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a directory of specialist treatment centres. The group,
comprising doctors, physiotherapists, nurses, and patient
support groups, hopes to provide a coordinated strategy for
the management of lymphostatic disorders.
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AIDS: act now, don't pay later
The window of opportunity-fashionable phrase-applies
strongly to health education about AIDS (the acquired-
immune deficiency syndrome). Britain is lagging about four
years behind the United States in the evolution of the
epidemic. We have now had nearly 400 cases of AIDS
reported to the Com.municable Disease Surveillance Centre.'
In mid-1982 the United States.had had 400 cases; the total
there is now around 20 000 with at least one million people
infected.2 A recent conference in Paris was told that (unless a
treatment is found) 180 000 Americans will die of the disease
in the next five years.3 The Americans have learnt a lot about
health education, counselling, and information services in
the past four years. Most important, the numbers ofdead and
dying there have forced AIDS back on to the front pages.
We in Britain have a chance now to act, profiting from

experience in the United.States, but time is running out.
Despite the publication ofscores ofbooks and what may have
seemed like saturation coverage on TV and radio, miscon-
ceptions about the disease abound. In particular many people
still seem to believe that it affects only homosexuals. The
reality-being reported week after week in the United
States-is that AIDS behaves like syphilis and hepatitis B: it
is most common in the gay community and next most

common among drug addicts who use intravenous injections,
but it is also.a.risk for, anyone who is sexually active,
including the "innocent" partners of the promiscuous.
Health education has to be explicit: you may catch AIDS
from anyone with.whom you have heterosexual or homo-
sexual intercourse; and the risk is reduced by using a
condom.

Clearly much more- needs to be done in informing and
educating the public (and the health professions, some of
whose members still display prejudice and ignorance). In
particular, efforts should be concentrated on drug. abusers,
for, unlike homosexuals, they have no articulate, energetic
group representing their interests and giving them -advice.
Last week Lord Young of Dartington, speaking for the
College of Health, called on the government, to spend
£61m in the next financial year on combating the disease. Of
this total half would go on national publicity, £IOm on
the appointment of AIDS information officers in every
health district, and £LOm to voluntary bodies-such as
the Terence Higgins Trust, which has done such a good job
in providing information and. counselling for homosexuals,
and has now published a booklet for drug abusers (see
p 400). Spending on this scale will be justified if (as it has
done in San Francisco) publicity changes behaviour and
slows the spread of the disease. Despite the claims by the
DHSS publicity in Britain so far has been unimaginative and
of little impact.

Lord Young was supported in his appeal by two prominent
Conservative backbenchers, the former health minister Sir
Gerard Vaughan and Sir David Price. Will the money be
forthcoming? Only if more politicians are persuaded of the
truth of the claim in the College ofHealth's booklet that with
the hindsight ofhistory this government may be judged by its
reaction to the disease.4 For if the numbers affected continue
to rise within five to six years the deaths each month in
Britain alone will be equivalent to the crash of a fully loaded
jumbo jet. True, the virus has been isolated; but so have the
viruses ofhepatitis, influenza, rabies, and other fatal diseases,
and we still have no treatments. All the evidence suggests that
the development of a vaccine will prove immensely difficult.
So Lord Young is right; for this disease prevention is not just
better than cure-it is the only cure.
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Unwanted hair
Advertising tells us that long flowing scalp hair and no
pigmented facial and body hair are essential prerequisites of
femininity. But many women do have facial and body hair,
and when should treatment be offered? The large llial
and racial differences in the extent.and acceptability of hair
on various body sites make objective assessment essential.
Many investigators use a scoring system for hair growth on all
*body sites except the forearms and lower legs.' A careful
endocrinological evaluation of patients defined by- this
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