
patients are to be tested then surgeons must also be
tested.
We presume therefore that the Royal College of

Surgeons will also support the compulsory testing
of the surgeon in order to "secure the safety" of the
patient. If surgeons will not accept this they will
request HIV serology on their patients in vain, for
many microbiologists will refuse to perform the
test.

M J SHEPPARD
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I Walker A. Surgeons and HIV. BMJ 1991;302:136. (19 January.)
2 Anonymous. Update: transmission of HIV infection during an

invasive dental procedure-Florida. MMWR 1991;40:21-33.

Hazards of contamination with
blood
SIR, - Several articles have pointed out the hazards
of contamination with blood for surgical and
anaesthetic staff. ' 2 We used a questionnaire to see
if these or any other related problems had changed
the habits of anaesthetists working in a district
general hospital and related teaching hospital.
Within the previous three months eight people

had had a needlestick injury, none of whom had
filled in an accident report form or taken a sample
of patient's blood for serum saving. Twenty had
been offered hepatitis immunisation, 18 had been
immunised, and 13 had been tested for antibodies.
Four anaesthetists (three of whom were at

consultant level) were unaware that the Association
of Anaesthetists had published any guidelines for
anaesthetic staff regarding hepatitis and AIDS
precautions.3 Only one anaesthetist wore gloves as
a routine.

It is disturbing that the clear guidelines set down
by the association were not being followed by many
of the anaesthetists questioned. This is probably
not unusual and has also been reported in a recent
article by Harrison et al, who investigated some of
the reasons these guidelines were not followed.4 In
addition to making gloves more available and
obvious in anaesthetic rooms, perhaps one way to
increase the use of "safe" habits is to display
posters on notice boards in anaesthetic departments
reminding people of the association's recom-
mendations.
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Changing face ofAIDS
SIR, -Dr B S Peters and colleagues describe the
changing disease pattern of AIDS encountered by
a major British centre.' Our experience in a district
general hospital is different.
Twenty eight patients (23 men) aged 19-63 years

(mean 33 years) were found to be HIV seropositive
at Northwick Park Hospital between January 1984
and August 1990. Infection was thought to have
been acquired through homosexual practice in

nine patients, intravenous drug abuse in six,
infected blood products in three, and unknown
causes in one. The remaining nine patients (four of
the five women) had been infected through hetero-
sexual contact (six while in Africa). Twelve (43%)
of the patients presented late (Centers for Disease
Control group IV); this proportion rose to 78%
(seven patients) in the group infected hetero-
sexually, which constituted 54% of the 13 patients
who developed AIDS.

Presenting illnesses included acute seroconver-
sion, bacterial pneumonia, cerebral toxoplasmosis,
Salmonella enteritidis septicaemia, and hepatitis B
carriage (two patients each), and lymphogranuloma
venereum, cryptococcal meningitis, ophthalmic
zoster, mucocutaneous herpes simplex, cyto-
megalovirus retinitis, Pneumocystis cannii infec-
tion, non-Hodgkin's lymphoma, AIDS dementia,
and transverse myelitis (one patient each). Two
patients had terminations of their pregnancies
when found to be HIV seropositive, recommended
in one case because of concomitant cerebral
toxoplasmosis.
Our figures show a higher percentage of hetero-

sexually acquired HIV infection and AIDS than do
those of Dr Peters and colleagues. Eighteen per
cent of our patients were women (also a marker for
heterosexual acquisition) whereas nationally
women constitute 4-5% of patients with AIDS.
Unsuspected infection results in late presentation,
and awareness of personal risk among hetero-
sexuals is generally poor despite publicity cam-
paigns. Ambivalence towards HIV antibody
testing is widespread, and these patients are less
likely to come under early medical surveillance.
One strategy for early identification of these
patients is to encourage people with a perceived
personal risk to undergo voluntary antibody
testing. Newly developed technologies like testing
saliva and urine for antibodies could facilitate such
a strategy.
Our impression has been that homosexual men

in Harrow have preferred follow up at the main
London centres and that a larger proportion of our
patients were referred without suspicion of HIV
infection. Although our numbers were small,
the experience at Northwick Park may be more
representative of the disease pattern to be en-
countered in the future at district general hospitals.
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Preventing the spread ofHIV
infection
SIR,-We welcome the recent government initia-
tive to appoint district coordinators for preventing
the spread of HIV infection but we have seen
two worrying features in patients attending our
genitourinary medicine clinic.

Firstly, the incidence of gonococcal infection is
considered a reliable indicator of trends in sexual
behaviour. We and others reported a decrease in
this infection after the publicity surrounding
AIDS emerged in the mid-1980s.'2 Since June
1990, however, we have noted a considerable rise
in new cases of gonococcal infection in patients
attending this clinic, particularly in homosexual
males (figure), especially in the 20-30 year age
group.

In 1987 we also reported that we were still
finding acute uncomplicated gonococcal infection
in homosexual men who knew that they were
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Monthly incidence ofgonorrhoea among homosexual men
attending a genitourinary medicine clinic in London

infected with HIV. Although our counselling
services have since been refined and extended, this
trend has continued. For example, in July 1990, 11
of the 16 cases of gonococcal infection in homo-
sexual men were in patients who knew that they
were HIV antibody positive. In over 6% of the total
cases of homosexually acquired gonorrhoea the
oropharynx was the only site infected by Neisseria
gonorrhoeae. This group of men have been
repeatedly counselled and advised about safer
sexual practices. Clearly the transmission ofgonor-
rhoea to these patients indicates their failure to
change their unprotected sexual activity. Whether
more frequent reinforcement of the safer sex
message or any other strategy will reduce this
pattern is uncertain.

Secondly, a questionnaire survey in women
attending this clinic found that 75% were not using
an adequate regular method of contraception. This
finding concurs with the disturbingly high rate of
termination of pregnancy being performed on
women living in the catchment area serviced by
Riverside Health Authority. This is currently 30
per 1000 women of childbearing age (11-49 years
inclusive) compared with a national rate of 11 per
1000 in a comparable group.
Although we welcome any initiative to reduce

the transmission of HIV infection, we believe
that this goal is unlikely to be attained unless
better strategies are developed for reducing those
risky behaviour patterns that lead to other sexually
transmitted conditions, such as gonococcal infec-
tion and unwanted pregnancy.
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Snow shoveller's infarction
SIR,-We have recently had an outbreak of an
unusual presentation of myocardial infarction-
"snow shoveller's infarction."
On Saturday 8 December 1990, 35 cm of snow

fell in Sheffield. The following day five patients
were admitted to the coronary care unit with acute
Q wave myocardial infarction; this is much greater
than our average admission rate of 1-2 infarctions a
day in December. Four patients gave a clear
history of onset of chest pain while clearing their
path or drive of snow. None of these patients had a
history of angina or myocardial infarction. One
patient was a smoker and hypertensive, another
diabetic and hypertensive. The two other patients
had no objective risk factors for ischaemic heart
disease. (The fifth patient was a bus inspector who
was directing traffic in hazardous conditions.) Of
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these first four patients, three had considerable
arrhythmia; two developed heart failure, one of
whom died.

Death from ischaemic heart disease has been
linked to environmental temperature,'13 and one
Canadian study showed an excess of deaths from
myocardial infarction on the day after heavy snow-
fall.4 These authors postulated a snow shovelling
effect, based on the time delay between snowfall
and increased death rate and its relation to local
snow clearance bylaws. Residents in Toronto are
required to clear sidewalks of snow within a certain
number of hours, and studies there showed in-
creased deaths from cardiac causes on the day
of snowfall. In Montreal the responsibility for
clearing rests with the local authority and the
increased death rate occurred on the following
day, when private drives, steps, and paths were
more likely to be cleared.

In the United Kingdom snowfall is particularly
ephemeral. We suggest that clearing snow from
roads and pavements should be the local autho-
rity's responsibility and that people with cardiac
risk factors should be advised to let nature clear the
drive and to leave the shovel in the shed.
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Health in India
SIR,-Dr Patricia Day Bidinger presented a
refreshing overview of the commendable work
done by the Institute of Rural Health Studies
in south India and once again showed that a
committed voluntary agency can do useful applied
research and develop model approaches to improve
the health of rural people.' India has several such
voluntary agencies and people, including Drs
Arole from Jamkhed, Bang from Ghadchiroli, and
Desai from Zagadia, to name just a few. Such
voluntary agencies working in remote areas have
time and again shown that it is possible with
limited resources to improve the access to health
services and health of people.
The Indian government has set up a fairly large

and ever expanding network of health institutions
throughout the country, with several levels of staff
from the most peripheral village level workers to
specialists. In spite of this, the performance of this
huge government health system seems to be disap-
pointing except in a few areas.2 Access to and
utilisation of the government system of health care
remain unacceptably low.' For example, still only
32% of births are attended by trained staff.4
Important lessons have been learnt from the
voluntary sector, but the process of adapting them
to the government system (or perhaps adapting the
government system to them) seems to be lacking.
The government of India tried to transplant some
elements from these voluntary projects into the
national health system-for example, the village
level worker and the training of traditional birth
attendants-but the overall results seem to be
discouraging.

Given the size and population of India (about
800 million), it is clear that the government is the
only agency that can provide health care to all. It
may be useful to direct health systems research to
identifying why government health services do not
perform adequately and then try to improve them.
Comparing voluntary projects with a government

Comparison of voluntary projects with government
services in Indta

Voluntary Government
projects services

Leadership Strong Weak
Commitment of staff High Low
Motivation High Low
Empathy toward the poor Yes No
Planning At local level Top down
Operational flexibility High Low
Training of staff Continuous Only once
Ability to hire and fire staff High Low
Supervision Supportive/ Punitive/

intensive weak
Financial resources Moderate/ Moderate!

flexible fixed
Administrative procedures Flexible/ Rigid/slow

fast
Political interference Minimal Moderate/

high
Orientation towards Results Process
Extension or outreach Strong Weak/

nominal
Demand generation Strong Weak
Follow up Strong Weak

system (like a case-control study) shows differ-
ences (table).

Given these differences it seems that the govern-
ment system of health services will not be able
to produce results equal to those of voluntary
agencies. The challenge is to mobilise the govern-
ment system to deliver an acceptable level of health
care to the poor. Any change in the government
system is very slow and difficult but has far
reaching effects and is much more sustainable.
Unfortunately, there seems to be very little effort
systematically to study shortcomings of the
government system and modify it, or at least such
efforts do not receive as much attention as do
voluntary efforts. Perhaps the strong political will
and public pressure required to improve the
government health system are lacking.
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SIR,-Dr Patricia Day Bidinger mentions that
there is a decrease in the incidence of undernutri-
tion among labourers in rural south India owing to
higher wages and small loans from rich farmers.'
This may be true in her area, but most of the
landless poor are still undernourished and suffer
from chronic nutritional 'disorders. The labourer
has no collateral except his labour, and hence he is
denied any kind of loan from the corporate banks.
The cooperatives lend only to the rich farmers-
the rich farmer in turn lends that same money to
the poor labourer at higher interest and may also
demand that the labourer work in his fields for low
wages. We know that bonded labour is abolished in
law in India, but this practice is still seen in many
villages in Andhra.2
To my knowledge most of these rural poor are at

the bottom of the caste ladder. Even though
primary education is universal and free, most of
these people are illiterate. And so the factors
mentioned above must be considered in any plans
to improve the health and wealth of the community.
Quacks and unscrupulous medical doctors

further exploit these illiterate poor labourers, who
can ill afford to spend any money on their health,

by charging them for useless treatments like a shot
of penicillin or an injection of diluted B vitamins.
Nothing is available at the so called primary
health centres. Most of the medicine supplied is
siphoned off into the black market or given to the
rich farmers or to the relatives of the local political
boss. These are some of the problems to be
overcome while working to improve health in the
rural communities in the developing countries.
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Accident and emergency
services
SIR,-Mr Norman Kirby suggests in his letter an
increase in the number of intermediate grade
accident and emergency staff.' He will know that
the Joint Planning Advisory Committee restricts
such an increase and that high quality staff grade
doctors or associate specialists are in extremely
short supply. I reject absolutely the suggestion that
consultants can discuss the needs ofa patient with a
myocardial infarction or major injuries over the
phone. They need to be there. The provision of
very junior staff out of hours within accident and
emergency departments reflects the generally
inadequate response of the British medical pro-
fession to emergency cases, as was indicated by the
confidential inquiry into perioperative deaths,2
but if the specialty of accident and emergency
medicine put its own house in order it might
encourage other specialties to do the same.

I do not agree that many of the difficulties
highlighted by Professor Miles Irving's report3
could be solved simply by organising trauma teams
which in many hospitals, particularly district
general hospitals, would be headed out of hours by
a surgeon of registrar grade or even by a senior
house officer. The suggestion of clustering
accident and emergency departments between
teaching hospitals and district general hospitals
implies that teaching hospitals are better able to
manage emergency cases than district general
hospitals. The Royal College of Surgeons' report
does not agree, certainly as far as major injuries are
concerned. Mr Kirby concludes his letter by
agreeing that there is actually no more money
available, which rather implies that an increase in
any grade of accident and emergency doctor is
unlikely in the present system.
Dr M W Beckett and colleagues are right that

many seriously ill patients, particularly those
with myocardial infarctions or asthma, make
their own way to hospital rather than coming by
ambulance.4 They would be disadvantaged if
that particular hospital were not on call. Such
important details must be catered for in any plan.

Professor David W Yates's response is interest-
ing if confusing.5 Although we both recognise the
differences between London and Manchester, I am
not sure the pattern of clinical work is substantially
different. Professor Yates quotes the work of
Keller and Koenig6 and suggests that burnout and
dissatisfaction may become prevalent in Britain, as
Keller and Koenig suggest has become the case in
the United States. If it were generally true in the
United States I would be surprised, and in any
event I am sure we are made of sterner stuff,
certainly in London. Professor Yates may have
registrars as well as senior house officers 24 hours a
day, seven days a week, but this is certainly not the
case in most accident departments, particularly in
London.

Professor Yates misquotes my editorial,7 saying

470 BMJ VOLUME 302 23 FEBRUARY 1991

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.302.6774.469-c on 23 F
ebruary 1991. D

ow
nloaded from

 

http://www.bmj.com/

