
tenderness of the scalp (for example, when brushing hair),
general malaise, and exquisite pain on palpation over
the temporal artery. If temporal arteritis is suspected and
especially if the erythrocyte sedimentation rate is increased
prednisolone 60 mg or intravenous steroids, or both, should
be given immediately as delay may result in blindness.

Metabolic causes of headache are rare, but the morning
headache ofsleep apnoea is becoming increasingly recognised.
Daytime sleeping and disturbed sleep with snoring in the
presence of obesity and respiratory disease suggest sleep
apnoea. The diagnosis requires nocturnal monitoring of the
blood gas tensions, and treatment is directed at the underlying
cause.

Cranial neuralgias, nerve trunk pain, and the pain of
deafferentiation may be distinguished from other headaches
by the distribution of pain along specific cranial nerves. Other
signs of cranial nerve disease -for example, optic neuritis and
the Tolosa-Hunt syndrome (granulomatous angiitis causing
painful ophthalmoplegia)-may be found. Neuralgias need
not be accompanied by signs-for example, trigeminal and
glossopharyngeal neuralgia. Abnormal signs should always be
investigated. Trigeminal neuralgia, a relapsing and remitting

disorder, is best treated for as long as possible with drugs,
carbamazepine being the best.' Its dose may be increased to
the maximum tolerated and in resistant cases phenytoin
added. Surgery may be needed, and in this case radio
frequency rhizotomy is probably the best treatment.

CHRIS CLOUGH
Consultant Neurologist,
Brook General Hospital,
London SE18 4LW
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HIV and decontamination procedures

Heat is best

The need to treat a novel, transmissible, and fatal disease
has forced reconsideration of many established practices
including the methods used to decontaminate instruments
and equipment. Disinfectants have been over used, and the
efficacy of some common disinfectants have not been fully
assessed.

Instruments that enter areas of the body that are normally
sterile must themselves be sterile; sterilisation may be
achieved by autoclaving or using hot air ovens, alternatively
presterilised equipment that is used only once may be used.
Disinfectants are of little or no use for achieving complete
sterility. Instruments that come into contact with intact
mucous membranes must either be sterile or have undergone
high level disinfection-that is, disinfection in which all
microbes except bacterial spores are killed. Again this is best
achieved by heat. Low risk instruments that come into
contact only with intact skin may be treated with disinfectants
or cleaned by washing. ' Using liquid disinfectants to sterilise
instruments is best avoided-as has been known and accepted
for years. The practical difficulties of ensuring the correct
concentration of disinfectant, the correct acidity or alkalinity,
the absence of protein, and accessibility to the micro-
organisms are well understood2 -even though the principles
have not always been widely enough appreciated. The
continued occurrence of outbreaks of infection associated
with disinfectants indicates the widespread lack of under-
standing of the way they should be used.'-' When they should
be used is also a problem, and a recent survey in general
practice showed that almost half of instruments that should
have been sterile were being wrongly processed-often by
chemical disinfection.6 Attitudes to decontamination also
vary widely. For example, some practitioners feel that all
vaginal speculums should be sterile whereas others consider
that anything more than a soaking in disinfectant is im-
practicable and unrealistic.7
Now Hanson and others have thrown doubt on the efficacy

of alcohol in killing HIV in 10% serum dried on to surfaces.8
In contrast, other studies using different experimental con-
ditions have shown that alcohol is effective against HIV. The
findings of Hanson and others need validation, but it is
important to put them into perspective. Using disinfectants
to sterilise instruments is always unsatisfactory, and the
demonstration that HIV may survive in these particular
circumstances confirms that the methods currently in use are
sometimes less than ideal.
The risks of transmitting pathogens in endoscopy units

have long been known,9 and even though Hanson and others
have shown that glutaraldehyde was effective when alcohol
was not, this should not permit complacency. Our aim must
be to stop using chemical disinfectants to sterilise instruments
as soon as this is feasible.

Disinfectants are used in hospitals for their action against
HIV with heat labile equipment and for spills of blood
and other body fluids. Instruments other than fibreoptic
endoscopes that are most commonly decontaminated by
disinfectants are glass clinical thermometers, for which
alcohol may be used. If this practice is to continue the
cleanliness of thermometers before they are soaked in alcohol
becomes of great importance; otherwise their modification or
replacement should now be considered. When mopping up
spills the main method of protection is to place a barrier-
such as gloves and other protective clothing-between the
person removing the spill and the infectious agents contained
within it. Disinfectants may be valuable in inactivating agents
in blood, but they should be regarded as a second line of
defence.
There is a growing awareness of the need to improve

decontamination methods, and guidelines recently produced
by the British Medical Association will be valuable.'0 Special
problems occur, however: decontamination of some very fine
surgical instruments, for example, may be extremely difficult
and warrants further study. The activity of disinfectants
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against IIIV must be defined, and good disinfection protocols
must be established. It must not be forgotten, however, that
instruments are most reliably and safely sterilised by heat.
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The politics of inadequate registers

Poor registers may undermine the government's plans

The British government has committed itself to screening for
both cervical and breast cancer, and yet its programmes may
well fail because of the inadequacies of population registers.
These inadequacies have been reviewed in two recent
editorials in the BMr,' 2 and today's issue contains further
papers exposing serious problems with population registers
(pp 98, 101, and 104). In addition to the clinical problems
generated by failure of screening programmes for breast
cancer and cervical cancer, the inaccuracy of population
registers shown in these papers also has a wider political
implication. Both the proposed new contract for general
practitioners, which is currently the subject of a ballot of all
general practitioners, and the NHS review Working for
Patients contain proposals heavily dependant on accurate
population registers.
One of the most contentious issues in the proposed new

contract for general practice is that large amounts of income
should be derived from meeting specified targets in various
preventive health activities. To find patients within the
target groups general practitioners will need accurate age-sex
registers, and to make the payments health authorities will
need to check claims against their population registers. The
targets cover cervical cytology and childhood immunisation,
and there will be capitation payments for paediatric sur-
veillance and screening of patients over 75. For all of these the
amount of work claimed to have been done will form the
numerator of a fraction whose denominator is the size of the
target population, as defined by the health authority's
population register.
The proposed new contract and the terms of the NHS

review also make it clear that population registers will be
essential not only for checking claims for income but also for
calculating sanctions in assessing performance indicators.
The accuracy of such figures will be vital when disputes arise
over drug costs in indicative drug budgets, over norms for
referral patterns, and in real cash terms for actual practice
budgets. How can any budget holder be expected to work to a
5% tolerance limit when the population on which the budget
is based is inaccurate to the extent shown in the studies
published today?
There are also implications for health authorities, which in

future will have to know accurately the size and demographic
spread of their populations as cash allocations are to move in
the next few years to a "weighted capitation basis."'

It has been suggested that general practitioners and their

staff should be responsible for keeping an accurate track of
their practice populations.' In future there will probably be
financial pressure to do so both from the opportunities and
from the penalties implicit in the new system. Patients,
however, are entitled to their individual freedom and
privacy and should not be required to surrender either as a
precondition of NHS treatment. As was emphasised in a
resolution passed at the conference of representatives of local
medical committees last month registration data are given by
patients to their general practitioners and passed on to the
family practitioner committee or health board in confidence
and solely for the purposes of administrating primary health
care services. The government has emphasised both the rights
of individual people to freedom and choice and their personal
responsibility for health, education, and welfare. It has
encouraged patients to change doctors more often to enliven
competition, and, using cervical cytology as an example, it
insists on several sources of advice being available-including
family planning and well woman clinics, private clinics,
clinics run by employers, and general practitioner and
hospital clinics. At the same time the government is introduc-
ing systems of national screening and NHS financing that
threaten to penalise financially doctors and health authorities
who fail to keep track of individual patients and their health
records.
MacEwan and others (p 104) rightly draw attention to the

government's duty to educate the public of the necessity of
keeping doctors and health authorities advised of basic
registration details. In a wider context it is clear that
individual practices and health authorities will have to
develop accurate population registers for generating income
and managing resources. In a country that has so decisively
rejected the concept of a national identity card might an NHS
card become a surrogate?
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