
essential, but the equipment can be as simple as a standard
gastroscope and an injection needle. If skill is not available
locally then transferring high risk cases should be considered.
Controlling bleeding endoscopically will be technically
impossible in a few patients, but the savings in morbidity,
mortality, and cost justify strenuous efforts to make such a
service widely available. A recent review by a surgeon
concluded that "conventional surgery for bleeding from
peptic ulcers may become a rarity in the near future."3 In an
increasing number of hospitals this is already the case.
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America worries about contagion

Instead, it should provide some leadership

The United States has postponed its decision about lifting its
travel restrictions on foreigners with HIV infection, and a
question mark hangs over next year's international AIDS
conference in Boston.I Meanwhile, the patience of those
waiting for the US to provide a lead in respecting the rights of
those infected with HIV is wearing thin. Last year's boycott of
the sixth international AIDS meeting in San Francisco was
moderately successful. Next year more people may want to
register their disapproval.

If so they would seem to be on firm ground: none of the
arguments so far given to support travel restrictions stand up
to examination. For instance, the possibility that people
would flock from Third World countries to the US for
treatment seems unlikely. Given the costs of American
medical care, any money that they had to spend on high
quality treatment would go further almost anywhere else.
The more primitive fear of contamination from outside-

certainly not unique to the US -may also explain some of the
opposition to lifting restrictions. But Americans have no need
to fear contamination from outside-rather the opposite.
Nearly half the world's reported cases ofAIDS come from the
United States, and the average visitor there has a far greater risk
of acquiring HIV from a native than vice versa. Taking sexual
tourism and contaminated blood products into account, the
US has been a net exporter of HIV.
Some of the problems that arise with testing for HIV are

relevant to travel restrictions. As Dr Jonathan Mann, the
former director of the World Health Organisation's global
programme on AIDS, has pointed out, visa restrictions
penalise only those who have acted responsibly by having a
test; those who do not know they are infected may enter the
country freely.2 Inhabitants of the host country may be lulled
into a false sense of security, believing that all foreigners
allowed in are negative for HIV. Perhaps they are, but not
everybody tells the truth and even those who have genuinely
tested negative may later seroconvert or become infected.

So why single out the US for criticism, when at least 50
other countries restrict the entry of people with HIV infection
or AIDS and others are thinking of doing so?' The reason
is that if the US wants to be taken seriously as the leader of the
"new world order" it will have to provide leadership off as well
as on the battlefield. So much of what is known of the science
and management of AIDS has come from the US. When it
comes to respecting the rights of people infected with HIV
other countries should be able to look to the US for a good
example. At present they can't.
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