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At both state and national levels, AIDS (acquired immune deficiency 
syndrome) was primarily, indeed almost exclusively, dealt with as a 
domestic issue in the 1988 elections. The new administration and the 
101st Congress have a shared responsibility to assess a widening range 
of foreign relations implications of this deadly virus that knows no 
frontiers. 

WHO's Global Scenarios 
In an August 1988 update of the global AIDS situation, the World Health 
Organization (WHO) stated that "over 108,000 AIDS cases have been 
officially reported" to the organization by 140 countries (including 45 in 
Africa) and estimated the true number as "approximately 200,000 to 
250,000." WHO further estimates that 5 to 10 million people are 
carrying human immunodeficiency virus (HIV), the causative agent of 
AIDS, and in March 1988 projected that by 1991 "at least one million 
new cases of AIDS could develop in people already infected with HIV." 
The pool of the "silent infected" will also continue to grow. According to 
a December 1987 issue of the (U.S.) Morbidity and Mortality Weekly 
Report, "[t]he mean interval between infection with HIVand the onset of 
AIDS exceeds 7 years." The proportion of asymptomatic infected 
individuals in whom AIDS will eventually develop is unknown, but some 
estimates run over 90 percent. 

WHO cites three epidemiological patterns of HIV spread (J.M. Mann 
et al., "The International Epidemiology of AIDS," Scientific American, 
October 1988): 

(1) In Pattern 1 (found in North America, Western Europe, Australia, 
New Zealand, and parts of Latin America), the primary population 
groups affected are homosexual men and intravenous drug users. 
Complicating efforts to abort this pattern of spread through mass 
education is the fact that the concept of homosexuality may differ from 
culture to culture. In Mexico, Haiti, and Puerto Rico, for example, only 
the "receptive" panner in intercourse between two men might be 
considered "homosexual" (Internal Medicine World Report, April1-14, 1988). 

(2) In Pattern II, HIV is found primarily in sexually active heterosexu
als, and significant numbers of children are infected. This is the situation 
in parts of sub-Saharan Africa and increasingly in certain Latin 
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American countries, particularly in the Caribbean 
region. 

(3) In Pattern III, the AIDS epidemic "is just beginning 
and relatively few HIV-infected persons are currently 
found." North Africa, Eastern Europe, the Middle East, 
Asia, and most of the Pacific fall into this category. (The 
fact that the numbers of AIDS cases in most Asian 
countries and Pacific island states are currently 
relatively small is not due to some sort of genetic 
invulnerability, as is evidenced by statistics showing 
that whereas only 1 percent of Bangkok's intravenous 
drug users tested positive for antibody to HIV-1 [the 
first-discovered variety of HIV] in 1987, seroprevalence 
had increased to 16 percent by early 1988 [J.M. Mann et 
al., "The International Epidemiology of AIDS"]. What it 
does suggest is that much of Asia may have the gift of 
time to prevent an HIV epidemic. This grace period, 
combined with the growing region's economic strengths, 
could support predictions of a "Pacific Century.") 

Commenting on these patterns in a July 1988 speech 
in San Francisco, the director of WHO's Global Program 
on AIDS, Jonathan Mann, noted that their manifesta
tion "does not reflect any differences in the fundamental 
modes of spread, but is linked to intricate details of 
personal behavior and social context .... We cannot 
know for sure the size of the vulnerable populations, but 
there must be several hundred million people whose 
behaviors would permit them to become infected .... 
The focus of prevention should be on behavior rather 
than infection status. Although information and 
education are essential, they are insufficient without 
needed health and social services within a supportive 
environment." 

U.S. Media Coverage 
Although AIDS now receives more extensive attention 
from U.S. newspapers, magazines, television, and radio 
than any other medical topic, the coverage focuses 
heavily on research developments and specifics relating 
to domestic incidence. A review of 1987-1988 clips from 
five major newspapers and 22 mainstream weekly and 
monthly magazines also reveals a strong thread of 
insularity in much of the commentary. 

One of the more insensitive examples was syndicated 
columnist James J. Kilpatrick's June 1988 critique of the 
newly released report of President Reagan's 13-member 
commission on AIDS: "For the life of me, I cannot 
understand why the country has gone ape over the 
subject of [AIDS]. We are told that the disease is 
'epidemic,' which emphatically it is not. We are 
supposed to be moved by the 'tragedy' of AIDS, which 
is to put a good word to a very poor use. We are urged 
to appropriate $3 billion in 1990 toward finding a cure, 
which is a vast deal of the taxpayers' money for the 
benefit of a tiny minority of the population .... Let us 
get this thing in perspective. The world has known true 
epidemics from time to time. In the 1300s, the bubonic 
plague killed a fourth of the population of Europe. A 
hundred years ago, epidemic diphtheria claimed a 

terrible toll. Mankind has experienced epidemics of 
cholera, smallpox, typhoid fever. Matched against these 
outbreaks, AIDS in the United States dwindles to 
insignificance .... Let's face it, this disease overwhelm
ingly is a disease that afflicts two classes-drug addicts 
and homosexual men. The addicts get it from infected 
needles. The homosexual men get it through anal 
intercourse with many sexual partners .... I would treat 
AIDS for what it is: a disease that mortally affects a tiny 
fraction of the population whose willful behavior results 
in the infection." No reference was made to the 
existence of AIDS outside the United States. 

Americans Abroad 
The United States now accounts for more officially 
reported cases of AIDS than any other nation-nearly 
70,000 as of August 1, 1988, according to WHO. The 
(U.S.) Centers for Disease Control estimate that 1.5 
million people in the United States are currently 
HIV-infected. From this group, it is predicted that by 
1991 over a quarter of a million cases of AIDS will have 
occurred in the country. 

These statistics suggest that Americans may become 
more inward-looking on the AIDS issue over the next 
decade as increased attention and resources are focused 
on managing rising numbers of cases at home. Unless 
we pull up the drawbridges and isolate ourselves from 
the world, however, fhe deadly virus will have to be 
factored into all global outreach aspects of the 
operations of government, the military, corporations, 
educational institutions, the media, and the many 
private organizations involved in the Third World. The 
following are examples of the initiatives being taken to 
deal with this reality: 
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(1) The Department of State. The State Department 
has undertaken since 1985 to provide yearly updated 
information on AIDS to all U.S. government personnel 
stationed abroad. The briefings emphasize that no 
known cure exists, that drugs used in its treatment can 
have serious side effects, and that possible vaccines are 
many years in the future. The 1988 update states: 
"Education about the cause and the means to prevent 
spread 'Of the virus is the only strategy we have at our 
disposal." 

Current State Department policy requires that all 
applicants for the Foreign Service be tested for HIV 
antibodies as part of the routine preemployment 
medical screening and that the test be repeated in the 
biennial medical examination for overseas clearance. 
Those testing positive and showing symptoms are 
assigned only to positions within the United States; 
others testing positive but without symptoms are 
assigned only to posts with adequate medical facilities 
and experience in this problem. This is the same policy 
applicable to any employee with other potentially 
serious medical problems. Medical consultation service 
is provided and employees are assured of privacy of any 
medical records. 

Personnel assigned to AIDS-affected countries (and 
tested for HIV) volunteer to provide blood to any U.S. 
citizen with a life-threatening need for it in cases where 
local blood supplies may be unsafe. In-country 
screening procedures for these donors include an 
interview/examination and sometimes a new round of 
laboratory tests for antibodies to blood-borne diseases. 
Embassies also can provide intravenous saline solution 
(which can be used to replace blood volume in the event 
of an emergency resulting in serious blood loss) to U.S. 
citizens traveling to remote areas. 

(2) The Military. Although U.S. military personnel 
assigned to sub-Saharan Africa are largely limited to 
embassy-based defense attache staffs and Marine 
guards, port calls by Navy ships involve significant 
shore-leave risks. In addition to increasing emphasis on 
education regarding AIDS transmission, the Army, 
Navy, and Air Force screen all new recruits for evidence 
of HIV infection. Personnel are routinely retested at 
two-year intervals and just before and after overseas 
assignments. 

One potential development that could affect the 
military is a predicted rise in travel restrictions between 
countries. The Guardian (UK) reported in May 1988 that 
over a score of countries had imposed or were 
considering imposing AIDS-related entrance/deportation 
restrictions or testing requirements on at least some 
foreigners. The Washington Post has suggested that 
access for American ships, aircraft, and military units to 
normal ports-of-call, airfields, etc. could become a 
serious problem if assurances should be required that 
every member of a ship or aircraft crew is uninfected at 
time of arrival. 

(3) The Private Sector. MAP International (a 
"Christian global health organization" with headquar-
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ters in Brunswick, Georgia) recently prepared an AIDS 
handbook "to assist organizations with staff overseas." 
While the document is designed primarily for private 
voluntary organizations (PVOs), it is also available to 
corporations. Some highlights from the guidelines: 
• AIDS presents more ethical and managerial 

problems than any other disease. International 
organizations face higher health care costs as well as 
ethical problems regarding privacy and personal rights. 

• In areas where HIV infection is prevalent, field 
directors are advised to establish a plan for obtaining 
a safe blood supply, perhaps through a ''walking 
blood Qank" (a system where persons with nonin
fected blood commit themselves to donate blood on 
demand). Only those whose screening tests show no 
evidence of HIV or hepatitis B (HBV) infection should 
donate blood. 

• Blood transfusions should be given only on an 
emergency basis. 

• Health workers should administer oral medications in 
preference to injections. 

• All staff involved in travel to high-risk areas should 
carry travel kits containing disposable syringes and 
needles, disposable gloves, and use instructions. 
U.S. and multinational corporations with on"the-

ground operations in Africa appear to have no uniform 
AIDS policy. Each firm makes its own arrangements to 
inform employees of risks and to provide treatment, 
either preventive or for those who become infected. HIV 
testing is generally left to individual choice. In the 
companies queried, AIDS is categorized as a covered 
illness in employee insurance. There was general 
agreement that the AIDS-related priority is immediate 
evacuation (by commercial flight if feasible or 
emergency air rescue) of any employee who suffers 
injuries that might involve transfusions or invasive 
medical procedures. 

The Scope of Africa's AIDS Crisis 
hi the words of WHO's Dr. Mann, "Africa has the largest 
gap between the seriousness of the [AIDS] problem and 
the resources to deal with it. In that sense at least, we 
can say that Africa has the most severe AIDS problem 
of any part of the world" (Science, October 30, 1987). 
The disease is taking its heaviest toll in urban areas, and 
known incidence is high among sexually active 
professionals of the critical nation-building elite 
(politicians, civil servants, the military, business) as well 
as truck drivers and prostitutes. (See "AIDS in Africa: 
Knowns and Unknowns" by Lynn W. Kitchen, M.D. in 
CSIS Africa Notes no. 74, July 17, 1987.) 

As of July 1988, WHO had received some 14,000 
official reports of African AIDS cases, but the 
organization's director of surveillance and forecasting, 
Dr. J. Chin, said that the actual total was probably at 
least 10 times greater (and also opined that even the 
United States was underreporting by 20 percent). 
Estimates of Africa's present HIV-infected population 
range as high as 10 million. 
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Since AIDS in Africa is a heterosexual disease 
striking women as frequently as men, a critical 
parameter is the proportion of children born to 
HIV-seropositive mothers who will be infected with HIV. 
This has not been easy to determine, because serum 
samples from the majority of such infants test positive 
for HIV antibody at birth due to passive transfer of 
antibody from mother to child during pregnancy, even if 
the child remains free of the virus itself. Long-term 
studies done thus far, however, indicate that not all such 
infants are infected with the HIV virus. A collaborative 
study carried out in Europe, for example, reported an 
estimated vertical transmission rate of 24 percent in 100 
infants followed for at least 15 months (The Lancet, 
November 5, 1988). 

Recent development of the polymerase chain reaction 
(PCR) assay, which detects HIV DNA sequences in 
uncultured peripheral blood mononuclear cells, should 
allow more rapid and accurate assessment of the impact 
of HIV on the next generation. Its results (unlike those of 
earlier tests that detect HIV infection only indirectly by 
looking for the antibodies produced by the patient's 
body in response to the virus) are not distorted by the 
lingering presence of maternal antibodies. A French 
study found that 6 (43 percent) of 14 infants born to 
HIV-seropositive mothers tested positive for HIV by PCR 
(The Lancet, September 3, 1988). 

Even if mother-to-child transmission occurs only 
some of the time, and even if such vertical transmission 
could be reduced by experimental antiviral drugs, 
cesarean sections, and avoidance of feeding with 
HIV-infected breast milk (and it is not yet clear whether 
any of these measures would be effective), the human 
impact could still be severe. Moreover, some data 
suggest that the use of blood transfusions to treat 
anemia caused by P.falciparum, a drug-resistant form of 
malaria, may be an important mode of exposure of 
children in Kinshasa, Zaire, to HIV infection (A.E. 
Greenberg et al., Journal of the American Medical 
Association, January 22/29, 1988). Because P. 
falciparum is also an increasingly serious health 
problem elsewhere in the developing world, malaria 
may indirectly increase the likelihood of HIV exposure in 
children and adults in these regions as well. 

The somber medical reportage coming out of Africa 
has generated speculation about the possibility of 
negative population growth in the years ahead. Some of 
this speculation has been quite lurid. South African 
journalist AI J. Venter, writing in the April 1988 issue of 
International Defense Review (Geneva), cites predictions 
that 50 to 70 percent of sub-Saharan Africa could be 
"depopulated" over the next decade and predicts that, 
"[ w ]hichever way you look at it, Black Africa 
faces a holocaust." Summarizing his assessment 
of the strategic consequences of AIDS for the 
continent in case "between 80 million and 150 million 
in Black Africa die within the next decade," he 
concludes: "Should Zambia, with its copper, or 
Zaire, with its cobalt, copper, diamonds, gold 

and uranium, go to waste as a consequence of AIDS, it 
will be interesting to see at what stage the developed 
world starts its new scramble for Africa." 

Some readers may detect a hint of wishful thinking in 
the worst-case Venter scenario. What are the objective 
prospects for a continent that, while facing a serious 
AIDS problem, also includes nations with some of the 
world's highest population growth rates? 

In an article entitled "Possible Demographic 
Consequences of AIDS in Developing Countries" 
published in the March 17, 1988 issue of the British 
scientific journal Nature, epidemiological researchers 
R.M. Anderson, R.M May, and A.R. Mclean explored 
several versions of a simple mathematical model of 
long-term population change in AIDS-afflicted 
countries. 

In order to use this model, one .has to plug in a 
number of constants relating to population growth and 
the rate of spread of AIDS (including the proportion of 
offspring born to infected mothers who are themselves 
infected, the probability that an uninfected adult will 
acquire the infection from a single infected sexual 
partner, and the average rate at which partners are 
acquired). Although some of these parameters are not 
well known, it is possible to make sensible guesses 
about these numbers and examine how the model 
behaves under a range of reasonable possibilities. 

The authors cited a variety of reasons--including the 
transmissibility of the disease "both horizontally via 
sexual contact and vertically from mother to unborn 
offspring, the high mortality associated with infection 
and the apparently long period over which infected 
persons are asymptomatic but infectious to their sexual 
partners" -why AIDS "has greater potential to depress 
significantly human population growth rates" than 
"directly transmitted infections such as smallpox and 
bubonic plague, that were of great historical significance 
as causes of human morbidity and mortality." But, 
according to this model, no immediate demographic 
crash would occur; the population might continue to 
grow (albeit not as fast) for anything from 20 to 70 years 
before beginning to decline. 

Another striking prediction of the model is that the 
"dependency ratio" (defined as the number of children 
below age 15 years and elderly people over 64 years, 
divided by the number of adults between 15 to 64 years) 
would not undergo the drastic increase feared by some 
observers. Instead, it may remain nearly unchanged or 
even decrease slightly. Although "the direct effects of 
mortality in the sexually active adult age classes due to 
AIDS tends to increase the ratio .... , the general 
depression of overall population growth rates due to 
adult deaths and .. . the deaths of infected 
babies . . . tends to decrease the ratio." Even if a 
country's dependency ratio does not rise, the authors 
warn, AIDS may still be disruptive to "social organiza
tion and economic fitness" because of the impact on 
"already overloaded health-care systems" of "a disease 
which requires repeated hospitalization . . . and which is 



thought to enhance morbidity due to other infections 
such as tuberculosis." 

As the authors note, a more complex model might 
predict different demographic changes. Partly due to a 
lack of data, the model used in the Nature article 
assumes that all adults have exactly the same degree of 
promiscuity. In reality, some groups (e.g., prostitutes) 
are more promiscuous than others, and a given 
individual may be more likely to interact sexually with 
group A than group B. Such heterogeneity is "likely to 
decrease the demographic impact predicted by our 
simple model," because under the more complex 
assumptions "core infection tends to be concentrated 
within the more active categories." 

Another possible refinement of the Anderson-May-Mc
Lean model might push the predictions in the opposite 
direction. The simple model does not take into account 
the possibility that immunosuppressed HIV-infected 
persons could serve as a reservoir of other diseases 
which could then spread to the HIV-uninfected part of 
the population and perhaps create secondary epidemics. 

A recent issue of the UN's Development Forum 
(November-December 1988) raises yet another 
disquieting possibility-a breakdown of some countries' 
labor-intensive food production systems, perhaps 
accompanied by a "collapse of the ecological control 
system, followed by the spread of other endemic 
diseases such as sleeping sickness .... into areas 
where the population does not have any natural 
immunity." 

Thus, while it would be decidedly premature to talk 
about the apocalyptic and imminent "continental 
vacuum" depicted in the Venter article, sub-Saharan 
Africa clearly faces a harsh medical crisis. 

Research Trends and Prospects 
The key American players in the international 
community's intensifying race against AIDS are those 
U.S. institutions and scientists participating in the 
search for a fuller understanding of the virus, for drugs 
to reduce the death rate among those infected, and for 
a vaccine. 

Although a number of ameliorative antiviral drugs 
and several types of vaccine candidates are under study, 
the international medical community remains cautious 
about predicting when, or if, there will be a break
through in the search for either a curative treatment or 
an effective vaccine. 

The short-term outlook for an effective AIDS vaccine 
is not promising. Body cells called macrophages may 
play a key role in the transport of HIV to other body 
cells, in part because HIV may remain in a latent state 
within macrophages and evade the host immune 
response. Because HIV infection can result in the 
presence of retroviral genes in host cells, genes which 
might disrupt normal cellular growth (i.e., cause 
cancer) even if they were blocked from manufacturing 
new viruses, it is possible that in order to be effective a 
vaccine would have to be able to prevent HIV infection 
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of even a single host cell (see T.J. Matthews and D.P. 
Bolognesi, "AIDS Vaccines," Scientific American, 
October 1988). 

An effective immune response against HIV has yet to 
be identified, however. In the case of many other 
infectious diseases, exposure to the specific proteins 
(called antigens) carried by the disease agent causes the 
human body's defense mechanisms to respond by 
producing specific immunoglobulins (called antibodies). 
Sometimes these antibodies act to protect the patient 
from the disease infection. Unfortunately, this may be 
untrue for HIV antibodies. In experiments carried out at 
the Southwest Foundation for Biomedical Research in 
San Antonio, HIV immunoglobulin failed to protect 
chimpanzees from subsequent challenge with live virus. 
Moreover, recently published data suggest that HIV 
antibodies may bind to macrophages. If such HIV 
antibodies are sometimes also bound to HIV itself, this 
could facilitate HIV infection of macrophages (see A. 
Takeda, C.U. Tuazon, and EA. Ennis, Science, October 
28, 1988; and Matthews and Bolognesi, "AIDS 
Vaccines"). 

Even if an HIV antigen capable of eliciting protective 
immune responses against infection could be identified, 
rapid mutation of HIV (particularly of the outer 
"envelope" region) could still make development of an 
AIDS vaccine difficult. 

The absence of a clearly defined approach to an AIDS 
vaccine and the less-than-ideal suitability, as well as 
shortages, of animals of the few species (chimpanzees 
and gibbons) hitherto known to be susceptible to HIV-1 
infection (but apparently not to AIDS itself) may lead to 
more AIDS vaccine trials in humans. (Scientists at 
Stanford University recently reported success in 
infecting members of a specially bred strain of mice with 
HIV, but it remains to be seen whether such animals will 
develop AIDS and if so whether any future techniques 
that succeed in defeating the disease in the mice will 
work in humans.) Speaking at a recent conference in 
Tanzania, Dr. Robert Gallo, chief of the Laboratory of 
Tumor Cell Biology at the (U.S.) National Cancer 
Institute, took the position that large-scale human trials 
of AIDS vaccines are impractical in the United States, 
because high-risk sexual behavior appears to be 
declining among homosexual men and because 
intravenous drug abusers are unreliable for follow-up 
testing. He suggested that large-scale vaccine trials can 
best be undertaken in central and eastern African 
countries, where meaningful results, positive or 
negative, could be more quickly documented (Internal 
Medicine World Report, November 1-14, 1988). 

This line of reasoning has stirred an ongoing debate 
about the meaning of "informed consent" of the 
individual in less-developed countries. How can the 
moral imperative of educating participants about 
avoiding behaviors likely to result in HIV infection be 
balanced with the need for access to a pool of infected 
persons large enough to enable the vaccine researchers 
to obtain statistically significant results? (For further 
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coverage of this issue, see The New England Journal of 
Medicine, October 20, 1988, pp. 1081-1086.) 

The Politics of AIDS Research 
Research focused on the development of antiviral drugs 
capable of increasing the survival time of AIDS patients 
faces challenges that are not exclusively scientific. 
Because of the expense involved in bringing drugs to the 
market stage, the funding mechanisms of the U.S. 
National Institutes of Health (NIH) have favored efforts 
by pharmaceutical companies to develop AIDS 
treatments, so that NIH would be relieved of some of the 
drug development costs. Since pharmaceutical 
companies are profit-oriented, the focus, as in other 
diseases, tends to be on new and therefore patentable 
drugs. 

These constraints may have contributed to the fact 
that only one drug, azidothymidine (AZT), has been 
licensed in the United States for use in the treatment of 
AIDS. AZT costs several thousand dollars per year per 
patient. Patients on AZT often develop anemia (a decline 
in red blood cells) and sometimes lowered white blood 
cell counts which can lead to life-threatening bacterial 
infections (see R. Yarchoan, H. Mitsuya, and S. Broder, 
''AIDS Therapies," in Scientific American, October 
1988). Use of AZT therefore involves close medical 
supervision, frequent blood counts, and sometimes 
blood transfusions, all of which increase the cost of 
taking the drug. 

Current funding decisions for research on additional 
and alternative AIDS treatments and vaccines appear to 
be based on the assumption that increasing knowledge 
of the mode of action of this complex virus will result in 
effective vaccines and treatments; that the most useful 
data may result from research methods that have 
proven effective in studying other viruses; and that such 
data will emerge from large basic-science-oriented 
laboratories. 

It is not yet clear whether these assumptions are 
valid. A recent article on scientific fraud in the Boston 
Sunday Globe (December 4, 1988) suggests that "[t]he 
growing bureaucratization of scientific research into 
almost an assembly-line process involving dozens of 
scientists and researchers [may provide] less incentive 
to adhere to the highest standards." 

One of the challenges to agencies funding AIDS 
research is to identify and fund investigators pursuing 
seemingly tangential projects that could ultimately have 
an important impact on the course of the epidemic. 
Many previous advances in medicine have followed 
serendipitous observations by individuals or small 
groups. The need for a wide range of health professionals 
to give careful consideration to perhaps limited data 
suggesting possible breakthroughs must be balanced 
against the concern that premature disclosure might 
result in large numbers of persons seeking unproven 
therapies, a development that could disrupt other AIDS 
drug trials. 

Even if a curative drug and/or vaccine is developed, 

cost and complexity of per patient administration will be 
critical factors in projecting the relevance of such 
breakthroughs for those nations of the world (notably in 
Africa) where there are severe resource constraints on 
health care services, including a gross undersupply of 
qualified health workers. As the World Bank noted in a 
January 1988 report, "If a disproportionate amount of 
drugs and services is diverted to AIDS patients, other 
diseases could be neglected. In one [African country] 
between 40 and 55 percent of the hospital beds [are] 
occupied by AIDS patients." West Africa (London) has 
pointed out that "Bilateral aid and aid-organization 
donations to AIDS-prevention and research programs in 
Uganda for 1987 totaled roughly half the sum allocated 
to the AIDS research budget at a single U.S. university, 
Johns Hopkins." 

Another question being raised is whether enough 
biomedical "brainpower" will be available to maximize 
HIV-related research productivity (see Dr. Bernadine 
Healy, "Innovators for the 21st Century: Will We Face a 
Crisis in Biomedical-Research Brainpower?," The New 
England Journal of Medicine, October 20, 1988). The 
fact that fewer young Americans are seeking careers in 
nursing and medicine may owe something to the 
realization that work in health-related fields for the rest 
of this century and beyond may involve large numbers of 
AIDS patients and a small but real risk of acquiring HIV 
through needlestick accidents. A marked decline in 
numbers of physicians interested in clinical research is 
anticipated by some NIH officials, in part because 
physicians entering academic medicine are frequently 
expected to compete with Ph.D. scientists for grant 
funding while bearing a heavy clinical and teaching 
load. Yet physician investigators will be needed for 
teams that work directly with patients in the evaluation 
of potential new AIDS therapies and vaccines. 
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