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PROCEEDINGS

MS. GAULT: Good morning. Ladies and gentlemen,
members of the President's Commission, my name is Polly Gault. I
am the designated federal official here today, and in that
capacity, it is my pleasure to declare this meeting open.
Mr. Chairman?

CHAIRMAN WATKINS: Good morning. Happy St. Patrick's
Day to all of you. VYesterday, the Commission heard testimony
about the problems of discrimination faced by HIV-infected
persons in employment and schools. We heard from persons who
themselves suffered discrimination and from those who were
attempting to address these problems. We received powerful
testimony on the benefits of schools and workplaces developing
policies and guidelines prior to facing their first case of AIDS,
and our witnesses made some important policy recommendations
focused on preventing discrimination. Today
we focus our attention on the equally significant matter of
ethical decisions relating to persons with AIDS. Our panels
today will address the critical questions of health care
provider responsibility for persons with AIDS and how the
nation's medical resources should best be allocated to achieve
the finest health care possible; how decisions are made relating
to the ethics of medical research and how decisions about
treatment and care are determined.

We will, also, examine the question of medical
confidentiality and the decision of health care providers or
public health officials to inform third parties of possible
exposure to HIV, and to commence this morning, we are pleased to
have Dr. A. Gene Copello, Director of Vanderbilt AIDS Project,
Vanderbilt University Medical School as cur first panelist, and
we have cleared with Dr. Copello that he will
be able to remain throughout our first panel which will follow
him and that we will hold our questions for him then until
the follow-on panel completes its testimony.

So, with that welcome, Dr. Copello, please give us
your statement?

DR. COPELLO: Mr. Chairman and members of the
Commission, my name is A. Gene Copello. I am the assistant
professor of medical ethics in the Department of Medicine,
Vanderbilt University and Director of the Vanderbilt AIDS
Project which is a regional unit of the Federal Department
of Health and Human Services, East Central AIDS Training and
Education Center. In addition, I am the President-Elect of
the International Society for AIDS Education. My work in AIDS
began in 1984. My training includes medical ethics, public
health and social science. It is an honor to address you today.
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Your work is a critical component of the national response to the
HIV epidemic. My intent is to provide you with a framework for
ethical analysis and recommendations regarding the control of HIV
transmission and the management of social ethical problems which
attend the epidemic. My testimony is based on the professional
literature, my own research and the experiences of various ‘
regional and international organizations of which I am a part.

The development of public health policy requires
ethical analysis. A general ethical conflict within public
health has historically been between protecting the rights and
privacy of the individual versus the collective rights of the
community. This consideration alone raises a need for ethical
analysis during the developmental phases of public health
policy. While many professionals, including myself have come to
agree with June Osborn of the University of Michigan that in the
HIV epidemic this tension is generally in balance, others have
not. In almost every public health debate this tension is felt
at some level. The HIV epidemic is no different, and this alone
calls for ethical analysis.

This analysis concerns the development of socially
appropriate solutions to problems. Ethics is the rigorous study
of human relationships in the community. It is the discipline
which identifies, interprets and plans management solutions to
conflicts of value and the behavioral and attitudinal
manifestations of such conflicts. Returning to public health,
for example, the historical value conflict has been between
collectivistic values and individualistic values. The ethical
analysis of such value conflicts and the attendant behavioral,
social and attitudinal manifestations of that should take into
account at least five factors. First, one must probe the
underlying assumption of a particular health policy decision.

For example, if one wants to criminalize the transmission of HIV,
it is the underlying assumption of this position that persons
living with HIV infection routinely and purposely infect others.
Such an assumption needs to be evaluated. Current behavioral
research, for example, strongly suggests that persons living with
HIV infection are not prone to such behavior. Related to
assumptions is purpose. The HIV epidemic has been highly
politicalized by the left and the right of the political
spectrum. The first public health agenda, as William Schaffner
and I have argued, in terms of HIV is to contain the transmission
of the virus. Other agendas or purposes, as nobel or notorious
as they may be, are secondary to this primary purpose of public
health. I have been involved in too many AIDS debates where both
the professional and the lay person become confused as to what
the actual purpose of various public health policy strategies
should be. One example of this is the confusion between the
rights of sexual minorities and the control of HIV transmission.
Another is the confusion between AIDS education and preserving
virginity among youth. While both protecting the rights of
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sexual minorities and preserving the virginity of youth may be
considered nobel purpOSes; depending ori where one stands on such
issues, they are secondary purposes to the control of HIV
transmission. This is not to say that such purposes do not play
a role in

the epidemic but to collapse such secondary agendas into the
primary one will seriously damage the public health by confusing
and polarizing individuals. Such isolationism will not solve the
problem of HIV transmission.

communities need to be drawn together by a language
and a policy which can be broadly embraced. Confounding this
effort with burdensome ideology will place communities at risk
for further social fragmentation.

The third factor of ethical analysis is related to
data. Again, as June Osborn writing in February in the New
England Journal of Medicine has said, "Ethicists sometimes
embark on an approach to thorny issues with the assertion that
good data make good ethics." Ethical public health policy must
be based on data, and in general the more personally restricted
the policy, the higher the ethical demand for sound and
consistent data. Ethicists and social scientists rely on both
quantitative and gqualitative data because gquality questions are
as important as questions of guantity. It is important to
understand the effects of what is being studied as it is, also,
important to know the various numerical counts with respective
to a particular study. In the HIV epidemic, it is critical that
public health policy be based on what is known about modes of
transmission, methods of prevention, the natural history of the
virus and the social and behavioral contexts of viral
transmission.

It is this known body of knowledge studied and
evaluated over time that must be considered the foundation of
HIV public health policy. I will not review this data base,
assuming that you are aware of it.

The fourth factor is appreciation for the social
context of disease. Disease is not merely a biclogical event.
Persons who are ill suffer a wide spectrum of psychosocial
reactions, such as anger, guilt, abandonment. Disease involving
human-to-human transmission, that is infectious disease may
magnify some of these reactions, for example, guilt.

In addition, chronic and potentially fatal disease,
such as HIV infection, further complicates this context. There
is ample data in pediatric chronic illness and adult oncology
which demonstrates that disease chronicity compounds attending
social and psychological problems, and finally with HIV and AIDS
a number of behaviors which are considered unacceptable by many,
homosexual acts and drug abuse which is needle based have come to
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compound problems of disease-related discrimination, fear and
misunderstanding. Social context factors are, also, important
considerations in the planning and implementation of AIDS
education and prevention programs. Cultural sensitivity

is critical. Without appropriate knowledge of the values,
language and communication modes of a given population,
educators will not be effective. Population-based educational
outcome studies have demonstrated the importance of cultural
sensitivity in this country and elsewhere.

The final factor I will present as a core element in
ethical analysis is the issue of rights. Given the data on
the modes of transmission of HIV, essentially that the virus
is sexually transmitted and blood borne, it appears to me that
the question of community versus individual rights is largely
solved. The exception would be the case of intentional
transmission. Such cases have been very rare. The mental
competence of the index case should be evaluated in such
situations. If incompetence or otherwise mental impairment
exists, appropriate psychiatric and/or mental health services
should be provided. Competent persons who intentionally
transmit HIV should be contained, if they are refractory to
behavior change. I want to stress that such cases have been
extremely rare. Most studies show dramatic changes in
behaviors, particularly among groups of individuals who are
at higher risk for contracting and/or transmitting HIV.

Another issue to be considered in the ethical analysis
of the epidemic in terms of rights is the public right to
information. <Citizens have a right, I would argue a moral right
to information and educational programs which will protect their
health. Persons in occupations where this risk is greater than
general populations, for example, health care workers have an
especially significant right to infection contrel education.

Finally, in the area of rights, persons who are
ill, including those living with HIV infection have a right
to health and mental health services. American society has
increasingly accommodated the health care needs of its citizens.
Persons living with this infection should not be treated
differently.

One final comment on rights. They do not exist in a
vacuum. Rights exist within human communities. Persons must,
also, exercise responsibilities, if the rights of all citizens
are to be protected. In terms of HIV infection persons have a
responsibility to take control of their own health by learning
about HIV and AIDS through practicing preventive methods, for
example, safer sex and so on. While policies should make such
programs available, it is ultimately the individual who decides
to take advantage of such programs.
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In other words, having a right to health has something
to do with living responsible lives whereby one respects others,
as well as him or herself. Such interdependence is community.

I will now turn to a number of specific

recommendations regarding transmission, control and management
of the social and ethical problems associated with this
epidemic, first, transmission control. One, increased funding
should be made avallable for education, counseling and HIV
antibody testing programs; funds should, also, be increased for
research into these areas. Two, the Federal Government should
work with the Slobal Commission for Quality Assurance in AIDS
Education of the International Society for AIDS Education to
assure quality in American programs. Three, funding should be
made available for both multi-center and population-specific
AIDS education and counsellng ocutcome studies. Four, most
profe551onal sectors in society should be encouraged to engage
in educational activities, including clergy, nurses, phy51c1ans.
social workers and others. They should work together in
educational teams. This will help to reinforce information from
different perspectives. Five, terminology related to risk groups
should be de-emphasized and risk behavior terminology should be
emphasized more. Six, educational and counseling terminology
related to drug~taking behavior which increases the risk of HIV
transmission should emphasize all forms of needle-based behavior
rather than only IV needle behavior. Seven, voluntary HIV test
centers should be widely available to the public with options for
anonymous as opposed to confidential testing. Eight,
seroprevalence studies should be expanded. These studies are
generally anonymous. However, I believe persons should be
offered the option of obtaining their antibody status results if
they so desire. Nine, preventive AIDS education should be
mandated in all health care facilities. Ten, preventive
education should be strongly encouraged in school and industry
settings. Antidiscrimination and confidentiality laws specific
to HIV infection should be in place in settings where HIV
reporting and/or contact tracing is being implemented. Federal
leadership is imperative on this issue.

Following are some specific recommendations regarding
management of social-ethical problems arising from HIV. One,
discrimination against persons with HIV infection in school,
housing, health care and employment settings should be made
illegal. When discrimination is proven, sufficient penalty
should be incurred by guilty parties.

Two, a special body should be established immediately
to study health and life insurance issues related to HIV
infection. This body should recommend insurance industry
regulation in this area or recommend quality alternatives.
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Three, the illegal release of HIV status should be
punishable with a penalty sufficient to deter such behavior.

Four, community leaders should have program
development plans in community-wide AIDS education made
available to them from a national clearinghouse, and five,
communities should be encouraged to begin AIDS education early.
This may assist in lowering the risk for antisocial behavior
toward persons infected with HIV as well as lower the risk of
infection.

These recommendations are generally consistent with
the recommendations of the World Health Organization Special
Program on AIDS, the International Society for AIDS Education
and many of our own national, professional and governmental
bodies. They are, also, consistent, I believe, with the data
base, ethical analysis and my own experience in the area.

I believe the people of the United States will foster
the energy, skills and hope to deal with HIV infection in
reasonable, humane and scientific ways. As palliative and
curative research and vaccine development must continue, our
preventive educational efforts must, also. Human intelligence
and compassion will overcome HIV.

CHAIRMAN WATKINS: Thank you, Dr. Copello. I would
like to move quickly into Panel 1 then. We have today covering
the area of Health Care Provider Obligation Dr. M. Roy Schwarz,
Assistant Executive Vice President, American Medical
Association; Dr. Lorraine Day, Department of Orthopedic Surgery,
San Francisco General Hospital; Enid Neidle, DR. Neidle, American
Dental Association, Assistant Executive Director, Division of
Scientific Affairs; Leonard Lindsey, American Nurses Association,
Assistant Professor of Community Health Nursing; Dr. Arthur
DeSalvo, Chief, Bureau of Laboratories, South Carolina,
Department of Health and Environmental Control, and Dr. Clark
Keith, Chief, Bureau of Preventive Health Services, South
Carolina Department of Health and Environmental Control.

We would like to lead off with testimony from Dr. M.
Roy Schwarz.

DR. SCHWARZ: Good morning, Mr. Chairman. My name is
M. Roy Schwarz, and I am the Assistant Executive Vice President
of Medical Education and Science for the American Medical
Association. Before I give my formal testimony, I would like
to, as an individual and on behalf of the AMA congratulate all
of you on the Commission for the extremely fine job we think you
are doing. As you all know, you entered this fray with some
difficulty when it came to credibility. 1In our opinion your
first report went a very, very long way to recover that lost
ground. We salute you for working for all of us in this very
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difficult arena, and we especially salute your Admiral who was
pressed into service unexpectedly as a part of that process.

Last November, the Chairman of the Board of Trustees
of the American Medical Association appeared before this
Commission to report on AMA activities relating to AIDS. One of
the items that he covered was a report of the AMA's Council on
Ethical and Judicial Affairs. That report, a copy of which is
attached to this statement addressed the question of the
physician's ethical obligations toward individuals who are
infected with HIV. In a clear pronouncement, the Council stated
that a physician may not ethically refuse to treat a patient
whose condition is within the physician's current realm of
competency solely because the patient is infected with HIV.

This report was presented to the American Medical
Association's House of Delegates in December, and I am pleased
to say that our house voiced strong support for the report and
its contents.

The articulation of this ethical standard draws on a
historical principle of medical ethics. The tradition of the
AMA, since its organization in 1847, is embodied in the
following, and I qguote. When an epidemic prevails, a physician
must continue his labors without regard to the risk of his own
health.

In the current situation, adherence to this historical
principle serves two important purposes. First, it serves as an
example to the general public that the medical community
understands the nature of HIV transmission. When physicians
behave in a manner that is consistent with the message that HIV
cannot be acquired through casual contact, it enhances the
credibility of the public health message.

Second, it serves to ensure that persons with AIDS and
those infected with HIV receive appropriate medical care, even
though it may pose some occupational exposure to the physician.
Physicians have, to a large extent, lived up to the ethical
ideal and have not refused to treat patients solely because of
HIV infection. Of course, there are exceptions. We are asked
occasionally how the AMA enforces its ethical principles among
physician members. Our answer is that ethical principles are
intended as guides to responsible professional behavior and not
as rules of law.

The AMA does not maintain mechanisms for investigation
and enforcement. What we have done is to circulate the ethical
principles as widely as possible. We have availed ourselves of
every opportunity to testify on this issue before Congress and
other bodies. We have, I think, for the first time in the
history of the two organizations been invited, for example, to
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present our views from the floor of the House of Delegates of
the American Bar Association. We, also, have encouraged medical
schools to place a greater emphasis on teaching medical ethics
and discussing this challenging issue.

Going beyond ethical considerations, the AMA is on
record very clearly as supporting the enforcement of existing
laws and regulations prohibiting discrimination against the
handicapped and providing these laws to individuals infected
with HIV.

In conclusion, our ethical stand on treatment of
patients with HIV infection is clear and unequivocal. The
actual behavior of physicians as a whole is something for which
the medical profession can be proud.

By accepting the small but very real risk of
occupational exposure to HIV, we are meeting our obligations to
our patients, providing necessary medical care and benefiting
society by example, as well. Thank you, Mr. Chairman.

CHAIRMAN WATKINS: Thank you, Dr. Schwarz.
Dr. Lorraine Day?

DR. DAY: I am Dr. Lorraine Day. I am Chief of
Orthopedic Surgery at San Francisco General Hospital and an
associate professor at the University of California, San
Francisco.

AIDS patients must be cared for. At San Francisco
General Hospital where approximately 30 percent of our patients
are high risk for AIDS, we have been performing all emergency
and elective surgical procedures on these patients since the
disease was recognized. I probably have operated on as many
AIDS patients as any surgeon in the country, but is it
unreasoconable to consider the risks to the surgeon's life while
we perform these procedures? We do not have accurate statistics
on our risks to surgeons.

A prospective study on health workers from San
Francisco General Hospital reported on 800 accidental needle
sticks with AIDS blood with no individuals turning AIDS positive
until October 2, 1987, when a woman health worker turned AIDS
positive after a single needle stick. She had no other risk
factors and had tested negative prior to the needle stick. It
was only then that we realized that a single needle stick could
transmit the disease to a healthy person.

We are told that our risk as surgeons is low.
Compared to what? According to the occupational safety and
health regulations, we are not allowed to work with carcinogens
if there is any measurable risk of death. For our protection
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and the protection of our patients, we must be certified before
we are allowed to operate the fluoroscope; yet I know of no
physician or patient in the last 40 years who has died or become
i1l from the use of fluoroscopy in the operating room.

We are told that we must risk death, a risk that
varies from 1 in 800 to 1 in 100 per single exposure, and
orthopedic surgeons may get many such exposures per year.
Non-surgeons tell us to be careful, but most of them have
never entered an orthopedic surgery operating room and are
completely unaware of the type of surgery that is done.

May I have the lights off, please? I may heed more
lights off than this for these slides to project well.

We use sharp instruments, including saws, metal
screws, rods and nails to realign sharp bony fragments in the
depths of bloody wounds. We use drills and reamers that cause
blood and the virus to splatter and aerosolize, contaminating
the air we breathe in the closed operating room.

This shows a face mask covered with blood that has
been spattered from drilling. We are careful and wear as much
protective equipment as we can find, including double shoe
covers, boots to our knees, reinforced gowns with extra sleeves,
goggles, plastic face masks and double gloves. The clothing as
shown here on the knee, gets blood socaked. Glcoved hands can be
punctured by needles, sharp instruments or sharp bone fragments.
A surgeon does not have to be clumsy to get stuck during this
operation. I may get my gloves and my hands punctured three to
four times during this particular procedure.

Lights on, please.

In California, a surgeon may order any test on a
patient without his expressed consent, except an AIDS test. If
the patient refuses to be tested, the planned treatment cannot
be changed even if a non-operative apprecach would have the same
chance of success. Surgery that decreases discomfort but is not
necessary to save life or limbs, such as bunions or hip
replacement, cannot be refused by a surgeon for an AIDS-positive
patient, even though it puts the surgeon's life at risk. And
what happens to me if I turn positive? As an employee of the
University of California, I will get $896 per month, plus $2000
for my burial.

We are told that it is unwise for us to know who is
AIDS positive because we should use universal precautions on
every patient regardless of their AIDS status. This is a
high-sounding but unrealistic approach. Proper safety equipment
may be unavailable or in short supply or it must
be used on the patients at highest risk. A high level of
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awareness is imperative, but you cannot play the Super Bowl
every Sunday.

The consequences of a positive AIDS test are felt
to be too serious to allow testing without the patient's
knowledge. There is no one who understands the consequences
of a positive AIDS test more than a surgeon. Yet, I feel all
surgeons should be tested and that a patient has the right to
know if his surgeon is HIV positive. I have been tested, and so
far I am negative.

If I turn positive, my career and my life are over.
Yet there are AIDS-positive surgeons in this country who are
operating on patients who are unaware of their surgeon's
condition. It is entirely possible that a surgeon could give
AIDS to a patient from an accidental needle stick or scalpel cut
during an operation. We are told that there are no known cases
of this happening. However, the patients of these AIDS-positive
surgeons have not been tested. Lack of widespread testing allows
many irresponsible statements to be made. The ultimate question
is how will we ever control the epidemic if we don't know who has
the disease?

I have worked at San Francisco General Hospital for 15
years. We have a regular prison ward and another ward for the
criminals who have severe mental illness. I have received death
threats from delusional paranoid schizophrenics and from drug
addicts who felt that they deserved more narcotics. My medical
environment was hazardous long before AIDS appeared. Patients
have rights, but don't they, also, have responsibilities?

Doctors have responsibilities, but don't they, also, have a right
to stay alive?

Routine AIDS testing of all hospital admissions would
heighten safety awareness of health care workers, allowing more
efficient use of safety equipment that is now becoming more
difficult to obtain and could teach us more about the disease.
I am not asking for a totally risk~free medical environment,
only for a reasonable chance to stay alive. Thank you.

CHAIRMAN WATKINS: Thank you very much, Dr. Day.

DR. CRENSHAW: Dr. Day, thank you for your courage in
operating on infected HIV and AIDS patients for all these years
and, also, for your courage in speaking up about additional
requirements to best ensure the safety of health care workers.
If I understand it correctly, there are some studies that you
are wanting to have done in the operating room environment that
would require a couple of weeks to accomplish and you requested
this of the institution where you work. Can you, one, give me
some more detail about what happened since that time or how that
came about and how vou were responded to and, also, what
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repercussions have you experienced as a result of having the
courage to speak out on this issue?

DR. DAY: I asked for the air in our operating rooms
to be tested, since we drill and ream the blood and bone, and
apparently the virus, and as you can see, it covers our face
mask, and it covers our bodies. I asked for the air to be
tested and our gloves to be tested to make sure that the virus
didn't go through, even through intact gloves. Of course, there
is a very high defect rate in gloves, and then we get stuck all
the time, too. I asked for our gowns to be tested. The response
to this was to try to have me replaced. The university called me
in and said that the medical director, I mean the executive
administrator of the hospital was taking action against me to
have me replaced. ¥

Now, as I say, I have been at San Francisco General
Hospital and with the university for 15 years, and that was
their response. I told them that that wasn't going to make any
difference. I was still going to speak out. I have to protect
not only myself and my staff, but I have to protect all the
young doctors that I am training. I have 12 doctors on my
service that I am training at all times. I used to be
responsible for their medical education which I still am. Now,
I am responsible for their lives, and I must know whether this
is happening, whether we are breathing in this virus, and
whether blood on our skin is bad for us.

When I told them that they would not sway my position,
then they went to my chairman at the university and they told
him that they would withhold all financial support, university
support from his department unless he got me in line. So, he
has decided now to fund these studies out of departmental funds
because it is obvious the university really doesn't care much
for our safety.

My residents, if they turn positive, get nothing.
They don't even get carfare. If a medical student turns
positive in the line of duty, they, also, get nothing. When I
first spoke out for voluntary testing, which was within the law
last October, I discussed this with the chiefs of service at my
hospital. 1In private they all agreed, but when it hit the
newspapers that I was asking patients with informed consent to
be tested in a voluntary way, it got bad publicity in the papers
and all of my colleagues went underground. They disowned me.
They said that they had never heard about this, and that I was
making policy on my own. So, I can tell you that the environment
out there is not particularly pleasant. I have been tested. I
have encouraged my staff to be tested. As far as I know, we are
the only doctors in the hospital that have been routinely tested.
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DR. CRENSHAW: Thank you. In what way can the
Commission help? What recommendations would you like to see
come from this body to improve the situation? As I understand
it, you are just asking that all available possible precautions
and investigation be done so that you can maximize safety. You
are not looking for risk-free guarantees. Would you make a few
comments on recent history with regard to the same pattern
occurring for the nurses not so many years ago?

DR. DAY: Yes. Several nurses in our hospital a
couple of years ago wanted to wear masks and gloves when they
were taking care of patients on the AIDS ward. They were
refused this because they said that it would bother the psyche
of the AIDS patient because the AIDS patient would somehow feel
unclean. So they were not allowed to do this. They were
brought up actually in a panel and severely penalized for their
desires. Since that time, one of those nurses, Norma Watson,
came down with the cytomegalovirus and gave birth to a baby
with CMV who is deformed and mentally retarded. She is suing
the hospital for some unknown amount, a very large amount. So,
we have been told all along the line by the quote, unquote, AIDS
experts at our hospital that we have really been at very low
risk. I wonder how it would be if we had a piece of equipment in
the operating room that had a chance of killing us of 1 to 100 or
1 in 800, and they said, "Oh, go ahead and use it. You know, you
may drop dead, if you use it, but it is a small chance. It can
occur anytime you use it, but your chances are only 1 in 800."
But with AIDS, if we turn positive, we look the same, and then
over a period of time we go someplace else and die alone. So
somehow, it is considered that we aren't at risk. What was your
first question, excuse me?

DR. CRENSHAW: It was what recommendations or how can
the Commission help you in your efforts to just get the maximum
precautions available to health care workers?

DR. DAY: We need routine testing of all hospital
admissions. We are asking for patients to be voluntarily
tested, and this takes care of a lot of patients. Recently I
had an experience where one of my residents, a woman, was stuck
with a Steinmann's pin that goes through the leg on a patient
who was a very high-risk patient. He refused to be tested. She
was stuck with the pin and of course, was very concerned. She is
getting married in the fall. She didn't know what she was
supposed to do, get married or not get married. He refused to be
tested. Now, in a situation like that, I think that the health
care worKker has, also, some rights. Why does she have to live
with this problem month after month after month, maybe years, not
knowing what the HIV status of that patient was? So, I think we
have to have routine testing and in some cases where a health
care worker is at high risk, such as this. I think that that
right should override the patient's right not to be tested.
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DR. CRENSHAW: Thank you very much.
CHAIRMAN WATKINS: Dr. SerVaas?

DR. SERVAAS: Dr. Day, when I read about you in AMA
News, I asked our local orthopedic surgeons about this thing.
"Do you get your gloves punctured when you are doing hip
replacements?" These men said, "Yes, sometimes it means four
times we change gloves. Down deep in the hole we cannot avoid
puncturing our gloves or getting needle sticks or sticks with
sharp instruments." My question to you is, you mentioned the
young residents, if you had a young sister now, these young
residents are -- you have already elected to become orthopedic
surgeons. Are we driving away, frightening away some of the
brightest and best in internship programs and in med schools by
not in California having protection for the health workers? Have
you noted any decrease in the number of applicants into your
specialty or into the infectious disease specialty that would be
a result of not taking action now to protect as you are
recommending?

DR. DAY: I don't have numbers, but I can tell you
absolutely that that is happening. I have talked to many people
who are residents right now who are reconsidering their life
plans, and I can tell you what my life plans are. If I continue
doing what I do in the situation that I am doing it in, with no
more safety than I have now, it is only a question of when I turn
positive, not if. I am going on sabbatical next fall, and then I
will re-evaluate whether I will ever come back to medicine.

DR. SERVAAS: My experience with it is that I think
the public needs to know more about the sacrifices that medical
students make. We take in a number of black students from
Africa who are very vulnerable to TB, and in our class we had
two who came down with TB. They were sent back to Mozambique.
They had nothing, and they couldn't get back in med school. It
was a tremendous battle for them to get reinstated into medical
school because they got TB on the job. I think that we need to
take a hard look at how we do protect medical students and
residents because it seemed to me a very tragic thing to have
given so little attention to how we look after the insurance. I
don't know what your insurance is, but your premiums for your
own life insurance, have they gone up?

DR. DAY: I don't know. I haven't checked that. I
have been too busy doing these other things. I don't know.

DR. SERVAAS: Do you think that our Commission should
recommend that we do what Tom Vernon has done in public health
where they do in that state that some of the other states like
Colorado do these things. Would that be your --
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DR. DAY: Can you tell me exactly what you are
referring to?

DR. SERVAAS: Tom Vernon, the public health officer in
Colorado, as Dr. Schwarz explained has kind of proven in his
state anyway that we don't drive people underground when we do
testing.

DR. DAY: We have to do the things that are necessary
to protect the population, not only the health care workers, but
everyone else. The people who have the disease have a right to
be treated, but the people who don't have the disease have a
right to remain free of the disease. So, we have got to stop
treating this as a political issue and treat it as a medical
issue. We have known for years how to handle an epidemic.
Somehow we have forgotten how to handle an epidemic. They talk
about polio. First of all, polio was an epidemic that very few
people died in. Secondly, everyone was allowed to take whatever
precautions were necessary. Thirdly, these patients were put in
one area in the hospital or in a special hospital. Everybody
knew what they were dealing with. Fourthly, surgeons didn't
operate on polio patients while they were contagious. Rarely did
that happen, and if that happened, everyone knew of the person's
status. This was not secret information withheld from the health
care worker. What a patient says to me is, "You must take care
of me. I demand that you take care of me. You must give me your
skill, your knowledge, your empathy, your time, day or night,
but I have this loaded gun under my coat which may go off at any
time and kill you, and 1 am not going to tell you." Somehow that
puts a breach in the patient-doctor relationship.

DR. SERVAA8: Thank you.

DR. PRIMM: Dr. Day, first let me offer you some
solace. I am from New York, and at Harlem Hospital Center,
which is in the addiction capital of the world, there are a
number of intravencus drug users admitted on a daily basis for
traumatic injury who have to go to the emergency surgery. The
surgeons in that institution, and the psychiatrist in that
institution, have talked to me, and have said that they, too,
are in favor of routine testing of every hospital admission to
that institution because of the high incidence and prevalence of
intravenous drug use and in the great numbers of people in New
York who happen to be positive for the HIV antibody. I also know
surgeons who have stopped doing surgery in the Harlem community
because of the very fear that you have.

I, last week, was on a panel with Dr. Gerbedy. Do you
know Dr. Gerbedy from San Francisco General Hospital?

DR. DAY: Yes,
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