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Health Law and Ethics —

~ HIV Infection and AIDS in the
~ Public Health and Health Care Systems

The Role of Law and Litigation
Lawrence O. Gostin, JD; David W. Webber, JD

, The AIDS Litigation Project has reviewed nearly 600 involve the courts and legislatures at all levels, Furthermore,
reported cases involving individuals with human immuno-  because of the high level of patient activism and advocacy, as
deficienicy vitus (HIV) infection and acquired immunodefi-  well as immediate public access to new developments in scien-
ciency syndrome (AIDS) in the federal and state courts in tific and medical information, including that available via the
the United States between 1991 and 1997. Cases were  Internet, law and policymaking have not been the exclusive
identified through a federal and 50-state computer and li-  preserve of medical experts or other professional specialists.
brary search. An important subset of litigation relates to The resulting democratization of policymaking processes has
HIV/AIDS in the public health and health care systems,  heightened theimpact that legislatures and courts have had on
| since the law affects health care institutions and profes- the public health and health care systems.
, sionals, patients, and public health policy in America. This Deeply divisive questions have emerged relating to in-
I subset of HIV/AIDS litigation includes testing and report-  formed consent for HIV testing, named HIV reporting, con-
: ing; privacy, the duty to warn, and the right to know; phy- fidentiality vs the duty to warn, and an HIV-infected physi-
sician standards of care in prevention and treatment; and cian’s right to practice. These and many other questions have
discrimination and access to health care. In broad terms, come to be decided by legislatures and courts. The results are
the review demonstrates a reliance on voluntary testing by no means uniform or consistent. Court decisions in similar
and protection of patient privacy through HIV-specific stat- cases sometimes conflict, and legislatures in different juris-
utes and the common law. Negligence with potential civil  dictions at times take markedly different approaches. Never-
and criminal liability has been alleged in cases of errone-  theless, legislation and litigation provide a window through
ous or missed diagnosis of HIV infection. In the first AIDS  which the HIV epidemic’s troubling questions, arising in re-
case to be considered by the Supreme Court, the Courtwill  lation to the delivery of health care services and the formula-
l decide whether patients with asymptomatic HIV infection  tion of complex public health policy, ¢an be examined.
are protected under the Americans With Disabilities Act. This article is part of the AIDS Litigation Project,* which
| Considerable progress has been made, both socially and  hasreviewed nearly 600 cases reportedinthefederal andstate
legally, during the first 2 decades of the epidemic, but much courtsin the United States between 1991 and 1997. The meth-
still needs to be accomplished to protect privacy, prevent ods involved a federal and 50-state computer and library
discrimination, and promote tolerance. search of all reported cases involving HIV infection or AIDS.
JAMA 1998:219:11081113  This article discusses an important subset of litigation relating
to HIV/AIDS in the public health and health care systems.
THE EPIDEMIC of human immunodeficiency virus (HIV)  (The complete AIDS Litigation Project report can be found in
infection and the scquired immunodeficiency syndrome the Library section of the HIV/AIDS Information Center at
(AIDS)has had powerful personal, social, and economiceffects  http:/www.ama-assn.org.)
throughout America—in employment, housing, insurance,
education, prisons, and many other aspects of life.! Yet, per-  IDENTIFYING CASES OF HIV INFECTION:
haps the most profound effects of the epidemic have beenin ~ TESTING AND REPORTING
the public health and health care systems.? Public health and Issues of law and public policy take on new urgency as the
medicine have responsibilities to monitor, prevent, and treat HIV/AIDS epidemic experiences a paradigm shift. Combina-
HIVinfection. At the same time, the nation has struggled with  tion antiviral therapies and clinical prophylaxes provide for
] the task of reconciling patients' rights to privacy and nondis- the first time an opportunity for a longer, higher quality of life
crimination with collective righte to public health protection. for persons living with HTV.® Combination therapies have
‘ Given the high degree of ongoing social conflict caused by the markedly reduced the incidence of AIDS,"have lowered rates
‘ epidemic, it is not surprising that, unlike past infectious disease of perinatal transmission,’ and potentially may diminish.in-
|
|

outbreaks, attempts to resolve contentious issues consistently fectiousness by decreasing viral load. With these new treat-
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ment opportunities, it becomes eritically important to identify
persons at the earliest stages of HIV infection and to ensure
full and fajr access to the health care system.

‘Pesting, since the approval of an HIV antibody test in early
1985, has been considered essential for HIV prevention. With
more recent advances in antiviral and prophylactic treat-
ments, testing has also become important asan entréeintothe
health care system. Public health and medical authorities rec-
ommend that all persons at rigk should know their serologic
statns, and many want to see the “routinization” of HIV test-
ing. A broad range of testing gervices are desirable, such as
testing by primary care clinicians and hoapitals, public clinies,
“alternative” (anonymous) test sites, and home testing. The
technological development of “rapid” tests and analyses of
galiva and urine will make testing easier for the publie.

Despite the manifest clinjeal and public health benefits, test-
ing may result in loss of privacy, increased social stigma, and dis-
crimination. As a result, many state legislatures have enacted
special requirements for HIV testing. State legislation requires
informed consent, often in writing, as well as pretest and post-
test counseling. While counseling and consent are thought tabe
important to enhance patient autonomy, ironically, they domake
it more burdensome for health care professionals to “routinize”
HIV testing and bring it into the mainstream of medicine.

Voluntary testing is almost universally recommended, and
most states have abided by an ethic of voluntarism. Compul-
gory, nonconsensugl testing has been undertaken only in lim-
ited cireumnstances and principally for nonmedical purposes. Thus,
mandatory tests are imposed, for example, on US military** and
foreign service personnel," immigrants,” and certain sex of-
fenders.’1* In the health care setting, however, compulsory test-
ing violates statutory and common law requirements for in-
formed consent and may violate nendiserimination statutes’® or
constitutional prohibitions against unreasonable searches and
seizures.’® Although a Pennsylvania court held that HIV test-
ing without patient consent or knowledge did not violate state
common law doctrines of informed consent or invasion of pri-
vaey,V? that ruling was subsequently overturned by statute.®

Some states permit nonconsensual HIV testing of patientain
limited circumstances. An Alabamastatute, forexample, allows
testing without consent if (1) the patient is at “high risk” of
snfection; (2) knowledge of the patient’s gerologic status is nec-
essary formedical care; or (3) knowledge of HIV statusisneeded
for the protection of health care personnel. A federal district
court found the high-risk classification to be unconstitutional
because a patient could be arbitrarily classified, but upheld the
other 2 classifications.” Many states allow compulsory testing
todeterminethe HIV statusofa patientintheevent ofaninjury
to & health care worker, emergency response employee, Or cor-
rections officer that poses a risk of HIV transmission.

Scientific evidence that anti-HIV therapy could significantly
reduce perinatal transmission, together with new treatment
opportunities for newborns, has led legislatures to consider
mandatory testing of pregnant women and newborn infants,
Under federal law, states must at a minimum follow Centers for
Disease Control and Prevention (CDC) guidelines recormmend-
ing counseling and voluntary testing for all pregnant women. If
federally set targeta for reduction of perinatal HIV transmis-
sion are not met, mandatory measures ensue.® At the state
level, several legislatureshave enactedlaws that mandate coun-
seling and make voluntary testing available. These federal and
state statutes may set a standard of cure in tort, so that failure
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to counsel and offer testing to pregnant women may result In
physician liability for wrongful life or wrongful birthinthe event
that the infant is born with HIV infection? New York has
enacted a law requiring mandatery testing of newborns, even
though a positive antibody test reveals the serologic status of
the mother. New York's law also requires disclosure to the
mother and protects confidentiality.Z That law is ewrrently un-
der court challenge on constitutional grounds.®

Since the earliest moments of the epidemic, all states have
required named reporting of CDC-defined AIDS. By contrast,
28 states require HIV reporting,® and 3 additional states con-
duet HIV surveillance for pediatxic cases only.® All HIV re-
porting states except Maryland and Texas are name based.™
The CDC recently recommended that all states move to &
system of HIV surveillanee.! The CDC also recommends that
states (unless otherwise required by state law) provide alter-
native test sites where names of persons with H1V infection
are notreportable, Tenstates proscribe nonreportable, anony-
mous testing ¥ North Carolina’s closure of publicly funded
anonymous HIV test sites was upheld as a valid exercise of the
state's public health powers®

The predominantly voluntary approach to BIV testing and
the absence of a national HIV surveillance system hag re-
sulted in concerns that HIV/AIDS has acquired a special or
“exceptional” status.” In New York State, prominent medical
organizations sued to compel the health commigsioner to in-
clude HIV in the official list of sexually transmitted diseases
(STDs). By failing to classify HIV as an STD, the commis-
sioner declined to trigger his powers for campulsory testing,
reporting, and contact tracing. New York’s highest court held
that the classification of diseases was within the commission-
er's discretion and affirmed the reasonableness of hia belief
that the exercise of mandatory powers would not serve an
important public health purpose.®

PRIVACY, DUTY TO WARN, AND THE RIGHT TO KNOW

Privacy of HIV data has been thought to be necessary for
both patient autonomy and publichealth.* Privacy safeguards
against social stigma and discrimination and allows each per-
son to make decisions for heyself concerning disclosure, Pri-
vacy also supports trusting clinical relationships and partici-
pation in public health services such as testing, counseling, and
partner notification. Most states have HIV-specific statutes
requiring confidentiality of HIV data.® Litigation claiming
wrongful discJosure of HIV-related information hasbeen com-
menced against numerous indjvidual and institntional provid-
ers during the course of the epidemic, including hospitals,®
physicians* and health departments.” '

Guided by the mandates of the provider-patient privilege and
state HIV confidentiality Jaws, health care professionals are
generally prohibited from revealing a patient’s HIV-related
information.®* In fact, some state privacy statutes specifically
protect HIV information within the health care or social service
setting?” Intentional disclosure is only 1 way to breach confi-
dentiality. A health care facility’s negligent failure to protect a
medical record from disclosure may also violate privacy ¥ How-
ever, not all disclosures result in liability. 1{ the health care
provider can presenta comnpelling reason for disclosure, 8 court
may allow it. The courts balance the need for the disclosure
against the harm done to both the individual’s privacy and the
publicinterest and often have little difficully finding against the
individual's privacy right. Using such a test, a Pennsylvania
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court anthorized a hospital to disclose 8 physician's HIV status
to 280 patients who had received invasive procedures.” In an-
other case, a cqurt held that a public health agency’s diselosure
of confidential HIV information to aid in a criminal prosecution
was permissible; the criminal activity was deemed a waiver of
confidentiality *’ In contrast, ancther court prohibited law en-
forcement access to public health records.

A major tension exists between confidentiality and the
“right to know.” Health care workers and others who perceive
themselves to be at risk for HIV infection in the workplace
claim the right to know the HIV status of patients or othera.
Generally, beeause infection control precautions in the health
care setting are both the standard of practice and highly ef-
fective, right-to-know claims are difficult to maintsin. For ex-
ample, a surgeon’s lawsuit alleging emotional distress caused
by learning, after the fact, that his surgical patient was HIV
positive was rejected. € Similarly, if morticians and emergency
response employees use universal infection control precau-
tions, therisk of HIV transmission isnegligible. Nevertheless,
federal law authorizes, under certain circumstances, disclo-
sure of HIV information to morticians and emergency re-
sponse warkers upon their request.” But whether right-to-
know eclaims will be successful in generating damage awards
seems questionable. In 4 West Virginia case, a mortician filed
a tort action against a hospita) for failing to inform him that a
corpse he had handled was econtaminated with HIV. The cowrt
found no liability in the absence of actual exposure.“

Fear of HIV Exposure in the Health Care Setting

Many cases have been filed by patients claiming that indi-
vidual or institutional health care providers are liable for ex-
posing them to the risk of HIV transmission without their knowl-
edge. Patients argue that health care professionals negligently
caused them emotional distress by failing to warn or failing to
prevent some contact that is perceived to pose a risk of trans-
misgion. These plaintiffs seek compensation for their mental dis-
tress and anguish. Recognizing the litigious nature of Ameri-
can society, many courts imit fear of HIV claims by requiring
proof that the plaintiff's mental distress is a result of circum-
stances poging an actual risk of HIV transmission. Plaintiffs who
fear an objectively nonexistent or unprovable risk generally will
not be compensated.*** Furthermore, many courts limit com-
pensation to distress oceurring during the “window of anxi-
ety,” the period between learning of possible exposure and ob-
taining a reliable HIV-negative test result.* In 1 case, a surgieal
patient provided her own blood for transfusion, but the sur-
geon transfused another donor’s blood. This negligence caused
emotional distress that, in light of plaintiff's precautions, was in
the court’s view both reasonable and foreseeable.®

HiV-Infected Health Care Professional's Duty to Disclose

Several courts have held that health care professionals huve
a duty to disclose their HIV status to patients or heaith au-
thorities, assuming that their professional activities pose a
risk of transmission to patients. The Muryland Court of Ap-
peals ruled that a surgeon has a duty to inform his patients of
his infection; even if the patient has not actually been exposed
and tests HIV negative, the contact with the surgeon may
subsequently give rise to a claim for the infliction of mental
distress due to fear of transmission.™ Courts justify orders to
disclose based on aduty to protect patients and on the doctrine
of informed consent® Requiring disclosure to patients, of
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course, ¢an severely jeopardize & health care professional’s
career. To avoid this result, some states allow the professional
to continue practicing, with appropriate restrictions and su-
pervision, but without disclosing his or her HIV status.

The Duty ta Warn Third Parties at Risk

Many state laws permit, but do not require, diselosure by
physicians to third parties known to be at significant future
risk of HIV transmission from patients known to be infected.®
Thus, if a physician reasonably believes that a patient will
share drug injection equipment or have unprotected gex with-
outinforming a partner ofthe risk, the physician has discretion
to inform the partner. Under some disclosure laws, the phy-
siclanisrequired to first counsel the patient torefrain fromthe
risk behavior, and, in providing the third-party warning, the
physician is prohibited from disclosing the patient’s identity.
In the absence of state laws permitting such disclosure, phy-
sicians may be held liable for breach of confidentiality for dis-
closing patient information to sex partners.”

The “duty to warn” may extend to nonpatient third parties
in other contexts, based on the provider's primary duty to the
patient. Thus, health care professionals have a duty to inform
patients that they have been transfused with HIV-contami-
nated blood, and this duty may extend to third parties. A
physician in 1 case failed to inform a teenager or her parents
that she had been transfused with HIV-contaminated blood.
When the young woman's sexual partner tested positive for
HIV, the court upheld his claim against the physician based on
the physician’s failure toinform the patient.” Similarly, courts
have held that a health care professional’s duty to inform a
patient of his or her HIV infection may extend to those the
patient foreseeably puts at risk such as a spouse® or family
member caregiver #On the other hand, courts have ruled that
disclosure is wrongful in cases in which the third party, such as
a family member, is not at actual risk of infection, or the phy-
sician has no knowledge that the patient has failed to disclose
to the partner.%

PREVENTION AND TREATMENT:
PHYSICIAN STANDARDS OF CARE

Negligent Diagnosis of HIV/AIDS

Patients who have been erroneously informed that they are
HIV-infected, whenin fact they are not, have filed suit againat
their health care providers for negligent infliction of emotional
distress. Some of these plaintiffs have argued that an HIV-
positive diagnosis is a “death sentence” that inflicts extreme
psychological harm. To limit recovery to only those cases in-
volving a significant claim for compensation, some courts have
refuged to award damages unless the mental distress arose
from or led to physical injury. For example, courts have held
that increased blood pressure is not an adequate injury, but
that adverse effects of AIDS treatments or apatient’s attempt
at suicide would suffice to justify liability . Other courts have
not imposed a physical injury requirement.¥

Providers may also be liable for negligently failing to diag-
nose HIV infection. In 1 case, a jury awarded more than 31
million in a ¢ase in which an earlier diagnosis would have de-
layed by 1 year the onset of symptoms, disability, and death.®
A physician may also be liable for unnecessary delay in noti-
fying a patient of exposure to HIV®™ and may be liable to the
patient’s sexual partner who is subsequently infected.” How-
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ever, providershavenotbeen held liable for failure to diagnose
and effectively treat HIV unless the plaintiff haa shown 2
causal connection between their failure and the injury suf-
fered.® In the early years of the epidemic, failure to diagnose
HIV infection did not expose the provider to significant liabil-
ity, since treatment options and likelihood of success in treat-
ment were limited. But as treatments for H1V illness develop
to higher levels of efficacy, failure to render a prompt diagno-
sis or failure to initiate prompt and appropriate treatment
may expose providers to increasing liability.

Distribution of Drug Injection Equipment

Public health® and medical® authorities recommend that phy-
gicians counse] drug users to use a new syringe and needle for
every injection. Syringe exchanges havebeen establizhed at the
atste and local levels to prevent transmission of HIV and other
blood-borne pathogens.® Nevertheless, a web of state statutes
create criminal offenses for the sale, distribution, or possession
of syringes and needles %% These laws pozse the threat of pros-
ccution to public health officials and community activists who
distribute sterile needles and syringes, and, In some ¢ases, pros-
ocutions have resulted. The Washington Supreme Court, how-
ever, upheld syringe exchange as a valid public health me:a-
sure. The court reasoned that the health department had acted
in pursuance of an AIDS statute that granted the department
the general power to implement prevention strategies.” Fed-
eral law prohibits use of federal funds for syringe exchange un-
til the secretary of health and human gervices certifies that ex-
changes are effective in preventing HIV infection and do not
encourage drug use.”

DISCRIMINATION AND ACCESS TO CARE

The HIV epidemic has been characterized by a high level of
gocial opprobrium against those infected or suspected of being
infected. As aresult, individuals with HIV infection routinely
encounter discrimination in many aspects of their lives. Dis-
crimination in the health care setting, however, is especially
permicious, depriving patients of necegsary services and un-
dermining their trust in the gystem's commitment to provide
them with the care they need. If individuals fear discrimina-
tion in health care, they may forgo testing or fail to discuas
their health and risk behaviors. Furthermore, because health
care professionals are viewed by the geners] public as being
well informed, their actions set a poor example for others at-
tempting to respond to the epidemic in 8 nondiscriminatory
fashion.

Institutional health care providers and other employers
have a duty to providea reasonably safe workplace. The use of
barrier techniques on a universal basis has been the officially
sanctioned approach to workplace safety. Asaresult,discrimi-
nation against patients is rarely, if ever, justified by a provid-
er's fear of transmission. The Occupational Safety and Health
Administration’s(OSHA’s) blood-borne pathagen safety stan-
durd®® has been challenged s averly broad,” but remains the
primary safety standard. Although employer noncompliance
with infection control standards may give rise toa justifiable
refusal to work, the underlying fear must have an objective
basis.™ Employee claims of occupational transmission (or fear
of oceupational transmission) are generally covered by worker
compensation statutes,” which provide exclusive remedies
for work-related claims against employers.™

JAMA, April 8, 1998—Vol 2789, No. 14

Definition of “Disabllity” Under the ADA:
The Supreme Court's First AIDS Case

An array of laws at the federal, state, and locsl levels pro-
hibit discrimination on the basis of 4 person’s disability or health
status.! The primary federal nondiserimination statute is the
Americans With Disabilities Act (ADA) of 1990,%™ although
the laws of many states and localities also specifically prohibit
discrimination against individuals living with HIV/AIDS.

The ADA provides that no individual “shall be discrimi-
nated against on the basis of disability in the full and equal
enjoyment of the goods, services, facilities, privileges, advan-
tages, or accommodations of any place of public gecommoda-
tion."™ The ADA’s definition of “public accommodation” spe-
cifieally includes hospitals and professional offices of health
care providers.” Similarly, New Yorl’s highest court ruled
that the offices of private dentists are considered places of
public accommodation under New York law.”

A critically important issue under the ADA, is whether per-
sons with asymptomatic HIV infection have a*disability” and thus
are protected under the ADA ™ Digability is defined as a physi-
cal or mental impairment that substantially limits 1 or more of
the major life activities of the individual, a record of such impair-
ment, or being regarded as having such an impairment.™ In the
past, many courts have ruled or assumed as undisputed that HIV
infection, as the underlying cause of 2 life-threatening illness, is
a disability. However, several recent court decisions have held
that HIV does not automatically qualify asa disability, andin each
case there must be anindividualized deterynination as to whether
the infection actually limits, in a substantial way, 2 major life ac-
tivity. Given the advent of new combination therapies that sig-
nificantly delay the onset of disabling symptoms, this judiciel view
could markedly undermine legal protection against discrimina-
tion for persons with asymptomatic or mildly symptomatie HIV
infectior. The ADA’s legislative history, however, indicates that
Congress intended toinclude HI1V infection within the definition
of disability, and the Equal Employment Opportunity Commis-
gion’s regulations embody that view .2 Inits first AIDS case ever,
the Supreme Court will decide whether and to what extent per-
gons with HIV infection are protected under the ADA.

In Abbottv Bragdon 5 a dentist refused to filladental cavity
of an HIV-infected patient. The patient then brought suit al-
leging that therefusal violated the ADA. The dentist conceded
thet his professional office was covered by the ADA, but ar-
gued that providing services to the infected patient, because
of the risk of HIV transmisaion, would pose a direct threat to
his health. Additionally, he argued that the plaintiff, who did
not have symptoms of HIV iliness, was not an individual with
a disability under the ADA. The lower courts rejected the
dentist’s defenses, concluding that the dentist was unable to
show that in 1994, when the case arose, there was evidencs
that treating an infected patient posed a significant risk. The
plaintiff's infection, which she testified resultedin her decision
against becoming pregnant, was viewed a2 substantially lim-
iting the major life activity of reproduetion. The Supreme
Court has agreed to consider 8 questions presented by the
case: (1) whether reproduction is a major life activity; (2)
whether asymptomatic HIV infection is a per se disability
under the ADA; and (3) whether the courts should defertoa
health care provider's reasonsble professional judgment.

The ADA's coverage also extends to individuals merely re-
garded as having a disability. Thus, it is unlawfu) to diserimi-

HIV/AIDS, Public Health, and the Law—Gostin & Webber 1111

XvVd S€:9T1 dNL 86/L0/%0




nate against an individual based on the misperception that the
person is infected with HIV under the ADA as well ag under
the laws of many states.® Persons discriminated againat be-
cause of their association with a person with HIV infection are
also protected,®™ as are persons retaliated against because of
their opposition to discrimination.®

The Health Care Professional's Duty to Treat

Courts have consistently held that health care professionals
have a legal duty to treat patients living with HIV/AIDS.#
Health care professionals must, of course, exercise appropri-
ate clinical judgment. If a professional lacks the skill appro-
priate to render competent care, she may legally refuse to
treat the person and may lawfully refer him elsewhere.® A
clinician eannot, however, simply reject or refer an HIV-in-
fected patient solely because of his or her HIV status.

The courts have had to decide the difficult question whather
and to what degree a health care professional can treat HIV-
infected persons differently from other patients. Although CDC
and OSHA standards require use of “universal” precautions ap-
plicable to all patients without regard to infection status, impo-
sition of special precautions for HIV-infected patients has been
upheld.’” One court, finding that special precautions may be nec-
essary for certain procedures, ruled that a dentist may lawfully
refuse to treat a patient who refuses to reveal HIV-related in-
formation 2 But another court ruled that the use of special pre-
cautions, which resulted in delay of services, beyond those rec-
ommended by the CDC constituted unlawful discrimination.®

Nondiscrimination in Health Insurance

Access to health care is often contingent on the ability to
pay or the availability of insurance coverage. Federal and state
law provides little or no protection from adverse coverage de-
cisions provided the insurance company uges sound actuaris
data. However, an employer’s decision to place severe limits
on coverage for HIV/AIDS, but not on comparable diseases,
may be unlawful under the ADA.™ A central question in de-
termining the extent of health insurance coverage is whether
cerlain services are “medically necessary.” In an important case,
the Eleventh Circuit Court of Appeals held that skilled nurs-
ing care was “medically necessary” and should be reimbursed
under an employer's self-funded health benefits plan.”

HiV-infected Health Care Professionals

Federal law™ requires states to comply with CDC gujdance®
that recammends an individualized determination of whether
HIV-infected physicians engaging in “exposure-prone” proce-
dures can safely practice. At present the CDC and the Ameni-
can Medical Association are reevaluating their policies in light
of epidemiologic evidence showing that the risk to patients, even
from invasive procedures, is negligible. The judiciary has had
10 decide whether HIV-infected health care professionals pose
a significant risk to their patients, and thus are not qualified to
continue Lo practice. Several courts have upheld decisions to pro-
hibit H1V-infected health care professionals who perform in-
vasive procedures.®® These courts have reasoned that the se-
verity of harmif HIV infection were transmitted justifies practice
restrictions. However, the Ninth Circuit Court of Appeals held
that a physician's practice could not be restricted if he did not
primarily perform invasive procedures. The physician, a gen-
eral internist, was employed by the Federal Burean of Inves-
{igation (FB1). The agency refused torefer patients tothe phy-
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sician after suspecting that he was HIV positive. The court ruled
that the FBI had failed to make adequate inquiries about the
physician’s infection control procedures: “The record shows that
Dr. Doe and the hospital were entirely forthcoming about these
procedures, but that their explanations fell on deaf ears.””

Prisoner Heaith Care

Access to adequate health care for prison inmates living
with HIV/A1DS has been a long-term problem.” Groas inad-
equacies in state prison health care systems may rise to a
constitutional violation.” In New York, inmates living with
HIV/A1DS challenged the state’s delivery of medical, mental
health, educational, and prevention services. The court or-
dered the state to release records enumerating the inmates,
both living and deceased, who had been diagnosed as having
AIDS or AIDS-related illnesses, in order to aid in the court’s
determination as to whether the prison authorities deliber-
ately neglected the inmates’ health care needs.'® Inadequate
medical care and lack of HIV education services resultedin a
court-imposed remedial plan in another case.!” But when a
showing of deliberate indifference is lacking, federal consti-
tutional claims against prison officials will fail.\%®

CONCLUSION

Considerable progress has been made—socially and le-
gally—during the first 2 decades of the HIV/AIDS epidemic.
Reductions in social stigma and new statutes to protect pri-
vacy and proscribe discrimination have emerged. The serious
consequences of the epidemic, however, are not over, While
instances of gross abusge are less frequent, intolerance and
animus stubbornly persist. Even legal advances have been
eroded with some courts denying antidizerimination protec-
tion for persons with asymptomatic HIV infection, and up-
holding discrimination against HIV-infected health care pro-
fessionals despite the extremely low risks.

Systematic efforts to confront the HIV/AIDS epidemic are
needed: (1) expanded and nondiseriminatory access to health coxe;
(2) expansion of counseling, testing, and other prevention ser-
vices; (3) educational campaigns to promote tolerance and re-
duce social stigma; and (4) better laws to protect privacy and pro-
hibit diserimination. The heslth care and public health systems

need these and other kinds of new strategies to reduce the deep

personal and social burdens of HIV disease in the United States.

References

1. Webber DW, ed. AIDS and the Law. 3rd ed. New York, NY: John Wiley &
Sons Inc; 1997.

2. Gostin LO, ed. A/DS and the Health Core System. New Haven, Conn: Yal:
University Press; 1990.

3. Gostin LO. The AIDS Litigution Project: a national review of court and
Human Rights Commission declsions, I: the socla) impact of AIDS. JAMA.
1990;26:3:1961-1970,

4. Gosatin LO. The: ATDS Litigation Project: a national review of court and
Human Rights Commiasion decisions, 11: discrimibation in education, emplay-
ment, housihg, insurance, and health care. JAMA. 1080,263:2086-2002.

5. Curpenter CCJ, Fisch! MA, Hammer SM, et al. Antirctroviral therapy for
HIV infection in 1997. JAMA. 1997;277:1962-1968.

. Centers for Disease Contro) und Prevention. Update: trends in AIDS inci-
dence—United Stutes, 1956, MMWR Morb Mortal Wkly Rep. 1997,46:861-867.
7. Peekham C, Gibh D. Mother-to-child tranamission of the human immunade-
fiviency virus. N Engl J Med. 1996;333:208-302,

8. Fiscus SA, Adimora AA, Schocnbach VJ, et al, Perinatal H1V fnfection and
Lhe effect of zidovudine therspy on transmissiun in rural and urban counties.
JAMA. 199G.275:1483-14%4,

9, Cunters for Disease Control. Provisional Public Health Service interngeney
recommendations fur sereening donated biood and piasma for antibody ta the
virus causing acquired immuncdeficiency syndrome. M MWR Morb Martal Wicly
Rep. 19R5:34:1-5.

10, 32 CFR $%5K,)-68.6 (1997).

HIV/AIDS, Public Health, and the Law—Gostin 8 Webber

Xvd 9¢€: VT 1L 86/L0/%0




Loo

11, American Fed'n of Gov't Employaes, Local 1812 v US Dep't uf State, 662 F

Supp 50 (DDC 1987).

12, Gostin LO, Cleary PD, Mayer K, Brundt A, Chittenden E. Screcning and

exclugion of internations) travelers and immigranta for public health purposes:

an evaluation of United States policy. N Engl J Med. 1990;322:1743-1746.

13. US » Ward, 131 F3d 336 (3d Cir 1997).

14. Gostin LO, Lazzarini Z, Alexander DD, ct 4. HIV teating, counseling, and

prophylaxis aftor sexual assault. JAMA. 1994,271:1436-1444.

Y5. T.E.P. v Lanvitt, 840 F Supp 110 (D Utah 1993),

16. Glovarv Eastern Neb Commaunity Office of Retardation, 686 F Supp 243 (D

Neb 1988), aff'd, 867 F2d 461 (8th Cir), cert denied, 498 US 932 (1989).

17, Dos v Dyer-Gooda, 566 A2d 889 (Pa Super Ct 1989).

18. Pa Stat Ann tit 36, §7607.

18, Hill v Bvang, No. 91.A-626-N, 1933 WL 595676 (MD Ala Oct 7, 1983).

20. 42 USC §3001-34.

21. Anastosopoulos v Perakis, 644 A2d 480 (Me 1994).

22, New York Department of Health, Maternal-Pediatric HIV Preventionand

Care Program. HIV Counseling und Testing of Newborna aa Part of the Com-

prehenzive Newborn Testing Program. Albany: New York Dept of Health Ma-

ternal-Pediatric HIV Prevention and Care Program; 1997, Memorandum 97-2,

23. I;{g v Pataki, Index No, 97-112960 (Sup Ct NY County, complaint filed July

18, 1997).

24. Alabama, Arizons, Arkanaas, Colarado, Florids, Idaho, Indians, Louisiuna,

Michigan, Minnesota, Mississippi, Missouri, Nebraska, Nevada, New Jersey,

New Mexico, North Carolina, North Dakota, Ohio, Oklahema, South Carolina,

South Dakota, Tennessee, Utah, Virginia, West Virginia, Wisconsin, Wyoming.

25. Connecticut, Texas, and Oregon.

26. Goatin LO, Ward JW, Baker, AC. National HIV case reporting for the

United States. N Engl J Med. 1997;337:1182-1167.

27. Alabama, 1daho, Michigan, Nevada, North Caroling, Ohio, South Carolina,

South Dakota, Tennessee, and Wyoming.,

28. ACT-UP Triangls v Comm™ for Health Serva, 483 SE2d 388 (NC 1997),

rev'y 472 SE2d 605 (NC Ct App 1996).

29. Bayer R, Public heulth palicy and the AJDS epidemie: an end to HIV ox-

ceptionalism. N Engl J Med. 1991;324:1600-1503,

30. New York Stale Soc’y of Surgeons v Azslrod, 572 NE2d 605 (NY 1991).

81, Report of the Presidential Commission on the Human Immunodeficiency

Virus Epidemic. Washington, DC: US Government Printing Office; 1888,

32, Coatin LO, Larzarin! Z, Neslund VS, et al. The publie health information

infrastructure: a national review of the law on health information privaey.

JAMA, 1996;2756:1921-1827.

8. Doe v Mathodis! Hosp, 639 NE2d 683 (Ind Ct App 194).

Sggs?oe v Marselle, 6156 A2d 835 (Conn 1996), rev’g 660 A2d 871(Conn App Ct

1 .

35, Estateof Renaon v Minnasota Bd of Medical Practice, 6§26 NW2d 634 (Minn

Ct App 1995).

36. Doev Ros,588 N'YS2d 236 (Sup Ct Onondaga County 1992), rev'd in. part, 599

NYS2d 350 (App Div 1993), subsdquent opinion, 620 NYS2d 666 (App Div1984).

37, NY Pub Health Law §2782. ]

33.9 Estate of Behringer v Medical Ctr, 592 A2d 1251 (NJ Super Ct Law Div

1991).

39. In re Milton 8. Hershey Medical Ctr, 634 A2d 169 (Pa 1898), g/)g 595 A2d

1290 (Pa Super Ct 1991).

40. State v Stark, 832 P2d 109 (Wash CL App 1992).

41. Stazev J. B., 606 A2d 1160 (NJ Super Ct Luw Div 1992),

42. Ordway v County of Suffolk, 683 N YS2d 1014 (8up Ct Suffolk County 1992).

43. 42 USC §3001-78(4).

44. Funeral Serva by Gregory, Inc v Bluefield Community Hosp, 413 SE24 79

%gx 1991), overrulod in part by Courtney v Courtnay, 437 SE2d 436 (Wva
).

45. Kaufman v Physical Measurements, Inc, 615 NYS2d 508 (App Div 1984).

46. Barrettv Danbury Hosp, 654 A2d 748 (Conn 1985).

47. Madyid v Lincoln County Madical Ctr, 923 P2d 1164 (NM 1996), aff’g 502

P2d 14 (NM Ct App 1995).

48, Hoffman » Brandywina Hosp, 661 A2d 397 (Pa Super Ct 1996).

49. Faya v Almaras, 620 A2d 327 (Md 19%3).

50. Gostin LO, Hodge J. Picreing the veil of secrecy in HIV/AIDS and other

gexually transmitted diseases: theories of privacy and digelogure in partner

notification; contact tracing, the “right to know,” and the “duty to wurn.” Duke

J Gender Law & Policy. In press.

51. N. O. L. v District of Columbia, 674 A2d 498 (DC 1996).

52. Reiswer v Regenta of Univ of Cel, 37 Cal Rptr 24 518 (Ct App 1905).

53. Garcia v Santa Rosa Health Care Corp, No, 18-94-482-CV, 1996 Tex App

LEXIS 824 (Tex App 13 Dist 1996), subatituled opinion upon reh'y, 1398 Tex

App LEXIS 2613 (Tex App 13 Dist .June 20, 1996).

54. J. B. v Sacred Heart Hoap, 635 S02d 046 (Fla 1994), certified question ut 996

F2d 276 (11th Cir 1993).

55, Digz Reyeys v US, 770 F Bupp 53 (DPR 1991), afy'd withowt apinion, 971 F2d

744 (Jat Cir), cert denied, 504 US Y57 (1992).

56. R. J. v Humana of Fla, Inc, 652 Sod 360 (Fla 1995).

57. Bramer v Dotson, 487 SE2d 773 (WVa 1983).

JAMA, April 8, 1998—Vol 279, No. 14

58. Doa v McNulty, 630 So2d &25 (La Ct App 1993), cert dendad, 631 So2d 1167
(Lo 1994), '

59. Mizun v Cason, 622 S02d 825 (Ala 1998).

60. Bakery English, 894 P2d 505 (Ore Ct App 1995), aff'd in prert & rev'd in part,
932 P2d 57 (Ore 1997).

61. Centers for Disease Control and Prevention, HIV Prevention Bulletin:
Medical Adines for Persons Who Ingect Iilicit Drugs. Atlanta, Ga: Centere for
Disease Control and Prevention; May 9, 1997,

62. Normand J, Viahov D, Moses LE, eda. Preventing HIV Tyanamissuan: The
Role of Sterile Neadles and Bleach. Washington, DC: National Academy Press;
1995. i

3. Burris 8, Finucanr D, Gallagher H, Grace J. The legsl strategies used in
operatingayringe cxchange programs in the United States. Am.J Public Health.
1996;86:1161-1166.

64, Goatin LO, Lazzarini 7, Jonea T8, et al, Prevention of HiV/AIDS and other
blood-borne dizeases umong injection drug users: a national survey on the regu-
latian of syringes and needles, JAMA. 1997; 27T7:63-62.

5. Gostin LO, Lazzarini Z, Prevention of HIV/AIDS wmong injection drug

_ users: the theory and scicnee of publie health and criminal justice upproaches to

disecase prevention, Emory Law J, 1997;46:687-656.

86. Spokane County Heaith Dist v Brockett, 839 P24 324 (Wash 1992).

67. Pub L Na. 106-78, Title V, $4506-606, 1997 USCCAN (111 Stat) 1467, 1516.
68. Occupational Sufety and Health Administration. Blood borne pathogena. 29
CFR $1910.1030 (1997). °

69. Amarican Dental Aza'n v Martin, 984 F2d 823 (7th Cir 1993).

70. Armatrong v Flowers Hosp, 33 F3d 1308 (11th Cir 1954), affy 812 F Supp
1183 (MD Ala 1993).

71, Miller P, Toreskerz D, Jagger J. Occupationally acquired HIV, Am.J Public
Heelth. 1997,87:1658-1662.

72. Elliott v Dugger, 579 So2d 827 (Fla Dist Ct App 1991), prior opinion, 542
So2d 392 (Fla Dist Ct App 1589).

73. 42 USC §412101 &t seq.

74. Gosatin L, Beyer H, cda. The Americans With Disabilitiey Act: What It
Maons for All Americana. Baltimove, Md; Brookes Publishing Co; 1993,

75. 42 USC §12182(a)-

76. 42 URC §12181(D).

T1. Cahill v Roau, 674 NE2d 274 (NY 1996), rev’p 632 NYS2d 614 (App Div
1995).

78. Parmet WE, Jackson DH. Nu longer disabled: the legal impact of the new
soeial construetion of HIV. Am J Law Med. 1007:23:7-44.

79. 42 USC §12102(2).

80. 29 CFR $1630, appendix at 339 (1996).

81. Abbott v Bragdom, 107 F3d 934 (18t Cir 1997), &ffg 912 ¥ Supp 580 (D Me
1995), cert granted, 118 SCt 554 (1997).

82, Sanchaezv Loagoudakis, 486 NW2d 667 (Mich 1992), subssquent opinion, 562
NW2d 472 (Mich Ct App 1996).

83. Finley v Giacobbe, 827 F Supp 216 (SD NY 199%).

B84. Sherer u Foodmaker, Inc, 921 F Supp 651 (ED Mo 1556),

85. Hows v Hull, 878 F Supp 72 (ND Ohio 1934), :

8. Schulman v State Div of Human Rights, §41 N'YS2d 134 (App Div 1996),
rev'd, 677 NE2d 284 (NY 1997), o remand, 658 NYS2d 70 (App Div 1997).
7. North Shore Univ Hoap v Rosn, 6567 NE2d 483 (NY 1936), a/ff'g 600 NYS2d4
90 (App Div 1993).

88. Doe v Kahala Dental Group, 808 P2d 1276 (Haw), recongideralion denied,
841 P2d 1074 (Haw 1991).

89, Sharrow v Builey, 910 F Supp 187 (MD Pa 1995).

90. EEOC Intarim Giidance on Application of the ADA to Heolth Inswrance.
Washington, DC: Equal Employment Oppartunitics Commission; June 8, 1933.
81, Carparts Distrid Cir, Inc v Automative Wholssalers Ara'n, 3T F3d 12 (1t
Cir 1994), rsv’g 826 F Supp 583 (D NH 1933),

92. Florence Nightingals Nureing Seryv Blue Cross & Blus Shield, 832 F Supp
1456 (ND Ala 1998), aff"d, 41 F'3d 1476 (11th Cir), cert demiad, 116 S Ct.2002 (1995).
93. Pub L No. 102-14], Title VI, 638, 1891 USCCAN (105 Stat) 834, 876-77,
reprinted in note to 42 USC §30fee-2.

94, Centers for Diseuse Control and Prevention. Recommendations for pre-
venting trunamiesion of human immunodeficiency virus and hepatitis B virus to
patiente during exposurc-prone invngive procedures. MMWR Morb Murtal
Wily Rep. 1991;40(RR-8):1-9.

95, Bradley v Univof Tex M. D. Anderon Cancer Ctr, 3 F3d 922 (5th Cir 1953)
(per curiam), cert denied, 114 ECt 1071 (1994).

86. Mauro v Boryeas Medical Cir, 886 F Supp 1349 (WD Mich 1996).

91. Dos by Lavery v Attornsy Gen'l, 44 F3d 716 {9th Cir 1995), supsrseded
without opinion, 62 F3d 1424 (9th Cir), macated od remanded subnom Renn ¢
Dos by Loaery, 116 SCt 2543 (1996),

98. Burria 5. Prisons, law and publie heslth: the case fora coordinated response
to epidemic disenses behind bars, Univ Minmi Law Rev. 1992:47:291-320.

99, Hetzel v Swartz, 917 F Supp 344 (MDD Pa 1995).

100, Jnmates nf NY State Wilh HIV v Cuomo, No. 90-CV-262, 1991 US Diat
LEXIS 1488 (ND NY Feb 7,1981).

101. Madrid v Gomez, 889 F Supp 1146 (ND Cal 1985).

102. State ez rel Paeples v Anderyom, 663 NE2d 37 (Ohio 1495).

HIV/AIDS, Publie Health, and the Law—Goslin & Webber 1113

Xvd Le:vT d0L 86/L0/V0




Left, “Dark field photomigrograph of vasopressin-containing axons laavini
and around the fornix on their venteal pathway to the pituitary stali.” Right, “Nuclear groups reflecting the cellular organization (of the hypothalamus); some of these

contain Known raleasing sscretory systema.” From Aflas of Clinical Neurology,
Philadelphia, Pa, Current Medicine, Woburn, Mags, Butterwo

Oligodendrogiia and myelin sheath (CNS}
Sehwann cetl snd myolin shesth (PRS)

Node of Ranvier

Patanode

Nerve terminal
/ Active zone

Synapric cieft

g [hypothalamic) paraventricular magnocellular neurans Katerally and coursing througn

adited by Roger N. Rosanberg, 504 pp, with illus, $165, ISBN 0-7506-9022-1.
rth-Hoinemnann, 1998, Reprinted by permission.

AIDS and Rights

Human Rights and Public Heaith in the AIDS
Pandemlc, by Lawrence O. Gastin and Zita Laz-
zarini, 212 pp. $29.95, ISBN 0-18-511442-6. New
York, NY, Oxford Unwersity Press, 1997,

The acquired immunodeficiency syn-
drome (AIDS) epidemie hus occasioned
frequent and varied debates about hu-
man rights, public health, and the some-
times difficult conflicts that arise be-
tween them. At times, these interests
are complementary, st times, thereisin-
deed an irreducible conflict between
competing, legitimate agendas. It is not
surprising, however, that such dilemmas
arise in the setting of human immunode-
ficiency virus (H1V)infectionand AIDS,
given the basic dynamies of an epidemic
i which private behavior has significant
public consequences. This fandamental
contradiction has engendered many de-
bates, since early in the epidemic, over
issues of confidentiality vs disclosure,
voluntary vs mandatory HIV testing,
and the limits and obligations of partner
notification, epidemiologic surveillance,
and risk reduction interventionsin high-
risk populations.

Fortunately, a new resource can help
clinicians, public health officials, and
policy makers think through the some-
times difficult and contradictory gues-
tions that arise in these sensitive areas.
Human Rights and Public Health inthe
AIDS Pandemic, by Lawrence Gostin
and Zita Lazzarini, is a carefully written,

Edited by Harriet S. Mcyer, MD, Contributing
Editar; Jonathan D. Eldredge, ML.S. PhD, Univorsity
of New Maxico. Health Sciences Centor Library.
Journal Revipw Editor; adviger tor new medis.
Robert Hogan, MD, Ean Diego.
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comprehensive guide to many of the
ethical and philosophical issues gener-
ated by the tension between these two
realms. It will be a valuable guide and
reference both for people working in the
field and for those seeking to acquaint
themselves with the major themes.
The authors’ basic premise is that the
demands of human rights and of public
health are iri fact most often complemen-
tary—Lhat, in a sense, the apparent con-
flict between them is often a false di-
¢hotomny—and that the best guarantee
of public health is a strong societal com-
mitment to human rights. For example,
as has been strongly argued previously,
particularly in developing countries,
equality for women and the ability toex-
ert control over one’s sexual choices are
critical elements in any public health
strategy to decrease HIV transmission
is such settings. As the authors also ar-
gue convineingly in this volume, policies
such as quarantine and travel restrie-
tions for HIV-infected individuals are
not only unacceptable from a human
rights standpoint but also unlikely to
have any positive public health impact.
Other contexts, such as partner notifi-
cation, the rights and obligations of HIV -
infected health eare workers, and theim-
plications of reproductive decisions for
women with HIV, raise more difficult
questions, In these areas, the authors
provide useful guidance and a system-
atic way to assess the rationale for and
consequences of different policy options,
The anthors begin by outlining the broad
framework of postwar human rights law
and interational agreements, which form
the basis for the human rights agenda for

the AIDS epidemic. Some of these prin-

- ciples are clear-cut and unambiguous in
their implications, such asthe right tolife,
freedom from inhumane treatment, free-
dom of movement, and the right not to be
discriminated against. Others raise imme-
diate tensions in the setting of AIDS, such
as the right to found a family and have chil-
dren, which may conflict with the concur-
rent responsibility to protect children from
harm, asin the case of perinatal HIV trans-
mission. (Indeed, both ona clinical and pub-
lic health level, the decisions faced by HIV-
infected individuals about reproduction are
among the most difficult that must be
made, complicated by the uncertainty of
the actua) risk of mother-infant transmis-
sion, the concept of “wrongful life” vs the
beliefthat alife lived, however brief, i pre-
cious, and the social meaning of fertility for
women in many societies. The last issue has
been of key importance in strategies aimed
at reducing perinatal HIV transmission in
the developing world where the need has
been articulated for virucides that are not
also contraceptives.)

When conflicts arise between human
rights and public health agendas, Gostin
and Lazzarini suggest a logical and sys-
tematic approach to evaluate the jssues
and craft effective policies. The Human
Rights [mpact Assessment is a seven-
step process that can be applied to virtu-
ally any real-world situation in which
thege issues arise: (1) find the facts;
(2) determine ifthe public health purpose
iscompelling; (3) evaluate how effectively
the policy would achieve the public health
purpose; (4) determine whether a par-
ticular policy will be as effective as other
policies; (5) determine whether the public
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health policy is well-targeted; (6) exam-
ine each policy for human rights burdens;
and (1) determine whether the policy is
the least restrictive alternative that can
achieve the public health objective. If, af-
ter addressing all of these elements, 8 eo-
ercive measure is the one that is deter-
mined to be truly the most effective, least
restrictive alternative, then it must be
based on the “significant risk” standard—
ie, the risk of not implementing the policy
must be sigmificant—and the policy must
also guarantee fair procedures.

This approach is then applied in the
book to a series of case studies, including
2 health care worlker with HIV infection,
a proposed public health policy regard-
ing breastfeeding and transmission of
HIV in a developing country, and a hos-
pital policy requiring disclosure of pa-
tients’ HIV-serologic status to known
sexual and needle-sharing partners.
These examples demonstrate the useful-
ness of the assessment process, which
clearly results in these cases in logical,
defensible policy decisions that best sat-
isfy the potentially competing agendas,

The reader finishes this book with the
feeling that the strategies outlined
therein will be of practical benefit in try-
ing to untangle the sometimes complex
ethical issues that arise in the field of
HIV prevention, policy, and practice.
Yet, at the same time, one .also has the
feeling that, as often happens when one
observes skilled practitioners perform-
ing their craft, the experts have made it
seem 2 little easier than it really is.

Peter A. Salwyn, MD, MPH
Yale School of Medicine
New Haven, Conn

Cancer Fallow-up

Cancer Patient Follow-up, edited by Frank E.
Jonnson and Katharine S. Virgo, 554 pp. with Hius,
$69. 198N 0-8151-4925-5, St Louls. Mo, Mosby, 1987.

This comprehensive multianthored
textbook on follow-up of the patient with
cancer fills an enormous gap in the pub-
lished knowledge base for the oncology
practitioner. The details of patient follow-
up strategiesin the care of the cancer pa-
tient remain largely determined by each
practitioner and until recently have been
poorly defined. As the editors point out in
the preface, “There are currently few
well-accepted standards for cancer pa-
tient follow-up.” As the delivery of medi-
ca) care becomes more focused on out-
comes and cost-effectiveness, oncologists
need more guidance on what constitutes
an appropriate follow-up regimen,

The book comprises 25 chapters au-
thored by 111 contributors from 16 dif-
ferent institutions, representing leading
cancer centers in the United States, Ja-
pan, Great Britain, and the Netherlands.
“Concepts,” the first of three main sec-
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tions, includes chapters that explain the
goals of surveillance, as well as the eco-
nomic principles of {ollow-up evaluation.
Thesc chupters are particularly useful
and deserve careful reading. The entire
jssue of costs is largely ignored in much
of the literature, and this primer is most
helpful. [n addition, a cost analysis of the
follow-up strategies presented in the
next section is set forth in a table. The
ethical principles that guide follow-up
are glso discussed. :

The second section, “Current Prac-
tice,” contains 19 chapters on specific tu-
mor types. Each begins with a discussion
of the tumor, its recurrence patterns, and
the staging system. Methods of surveil-
lance and therapy of recurrent disease are
also delineated. Following the presenta-
tion of the “standard” follow-up regimen,
three to four “counterpoits” axe present-
ed from other institutions, including many
outside the United States. This material
highlights the similarities and differ-
ences between regimens used at differ-
ent institutions, Following the last coun-
terpoint, a table of follow-up strategiesis
given to allow quick comparigon of allthe
regimens presented, Jt is incumbent on all
of us who care for cancer patients to pur-
sue follow-up strategies that are based on
scientific evidence and eareful studies of
cost-effectiveness, Failure to do so may
leave future decisions regarding follow-

. upinthe hands of “bean counters” rather

than oncologists. This book is an excel-
lent step in the direction of practicing evi-
dence-based follow-up, providing a wealth
of data gleaned from the international
literature.

The editors admit that a few tumors
are omitted from this first edition, in-
cluding thyroid, uterine cervix, eye, and
brain. I sincerely hope that a second edi-
tion will be forthcoming to complete this
excellent treatise. As an oncologist, Thad
also hoped for a standard table of follow-
up for each tumor. However, upon read-
ing the material, one quickly realizes thet
such standardization is extremely diffi-
cult, considering the broad scope of tools
available to the oncologist today. The
table at the end of each chapter is an ex-
cellent format for presenting otherwise
disparate approaches. In fact, one should
use this book for guidance to develop a
follow-up strategy that is individualized
yet based on scientifie evidence—far
more usefu) than a cookbook strategy.

The final section, “Horizons,” provides
a primer on two important areas, includ-
ing “How Molecular Geneties Can Affect
Cancer Surveillance Strategies” and
"Decision Analysis of Cancer Patient
Follow-Up.” These are extremely well-
written summaries of important topics,
and I would expect that this portion ofthe
book might expand in future editions.

Thisimportant text belongsin the per-
sonal collection of anyone who provides
follow-up care to patients with cancer. It
is well constructed and nicely arranged.
1t provides a storehouse of information
in a single source that is otherwise dif-
ficult to acquire and is of use to surgeons,
medical oncologists, and radiation on-
cologists alike. The focus on cost-effec-
tiveness of follow-up strategies 13 most
welcome in today’s medical economic cli-
mate. Cancer Patient Follow-Up is an
extremely useful book, which will hope-
fully progress through many editions
providing guidance to oncologists for
years to come.

Alan T. Lefor, MD

Kern Regional Oncology Center
Kern Medical Center
Bakersfield, Calif

UC San Diego School of Medicine
San Diego, Calif

Imaging

Gralnger and Allison's Diagnoslic Radiology: A
Texibook of Medical Imaging, vols 1-3, adited by
R. G. Grainger and D. J. Allison, 3rd ed, 2626+ PP.
withillus, $495, 1ISBN 0-443-05187-4, New York, NY,
Churchill Livingstone, 1897.

It has been several years since I re-
viewed the second edition of this text-
book of medical imaging. Since the last
review there have been significant
changes inradiology and in the way that
radiology and medicine, in general, are
practiced.

‘When the second edition came out, mag-
netic resonance imaging (MRI) wasin its
infancy, spiral computed tomography (CT)
was just beginning to be used, and inter-
ventional radiology was 3 mere shadow of

- whatit istoday. Digital images were pre-

sent but in no way as sophisticated or far
reaching as is in many of today’s radiol-
ogy departments. Managed care was a
term just becoming familiar to many ra-
diologists and clinicians. Currently, for bet-
ter or worse, managed care has consider-
able influence in how radiology studies are
ordered and performed. In his foreword
to the third edition, Dr Pochen has made
the analogy of the primary care physi-
cian being asked to manage many of the
clinieal problems that formerly were re-
ferred to a specialist, just as the general -
radiologist is expected to provide exper-
tise in multiple areas of radiological diag-
nosis. To aid the general radiologist in this
challenge comes the third edition of this
already popular textbook.

Thetextisin 12 sections divided among
three volumes with 112 chapters. Special-
ists from the warld over have contributed
their expertise to making this textbook
an excellent reference and atlas of imag-
jng. Most authors are from the United
States and England, but much of Europe
and Asia is also represented.
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