
Firstly, the potential risks of tuberculosis in
unimmunised children was highlighted by an
outbreak of tuberculosis in an area designated by
the city council as one of urban deprivation. Three
adults and 18 children were infected, the source
case being a 23 year old woman. Screening of
contacts identified 10 people with tuberculosis,
eight ofwhom were children. A further 10 children
required chemoprophylaxis for unexplained
positive Heaf test results (grade 2-3). None of those
infected were Asian.

Secondly, infant BCG immunisation has been
shown to produce conversion to Heaf test positivity
in approximately 70% of children after four
months2 and 87% in preschool age children,3 but its
influence on the Heaf test results of older children
remains uncertain. We examined the effects of
infant BCG immunisation on the reaction to
the Heaf test of 12-13 year old children.4 BCG
immunisation has been routinely offered to all
Asian infants in Leeds for the past 15 years, with an
estimated uptake of 86%. We reviewed the results
of routine Heaf testing at school of all 12-13 year
old Asian children in the city in 1988. A total of
431 Asian children were eligible for testing, of
whom 65 were missed due to absenteeism, refusal,
or medical contraindication. Of the 366 Asian
children who were tested, 90 had a test result of
Heaf 0-1 with no previous BCG; 23 had a result
Heaf 0 with a BCG scar; 80 Heaf 1 with previous
BCG; 145 Heaf 2; and 28 Heaf 3-4. Under current
Department of Health guidelines 276 did not
require repeat BCG immunisation.
With an annual incidence of tuberculosis in

Asian children in Leeds of only six per 1000005
most of the Asian children with grade 1-2 reactions
probably had persisting immunity from their
infant BCG immunisations rather than as a result
of primary infection. This suggests that the effects
of infant BCG immunisation were maintained until
at least 12 years of age. We believe that the
continuing risks of tuberculosis in socially de-
prived children and the results of our survey
provide support for the recommendation that
neonatal BCG immunisation should be offered to
all infants in areas of poverty and deprivation.
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SIR, -Dr S P Conway asks when it would be right
to stop the schools BCG vaccination programme.
This question was considered recently by the
Department of Health's joint committee on
vaccination and immunisation.
The committee noted that tuberculosis is now on

the increase in the United States, a trend attributed
to the HIV epidemic.2 No increase in tuberculosis
has been observed so far in Britain, where HIV
infection is expected to make only a small impact
on tuberculosis. 4 It is, however, too early to
predict future trends with confidence.
The committee concluded that the schools BCG

programme, should be continued at least until
1996. This will give time to monitor trends in
tuberculosis, to assess the detailed tuberculosis
survey planned for 1993, and to obtain other
epidemiological data, so enabling the consequences
of stopping the schools BCG programme to be

predicted with more certainty than is possible at
present.
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SIR,-I would like to comment, on behalf of
the Joint Tuberculosis Committee on Dr S P
Conway's recent editorial.' The editorial gives a
clear and accurate account of the pros and cons of
stopping the routine schools BCG vaccination
programme, but it is perhaps unfortunate that
the subheading of the editorial was "Routine
vaccination of school children is not cost effective
and could be stopped." Certainly the cost effective-
ness argument for stopping is well established and
has become ever more compelling over the years
with the continued decline in notifications of
tuberculosis. Indeed, five years ago the Depart-
ment of Health announced its likely intention to
recommend stopping the schools BCG programme
in 1990.2 But the new element to be considered, as
Dr Conway acknowledges, is the increasing
incidence of HIV infection, which has produced a
new and increasingly numerous group of the
population who are especially susceptible to
tuberculosis. It is too early to say whether this will
affect the expected continued downward trend
in notifications of tuberculosis in the general
population, as has happened in some areas of the
United States.' For this reason the Joint Committee
on Vaccination and Immunisation has recom-
mended that the schools BCG vaccination pro-
gramme should be maintained at least until 1996.
It may well turn out that the impact of HIV on
tuberculosis in the general population is not large,"
but until we know the schools BCG vaccination
programme should continue both in England and
Wales and in Scotland.
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SIR,-Dr S P Conway failed to emphasise ade-
quately the possible impact ofHIV infection on the
number of cases of tuberculosis.' This central issue
warrants further discussion.

Since 1985 the United States has experienced a
14% increase in the number ofcases of tuberculosis
in the 25-44 age group, whereas numbers of cases
have continued to decline for all other age groups.
A 6% annual decline in cases of tuberculosis overall
has changed to a 1% increase since 1985. This
unexpected increase has been attributed to the
relatively high prevalence of HIV infection in the
25-44 age group.2
The risk of progression from tuberculosis

infection to clinically active tuberculosis is at least
30% among those patients with both tuberculosis
and HIV infection' (Communicable Disease
Surveillance Centre, unpublished data), and at
least 14000 people are currently estimated to be
infected with HIV in the United Kingdom. Even if
the prevalence of tuberculosis infection in this

group is only 5% (and it is extraordinary that we
know so little about the prevalence of tuberculosis
infection in Britain) about 210 (1-5% of 14000)
additional cases oftuberculosis are likely to develop
in patients infected with HIV. As the prevalence
of HIV infection increases so the likelihood of
tuberculosis developing in the doubly infected
population will increase.

Since 1987 there has been a slight annual
increase in the number of cases of tuberculosis
no.ified in England and Wales.4 Corrected figures
of notifications by age group in men aged 20-44
ro,e from 507 in the first half of 1988 to 600 in the
same period of 1989.5 Though it is too early to be
sure, we may be seeing a similar phenomenon
to that seen in the United States a few years
previously.

Until the impact ofHIV infection on the pattern
of tuberculosis is better understood it would be
wise to continue measures to promote immunity
against tuberculosis in the population to prevent
possible spread of infection. It was for this reason
that the Joint Committee on Vaccinations and
Immunisations recommended routine BCG
vaccination be continued in schools for the time
being.

In his concluding paragraph, Dr Conway
concedes that the debate over this issue is ongoing
within the medical profession and society at large.
The subtitle, however, recommends stopping
the schools BCG vaccination programme. This
recommendation is clearly premature. It would be
unfortunate if this editorial contributed to the
abandonment of what may be a vital preventive
measure in the fight against HIV related tuber-
culosis in the United Kingdom.
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Juniors' hours
SIR,-Drs J Hoffmann and A Fischer highlight
what they see as problems associated with the
reduction of juniors' hours in Denmark to 40 per
week, and urge junior doctors here to temper our
struggle for shorter hours with a little more
concern for our clinical training.' I do not think the
problems they have encountered give us any reason
to quieten our calls for a reduction in hours.
The immediate aim of the Hospital Junior

Staff Committee and Department of Health is a
reduction to 72 hours, with a further reduction to
60 hours as a medium term goal. This is still
considerably in excess of the Danish figure, so it is
not at all evident that the problems they describe
would follow.
Nor would they necessarily do so even ifwe were

to be as successful as the Danes in reducing hours.
I find it hard to imagine the rota arrangements that
must be in force if doctors work a 40 hour week and
yet "a patient rarely sees the same doctor twice and
vice versa." In most hospitals in this country
nurses work a 37½/2 hour week, yet they clearly
have continuing care of their patients. Similarly,
consultants enjoy continuity of care without
working the absurd hours oftheir junior colleagues.
There is no reason why a doctor should not work
on a shift system, greatly reducing the hours
worked and having continuing care of the same
patients day by day, with the great advantage of
being awake enough to spend time talking to
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