
from monitoring allograft rejection, and declines after treat-
ment with zidovudine (MA Jacobson etal). The concentration
of 12 microglobulin also has predictive value in haemophiliacs
and intravenous drug users infected with HIV (E H Cooper
et al and J I Wallace et al).

Neopterin concentrations in urine, and more recently
serum, have also been proposed as predictors. Serum
neopterin concentration is 5 4 (SD 2-3) nmol/I in uninfected
people and rises steadily in people infected with HIV to
20 nmol/I or more when AIDS is diagnosed (D Fuchs et al).9
Like the presence ofp24 antigen and serum concentrations of
12 microglobulin serum neopterin predicts AIDS in homo-
sexual men both independently and in combination with
counts of CD4 lymphocytes (D Fuchs et al and A Kramer
et al). As neopterin is produced from macrophages interest in
it has increased as the importance of macrophages in HIV
infection has emerged. Serum concentrations of 2 micro-
globulin and neopterin are highly correlated (A R Moss,
unpublished data), and so 12 microglobulin may also be
produced from macrophages. As yet neopterin has not been
investigated in combination with other predictors in epidemi-
ological studies, and it is not yet clinically familiar in the
United States or Britain.

In San Francisco, where the art of prediction in HIV
infection is evolving rapidly, counts ofCD4 lymphocytes and
the presence of p24 antigen are widely used to monitor
patients infected with HIV, while serum 12 microglobulin
concentration is on the brink of acceptability as a predictor. It
is not clear whether these or other predictors may replace CD4
counts when they are hard to obtain. Doctors will need more
reports from the large epidemiological studies; the predictors

should also be explored for their usefulness in stratifying
subjects for trials of treatment and as measures of outcome.
Laboratory predictors have not been combined with clinical
staging systems. Oncologists faced with similar problems of
prediction evolved staging systems combining clinical and
laboratory data for diseases such as lymphoma and breast
cancer. The same process must now begin for HIV disease.
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Politics and the royal colleges

Be political but with sound data

At the beginning of this year the presidents of three of the
royal colleges met with the then Secretary of State for Health
and Social Security, John Moore, and complained about the
deteriorating state of the National Health Service. After the
meeting Mr Moore issued a joint statement admitting the
need "for action . .. to increase the total resources for health
care."' He was immediately denounced by the chief secretary
of the Treasury, Mr John Major. This humiliating episode
revived the debate about whether the royal colleges should
intrude into politics.
The boundary between stated concern about standards of

professional care and comments on political policies is ill
defined. The accusation that an institution has become "too
political" commonly relates to its criticising government
policy. Controversy over the colleges' political activities is not
new as was evident at the start of the NHS. Their charitable
status stops them, however, from participating in such
medicopolitical activities as negotiations on doctors' pay, a
function carried out by the BMA's craft committees. But the
government and doctors recognise the colleges' authority in
setting standards in their specialties. So when political
policies threaten these standards the colleges may well
have something to say to the departments of health. One
channel for representation is through the Joint Consultants
Committee-set up in 19492 and comprising representatives
of the colleges and the BMA's hospital and community
doctors-which regularly meets with the departments'

officials. For general practitioners the General Medical
Services Committee is the recognised representative channel,
with the Royal College of General Practitioners advising on
professional and educational standards.
The presidents of the London colleges (including the Royal

College of General Practitioners) are also ex officio members
of the only statutory standing committee that advises the
government across the whole of medicine-the Standing
Medical Advisory Committee. Both the Joint Consultants
Committee and the standing committee have direct access to
the chief medical officer and through him to the secretary of
state, so the colleges rarely feel the need for direct access to
ministers. Their members thus believe that the colleges'
political activity is small.

Although instances of direct conflict with the government
such as the recent visit ofthe three presidents to Mr Moore are
rare, the colleges often engage in wider political debates. They
have made public statements on several topics of political
concern-for example, the Royal College of Obstetricians
and Gynaecologists gave advice on the morbidity likely to
follow the lowering of the gestation period for abortion,
the Conference of Royal Colleges defined brain death,3 the
Royal College of Psychiatrists advised on reducing alcohol
problems,4 and the Royal College of Pathologists advocated
the continuation of the Public Health Laboratory Service.5
The link between tobacco and lung cancer was first publicised
by the Royal College of Physicians,6 and political recom-
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mendations featured in the college's latest report on diseases
related to smoking.7 The foundation ofAction against Alcohol
Abuse was the outcome of a decision ofthe conference of royal
colleges to put pressure on politicians to restrict access to
alcohol.8
The current issue is how much the colleges should engage

in the political debate on funding of the NHS. The argument
against such participation is that the colleges have limited
experience of political campaigning. Their strength is based
on wide knowledge and experience and the thoroughness with
which they tackle medical issues. Their weakness is that they
are dealing with a government that has scant respect for
academic or professional standards and is in a hurry to curtail
what it sees as professional monopolistic practice. Whereas
leaders ofindustry understand the political process-the need
to cultivate political allies, the importance of timing, and
awareness of where real power lies- the colleges have often
avoided public approaches to politicians until a problem has
become acute.

If, however, the colleges are to raise their political profile
they should build on what they have done so well in the past:
publish reports based on accurate information about hazards
to health and changes in the health of the nation. It should be
possible, for example, to gather information on the con-
sequences to health of underfunding through the network of
college members and to initiate medical audit to show whether

excess morbidity is related to delay or deficiencies in pro-
viding care.

If the colleges choose to follow this path their officers
cannot behave like union general secretaries in the public
sector. Sir Raymond Hoffenberg, president of the Royal
College of Physicians, and Mr Rodney Bickerstaffe, secretary
of the National Union of Public Employees, are no doubt
equally concerned about the future of the NHS; but they
would be unlikely to express their concern in the same way.
Now that the NHS is a matter of political dispute rather than
consensus the colleges are justified in spelling out the likely
consequences for standards of care in an underfunded, frag-
mented health service.
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Slowing the speedy

Strong evidence that speed limits reduce deaths

The Association of Chief Police Officers recently announced
guidelines for motorway speeding: a fixed fine of£20 for those
driving at speeds of 85-94 miles/hour (136-150 km/hour) and
that prosecution should be considered only for speeds above
95 miles/hour (152 km/hour). The legal limit on motorways
is 70 miles/hour (112 km/hour). After reaction to these
proposals the police hastened to add that these were only
guidelines and that an officer could prosecute anybody
travelling at over 70 miles/hour (112 km/hour). Any sug-
gestion that speed limits should be relaxed should be resisted
on public health grounds because the evidence is so strong
that the limits prevent deaths and serious injuries.
The association's proposals are set against a background of

speeding having become increasingly common: in the 1983
survey two fifths of vehicles exceeded the statutory limit.' It is
true that deaths on the roads have fallen-for example, from
6614 in 1977 to 5382 in 1986-but the fall would probably
have been greater if speed limits had been enforced more
vigorously. There is no cause for complacency because road
traffic accidents are the leading cause of premature death2 and
of serious injuries-69 000 in 1986.1
The epidemiological study ofroad traffic accidents has been

fruitful: more is known about the characteristics associated
with accidents and the causes of accidents than about many of
the leading "natural" causes of death. The underlying cause is
speed. The laws of physics tell us that collisions may occur
only when two objects have velocity relative to each other and
that the damage that results from a collision is dictated by
kinetic energy, which is proportional to mass and the square
of the velocity. Many other characteristics-the age of the
driver, the condition of the vehicle and the road, alcohol,
drugs, personality type, and physical handicap-may be

associated with accidents, but relative velocity is the cause.
The fatality of accidents is directly related to speed limits.'
To control accidents it is thus necessary to control relative

velocity. Much has been achieved with improved vehicle
design, road layouts, lighting, and signposting and by legis-
lation, including speed restrictions, yearly tests of road-
worthiness, mandatory wearing of seat belts, and breath tests
for alcohol. The introduction of speed limits resulted in
appreciable reductions in deaths and serious injuries from
road traffic accidents in many countries: in Britain, intro-
ducing a speed limit of 30 miles/hour (48 km/hour) in 1935 led
to a 15% reduction in deaths and serious injuries; in Switzer-
land a limit of 50 km/hour was introduced in towns in 1959
and caused a 21% fall, whereas a similar limit in Germany
caused a 30% fall.3 When a limit of 40 miles/hour (64 kim/
hour) was introduced in out oftown areas in Britain there was
a 30% fall in deaths and serious injuries and a similar limit of
100 km/hour caused a 52% fall in West Germany.3

Clearly there is an economic balance to be achieved between
speed (journey time saved) and the risk of death or injury
(years of life lost or impaired). The current estimates of the
costs of road traffic accidents are £300 000 for a death and
£18 000 for a serious injury. When considering the balance of
costs and benefits, however, it is important to realise that
those killed and injured on the roads are not only those who
drive too fast.4 In 1986, 2111 road deaths were of pedestrians
or cyclists, and mortality among those groups is not falling as
fast as that among drivers.' Indeed, when wearing seat belts
became mandatory for drivers and passengers in the front seat
deaths and serious injuries among passengers in the back seats
(most of whom were unbelted) and pedestrians and cyclists
actually increased.5 Most pedestrians are children and the
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