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TO OUR READERS:

The Presidentiai Commission on the HIV Epidemic held over 45
days of hearings and site visits in preparation for our final
report to the President submitted on June 27, 1988. On behalf
of the Commission, we hope you will find the contents of this
document as‘helpful in your endeavors as we found it valuable
in ours. We wish to thank the hundreds of witnesses and
special friends of the Commission who helped us successfully
complete these hearings. Many people generously devoted their
volunteer time in these efforts, particularly in setting up
our site visits, and we want to fully acknowledge their work.

The staff of the Presidential Commission worked around the
clock, seven days a week to prepare and coordinate the hearings
and finally to edit the transcripts, all the while keeping up
with our demanding schedule as well as their other work. In
that regard, for this Hearing on the HIV Pandemic, we would
like to acknowledge the special work of Nancy Wolicki and
Adrienne Allison, in putting together the hearing, and Nancy
Wolicki, in editing the transcript so it is readable.

For the really devoted reader, further background information
on these hearings is available in the Commission files, as well
as the briefing books given to all Commissioners before each
hearing. These can be obtained from the National Archives and
Records Administration, Washington, D.C. 20408.

One last note--We were only able to print these hearings due

to the gracious and tremendous courtesies extended by Secretary
Bowen's Executive Office, especially Dolores Klopfer and her
staff, Reginald Andrews, Sandra Eubanks and Phyllis Noble.

Sincerely,

PG‘:’ A ) % Dttt

Polly Gault Gloria B. ‘Smith
Executivé Director Administrative Officer



PRESIDENTIAL COMMISSION ON THE

HUMAN IMMUNODEFICIENCY VIRUS EPIDEMIC

COMMISSIONERS

ADMIRAL JAMES D. WATKINS, CHAIRMAN
UNITED STATES NAVY (RETIRED)
COLLEEN CONWAY-WELCH, Ph.D.

JOHN J. CREEDON
THERESA L. CRENSHAW, M.D.
RICHARD M. DEVOS
KRISTINE M. GEBBIE, R.N., M.N.
BURTON JAMES LEE, III, M.D.
FRANK LILLY, Ph.D.

HIS EMINENCE JOHN CARDINAL O'CONNOR
BENY J. PRIMM, M.D.
REPRESENTATIVE PENNY PULLEN
CORY SerVAAS, M.D.

WILLIAM WALSH, M.D.



PRESIDENTTAL COMMISSION ON THE
HUMAN IMMUNODEFICIENCY VIRUS EPIDEMIC

RESPONSE TO THE PANDEMIC BY THE UNITED STATES
This Hearing was held at
THE PAN AMERICAN HEALTH ORGANIZATION
WASHINGTON, D.C.

Monday, April 18, 1988

COMMISSIONERS PRESENT:
COLLEEN CONWAY-WELCH, Ph.D.
THERESA L. CRENSHAW, M.D.
KRISTINE M. GEBBIE, R.N., M.N.
BURTON JAMES LEE, III, M.D.
FRANK LILLY, Ph.D.
BENY J. PRIMM, M.D.
CORY SerVAAS, M.D.
WILLIAM WALSH, M.D.

POLLY L. GAULT, EXECUTIVE DIRECTOR

COMMISSION MEMBERS NOT PRESENT:
JOHN J. CREEDON
RICHARD M. DEVOS
JOHN CARDINAL O'CONNOR
PENNY PULLEN

ADMIRAL JAMES D. WATKINS



I-N-D-E-X

PAGE
WELCOME
POLLY L. GAULT, Executive Director 2
WILLIAM B. WALSH, M.D., Hearing Chair 2
ROBERT KNOUSE, M.D., Deputy Director 3
American Health Organization, World Health
Organization

PANEL ONE
MULTILATERAL RESPONSES: THE WORLD HEALTH

ORGANIZATION/GLOBAL PROGRAMME ON AIDS
Jonathan Mann, M.D., Director 4
Global Programme on AIDS World Health
Organization, Geneva

PANEL TWO
THE PANDEMIC IN AFRICA: DESCRIPTION, RESPONSES
AND IMPLICATIONS
Thomas C. Quinn, M.D., Associate Professor of 30
Medicine, School of Medicine, Johns Hopkins
University; Senior Investigator, Laboratory on
Immunoregulation, National Institutes of Health

John Bongaarts, Ph.D., Senior Associate 35
Center for Policy Studies, Population Council

New York

Mead Over, Ph.D., Economist 38
Population and Human Resources Department

World Bank

Peter Lamptey, M.B., Dr. P.H., Director 42

AIDSTECH, Family Health International
Research Triangle Park

Samuel Adeniyi-Jones, M.D.,Ph.D. National 43
Institute of Child Health Development, NIH

Peter L. Perine, M.D.,MPA, Director 48
Tropical Public Health and Medicine,
Uniformed Services of University Health Sciences

PANEL
THE PANDEMIC IN THE AMERICAS: DESCRIPTICON, RESPONSES AND
IMPLICATIONS
Alastair J. Clayton, M.B., Ch.B., F.R.C.P.(Q), 63
Director General, Federal Centre for AIDS
Cttawa, Canada



I-N-D-E-X(continued)

PANEL THREE (continued)
Ronald K. St. John, M.D., M.P.H., Coordinator,

Health Situation and Trend Assessment Program,
Pan American Health Organization

Jamie Sepulveda, M.D., Director General of
Epidemiology, Ministry of Health,
Mexico D.F. Mexico

Jean William Pape, M.D., Department of
International Medicine, Cornell University
Medical College, New York, New York

PANEL FOUR
RESPONSE TO THE PANDEMIC: FRANCE
Alain Pompidou, Technical Counselor for Health,
Ministry of Health and the Family,
Paris, France

'PANEL FIVE
THE PANDEMIC IN ASIA
Captain Michael Kilpatrick, M.C., U.S.N.,
Research Area Manager for Infectious Diseases
Naval Medical Research Development Command
Bethesda, Maryland

PANEL SIX
OTHER MULTILATERAL RESPONSES: THE WORLD BANK AND
THE UNITED NATIONS DEVELOFPMENT PROGRAMME
Ann Hamilton, Director
Population and Human Resources Department
World Bank, Washington, D.C.

Timothy Rothermel, Director

Division for Global and Interregional Progranmmes,

United Nations Development Programme
New York, New York and

ALAN DOSS, Resident Representative, Zaire

PANEL _SEVEN
THE FOOD AND DRUG ADMINISTRATION: RESPONSE TO
THE PANDEMIC
Frank Young, M.D., Commissioner
Food and Drug Administration,
Rockville, Maryland:;

Member, Executive Board, World Health Organization

PAGE

69

75

78

92

111

121

124

128

142



THE HIV PANDEMIC

EXECUTIVE DIRECTOR GAULT: Good morning. Ladies and
gentlemen, distinguished witnesses, members of the President's
Commission. My name is Polly Gault. I am the designated federal
official here today. In that capacity, it is my pleasure to
declare this meeting opened. If everybody could take their
seats. Mr. Chairman.

CHAIRMAN WALSH: Good morning. I want to welcome all of you
to what I consider to be probably the most meaningful hearings
that this Commission will hold.

Up to now, we have concentrated primarily upon the
problems with which we are faced in the United States. Needless
to say, these are severe because we do have more cases of AIDS,
of HIV positivity, than anyone else in the world. However, we do
know that this is a pandemic, that cases have been reported from
more than 133 countries and we know, from our own experience,
that what seems like a small problem ten years in the past can
grow into a massive problem in relatively short order.

We have been privileged at this meeting to have been able to
get the participation of leading figures in the fight against
AIDS from many countries. I can't mention them all, but I
certainly do want to mention Jonathan Mann, whom you will
shortly meet and who is charged with the role of Commander in
Chief, as it were, of the global war on AIDS.

We have Alain Pompidou, who has joined us from France, who,
as the leader of the fight against AIDS in France, has assumed
really a leadership role in all of Europe and has done much in a
bilateral fashion in also bringing information and weapons
against this disease to Africa.

We have many others, over these three days, you will be
hearing not only from them, but also from representatives of ocur
own government who are involved in both multilateral and
bilateral assistance, from people in the academic arena but who
have devoted much of their time to international work. We will
be hearing from experts on the African continent and in our own
hemisphere.

We look forward to learning a great deal and also to
getting guidance on how to fulfill the charge given to us by the
president who has asked that, among other recommendations, we
recomnend a position, a llne of activity that the United States
should take in the global war against this dread disease.

Before finishing these brief remarks, I want to also
express the profound gratitude of the Commission to the Pan
American Health Organization for making these facilities
available for such a meeting. It not only gives importance to
the subject, but also indicates on the part of PAHO the concern



that they have in this international arena for participating in
this war, certainly in this hemisphere, and recognition that this
is indeed a global fight. Before getting into our specific
program, I want to introduce Dr. Bob Knouss, who is here on
behalf of Dr. Macedo, to say a few words about PAHO.

DR. EKNOUSS: Thank you very much, Dr. Walsh.

Distinguished members of the Presidential Commission on the Human
Immunodeficiency Virus Epidemic and distinguished guests and
scientists and ladies and gentlemen, the Director of Pan American
Health Organization, Dr. -- Macedo, who is also the Regional
Director for the Americas of the World Health Organization, has
asked me personally to convey his greetings and to welcome you
all to our headquarters building for this important hearing on
the HIV pandemic. , \

He's also asked me to express his regrets at not being
present here personally with you today, but previous commitments
have precluded his participation. During the next several days,
the many important aspects of the international AIDS epidemic
will be covered extensively and it's not my purpose to try to
address any of these issues in these few remarks. But I do want,
however, to convey to you the fact that the Pan American Health
Organization shares with you the same sense of urgency and
concern for this epidemic.

Since 1983, we have been providing technical collaboration
to our member countries, first, in a limited fashion when the
disease began to spread in this region and subsequently, in an
intensive way during the last sixteen months since the World
Health Organization established the Global Program on AIDS thus
providing leadership essential for coordinating the world's
effort to combat this invariably deadly disease. Without such
leadership, we would not be able to assure ourselves that the
resources that are available will be used in the most efficient
and effective way possible.

WHO, as you said, is firmly committed to the objectives and
strategies of the global program and will act firmly and
decisively to implement them through our programs of technical
collaboration. In this light, T want to particularly express
our appreciation to the United States of America, one of our
member countries, not only for your financial support to this
world-wide prevention and control effort, but also for the
significant contributions that have been made in both the public
and private sectors toward advancing our scientific and technical
knowledge about this disease, about its spread, about how to
treat those who are suffering from its consequences. This
hearing is yet another example of this commitment.
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For these reasons, we are pleased tc welcome you to PAHO and
WHO, as this is both, and I know that Dr. Macedo wishes you
every success and I want to join him in this wish. Welcome, Dr.
Walsh.

CHAIRMAN WALSH: Thank you, Bob.

CHAIRMAN WALSH: If Dr. Mann will join us and, Bob, if
you wish to sit at the table with Dr. Mann, please feel free to.
I'm going to make my introduction of Dr. Mann very brief because
I think the world already knows him for the thankless sacrifice
that he has made. I have never seen a man expend as much energy
and as much dedication in what seemed like an insurmountable task
as has been done by Dr. Mann. It's a privilege to have you here
with us, Jonathan, so please go ahead.

DR. MANN: Thank you very much, and thank you very much for
this opportunity to speak to you, whlch I've been personally
loocking forward to for quite some time.

It's very humbling to us to realize that a decade ago there
was a world-wide epidemic of a virus, an epidemic that occurred
silently. We had no idea it was occurring, but it reached five
continents by 1980. The discovery of AIDS in the United States
in 1981 was a historical accident. It could have just as easily
been discovered on four other continents at that same time. 1In
fact, it's interesting to realize that, had AIDS been discovered
say in Africa where it was also existing in 1981, the disease
probakbly would have been thought of world-wide as a heterosexual
disease. It is the historical accident of its discovery in the
United States that has led some to consider this disease to be
more associated with homosexual rather than heterosexual
activity.

In 1982, cases of AIDS were discovered and recognized in
Europe, in parts of Latin America, and in Africans in Europe.
It was not until late 1983 that cases of AIDS in Africa itself
were recognized and it was then obvious and evident that Africa
had a major AIDS problem about which you'll be hearing more in
detail later this morning.

By early 1985, the discovery of a serological test and its
distribution allowed us for the first time to really assess the
global scope of this problem because, as you know, the cases of
AIDS come years after infection and cases of AIDS themselves do
not represent an accurate way to track the pace of a rapidly
spreading epidemic.

Now, in 1988, we estimate that there are between five and
ten million pecple in the world infected with HIV. As of April
of this year, there were almost 88,000, cases of AIDS officially
reported to the World Health Organization from 138 countries
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around the world. Of these cases, seventy four percent, almost
three quarters, come from forty two countries in the Americas.
While the United States represents eighty eight percent of these 1
cases, Brazil, Canada, Mexico and Haiti each report more than

five hundred cases of AIDS.

Thirteen percent of the AIDS cases come from forty two
countries in Africa. Of the African AIDS cases that are
reported, ninety two percent are from eleven countries in
central, eastern and southern Africa.

Twelve percent of the AIDS cases in the world reported thus
far are from twenty seven countries in Europe. The countries
with the largest number of cases are France, the Federal Republic
of Germany, Italy and the United Kingdom. Eastern Europe,
involving eight countries and the Soviet Union, have thus far
reported a total of seventy two AIDS cases.

The remaining one percent of the AIDS cases in the world,
amounting to just over eleven hundred, have been reported from
twenty six countries in Asia and Oceana. While the majority of
those cases are from Australia, New Zealand and Japan and Qatar,
cases have also been reported from other countries including
India, Thailand, the Philippines, Hong Kong, Malasia, Singapore
and China. Because under the best of circumstances, not all
AIDS cases are actually reported, we estimate that the actual
number of AIDS cases having occurred during the current world-
wide epidemic is probably closer to 150,000. We also estimate
that, because of the wide spread infection that has already
occurred, there will be an additional 150,000 cases of the
disease AIDS world-wide during 1988. If we extrapolate a little
further into the future, we would estimate that by 1991 there
will have been a cumulative total of approximately one million
AIDS cases world-wide.

In addition to talking about numbers of cases and
infections, we're also very aware of what we call the third
epidemic. The first epidemic is the epidemic of HIV infection
itself. The second epidemic is the epidemic of AIDS and other
associated diseases that follow the epidemic of infection.

The third epidemic, which is just as much a part of the
pathology of this disease as the virus itself, is the epidemic of
social, cultural, political and economic impact and reaction to
the first two epidemics. AIDS has a tremendous impact on social
and economic development. Because it affects mainly people
between the ages of twenty and forty nine, it touches those that
are most productive in social and economic terms.

In terms of infant and childhood mortality, we see already
evidence from developing countries that, where five percent or
more of pregnant women are infected with HIV, the projected gains
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through the child survival initiative in infant and child
survival may be tragically cancelled out by the effect of AIDS.
Therefore, in some developing countries, we expect to see a
decline in life expectancy over the next few years as a result of
AIDS.

In addition, we have seen a world-wide epidemic of fear,
ignorance and prejudice which threaten, at the international
level, the open communication, open travel and open commerce
which are at the heart of the modern world. Finally, we've seen
how AIDS unveils prejudices that already exist regarding race,
sex, national origin, and religion in countries throughout the
world.

In order to describe to you the current status of the
global fight against AIDS, it's important to realize how far
we've come in the last two years. Very briefly, I'd like to
describe to you the situation internationally in 1985.

First, in 1985, there were many countries that refused or
were reluctant to report about AIDS. They simply hid the fact
that they had AIDS. That's as bluntly and as clearly as I can
say it. They did this for a variety of reasons. ©One of the most
important reasons was the stigma that was felt to be attached to
the idea that you had AIDS in your country because, in many
societies in the world, male homosexuality is not accepted. 1In
those societies, even if AIDS cases were unrelated to male
homosexuality, in a prevailing international climate where AIDS
was equated with homosexuality, for countries to say "We have
AIDS" would be for countries to say "We have male homosexuality™
which, of course, is true, but nevertheless difficult for many
countries to discuss publicly.

This whole situation was exacerbated by various aspects of
media coverage which tended to dramatize, to point fingers and
to in other ways stigmatize areas of the world affected by AIDS.

Research itself was hampered during this period. Research
results were occasionally muzzled and not allowed to be
published. There was a tremendous sensitivity which obviously
comes from the fact that this virus is transmitted through sex,
through blood, through skin piercing practices and that these are
areas which are culturally sensitive in every country of the
world.

In addition, in 1985 we were all prey to wildly varying
estimates of the actual scope of infection. One could read in
the newspapers anything from hundreds of thousands to hundreds of
millions of people infected, all of which were estimates based on
preliminary data, small, unconfirmed reports and occasionally
studies done with laboratory techniques that were not in fact
acceptable,



In this context, those countries in the developing world
that realized they had an AIDS problem looked in many directions
trying to get help. I can give you examples where countries
would send a letter requesting help on AIDS to every development
organization and to, to every development assistance
organization in the world. The letter would say "We have an AIDS
problem please help". Now, that is a chaotic situation. That is
a situation which invites development agencies who are concerned
to send missions, to try to discover, to promise help and, in
some instances, the same help was promised by multiple countries
and multiple development agencies. It was accepted by the
recipient countries because they were not sure whether any of
those development agencies would actually deliver the goods.

So it was a chaotic situation from the viewpoint of the
countries who wished to get help and, from the viewpoint of
development agencies. They were ambivalent and understandably, a
bit confused. What should their role be in fighting
international AIDS? What should be done?

Initially =-- in 1985 -- what was mostly done were the easy
things. In the international development environment it is easy
to buy equipment or supplies and to send it. 1Indeed, that can be
a contribution. But in the field of AIDS, it's more
complicated, and one can not simply parachute in some testing
equipment and walk away and feel that one has accomplished a
great deal. I remember vividly a call from a non-governmental
organization in 1986 informing WHO that they were planning to
send some laboratory supplies to an African country. The country
desperately needed those supplies but the organization involved
had not considered the fact that the supplies they were preparing
did not fit with the equipment that was already available in the
country. They had given no consideration to training. Indeed,
when they looked at the actual boxes they were preparing to
send, they noted that the supplies were ocutdated and should no
longer be used. That kind of chaos reigned two and a half years
ago.

The World Health Organization has a constituticnal
responsibility to coordinate and direct international health
work. This was perhaps best illustrated in most people's minds
by the smallpox eradication program. WHO considered it essential
that some order be put into this environment because, if order
did not become evident and the chaos continued, the actual work
that needed to be done would not start effectively. ~

So, we first created a global strategy in order to develop
and provide a conceptual framework for the struggle. The beauty
of a conceptual framework is that after it's in place and
everybody has read it and agreed to it, it seems cbvious. But
that's the beauty of it because, in fact, it helps insure that
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there is, in fact, consensus and consistency. What I'm about to

describe to you briefly as the Global Strategy for the prevention
and control of AIDS, I hope will seem to you to be self-

evident, but I assure you that world-wide, two years ago, it was

not self-evident.

The Global Strategy has on three objectives. First, to
prevent HIV infection. Secondly, to take care of all those who
are HIV infected, including those who are healthy and including,
of course, those who now have AIDS. Third, to unify national and
international efforts in fighting this disease.

These objectives are linked to a set of principles, part of
the Global Strategy. First, that public health must be
protected. Secondly, that human rights must be respected and
discrimination must be prevented, and I will return to that
theme. Third, that through epidemiclogy, because we know how the
virus is spread, we know how to stop the spread of the virus even
without a vaccine and that stopping the spread will require
informed and responsible behavior. Therefore, education is the
key to AIDS prevention. It will require a sustained social and
political commitment because, as much as we would like this
problem to go away quickly, it will not. All countries in the
world, we believe, need a strong and comprehensive national AIDS
program, a program that is integrated with national health
systems linked in a global network.

Finally, we believe that systematic monitoring and
evaluation will be needed because, in this problem, we must learn
as we go. We must learn as we go how bhest to control this
disease.

Those are the objectives and that is the set of principles.
I would be shocked if you found any of that shocking because this
is the basis on which every country has been establishing its
national AIDS program. These principles help determine the
manner in which the objectives of AIDS control are actually
carried out in countries, regardless of their cultural context,
because we're dealing with cultures as absolutely widely
different as India and Qatar or Botswana and Brazil.

Specifically, for example, knowing the routes of HIV spread
and knowing that the focus of prevention must be behavior allows
us to realize that there are three things that are needed:
information and education, health and social services to support
the information and education, and a supportive social
environment that's based on understanding and tolerance.

Furthermore, because risk behaviors are private and often
hidden from society regardless of the culture, all people in
society must be educated. One does not know who may be at risk.
Yet, because risk is not equally distributed throughout the
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entire society, it's important to target our efforts and it's
important to invelve those who are to be targeted in the design
of our efforts.

In addition, because of the importance of health workers in
fighting AIDS, health workers at all levels must be well-informed
and educated and supported. Finally, because information and
education in some cultures is probably more powerful on an
individual level than on a mass level, counseling and other forms
of personal support have to be assured.

In addition to the information and education I've just
mentioned, it's clear that we need health and social services to
support long-term behavioral change. We say to ourselves, and
countries have said, how realistic is it to expect that a person,
for example, who is an IV drug user will no longer be an IV drug
user by themselves without external support? How likely is it
that a person who is infected with HIV will be able to lead the
responsible, constructive life that they may lead without access
to support and information cover time? We have often asked
ourselves this question, if we, as individuals, were infected.

We ask people in many cultures to consider this situation of -
Who would you turn to when you needed information? It wouldn't
be just information once. It would be information for the rest
of your life. Information about a variety of issues. We believe
that, without the commitment to the health and social services
over time for the long run that is needed that the information
and education by itself can not be enough. Finally, we believe
that a supportive social environment is a necessity, not a
luxury.

I will turn again, to the issue of human rights which we
believe is fundamental, not an add-on to the entire question of
AIDS control. In addition to the question of a global strategy,
we have provided throughout the world a structured, systematic
approach to the planning and development of national AIDS
programs. After designing a blueprint which contains the
components of a national AIDS program, we have been providing
technical and financial support to countries around the world.
I'd briefly describe how that process is actually carried out.

First, a country contacts WHO and requests WHO support.
That's an important stepbecause, without the request, there may
not be the political commitment to see the work through. Once
the initial contact is made, a visit is performed by WHO staff
with consultant suppert to assess the epidemiological state and
the resource situation. What is the seriousness of the problem
and what is the current activity to fight the it?

We then provide urgent support. We provide urgent support
because in every country in which we've worked it's clear that
there is something that can be done immediately and that does not
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require an extensive planning process in order to implement. As
one illustration, in some countries, materials have been prepared
for health workers but the resources are lacking to print them
and distribute them. So that's the kind of urgent support we can
provide without needing to go through an elaborate planning
process.

But then we focus gquickly on the development of a plan.
WHO's role is not to go into a country and tell them what to do
or to go into a country and do it. What we do is go to a country
and say we would like to support you in the development of your
own national AIDS program in conformity with the Global AIDS
Strategy and its principles. Countries accept this willingly and
we, therefore, stand behind the country and help them develop a
comprehensive national plan.

That plan then serves as the instrument to focus assistance
from the International Development Assistance Agencies. Rather
than receiving a one page letter asking for help, Development
Assistance Agencies now receive a document that is a
comprehensive national plan. The document is used as the focal
point for a donor's meeting where all International Development
Agencies meet with the representatives of the country itself and
discuss how resources can now be made available to implement the
national plan.

As of the 11th of April, as of a week ago, and this has
basically occurred since February of '87, 139 countries around
the world have requested WHO collaboration. In the last 14
months, since the establishment of the AIDS programme in
February, 1987, visits have been completed to 117 countries. Of
these, 78 have completed written short term plans to cover a six
month to one year period; 22 have completed medium term (3-5
year) plans and eight countries have had donor's meetings and
received full financial support for the implementation of their
national AIDS program: Uganda, Tanzania, Ruwanda, Ethiopia,
Kenya, Zaire, Senegal and Zambia. By this work, the ideas of AIDS
prevention and control are being turned into a reality throughout
the world.

There is now an orderly process which has replaced the
chaos of only two years ago. The National AIDS Plan has becone
the central document, not only for international funding, but for
national planning and for national support. Also, through the
document, we're able to insure that all parts of the National
AIDS Plan are covered. I'm sure you're well aware in this
country, because it's true in every country, that there are easy
things to do and there are hard things to do. 1It's important
that not only the easy things be done. It's very tempting when
one is wanting to support another country's activity to support
something which is visible, tangible and loocks good. But there
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are many things that aren't so visible, that aren't quite as
tangible and which are more complex which must be done if AIDS is
to be combated successfully. So, by taking the planning process,
we're able to insure that everything is looked at, not just the
popular things.

Let me be a little more precise about that to make sure
I've made that point. It's a lot easier to build a building in a
foreign country through development assistance, call it a blood
bank and say you built a blood bank. It's a lot more difficult
to train the people who will do the work, to insure that the
quality control will be done so that the test results are
meaningful, to insure that people go to the blood bank to give
blood and to insure that the blood that comes from the bank is
safe and to insure that that doesn't just happen this week or
during the time of a visit, but it happens over the long term.

These are the serious, genuine, real problems of trying to
help any country with its national AIDS plan and therefore, the
planning process is critical. Through this process, a level of
cooperation among the development agencies that is unprecedented
has been assured. Everyone has realized the scarcity of
resources and this is not an area in which we want to see any
duplication or competition at the national level bhetween
development assistance agencies of different countries.

Finally, the cultural context is respected. It is
extraordinarily difficulty to deal with sexual practices of one's
own society and one's own culture, least of all the sexual
practices of another society and of another culture. It would be
a tragic mistake if anyone attempted, from any ivory tower or any
location, to dictate to countries how the details of such as
education of school children should or should not be done. That
is a national decision. It must be respected as a national
decision, but we must provide the resources and the structure to
ensure that a full debate occurs, so that the issue is discussed.
Then if the country decides it wants to educate all its tenth
graders, we will provide the technical and financial support to
help them carry that through. Nor can we write the messages, not
only because of the language barriers, but because there are many
different ways in which sex is discussed around the world.

In addition to this way of helping countries specifically
develop their national AIDS programs, WHO has ensured a
commitment to the development of additional information. One of
the real dangers in this area is that people go off with small
pieces of information, extrapolate to continents and believe they
understand the situation. That's just as tragic as people
examining and interviewing a few sexually active people and from
that basis, drawing conclusions about the sexuality of a society,
a country, or even a continent or a region,
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Therefore, the commitment to information is critical. WHO
supports countries by developing methods to determine the scope
of infection, to determine attitudes towards sexual practice and
sexual behavior. International comparisons become possible as
well as comparisons within the same country over time. This
activity is fundamental to AIDS control because, if we are to
learn what prevention activities work, we must know what people
do and we must know how people do or do not become infected. If
we don't have that information, I don't see how we'll be able to
judge the effectiveness of all our endeavors.

We're also able to open discussion on sensitive problems by
using the mechanisms available to WHO as a multi-lateral
organization with 166 member states. WHO is against AIDS but we
do not have a particular bias or any specific political
ambitions in that process. An example, is our early work with
African nations on AIDS. At a time when African governments
refused to talk about AIDS and, in general, refused to allow
studies of the problem, WHO held the first meeting on AIDS in
Africa in Bangui, Central African Republic in October 1985. This
was the first discussion of a technical, scientific nature about
AIDS in Africa. Then in November of 1986, WHO called a meeting
of forty countries in Africa and, for the first time -- a
historical turning point -- AIDS was discussed in Africa like any
other public health problem. The scientific discussion was open
- in front of the press - and with the question being asked, not
who to blame, but what to do and how to do it.

Similarly, in the Americas, in September of 1987, the first
Pan American Teleconference on AIDS may have been the largest
health meeting ever held. Its role in accelerating the
commitment to AIDS prevention and control action in the Americas
can not be underestimated.

Finally, in Asia and Oceania, meetings have been held; in
Kuwait for the countries of the middle east and north Africa; in
New Delhi for southeast Asia; and in Sydney, Australia for the
western Pacific and Oceana. Through these meetings, we achieve
momentum and through these meetings, we bring to each country the
obvious need to become involved in the global struggle.

In addition to collecting it is important to share the
information. As a multi-lateral neutral organization, we have
the capacity to move and share information. Although the sense
of stigma has diminished markedly, there is still a sense of
difficulty or tension around the full disclosure of all
information and this remains a delicate issue. We stand behind
the countries and say all the information should be shared.

As part of WHO's coordinating and directing.reSponsibility,
we have been mobilizing other institutions and organizations. We
have been challenging those organizations and saying you must
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become involved in AIDS because AIDS is not "simply a health
issue". AIDS is an economic issue. It is a social issue. It's
a political issue. It's an educational issue. 1It's a cultural
issue. It's an issue, therefore, which requires that many
organizations play a role. This is not a one organization
campaign. Smallpox was eradicated by a one organization type of
campaign. AIDS can not be eradicated, can not be controlled, by
that kind of narrow focus. Therefore, working with governmental
organizations, with private organizations, with non-governmental
organizations, we have been able to help them overcome their
substantial initial reluctance to deal with AIDS. There is not
an institution, or an organization that has leapt into AIDS from
the beginning. Every organization goes through a certain
process. Every country goes through a certain process of coming
to terms with AIDS before it begins to grapple constructively
with the problems. Initially, there's always a desire to deny or
minimize a problem. Then finally, there comes the constructive
engagement that's so necessary.

In addition, in the United Nations system, we brought AIDS
to the floor of the United Nations General Assembly six months
ago today. Six months ago, we spoke and, for the first time on
the floor of the U.N. General Assembly, a disease was discussed.
The first time in history that a disease was discussed, it was
AIDS and the response was overwhelming and supportive. As a
result of that response, other major U.N. organizations have
mobilized. Organizations such as the United Nations Development
Program -- which has a critical role to play in social and
economic development in countries throughout the world -- UNICEF,
the World Bank, the United Nations Population Fund, the
International Labor Office, and other parts of the U.N. system.
These organizations are beginning increasingly to play an
important role.

Non-governmental organizations, including the International
Council of Nurses, Save the Children, AMFAR, the League of Red
Cross Red Crescent Societies, the National Council for
International Health, The World Council of Churches -~ these
organizations and many others are all increasingly involved for
two very good reasons. First, because AIDS is a real problen.
Secondly, because the structure now exists, the strategy now
exists within which their activity makes more sense, within which
each organization, can understand its own role, its own piece, in
this overall picture. I contend that, without a view of the
overall picture, you can't understand your part in the picture.

There's a mobilization that has occurred and that
mobilization is increasing in its intensity. WHO also
facilitates research. AIDS research is now irrevocably
international. It can never again be strictly national research
and, therefore, in an area like vaccine field trials, WHO will
have an important role again as a multi-lateral neutral
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organization because vaccine field trials will almost certainly
be international. Vaccines will probably be developed in
countries where the level of new infection is not sufficient to
efficiently test the vaccine. Vaccines developed, in the United
States or in western Europe, will almost certainly need to be
tested in other parts of the world, such as Africa. The stakes
are enormous for all of use in such international testing and
trials. They are enormous because, if the trial is done in a
way that is either scientifically or ethically not entirely
acceptable, the consequences fall upon all of us.

In addition, to be very specific, bilateral arrangements
suffer from the threat of perturbations of bilateral
relationships. For example, if the United States set up a
vaccine field trial bilaterally, with an African country -- what
would happen when the rulers change, the president changes, the
minister of health changes, or there is a break in diplomatic
relations? The history of bilateral relations between various
countries in the west and African countries, shows a considerable
threat to the integrity of vaccine trials that must go on over a
period of years. If the bilateral relationship suffers
politically, the science may suffer. Similarly, the science may
be held hostage to political relationships. Thus, WHO's
involvement in the organizatlion of such field trials could be
very helpful in order to protect and stabilize international
science again perturbations of a bilateral and political nature.

There's also a need for pro-active exchange of information.
It's important that everybody have access to scientific
information. Let me give a specific example. There are now a
number of studies of the perinatal transmission of HIV taking
place in different parts of the world. At a consultation held
by WHO on breast feeding, and HIV, it was discovered that
preliminary data from one of the important perinatal studies had
not been shared with the researchers of another perinatal study.
A key factor in perinatal transmission was being discovered in
one study and another study wasn't even aware of the preliminary
data. The second group of researchers were therefore unable to
incorporate the new concept intc their own study thereby
substantially weakening the study.

So, the need to bring people together effectively -
repeatedly - for the exchange of preliminary as well as final
information is essential in AIDS. We can not afford to wait
until research findings are published or until an international
meeting occurs.

Similarly, there's a need for common terminoclogy. As a
neutral and international organization, WHO can remove these
questions from the specific national setting and place the
question in a global context. Therefore, we can bring the
‘leaders of international science together. They can agree and
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it doesn't matter at that point whose idea it was. It goes out
under a WHO umbrella and therefore can be accepted by all.

The same thing is particularly true in the area of social
and behavioral research where the questions are more delicate and
difficult than some of the virology questions. In addition, by
developing guidelines and by helping to establish the technlcal
basis for national policy formulation, we make internaticnal
contributions to national AIDS efforts throughout the world. For
example, the consultation held by WHO on international travel and
AIDS (March 1987 Report of the Consultation on Internatiocnal
Travel and HIV Infection, Geneva, 2-3 March 1987,
WHO/SPA/GLO/87.1) played a major role in preventing a wave of
requests and discussions throughout the world of requirements for
tourists to hold certificates of freedom from HIV infection. 1In
late 1986 and early 1987, this issue was being discussed
throughout the world. The WHO technical consultation and
determined that such measures would be highly ineffective, highly
inappropriate, highly expensive and therefore should not at all
be recommended.

In that regard, we've had 165 successes and one failure.
The only country in the world that currently requires a
certificate for a tourist to enter the country is Iraq. Every
other country in the world has considered this issue and, at
least partially with the help of the WHO expert groups'
considerations, has agreed not to impose such an ineffective and
inefficient restriction.

WHO had an important consultation on the neuropsychiatric
impact of HIV infection (Report of the Consultation on the
Neuropsychiatric Aspects of HIV infection, Geneva, 14-17 March
1988, WHO/GPA/DIR/88.1). The meeting has major implication as it
focused on the issue: what are the neuropsychiatric effects of
HIV infection in people who are otherwise healthy? In other
words, healthy HIV-infected people. WHO brought together over
forty participants from about fifteen countries. The
consultation concluded that: At present, there is no evidence
that there are any clinically important neuropsychological
effects associated with HIV infection when a person is otherwise
healthy. This information was used almost immediately by
airline companies which had been considering gquestions such as
screening pilots.

Similarly, a meeting on AIDS in the work place to be held by
WHO in collaboration with the International Labor Office in June
will establish broad guidelines for the issue of AIDS in the work
place world-wide. We've had meetings on AIDS in prisons, on
strategies for preventing HIV infection among IV drug users, on
counseling, on breastfeeding, on childhood immunization and HIV.
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I briefly mention the points about human rights, a global
issue which transcends national interests. You might ask why is
the World Health Organization, a health organization, so
involved and becoming increasingly involved with the human rights
aspects of AIDS?

The reason is very simple. The reason is that it is a
public health issue. It is a public health issue because where
and when the human rights of those who are HIV-infected are
violated, when and where discrimination is allowed to occur, the
capacity to fight the disease effectively is reduced. Where
exclusion and discrimination are applied against people who are
HIV-infected, the capacity to effectively educate and support
people to deal effectively with the problem is reduced. In that
sense, discrimination threatens public health. Discrimination
itself becomes dangerous to the public health.

The only major barrier that we have seen in terms of
universal acceptance of this idea is that there are many
societies and many cultures which find it very difficult to deal
with reality. By reality, I mean that where there is
prostitution, one says there is prostitution and where there is
IV drug use, one says there is IV drug use. That's reality. But
there are many cultures which have difficulty admitting those
things and talking about those things publicly. In those
cultures, in those settings, it is sometimes tempting to look for
the easy solution. It is sometimes tempting to look for
solutions in which ideas of exclusion and discrimination
predominate, but that ignores the fundamental human realities of
HIV infection. We sometimes ask the decision makers in those
countries to consider what they would do if they were HIV-
infected themselves, to consider what they would do if the risk
of being known to be infected was loss of job, loss of status in
society and perhaps being moved to another place entirely. Most
people, when they ask this question honestly of themselves,
conclude that they would do everything within their power not to
be identified as HIV-infected including, if you carry this line
of reasoning further, for example, not using a condom if using a
condom raised the suspicion of why are you using a condom. In
other words, the very responsible behavior that we are trying to
promote can be undermined by a climate of fear and a climate of
discrimination.

I'm pleased to tell you that in virtually every country of
the world, the principle of respecting human rights has been
accepted. In summary, we have together forged and faced a
rapidly enlarging and new problem. We have been facing a new
global health priority. We have brought an unprecedented global
effort into reality. It's unprecedented because it has reached
more countries more rapidly than any other health program in
history. It is unprecedented because it is based on the concept
that we are not looking for a quick fix. We are looking to
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develop the capacity to fight this problem over time. It's
unprecedented because we are insisting upon and receiving
agreement that cooperation is essential and that the issue is how
to provide the support to all countries of the world, rather than
how to provide special visibility to one donor country.

For example, we've reached an agreement on a new mechanism
for the evaluation of national AIDS programs by donor agencies.
Rather than each donor agency performing their own annual
evaluation of a country's program activity, (a large burden on
the country's resources if there are ten such agencies), there
has been an agreement among the donor agencies that we will forge
together a common evaluation and method system. Everyone will be
welcome to participate, in this evaluation but it will only
happen once. That's an example of the very practical but
creative approach that is allowing us to move as rapidly as we've
been able to move.

In a very rapid period of time we have replaced chaos with
order. We don't yet know all the answers, but we know that we
are in the process of setting up the system and setting up the
program that will help us learn what the answers are and then be
able to apply them. 1In 1988, and looking beyond, there are
gseveral areas of concern which I'd like to briefly mention.
First, the AIDS problem is not going to disappear, but we
constantly see the desire of people to believe that it will go
away. The denial factor with AIDS is enormous. A piece of data
that shows why denial is inappropriate and incorrect comes from
Thailand. I was in Thailand recently when the new data on their
IV drug use problem was received. In Thailand in 1985 and 1986,
zero percent of the IV drug users tested were HIV infected. 1In
1987, one percent were infected. In the first three months of
1988, sixteen percent of the IV drug users tested in Bangkok are
infected. The number of IV drug users is estimated at 100,000 in
Bangkok alone. So, contrary to predictions rather than sex and
prostitution being the entry point for AIDS and the real point of
amplification in Thailand, the infection rate in IV drug users is
creating an urgent situation. There is now an urgent problem
where two years ago there was probably no problem at all.
Therefore, we believe that any form of self-congratulation or any
form of statement that the problem is essentially over is
premature, to say the least.

Secondly, we believe that chaos is a constant threat,
chaos in the international scene could occur for a number of
reasons. It could occur if the resource commitment does not
continue to come from the resource rich countries towards the
resource poor countries. It could come by a failure to consider
the international implications of naticnal efforts. I very much
appreciate and applaud the fact that during the next several days
you will pe asking yourselves with each presentation, with each
program, in what way does this activity deal with the
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international situation? In what way is it supportive of what
needs to occur in the international context?

Finally, chaos can occur if there is a focus on what is
easy to do. It's going to be difficult to change behaviors
world-wide. We already have evidence that it is being done, but
it's going to be difficult and we hope that patience will not run
out. We hope that countries will continue to provide the
necessary support and commitments that will be required over the
long term.

There's a need for medium and long term planning. Unlike
smallpox, you cannot go into a country, do whatever is necessary
and then walk away and go to the next country. With AIDS, that's
impossible. With AIDS, we realize we will to be dealing with
AIDS for the rest of our lives and that, therefore, it's
important that we look to the medium and long term and not look
for the quick fix-for the good reason that quick fixes don't
work.

Finally, it is essential to ensure that the fruits of
international science be available to people around the world.
Will drugs and vaccines be affordable for all those who need such
drugs and vaccines or will the fruits of international science
be available only to the rich? That's a terribly important
problem for us to face as a global society in the future.

Therefore, Mr. Chairman, we live in a world which is
threatened by unlimited destructive force and yet, we have seen
that the work world-wide against AIDS over the last few years
represents a creative spirit, a spirit of harmony, a spirit of
bringing people together arcund an international problem that
affects not just the rich countries but the poor, affecting east,
west, north and south. We know that a world-wide effort will be
required to deal with this world-wide problem. This problem,
perhaps more than any other health problem in history, will
demonstrate and does demonstrate that the world is one.

On behalf of the World Health Organization, I would like to
thank you for your concern with how the United States can
support the international effort and I thank you for all the
technical, the resource and the moral support that the United
States has provided to the World Health Organization and to the
entire global effort. Thank you, Mr. Chairman.

CHAIRMAN WALSH: Thank you very much, Dr. Mann. I am sure
the rest of the Commissioners join me in a sense of
encouragement because certainly you have portrayed to us the
image of a leader who is dedicated, who is devoted, who is
knowledgeable, whe is patient and above all, who will lead us
into finding a solution.
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We are going to have a gquestion period, which is our
custom, for you. My only comment from the United States
standpoint is I'm delighted we're a donor agency because I don't
think we would qualify for assistance since we don't have a plan.

DR. MANN: Is that a question, Mr. Chairman?

CHAIRMAN WALSH: And we would be in great trouble, I'm
afraid. But, at any rate, we hope this Commission will come up
with one. I'm going to start our questioning on the left side of
the table. Dr. SerVaas?

DR. Servaas: Thank you, Dr. Mann. 1It's certainly an
opportunity to have you come to join us here. My question is
about Ethiopia. How can we estimate the number of infected, or
even the number of deaths, from AIDS? I visited Blackline
Hospital in Addis Ababa in December of '84 and the refugee camps
outside the city, as well. There were machine guns in the hands
of teenagers, it looked like, to keep the emaciated refugees from
entering Addis Ababa and the hospital and the city limits. These
thin, undernourished people could alsoc be dying from Slim
Disease, I thought, but I know of two U.S. health care workers
who contracted typhus in Ethiopia at that time. Our CDC teld us
that they feared an epidemic then of typhus but they couldn't get
information from the Ethiopian government about typhus in '84 and
'85. Are we now getting into the Ethiopian refugee camps to know
if these people are dying from typhus or AIDS as well as
starvation and --

Since there is no vaccine for typhus, it seems that WHO
would alert medical missionaries to bring doxycycline, the magic
bullet to treat it. WHO, at that time, told me simply well, we
printed it our literature that Ethiopia has ninety percent of the
typhus in the world -- what's left of typhus. In Indiana, our
state board of health isn't kept abreast by WHO of the need to
take medicines for typhus. Are they told now? Is WHO telling
the people who leave to go overseas to work in Africa to take a
blood buddy, to avoid using this dangerous Ethiopian blood, if it
is dangerous? Does the WHO have lack of funds to notify state
board of health officers who do vaccinate our people before they
leave to go overseas to alert them of the dangers of working
there as missionaries or health workers?

DR. MANN: Thanks very much for your question. It opens up
a number of important issues. One is that it's important for me
to explain to you that the World Health Organization, by working
with governments, provides information to national governments.
Since I used to work as health officer in New Mexico, I Kknow that
in the United States that information was provided through the
U.S. Public Health Service and usually particularly through the
Centers for Disease Control to me and I would then apply that to
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people who were traveling to different parts of the world. 1In
the United States WHO doesn't generally reach to the state level.
It reaches the federal government level, which is where I would
feel that it would be most important to get guidance for U.S.
nationals planning to travel.

In terms of Ethiopia specifically, there are advantages and
disadvantages to being a multi-lateral organization. One of the
advantages is that we have sent missions to look at AIDS and to
begin to help governments working on AIDS. The countries have
included Ethiopia, Libya, Iran, Albania, and countries that are
closed to various bilateral missions. In Ethiopia specifically,
we have gone quite far in helping the Ethiopian government
develop their national AIDS plan. We have placed a WHO staff
member in Ethiopia to help work on that problem. Can we solve
all the Ethiopian problems? Absolutely not. Can we help them
deal effectively with AIDS? We think so. Will it work? I don't
know. Is it worth a try? Absolutely. I can't give you the
clear, final, ironclad answer I'd like to be able to give to your
guestion.

I don't know how many people are infected in Ethiopia. I
know that the level of infection has been increasing over the
last few years. Ethiopia is a very complex situation. We will
continue to help Ethiopia fight its AIDS problem and I hope that
a year from now I could give you a lot more information about
the facts about AIDS in Ethiopia. Right now, we have the
beginnings of a program. I hope in a year we'll have a lot more
to say.

DR. SerVAAB: I guess my concern is that even knowing when
the World Health Organization knew that ninety percent of our
typhus was in Ethiopia that people like myself and a nurse from
the Washington, D.C. area who, had gotten all the shots she
needed to go there ended up in Hadassa Hospital being treated for
resniovirus when indeed she became comatose with typhus and
untreated typhus is fatal. There is a magic bullet for it but
yet somehow the information isn't filtering from the WHO to
Indiana and to Washington, D.C. health people who give the
vaccines and send people overseas. There's no vaccine for
typhus but there's a good prevention. Now, that's what I'm
wondering. They said it was because we couldn't get information
from their government, but certainly the WHO did know. You said
it goes to national organizations and then it's ocur fault that it
isn't getting out to the state boards of health and the local
people who send our health workers overseas.

DR. MANN: If I may say, regarding AIDS, because that is my
area of expertise, we are making the point world-wide that AIDS
is a world-wide problem and no matter where you go, no matter
where you go in the world, you've got to be aware that AIDS
likely exists in the country you're going to. There are no safe
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