





























Similar patterns of sharp rises in cases among IV
drug users, with still low but accelerating prevalences
among women and children, are being demonstrated
in other Pattern | countries (Figure 2). In Europe as a
whole, the proportion of AIDS cases attributed to
drug use was only 2 per cent in 1983, by 1985 had risen
to 15 per cent, by 1988 had reached 34 per cent and by
1991 almost 50 per cent. Much of this is due to the
drug-associated epidemics in some Southern Euro-
pean countries, but even in the Northern countries
where transmission is still primarily homosexual, the
proportion of AIDS cases among drug users is
increasing; in [West] Germany, for instance, from 5 per
centin 1983 to 13.2 per cent in 1990. Moreover, in those
places where cases of HIV infection are recorded, the
probability of even steeper rises in AIDS among drug
users, among women, and among men and women
infected heterosexually, is clear. 'Sentinel' screening
among IV drug users in Quebec, Canada, for instance,
produced a rate of 4.2 per cent of HIV infection in
1988, and a dramatic rise to 19 per cent in 1989. The
UK is not a country which is, as yet, experiencing an
explosive increase in reported cases of AIDS among
drug users or among women. Nor is it a country
where individual HIV testing has been actively
encouraged, so that known cases of seropositivity are
likely to be severely underestimated. Nevertheless, the
time trends for AIDS cases according to transmission
categories, Figure 4, with the recorded HIV infection
which shadows them, demonstrates very clearly the
changing epidemic.

Explosive drug user epidemics

In a belt of Southern Europe covering Spain, S France
and lItaly, and in some countries of Eastern Europe,
although homosexually-transmitted infection does
exist, the 'flash-point’ would seem to have occurred
among drug users. This is also true of some of the har-
dest-hit individual cities in other countries, such as
New York and Edinburgh. Once HIV has entered a
previously uninfected IV drug using population, it

Figure 3 Transmission categories for cumulative
AIDS cases (end 1990), United States, males.
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Figure 4 Transmission categories and cumulative
numbers of cases reported, AIDS and HIV infection,
United Kingdom.
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appears that it can spread with frightening rapidity.
For instance, studies of drug users in Bari, Italy, in
1982 revealed a 5 per cent prevalence of HIV, rising by
1985 to 76 per centl5. Similarly, HIV was first detected
among drug users in the city of Edinburgh, UK, in
1983, and by 1985 a prevalence of 51 per cent was
recorded16. In New York, new cases of AIDS among
IV drug users and their partners began to outnumber
those among homosexual men for the first time in
1988. It is estimated that 10-20 per cent of the entire
population of men aged 25-44 is HIV-positive, and 5-8
per cent of all women, with a total of perhaps 150-
200,000 cases in the city. Positivity among drug users
is thought to be as high as 50 per centl There is a high
risk not only among heroin users, but also users of
‘crack' cocaine who may be injectors or indulge in
unsafe sexual behaviour. If drug users are vigorously
policed and imprisoned, HIV infection becomes a
major problem in prisons: in New York City 20-25 per
cent of all new inmates have been found to be infected.

In some of the countries of S Europe IV drug use is
the predominent means of transmission. In Spain
(1989) 66 per cent of all AIDS cases were among drug
users, and three-quarters of the female AIDS cases. In
Italy, the appearance of HIV coincided with an
increasingly severe drug problem which was believed
to be facilitated by the passing of a law in 1975 legalis-



ing possession of drugs for personal use, and by
meagre treatment facilities18 The number of cases of
AIDS attributable to drug use overtook the number
among homosexuals as early as the end of 1985, and in
1989 80 per cent of cumulative cases were attributed to
drug use, if heterosexual contact with users, and the
children of drug users, were included19. Very high
rates of HIV infection have been found among hospit-
alised drug users or clinic attenders, e.g. up to 71 per
cent in Italy, and 54 per cent in Spain. In these coun-
tries, as in New York, rates of infection may be high in
prisons. In Catalonia, Spain, for instance, among over
600 inmates prevalence of HIV infection was 63.2 per
cent among regular IV drug users, and 5.9 per cent
among non-drug-users20.

In these countries there has been a rapid increase in
heterosexually-transmitted cases of AIDS. A high pre-
valence of infection among drug users appears to lead
quite quickly to second-generation heterosexual
transmission, that is, infection among those with no
direct overlap with high risk groups. In Europe, as in
the US, it also leads to increasing prevalence in disad-
vantaged groups or areas: in Italy, for instance, to a
spread to the south, where incomes, unemployment
rates, and welfare services are inferior to those in the
north.

In Eastern Europe, it appears that the epidemic
started some four or five years later than in the West.
In some countries - Hungary, Czeckoslovakia, East
Germany - the spread was among homosexual men.
In others, however, the majority of those known to be
HIV-positive are drug users - in Yugoslavia, for
instance, 72 per cent. In Poland, where two-thirds of
the cumulative AIDS cases were reported only in 1989,
70 per cent are drug users, tending to belong to poorer
social groups.

Bisexuality as a bridge

The first patient with AIDS in the Caribbean region
was diagnosed retrospectively in Haiti in 197921
Between 1983 and 1986, there was an exponential rise
in the number of cases in the region, with a doubling
time of only 6 months. Initially, as in Latin America,
the cases were among homosexual/bisexual men: in
1984 all known cases came into this category. How-
ever, by 1987 the greater proportion of cases were
heterosexual, with male:female ratios greatly dimin-
ishing.

The bridge to the heterosexual population in these
countries appears to be bisexuality, rather than drug
abuse. Religious and cultural taboos may prohibit
open homosexuality, so that the declared homosexual
transmission is artificially low. In other countries of
Latin America, the categories of 'homosexual' or
‘bisexual' have little clear-cut meaning: in Brazil, for
instance, stigma is reported to attach to passive partn-
ers in same-sex activity, but active partners would not
regard themselves as homosexual22. In a number of
countries, including Brazil, Mexico, Haiti, bisexual
men represent at least as large a proportion of AIDS
cases as homosexual. Seroprevalence among them is
high. In two cities and two rural towns of Brazil

(1989), 28 per cent of samples of bisexual men and 23
per cent of those who were exclusively homosexual
were HIV-positive23.

Transmission into the heterosexual population
appears to be particularly rapid under these circum-
stances, with the consequent infection of women and
their children. In the 19 countries of the Caribbean,
there were no AIDS cases among women by 1984. In
1989 32 per cent of cases were female. In Haiti, 9.6 per
cent of pregnant women have been found to be
infected24, and AIDS among infants is a substantial
problem in Jamaica, Haiti, the Bahamas, and Trinidad
and Tobago. Over 40 per cent of prostitutes have been
found to be HIV-positive in Port au Prince, Haiti2S. In
part because of cultural patterns of sexual behaviour,
infection has spread quickly from the primary groups,
extending after about 1987 from the women partners
of bisexuals to men infected by women and infecting
others in turn2l

In Pattern | countries such as those of N America
and Europe, bisexuality has been little studied and
may be more important, as a bridge by which infec-
tion reaches the heterosexual population, than has
been recognised?27. Surveys have suggested that bisex-
ual behaviour is in fact quite common. A consistent
finding in the UK is that 5 per cent of homosexual men
have current female partners, and non-clinic based
community studies indicate that the majority of
homosexually active men have had female partners at
some point in their lives2829,30. Within the previous
year, commonly 10-12 per cent have had female
partners. Clinic-based studies give higher rates, with
up to 30 per cent of homosexually-active men classed
as bisexual. Similarly, in Norway 2.9 per cent of a large
random population sample of men admitted to partn-
ers of both sexes3l, and in Australia, 4.2 per cent of
currently married men and 6.4 per cent of previously
married men had had a male partner in the previous
year32. It has been suggested that in these Pattern |
countries the shift to safer behaviour that has taken
place between homosexual men has not occurred in
relation to female partners, and few tell their female
partners of their bisexuality33. Thus, though seroprev-
alence among bisexual men is commonly shown to be
less, in these countries, than among the exclusively
homosexual29, the potential for spread to women and
their children is undoubtedly real, though less obvi-
ous than in Latin America.

Pattern II: The heterosexual epidemic

Pattern Il countries are those, almost entirely in sub-
Saharan Africa, where HIV has, from its beginnings,
been transmitted primarily by heterosexual sex. It is
largely an urban disease, though it may now be
spreading into rural areas. WHO has estimated that
one in 40 people in Central Africa is HIV-positive, and
AIDS is already the leading cause of death among
young adults in Kinshasa, Kampala, Entebbe, and
other cities of the region. Males and females are
equally affected, and large numbers of infected chil-
dren have been born. One estimate is that in ten
Central Africa countries, during the decade of the












scribing 'microtransfusions' of blood for children,
especially the malnourished, and the official pro-
gramme of demographic expansion, including the cri-
minalisation of abortion and contraception, which
resulted in large numbers of children for whom care
had to be provided. In less dramatic fashion, similar
‘'discoveries' of paediatric AIDS have been made in the
USSR, where (May 1990) 57 per cent of cases consisted
of children infected by medical procedures.

The foreign disease

There remain several countries where the majority of a
small number of cases is reported as due to inter-
course with foreigners abroad. It is not yet clear
whether China will remain such a country. AIDS was
first reported in the SW border region among drug
users, but by mid 1990 a scattering of cases had been
found in other provinces.

In some countries, notably in the Middle East, it is
thought that the prevalence of infection, though
undoubtedly low, is underestimated. Saudi Arabia,
the United Arab Emirates, Irag and Bahrain, for
instance, do not supply any information to WHO. A
tendency to concealment may be fostered by tradition
and culture, where AIDS is seen as associated with
homosexuality, which is culturally unacceptable.
Islamic fundamentalism stresses AIDS as a punish-
ment for sin, and in many societies sex outside mar-
riage, homosexuality and prostitution are unaccept-
able or illegal. Moreover, there may be little access to
HIV testing. Thus knowledge about prevalence is
limited. There are in fact few countries without a
primary infection through early use of contaminated
blood and blood products, though blood screening is
comprehensive in most Middle Eastern countries.

Predictions

For policy formulation, all nations require reliable
statistics, both for current AIDS cases and for the
future burden represented by HIV infection. This
summary of the spread of the epidemic - which, it
must be emphasised, is no more than five or six years
old in visible form - must show clearly that prediction
presents many problems. Incomplete reporting of
AIDS and reporting delays, the impossibility of know-
ing how many people are infected with HIV, changes
in the groups affected, the difficulty of ascertaining or
predicting how sexual behaviour may change, the
effects of possible advances in treatment - all these
mean that forecasts have to change as knowledge
increases, and at best are informed guesses. In fact,
successive revisions of WHO's estimates, now based
on sophisticated methods and an extensive data
bank44, have proved to be accurate. Official forecasts
in the US have also proved reasonably correct: in 1986,
for instance, from a baseline of 19,000 cases of AIDS at
that time, the Coolfont Report predicted 155C00
219,000 cumulative cases at the beginning of
199145The number is in fact within this range.

In other individual countries with "later" epidemics
prediction has proved difficult. Widely differing fore-

casts have been made, with unfortunate consequences
for both policy and the public perception of the epi-
demic. If numbers are revised downwards, there may
be accusations of previous scaremongering, and a
reluctance to take any statistics seriously. Britain,
though by no means the only country to which this
applies, provides an example. Initially, there were
forecasts of an alarmist nature: for instance, 3 million
infected with HIV by 1991, rising to 12 million by
199446. In 1986, extrapolating from early trends, 3,000
new cases of AIDS were predicted for 198847, though
in fact only 755 were reported. The early doubling of
cases each year led to predictions of 12,000 new cases
in 199048, when in the event the actual figure was
approximately only one-tenth. In 1988, the govern-
ment-commissioned Cox Report49, basing its esti-
mates on the numbers of people thought to be infected
with HIV in 1987, predicted (while emphasising the
unreliability of the available data) a range of 10,000-
30,000 cases of AIDS by 1992. The cumulative number
of deaths by the end of the century might reach
100,00060. In 1990 it became obvious that these were
over-estimates, and early in 1991 the figures were
revised to a possible 30,000 deaths51. The proportion
of these among women is expected to rise eventually
to 40 per cent. As information about existing HIV
infection accumulates, predictions will become more
accurate. It is emphasised, however, that they are still
extremely speculative, and in Britain as elsewhere
dependent on the changing patterns of the epidemic.



4 ECONOMIC COSTS

It would be naive to pretend that perception of the
actual or predicted economic costs of the epidemic
will not affect national policies. These are, however,
difficult to estimate. Uncertainty about the future
course of the disease, changes in therapy or in the
duration of treatment required, changes in policy con-
cerning the location or type of care - all these make
prediction a matter of guesswork. The economic
evaluation of the effectiveness of care programmes is
equally difficultl Even the analysis of current costs is
problematic, since the question of what to include -
costs of testing? of education and training? of informal
and community care? in less developed countries, of
concommitant diseases such as TB? - means that eco-
nomic studies provide widely differing figures. There
are many predictions, and a number of retrospective
analyses, but it is probably generally true that coun-
tries find themselves unable to isolate the true current
cost of AIDS to any useful extent.

In developed countries the medical costs, though
not small, are still relatively so in relation to total
health budgets. One estimate in the US in 1988, for the
predicted 270,000 AIDS cases 1981-91, was US$22 bil-
lion, with an estimated US$80,000 lifetime treatment
costs for every individual: approximately 1.5 per cent
of national health care expenditure2. Another estimate
of direct medical costs was 0.2 per cent of personal
health expenditure in 1985, rising to 1.4 per cent in
1991. Indirect costs, including the economic costs of
years of productive life lost (high, of course, for a dis-
ease affecting mainly younger people) were estimated
to be 1.2 per cent of the total indirect costs of all illness
in 1985, rising to 12 per cent in 19913. In France, in
1990, medical costs totalled some FFr2,200 million,
about 1.2 per cent of total hospital budgets, and were
expected to rise to FFr2,700 million in 19914.

Retrospective analyses have shown higher costs
than predicted. In the US, mean costs per person per
year in ten studies ranged (in 1986 US$) from $29,100
to $75,200. In Europe, on the other hand, costs were
lower: six studies showed a range, in similar 1986 USS$,
from $18,800 to $46,800 per person per year5. In
France, the inpatient costs were estimated at $26,300
per patient/year, and in Munich, [West] Germany,
with outpatient costs included, $22,916h. In the UK,
the figure was £31,1867. Studies are difficult to com-
pare, however, since even if only health system costs
are being considered, some are confined to hospital
care, while others include outpatient care. The stage of
the disease at which the patient is entered into eco-
nomic studies is also relevant: this may be only when
hospitalised, or at the point of diagnosis of AIDS, or at
the point of being found to be HIV-positive.

In Britain, an early governmental project to assess
costs used two approaches: patient costing using med-
ical records, and district costing, aiming to extract
HIV/AIDS costs from total costs within health dis-
tricts. An example of the latter estimated total HIV/
AIDS expenditure in one district, Oxfordshire, in
198879 at £1.6 million, or 1.2 per cent of total district
spending. The areas of counselling, testing, etc., were
allocated 15.5 per cent of the expenditure and 14.1 per
cent went to teaching and research. Costs per

patient/year for each AIDS patient were £17,000, but it
was noted that current costs from diagnosis to death
are likely to be at least 1.5 times as great, since patients
were more likely, at an earlier date, to enter the system
at a later stage of the disease8.

Total costs of care - that is, including informal,
voluntary and social care as well as medical care - are
of course much greater. In a study of people with
HIV/AIDS in four English and one Scottish localities
the costs of formal and informal social care ranged
between £88-105/week for each person with AIDS,
and £17-19 for each HIV-positive individual. The
aggregate cost for such care, nationally, was estimated
to be £20-30 million annually. The cost to local authori-
ties of supplying services (excluding health services)
ranged, in the year 1989-90, between £665,000-
1,165,000 in the five study areas, with allocations to
voluntary agencies ranging, in different districts,
between £63,000 and £803,0009.

In all societies the burden on the public purse will,
of course, depend on the ratio of financial responsibil-
ity between government and private insurance or
other health provision. Even though these costs may
be only a small proportion of total health budgets,
they will obviously have serious resource implications
in countries with publicly-funded services, probably
already under pressure. In countries where public ser-
vices are provided only for the indigent, problems
arise because of difficulties in obtaining private insur-
ance and because of the rising prevalence among drug
users, who typically have more complications and less
ability to pay or find sources of care. In western coun-
tries, AIDS cases have tended to be concentrated in
large centres, and the impact of costs may fall une-
qually on city budgets. In the US, for instance, prob-
lems have been created by the inadequate patchwork
of health insurance coverage and the consequent bur-
den on Medicaid, already held to be underfunded10.
In 1991 it was claimed that the public hospital system
was being overwhelmed, in New York and other
cities, by the increasing number of low income or
uninsured AIDS patients, and requests were made for
an annual US$2,000 million in federal funds to prevent
the collapse of the system.

In developing countries the economic implications
are, of course, infinitely more menacing. Costs have to
be seen within an environment of mounting national
debt, and the economic implications of the epidemic
must include the loss of young adults on which econo-
mies depend, especially for farming labour. In Zaire,
deaths by 1990 have been estimated as accounting for
a loss of 8 per cent (US$350 million) of GNP. In many
HIV-affected nations hospital services account for
60-70 per cent of health budgets, and there are many
reports (Table 3) that half or more of caseloads may be
associated with HIV. It would seem that AIDS patients
are displacing others who might have been admitted:
in Zaire, for instance, dramatic increases in mortality
for non-AIDS hospitalised patients suggests that they
are being admitted only at a more serious stage of ill-
ness. In 1989, it was estimated that in Africa government
per capita spending on health varied between US$1 and
10 per year, and the cost of caring for 10 people with



AIDS in the US was greater than the entire budget of a
large Central African hospitalll. In 1988, the direct
cost of health care for each person with AIDS in Tan-
zania and Zaire ranged from US$100 to US$1,50012. In
some countries, the cost of one HIV test is more than
the annual per capita budget. In Zaire, the cost of only
one episode of hospitalisation for AIDS is estimated to
be more than three times average monthly incomel3
Obviously, in these countries economic considerations
prevent the possibility of treatment with expensive
drugs, and severely restrict treatment options.

These different patterns of the epidemic, levels of
prevalence, and potential costs, together with different
cultural and political backgrounds, may be expected
to affect the response which nations have made. No
attempt is made here to list the control policies of all
the countries of the world: such lists detailing, for
instance, entrance requirements world-wide have
been published by WHOL In the discussion of control
policies there is inevitably some emphasis on more
developed countries. The less developed, though they
may have wide ranges of non-governmental organisa-
tions engaged in preventive and educational work, are
less likely to have the complex legal and administrat-
ive structures available for formal control policies.
This is not to suggest that energetic measures have not
been taken. Uganda, for instance, has been notable in
Africa not only for a commitment to openness but also
for strong policies: in 1990, the raising of the age of
consent from 14 to 18, the proscribing of prostitution
and homosexuality, and the redefinition of the crime
of incest to include the extended family. In less deve-
loped countries generally, however, policies are less
easy to ascertain and list.

Surveillance and control may of course be applied
at various levels. The widest level is the international.
The extent to which a country participates in WHO
programmes may be part of national policy. WHO
dates the beginning of its 'global mobilisation' against
AIDS from a meeting held after the first International
Conference on AIDS in Atlanta, US, in 1985. During
late 1985 and 1986 the Global Programme on AIDS
was drafted, with the objective of unifying interna-
tional efforts and assisting the national programmes
of less well-resourced countries. This was subse-
quently adopted by the World Health Assembly
(Geneva, 1987), the Venice Summit of Heads of State
(1987), the United Nations General Assembly
(Geneva, 1987) and the World Summit of Ministers of
Health (London, 1988). Guidelines have been pro-
duced for the development of national AIDS preven-
tion and control programmes, especially for less-
developed nations: a 'Short-term Plan' of 6-12 months,
reviewing the known prevalence of HIV infection,
identification of the groups at risk, and initial public
information and education; and a ‘Medium-term Plan’
of 3-5 years, with the implementation of blood screen-
ing, the encouragement of specific behaviour change,
and the coordination of AIDS control with primary
health care strategies. Most nations have completed
their short-term plans and have medium-term plans in
progress.

At national levels, most countries have National
AIDS Committees or other overseeing or policy
bodies. The position is more complicated in those
nations with federal structures, where even though
policy is made by national governments, state govern-
ments may choose different approaches. In particular,
states may favour stronger measures, as has happened
in eg the US and (West) Germany. For instance, in
Australia, though there has been clear guidance from
the National Strategy, with an emphasis on the provi-
sion of care and education, the prevention of discri-
mination, decriminalisation of prostitution and



homosexuality, and education and methadone main-
tenance programmes for drug users in prisons, the
States have implemented these guidelines in the light
of their own epidemiology and political situations.
New South Wales, for instance, has been at the fore-
front of educational and care programmes for
homosexual men, and services with and for pros-
titutes or drug users. In Queensland, on the other
hand, homosexuality remains illegal and segregation
is applied in prisons.

In every country, non-governmental organisations
and self-help groups have had notable parts to play in
practical policy, whether in Western or developing
countries. National policies may differ, of course, in
the extent to which non-governmental organisations
are explicitly involved in the policy process. In the US,
for instance, a traditional belief in the efficacy of the
non-governmental sector has meant that voluntary
organisations have been looked to for the provision of
both education and service provision. In countries
without universal health or social services, voluntary
and charitable organisations may obviously have a
particularly important role. Even where national
health services exist, policies may differ in the extent
to which these organisations are seen as a substitute
for central funding.

Surveillance, screening and testing

The identification of cases of AIDS, and HIV infection
to the extent that it is possible, is of course the first
instrument in any nation's control policy. Many coun-
tries or states quickly added AIDS to their existing
lists of infectious or venereal diseases requiring com-
pulsory notification, so that previous laws apply (for
instance, Iceland, Mexico, Sweden, Poland). In the UK
the provisions of the Public Health (Control of Dis-
ease) Act were extended to cover AIDS in 1984, but it
was not made a notifiable disease: reporting remains
on a voluntary basis, as it does in eg Belgium or the
Netherlands. In others, AIDS has not been designated
as a communicable or sexually-transmitted disease: in
France, for instance, it has been suggested that this is
because of sensitivity to extreme laws passed by the
Vichy regime in relation to STDs during World War Il.
The reporting of AIDS is mandatory in 24 of the coun-
tries of Europe, and voluntary in seven. In the US
reporting of AIDS cases to health department regi-
stries has been mandatory in every state since 1983.
Fewer administrations require named HIV-positive
individuals to be reported, though testing laboratories
may be expected to report positive cases anonym-
ously. In Finland, named reporting is required, except
by specially appointed ‘confidential' physicians. In
Canada, reporting is mandatory in eight provinces. In
the US 33 states require reporting, in 21 cases named,
with confidentiality protection. Among those states
which do not require reporting, notification may still
be required in certain circumstances, such as some cri-
minal cases. In Japan, an AIDS Act of 1989 enforces
anonymous (or in certain circumstances named)
reporting by strong sanctions. An example of a coun-
try where any mandatory reporting is rejected, how-

ever, is (West) Germany, with its strong culture in
modern times favouring an absolute right to privacy,
and extreme sensitivity about the possibility of data
abuse. Similarly, confidentiality and non-coertion are
emphasised in Denmark, where there is no reporting
of HIV. These differing approaches obviously have
implications for comparative knowledge about the
extent of infection in different countries.

Legal sanctions

Those exceptional cases seen as posing a special threat
are likely, of course, to attract special sanctions
everywhere. Knowingly or deliberately spreading
infection may be construed as assault, manslaughter,
or murder, under existing criminal law. Alternatively,
sanctions may already be available for those seen as
‘recalcitrant’ or dangerous under ordinary public
health legislation. A number of prosecutions has been
brought in the US against the HIV-positive for spit-
ting, biting, spattering blood, having sexual inter-
course or donating blood. However, since criminal
intent is difficult to prove, several states have enacted
specific statutes, creating a criminal offence of having
sexual intercourse without informing the partner of
known infection. Notably severe penalties are avail-
able in eg S Carolina and Louisana. Similarly, the 'wil-
ful' transmission of HIV has been made a criminal off-
ence in eg New South Wales and Victoria, Australia, in
Luxembourg, Czechoslovakia and Bulgaria, and by
the Prevention of AIDS legislation of 1991 in the USSR:
in some of these countries, the penalties are severe. In
the USSR hospital staff are criminally responsible if
'hygienic' rules are broken.

The extreme sanction is the possibility of quaran-
tine. Public health regulations may already allow for
isolation or enforced 'treatment' for sexually trans-
mitted or infectious disease, and HIV/AIDS can be
included among these. In other cases, eg in Sweden
and some states of the US, the isolation of persons
who 'pose a threat to public health' because of HIV/
AIDS can be expressly authorised. The only countries
which have legislated for the possibility of quarantine
of all those infected with HIV are China, N Korea and
the USSR, and the only country in which segregation
is known to have been practised on any scale is Cuba.
There is no evidence anywhere that policies of isolation
can be successful in controlling the spread of infection.

Entry controls

Many countries have instituted regulations prevent-
ing the entry of certain foreigners infected with HIV.
Particularly where infection is seen as threatening
from 'outside’, this is a way in which governments can
appear to be acting strongly, and protecting their
populations. The controls are, however, commonly
arbitrary and illogically applied.

In some cases the requirement is that an HIV test
should be taken on or after arrival. In others, certific-
ates must be produced on arrival. In many countries
potential immigrants known to be HIV-positive or to
be suffering from AIDS could be excluded, of course,



by the application of existing health regulations, and
these may be brought into play in 'suspicious' cases
without the necessity for specific regulations.

The most usual targets for regulations are foreign
students, applicants for work permits, and potential
immigrants. Countries requiring HIV tests or certific-
ates for foreign entrants who intend to stay for varied
periods include Pakistan (longer than 1 year), USSR (3
months), China (1 year), Egypt (1 month), Philippines
(6 months), Saudi Arabia (1 month). South Africa has
required testing for migrant workers from Malawi.
India requires test certificates for those staying for
over one year, but makes certain exclusions such as
those working in foreign missions or journalists. Other
countries specify certain classes of visitor who must
be tested: in the Philippines, for instance, foreign
seamen, US service personnel, and members of inter-
national agencies and their families. Many countries
insist on HIV-negative certificates for foreign resid-
ents or applicants for residence, and in several there
are reports of foreigners who prove HIV-positive
being deported (eg China, USSR, Somalia, Goa). Other
countries (eg Iceland, Finland, Norway) offer volun-
tary testing to immigrants. In the US, an amendment
in 1987 to the Immigration and Nationality Act added
HIV to the list of 'dangerous' contagious diseases,
thus making it a bar to immigrant status or to a visi-
tor's visa. Temporary visitors could acquire a waiver
under certain conditions (visits to family, on business,
or for medical treatment), but a distinguishing code
was originally stamped on the passport. In 1990, a
more confidential form of recording was introduced
following wide condemnation of these practices at the
time of the VIth International Conference on AIDS.

While the desire of countries to protect themselves
from accepting immigrants who bring the possibility
of high medical costs is understandable, the particular
features of HIV render many of these measures prob-
lematic as far as protection from infection is con-
cerned. Many of the countries which screen foreign
students or long-stay foreigners exclude such groups
as business travellers, airline personnel, or diplomats
from the regulations. No country except Iraq insists on
tests for short-stay visitors, because of the loss of tour-
ist or business income. Only a few (USSR, Cuba, Bul-
garia, Iraq, Syria, reportedly in Korea) test their own
citizens returning from abroad. In any case, of course,
the possession of an HIV-negative certificate at the
time of entry is not in fact a guarantee of freedom
from infection.

Ascertainment of HIV infection

The extent to which HIV testing is used as an instru-
ment of control and surveillance varies greatly. Test-
ing can be mandatory (applied to particular groups,
or, rarely, to whole populations), encouraged volun-
tarily, not encouraged, or simply unavailable. The
results can be compulsorily notified, voluntarily noti-
fied, or not centrally recorded at all. In Europe, the
reporting of HIV is mandatory in 17 countries, volun-
tary in 6, and not reported in 8. Screening, or the
examination of entire populations or groups within

populations, is usually distinguished from testing, the
determination of infection in an individual.

Screening for donations of blood, tissue, semen, etc,
is obviously an essential control measure. Other
screening has proved a controversial issue, however,
on which there has been little agreement. Epidemiolo-
gical surveillance and health care planning require the
ascertainment of levels of HIV infection, for the future
magnitude of the epidemic is primarily determined, in
the absence of ‘cure’, by the current extent of HIV. Itis
often argued, however, that general screening, even of
groups held to be 'high risk’, is unjustified: if compul-
sory, it raises ethical problems; if voluntary, it is ineffi-
cient for epidemiological purposes because of selec-
tion bias in the participants. There are also the prac-
tical problems (besides, in developing countries, the
question of resources) of what is to be done with, or
for, those who are seropositive.

There are few countries where the compulsory HIV
testing of some groups is not possible. There is, how-
ever, a wide range of practices from, at one extreme,
the possibility of testing without consent only in very
rare circumstances (eg where there is thought to be a
danger to others, perhaps health-care personnel) and
at the other, widespread mandatory testing. It should
be noted that any compulsory testing (other than
voluntary donors of blood or other tissues or organs)
was declared ‘inconsistent with international human
rights standards' by the International Consultation on
AIDS and Human Rights, July 19893. Nevertheless,
most administrations have seen their duty to protect
the health of their populations as over-riding, in some
cases, the rights of particular groups of individuals. In
the US, there are statutes permitting the testing with-
out consent of persons convicted of crimes associated
with the possible transmission of HIV - assault, rape,
or the sale or use of illegal drugs.

The mandatory screening of whole populations is a
draconian course which is obviously expensive. It has
been attempted in Cuba, and in the USSR, where 55
million of the population are reported to have been
tested. In Bulgaria, almost a third of the population
had been tested by December 1989, finding only a few
HIV-positive individuals. Total population screening
was abandoned in Romania late in 1989 because of
lack of resources.

If total population screening is rejected, the compul-
sory screening of target groups may be substituted.
Screening may be mandated for 'cases presumed to be
infected' (in Finland, Bavaria, Israel, Japan, Louisiana
in the US) or persons thought to be 'an imminent
threat to public health' (Florida, Texas, Nevada and
many other states of the US). In several countries, test-
ing can be applied, even without consent, to patients
who are thought to put medical staff at risk. In Peru,
all hospital patients may be tested, and in the USSR,
patients who have been receiving polytransfusions.
Patients attending STD clinics are automatically tested
in some countries (eg Hungary, Czechoslovakia). Hos-
pital staff are tested in Iceland.

More specific groups thought to be ‘'at risk' may also
be chosen for compulsory screening. This applies to
foreign students in many countries, with the deporta-



