
tion of asthma. For this to be successful it is important
that the Department of Health should play an active
part. Over the past decade almost all the initiatives
have come from charities such as the National Asthma
Campaign and professional bodies such as the British
Thoracic Society. The greatest barrier to achieving a
lower prevalence of asthma would be the Department
of Health failing to live up to the promise of The Health
of the Nation and reverting to the view that only those
problems that have simple managerial solutions are of
relevance to its strategy.
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HIV and AIDS

AnneM Johnson

The Health of the Nation described HIV and AIDS as
"the greatest new threat to public health this century."'
Paradoxically, this major area of concern missed the
status of a key area on the basis that insufficient
prevalence data are currently available to set targets.
This is a serious omission for an epidemic which will be
most effectively contained by action ta.ken early in its
course.

In the emerging culture of management by objec-
tives, managers will increasingly focus on achieving
targets set nationally as well as locally through pur-
chaser-provider contracts. The logical outcome is that
areas in which targets have not been set will receive
both insufficient effort and insufficient resources. Can
we therefore afford not to set targets for a pandemic
whose aetiology is well understood and for which a
clear objective of improvement in safe sexual and
injecting drug using behaviours can be set, even if
realistic targets for the incidence of disease cannot?
This immediately raises a well worn criticism of target
setting; that priority is given to only those problems
which are measurable.2 Damage limitation for AIDS
and HIV requires early behavioural intervention, and
target setting therefore cannot depend solely on the
results of unlinked anonymous surveillance of sero-
status, which may require data for several further years
before clear trends emerge.' This leads to a discussion
of what constitutes a target.

In The Health of the Nation the targets are a mixture
of measures of outcome (quantifiable measures of
disease incidence and behavioural risk factors) and
process measurements (concerned only with health
service provision and policy). By contrast, the United
States national health objectives, which were produced
10 years before the British strategy, took a broader
perspective, identifying objectives in five areas:
improving health status; reduced risk factors, increased

Government's view on setting targets

An essential first step is to improve understanding of
the prevalence of HIV. This knowledge will assist
service planning and targeting of public information
campaigns. At present the information is insufficient
to allow targets to be set for limiting the spread ofHIV.
The Medical Research Council, funded by the Depart-
ment of Health, began anonymised surveys of sero-
status in January 1990. As these studies become more
generalised their results should enable more accurate
predictors of the state and geographic distribution of
the epidemic.

public and professional awareness; improved services
and protection; and improved surveillance and
evaluation systems.47 For HIV and AIDS the govern-
ment considers only measures of health status,
concluding that without better estimates of the current
magnitude of the epidemic targets cannot be set (box).
The Faculty of Public Health Medicine's recent
document UK Levels of Health and the American
report Healthy People 2000 are not so reluctant and
identify sexually transmitted diseases and HIV as
priorities and set targets for them.27 My discussion
therefore draws extensively on these documents.

HIV and AIDS as a key area
There is no doubt that HIV and AIDS is a major

cause for concern with great potential for future harm.
The World Health Organisation estimates that world-
wide the total number of people infected with HIV will
increase from 9 million to over 15 5 million over the
next four years. By 1995, a further half million infected
people are expected to be added to the 1 5 million
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infected in the Western World since the start of the
epidemic over 10 years ago. (J Chin, seventh inter-
national conference on AIDS, Florence, 1991). The
incidence of AIDS is projected to increase and remain
high through the 1990s in the developed world, with
an increasing proportion of heterosexually acquired
infections; the developing world, will also show a
considerable increase in incidence (J Chin, 1991;
Public Health Laboratory Service, unpublished data).8
By 1989, HIV had become the second leading cause of
death in America among men aged 25-44 and the
eighth leading cause in the same age group of women.'
In England and Wales the lack of fall in death rates in
men aged 15-44 can in part be attributed to HIV related
deaths.'°

Targets for HIV and AIDS have floundered largely
on the problems of assessing the rate of spread of HIV
in Britain. This is a result of both limited epidemio-
logical data and lack of baseline population estimates of
risk behaviour necessary to define the size of behaviour
change required to control the epidemic. However,
recent results of the unlinked anonymous HIV preva-
lence studies indicate continued high prevalence and
incidence of HIV infection in homosexual men attend-
ing genitourinary medicine clinics and increasing rates
of infection among women attending antenatal clinics
in the Thames regions.3I These, with projections of
the future epidemic, provide baseline data from which
targets can be set.'

Is it rational to single out HIV and AIDS as a key
area? It is estimated worldwide that 70-80% of HIV
infections are acquired through sexual intercourse and
5-10% through injecting drug use (J Chin, 1991).
Similar proportions are reported among patients
known to be infected with HIV in the United Kingdom.
(Public Health Laboratory Service AIDS Centre et al
unpublished surveillance table No 11, 1991). HIV is
now established as another viral sexually transmitted
disease, and its control cannot be separated from that
of other sexually acquired infections. More pragmatic-
ally, targets might be set for more easily measurable
diseases that share the same risk factors, including
other sexually transmitted diseases and hepatitis B, as
well as for risk reduction, education, and service
provision and monitoring.
Much of the management and prevention of sexually

transmitted disease in Britain occurs within the net-
work of open access genitourinary medicine clinics,
with more than 500 000 attendances annually.'2 The
Monks report highlighted the poor state of, and lack of
investment in, the service," hardly the environment to
provide the health service's mainstay against a major
epidemic.

Targets for HIV infection must therefore include
service targets within the NHS. But intersectoral and
international collaboration is also needed to set targets
for statutory and voluntary education services, prison
services, travel services, drug services, and overseas
development organisations, to name but a few. As HIV
emerges as an important problem for the poorest
countries and becomes associated with urban depri-
vation in the West issues of equity, conspicuously
absent from discussions in the consultative document,
must be addressed.

Setting targets
IMPROVED HEALTH

The difficulties of setting precise targets for the
incidence of HIV infection reflect the particular
characteristics of the disease. The incidence of AIDS
reflects infection occurring eight to 10 years earlier,
and HIV seroconversion is often asymptomatic and
undiagnosed. Targets can be set for reducing the
incidence of sexually transmitted diseases, which are

more easily measured and less susceptible to changes in
service use. For example, reduced incidence of
gonorrhoea has been shown to be a useful marker of the
adoption of safer sexual practices in homosexual men. 14
The Faculty of Public Health Medicine has set

targets for the incidence of sexually transmitted disease
and HIV prevalence, and these provide a basis for
discussion.2 Though national targets may be set, local
health authorities may need to set local targets because
of the wide geographic variation in the incidences of
sexually transmitted disease and HIV. 12

HIV PREVALENCE

The table summarises the targets for HIV preva-
lence in the year 2000 set by the Faculty of Public
Health Medicine. Targets for homosexual men based
on high but stable prevalence may not be sufficiently
challenging. As the epidemic matures, there is a
substantial annual death rate from HIV infection,
and maintaining a constant prevalence may imply a
considerable number of newly infected people "replac-
ing" those who have died. (T A Kellogg et al, seventh
international conference on AIDS, Florence, 1991).

Summary ofHIVprevalence targets proposed by the Faculty ofPublic
Health Medicine for the year 2000

Prevalence/1000 population

Year 2000
Baseline target

Male homosexuals attending genitourinary
medicine clinics:
London 200 200
Outside London 50 50

Heterosexuals attending genitourinary
medicine clinics (non-injecting drug
users):
London 7 10
Outside London 3 5

Injecting drug users attending services:
London 20 20
Outside London 10 10

Injecting drug users currently have relatively low
rates of infection in England and attaining a stable
prevalence target will require sustained prevention and
treatment efforts for drug users both in and outside
treatment for addiction.

SEXUALLY TRANSMITTED DISEASES

The targets for sexually transmitted disease in the
year 2000 proposed by the faculty for the population
aged 15-64 years may also be useful markers for
reduction of risk behaviour for HIV infection. Targets
include reducing the incidence of gonorrhoea to no
more than 30 cases per 100 000, of chlamydia tracho-
matis to no more than 75 cases per 100 000, and of
infectious syphilis to no more than three per 1 000 000.2

Experience in America indicates greater success in
achieving targets for gonorrhoea than for syphilis.'5
The faculty's targets are set against rates which are
already falling in response to the HIV epidemic, and
care must be taken in "plucking figures out of the air"
through extrapolation of trends without considering
the magnitude of risk reduction necessary to achieve
targets.
Age specific targets should also be considered as the

highest rates of sexually transmitted diseases are found
in the youngest adult age groups, in whom rates of
partner change are highest and the age at first inter-
course is falling. 16 17

REDUCING RISK FACTORS

Measurement of reductions in risk factors for HIV
and AIDS is barely addressed by the green paper.
Setting targets for reducing risk factors is made
difficult by the absence of baseline data on sexual
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behaviour in the general population, a research topic in
which public funding has met with some resistance.'
Estimates of sexual behaviour will become available
from the national survey of sexual attitudes and
lifestyles as well as from surveys of knowledge,
attitudes, and behaviour undertaken by the Health
Education Authority.'8

These data could be used to set targets for risk
reduction, but a strategy for longer term monitoring of
risk behaviour is required. Targets worthy of discus-
sion, proposed in the American objectives, include
reducing the proportion ofunder 16 year olds who have
had sexual intercourse and increasing the sexually
active proportion of unmarried people who used a
condom at last sexual intercourse.7

Targets for reducing the prevalence of injecting drug
use are hampered by the absence of national prevalence
data. Monitoring data are becoming available from the
national needle exchange programme, and targets
could be set both for the proportion of injecting drug
users still reporting syringe sharing as well as for safe
sex practices. (M C Donoghoe et al, seventh inter-
national conference on AIDS, Florence, 1991.)

INCREASED PUBLIC AND PROFESSIONAL AWARENESS

Despite recognition of the importance of education
in HIV prevention the government set no educational
targets. The Faculty of Public Health Medicine pro-
posed "that by the year 2000, all middle and secondary
schools should, as part of a wider programme of health
promotion, provide education on safer sex behaviours,
and on sexually transmitted diseases, including HIV
infection and the services available for treatment."'
This target could usefully be extended to colleges,
universities, and other places of higher education
and will require close collaboration between the
Department of Education and Science and the Health
Education Authority.

TRAINING HEALTH CARE WORKERS

The Monks report highlighted the lack of formal
training for health advisers in genitourinary medicine
clinics.'" A target might be that by the year 2000 all
health advisers should undergo a certificated course,
endorsed by the Department of Health, providing
appropriate training in the management, counselling,
and prevention of HIV infection and sexually trans-
mitted diseases. Educational targets should be extended
to other health care staff, particularly those working in
primary care, family planning, and genitourinary
medicine. Greater consideration should be given to the
curriculum for sexual health for medical students,
student nurses, and those undergoing higher medical
training.

IMPROVED SERVICES

An important step towards improved services for
prevention of HIV infection and sexually transmitted
disease would be the implementation of the Monks
report, which set out five priority recommendations and
31 additional recommendations. This document could
be used as the basis for standard setting in genitourinary
medicine. As a first target, genitourinary medicine
services should be provided in every district and
additional resources allocated to them by 1995. While
local implementation remains the responsibility of
regional and district health authorities, monitoring of
national progress towards the Monks targets would be
most appropriately coordinated by the Department of
Health. Monks largely addressed process targets, and
the development of measures of outcome, patient
satisfaction, and effectiveness needs greater attention.

Services for injecting drug users and policies for
treatment need reviewing in the light of the HIV
epidemic, and targets might be set for increasing the

proportion of drug users receiving treatment for
addiction.

SURVEILLANCE AND EVALUATION

Progress towards targets requires commitment from
management, collaboration between sectors, cost
effective resource allocation, and investment in sur-
veillance and evaluation.

Continued anonymous studies of HIV prevalence
will be needed to assess progress towards health
targets, but to interpret trends greater understanding
is required of the relation between incidence and
prevalence. Monitoring progress towards targets for
sexually transmitted disease can be achieved only by
improving timeliness and completeness of disease
statistics from the statutory clinic returns (KC60)
collated by the Department of Health (currently
available only up to 1988). A target for 1995 might be
that national figures should be available within six
months of the end of the year of collection.

Progress towards educational and risk reduction
targets could be achieved by national surveys of
knowledge, attitudes, and behaviour. Although the
problems of obtaining valid and reliable self reported
data on sexual behaviour are recognised, considerable
progress has recently been made in question design and
assessment of reporting accuracy.'7 19 Adding key
questions on sexual behaviour (particularly age at first
intercourse, number of sex partners, and condom use)
to the national health survey programme discussed in
The Health of the Nation would be a means of
measuring risk reduction. This approach has already
been used in America by adding questions to a general
social survey and has achieved high acceptance rates."
Setting targets for reducing the prevalence of injecting
drug use remains impossible unless a national system
for monitoring indicators of drug use is established,
though needle exchange programmes will provide data
on risk reduction.

Measuring service targets, process, and outcome
also needs attention. Statutory district annual reports
on cases of HIV infection and AIDS and services,
produced to comply with the AIDS Control Act, might
permit monitoring of targets for genitourinary medicine
services. Further research is urgently needed into the
content and effectiveness of HIV counselling. Data are
not collected routinely on the activity of health advisers
and data on tracing of contacts of patients with sexually
transmitted diseases have been dropped from routine
Department of Health returns. As such work is one of
the mainstays of prevention of sexually transmitted
disease further work on activity and outcome measure-
ment is needed, not least on understanding the deter-
minants of risk behaviour and risk reduction.

EQUITY AND COLLABORATION

A strategy for controlling the spread of HIV must
consider global responses to the pandemic. Sexually
transmitted diseases have never been respecters of
international borders (despite the attempts of some
governments to make them so). Any increased spread
in Britain will be reflected worldwide and vice versa.
Targets for controlling HIV cannot therefore be
divorced from questions of international collaboration
to support the countries of sub Saharan Africa, South
and South East Asia, and Latin America economically
and in control programmes for HIV and sexually
transmitted disease. Equity must be addressed nation-
ally and internationally. In America attention has
recently been drawn to the association between social
deprivation in the inner cities, particularly among
ethnic minorities, and spread of HIV.2 It is those
who are most socially disadvantaged who may be
increasingly affected by the epidemic through drug
use, unsafe sex, and economic reliance on the sex
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industry. Social, educational, and fiscal measures
directed towards these inequalities are therefore an
integral part of the control of HIV infection.

In conclusion, targets can be set for control of HIV
and AIDS, particularly when the definition of a target
is not limited to measuring health status. Statutory and
voluntary agencies across a spectrum of disciplines
need to define a strategy for preventing the spread of
HIV infection. They should not allow HIV to be
forgotten in setting the future foundations of the health
of the nation.
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ANY QUESTIONS

How should a respiratory function laboratory be made safefor
use by patients with HIV infection and AIDS?

The main concern with respiratory function equipment is
that infectious particles from contaminated saliva may
remain inside volume displacement spirometers.' The
immunosuppression of patients with HIV infection means
that the possibility that they might be infected by
contaminated equipment is as important as the possibility
of their contaminating the equipment with HIV. In the
early days of our experience with patients with AIDS at
St Mary's Hospital control of contamination entailed
extensive washing, disinfecting, rinsing, and drying of as
much of the equipment as was practical between patients.
Since the introduction of the Pall PF30 barrier filter
(Pall Biomedical, Portsmouth, Hampshire), which is
specifically designed to protect patients and equipment
during respiratory function tests, however, we have used
this device for all tests of carbon monoxide transfer factor.
We decontaminate equipment in our high risk laboratory
every week. This includes changing the inspiratory and
expiratory bags. All removable parts are washed in
detergent, rinsed, and fully immersed in Presept 140 ppm
for one hour. They are then rinsed and dried before reuse.
We wear disposable gloves when handling and cleaning
contaminated equipment.
As a result of recent government legislation on the

control of substances hazardous to health, laboratories
must ensure the protection of both staff and patients from
chemical and microbiological hazards.2 In hospitals where
few high risk patients are seen dedicated equipment for
respiratory function tests would not be cost effective.
Policies for controlling contamination must take into
account the regional variations of the high risk groups.
Homosexuals form the largest group in London whereas
in Edinburgh a large proportion are intravenous drug
misusers. All centres should be aware of the high risk of
HIV infection in travellers from African countries south of
the Sahara, where AIDS is more of a heterosexual disease.

For patients at high risk of HIV infection or those with
immunosuppression from other causes we recommend the
use of a clean Pall PF30 barrier filter when measuring the
carbon monoxide transfer factor.

Tests that use a technique of rebreathing into a closed
circuit need not be performed on high risk patients. In
laboratories where one set of equipment is used for all
patients it would be sensible to use a clean barrier filter for
each measurement of carbon monoxide transfer factor.

Successful control of contamination depends on regu-

larly dismantling, cleaning, and disinfecting all removable
parts of the equipment regardless of whether a system is
dedicated for testing patients from high risk groups.-
ELAINE BILLING, sister in charge of respiratory physiology, St
Mary's Hospital, London

I Hopewell PC, Luce JM. Pulmonary manifestations of the acquired
immunodeficiency syndrome. Immunology and Allergy Clinics of North
America 1986;63:489-518.

2 Tar-Ching AW. Control of substances hazardous to health: new legislation
with implications for the NHS. BMJ 1989;299:931-2.

Should a fit, non-smoking man of 45 of normal weight who
does not have a family history of heart disease take a daily
aspinrn tablet to prevent coronary thrombosis?

No. The evidence from the antiplatelet trialists' overview
shows overwhelming benefit from regular aspirin (dose
not critical but probably 75-250 mg daily) in people with a
history of vascular disease-for example, transient
ischaemic attack, myocardial infarction, angina, or
peripheral vascular disease (so called secondary preven-
tion). There is less evidence of benefit in those not at risk
of vascular disease. The United States physicians' health
study of primary prevention showed a clear reduction in
non-fatal myocardial infarction in those who took aspirin
(325 mg on alternate days), but there was a worrying
increase in haemorrhagic stroke, which was also seen in
the British doctors' survey.2 The physicians in the United
States experienced absolutely no mortality benefit from
taking regular aspirin.
Low dose aspirin has fewer side effects than high

dose aspirin. The United Kingdom study of transient
ischaemic attack randomised patients between placebo,
one aspirin, and four aspirins a day. Those taking four
aspirins a day had three times the rate of indigestion and
three times the rate of gastrointestinal bleeding of those
taking one aspirin a day, with equal benefit from both
doses.3 As well as haemorrhagic stroke, other rare but
unpleasant side effects, such as macular haemorrhage,
should also be taken into account.

These rare adverse effects are completely outbalanced
by the benefit in those with known vascular disease, but in
a 45 year old fit man the risk might approach the benefit. -
PETER SLEIGHT, Field Marshal Alexander professor of
cardiovascular medicine, Oxford
I Antiplatelet Trialists' Collaboration. Secondary prevention of vascular

disease by prolonged antiplatelet treatment. BMJ 1988;296:320-31.
2 Steering Committee of the Physicians' Health Study Research Group.

Preliminary report: findings from the aspirin component of the ongoing
physicians' health study. N EnglJ7 Med 1988;318:262-4.

3 UK-TIA Study Group. United Kingdom transient ischaemic attack
(UK-TIA) aspirin trial: interim results. BMJ 1988;2%:316-20.

576 BMJ VOLUME 303 7 SEPTEMBER 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.303.6802.573 on 7 S
eptem

ber 1991. D
ow

nloaded from
 

http://www.bmj.com/

