
NHS could eventually help. Steering information collection
away from general management towards clinical management
is long overdue, but universal, uncritical, open ended collec-
tion of data is no answer.

Doctors, through the professional bodies that have assumed
responsibility for guidelines and audit, need to claim owner-
ship of the new information systems urgently. Foresight is
needed to identify clinically and epidemiologically important
problems and to define the data needed to establish a future
generation of guidelines. Selective, active, cooperation is
required to obtain relevant data on specific clinical problems
from multiple centres. Such data must be validated for
reproducibility and interobserver and intraobserver variation,
and careful control and matching of cases are essential.
Furthermore, studies of the process of diagnosis need
supplementing by examination of its effects on outcome and
patients' choice.2' Eddy claims that there are four stages in
developing guidelines: global subjective, evidence based,
outcome based, and preference based. But these are really
different, concurrent aspects of a continuing process.29

Systematic, collaborative collection and analysis of data
would allow the creation of precise guidelines (or protocols)
with a structured, logical approach to a closely specified
clinical problem, employing only appropriate, reproducible
data from each case. Such protocols have been proved to be of
value in paramedical practice, specifically setting out how to
establish a given threshold ofdiagnostic certainty for a defined
problem.

Investigative protocols would give doctors accurate infor-
mation on the technical performance of medical diagnosis. A
portfolio of protocols could be constructed from which the
most appropriate could be selected for local use and their
performance audited in detail.303' Clinical skill and acumen
remain vital to match protocols to local and individual needs
and handle cases outside a protocol.32 No protocol devised so
far achieves absolute diagnostic accuracy, and current failure
rates range from 1% to 10%.3334 Deciding what level of
diagnostic accuracy is acceptable in a particular case is
genuinely a matter for individual clinical judgment and the
patient's choice.

Doctors should push for research to develop audit beyond
regulation and exhortatory, general guidelines. Audit should
include specific, precise, efficient, and effective protocols.
The present rapid responses to the demands of political

expediency should be substituted by a major long term,
professional commitment to derive guidelines from the
analysis of clinical, operational data.
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Withdrawing antihypertensive treatment

Hypertension may settle with time

Treating hypertension is an important part of preventive
medicine, particularly in general practice,' 2 where knowing a
patient's blood pressure has become synonymous with good
practice.3 Recently, however, doctors have questioned the
value of treating certain levels of hypertension, especially
when it is an isolated abnormality. Anomalies exist-for
example, controlling hypertension does not invariably reduce
coronary heart disease, for which it is an important risk factor.
The complex relation between hypertension and other risk
factors is only now being teased out,45 leading to a re-
evaluation of values when treatment is justified.6

Until now patients have been taught that hypertension
means treatment for life, although countless thousands of
them have abandoned treatment without their doctors'
knowledge or consent. Feeling perfectly well, they have made

their own judgments about the value of treatment and the
acceptability of its side effects.7 Knowing what proportion of
them have come to grief is impossible without formal follow
up studies, but most doctors have come across patients with
normal blood pressures who had previously stopped anti-
hypertensive treatment.

This is compatible with the findings of two large studies. In
the Australian therapeutic trial nearly half the placebo group
had blood pressures below the entrance criteria after three
years. In the Medical Research Council's trial of treatment of
mild hypertension between one third and one half of the
placebo group had diastolic blood pressures below 90 mm Hg
(phase V) on one of their anniversary visits, and almost one
fifth had values below this at the end of three anniversary
visits.
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On p 345 Aylett and Ketchin describe how they successfully
withdrew antihypertensive treatment from eight of nine
(admittedly highly selected) patients.' They suggest that for
some patients hypertension is a transitory phenomenon
linked to other states. They postulate that when these are
removed- time being the biggest healer- the hypertension
gets better. If their findings were repeated by others we would
have to broaden the category of secondary hypertension,
and the number of patients needing long term treatment for
hypertension would fall.

Stopping treatment, however, could cause problems. We
need to know the importance of any ensuing rise in blood
pressure-even to levels that would not justify treatment in
new patients. Withdrawing f blockade may unmask coronary
heart disease. Change may worry patients who have been told
that their treatment is forever. Reviews of treatment are most
likely to occur when doctors change, and patients may
logically conclude that the new doctor and the old doctor can't
both be right. Handled insensitively, change may harm.

Treatment of hypertension is part of preventive medicine,
and, like all preventive strategies, its progress should be
regularly reviewed by whoever initiates it. Many problems
could be avoided by not starting antihypertensive treatment

until after prolonged observation. A working party of the
British Hypertension Society recommends that patients with
initial diastolic blood pressures of 96-110 mm Hg should be
observed regularly (perhaps every two weeks) for three
months, with drug treatment reserved for those whose
average diastolic pressure is 100 mm Hg or more.5

Attempts should also be made to eliminate all possible
contributory factors. Patients should no longer be told that
treatment is necessarily for life: the possibility of reducing or
stopping treatment should be mentioned at the outset.
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American legislation on AIDS

Doctors should oppose coercive testing of health workers

Ten years have passed since AIDS was first described, and
already it has provoked more legislative proposals than most
diseases. Some of these are superfluous. In Australia, for
example, it is an offence for those infected with HIV to donate
blood despite routine screening of blood to minimise the risk
of transmission of HIV. Other legislation rightly protects
patient confidentiality. Since the beginning of this year,
however, when the transmission ofHIV from a dentist to five
of his patients was reported, legislative measures in the
United States have bowed to public apprehension and opinion
polls.

Last month Illinois passed a bill requiring the department
of public health to check the records of doctors, dentists, and
other health care staff known to be infected with HIV. All
patients who had undergone invasive procedures could then
be notified of the seropositive status of their health care
workers and offered testing for HIV and counselling. This ill
conceived measure would compromise confidentiality,
penalise people with AIDS, and discourage voluntary HIV
tests.
The same week the Senate passed legislation with more far

reaching implications, voting by 81 to 18 to mandate 10 year
prison sentences and fines of $10000 for doctors and other
health care workers who know that they are HIV positive but
do not tell their patients before they perform invasive
procedures. The Senate was not content just to introduce
heavy and unprecedented penalties for workers positive for
HIV who perform surgery but also wanted to identify them-
if not by consent then by coercion. In the bill, sponsored by
Republican Senator Jesse Helms, the Senate voted 99 to 0
effectively to require all doctors and dentists performing high
risk operations to be tested for HIV. If found to be positive
they would be barred from performing surgery unless they
had obtained special approval from an independent tribunal.
Mr Helms condemned "the rogues in the medical community
who have knowingly and callously exposed hundreds upon

hundreds of innocent people to the AIDS virus. Don't tell me
this is too severe. I'm so old fashioned I believe in horse
whipping."'

Such intemperate language panders to public ignorance
about the transmission of HIV and may encourage large scale
testing for HIV without consideration of the consequences.
Already one opinion poll has found that nine in 10 Americans
believe that all health care workers should be required to tell
their patients if they are infected with HIV.2 At the annual
meeting of the American Medical Association in June 1991
Vice President Dan Quayle supported mandatory HIV testing
of both doctors and patients.

Yet coercive HIV testing should be opposed. Firstly, it
would be an infraction of privacy and personal autonomy. In
Britain the courts have already upheld the principle of
confidentiality when doctors infected with HIV are con-
cerned.34 Secondly, the latent period between contracting the
virus and being found to be seropositive means that the test
would have to be repeated regularly to have any value-such
monitoring would be extremely expensive. So far only one
health care worker has been shown to have transmitted the
virus to his patients. More extensive public education is
needed, with special emphasis on the likely rarity of iatrogenic
transmission. For their part doctors might consider doing
more to document accurately the size of this risk, as Bird and
colleagues argue (p 35 1).5

Unfortunately, clear thinking has not prevailed in New
York State. In an atmosphere of heightened public fears
Brooks Memorial Hospital last month forced a family
practitioner who since 1985 had been open about being HIV
positive to resign. The hospital president acknowledged that
"intellectually there is no risk" of HIV transmission but
added that "in a perfect world, where people would listen to
facts and act rationally, I would not have had to take this
action."6 Clearly, the hospital has put emotionalism before
logic in its policy on AIDS.
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