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use and after blood spillage with sodium hypochlorite (10 000
ppm available chlorine). Exposure to 2% glutaraldehyde for
at least 30 minutes, or autoclaving, will inactivate HTLV-III
on equipment, which should first be washed to remove
particulate matter.
The clinical care ofpatients infected with HTLV-III is also*

similar to that recommended for those who are HBsAg
positive. Staff should wear gloves and a plastic apron when
attending to the patient. Eye protection is recommended
during surgery and other invasive procedures. Instructions
must be readily available to guide staff in the event of blood--
spillage. Single room isolation is not generally necessary
unless HTLV-III positive patients are bleeding, incontinent,
psychotic, dying, or suffering from another communicable
disease such as tuberculosis or a salmonella infection. It
seems unwise, however, to nurse patients with HTLV-III in
the same ward as patients who are immunocompromised for
other reasons. Usually these wards are very busy and invasive
procedures are being carried out frequently; there is there-
fore the risk of two way transmission of infection.
A comprehensive review of AIDS and related disorders

including the recommendations of the Hospital Infection

Society-Working Party on AI)S has been published recently
as a supplement to the.Journal ofHospital Infection.'°
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Government hypocrisy on drugs
Why has the government, got so excited about illicit drug
abuse but been so consistently low key in its response to the
damage to health caused by smoking and alcohol abuse? This
question will be, raised next week at an international con-
ference in London of ministers of health which is to look at
misuse of narcotic and psychotropic drugs. The British
government will boast that it has given about £22m for
responding to illicit drug abuse in Britain since 1984-but
it will probably not mention that it found last year less than
£4m and 1Im respectively for preventing the harm causedby
smoking and alcohol. Nor will it want attention drawn to its
chicken feed annual grant of £150 000 to Action on Smoking
and Health or its refusal to give any money at all to Action on
Alcohol Abuse, .despite a government sponsored report
advocating its creation.
The,government must.be acting this way, an innocent

bystander might assume,.because illicit drug abuse is a much,
more serious problem than. tobacco or alcohol abuse. Illicit
drug abuse is rightly causing great concern, and in 1984, the
Home Office says, it led to 235. deaths. Yet in the same year
about 100000 people died prematurely through smoking and
probably over 25 000 through alcohol abuse., Certainly many
of the deaths related to illicit drug abuse occurred in young
people, but so did many of those that were alcohol related:
alcohol intoxication plays a part in the deaths of 500 people
under 25 each year. Furthermore, in two thirds of th6e deaths
related.to illicit drugs the Home Office says that alcohol was a
contributory factor.

Might,it be then, our innocent bystander asks, that illicit
dr;ug abuse tuses more morbidity than either tobacco .or
alcohol abuse?' Illicit drug use is certainly associated with
a wide range ofphysical, psychological, and social problems,
but the extent of these is hard to quantify. Tobacco'.
causes few psychological or social problems but leads to an
enormous amountofphysical-disability and costs the.country
very dear in treatment and days lost from work. Alcohol, by
contrast, is associated 'with a bewilderingly wide range

of physical, psychological, and social problems, and a
conservative estimate says that alcohol abuse. costs Britain
£1-6 billion every year.

Perhaps, then, our intelligent and innocent bystander
suggests, so much more is spent on preventing drug abuse
because such campaigns are more cost effective. than those
designed. to prevent tobacco or alcohol abuse. But the
government's mass.media campaign to prevent illicit drug
use (which must have swallowed much ofthe money because
using the media is expensive) has been roundly condemned
by drug experts, who quote detailed evaluations showing that
such campaigns are at best a waste.of time and at worst
actually increase drug abuse. Nor has the flimsy market
research produced by the government done -anything.to
answer these criticisms. For it is much more difficult to
control an illegal than a legal activity, and the government's.
campaign. is being undone both by market forces operating
among Middle and Far Eastemr ppy farmers and by the
despair spreading among the young in Britain's inner cities.,

Yet while it fights an expensive and losing battle against
illicit drug abuse the government is allowing hundreds of
millions of pounds to be spent promoting tobacco and
alcohol. Now our innocent bystander is becoming very
confused. How can it be that the govermnent spends so much
money trying to stamp out the use ofdrugs that kill hundreds
when it allows the promotion of drugs t-hat kill tens of
thousands? There is. no -dispute that if it wanted-, the
government could do much to reduce the .use of tobacco
and alcohol by banning promotion, increasing costs, and
reducing availability. The answer must be that it has a vested
interest in the widespread consumption of these, products,
raising many millions of pounds through tax on them. It is
ironic, too, that while prison sentences are being increased
for.the pushers of illegal, drugs a takeover battle involving
billions of pounds, is being fought for the privilege to push
alcohol and tobacco.

In the shires of England,- where the present-government
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draws much of its' support, the citizens (whipped on by the
media),are much more worried about illicit drug abuse than
they are about abuse of alcohol and tobacco. They may have
very little experience of illicit drug abuse, but paradoxically
they are so used to their friends dying of tobacco and alcohol
related diseases that they think it "normal." The citizens and
the government are right to be concerned about illicit drug
abuse, but they may need to be more intelligent in their
response. Furthermore, they need to recognise that it is
neither "normal" nor necessary for so many to die from, and
have their lives ruined by, tobacco and alcohol. Already
public attitudes have changed greatly on smoking, and the

government is following, not leading, on this issue. Soon it
will be possible to say the same of alcohol,'.and,already
pregnant women are very wary of the toxin.
The government should thus hurriedly revise its pro-

gramme for next,-week's conference and give much more
prominence to tobacco and alcohol abuse. It should then
follow this up by putting its money where the problems are.
Oddly this might enhance its struggle against illicit drug
abuse-because the young, who make up most of the drug
users, are very sensitive to the hypocrisy that- says "your
drugs are killers but ours are pleasures."

Tumour markers in germ cell tumours

Over three quarters of patients with metastatic non-semino-
matous germ cell tumours have a raised serum concentra-
tion of human chorionic gonadotrophin or a fetoprotein or
both. These markers may be used both as diagnostic aids and
in monitoring the growth of the tumours.' 2 For most to be
gained from tumour markers, however, estimations need to
be, frequent and clinicians need accurate results as soon as
possible. Patients with gestational trophoblastic tumours
have regular estimations of human chorionic gonadotrophin
organised in a national screening programme.3 A similar
national scheme for patients with germ cell tumours would
give clear benefits; at present many patients have only
infrequent marker estimations.
A pilot scheme has been set up at the Cancer Research

Campaign Laboratories at the Charing Cross Hospital and is
already used by many hospitals.4 Patients diagnosed as
having non-seminomatous germ cell tumours and those with
seminomas and a raised human choriomnc gonadotrophin
concentration or metastatic disease are eligible. They are
registered when a completed form (which may be obtained
on request) is returned with the first blood sample. Once the
patient is registered a postage prepaid box with addresses
printed on it is sent to his or her home. The box contains a
letter of instructions to the patient, the venesectionist, and
the local laboratory and sample tubes. The patient is asked to
have a blood sample taken by the specified date at the most
convenient hospital. An automated radioimmunoassay is
used to measure the serum concentrations and the results are
available within 36 hours of receipt of the sample for posting
to the referring consultant and general practitioner.

Further requests for samples from registered patients are
generated automatically by the computer. These tumours
may have doubling times of less than two weeks, and in
consequence samples are requested weekly,during treatment
and for the first 10 weeks of follow up, but then less
frequently. Since there are no hold ups caused by the
laboratory waiting for batches consultants usually obtain
results within a week. There is an automatic check system on
failures in follow up.

All patients in Britain with germ cell tumours could be
monitored if there were two or three properly equipped
centres providing the sort of service offered at Charing Cross
Hospital-and regardless of the clinical and epidemiological
benefits of such a system the financial savings of such a
scheme when compared with the use of assay kits in each

hospital should commend the system to the Department of
Health and Social Security.
Other tumour markers of value in this group of diseases

can be included in the scheme. At least half the patients with,
active seminoma have' raised activities of serum placental
alkaline phosphatase,5 6 and this enzyme is also raised in
some women with dysgerminomas. Lactate dehydrogenase
activity is raised in some patients with germ cell tumours,
especially in those with more advanced disease, and has been
-used to predict the outcome in patients with non-semino-
matous germ cell-tumours.7'
The initial serum concentrations of human chorionic

gonadotrophin and a fetoprotein may also be used as
powerful indicators ofwhich patients will be rendered free of
disease by current treatment.9 A recent Medical Research
Council study has shown that equal importance should be
given to the clinical stage (which takes account of both size
and sites ofdisease) and the serum markers (human chorionic
gonadotrophin greater than 1000 IUll or a fetoprotein greater
than 500 kU/1, or both); the two assessments may be
combined to produce a staging classification with three risk
categories.'0 In those patients treated at six centres between
1980 and 1982 the survival rates for the low, middle, and high
risk groups were 95%, 85%, and 54% respectively. The
centre with the best results in the high risk group found that
those patients with very bulky disease had a poor prognosis
.only if they also had very substantially raised marker
concentrations."

Lives are likely to be saved if those patients found to have
marker concentrations in the high risk range after orchid-
ectomy are immediately referred to a specialist centre
without time being wasted in staging investigations. Once
patients in poor prognostic groups are recognised their
treatment may be modified to compensate for their more
aggressive tumours."
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