private physician to
get tested, because of the long wait that you mentioned, that it
cost $100 by the time they were finished getting their AIDS
information. And I think that in view of the crisis, that is
unconscionable, that a girl who maybe wants to get pregnant and
can’t afford to find out and also hasn’t time from her job to go
wait in line, and wait in line, and wait for weeks or months.

I think could we poll -- could the AMA poll -- I'm a
member of the AMA, and I have never seen any kind of poll about
AIDS of the membership, and I’'m just asking. This was done in
the syphilis epidemic 50 years ago, and you’re all too young to
remember that, but they did poll all the physicians in Chicago,
and they found that 93 -~ or unanimously the physicians said,
yes, we will test everyone for syphilis free, and then they were
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reimbursed, if necessary by Medicaid or Medicare or whatever the
coffers were called in those days.

But I’m very anxious to follow up on our chairman’s
question a little beyond just education, but also educating those
who are AIDS positive, what they can do to keep from becoming
full-blown ARC or AIDS or ADC.

CHAIRMAN WATKINS: Let me go back to the protocol I’d
like to follow. I asked a couple of questions on a broad base.
I’d like to stick to that, and then we’ll go to a specific
gquestion from Dr. SerVaas on what might be better done in the
area of education for those with the virus that are asymptomatic
at this point to enhance their lifespan, to give them some hope.

So let’s take that on separately. But I think there
may be other questiecns about the first discussion on education
that we had.

MRS. GEBBIE: Yes. With regard to education, two
questions. First, are you working directly with any of the
national education groups in thinking about your meetings or in
thinking about education strategies? Have you established any
liaisons with any of the federations of teachers or with school
principals or with any of those groups that might really be
experts in education?

DR. NELSON: I frankly cannot tell you the degree to
which contacts have been made at the staff level in terms of
implementing our public education effort. We have an extensive
coalition activity being developed in terms of adolescent health
initiatives, and a good bit of that relates to sexually
transmitted diseases.

Part of that, of course, interfaces with our AIDS
efforts. We have a huge education component of the AMA. As a
Chairman of the Board and a practitioner, I can’t tell you
specifically the level of communications. But we will provide
that answer for you.

MRS. GEBBIE: Another question about a liaison. Other
professional groups are struggling with some of the same issues
for their own practitioners. There have been headlines recently
about dentists being reluctant to treat AIDS patients. Nurses
are going through the same thing.

Have you, or have you thought about, establishing a
liaison with the other national professional associations, to
look at common professional education or access problems where
you might combine forces to achieve something? Instead of
working on it individually.
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DR. NELSON: Mr. Johnson provided me with some
information.

MR. JOHNSON: What I whispered was that the National
Dental Association and the American Hospital Association had both
contacted us, and we have pledged to work with them to work out
joint statements and joint policies if that is possible with
regard to these issues. That is a very central part of what we
are trying to do in our AIDS policy.

MRS. GEBBIE: I am pleased with that. I would urge you
to look, as broadly as you can, at the various professions that
might become involved to focus it.

CHAIRMAN WATKINS: Will they be participants at your
forthcoming conference on education?

MR. JOHNSON: The concept of this conference is bring
forward, first, experts in education, because it is not enough to
know the substance of a message: Yyou've got to be expert,
sophisticated enough, to make the message work.

Then there will be the groups who represent the
interest groups that are involved: physicians, other health care
workers, educators. The idea is to have a fairly universal
attempt to get at education from -- not just physician education
for physicians.

CHAIRMAN WATKINS: Any other questions as a follow-up?
Dr. Crenshaw?

DR. CRENSHAW: I understand that, in California, the
CMA is considering requiring continuing education units in AIDS
for relicensure. We are a state that has a certain number
required periodically for relicensure.

Do you think that in states that have these
requirements for physicians that it would be advisable, and might
help to accelerate their learning process about AIDS, if this was
a part of the relicensure process -- a certain number of
educational credits on AIDS information?

DR. NELSON: I would think that it would be better for
us to approach the education for this illness in the way that we
approach our curricula and licensure requirements for other
important problems that we have to have current information
about.

I am worried about state licensing authorities setting
our curriculum, whether it is for continuing education or basic
medical education. I think that there would be voluntary
private sector initiatives, but I would prefer to see, rather
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than having continuing education Brownie points, while they are
still being used in some states, have been criticized as not
being very effective in getting the job done.

I think that it is important for us to continue to
emphasize the obligation that physicians have to maintain
competence in their education and training for this illness, as
well as others. But I would not link it to licensure.

CHAIRMAN WATKINS: Cardinal O’Connor?

CARDINAL O’CONNOR: I have listened very carefully. I
would appreciate it if the Chairman would clarify, once again,
precisely what Dr. Nelson is being asked about the national
education policy.

Are you talking about a policy that would be put to
work through the school systems, for instance? A policy of
education directed toward the ordinary person? You seem to
distinguish this from the education of physicians, or the
education of persons with AIDS. I wasn’t quite sure of the
thrust.

CHAIRMAN WATKINS: My question was all of the above.
My feeling is that we talk about education rather glibly,
"EQucation is the sole weapon," and so forth. Yet, when we go
out into the field and listen, we see a variety of educational
forms, and we see variety in educational effectiveness.

It’s in the mind of the beholder in many cases because
there is a flurry of activity to put brochures on the street. It
is difficult to evaluate how meaningful those brochures are to
target groups, for example.

My national education policy concept would include all
of the things that the Cardinal is raising. I would say that it
is not curricular in nature. It is much more of a framework, an
overarching framework. We need to focus on all of these things
in some kind of an integrated way, so that we can share the
benefits of the programs that we know are successful; that we
can focus on those in greater form; that we can begin to focus
resources on education in a balanced way across the spectrum of
all of these things.

It seems to me that those can be racked up. They are
in a variety of reports now. And, depending on the interest
group, if it is a nursing group or of it’s any other health care
provider, or a social worker, or so forth, we need to know how
many counselors we need for the future. We need to know how to
train individuals to work in some of these difficult areas that
Dr. Primm, for example, is an expert at.
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It seems to me that kind of an integration, just in its
framework alone, would tell people: Here is what we are talking
about in education. It is all of these things. When we talk
about it loosely, we have to get more definitive.

Some of the educational practices are putting out a
brochure where the individual is not literate to read it or to
understand it, or to be able to even find that person who is not
in the school, if it happens to be the young people that we want
to get to.

That is what I am talking about. A variety of people
that have to be brought together that understand these things,
and are out there, at the grass roots level, trying to deal with
real issues. Whole people issues.

That is the kind of strategy I am talking about. Not
so much that you put all of the flesh on those bones, but you
would lay out a framework and say. This is necessary, and here
is the AMA portion of this which we are going to get on to, but
we want to be a participant in all others, since we are directly
coupled with health care providing.

CARDINAL O/CONNOR: Do you know of any model, any area
in which we have a national policy on educating the public at
large, and a variety of target groups?

We have a broad spectrum of public relations
approaches. The forest fire approach with Smokey the Bear, for
example. The non-smoking approach that has been spearheaded by
the Surgeon General’s Office.

But these, it would seem to me, are still kind of ad
hoc things dependent very largely on the good will of
advertisers, or the particular interests of various educators,
public figures, and so on.

I have been sitting here trying to articulate in my own
mind any national education policy that we have in any area, and
T can’t think of it. Even in the detection and treatment of
cancer.

I wouldn’t call it a national education policy. I
would say that probably radio and television have done more to
educate the public on detection and treatment of cancer than we
have done in our schools.

Conceivably, we have done a lot in medical schools and
such. But I have a particular target group in mind. I am not
sure if you are ready to move into that. T have a
responsibility for a major medical college, for 17 hospitals, for
nine nursing homes, and for 14 child care centers.
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I am deeply interested in education along these lines.
I am trying to fit that within the framework of a national
policy. Some kind of uniformity in materials, or a
certification by AMA that these are, indeed, meritorious
educational materials; that they provide accurate information,
whether it be by way of television, pictorial information, or
written information. I am deeply interested --

CHATRMAN WATKINS: I hope it would not be that
detailed at the outset. I hope it would be more a packaging up
of what has to be done. We have had a lot of experience now, and
it seems to me that trying to frame that in some sort of
conceptual way that permits the kind of allocation of resources
you were recommending, and the IOM recommends, requires
tremendous effort in the area of education.

There are bills on the Hill that put large dollars
against education. Do we really know what it is? Have we
defined it to Capitol Hill, to the state legislatures, and to the
local levels, so that they can begin to understand how it is
packaged up in a variety of forms? That is more what I am
interested in. I am not interested in forcing on the local
people with local needs a curricula development thing that is a
standard across the nation in any way.

That is not what I am talking about, because I believe
very strongly that should be a grass roots concept, generated for
grass roots needs for the local area.

On the other hand, I do think some broad national
policy on education is not a bad idea across the board anyway.
Where do we have the health care promotion and education in our
system today?

The Presidential Commission said that half of it was
gone from the nation. So where is the repository for dealing
with it in many cases? Where are the teachers in this field?
Where have they gone? Do we need to bring them back in a lot of
ways?

S0 there are broader concepts of the educational
process here that seem to me to have great merit right now. I
don’t know that we have one. Maybe highway safety is about the
only one. I don’t know where else we have some kind of a
national focus.

But maybe it is time to do it. If we believe very
strongly that this is the most serious epidemic that has faced
the world, then it seems to me it might be time to develop a
concept like that. You seem to be favorably disposed toward such
a concept.
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DR. NELSON: I want to make several points. First,
from early on, the American Medical Association understood that
currently the only effective answer to this illness is
prevention.

Second, in order to provide accurate information to
their patients, and also to provide high quality care, we have
and will continue to have a major challenge in providing
scientific information, ethical information, to our physicians.

Third, that our obligation goes beyond that:; and that
we have an obligation to provide information about the
prevention and treatment of this illness to the public.

That was responsible for our public service
announcements; it is responsible for us encouraging physicians to
be involved at the local community level and health education in
the schools; in assisting in development of appropriate
curricula, with school boards and the other responsible segments
at the local level -- according to the local level’s needs.

We understand the urgency in facilitating a national
conference on education in relation to this illness. Out of that
may come some components, or some elements, of an education
policy if the rest of society -- certainly, if there is going to
be a move in that direction at the national level, the medical
profession has an obligation to be a participant at that table,
to represent the medical aspects. That was the basis of my
comments.

DR. PRIMM: Mr. Chairman?
CHAIRMAN WATKINS: Yes, Dr. Primm?

DR. PRIMM: I had a question for Dr. Nelson. It
seemed to me that your statements included a pro-contact tracing
statement that you would recommend to your member body. How do
you plan to have your member body actually implement the contact
tracing? That’s number one.

The second is, how do you plan to target those special
populations that seem to be disproportionately affected by
infection, and certainly by this disease, to your member body?

Have you had any contact -- I noticed you said the
National Dental Association you were working with -- have you had
any contact with the National Medical Association, which is
primarily a minority medical association, of which I am a member,
in order to bring about some unified effort to target those
special populations that primarily that group is responsible for
the care in this nation?
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CHATRMAN WATKINS: Dr. Primm, let me just reiterate. I
think it is very important that we stick to the topics and close
them out. I would say that we have talked about my topics
enough.

I think that Dr. SerVaas had the next issue. I would
like you to hold your two questions on contact tracing and how to
target the disproportionate groups in certain areas -- just hold
that, and I will get to you after Dr. SerVaas.

Two questions from Dr. SerVaas. The first has already
been asked. You might want to repeat it. It is on the subject
of education for the HIV-infected individual.

DR. SERVAAS: I think the AMA has done a great job on
educating physicians. This book that you all have in your
packets now came out several months ago in my mail. I think that
it is an excellent book, and I like all the articles that have
been appearing in the AMA to educate doctors.

They can’t help it if some doctors don’t read; and not
all doctors are members of the AMA. But I think the AMA has
done a tremendous job educating doctors.

But my two questions were: could the AMA, to get more
attention focused on education, could we poll the members of the
AMA and say to the members -- like they polled their doctors in
the syphilis epidemic -- and say, "Would you be willing to test
free, and could you collect from some government bureau, knowing
that to run the test would be done by the state boards of
health?"

It is a very inexpensive test. It cost the Navy 81
cents or something when they tested. That way, could we ask the
members if they would be willing to do it free, and let the
public know that they can go to any doctor in the land and get a
free AIDS test, and get counseled.

We could then eliminate all reasons for not being
tested by the people who want to be tested voluntarily. I
particularly feel we need to be worrying about Dr. Primm’s
girlfriends of the AIDS-positive drug addicts. And the
girlfriends and the wives who are getting pregnant, not knowing
that they are AIDS positive. I think we should reach those
people.

My second question is: could we also ask the AMA if we
could suspend the reciprocity rules that keep do-gooder doctors
in Florida from going and donating their services at Belglade to
get the place cleaned up, to get them tested?
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These girls that we saw in Belle Glade are pitiful.
They don’t have enough money to care for these girls--the men
either. Could we get a State of Florida reciprocity, for a short
time only, and for Belglade only, and try cleaning up Belle Glade
with missionary-spirited doctors who want to go in and help?

There are many doctors who want to be of service who
can‘t be in Florida because if they are from Indiana or Ohio,
they can’t go down there and practice free.

And also suspend -- see what the AMA would think of
suspending the insurance policy, and get some Good Samaritan
rules in effect -- for this emergency only -- that allows people
to practice without keeping expensive insurance up.

So we could have the public sector go down and take
care of a place like Belglade. Could we do that in the AMA?

DR. NELSON: Let me address your guestion from two
standpoints. First, the feasibility of surveys -- and we have

done surveys all the time. Certainly at least we can do some
sort of statistically significant survey.

That is, it is possible for us to do some survey that
would identify the proportion of private physicians who would be
willing to provide this level of voluntary care.

I think that it goes beyond just drawing the blood and
sending the test as we have indicated in our testimony. There is
a certain amount of counseling that is absolutely essential if we
are going to do testing.

I think that our commitment to volunteerism extends
into the care of these patients, too. Whether providing free
care for those who are unable to afford to pay for physicians, or
whether it inveolves physicians donating their time to participate
in voluntary clinics to provide testing. Those are areas that we
will continue to encourage our members to participate in, to
provide services for those who need their help.

I don’t know whether we can send out a letter to all
physicians asking them to respond as to whether they would be
willing to do free tests in their office. It may be that we
could get the information through some sampling technique.

We certainly will continue to encourage physicians to
provide care for those who need it, including participating in
systems to provide testing.

DR. SERVAAS: This was done 50 years ago. They did
poll all the physicians, and the physicians did answer. It was a
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very sﬁécessful way of finding out the extent of the epidemic;
also finding out that the people would go in and be tested, and
volunteer to be tested if they knew they could have it done free.

We could reimburse very inexpensively. If we want to
put the counseling on the public health officers, why don’t we
put the counseling as a separate procedure, but not have the
testing be a bottleneck?

DR. NELSON: Any time that we engage in prevalence
testing that involves large numbers of low-risk population, we
run into a real problem with false positive. And with the
possibility of destroying someone’s life based upon the
information that is not accurate because of a certain, basic,
irreducible minimum inaccuracy in any human endeavor.

I think that our policy at this point is for us to
increase our activity in prevalence surveying so that we know
where this illness is going, and what the prevalence numbers are,
better than we do now.

We would continue to support the CDC’s activities in
that regard, and we would continue to urge that clearinghouse
capability be made available so that the wealth of scientific
study information that is becoming available is integrated to
give us better numbers than we have now. But the AMA does not
have one, single recommendation in terms of how to get a handle
on prevalence at this moment, other than to support the
activities.

DR. SERVAAS: 1 wanted to respond to your comment
about false positives. We, in this Commission, have been told by
the Department of Defense that false positives are not a problem;
that it is one to three out of 100,000 tests on the false
positives.

You can even take that further and test those one out
of three out of the 100,000 on Western Blot, and get it to only
one out of a million false positives. We have false negatives
when the antibodies are not up. But false positives are not a
problem in destroying anyone’s health.

We don’t need to tell anyone they are positive until
their Western Blot confirmatory test has been done. Then it is
not a problem. We should not confuse people into thinking that
they can get a wrong answer when false positives aren’t
necessary.

We are told by the Department of Defense that this
group can forget about the false positive problem; that it is one
out of a million, taken to the extent, but it is one to three out
of 100,000 Western Blot confirmatories.
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DR. NELSON: I was speaking to the test being repeated
on the ELISA and being confirmed with Western Blot. But even
then there is a certain irreducible minimum.

DR. SERVAAS: What?

DR. NELSON: It has been in the article in JAMA. Of
course, one can marshall his or her literature to support
whatever the contention is. But perhaps one in 20,000. If that
is the case, then as a practitioner from Utah, where it is a
relatively low-incidence area, that would begin to give me a
problenm.

DR. SERVAAS: But the Defense Department, who have
done the testing, have not found one out of 20,000 where the
testing has been done.

MRS. GEBBIE: Dr. SerVaas? I was not here for that
testimony from the Department of Defense. I think Dr. Nelson is
much closer to what a broader view of people’s views are on
false positives. I don’t think that is what he is here to debate
today.

If that is going to be an issue, we need some other
witnesses and a broader scope of laboratory people to discuss
false positivity. I just really urge you not to get into that
debate this morning.

DR. SERVAAS: As a physician, Mrs. Gebbie, I think it
is very important that we don’t mislead the public in educating
that our tests aren’t valid, but --

MRS. GEBBIE: I think your posture is misleading, and
that’s my point.

DR. SERVAAS: I believe that we need to face up to
that before we start spreading out wrong information about false
positive tests. It is very important.

MRS. GEBBIE: My point is, without appropriate
witnesses here, the way you posed the question to Dr. Nelson is,
in and of itself, misleading. I am concerned that if we pursue
it farther without better expertise, we will not be helpful.

CHAIRMAN WATKINS: Let me step in. I think this is
very important. The Commission is going to hold, on the 10th
and 11th of December, hearings on prevalence. They are going to
be organized by the working group chaired by Mr. DeVos. That
actual meeting will be chaired by Mr. John Creedon. We will
have an extensive discussion in this very area because I think it
is clearly related to prevalence. We have to know what our
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objectives are in the testing process; whether we have valid
samples. We have to listen to that, and we have to listen to a
lot of testimony. I don’t think we are going to resolve that
issue here this morning. I would like to, unless there are

other questions specifically on that issue, I would like to shift
to the second question of Dr. Nelson.

MR. DEVOS: Admiral, let me have just one question for
a minute on that. Dr. Nelson, as head of the AMA, I hear this
discussion going on, how you are supposed to educate the world.
We certainly desire your input on how that should be done.

It seems to me the primary responsibility you deal
with is education of a physician, as your primary responsibility.
My question is, is that the consensus of a majority of doctors?
It is 80 percent of them? Do you have any feeling for that --
the base of support on the report that you have given to us?

I have talked to my local physicians. They say, "I
don’t like this,"™ or "I don’t like that that they are doing.”
Is there some range on that? Is that really a pretty unanimous
thing from the medical profession of this country?

DR. NELSON: The report that is the content of my
testimony ~-- with the exception of those few ethical questions --
was adopted by our House of Delegates, which is a representative
assembly, and which has one physician representing each thousand
physicians, or a fraction therecof, as well as additional
physicians representing all of the major national specialist
societies.

That is the policy-making body for the AMA. While in
any democratic society there may be those who disagree with the
policies that are set by the leaders, nonetheless this does
represent the policy that was adopted by our policy-making body.

MR. DEVOS: My concern is, is this a 60/40, or is it a
pretty unanimous sense of direction?

DR. NELSON: The report was overwhelmingly adopted by
our House of Delegates.

MR. DEVOS: I think that is important. You guys are
the front line of the persons in the medical field. You are the
front line of defense on all of these things. If there isn’t
some sense of unanimity amongst that group that this is the
direction for them to go as a profession, then the rest of us all
get mixed up out here.

I hope that what you are saying -- and I believe you --
that it represents where the medical profession is in this
country, this is their position, this is what they think should
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be done. I think, to get that unanimity is your number one
challenge. Then, as they marshall their forces, we can go
together to reach the rest of the people.

DR. NELSON: They voted in an open plenary session
after a reference committee statement. It may involve some
disagreement, but that was worked out in a vote on this document.

MR. DEVOS: 1 appreciate that. But we need that
unanimity amongst that group; that they are marching to the same
drummer on this thin, so the rest of the American people can
develop the level of confidence that the medical profession is
united on this way to attack the problem. And you are telling
me that that is so, generally, yes?

DR. NELSON: To the degree that a democratic process
adopted this.

MR. DEVOS: All right. Thank you.

CHAIRMAN WATKINS: Now the second question on
reciprocity laws--did you get that sufficiently articulated to
you by Dr. SerVaas to be able to answer that issue? We picked
that up in the Belle Glade experience in Florida.

It seemed as though their demands were minimal. But
the prospect of doing something special in a very isolated,
unique area in the country would be very powerful in the sense it
could send some hope to those areas that are afflicted seriously.

That is the context in which the reciprocity question
came up. I would like to have you address that now if you would,
please.

DR. NELSON: I really don’t know anything about
Florida’s reciprocity statute. 5o I really can’t say anything
other than I commented in general toward the concept of
volunteerism and private sector initiatives to try and provide
care where there are gaps in the availability of that.

CHAIRMAN WATKINS: My understanding is there is a
proscription against the migratory medical movement of skills and
specialties across borders into states and counties. That might
be the issue here.

Certainly you must be aware of any kind of law that
would preclude you, for example, as an AIDS expert, to be
welcomed, to be able to move into the Belle Glade area. They are
having tremendous problems getting the skills they need: one, to
live in the area; and two, this business of skill needs perhaps
aren’t there to the extent they need to be to solve one
particular problem in the country.
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