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pregnant or are in early pregnancy may benefit substantially from screening
(with consent). Pregnancy has been a definite cofactor in expression of
maternal disease and there is a high rate of HTLV-III infection and disease
in infants of seropositive mothers; here again the “gift” relation applies.

Conclusion

Aside from the selected settings mentioned, the arguments for
“routine” screening are not as logical as they at first appear; at best
they confer very limited benefits that can be as easily, if not better
achieved, by other approaches. The risks to the individual patient of
indiscriminate screening are considerable. If a potent vaccine or an
effective anti-HTLV-III treatment were to become available the
balance would abruptly change to the benefit of the individual. The
HTLV-III antibody test is not “just another test”—testing should
be anything but routine in view of the potential consequences for
those found positive. Too many patients have already suffered from
a failure to appreciate this single fact. If we are to have any
meaningful impact on the spread of this infection and its tragic
consequences counselling on safe sex and positive behavioural
change must be taken into the public arena without further delay. In
the present circumstances before testing doctors must ask them-
selves: Why are we testing and what benefits, to the individual or to
society, derive uniquely from testing? How can we achieve the
benefits of testing by other means? Is the potential harm resulting
for the patient justified by the benefits? Do we have the means to
deal with it?
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We express particular thanks to our patients and to all colleagues whose
discussions contributed to the formulation of this paper.
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“Don’t tell me on a Friday”

THOMAS RICHARDS

I'am a gay man who discovered last summer that I had antibodies to
human T cell lymphotropic virus III (HTLV-III). For me there are
two central strands to the question of whether or not people should
be tested for such antibodies: firstly, will knowing that you are
positive help your own health; and, secondly, will it make you more
or less likely to infect others?

Like many people, when I first discovered that I was antibody
positive I felt shock and disorientation. I woke up in the mornings
shaking, had problems sleeping, and lost my appetite. I wrote a will,
drank heavily, and seriously considered suicide. I thought, like
others, that I was bound to develop acquired immune deficiency
syndrome (AIDS). (Capital Gay recently reported that a Newcastle
conference on AIDS had been told of six people who had killed
themselves on discovering that they were positive.)

But, through good counselling from both the doctor at the special
clinic and a clinical psychologist, after three to four weeks I got
used to being positive. I was put in touch with a gay self help group
in London (which now has imitators in other parts of the country)
called Body Positive. The support, both practical and emotional,
that both the psychologist and Body Positive gave were all
important for me. Where I should have been without their help I
dare not consider.

Suchhelp should, I believe, be available to everybody immediately
that they find out that they have antibodies. This belief explains my
title because people should not be given this news if an appointment
with a psychologist cannot be arranged until after a weekend—the
first 72 hours are the worst. Given the restricted counselling
facilities that are as yet available, I think it inevitable that doctors are
going to have to make full use of voluntary organisations such as
Body Positive.

Knowing that you are positive gives you a chance to alter your
lifestyle. It becomes more likely that you will adopt a healthier diet
and cut down on alcohol, tobacco, or cannabis. As an actor I decided
that stress was my main problem, and I took up yoga for the first
time in my life with great success.

The most important question is—will knowing that you are
positive alter your sexual behaviour? Gays in this country have up
until now followed a free and easy existence. All we risked living in
the “fast lane” was, it seemed, the occasional social disease. Clearly
we must adopt a more responsible attitude, and it does seem that gay
men who are discovered to be positive and who are properly
counselled do behave responsibly and change their sexual practices.
They follow the “safe sex” guidelines suggested by organisations
such as the Terrence Higgins Trust.

While in a perfect world all gay men should for the last two years
have adopted safer sexual practices, including the use of condoms,
this is not a perfect world and they have not. The reality is that at one
o’clock in the morning after four or five pints in a gay pub or club
gay men go home with each other without checking that one of them
has condoms.

I do not advocate the compulsory testing of gay men. But so long
as we understand the test and its limitations and so long as good
counselling is available I think we should be encouraged to take the
test—both for our own good and that of the community, gay and
straight. The decision must, however, remain a personal one. My
experience—and that of St Mary’s Hospital—is that those who
change their behaviour most are those who are tested, found
positive, and properly counselled.

Thomas Richards is a pseudonym.
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