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INTRODUCTION 

To the Rt Hon Kenneth Clarke MP 
Secretary of State for Health 

Sir, 

I am pleased to submit my report on the State of the Public Health for 1987, 
together with brief comments on some of the more important related events 
which occurred in the first seven months of 1988. 

The report would not be complete without mentioning that on the 25 July 1988 
the Office of Secretary of State for Social Services was divided. The new Secret-
aries of State for Health and for Social Security now head Departments formed 
of the relevant elements of the old Department of Health and Social Security. 

Readers will find alterations in both the style and content of the text of this 
year's report. These reflect recommendations outlined in the 1986 Introduc-
tion. Each chapter examines key health issues and, where relevant, gives them a 
national and international perspective. Tables relating to demography, mor-
tality and birth statistics, `avoidable' deaths, cancer registrations, congenital 
malformations and vaccination uptake have been grouped together to form a 
special appendix. This appendix, which will be expanded in future years, is 
designed to provide easy access to statistical data not always readily available 
elsewhere. 

In the introduction of my report for 1985 1 noted the establishment by the then 
Secretary of State, the Rt Hon Norman Fowler, of a committee of inquiry, 
under my chairmanship, into "the future development of the Public Health 
function". The inquiry was to deal not only with "the control of infectious dis-
eases but the assessment of the needs of populations for health care, the plann-
ing and evaluation of health services and responsibility for prevention and 
health promotion". In the event, the fact that the Committee had embarked on 
what turned out to be the first comprehensive review of public health since the 
Royal Sanitary Commission of 1871 elicited a great deal of interest and more 
than 200 organisations, many of them non-medical, submitted evidence. 

The Committee, which included representatives not only of the medical 
specialties concerned with public health and infectious diseases, but also a Chief 
Environmental Health Officer, Health Authority members, NHS and Local 
Authority Managers and others with experience of nursing and general prac-
tice, reported in January 19881. In July, following a constructive period of 
public discussion, the Government announced its agreement to the main 
recommendations of the report. Guidance is in preparation for Health Authori-
ties which will set out their responsibilities for health; recommend the appoint-
ment of Directors of Public Health who will be required inreralia to prepare and 
publish an annual report on the state of health of the District; and invite 
Authorities to clarify their arrangements for the surveillance, prevention and 
control of communicable disease. 

The Government has also accepted the recommendation that a small central 
unit should be setup in the Department of Health to facilitate monitoring of the 
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health of the population at the national level. In the longer-term, Public Health 
legislation is to be reviewed and brought up to date. 

The overriding objective of the recommendations of the Committee is to ensure 
that the state of the nation's health is regularly monitored and that the services 
provided both for prevention and treatment are evaluated in terms of their 
likely impact on that state of health. 

Prevention and health promotion 

Alcohol abuse 

The past year has seen a welcome increase in the attention given to alcohol 
misuse as a major and preventable cause of ill health. Government concern, and 
recognition of the widespread nature of the problems were expressed by the 
setting up, in September 1987, of the Ministerial Group on Alcohol Misuse, 
which involved Ministers from 11 Government Departments. The purpose of 
this group, and the influence of alcohol on major public health issues, such as 
hypertension and road traffic accidents involving young people, are discussed in 
Chapter 2. 

The prevention of alcohol misuse requires an understanding of those factors 
which influence the drinking habits of the general population. The price of 
alcohol in relation to personal, disposable income is one such very important 
factor. People who misuse alcohol still often go unnoticed and unhelped 
because too few doctors, or other health professionals, yet have the requisite 
skills or experience in this field. Adequate treatment services are not always 
available. Some of the steps being taken to overcome these deficiences are also 
outlined in Chapter 2. 

Smoking 

Although the prevalence of smoking continues to decline slowly in both sexes 
and in all social groups, it remains the single most important preventable cause 
of premature death and sickness in Britain, being responsible for the shortening 
of the lives of about 100,000 Britons each year. In pregnancy, smoking is also 
harmful because it is an important cause of low birthweight and therefore of 
death in the early days of life. In these circumstances it gives me particular cause 
for concern that in young people of both sexes aged 16-24 years the decline in 
prevalence of smoking has ceased in recent years and that the uptake rate of the 
habit among schoolchildren remains high, particularly among girls. 

March 1988 saw the publication of the Fourth Report of the Independent Scien-
tific Committee on Smoking and Health.2 The most important issue with which 
it dealt was passive smoking. The Committee added its authoritative weight to 
the view that the inhalation of other people's tobacco smoke can lead to a 
10%-30% increase in the risk of non-smokers contracting lung cancer. The 
publication of this report received considerable publicity and led to increased 
pressure for further restrictions on smoking in public places. 

Four draft directives on tobacco are currently being considered by the EC as 
part of the Europe Against Cancer campaign. Directives on health warnings 
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and limiting the tar content of cigarettes are in final draft form. Two new direct-
ives, on restricting smoking in public places and the protection of children 
against tobacco, appeared in June 1988. 

Concern has been growing over oral tobacco products used for `snuff dipping'. 
This habit is causally associated with oral cancer. In February 1988, the Govern-
ment announced proposals to issue Safety Regulations under the Consumer 
Protection Act 1987 which would ban products used for `snuff dipping'. 

Look after your Heart! 

Within the United Kingdom (UK), coronary heart disease (CHD) remains a 
very serious problem, and the prevalence of sickness and premature death due 
to this cause is higher in all four countries within the UK than in most other 
countries in the world. 

It is therefore satisfactory to report that the DHSS/Health Education Authority 
(HEA) joint campaign, ̀ Look after your Heart!' (LAYH) has completed a suc-
cessful first year. The First Anniversary Exhibition, held in Birmingham in May 
1988, demonstrated the wide variety of projects related to coronary heart dis-
ease prevention and the many different government and non-government 
organisations working throughout England under the LAYH umbrella. 

The response by employers has been encouraging and much good will and inter-
sectoral collaboration have been engendered by the granting of funds to LAYH 
— sponsored community projects and 'Heartbeat Awards' to restaurants 
offering healthy menus and smoke-free zones. 

Plans for the next five years are now being prepared. These will transform the 
LAYH campaign into a long-term programme, which it is hoped will be rein-
forced with other initiatives necessary to curtail the incidence of CHD. 

Child sexual abuse (1987-1988) 

In retrospect, 1987 will almost certainly be seen as the year when child sexual 
abuse first made a major impact on public consciousness. Many people had 
been made aware of the danger to children from strangers, but both public and 
professionals have had difficulty accepting the tragic fact that children can be 
and are abused not infrequently within the family circle. 

The phenomenon has been known for centuries. Forty years ago, non-
accidental injury of children was not regarded as a major problem, but following 
recognition by a few professionals, it became universally recognised as an 
important condition and there are now District procedures for coping with it. 
The same process of shock, denial, recognition and formulation of policies and 
effective procedures is now being worked through for child sexual abuse. 

In the Spring of 1987, existing procedures broke down in Cleveland, and a large 
number of suspected cases became the subject of much public concern. The 
then Secretary of State decided to set up a judicial inquiry into the matter. He 
also asked the Standing Medical Advisory Committee (SMAC) to draw up 
guidance for the medical profession on the diagnosis of child sexual abuse. Both 
reports were published in July 1988,'• with the DHSS circular and a guide to 
arrangements for inter-agency co-operations. 
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The report by Lord Justice Butler-Sloss disclosed a situation which in important 
respects reflected what earlier enquiries 6,7 on child abuse cases had found. It is 
hoped that the recommendations of the Butler-Sloss Report, and the guidance 
now given both in the DHSS documents and the SMAC report together with 
other planned professional advice will facilitate more reliable diagnosis and 
closer and more effective co-operation in dealing with this sensitive problem in 
future. The best interests of the children and their families must be safeguarded 
throughout. 

Breast cancer screening M 
One of the major events in 1987 within the preventive services was the introduc-
tion of a national breast cancer screening service. Breast cancer kills more... 
women in the UK than any other cancer — 15,000 each year, of whom 13,000 
are aged 50 years or over. Every woman aged 50-64 years will be invited for, 
mammography every three years. Women aged 65 years and over will be 
screened on request. Women under 50 years-of-age have not been included 

in j 
the programme as it is at present uncertain whether they would benefit from ' 
mass screening. A 
The service is being modelled on recommendations in the Forrest Report (see 
chapter 2) which concluded that, provided most women avail themselves of the 
service, mammography should eventually reduce the mortality from breast can-
cer by'about one third in the target population. At least one centre has already,
been set up in each of the 14 Health Service Regions and it is hoped that by 1990;
there should be a nationwide network of up to 100 centres, including mobile 
units for rural areas, each serving a population of about half a million.

The success of the scheme will depend upon widespread support from women 
within the relevant age-groups and an efficient system of call and recall. The1
mammographic screening should be regarded as one essential element in a set -
vice vice which must also include diagnostic confirmation and appropriate treat-1! 
ment as well as skilled counselling and support for the women concerned 
throughout their contact with the service. 

Outcome indicators and the health of the population 

In last year's report I stressed the need for more and better measures of the 
outcome of the activity of the NHS, with particular respect to reduced prema-
ture mortality and improved quality of life. In Chapter 4, this issue is discussed 
in more detail and examples are presented of mortality trends in three diseases 
where deaths at specified ages may indicate deficiencies in health services. 
Monitoring of such `avoidable deaths' requires caution as a relatively poor per-
formance in a district or region can be explained by, for example, a higher 
incidence of the disease in that area than elsewhere. Nevertheless, if deaths 
from such diseases are often avoidable, then their occurrence is worthy of care-
ful scrutiny wherever they occur. 

Health services make an important contribution to the prevention, diagnosis, 
treatment and care of many illnesses and in time, outcome indicators will 
doubtless be developed for all these categories of intervention. However, the 
activity of health services alone can be expected to have only a limited impact on 
much of the sickness and premature mortality which occurs in the population. 
Many illnesses have their origins in social behaviour and environmental factors 
which also need to be measured. 
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The problem of monitoring the overall health of the nation is compounded by 
the variable quality and quantity of data available. This is particularly the case 
for health problems which, though causing illness or impairment, are not 
usually a cause of death. In Chapter 3, several topics are briefly reviewed ran-
ging from visual handicap to long-term mental illness. A selection of results is 
also presented from a survey of disability carried out by the Office of 
Population, Censuses and Surveys for DHSS. In subsequent reports it is 
intended to cover a wide spectrum of health problems, identifying, where 
appropriate, opportunities for prevention. 

Infant mortality in England 

Infant mortality (deaths at ages under one year) in England fell each year from 
1970 to 1985. The small increase that occurred from 1985 to 1986 from 9.2 to 9.5 
per 1,000 live births, was probably due to the very severe weather in February, 
1986. There was a rise in postneonatal mortality (deaths at ages over 28 days and 
under one year) from 3.9 to 4.2 per 1,000 live births and a smaller fall in neonatal 
mortality (deaths in the first 28 days of life) from 5.3 to 5.2 per 1,000 live births. 

Neonatal mortality fell during the decade but at a diminishing rate and appears 
to be levelling out. Postneonatal mortality on the other hand changed little 
during this period, lying between 4.5 and 4.2 deaths per 1,000 live births from 
1976 to 1982, falling in 1984 and 1985 to 3.9, and rising in 1986 to 4.2 deaths per 
1000 live births. 

Until 1986, therefore, a decline in infant mortality in the face of an almost 
unchanging postneonatal mortality was maintained by a continuing although 
diminishing fall in neonatal mortality. In that year a rise in postneonatal mor-
tality resulted in an increase in infant mortality. 

These trends and the pattern of mortality are examined in Chapter 3, and 
related briefly to experience in other European countries. 

The environment 

COMARE Report on Dounreay (1988) 

The Committee on Medical Aspects of Radiation in the Environment 
(COMARE) was established to implement the final recommendation of the 
Black Report on the possible increased incidence of cancer in West Cumbria 
published in July 1984.$ The Committee's Terms of Reference are 'to assess 
and advise Government on the health effects of natural and man-made radia-
tion in the environment and to assess the adequacy of the available data and the 
need for further research'. The Scottish Minister for Health asked the Com-
mittee to advise whether the epidemiological data relating to the Dounreay 
Nuclear Establishment suggested that childhood leukaemia incidence around 
Dounreay was higher than expected; to advise what, if any, connection there 
could be between the observed leukaemia incidence and the radioactive dis-
charges from the Dounreay site; and to suggest any further studies to assist in 
assessing the situation. 

The Committee's report on Dounreay was published on 8 June 19889 and found 
that six cases of leukaemia were registered among young people aged 0-24 
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years during the years 1968-1984, and within a 25km circle around Dounreay. 
Only three were expected. All of the six cases occurred after 1979. The Com-
mittee also found that the reported discharges from Dounreay contributed only 
a small proportion of the total estimated dose from all forms of radioactivity in 
the environment. It stated if conventional dose and risk estimates were used the 
doses were far too low to account for the observed leukaemia excess. 

The Committee concluded that there was probably evidence of a raised inci-
dence of leukaemia among young people living in the vicinity of Dounreay and 
that this evidence, taken in conjunction with that relating to the area around 
Sellafield, tended to support the hypothesis that some feature of these nuclear 
plants led to an increased risk of leukaemia in young people living in the vicin-
ity. However, conventional dose and risk estimates suggested that neither 
authorised nor accidental discharges were likely to be responsible, although 
there remained "uncertainties about dose and risk calculations especially with 
respect to exposure of the foetus and small child". The Committee considered a 
number of alternative explanations including other mechanisms by which the 
authorised discharges could be implicated, the possibility that parental occupa-
tional exposure could be relevant and the possibility that factors other than 
radiation could be important. All these possibilities needed further investiga-
tion. The Committee made a number of recommendations for further work 
which the Government has accepted in principle. 

Communicable diseases 

Legionnaires disease — Portland Place 
Two cases of Legionnaires Disease were reported on 29 April 1988 to the Com-
municable Disease Surveillance Centre (CDSC). It was noted that both were 
associated geographically within the vicinity of Portland Place in London and it 
was suspected that other unrecognised cases might have occurred. 

Active case-searching and investigation was undertaken by the Medical Officer 
of Environmental Health of the City of Westminster in co-operation with 
CDSC and the Public Health Laboratory Service (PHLS). 

All the cooling towers in the locality were examined, cleaned and disinfected 
and Legionella pneumophila serogroup I Pontiac sub-type was identified in 
water samples from one tower, that situated in the BBC building in Portland 
Place. 

To aid in the case finding I sent an urgent letter to all doctors to alert them to the 
possibility of Legionnaires disease in any patient with respiratory tract infection 
who, in the ten days prior to the onset of symptoms, had visited or worked in the 
Portland Place area from mid-April to 2 May 1988 when the cooling towers were 
disinfected, 

At the time of writing a total of 67 confirmed cases of Legionnaires disease 
fitting the case description have been identified (59 male and 8 female) includ-
ing two fatalities. A further 28 cases with a clinical diagnosis of Legionnaires 
disease are still' being investigated. The main epidemic wave started on 21 April 
and most cases contracted the infection during the three days from 19 to 21 
April. Several of the affected patients had only briefly visited the area and 
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probably contracted the infection while walking in the street. Twelve indi-
viduals infected in this locality were admitted to hospitals outside the Greater 
London area including Newcastle, Southampton and Nice. 

In nine patients, a serogroup (serogroup 1) of Legionella pneurnophila was 
isolated which was indistinguishable from that found in the cooling tower men-
tioned above. Investigations into this outbreak, the second largest ever in the 

UK, are continuing. 

Measles 
Epidemics of measles occur regularly at two-to-three-year intervals and in 1986, 
82,072 cases were notified. In contrast, in 1987, the number of notifications 
(42,125) was the lowest on record. Unfortunately, low uptake of measles vac-
cine in the past has allowed the persistence of large numbers of unvaccinated 
children and a further major outbreak was inevitable. In 1988, by the end of the 
24th week, no fewer than 56,734 cases of measles had been notified and six 
children had died of measles-related conditions. Figure 1.1 shows the five-week 
moving average of measles notifications for the above years. 

Regional and District Health Authorities have been reminded of the need to 
achieve a high uptake of vaccine as quickly as possible; and a circular letter has 
drawn each region's attention to those districts with the lowest uptake. The 
epidemic of Spring 1988 and the likely further increase later in the year, were 
brought to the attention of all doctors, health visitors and nurses involved in 
immunisation who were encouraged to achieve improvements in the uptake of 
vaccines. It is essential that this preventable disease with its unnecessary burden 
of sickness and expense should be eliminated. 

Meningococcal meningitis 
This condition continued to be unusually prevalent in 1987 and the notifications 
of meningococcal meningitis for the first two weeks of 1988 were the highest 
number for this period at any time in the last ten years. Although the weekly 
notifications subsequently fell, they remained equal to or higher than those for 
comparable weeks of 1986 and 1987 for 16 of the first 23 weeks of 1988. The 
sudden and unexpected onset of the condition, its predeliction for young people 
and children, and its relatively high fatality rate have understandably attracted 
a great deal of public attention and concern. However, the previously reported 
clustering of meningococcal infections due to the type B15 P1.16 strain in some 
localities such as Stonehouse in Gloucestershire diminished as this strain 
became less prevalent and B4 P1.15 and B untypable strains became more com-
mon. It remains to be seen whether 1988 proves to be the peak year in the 
current upsurge. 

Within England, Group A strains of meningococcal menigitis accounted for 
only 2% to 4% of infections during 1987 although these are the prevalent strains 
in Africa, the Middle East and the Indian sub-continent. Vaccination against 
Group A meningococcal infection will be an entry requirement into Saudi 
Arabia for all pilgrims attending the Hajj at Mecca in 1988, following the out-
break associated with the pilgrimage in 1987. 

RIV and AIDS 

The work which has gone on within the UK to contain the epidemic of HIV 
infection and its principal clinical consequence, AIDS, is discussed in Chapter 
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6. The international aspects are more appropriately considered here. During 
1987, the Government continued to place great emphasis on the need for inter-
national co-operation in the fight against the spread of AIDS. The World 
Health Organization (WHO) rightly takes the lead in co-ordinating this action 
but the UK has also played a key role. Through the Overseas Development 
Administration (ODA) the UK contributed £3 million to WHO's Global Pro-
gramme on AIDS in 1987-88. In the coming year we shall be contributing £4.5 
million to the programme. The International Planned Parenthood Federation 
received £1.6 million to help develop its public education materials. Over and 
above this, British research workers are closely involved in international 
research programmes such as those developed by the EC and by WHO's Global 
Programme. 

Greater co-operation and involvement with our colleagues in Europe occurred 
throughout 1987. A UK initiative put AIDS on the agenda of the meeting of 
European Community Heads of Government in December 1986. This was foll-
owed by a Health Ministers' agreement in May 1987 on further measures, 
including the establishment of an ad hoc working group on AIDS to develop a 
common strategy within the Community for preventive action and exchange of 
information. 

In the summer of 1987, the response to AIDS was on the agenda of the Eco-
nomic Summit in Venice and of the meeting of Commonwealth Heads of 
Governments in Vancouver. The United Nations General Assembly in Octo-
ber made AIDS the subject of its first ever debate on a health topic. The then 
Secretary of State in his address to the General Assembly stressed the need for 
global awareness of the treatment of AIDS and for a global response. 

Major conferences 
Several major international conferences were held in London during 1987. In 
March, a seminar, ̀ Future Trends in AIDS' organised by the DHSS, was held at 
the Queen Elizabeth II Conference Centre.10 The meeting opened by Mr Nor-
man Fowler, the then Secretary of State for Social Services, focussed on virus 
transmission and incubation. The discussion revealed the complexity cf the 
AIDS epidemic. 

Mr Fowler also convened a conference in London in March 1987, which 
involved people working in statutory and voluntary bodies. I l It considered the 
provision of community care for people with AIDS and HIV-related illnesses 
and as a result of the conference, a Departmental Working Party was set up to 
consider the issues further. 

In January 1988 the UK Government and WHO jointly presided in London 
over the World Summit Meeting of Ministers of Health on Programmes for 
AIDS Prevention. Delegates from 148 countries, three-quarters of whom were 
ministers, attended the Summit and contributed to the London Declaration on 
AIDS Prevention. This emphasised education, free exchange of information 
and experience, and the need to protect human rights and dignity. The Declara-
tion designated 1988 as a year of communication and co-operation about AIDS. 

Developments in UK HIV and AIDS surveillance 
Two major developments occurred in the field of surveillance during 1987. 
First, I set up a group of experts under the Chairmanship of Dr J W G Smith, 
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Director of the PHLS, to advise me on improvements which might be made in 

the monitoring and surveillance of AIDS and HIV infection in the UK. Their 

reports' is now receiving consideration. 

The second major development was the passing of the AIDS (Control) Act 

1987. Under the terms of this Act, District Health Authorities (DHAs) are 
required to make public reports to Regional Health Authorities (RHAs) 
(DHAs in Wales), and RHAs are required to make public reports to the Secre-
tary of State, on the action taken over the previous year on HIV and AIDS 
infection. These reports will include broad descriptions of services to be pro-

vided, as well as numerical data on cases of AIDS and of HIV infection. 
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1. VITAL STATISTICS 

(a) Population size 

The estimated resident population of England at 30 June 1987 was 47,407,000 
persons. The increase of 152,000 over that of 1986 (0.3%) continued the recent 
trend in annual changes. About two thirds of the latest increase arose from 
natural change (births minus deaths), and the remainder from net inward 
migration. 

(b) Age and sex structure of the resident population 

Table A. 1 in the appendix (Page 134) shows how the size of the population in 
various age/sex groups has changed over recent years. Between mid 1986 and 
mid 1987 there was a small rise in the number of children aged under one year, 
associated with a slight increase in live births, and the number of children aged 
1- 4 years also increased slightly for a second consecutive year. The population 
of school age (5-15 years) continued to fall, reflecting the passage of the cohort 
born in the late 1970s (when births reached a low point) through the age-group. 
The overall number of adults of working age (16-64 years for men, and 16-59 
years for women) continued to rise, with the increases among younger adults 
partly offset by a further decrease in the working population aged over 45 years. 
There was little change in the pensionable population aged under 75, but the 
population aged 75-84 years, and particularly that aged 85 years and over, 
increased between 1986 and 1987. These increases were linked to the downturn 
in deaths in the 12 months to mid 1987 (associated with mild weather in the 
1986/87 winter). Since 1981, the number of people aged 75-84 years and 85 
years and over have increased by 13% and 27% respectively. Women continue 
to account for about two thirds of all people over retirement age. 

(c) 

Fertility statistics — aspects of relevance for health care 

(i) Total births 
Table 1.1 shows that there were approximately 682,000 live births in England 
and Wales during 1987, an increase of over 20,000 (13%) compared with 1986. 
The annual number of births has increased each year since 1982 and the 1987 
figure was the highest annual total since 1972. After allowing for changes in the 
size and structure of the female population of childbearing age, the total period 
fertility rate (the average number of children which would be born per woman if 
the age-specific fertility rates of the year in question persisted) for 1987 was 
1.81. This compares with a total period fertility rate (TPFR) of 1.88 at the most 
recent peak, in 1980. The TPFR for England and Wales has been below the 
level of 2.1 required for the long-term replacement of the population since 
1972. 

Table 1.1: Numbers of live births, crude, general and total period fertility rates for England and 
Wales 1977, 1986 and 1987. 

Year of Livebirths Crude birth rate: all General fertility rate: Total period 
birth births per 1,000 all births per 1,000 fertility rate 

population of all ages women aged 15-44 (TPFR) 

1977 569,259 11.5 58.1 1.66 

1986 661,018 13.2 60.6 1.77 
1987 681,511 13.6 62.0 1.81 
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(ii) Teenage. conceptions 
Data on conceptions to women resident in England and Wales cover pregnan-
cies which lead to a maternity or to a legal termination under the 1967 Abortion 
Act, but do, not include those leading to spontaneous abortion. In Table 1.2 the 
numbers and rates of girls becoming pregnant at ages under 16 years and under 
20 years are compared for the years 1976, 1985 and 1986. For under-16s, the 
conception rate in 1986 was 8.7 per 1,000 female population aged 13-15 years, 
a slight increase in comparison with 1985. The proportion of conceptions termi-
nated by abortion in this age-group fell from 56% in 1985 to 54% in 1986, the 
smallest percentage recorded since 1978. The continued prevalence of concep-
tion and abortion in very young girls underlines both the importance of sex 
education and the ethical problems which face those who may be in a position to 
offer contraceptive advice to this group. 

The overall teenage conception rate rose from 61.7 per 1,000 female population 
aged 15-19 years in 1985 to 62.3 per 1,000 in 1986 but the proportion of all 
conceptions to under-20s terminated by abortion fell slightly from 34% in 1985 
to 33% in 1986. The proportion of teenage pregnancies leading to a birth within 
marriage fell to 14% in 1986 compared with 15% in 1985 and 31% in 1976. 
However, the proportion leading to jointly registered illegitimate births conti-
nued to rise (27% in 1986, compared to 24% in 1985 and only 9% in 1976). 

(iii) First legitimate births to women aged 30 years and over 
First births to women aged 30 years and over are of medical interest in view of 
the greater likelihood of obstetric problems with a first pregnancy at this age. 
Table 1.3 shows that first births to married women of this age-group increased 
by 8% between 1986 and 1987. Such births accounted for 20% of all first legiti-
mate births in 1987 compared to 19% in 1986 and only 13% in 1977. 

(iv) Average age of ,pother at first legitimate birth 
Increases in the average age at which women marry and the interval between 
marriage and first birth serve to raise the average age at which women have 
children. Table 1.4 shows that between 1977 and 1987 the average age at first 
legitimate birth increased from 25.0 years to 26.5 years, this pattern being evi-
dent in all the social classes. 

(v) Sex ratio of births 
Male live births exceeded female live births by about 5% in 1987, which was 
fractionally less than the excess in 1977 (about 6% more males than females). 
The ratio of male to female live births varied little for mothers of different ages. 

(d) Mortality and morbidity 

In 1987 the level of mortality was once again lower than in previous years. The 
number of deaths recorded in England was 531,150 compared with 538,628 in 
1986 and 533,150 in 1985. This represents a fall of about 2.5% between 1986 and 
1987 and gives a crude mortality rate for the year of 11.2 per 1,000 population as 
against 11.5 per 1,000 in 1986. 

Recent improvements in mortality should, however, be placed in the longer 
term context of an ageing population. Standardised mortality ratios (SMRs) are 
designed to take account of a changing population structure. These indicate 
that mortality is now slightly less than three quarters of that recorded in the 
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Table 1.3: First legitimate births to women aged 30 years and over: 1977, 1986 and 1987, England 
and Wales 

Age of mother Number of births (Coos) 

1977 1986 1987 

All ages30and over 27.7 39.2 42.2 

30-34 23.1 30.8 33.3 
35-39 3.9 7.5 7.8 
40-44 0.7 0.9 1.1 
45andover 0.0 0.0 0.0 

Table 1.4: Mean age of women at first legitimate live birth, according to social class of husband: 
1977, 1986 and 1987, England and Wales 

Mean age of women at first legitimate birth 

Social class of husband 1977 1986 1987 

All Social Classes (including `other') 25.0 26.2 26.5 
I and II 27.2 28.1 28.4 
III Non-manual 25.9 26.8 27.0 
III Manual 24,2 25.4 25.8 
IV and V 23.2 24.2 24.5 

early 1950s. Throughout this period, the fall in the male ratios has been somew-
hat less than that for females, so that, taking 1950-52 as a base of 100, the SMR 
for 1987 for males was 72, whereas that for females was 68. 

Previous reports have drawn attention to the influence of weather, both on the 
total number of deaths recorded in the year, and on their seasonal distribution. 
Figure 1.1 illustrates the week-by-week registrations of deaths from all causes at 
ages one year and over, for 1986 and 1987. Also included is an expectation for 
1987 based on observations over the previous 10 years. In 1987 there were fewer 
deaths than expected for most of the period January - April 1987, whereas 
there was a marked excess in early 1986, particularly during February and 
March. It is of interest to note that February 1986, with a mean daily air tem-
perature at sea level of -0.4 C, was the coldest month since 1963 and the cold-
est February since 1947. As a further indication of the importance of cold 
weather in relation to mortality, the number of deaths associated with hypoth-
ermia (Table 1.5) also returned to the normal level in 1987 after a rise in the 
previous two years. Deaths associated with influenza, a further component of 
the usual excess winter mortality, were also less in 1987 than in recent years. 

Table 1.5: Numbers of deaths from specified causes 1983-1987, England and Wales 

Year Number of deaths with mention of Number of deaths from influenza 
hypothermia 

1983 538 796 
1984 555 346 
1985 827 662 
1986 848 587 
1987 581* 190 

* Provisional figure 
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Figure 1.2: Age specific mortality - England, 1979-87 (Males) 
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Figure 1.3: Age specific mortality - England, 1979-87 (Females) 
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Figure 1.4: Death rates by various causes for quinary years 1946-85 for males 
aged 60-84 years, England and Wales 
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Figure 1.5: Death rates by various causes for quinary years 7946-85 for females 
aged 60-84 years in England and Wales 

Rate per million 
population 

rr.r.T.y 

All other causes 

Cerebrovascular 
disease 

Bronchitis, 
emphysema and 
asthma 

All cancers 
except lung 

Lung cancer 

Ischaemic heart 
disease 

1946/50 51/55 56/60 61/65 66/70 71/75 76/80 81/85 
Quinary Years 

20 

DHSCO007009_0028 



The reduction in mortality which has been a feature in most age-groups for 
many years appears to have been arrested since 1986 for persons aged 15-44 
years of both sexes. (Figures 1.2 and 1.3). This will be the subject of further 
analysis next year. In the longer-term, the greatest improvements have been in 
child, and particularly infant, mortality. Death rates under the age of 14 years in 
1987 were generally about half those recorded for the early 1950s (Table 1.6). 
Although there was a rise in the infant mortality rate (deaths under one year) in 
England and Wales in 1986 (which is discussed in Chapter 3), the rate for 1987 of 
9.2 per 1,000 live births, was the lowest ever recorded and, was one third of the 
rate of 27 per 1,000 which was the average between 1951 and 1955. Similar falls 
in the death rates between ages one and 14 years have also been recorded (Table 
1.6). 

The changing pattern of mortality as it affects the older age-groups (ages 60-84 
years) is illustrated in Figures 1.4 and 1.5. As well as confirming the gradual fall 
in the overall death rates, the varying influence of some of the major causes is 
also shown. Increasing death rates for lung cancer in men are particularly 
obvious, but recent increases in women can also be detected. However, there 
have been some compensatory reductions in mortality from bronchitis and 
other chronic respiratory disorders. 

Table 1.6: Death rates per 1,000 population, England and Wales 

Persons Under 1 years 1-4 years 5-9 years 10-14 years 

1951-1955 27 1.14 0.47 0.41 
1987 9.2 0.45 0.20 0.25 

t Deaths per 1,000 live births 

The relatively stable combined death rates for `other' cancers conceal smaller, 
but nevertheless important, trends in the incidence of some individual cancers. 
For example, the incidence of cancer of the stomach in these age-groups, as 
measured by registrations of the disease, has fallen about 10% over the most 
recent decade (from 143.7 per 100,000 in 1974 to 128.3 per 100,000 in 1984). 

Survival is a further important aspect related to the mortality of malignant dis-
ease; and there have been some significant improvements in recent years. 
Hodgkin's Disease is an example of this. Reliable figures for the early 1960s 
suggested that about one third of patients with this condition survived five years 
from the time of diagnosis. By the early 1970s, about half the patients were 
surviving for this length of time, and figures for 1981 registrations indicate that 
almost two thirds (63%) were still alive in 1986. 

Figures 1.4 and 1.5 also illustrate the continuance of the long-term decline in 
mortality from cerebrovascular disease in both sexes at older ages. Neverthel-
ess there has been, as yet, little effect on the use of hospital beds by patients with 
this condition (Figure 1.6 and 1.7). 

A further interesting change in mortality has been the decrease in the number of 
deaths attributed to fractured neck of femur; from 1,748 in England and Wales 
in 1979, to 1,152 in 1987. During this period there has been an equivalent 
increase in the number of deaths assigned to osteoporosis; from 729 in 1979, to 
1,357 in 1987. 
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Finally, there has been a recent improvement in the mortality from congenital 
malformations of the nervous system, with markedly fewer deaths from anen-
cephaly and spina bifida. 

(e) Termination of pregnancy 

The number of abortions in 1987 was 174,276. This was a rise of 1.2% over 1986. 
Nearly 90% of the abortions were performed on women resident in England 
and Wales. The rise in the number of abortions to resident women was slightly 
below 6%, while the number of abortions to non-resident women fell by over a 
quarter. There was a smaller rise for those below 20 years and the number of 
abortions to girls under 16 years fell slightly. 

(f) Appendix Tables and their content 

Several tables have this year been transferred to an appendix. It is intended that 
these tables will form a consistent set of data to be published annually. This 
method of presentation will enable the annual report to be used as an initial 
reference source for selected data. For some of the tables, more detailed data 
are available from other OPCS or DHSS publications. 

It is hoped in future years to expand the appendix by inclusion of tables covering 
sexually transmitted diseases, hospital discharges and international mortality 
data. 

Appendix Table 1: Population age and sex structure, 1987; and changes by age 
1981-7. 
This table is described on the first page of this chapter. 

Appendix Table 2: Five main causes of death at different ages. 
This table contrasts the major causes of mortality in different age-groups. It 
should be noted that the rankings are dependent on the particular groupings of 
disease chosen. Above age 35 years the major burden of mortality derives from 
circulatory disease and malignant neoplasms. At ages 15-34 road vehicle acci-
dents, other causes of injury and poisoning and suicide are major contributors 
to death particularly in males. These causes of death — other than suicide — are 
also important in childhood although congenital anomalies also rank highly. 

Appendix Table 3: Relative mortality from various conditions when ranked by 
numbers of deaths and future years of `working life' lost. 
Data presented include the total numbers of deaths at all ages attributed to 
selected causes. The percentage distribution of numbers of deaths demon-
strates the major impact of circulatory disease and cancer in both sexes. About 
three-quarters of deaths occur over the age of 65 years. 
Data are also presented for years of `working life' lost between 15 and 64 years 
in order to indicate the impact of various causes of death occurring at younger 
ages. For this tabulation a death occurring under the age of 15 years accounts for 
the loss of the full 50 year period between 15 and 64 years whereas death at age 
60 years contributes a loss of only 5 years of `working life'. Thus weight is given 
to the age at death as well as the number of deaths, and emphasis is given to the 
burden of deaths occurring at younger ages. 
Comparison of the percentage distributions demonstrates how the relative 
ranking of the selected causes differ when years of `working life' lost are con-
sidered rather than the total numbers of deaths. 

24 

DHSC0007009_0032 



In males, although circulatory disease and cancer still contribute substantially 
to loss of `working life', other causes become more prominent. These include 
accidents — mainly motor vehicle — and suicide, and also those deaths occur-
ring early in life — perinatal and infant deaths. 
In females, the total years of future ̀ working life' lost from all causes combined 
is much less than in males, reflecting the considerably lower death rates in 
females. Cancer is a major contributor to loss of life under 65 years in females, 
particularly breast, cervix, uterus and ovary. (Cancer of the ovary is discussed 
in more detail in Chapter 3). Although accounting for almost 50% of the total 
number of deaths, circulatory deaths account for only 15% of the years of future 
working life' lost. In other respects the pattern is broadly similar to the males 

although accidents account for a smaller proportion of deaths amongst females. 

Appendix Table 4: Trends in `avoidable deaths', 1979 to 1986. 
This table is discussed in detail in Chapter 4. 

Appendix Table 5: Live births, stillbirths, infant mortality and abortions, 
1960-87. 
The rise in infant mortality is discussed in detail in Chapter 3. 

Appendix Table 6: Congenital malformations-secular trends in selected malfor-
mations. 
This table emphasises the marked decline in malformations of the central ner-
vous system which has occurred in recent years. It is evident in both stillbirths 
and live births and probably reflects a decreasing incidence in these malfor-
mations. As discussed in my report for 1985 (page 22) elective abortion follow-
ing screening is not the major explanation for the decline. 

Appendix Table 7: Cancer registrations in 1984 (males). 
This table indicates the distribution of cancer registrations in men at different 
ages. At all ages combined, cancers of the lung, large intestine (including rec-
tum) and skin account for about half of the registrations. 
In childhood, a high proportion of cancers are attributable to leukaemias, lym-
phomas, tumours of the central nervous system and embryonic tumours such as 
neuroblastomas and retinoblastomas. At older ages, cancer of the lung is the 
major cause registered. In the oldest age-group presented (85 years and over), 
prostate cancer accounts for almost as many registrations as lung cancer. 

Appendix Table 8: Cancer registrations in 1984 (females). 
In childhood, the pattern of female cancers is broadly similar to that in males. 
However, at ages 25-44 years cancers of breast (34%), and cervix (19%) predo-
minate. At older ages, breast cancer continues to account for many regis-
trations, although cancers of the lung, skin and large intestine also occur in 
substantial numbers. 

Appendix Table 9: Vaccination 1975 to 1986. 
This table is discussed in Chapter 5. 
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2. PREVENTION AND HEALTH PROMOTION 

(a) Public Health in England 

The establishment of a committee of inquiry into the `future development of 
public health function' was announced by the then Secretary of State, the Rt 
Hon Norman Fowler, on 21 January 1985 when he reported to the House the 
outcome of the inquiry into the outbreak of food poisoning at Stanley Royd 
Psychiatric Hospital' which had led to 27 deaths. He concluded his statement by 
saying: "There can be no doubt at all about the continuing need for proper 
provision of public health and community medicine advice within the manage-
ment structure of the Health Service. The functions of the specialty of com-
munity medicine include not only the control of infectious diseases but the ass-
essment of the needs of populations for health care, the planning and evaluation 
of health services and responsibility for prevention and health promotion. I 
have therefore decided that it would be right to establish an inquiry into the 
future development of the public health function, including the control of com-
municable diseases and the specialty of community medicine in England. The 
inquiry will be a broad and fundamental examination of the role of public health 
doctors including how such a role could be best fulfilled." 

The terms of reference of the inquiry were: "To consider the future develop-
ment of the public health function, including the control of communicable dis-
eases and the specialty of community medicine, following the introduction of 
general management into the Hospital and Community Health Services, and 
recognising a continued need for improvements in effectiveness and efficiency; 
and to make recommendations as soon as possible, and no later than December 
1986". The membership of the committee of inquiry was a multi-disciplinary 
one including representatives not only of the medical specialties concerned with 
public health and infectious disease but also a chief environmental health 
officer, health authority members, NHS and local authority managers and 
others with experience of nursing and general practice. 

The Committee defined public health as: "the art 
and 

science of preventing 
disease, prolonging life and promoting health through the organised efforts of 
society". The guidelines which the inquiry adopted in approaching what might 
have proved the almost unmanageable scale of its remit were noted in the intro-
duction to this Report for 1985. While confronting fairly and squarely the speci-
fic problems which it had been asked to deal with, it recognised that the root of 
many of the problems lay in the performance of the public health function as a 
whole, following successive reorganisations and the introduction of general 
management into both the NHS and local government. 

The fact that the Committee had embarked upon what turned out to be the first 
comprehensive review of the public health function since the Royal Sanitary 
Commission of 1871 elicited a great deal of interest. More than 200 organi-
sations, many of them non-medical, submitted written evidence, and some 65 
individuals representing more than 20 major groups or organisations gave oral 
evidence. As a result, the inquiry continued beyond its allotted timespan and 
did not complete its work until the end of 1987. 

A number of fundamental problems came to light during the course of the 
inquiry and influenced the general pattern of the Committee's report. These 
included: — 
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a lack of co-ordinated information about the health status of the 
population both nationally and locally 

a lack of emphasis on promotion of health and prevention of disease 

weakness in the capacity of health authorities to evaluate their 
activities 

widespread confusion about the role and responsibilities of public 
health doctors 

confusion about. responsibility for the control of communicable 
disease. 

The Committee published its report in January 1988 under the title `Public 
Health in England'2 and in announcing its publication to the House, Mr John 
Moore, the then Secretary of State, said: "as required by its terms of reference, 
the report concentrates on the control of communicable disease and the role of 
public health doctors within the framework of general management in the NHS 
and examines the wider issues of the public health function. It also suggests 
ways in which surveillance of the health of the population might be improved, a 
greater emphasis on the prevention of illness and premature death achieved, 
and the effectiveness of health services better evaluated." 

The recommendations of the report may be summarised under three headings: 

Recommendations on the public health function 

(i) Guidance should be issued to all health authorities updating them on 
their responsibilities for health. 

(ii) a public health doctor (normally the existing District Medical Officer) 
should be appointed as Director of Public Health); he/she should be a 
part of the decision-making machinery of the authority. 

(iii) the Director of Public Health should be required to produce an annual 
report on the state of health of the District or Region. 

(iv) 
a small central unit should be set up at the Department of Health to 
facilitate monitoring of the health of the population at the national level. 

As the Committee pointed out (para 3.4): "objective setting with clearly 
defined targets is a useful tool in the public health field . . . ". The overriding 
objective of their recommendations is to ensure that the state of the nation's 
health is regularly monitored and that services provided, both for prevention 
and treatment, are evaluated in terms of their likely impact on that state of 
health. 

Role of public health doctors 

The Report devotes close attention to the future of the specialty of community 
medicine — which, in view of widespread misunderstanding, it suggests should 
be known in future as the specialty of public health medicine. "The role of the 
community physician is considered both in respect of prevention of illness and 
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promotion of health, and in relation to the planning and evaluation of health 
services and the need to improve their balance, effectiveness and efficiency. At 
a time of growing and seemingly limitless demand for health services, tech-
niques for evaluating outcomes are assuming increasing importance". (Para 
1.7). 

The Report finds that "epidemiological skills are relevant to monitoring the 
health of the population, analysing the pattern of illness in relation to its causes 
and evaluating services — all of which are helpful in seeking to make best use of 
finite resources". (Para 3.12). 

Infectious disease control 

In addition to the outbreak of Salmonella food poisoning at Stanley Royd Hos-
pital which has already been referred to, the outbreak of Legionnaires Disease 
at Stafford in 19853, which also resulted in a public inquiry, played a part in 
leading to the establishment of the inquiry. The reports on both those outbreaks 
had pointed to a decline in available medical expertise in environmental health 
and in the investigation and control of communicable diseases, and had recom-
mended a review of the responsibilities and authority of medical officers of 
environmental health. The Stafford inquiry, for instance, had stated (para-
graph 139): "Evidence we heard and submissions made to us lead us to believe 
that the responsibilities and authority of the MOEH need to be reviewed. He 
also believe that there is legitimate concern that the present training and experi-
ence of MOsEH is less effective than that formerly provided to fit them to 
undertake responsibilities for the investigation and control of outbreaks of 
infection". 

Recommendation 29 of `Public Health in England' recommends that in the 
longer-term the public health legislation should be revised in order to bring it 
more up-to-date. Such an enterprise is a long-term one requiring Parliamentary 
time. A detailed set of practical shorter-term recommendations aims to 
improve the surveillance, prevention and control of infectious disease here and 
now. Public concern over the spread of AIDS and the recent outbreaks of men-
ingitis illustrate how important this issue is. 

The report recommends that DHA's responsibilities in this field should be 
clarified and that a named doctor, to be entitled the District Control of Infection 
Officer, should be appointed and made accountable to the DGM. Develop-
ments in education and training are recommended in order to ensure that a 
cadre of experts is available to undertake this work. Strengthened support ser-
vices for the control of infectious disease are also recommended both regionally 
and centrally. 

At the time of going to press it was announced that the Government had 
accepted the main recommendations of the inquiry. 

References 
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(b) Alcohol misuse 

Alcohol misuse has received much more attention this year — and rightly so. It 
is one of the major preventable causes of ill-health. Although per capita con-
sumption declined slightly in 1986/87, we are, as a nation, drinking almost twice 
as much as 30 years ago and this is reflected in the current burden of alcohol-
related illness and other harm, including cirrhosis of the liver and mental illness. 
Three additional examples which highlight the consequences to health of alco-
hol misuse are: 

i. Hypertension: It is clear that excessive consumption of alcohol is an 
important cause of high blood pressure and could account for 10% to 15% of 
cases'. This proportion would represent as many as between 250,000 and 
375,000 people. High blood pressure is a major factor in the causation of 
most forms of cardiovascular disease. These in turn are associated with more 
premature deaths than all other causes of death combined. Alcohol is often 
an important factor in young stroke patients who can suffer severe per-
manent disability at great cost to themselves, their families and the Health 
Service. 

ii. Injuries due to assault in A & E Departments: A major source of work in 
casualty departments is the young male patient with injuries due to assault. 
Research suggests that most of these are habitual 'binge' drinkers2'3 who 
were drinking at the time they were attacked. These patients, together with 
others who are intoxicated, are both difficult to assess and often unco-
operative and violent. They add greatly to the workload, stress and strain of 
staff in Accident and Emergency Departments - particularly at weekends. 

iii. Road traffic accidents involving young people: Accidents are the com-
monest cause of death -in adolescents. About 25% of teenage drivers killed in 
road accidents in 1985 had blood samples exceeding the legal limit for alco-
hol, The lost potential of these young people, killed or permanently disa-
bled, represents a tragic waste of human resources which also imposes a 
heavy burden on the Health Service. Alcohol excess is also a major factor in 
deaths and injuries among pedestrians. 

Ministerial Group on Alcohol Misuse 

On 18 September 1987, the Home Secretary announced the establishment of an 
inter-departmental Ministerial Group on Alcohol Misuse under the chair-
manship of the Lord President of the Council and Leader of the House, John 
Wakeham, MP. This new Group provides, for the first time at Ministerial level, 
a mechanism for reviewing, co-ordinating and developing the Government's 
strategy to combat alcohol misuse. The Group has identified alcohol misuse by 
young people as one of its first priorities and has already announced a pro-
gramme of measures which includes: 

— tightening the law on the sale of alcohol to under-age drinkers; 

— requesting the Independent Broadcasting Authority and the Adver-
tising Standards Association, in co-operation with the drinks industry, 
to review the advertising codes of practice on alcohol; 

— new regulations to ensure that all alcoholic drinks are labelled with 
percentage strength; 

29 

DHSC0007009_0037 



promotion of low and non-alcoholic drinks by the drinks industry; 

information and educational material about alcohol for young people 
and those who work with them. 

The Group has drawn up a forward plan of work involving meeting at two-
monthly intervals to consider a wide range of issues. 

Publications 

The Department published two reports on medical education about alcohol5•6. 
Doctors who qualified some time ago often feel that they did not receive ade-
quate education about the impact of alcohol misuse in clinical practice. There 
are now encouraging examples of innovative teaching about alcohol in medical 
schools using an integrated approach. The Royal College of Psychiatrists 
organised a consensus meeting on alcohol misuse attended by representatives 
of a wide range of Medical Royal Colleges and other interested organisations. 
The resulting Consensus Statement7 called for a vigorous approach to our 
national alcohol problem and detailed areas where action might be taken. The 
Home Office Standing Conference on Crime Prevention produced a report 
from the Working Group on Alcohol and Young People, chaired by Baroness 
Masham4. The issue of the report coincided with the establishment of the 
Ministerial Group on Alcohol misuse and the Group was able to draw on the 
recommendations of the report, particularly those relating to the problem of 
under-age drinking. The Medical Council on Alcoholism produced a brief 
handbook aimed principally at GPs8. It provides a practical guide for doctors on 
the detection and management of problem drinking in general practice. 

Treatment services 

Alcohol Concern, the Government-sponsored voluntary agency, produced a 
consultative document9 on future preventive strategy and a review of alcohol 
treatment services10 detailing the uneven distribution of facilities across the 
country and recommendations for developing a more effective, community-
oriented network of services. The Department supported a conference organ-
ised by Alcohol Concern for personnel working in Alcohol Treatment Services 
to consider their future development. The results of DHSS-funded research on 
Community Alcohol Teams, now becoming available, will influence future ser-
vice development. 

Current issues 

The many demands for more and better education about alcohol raises one of 
the central issues of health education: how to ensure that it is appropriately 
targeted and how to evaluate its effect on behaviour. An effective campaign of 
public education about alcohol must be backed up with adequate services to 
offer help to those who come forward with drinking problems. Evidence is accu-
mulating on the benefits of intervention at an early stage of problem drinking. 
General practitioners have a key role to play in early detection and treatment, 
but it has been difficult so far to produce the level of commitment necessary to 
make a major impact. Research in the USA suggests that treatment for problem 
drinking is highly cost-effective't. The cost of such treatment for problem 
drinking is more than outweighed by subsequent savings in the use of general 
health services by problem drinkers and their families. This merits attention in 
the United Kingdom. 
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(c) Drug misuse 

New developrnents in 1987 

The decrease in the number of heroin addicts notified to the Home Office 
Index in 1986 which gave rise to cautious optimism, has not continued in 
1987. The introduction of a new notification form in September 1987, was 
followed by a 40% increase in the number of notifications received in the last 
quarter of the year. Nevertheless, the reported reduced purity of street her-
oin and anecdotal evidence from street drug agencies suggest that because of 
the decreased availability of illicit heroin, misuse might be levelling out. 

The paucity of heroin availability in some parts of the country has, however, 
led to an increase in the misuse of pharmaceutical products, particularly 
dihydrocodeine tartrate (`DF118'), buprenorphine (`Temgesic') and tem-
azepam (`Normison'). These drugs are usually obtained on prescription. 
Doctors therefore need to be increasingly alert to this possibility, and avoid 
prescribing to unknown or temporary patients. The widespread misuse of 
illicit amphetamine sulphate, often by injection, continues. 

The association between the sharing of injecting equipment by drug misusers 
and transmission of HIV infection reinforces the need for health education 
and treatment for drug misusers. In September, the third stage of the drug 
prevention campaign was launched in tandem with the Government's AIDS 
public education campaign. Evaluation of the campaign indicates that it has 
been well received, there is increased awareness among injectors of the risks 
of sharing injecting equipment, and attitudes against drug misuse have been 
re-inforced. Other research projects funded by the Department suggest that 
drug injectors are reducing their risk-taking injecting behaviour. During 1987 
additional financial support was provided for the National AIDS Helpline, 
and specialist drug counsellors have been recruited to it. A further £1 million 
have been provided to Regional Health Authorities to help drug misuse ser-
vices reach more drug misusers and provide enhanced counselling on AIDS. 
This sum was in addition to the £5 million provided annually from 1986/87 to 
improve and expand drug misuse services from which 174 schemes had been 
funded. Twelve special schemes have been established in England, part fun-
ded by the DHSS, providing both counselling for drug misusers and facilities 
for the exchange of used injecting equipment for sterile equipment. Preli-
minary evaluation of the schemes shows that they are attracting drug mis-
users who have not previously been in touch with helping agencies, that conti-
nued contract with the schemes leads to modification of risk-taking injecting 
practice, and that some clients have moved on to treatment for their drug 
misuse. 

The Advisory Council on the Misuse of Drugs established a working party on 
Drug Misuse and AIDS to consider and make recommendations on the impli-
cations for drug misuse services of AIDS and HIV infection. Within this 
remit, its first priority was to consider further measures which could be taken 
to combat the spread of infection. Ministers endorsed the need for an early 
report, which was completed in December, published in March 1988, and 
widely distributed to health and local authorities" 2. The Council is conti-
nuing work on a further report addressing the management of drug misusers 
who develop AIDS. A report is anticipated towards the end of 1988. 
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(d) Smoking and Health 

Prevalence 

Although the prevalence of cigarette smoking among adults in the UK has fal-
len from 46% in 1972 to 33% in 1986 this habit continues to be the most impor-
tant preventable cause of illness and premature death in this country. Among 
men, prevalence has fallen from 52% in 1972 to 35% in 1986. The proportion of 
women smoking fell from 41% to 31% over the same period'. 

Young people's smoking 

Smoking among young people continues to give cause for concern. The most 
recent survey2 among school children shows an overall rate of ̀ regular' smoking 
of 7% among boys and 12% among girls. At aged 15 years, 18% of boys and up 
to 27% of girls are smoking regularly. It is also to be noted that the decline in 
prevalence of smoking, seen in older people 

in 

recent years,has ceased in young 
people of both sexes aged 16-24 years. 

The Independent Scientific Committee on Smoking and Health (ISCSH) 

The ISCSH published its Fourth Report on 23 March 19844. The Report among 
other matters, dealt with the dangers to health of environmental tobacco 
smoke, birthweight and perinatal mortality, and product modification. The 
Committee made a number of recommendations which are being carefully 
studied: 

(i) Passive smoking 

The Committee reviewed the evidence on the possible health implications of 
breathing other people's tobacco smoke. They concluded that the scientific 
evidence is consistent with an increase of 10%-30% in the risk of lung cancer 
among non-smokers due to passive smoking. The inhalation of other people's 
smoke accounts for several hundred of the current annual total of about 40,000 
lung cancer deaths in the UK. The Committee's findings received considerable 
publicity and have greatly increased pressure from the general public for further 
restrictions on smoking. 

(ii) Low birthweight and perinatal mortality 

The Committee reported that smoking during pregnancy is associated with an 
increase in perinatal mortality of about 28% and of a reduction in birthweight of 
between 150g and 250g. This implies that smoking in pregnancy is one of the 
most important known unfavourable factors affecting the health of the infant in 
the perinatal period. 

(iii) Product modification 

The Report reviews the progress and achievements of the policy of tobacco 
product modification, introduced in the 1970s to encourage the development of 
less harmful products, and recommends action to reduce further the amount of 
the main carcinogenic and other health-threatening components in cigarettes. 
The Committee concluded that, together with the welcome reduction in the 
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proportion of people who smoke, the policy has contributed to the more 
favourable trends now developing in certain smoking related diseases, most 
notably, lung cancer in men. 

Advertising. 

Under the terms of the 1986 Voluntary Agreement between the Government 
and the tobacco industry a joint committee was set up to monitor the operation 
of that Agreement and another dealing with sports sponsorship. The Com-
mittee's Chairman, Sir Peter Lazarus, presented its first, report on 23 March'. 
While highlighting certain areas where the agreements are inadequate the 
Report shows that, in general, the system of voluntary agreements which 
govern tobacco advertising, health warnings and sports sponsorship are 
working. 

Oral tobacco products 

The growing evidence of a rapid spread of the habit of `snuff dipping' amongst 
young people in the USA is causing us considerable concern. The US Surgeon 
General's report published in 19863 emphasised the increasing use and the cau-
sal correlation between the habit and the incidence of oral cancer. Recent sur-
veys show the rate of teenage snuff dipping in some areas within the USA now 
exceeds that of smoking. 

A major tobacco product manufactured specifically for `snuff dipping' was 
introduced into the UK in 1984. I subsequently wrote a letter to all doctors 
warning of the potential carcinogenicity of this product. 

In June 1987, a WHO study group on smokeless tobacco recommended that, in 
countries where it is not an established habit, manufacture, importation and 
sale of such products should be banned. Some countries, including New Zea-
land, Ireland, Hong Kong, Israel, Singapore, Saudi Arabia and various Austra-
lian states have taken steps to ban snuff dipping products. 

On 23 February 1988, the Secretary of State announced proposals to issue 
Safety Regulations under the Consumer Protection Act, 1987. These regula-
tions would effectively ban the supply of tobacco sold or advertised for oral use 
other than for chewing or smoking. 
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(e) Look after your Heart! 

The 'Look after your Heart!' (LAYH) campaign was launched in April 1987 
jointly by the DHSS and the Health Education Authority (HEA). The purpose 
of the campaign was to reduce the high incidence of coronary heart disease in 
England by drawing attention to preventable risk factors. It was planned as the 
first phase of a continuing drive, complementary to the work already going on in 
this area. During the first year the campaign had three main objectives: 

to establish the national profile of 'Look after your Heart" and, in so 
doing, to raise public awareness and support for healthy lifestyles; 

to encourage the development of local action and the involvement of 
community groups; 

to encourage the active participation of industry and commerce. 

All three objectives have been achieved. 

The publicity was designed to create national awareness of the campaign, 
awareness about heart disease and steps which can be taken to combat it. The 
`Broken Hearts' survey, published at the launch of the campaign, showed that 
coronary heart disease causes almost 28% of all deaths in England (some 
150,000 a year). The launch was well publicised and the importance of a healthy 
lifestyle received extensive editorial coverage. More than eight million leaflets 
were distributed in the first weeks. 

Preliminary results from evaluation of the campaign show an increased aware-
ness among different socio-economic groups that personal action can reduce 
the risk of coronary heart disease. Levels of awareness in the lower socio-
economic groups have risen by up to 22% . This success was helped by a national 
television and billboard poster advertising campaign in August/September 
1987. 

The campaign recognises the key roles played by local groups,including Health 
Education Units (HEUs), Health Authorities(HAs), Local Authorities (LAs), 
Family Practitioner Committees(FPCs), Community Health Councils (CHCs) 
and Environmental Health Departments (EHDs). In the first year it paid 
£22.5,000 in community grants to 125 projects. These include school compe-
titions, exhibitions, health fairs, bus advertising, projects for people of Asian 
origin and primary care check-up systems. A special inner-city strategy also 
exists and key cities are being targeted. Many regions have formed co-
ordinating groups which play an active part in LAYH. In the Mersey region, for 
example, the RHA and each of the 10 DHAs have signed the ̀ Look after your 
Heart!' charter to encourage local employers to support the campaign. 

Another section, the `Heartbeat Award', encourages all catering estab-
lishments to provide healthy menu choices, set standards of hygiene, and offer 
smoke-free areas. The scheme is being organised jointly with the Institute of 
Environmental Health Officers and, after six months, 56 LAs are taking part in 
an experimental project which will be used to plan a national extension. 
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Industry and ,commerce have joined the campaign by signing the 'Look after 
your Heart!' contract. This strategy uses commerce and industry as a channel to 
the public through the workplace. When a company joins, it must undertake at 
least three of the measures outlined in the document `Working for a Healthier 
Future'. Employers are encouraged to introduce workplace health policies on 
smoking, alcohol, exercise, nutrition and stress. By the end of January 1988, 75 
companies, covering almost two million employees, had signed contracts and 
over 500 had expressed interest in joining. Employers in both the public and 
private sectors have adopted these measures, and the DHSS was the first 
government department to join. All employees received LAYH leaflets and a 
LAYH exhibition at London Headquarters proved very popular. 

Many organisations have wojOed with the LAYH campaign in promotional and 
sponsorship activities. The Meat and Livestock Commission is promoting a 
Lean Choice scheme to its members, two of the first recruits being Dewhurst 
and Marks and Spencers. In collaboration with LAYH St Ivel distributed a 
booklet, ̀ Get Your Fats Right, with some of their low-fat spreads. The National 
Dairy Council published one on skimmed and semi-skimmed milk in support of 
the campaign. Other companies which have promoted the 'Look after your 
Heart!' message and logo include 'Lo Salt', British Telecom and Tesco. Such 
activities have contributed to the success of the campaign and its message that 
the adoption of healthy lifestyles can help prevent heart disease. 

The DHSS and the Health Education Authority (HEA) each provided £1.5 
million in the first year; and various companies sponsored national promotions. 
Local groups, especially health authorities, were encouraged to help finance 
local initiatives which supported coronary heart disease prevention. 

Overall the campaign has made a promising start and has involved a wide range 
of different groups. The future strategy will take account of what has already 
been achieved and will build and expand on the interest raised, especially in the 
community, industry and primary care. 

(f) Child abuse 

The DHSS continues to give high priority to child abuse and 1987 has provided a 
number of important developments which assist the professions, both with 
training needs and in the prevention and management of child abuse, including 
child sexual abuse. 

Work in hand 

A White Paper, 'The Law on Child Care and Family Services'1, proposes 
changes which place the interests of the child within a clearer, simpler and more 
effective legal framework. Legislation will be introduced as soon as the parlia-
mentary timetable allows. 

Work has continued on the Guidance on Interagency handling of child abuse 
cases, and on the conduct of Inquiries into child abuse at a local level. The final 
documents will consider any lessons to be learnt from current Inquiries (see 
below). 
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The DHSS Training Initiative on Child Abuse developed from last year to 
encompass: 

Phase I: 

I. In-depth treatment training at the Department of Psychological Medi-
cine, the Hospital for Sick Children, Great Ormond Street 

This project began in January 1988 after the senior training lecturer had 
been appointed, and the trainees selected. 

ii. Training Advisory Resource 

The Training Advisory Group on the Sexual Abuse of Children (TAGO-
SAC) is well established at the National Children's Bureau. A project/ 
development officer and a part-time consultant have been appointed. In 
September 1987, a national conference was held to identify the training 
needs of agencies and disciplines concerned with child sexual abuse. 
TAGOSAC is also collecting a broad database on material on child sexual 
abuse training suitable for all professions concerned with the problem. 

b. Phase 11 — Announced by the Minister for Health on 8 April 19872: 

i. Training for child abuse consultants 

This project, based at the National Society for the Prevention of Cruelty 
to Children (NSPCC), will develop specific training packages for senior 
Social Services Departments and District Health Authorities (DHAs) 
who have responsibility for the management of child abuse and/or custody 
of registers. 

ii. Training for doctors in child sexual abuse 

The Department has supported the Royal Society of Medicine in this ven-
ture, in association with the NSPCC and the King's Fund. A training video 
was completed during 1987 and work has begun on written materials to 
accompany it. 

iii. Training to improve' awareness of child abuse 

The Department has commissioned the Open University to produce a 
short basic course for people, including health professionals, police, 
teachers and voluntary workers with little or no training in child abuse and 
neglect. 

iv. Training to improve inter-professional co-ordination 

Preliminary work has started at the Department of Social Administration 
and Social Work, Nottingham University. The project, expanded from 
earlier work done on multidisciplinary care conferences, will highlight 
and strengthen inter-professional co-ordination in child abuse, and is for 
use by relevant agencies, including DHAs. 
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Research 

There is an active research programme into child care, which includes child 

abuse. Drs FA Boddy and D Gough are reviewing the literature in Glasgow; a 

major project has begun at Great Ormond Street Hospital to study the efficacy 

of treatment of child sexual abuse and to follow up children and their families 

for an 18-month period. 

Statistics 

Considerable preliminary work was carried out in 1987 on the feasibility of 

collating statistical returns on child abuse to give a clearer national picture. 

Results of a pilot study are expected to be published in the autumn of 1988. 

An article written within the Department, which analysed existing surveys of 
the frequency of child sexual abuse in the UK, was published in Health Trends in 

February 19833. The same journal published a review of how a multidisciplinary 

approach to the assessment and management of child sexual abuse in Tower 

Hamlets was set up4. 

Child abuse inquiries 

a. Cleveland 

The then Minister for Health, Mr Tony Newton, on 9 July 1987, announced an 
inquiry by Lord Justice Butler-Sloss to look at the arrangements for dealing 

with suspected cases of child abuse in Cleveland during the early part of 1987. 
The findings were published in July 1988.5  Following that, the DHSS issued a 

circular and guidance on child abuse procedures, `Working Together', which 

includes sections on child sexual abuse, and the handling of inquiries locally6'7. 

The Standing MedicalAdvisory Committee (SMAC) was asked to prepare guid-
ance for doctors on the clinical diagnosis of child sexual abuse. This was issued 
in July 1988 at the same time as the DHSS guideliness. Practice guidelines were 

also prepared for social workers, and for nurses, including health visitors. The 
professional groups concerned will want to take account of any lessons to be 
learnt from current inquiries. 

b. Kimberley Carlile inquiry 

The report of this independent inquiry, chaired by Mr Louis Blom Cooper QC, 
was published on 11 December9.The Greenwich DHA and the Local Authority 
jointly sponsored the proceedings. The Department's current work programme 
addresses several of the report's recommendations, such as those concerning 
multi-agency procedures, exchange of information, supervision and training. 

c. Tyra Henry inquiry 

The report of the panel appointed to inquire into the death of Tyra Henry was 
published by the London Borough of Lambeth on 18 December 1987. The 
Department is engaged in a consultation exercise on regulations and guidance 
which will apply to those children in care who are placed at home with a parent, 
relative, guardian or friend (as was Tyra Henry). 
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(g) Breast cancer screening 

In February 1987, a national breast cancer screening service was announced and 
a Health Circular was issued (DA(87)9)1. Everywoman aged 50 to 64 years will 
be invited for mammography (breast X-ray) every three years. At least one 
centre has already been set up in each of the 14 English Regional Health 
Authorities. 

The first 17 centres for breast cancer screening in England are in Aylesbury, 
Barnet, Bolton, Camberwell, Cornwall, Epping, Gateshead, Guildford, Hud-
dersfield, King's Lynn, Liverpool, Manchester, Nottingham, Southampton, 
Stoke, Suffolk and Wigan. 

Statistics 

Breast cancer kills more women in the UK than any other cancer — 15,000 each 
year (13,000 of them are aged 50 years and over). This should be compared with 
11,000 deaths from lung cancer in women and 2,000 from cervical cancer. There 
are 24,000 new cases each year. 

Forrest report2

AUK working group (Chairman, Sir Patrick Forrest) was setup in July 1985 on 
behalf of Health Ministers to consider UK policy on breast cancer screening. It 
reported to Ministers and the then Secretary of State announced the Govern-
ment's acceptance of the group's proposals on the 25 February 1987. 

(i) Forrest' model screening service 

The NHS breast cancer screening service is being based on the model recom-
mended in the Forrest Report which concluded that, provided a substantial 
proportion of women avail themselves of the service, screening those aged 
50-64 years by mammography should eventually reduce deaths from breast 
cancer by about one third in the target population. The service will provide a 
computerised call and recall system to screen women in that age-group. Women 
aged 65 years and over will be screened on request. 

There is insufficient evidence so far to show that mass screening for younger 
women significantly reduces mortality and more research is required. Women 
under 50-years-of-age are not, therefore, included in the screening population. 
Younger women at special risk may be offered mammography if referred by 
their general practitioner. 

(ii) Implementation 

The service is being implemented over three years. Sir Roy Griffiths, Deputy 
Chairman of the NHS Management Board, is leading a small team monitoring 
this exercise. The programme has to be developed relatively slowly because of 
the need to train staff and to provide back-up facilities for diagnosis, treatment, 
counselling and aftercare. By 1990 there should be a nationwide network of up 
to 100 centres, including mobile units for rural areas in England, each serving a 
population of about half a million. 
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Funding 

Between 1987-88 and 1989-90, on current plans, nearly £55 million will be 
provided to set up and run the screening centres, including central initiatives to 
support the service, eg staff training, development of standard computer soft-
ware, and health education. 

Supervision of service 

An Advisory Committee (Chairman, Professor Martin Vessey) will indicate 
how the service might develop, monitor its effectiveness and efficiency, and 
advise on research concerned with its provision. 
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(h) Nutrition 

1987 saw the completion of fieldwork for a Dietary Survey of Adults, commis-
sioned jointly by DHSS and the Ministry of Agriculture, Fisheries and Food 
(MAFF), with the Office of Population Censuses and Survey (OPCS). This 
survey has collected dietary, nutritional, anthropometric, haematological and 
biochemical data from a representative sample of about 2,000 adults in Great 
Britain. The data are being processed by OPCS, who conducted the survey, and 
analysis should be completed by 1989. The unique information from the survey 
should provide a keystone for the future health monitoring of the nation. 

One of the important aspects addressed by the Adult Dietary Survey is obesity. 
Many people are concerned about their weight, and this is reflected in the 
increasing interest in the use of Very Low Calories Diets. In December 1987, 
the Committee on Medical Aspects of Food Policy (COMA) published its 
report on the Use of Very Low Calorie Diets in Obesity'. This made recom-
mendations on the formulation, use and marketing of these products which 
should provide a voluntary code of practice for their manufacture and sale. 

In the same vein, interest has been mounting in the role of sugars in the UK diet. 
The Panel of experts, set up by COMA to examine this, hopes to report in 1988. 

Another COMA panel held its first meeting in 1987 to review the recommended 
daily amounts of food energy and nutrients. This major exercise should produce 
a full report in 1990/91, but interim reports on individual nutrients might be 
proposed during the review. 

As well as making the usual recommendations on energy, protein, vitamins and 
minerals, the panel will examine the possibility of making recommendations for 
fibre, fat and carbohydrate — three items identified by the 1984 COMA panel2
as potentially relevant to cardiovascular disease. The Ongoing Review Panel on 
Diet and Cardiovascular Disease, which first met in 1987, plans to keep a watch-
ing brief on changes in knowledge in this subject. 
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3. HEALTH OF THE POPULATION 

This chapter comprises several short reviews of health-related topics. In this 
and subsequent annual reports, it is intended to cover a wide range of subjects 
including ones that have tended to receive less attention than they merit. 
Aspects of morbidity and disability often fall into this category due to the availa-
bility of insufficient or selective data. Nevertheless, if interpreted with caution, 
such data can often provide a useful insight into the magnitude of the problem, 
and enable disease trends to be assessed. 

This year, topics are included which cross the complete age-range from infancy 
(infant mortality) through childhood (childhood accidents), to adulthood and 
the elderly where disability is a major contributor to ill-health (visual handicap; 
the OPCS disability survey). An important cause of mortality specific to 
females is presented (ovarian cancer). Finally, a section is devoted to mental 
rather than physical ill-health (long-term mental illness). 

(a) Infant mortality in England 

Introduction 

Infant mortality (deaths at ages under one year) in England fell each year from 
1970 to 1985. The small increase that occurred between 1985 and 1986 - from 
9.2 to 9.5 per 1,000 live births - naturally drew comment (Table 3.1). The 
increase was the result of a rise in postneonatal mortality (deaths at ages over 28 
days and under one year) from 3.9 to 4.2 per 1,000 live births, and a smaller fall 
in neonatal mortality (deaths in the first 28 days of life) from 5.3 to 5.2 per 1,000 
live births (Figure 3.1 shows the trend in England and Wales). Further investi-
gation has shown that the rise in postneonata] mortality in 1986 was due to an 
increase in deaths from respiratory diseases and the sudden infant death syn-
drome (SIDS) associated with the severe cold snap in February (see also p15). 
This increase was seen in all social groups. 

Table 3.1: Infant mortality by main cause, England 1985, 1986 

Rates per 1000 live births 

Neonatal 

1985 1986 

Postneonatal 

1985 1986 

Infant 

1985 1986 

All causes 5.32 5.24 3.91 4.24 9.23 9.49 

Congenital anomalies 1.71 - 0.68 - 2.39 - 
ICD Chapter XIV 
Perinatal conditions 3.17 - 0.23 - 3.41 - 
ICD Chapter XV 
Respiratory diseases 0.07 - 0.58 - 0.65 
ICD Chapter VIII 
Symptoms and signs 0.09 - 1.69 - 1.77 - 
(mostly SIDS) 
ICD Chapter XVI 
Other causes 0.28 - 0.73 - 1.01 - 

Data from which derived 
1985: OPCS. Mortality statistics DH3 18 (1987) 
1986: OPCS. Monitor DH3 87/4 (1987) 
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Neonatal mortality has been falling at a diminishing rate and appears to be 
levelling out. By 1985, early neonatal mortality was no longer falling as rapidly 
as in the late 1970s and early 1980s, and the same pattern occurred in the still-
birth rate. As a result perinatal mortality, which fell by an average of 5.8% 
annually between 1975 and 1983, fell by only 2.8% in 1984, 2.6% in 1985, and 
2.7% in 1986. Late neonatal mortality (mortality after six days but within 28 
days) now makes up 19% of neonatal mortality and 11%© of infant mortality. 
The rate fell on average by 3.8% annually between 1975 and 1986. 

In contrast, the postneonatal mortality rate changed little between 1976 and 
1982, lying between 4.5 and 4.3 deaths per 1,000 live births. It fell in 1983 to 4.2 
and in 1984 and 1985 to 3.9, but rose in 1986 to 4.2 deaths per 1,000 live births. 

Until 1986, therefore, a decline in infant mortality in the face of an almost 
unchanging postneonatal mortality was maintained by a continuing although 
diminishing fall in neonatal mortality. In that year, a rise in postneonatal mor-
tality resulted in an increase in infant mortality. However, provisional figures 
for 1987 show that infant mortality rate has fallen again, to 9.1 deaths per 1,000 
live births, accompanied by a fall in postneonatal mortality. 

Trend and changing pattern of infant mortality: 1979-1985 

Between 1979 and 1985 infant mortality fell by 28%, from 12.8 to 9.2 deaths per 
1,000 live births. Eighty-two per cent of the improvement was in neonatal mor-
tality (which fell by 35%) and 18% in postneonatal mortality (which fell by 
14%). The percentage improvement in infant mortality was about the same for 
babies of low birthweight (less than 2,500 grams) as for others although survival 
in babies of very low birthweight (less than 1,500 grams) improved rather less. 
But although in England only 7% of babies were of low birthweight, because 
their mortality in infancy (in 1985) was 12 times that of others, they constituted 
48% of infant deaths. Their neonatal mortality rate was 25 times greater, 
accounting for 64% of neonatal deaths, and their postneonatal mortality was 
5.5 times greater, accounting for 26% of such deaths. 

Pattern of perinatal and infant deaths 

Figure 3.2 shows for England and Wales in 1985 (the latest year for which data 
are available) the major causes of death and their magnitude. Table 3.1 shows 
data on infant mortality for England in 1985. Most deaths in infancy are the 
result of congenital anomalies, conditions arising in the perinatal period, 
respiratory diseases and SIDS. 

Congenital anomalies 

Infant mortality due to congenital anomalies fell by 34% between 1979 and 
1985, only a little less than mortality overall, and so its contribution to mortality 
remained little changed at 26% (Figure 3.3). The improvement was largely the 
result of a fall in deaths due to neural tube defects, partly through prenatal 
detection and partly due to a decline in incidence of these defects. It should be 
stated that mortality due to congenital anomalies is higher among the offspring 
of migrants from the Indian sub-continent than among other English babies, the 
relative risk being about two. 
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Figure 3.2: Stillbirths and infant mortality rates against main cause of death, 
England and Wales 1985. 

1. Congenital anomalies 
2. Certain conditions originating perinatally 
3. Diseases of the respiratory system 
4. Sudden infant death syndrome 
5. External causes of injury, poisoning 
6. Other causes 

stillbirth 

4• 

0 

Source: OPCS, DH3 18 (1987) 
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Conditions arising in the perinatal period 

In 1979 and 1985, 42% and 37% respectively of infant deaths were due to these 
causes. Most were in babies of low birthweight and were attributed to slow fetal 
growth, malnutrition and immaturity, asphyxia, hypoxia and other respiratory 
conditions that developed perinatally. 

Respiratory diseases and SIDS 

Together, these have been the cause of 56% to 58%, postneonatal deaths dur-
ing the period 1979-85. Although respiratory disease has diminished as a 
reported cause of infant death, there has been a corresponding rise in SIDS, 
their combined postneonatal mortality rate remaining largely unchanged since 
1979 at 2.3-2.4 deaths per 1,000 live births (Figure 3.3). Changes in diagnostic 
fashion are almost certainly an important influence within this area. 

Low birthweight 

The proportion of live births of low birthweight has changed very little in 
England during the past twenty years — from 8% to 7%. But there is an increas-
ing proportion of live births of very low birthweight (about 1% of all) and 
especially of those of extremely low birthweight (less than 1,000 grams — about 
0.3% of all). Their small numbers have a quite disproportionate effect upon 
infant mortality, which is partly countered by improved survival of these very 
small babies. 

It is evident that significant and continued improvement in infant mortality 
requires attention to factors which in the main are not well understood, such as 
early foetal development and its faults, prematurity, and retarded intra-uterine 
growth. But they do include elements which are amenable to influence, notably 
reduction of smoking in pregnancy. 

International comparisons 

Comparison of rates between countries is impeded by the lack of standardi-
sation of definitions used for the collection of data. Comparisons of trends are 
therefore preferable. 

In some developed countries, infant mortality rates continue to fall, and in 
others they are levelling off. In Austria, Italy and Greece, where rates are still 
falling, they are higher than in England; and in West Germany they are now 
lower — 8.9 and 8.6 deaths per 1,000 live births respectively in 1985 and 1986 — 
and also in France, where they might have levelled off — 8.3 deaths per 1,000 
live births in 1985 and 1986. In the Netherlands (8.1), Denmark (8,0), Norway 
(7.5), Switzerland (6.9), Sweden (6.7) and Finland (6.4) (rates for 1985) infant 
mortality seems no longer to be declining appreciably. 

Interest is drawn especially to those countries where low levels of infant mor-
tality have been achieved which might no longer be declining. It is not possible 
to say whether the limits imposed by biologic-d and social factors, and health 
services, impede further improvement. But is possible to offer partial expla-
nations for the differences between England and these countries. 
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Congenital anomalies become a more significant cause of infant death as mor-
tality due to other causes declines. Their contribution to infant mortality no 
longer varies appreciably between European countries. In particular, infant 
mortality due to neural tube defects which was greater in countries of the UK, 
has fallen. The effect has been to reduce, but not remove, one source of 
differences in mortality between England and other European countries. 

The considerable problems that are presented by the need to assess levels of 
perinatal and infant mortality and their trends in health regions and districts, 
and to make comparisons, have been considered elsewhere1,2. 

References 

i Macfarlane A, Cole S, Hey E. Comparisons of data from regional perinatal mortality surveys. Br) 
Obstet Gynaecol 1986; 93: 1224-32. 
Botting BJ, Macfarlane AJ. Geographical variation in infant mortality in relation to birthweight. 
Decennial Supplement, Office of Population Censuses and Surveys; in press. 

50 

DHSCO007009_0058 



(b) Childhood accidents 

Childhood accidents are a major cause of morbidity and mortality. Indeed such 
fatal accidents account for about one third of all deaths in children. (See 
Appendix Table A2). It has been estimated that each year about 1.3 million 
children seek hospital medical treatment following accidents'. Although most 
such children are not admitted (92% of 0 to 4-year-olds and 95% of 5 to 14-year-
olds attending accident and emergency departments following home accidents 
were not admitted) and in those admitted, mean hospital in-patient stay was 
only about 2.5 days, the large number of children involved, the preventable 
nature of many of the accidents and the resultant pain, morbidity, disability or 
death, underline the urgent need for action in this area. 

Home accidents 

Home accidents account for 34% of all accidents treated in hospital (for all 
ages) and children, particularly those aged under five years, have very high 
rates for such accidents (Figure 3.4). 

In 1976, the Home Accident Surveillance System (HASS) was set up. Data for 
HASS are collected by the Consumer Safety Unit of the Department of Trade 
and Industry. HASS monitors home accident cases receiving attention at the 
accident and emergency departments of a rolling sample of 20 hospitals in 
England and Wales. Details of all accidental injuries are recorded, including the 
type and location of accident and the type of injury. Results are reported 
annually2. The scheme is now being widened in selected hospitals to include 
leisure accidents under an EC initiative (the European Home and Leisure Acci-
dent Surveillance System). Data from 1986 concerning the distribution of acci-
dent types are presented in Table 3.2. 

Table 3.2: Type of accident (children under 15 years}2

Falls 43 
Cutting/piercing 11 
Struck 20 
Burning 5 
Foreign body 6
Poisoning from inhalation/ingestion 5 
Other 10 

Poisoning 

Although poisoning represents only 5% of home accidents in children, it is 
estimated that each year at least 30,000 children are involved in suspected acci-
dental poisoning from ingestion of chemicals or medicinal products3. In a study 
of about 2,000 such cases in children under five years old, 59% involved medici-
nal products and 37% household or garden chemicals4. In nearly three quarters 
of the accidents involving medicines the child was aged one or two years. Inade-
quate supervision of children and unsafe storage of medicines were highlighted 
as major avoidable factors. 
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Figure 3.4: Rate of home accidents receiving medical treatment per thousand 
population per year, by age and sex, 1984, Great Britain 
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Fatal home accidents 

Detailed data on fatal accidents have been collected in the Home Accident 
Death Database (HADD) since 1982. In 1984 (the most recent year available 
from HADD) 235 children under 15 years died in home accidents2. The dis-
tribution of deaths is shown in Table 3.3 and can be contrasted with the distribu-
tion of non-fatal accidents. 

Table 3.3: Type of fatal accident (children under 15 years)2

Number (%) 

Drowning 24 (10) 
Suffocationlchoking 40 (17) 
Foreign body 31 (13) 
Burning 72 (31) 
Other 68 (29) 

2--15 (100) 

Prevention 

Many accidents involving children are preventable and a recent King's Fund 
Centre publication has indicated how the NHS can develop its role in child 
accident prevention. The starting point must be accurate information, and the 
guide shows how data held by the NHS can be used to develop policies and 
target resources, evaluate programmes, and provide a focal point for multisec-
total co-operation. Doctors working in public health and health visitors have 
important roles6. 

Outside the home, traffic-related accidents are the major cause of death and 
disability. In 1985, 864 children died in accidents and just over half of these 
occurred on the roads. In comparison with a number of other countries the 
number of pedestrian accidents in children in Britain is high. In 1987, 405 child-
ren were killed in road traffic accidents and 41,000 children were injured. Two 
thirds of these accidents happened to pedestrians, one sixth to cyclists and the 
remainder to children travelling in cars. 

Prevention of child accidents requires a collaborative approach involving the 
NHS, local and education authorities, parents, designers, manufacturers and 
others active in this area. The Childhood Accident Prevention Trust (CAPT) 
plays a leading role in fostering such collaboration, both between Government 
Departments and among non-governmental organisations. The policy develop-
ment workshop at Harrogate held by CAPT and others in June 1987 focussed on 
policy, and the development of an action plan for Local and Health 
Authorities7. 

References 

Child Accident Prevention Trust. Annual Report, 1986-87. Child Accident Prevention Trust, 1987. 
2 Consumer Safety Unit. Home accident surveillance system tenth annual report — 1986 data, London: 

Department of Trade and Industry, Consumer Safety Unit, 1987. 
s Proprietary Association of Great Britain. Accidental poisoning in childhood: highlights of a study in 

hospitals and homes, London: Proprietary Association of Great Britain, 1987. 

a Wiseman HM, Guest K, Murray VSG, Volans GN. Accidental poisoning in children; a multi-centre 
survey. 1. General epidemiology. 2. The role of packaging in accidents involving medications. Hum 
Toxicol1987: 6:293-301. 303-14. 
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(c) Visual handicap 

Registration procedures 

For a person to be registered as blind or partially sighted he or she must first be 
examined and assessed by a consultant ophthalmologist. The clinician's 
findings are then recorded on a standard form (BD8) and sent to the local 
authority where the patient's name is entered on a register for the blind or 
partially sighted, as appropriate. People who are registered as blind are con-
sidered to be ̀ so blind as to be unable to perform any work for which eyesight is 
essential"; those certified as partially sighted are ̀ substantially and permanen-
tly handicapped by defective vision caused by congenital defect, illness or 
injury'. It should also be emphasised that not all persons who are blind or par-
tially sighted choose to be registered as such, and that the true prevalence of 
visual handicap is higher than is shown by the registration figures. The blind 
registers are likely to be more complete than those for the partially sighted 
because registration is necessary for blind people who wish to obtain certain 
financial benefits. 

Anonymised copies of Form BD8 are sent to DHSS. Forms for persons under 
16 years-of-age are sent annually' , for persons under 65 years-of-age every five 
years, and for persons of all ages, every ten years. In addition, the total numbers 
of blind and partially sighted persons on registers at the end of the year and the 
total number of new registrations during the year are submitted to DHSS every 
third year on Form SSDA 902. New registrations of persons under 16 years-of-
age are, however, submitted annually. 

Statistics relating to the blind 

It is from Form BD8 that DHSS statistics about the causes of blindness and 
partial sight are derived. Varying responses from local authorities mean that the 
number of BD8s available for analysis of cause does not equal the number of 
registrations on Form SSDA 902 in that year. No weight can therefore be given 
to fluctuations over time in the numbers of new registrations based on BD8s 
returned. 

Causes of blindness are now coded to agree with the International Classification 
of Diseases (Ninth Revision). This method gives more detail of the various 
causes of visual handicap. Before 1976 a different method of classification 
devised by Sorsby2-7 was used. This change of method complicates attempts to 
compare statistics before 1976 with those of a later date. 

Registrations 

New registrations for blind and partially sighted persons and total numbers on 
the registers by age and sex for the years 1976177 and 1980/818 have been derived 
from Forms SSDA 902 (Table 3.4). Numbers of BD8 forms analysed are also 
presented in Table 3.4. Over this period about 12,000 adults annually were 
newly registered as blind in England. This represents about one in 3,000 of the 
adult population. The total number of adults on the register rose between 1976 
and 1982 from 98,871 to 109,745 - an increase of 11% in six years. Persons aged 
16 to 64 years account for over 24,000 (23%) of the total registered blind. 
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Over the same period, an average 8,268 people were newly registered as par-
tially sighted annually (one in 4,500 of the adult population). Between 1976 and 
1982 the total number of adults on the partially sighted register rose from 40,151 
to 55,776 - an increase of nearly 39% in six years. 

Causes of blindness and partial sight 

Table 3.5 shows the percentage distribution of a selection of causes of blindness 
for the year ended 31 March 1981. The importance of degeneration of the 
macula and posterior pole as a cause of blindness is well demonstrated, 
accounting for 37% of all new registrations and 47.7% of new registrations aged 
75 years and over. Between the ages of 16 and 64 years, diabetic retinopathy was 
the single most common cause of blindness, accounting for 19.7%, while optic 
atrophy, hereditary retinal dystrophies and degenerations of macula and pos-
terior pole each accounted for about 10% of blindness between these ages. 

Congenital anomalies of the eye and disorders of the optic nerve and visual 
pathways were the two most common causes in children aged 0-15 years. 

An attempt has been made to compare the prevalence of certain causes of 
blindness and partial sight in 1970 and 1980181 by numbers and percentages 
(Table 3.6). Changes in coding procedures complicate any analysis and compa-
risons of numbers of cases due to particular conditions are in themselves mean-
ingless because numbers of certificates vary, both between years and in relation 
to total new registrations. 

Table 3.6: Causes of blindness and partial sight, 1970 and 1980181: certain conditions 

England Numbers and percentage 

65 and 
All Ages 0-15 16-64 over 

Blindness -1970 
Total new registrations *11,202 240 1,833 9,110 
Total certificates analysed 10,762 221 1,745 8,796 
Glaucoma 1,622(15.1) - 152(8.7) 1,470(16.7) 
Cataract (excl. congenital) 1,708(15.9) 34(15.4) 116(6.6) 1,558(17.7) 
Optic atrophy 531(4.9) 75(33.9) 261(15.0) 195(2.2) 

-1980181 
Total new registrations 11,641 191 1,655 9,795 
Total certificates analysed *9,174 1216 1,428 7,521 
Glaucoma *1,149(12.5) 4(1.9) 79(5.5) 1,064(14.1) 
Cataract (excl. congenital) *803(8.8) 6(2.8) 51(3.6) 745(9.9) 
Optic atrophy 310(3.4) 34(15.7) 148(10.4) 128(1.7) 

Partial sight -1970 
Total new registrations *6,167 343 1,204 4,612 
Total certificates analysed t6,302 1351 1,189 P4,762 
Glaucoma 789(12.5) - 90(7.6) 699(14.7) 
Cataract (excl. congenital) 1,349(21.4) 82(23.4) 27(10.7) 1,140(23.9) 
Optic atrophy 231(3.7) 48(13.7) 112(9.4) 71(1.5) 

- 1980181 
Total new registrations 8,234 282 1,358 6,594 
Total certificates analysed *7,140 250 1,281 5,591 
Glaucoma *818(11.5) 3(1.2) 89(6.9) 725(13.0) 
Cataract (excl. congenital) *861(12.1) 6(2.7) 67(5.2) 785(14.0) 
Optic atrophy *187(2.6) 27(10.8) 93(7.3) 64(1.1) 

° includes age unknown. 

t excess over new registrations possibly due to allocation of certificates to wrong year. 
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However, percentage falls for both blindness and partial sight are noted for 
cataract, glaucoma and optic atrophy. Cataract and glaucoma are both amena-
ble to screening procedures and to treatment. It is unwise to base conclusions on 
the interpretation of proportions rather than absolute rates, but one can be 
confident that, in spite of the complications introduced by changes in codings, 
the evidence supports a decrease in visual handicap caused by cataract. This is 
due to the increased availability of cataract surgery, and better techniques and 
anaesthetics making it possible to operate successfully on more elderly people. 
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(d) The prevalence of disability among adults 

The first results from a series of surveys of disability carried out by OPCS for 
DHSS have been published'. The main objective of the research was to provide 
estimates of the number of disabled people in Great Britain with different levels 
of severity. This entailed a series of surveys in order to cover adults and children 
in communal establishments as well as private households. The surveys focus on 
disability, a restriction or lack of ability to perform normal activities, which has 
resulted from the impairment of a structure or function of the body or mind. 
The surveys asked questions about all types of disability, whatever their origin. 
The data collected have been organised in two main ways. First, a single scale of 
severity has been developed. All people above the relatively low threshold of 
disability can be placed on it regardless of the type or number of different disa-
bilities they have. Second, the survey distinguishes 13 different types of disa-
bility based on those identified in the International Classification of Impair-
ments, Disabilities and Handicaps. The majority of disabled adults, particularly 
the more severely disabled and almost all of those living in communal estab-
lishments, had more than one type of disability. 

The survey estimates that there are just over six million adults with one or more 
disabilities in Great Britain, of whom around 400,000 (or 7%) live in some kind 
of communal establishment. Over one million of the adults were in the lowest 
severity category 1, almost all of whom were living in private households. Suc-
cessively smaller numbers were found in each higher category. Thus 200,000 
were in the most severe category 10, of whom one half lived in communal estab-
lishments. 

An example of someone in the lowest severity group (category 1) is a man of 50 
years who is deaf in one ear and has difficulty hearing someone talking in a 
normal voice in a quiet room. Mid-way up the scale, in category 5, is a woman of 
75 years who has phlebitis and a number of other disabilities. She cannot walk 
50 yards without stopping or experiencing severe discomfort, can walk up and 
down a flight of 12 stairs only if she holds on, and, in addition, suffers from 
incontinence, in that she loses control of her bladder at least once every 24 
hours. At the most severely disabled end of the scale, in category 10, are people 
with many disabilities, some of which are very severe. For example, a 55-year-
old man who has suffered a stroke and cannot walk at all or feed himself. He 
cannot get in and out of bed or a chair, wash, dress or get to and use the toilet 
without help. He cannot do anything involving holding, gripping and turning or 
raising his arms, He is also very difficult for strangers to understand and loses 
control of his bladder at least once a month. 

Overall, 14% of adults (aged 16 years or more) have at least one disability. This 
rate is, however, related to age. Figure 3.5 shows that the overall rate of disa-
bility (all categories 1-10) rises with age, slowly at first, then accelerating after 
50 years and rising very steeply after about 70-years-of-age. Only 2% of adults 
16-19 years had a disability, this rose to 13% of people in their fifties and to 71% 
of those aged 80 years or more. The rates of the most severe categories (9-10) 
did not rise steeply until 70 years-of-age and rose very steeply after 80 years. 
Almost two thirds of adults with this degree of severity were aged 70 years or 
more. 

The survey showed that there are more disabled women than men, partly 
because women live longer than men and there are therefore greater numbers 
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Figure 3.5: Estimates of prevalence of disability among adults in Great Britain by age 
and severity category 

Age-group 
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of elderly women. It is estimated that in Great Britain there are about 1.5 mil-
lion women with disabilities aged 75 years or more compared with just over 
600,000 men. But prevalence is higher for women in older age-groups too. 
Figure 3.6 compares prevalence rates at different ages for men and women 
showing the higher rates for the higher severity bands for older women. Even 
among those aged 85 years or more, women have a higher rate than men; 85% 
had a disability compared with 75% of men. 

Figure 3.7 shows the prevalence of disability by type. As can be seen, the most 
common were locomotion disabilities, found among 10% of the adult 
population. This 

was 

followed by hearing and personal care disabilities. 

This brief summary is from the first report in a seriesl. Subsequent reports will 
cover the financial circumstances of people with disabilities and their need for 
and use of services. Comparable reports will look at children with disabilities. 

Reference 

I Martin J, Meltzer H and Elliot D. The prevalence of disability among adults. London: HMSO, I988. 
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(e) Ovarian cancer 

Epidemiology 

Ovarian cancer is now the commonest gynaecological malignancy inmost west-
ern countries. In England and Wales, about 4,500 women develop ovarian can-
cer each year and there are approximately 3,700 deaths annually. Unlike cancer 
of the uterine cervix and corpus, the mortality rates of which have fallen mark-
edly during this century, mortality from ovarian cancer has doubled in England 
and Wales over the last 70 years'. Figure 3.8 indicates secular trends in mor-
tality from ovarian and uterine cancers. Breast cancer is also shown for compa-
rison. The figure presents rates standardised for age and shows that the trends 
are not due to the ageing of the population. However, some of the increase may 
be due to more accurate diagnosis. 

Risk factors 

Age: Incidence and mortality rates rise rapidly with age, until the sixth 
decade, after which they flatten out (Figure 3.9). 
Social Class: In contrast to carcinoma of the cervix, the incidence of ovarian 
cancer is highest in the professional classes and lowest in the unskilled. 

Family history: Women whose mother or sister had the disease have an 
almost 20-fold increase in the risk2,3 but only 5% of women with ovarian 
cancer have such a family history. 

Reproductive history: The greater the number of pregnancies a woman has, 
the less is her chance of developing ovarian cancer4. 

The influence of hormones: The risk is reduced in women who have used oral 
contraception or, it seems, have been sterilised5. In women who have had a 
hysterectomy, but whose ovaries are conserved, there is the suggestion that 
the risk of subsequent ovarian cancer is less than in women who do not have 
that operation. There is also suggestive evidence that the risk is greater in 
women who receive oestrogen alone as replacement therapy6. 

Treatment and prognosis 

Treatment is by surgery, radiotherapy, chemotherapy or a combination of 
these. The relative 5-year survival rate for ovarian cancer was about 25% in the 
most recently available data which dates from the 1970s7'8. However, survival 
varies with age and other factors. Thus, the 5-year survival rate of youngwomen 
with germ-cell tumours, is as high as 85%9 but these comprise only 3% of all 
ovarian tumours. 

Screening 

Research into screening for ovarian cancer is being actively pursued'°.". Ultra-
sound examination, vaginal examination and tumour markers are being used in 
various combinations in seeking to increase the sensitivity of screening and to 
minimise the frequency of false positive results. Since an apparently positive 
result requires laparotomy for clarification, it is imperative that the false pos-
itive rate of a screening programme is low. So far this has not been achieved. 
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The fact that this common condition tends to present late in the course of the 
disease, when treatment is ineffective, is a stimulus to the further investigation 
of the role of screening. 
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(f) Long-term mental illness 

The burdens imposed by mental illness are heavy. They weigh on those suffer-

ing from mental illness, on their families and also on the services which offer 

treatment and support. The Economic Advisers Office at the Department of 

Health has estimated that 20% of NHS costs relate to mental illness or mental 

handicap (unpublished data). The cost to industry is also very great, with the 
same group of conditions accounting for 14% of days off work on certified 

sickness'. This figure is an under-estimate of the true burden on industry since it 

does not take account of uncertified sickness, or sickness absence where mental 

illness was an important contributing factor but did not appear on the sickness 
certificate. 

Dramatic changes in the treatment of mental illness have taken place over the 
last 40 years. The development of a wider range of services outside hospital 

together with the advent of new treatments, such as the major tranquillisers, 
lithium and the anti-depressant drugs, have led to a marked fall in the number of 
patients resident in mental illness hospitals and units from 149,480 in 1956 to 
60,280 in 1986 (Figure 3.10). Most people, even those with serious mental ill-
ness, will show a good response to modern treatment. However, it remains an 
unpalatable fact that many mentally ill people require support and treatment on 
a long-term basis. 

There are three groups of illnesses which contribute particularly to this burden 
of long-term mental illness. 

(1) Psychotic illnesses such as schizophrenia and affective psychoses are major 
contributors to long-term psychiatric morbidity. About eight people in every 

thousand will develop schizophrenia at some stage in their lives2. In 1986 there 
were 29,419 admissions for schizophrenia or paranoia to mental illness hospitals 
and units in England, roughly 15% of all admissions. Of these about 4,000 or 
13% were admitted for the first time. 

Studies have shown that although some 20% of people first admitted with a 
diagnosis of schizophrenia make a complete recovery, over half will be left with 
significant residual symptoms and seriously impaired social functioning, which 
needs long-term treatment and care. The risk of suicide in people with chronic 
schizophrenia is eleven times that of the general population3, and up to one in 
ten sufferers kill themselves. 

In 1986 there were 24,633 admissions for affective psychoses to mental illness 
hospitals and units in England, roughly 12% of all admissions. Of these, about 
4,200 or 8% were admitted for the first time. Although the illness is less seri-
ously damaging to the personality than is schizophrenia, nonetheless the dis-
tress is very great to sufferers and families alike. The risk of suicide in affective 
psychosis is greater even than in schizophrenia and one in six of those affected 
kill themselves. 
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(2) Dementia. The demographic trend towards an increasing proportion of very 
elderly people in the population will be reflected in an increasing number of 
older people presenting with dementia. It is estimated that there will be 4.0 
million people in the UK aged 75 years and over in 1991 and 4.2 million by 
1996.5  Research suggests that some 20% of people over the age of 80 years are 
likely to suffer from a significant degree of dementia6. In England the age speci-
fic admission rate for dementia in the 75 years and over age-group has risen 
from 284 per 100,000 in 1976, to 488 per 100,000 in 1986 (source: Mental Health 
Enquiry, DHSS). 

With the anticipated shift in population structure, and with an increasing per-
centage of women in full-time work, the proportion of carers is falling, and the 
management of the elderly in the community will become an increasingly 
important area for the integration of voluntary and statutory services. 

(3) Depression and anxiety. Very considerable numbers of people suffer long-
term distress as a result of depression and anxiety. They are looked after mainly 
by the general practitioner (GP) and the primary care team. GPs identify some 
14% of patients attending their surgeries as having a significant psychological 
disorder. The use of validated screening tests shows that a further 9% of general 
practice attenders have a similar degree of disorder but are not identified as 
such'. These groups are therefore termed `conspicuous' and `hidden' mor-
bidity. There is evidence that if hidden morbidity can be detected by the GP, 
then its prognosis improves8. Research has shown that depression is associated 
with an increased risk of physical illness (and hence increased mortality), 
increased risk of suicide and parasuicide, marital breakdown, and with con-
siderable occupational problems such as sickness absence, labour turnover, 
problems with colleagues, poor performance and accidents. It also results in 
emotional and cognitive impairment in the children of depressed parents, which 
in turn can predispose to adult mental illness when the children grow up, as well 
as having an adverse effect on the children's ultimate intellectual attainment. 
Children may come into care as a result of neglect and abuse from a depressed 
parent. 

It is clear that there are likely to be major benefits from improved detection and 
treatment of affective disorder in primary care patients. 

The Future 

When considering the needs of these three groups of patients and how best to 
respond to them, it is important to bear in mind the appropriate division of 

labour between primary and secondary care teams. Studies in other countries of 
the closure of large hospitals have shown that, with the move of services to the 
community, there can be a progressive drift away from providing for people 
most. severely disabled towards providing for those less disabled. There are 
important lessons to be learnt from this since there are already disturbing 
reports of a similar trend in this country9. It will be important for psychiatrists 
and their professional colleagues to ensure that there is not an undue diversion 
of their resources away from the most serious and disabling forms of mental 
illness such as the psychoses and dementia with the attendant risks that these 
most vulnerable patients will fall out of care, possibly into dereliction and 
crime. Reports that up to 50% of destitute and homeless people in London have 
serious mental health problems are a cause for great concern and indicates a 
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considerable public health problem. Similarly, a joint DHSS/Home Office 
working party on mentally abnormal offenders in the prison system reported an 
estimate of some 1,500 mentally disordered people in the prison population at a 
census in October 1986. 

Since the major disabling disorders should be the main focus of attention for the 
secondary care services, it is crucial that primary care teams should be well able 
to detect and manage the minor forms of psychiatric morbidity, depression and 
anxiety. 

The main objective of present mental illness policy is the development of a 
comprehensive service within each health district with a consequent reduction 
in size of the old multi-district hospitals. Services for people with serious, long-
term disabilities tended to be centred on these large hospitals with the inevita-
ble problems of institutionalisation and isolation from family and friends. The 
biggest challenge facing mental health service practitioners and planners is to 
organise new-style services in such a way that they offer people with long-term 
illness treatment and care that is at least as good and at least as consistent as the 
care offered by the previous pattern of service. Fortunately there is now a 
developing body of knowledge about how high quality care can be delivered 
consistently to people with chronic disabilities when they are dispersed across a 
district instead of all within one hospital. 

Research 

Recognising the special needs of these groups of chronically disabled patients, 
the Department has, over the years, funded research to examine how services 
can be delivered in a way that helps ensure continuity of care in a setting appro-
priate to patients' needs. Research reports on `hospital hostels' which provide 
longer-term inpatient care in more domestic settings for those chronically disa-
bled by mental illness have been published10,11.12 and, during the last year, a 
series of five seminars presented both the clinical and economic evaluations of 
hospitaUhostels. 

The treatment and care for patients with long-term illness must be continuous 
and efficiently monitored. The Department has funded studies of 'care regis-
ters' which use microcomputers to compile lists of patients with special mental 
health needs in a district. These help to ensure continuity of care by reminding 
clinicians when, for instance, a vulnerable patient misses an outpatient appoint-
ment. They also provide patients and relatives with information about services 
available to them. 

The Department has also funded research in the primary care of mental health, 
leading to advances in our understanding of the nature, prevalence, manage-
ment and outcome of depression and anxiety. 

Case management and review 

Good community care involves a range of agencies which can provide different 
elements of the total care package. Case management, the co-ordination of care 
at the individual level, is essential if services are to meet the needs of patients. 
Needs change; in hospital they are assessed at a multi-disciplinary ward round. 
Clinical teams should develop similar multi-disciplinary reviews for patients 
living outside hospital. 

72 

DHSC0007009_0080 



Both case management and community reviews were recommended by a recent 
committee of'enquiry13. The Department intends to issue further guidance in 
this area before the end of 1988. 

Conclusion 

Both the incidence and the natural history of the psychoses, of dementia and of 
persistent depression and anxiety make it clear that very many people suffer 
serious long-term disability from mental illness. Most of them are, appro-
priately, living outside hospital. Research has shown that, even when faced with 
serious disability, few patients or families prefer inpatient hospital care to good 
quality care in the community. 

To deal with this major burden of long-term illness, both primary and secondary 
care services (as well as other statutory and voluntary agencies) will need to 
ensure that available resources are most effectively applied. In particular, 
greater attention needs to be paid to ensuring continuity of care. At best falling 
out of care is likely to result in a deterioration 

in 

a patient's mental health; at 
worst to dereliction, crime and admission of the mentally ill to the prison 
system. 
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4. OUTCOME INDICATORS—'AVOIDABLE' DEATHS 

(a) The development of outcome indicators 

Demographic changes, medical advances and increased public expectations 
have resulted in rapidly increasing demands for health care. These demands 
potentially exceed the capacity of any nation's economy to meet them so that 
priorities have to be set in deciding on the use of limited resources. Such deci-
sions need to be made on the best information available. Most data that are 
routinely collected by health authorities concern the access to and process of 
health care delivery. Increasing attention is now being focussed on how to col-
lect and assess data that measure the outcome of health service interventions — 
whether these are preventive or therapeutic. 

Measuring outcome involves quantifying not only mortality, but also the 
different dimensions of morbidity, including pain, disability and distress. 
Ideally, a measurement should be developed which combines an estimate both 
of the amount life has been lengthened by a given intervention and also of the 
quality of life. 

Comprehensive measures of health, such as quality adjusted life years (QUA-
LYS), have been developed recently. Amongst other issues, they deal with the 
problem that, sometimes, reduction in mortality is associated with an unac-
ceptable price paid in terms of pain and suffering. They also enable the benefits 
of different procedures to be ranked in relation to cost. However, formidable 
methodological problems will have to be overcome before these measures can 
be used on a wide scale. 

(b) The effect of intervention on health 

Randomised controlled trials are usually needed to determine whether a new 
intervention is more beneficial than current treatment. If positive benefits are 
shown then these need to be confirmed in more routine clinical practice. Having 
shown that an intervention is capable of producing such benefit, the next stage is 
to assess whether those benefits are actually being achieved everywhere. For 
example, are the acknowledged benefits of modern treatment for Hodgkin's 
disease, or of cervical screening, available to all suitable patients throughout 
the country? 

(c) Methods of examining outcome 

There are several methods of examining outcome at a local level. If an interven-
tion is known to produce health benefit and the intervention is also known to be 
delivered locally to both a high standard and to the appropriate population, 
then the benefit may be reasonably assumed. In these circumstances output, 
which can be measured easily, becomes a proxy for outcome which may be 
difficult to assess directly. Immunisation procedures are an example of where 
output is used as a proxy for outcome. 

Alternatively local experience can be compared with estimates of what should 
be possible given the known potential benefits of preventive or remedial regi-
mens. This approach is the underlying basis of much medical audit, and also 
underpinsthe ̀ potentially avoidable death' indicators. These assume that with a 
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well run health service, deaths from certain conditions (eg tuberculosis, cervical 
cancer) should be sufficiently uncommon to trigger local investigation when 
they do occur. 

(d) `Avoidable' death indicators 

These indicators, which have been developed in this country at St Thomas' 
Hospital, have been chosen to identify selected causes of mortality which are 
amenable to health service intervention, either preventive or curative. They 
might best be called `potentially avoidable deaths' as while it may not be pos-
sible to prevent every death deemed `avoidable' it is expected that a substantial 
proportion could be. The indicators have been made available to Health 
Authorities through the Inter-Authority Comparisons and Consultancy 
(IACC), 40 Edgbaston Park Road, Birmingham B15 2RT. 

Appendix Table A.4 presents recent secular trends of nine categories of avoida-
ble deaths. The data are presented as age standardised mortality ratios (SMRs) 
which adjust for differences in the age structure in the years to be compared. 

Over the period 1979 to 1986 declines are evident in eight of the categories 
presented, although cervical cancer shows only a small and inconsistent decline. 
Only asthma shows a higher mortality ratio in 1986 than in 1979. Trends in 
asthma morbidity and mortality were discussed in detail in my report for 1986 
(page 24). 

(i) Examples of `avoidable' death indicators 

The SMRs for hypertension and cerebrovascular disease, cervical cancer and 
tuberculosis are presented graphically (Figure 4.1). This shows that the 1986 
SMRs for hypertension and cerebrovascular disease and tuberculosis have 
decreased considerably from their 1979 values. However, it does not neces-
sarily follow that any or all of this decline is due to improvements in treatment. 
The mortality from stroke has been declining for several decades for reasons 
that are not clear. The relatively large year to year variations in the SMR for 
tuberculosis could be due to the small numbers of deaths involved. The SMRs 
for cervical cancer show an initial fall from their 1979 level, followed by a 
plateau then an increase from 1985 to 1986. Although this is unsatisfactory and 
reflects the failure so far to bring those women most at risk into the cervical 
screening scheme, too much should not be read into the increase between 1985 
and 1986. 

(ii) Regional and district differences 

Indicators can also be compared geographically in order to pinpoint areas 
with high death rates that might need investigation. Local studies can then 
identify avoidable factors and problems of health care delivery. Regional 
variations in mortality from hypertension and cerebrovascular disease (Table 
4.1); cervical cancer (Table 4.2) and tuberculosis (Table 4.3) are tabulated. 
For each region the actual number of deaths in extreme years is presented. 
Owing to the method of calculation, SMRs should only be compared within 
any one year and not between years. Regions with SMRs above 100 have 
higher death rates than the England and Wales average, those with values less 
than 100 have lower than average rates. 
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Figure 4.1: Age standardised mortality ratios 1979 to 1986 England and Wales 
(1979 = 100) 
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Table 4.1: Regional variations in 'avoidable' deaths, 1979 to 1986. England and Wales 
Age Standardised Mortality Ratios (England and Wales=100) 

Condition: Hypertensionlstroke Age: 35-64 years 

Region 1979 1980 1981 

S M R s tr> 

1982 1983 1984 1985 1986 

Actual No. 
of Deaths 

1979 1986 

Northern 124 134 120 121 121 122 116 132 767 591 
Yorkshire 102 105 107 109 114 116 112 108 698 539 
Trent 100 104 105 104 107 107 104 97 886 634 
East Anglia 78 81 74 70 74 83 75 80 270 216 
North West Thames 83 86 93 80 77 83 83 88 540 416 
North East Thames 89 82 88 84 89 88 92 91 646 470 
South East Thames 93 88 92 97 86 87 97 94 645 473 
South West Thames 80 76 73 83 78 79 78 74 458 307 
Wessex 76 77 77 80 74 77 85 85 390 339 
Oxford 73 80 90 75 81 79 76 79 292 250 
South Western 92 86 90 94 81 91 83 83 547 385 
West Midlands 111 114 110 110 118 110 111 111 1108 813 
Mersey 118 122 115 123 108 112 114 115 553 392 
North Western 132 122 123 121 130 122 123 127 1027 700 
Wales 117 118 115 120 121 116 122 109 655 442 

England and Wales 100 100 100 100 100 100 100 100 9482 6967 

(1) The Standardised Mortality Ratio is calculated by dividing the observed number of deaths in 
each Region by the expected number of deaths based on the England and Wales death rate in each 
year. 

Table 4.2: Regional variations in 'avoidable' deaths, 1979 to 1986, England and Wales 
Age Standardised Mortality Ratios (England and Wales=100) 

Condition: Cervical Cancer Age: 15-64 years 

Region 1979 1980 1981 

S M R s (t) 

1982 1983 1984 1985 1986 

Actual No. 
of Deaths 

1979 1986 

Northern 125 119 95 134 131 113 115 114 92 79 
Yorkshire 116 128 116 116 121 126 117 105 95 83 
Trent 97 116 121 110 82 99 113 122 102 126 
East Anglia 69 87 79 78 89 74 67 74 29 32 
North West Thames 69 80 58 80 70 91 71 94 55 73 
North East Thames 84 84 76 101 94 86 85 87 73 72 
South East Thames 83 88 93 83 79 88 79 91 70 72 
South West Thames 89 63 79 85 71 66 64 56 62 37 
Wessex 75 97 93 63 91 75 89 72 47 45 
Oxford 110 61 46 67 59 55 75 81 54 43 
South Western 103 77 82 91 106 93 112 81 74 57 
West Midlands 97 100 107 103 111 108 85 80 115 93 
Mersey 126 152 169 149 135 161 183 159 72 85 
North Western 127 130 137 117 129 128 116 141 119 123 
Wales 125 98 124 103 121 115 135 138 83 86 
England and Wales 100 100 100 100 100 100 100 100 1142 1106 

u> The Standardised Mortality Ratio is calculated by dividing the observed number of deaths in 
each Region by the expected number of deaths based on the England and Wales death rate in each 
year. 
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Table 4.3: Regional variations in avoidable' deaths, 1979 to 1986, England and Wales 
Age Standardised Mortality Ratios (England and Wales= 100) 
Condition: Tuberculosis Age: 5-64 years 

Region 1979 1980 1981 

SMRs(1) 

1982 1983 1984 1985 1986 

Actual No. 
of Deaths 

1979 1986 

Northern 111 150 92 91 143 108 86 121 16 10 
Yorkshire 81 135 82 103 109 135 105 86 13 8 
Trent 82 75 79 100 38 97 66 41 17 5 
East Anglia 61 63 79 39 94 36 53 0 5 0 
North West Thames 110 100 106 114 144 190 70 157 17 14 
North East Thames 94 178 143 177 123 139 202 155 16 15 
South East Thames 118 80 137 137 118 87 105 161 19 15 
South West Thames 52 71 41 66 35 105 103 90 7 7 
Wessex 33 64 63 81 90 50 85 27 4 2 
Oxford 83 88 66 44 16 61 89 99 8 6 
South Western 80 69 79 39 22 33 107 96 11 8 
West Midlands 137 114 103 112 141 132 98 95 32 13 
Mersey 82 55 130 100 115 71 126 63 9 4 
North Western 204 129 147 104 186 131 130 185 37 19 
Wales 85 67 119 119 62 36 48 54 11 4 
England and Wales 100 100 100 100 100 100 100 100 222 130 

The Standardised Mortality Ratio is calculated by dividing the observed number of deaths in 
each Region by the expected number of deaths based on the England and Wales death rate in each 
year. 

Variation between districts is illustrated by the three maps of the country 
(Figures 4.2, 4.3 and 4.4). To reduce the effect of small numbers, data are 
pooled for the years 1982 to 1986. Even so, cautious interpretation of the maps 
is needed. Low SMRs are not an excuse for complacency as they merely indicate 
a better than average death rate in the time period considered and take no 
account of underlying differences in disease incidence. High SMRs of these 
conditions indicate possible problems and the need for careful consideration of 
the local situation. 

(iii) Benefits and constraints of `avoidable' death indicators 

Indicators which are considered to show an excessive number of deaths after 
consideration of the SMR, the number of observed deaths and the trends over 
time, will indicate the need for a local investigation. This should examine the 
adequacy of the preventive and remedial activities required to reduce the 
number of deaths. Intervention may be targeted at the patient, primary health 
care or hospital care and follow up, depending on the indicator and the remedial 
action being considered. Remedial factors will not be identified in every case, 
but this does not negate the value of the principle that excess should be 
investigated. 

The number of deaths that are thought to be `avoidable' will vary according to 
the type of indicator and the local conditions. In the case of tuberculosis a high 
SMR in a district may point to the presence of a large ethnic minority group with 
high susceptibility. In respect of cervical cancer research shows that, in theory, 
(ie with 100% uptake of the service), up to 84% of deaths can be prevented by 
the recommended five-yearly screening programme. With some indicators 
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Figure 4.2: Deaths from hypertension/stroke 1982 to 1986 
SMRs (England and Wales = 100) 
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Figure 4.3: Deaths from cervical cancer 1982 to 1986 
SMRs (England and Wales = 100) 
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Figure 4.4: Deaths from tuberculosis 1982 to 1986 
SMRs (England and Wales = 100) 
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there might be differences between Districts in the reliability and comparability 
of the data. Observed variations in mortality can turn out to be artefacts due to 
variations in the collection of data, for example, in the recording of diagnosis, 
death certification and coding. Alternatively, a high incidence, or problems in 
relation to the availability or uptake of services or of their quality and effect-
iveness can explain a given excess. 

(e) Conclusion 

Indicators of health outcome are starting to be used in the evaluation of health 
care. Some are already available, for example, the `Avoidable' Death package 
and the immunisation Performance Indicators (PIs) on the current PI package. 
Further work is needed to expand the type and number of indicators that may be 
used to assess health outcome. It is only by this approach that we will be able to 
measure the benefits of the work of the NHS. 
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5. MAIN EVENTS RELATING TO DHSS 

(a) Hospital services 

(i) Heart transplantation 

In February I wrote to all Regional Medical Officers (CMO)(87)4), 
PL/CMO(88)31 2 emphasising (i) the criteria which units wishing to provide a 
heart transplant service should follow; (ii) the administrative arrangements set 
out in HN(83)363; (iii) the facts that applications were now being considered for 
a fourth centre and that, in addition, Great Ormond Street Children's Hospital 
had been designated jointly with the Papworth Hospital team to carry out a 
limited number of heart transplants in children; and (iv) the decision that the 
Transplant Advisory Panel should be reconvened to review the existing criteria. 
I also drew attention to the considerable interest being shown in the ethics of 
transplantation from and into neonates, and in the relevance of existing criteria 
for brain death in these babies, particularly anencephalics. The Conference of 
Medical Royal Colleges and their Faculties in Great Britain had set up a work-
ing party to consider these problems. The Conference recommended that there 
should be an immediate moratorium on all transplantation from and into 
infants up to the age of one month until such time as the Working Party had 
reported. I therefore drew the attention of Regional Medical Officers and inter-
ested clinicians to this recommendation. 

In July, I chaired a meeting to which I had invited representatives of cardiac 
surgical units carrying out heart transplantation and of those units which had 
expressed an interest in doing so. The President of the Royal College of Sur-
geons and representatives of other professional bodies were also present. Those 
present agreed that the policy of a controlled development of heart transplant-
ation services within the supra regional services arrangements was the correct 
one at present, but they felt strongly that the pace of expansion of the service 
should be increased. Eventually, it was considered, the service would best be 
provided on a regional basis. 

The Supra Regional Services Advisory Group invited the Royal College of 
Surgeons to update their previous advice on cardiac transplantation. The Col-
lege advised that there should be an expansion of the heart transplant pro-
gramme, Lung transplants, normally undertaken in heart transplant centres, 
were considered to be still in the experimental phase 

in clinical application and 
supra regional funding was not recommended at present. The College did how-
ever advise that a limited programme of combined heartllung operations should 
be included in the supra regional heart transplant programme. The Advisory 
Group accepted the advice and recommended to the Secretary of State that the 
fourth transplant centre should be established at Wythenshawe Hospital, Man-
chester. The Secretary of State accepted this advice and announced the desig-
nation of the fourth centre in December. In the six-year period up to the 31 
December 1987 the number of transplantations carried out were as follows: 
hearts 761, heart and lungs 171, and lungs 7. 

(ii) Liver transplantation 

In this Report for 19861 drew attention to the fact that the Secretary of State had 
designated a further unit for liver transplantation at Leeds. The liver transplant-
ation programme continues to expand and during the six years up to 31 
December 1987, 479 transplantations were carried out. 
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(iii) Clinical audit 

One of the most important events on the NHS calendar in 1987 was the publica-
tion, on 8 December, of the findings of the Confidential Enquiry into Peri-
operative Deaths (CEPOD)1. 

A joint working party of the Associations of Anaesthetists and of Surgeons of 
Great Britain and Ireland studied all deaths which occurred within 30 days of a 
surgical operation performed during 1986 in three regions — South Western, 
North East Thames and Northern Regions. The Enquiry, probably the most 
vigorous self appraisal ever undertaken by a professional group, was supported 
by the King's Fund and the Nuffield Provincial Hospitals Trust and its design 
closely followed that of the Enquiry into Maternal Deaths. 

At a time when public interest in and concern about the quality of health care 
are rapidly growing, the Enquiry provided a major step towards the fulfilment 
of the Department's policy to encourage the medical profession to audit the 
quality of its work — in this case, the key area of operative surgery. 

The study received the co-operation of over 90% of the 1,396 clinicians 
involved, and examined the 4,034 deaths which occurred in relation to 555,258 
operations conducted in the three regions. These fatalities, which represented a 
death rate of 0.7%, most often occurred in people over 75 years-of-age and 
were unavoidable due to progression of the presenting condition, such as can-
cer, or co-existing disease such as heart or respiratory failure. However, in 
approximately 20% of these deaths (ie in 0.14% of patients operated on) an 
avoidable factor was found, one, "which, if corrected, would have altered the 
outcome or might at least have reduced the chance of death at that time". 

Death was attributed to "avoidable surgical and anaesthetic factors" in only 20 
cases. The report explicitly stated that no preventable deaths could be blamed 
on a shortage of nurses or to overlong hours worked by junior medical staff. 
However, professional error related to insufficient training or inexperience, 
including delegation of responsibility, was frequently implied. 

In addition to problems related to professional error, the report identified signi-
ficant differences in clinical practice between the three regions and deficiencies 
in the Hospital Activity Analysis data. There were also problems with the sto-
rage, movement and retrieval of patients' notes particularly those of the 
deceased — and in transferring patients for specialised treatment to other hos-
pitals. Few surgeons and anaesthetists held regular audits of operation results, 
and joint meetings between the disciplines were very rare. 

The main recommendations arising from these findings address quality assu-
rance, accountability, clinical decision making and organisation issues. 

The Department welcomed this self audit and made available £200,000 for 
1988/89 to enable a wider study to cover the 14 health regions in England. 
Further discussions with the professions, colleges and health authorities are in 
progress. 
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(iv) Planning, manpower and medical education 

This report for 1986 (page 129) referred to the consultative document Hospital 
Medical Staffing: Achieving a Balance", issued in July 1986 following discuss-
ions between the medical profession, the Health Departments and RHA 
Chairmen. Further discussions between the three parties in the light of the 
response to consultation culminated in the publication in October 1987 of 
`Achieving a Balance: plan forAction'Z. This sets out a far-reaching programme 
of reform to the hospital staffing structure in order to correct imbalances which 
go back to the 1950s. The reforms will lead to better patient care, with more 
patients treated by fully trained doctors; will improve the morale of junior hos-
pital doctors, by giving them a more certain career progression within the hospi-
tal service; and will give Health Authorities more scope and flexibility in their 
manpower planning. 

Specific elements of the package include various measures to increase the rate 
of consultant expansion, including a centrally-funded. 'pump-priming' scheme; 
improved methods of relating the number of UK doctors in training to future 
career opportunities; introduction of a new intermediate level career grade, the 
Staff Grade; and measures to help doctors unlikely to make further career pro-
gress. Implementation is expected to take ten years to complete, but a good 
start has already been made. 

The work of the Joint Planning Advisory Committee (JPAC), also reported last 
year, can now be seen as an integral part of the 'Plan for Action'. JPAC's origi-
nal remit was to advise the Health Departments on the number of senior regis-
trar posts required to fill expected consultant vacancies, and has now been 
extended to include registrar posts. Scrutinies of senior registrar numbers are 
now almost completed and JPAC will be turning its attention to registrar 
numbers later in 1988. Regions have already been given indicative figures for 
registrars to enable them to do preparatory work. 

Some anxieties have been expressed that the problem of the hospital staffing 
structure will not be resolved until the intake to UK medical schools is reduced. 
This was not the view of the majority opinion of the Advisory Committee for 
Medical Manpower Planning whose report was published in 19853, but in the 
light of the persistent anxieties a Second Advisory Committee (ACMMP II) 
was set up in April 1986. It has now completed its work and a report is with 
Ministers. 

These developments, in particular the 'Plan for Action', have important impli-
cations for the qualitative aspects of the training of doctors. The 'Plan for 
Action' creates the opportunity for a more systematic and professional 
approach to planning training programmes at all levels; at the same time, the 
expected reduction in the number of junior doctors could put additional 
pressures on the educational system. In order to focus the implementation of 
postgraduate policies within the NHS, the Department has recently 
announced° the establishment of a Standing Committee on Postgraduate Medi-
cal Education (SCOPME) whose members combine educational, service and 
professional interests. This Committee will to some extent replace the much 
larger Council for Postgraduate Medical Education (CPME). It is envisaged 
that SCOPME will work largely by setting up ad hoc working groups to tackle 
highly specific issues, such as those recently identified in the report of a CPME 
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working group on the SHO grades, and to make firm recommendations which 
can be implemented through Postgraduate Deans and their training com-
mittees and the parallel structure which is being developed at district level6. 
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(b) Primary care 

The Government review of primary health care remained the centre point of 
debate during 1987. Consultation on the Primary Health Care Discussion 
Document (Cmnd 9771)1 and the Cumberlege Report on Community Nursing 
Services in 19862 was followed by consideration of the comments received, and 
culminated in the publication in November 1987 of `Promoting Better Health' 
(Cmnd 249)3, the Government's decisions on the steps necessary to improve 
primary health care. Simultaneously the Department's guidance on the recom-
mendations in the Cumberlege Report appeared as a Health Circular 
(HN(87)29)4. 

The Government's objectives, for which there was wide support, are: 

— to make services more responsive to the consumer 

— to raise standards of care 

— to promote health and prevent illness 

— to give patients the widest range of choice in obtaining high quality 
primary care services 

— to improve value for money 

— to enable clearer priorities to be set for family practitioner services in 
relation to the rest of the health service. 

(i) Health promotion and disease prevention 

Much has been accomplished in developing health promotion in the primary 
care field where the primary health care team has a key role. Immunisation and 
screening programmes have greatly reduced the incidence of many diseases. 
Nevertheless, the number of deaths of unscreened women from cervical cancer 
and the incidence of measles demonstrate that more could be done. In the 
spring of 1988, screening programmes for cervical cytology were improved by 
the Family Practitioner Committee (FPC) computerised call and recall systems 
which will cover all women aged 20-64 years in England and Wales. The 
Government has also announced the introduction of a breast screening pro-
gramme for women aged 50-64 years based on a similar call and recall system 
(see p 41). Invitations will be issued, preferably through family doctors, to 
attend for mammographic screening at units being established in England and 
Wales over the next two to three years. 

There have been a number of health promotion campaigns at national level, 
reflecting the government responsibility for raising individuals' awareness of 
the link between life-style and health. Much of the ill-health caused by obesity, 
smoking, stress, alcohol misuse and drug misuse could be avoided if people 
took greater responsibility for their own health. To do this effectively, they 
must first be well-informed and have access to appropriate support and 
resource services. Members of the primary health care team play an important 
part in such services and are well placed, because of their regular contacts with 
patients, to promote good health and identify such conditions as hypertension. 
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In ̀ Promoting Better Health', the Government stated its intention to encourage 
family doctors and primary health care teams to increase their contribution to 
these activities. It plans to amend doctors' terms of service to clarify their role in 
the provision of health promotion services and in the prevention of ill-health, 
and consider what financial incentives might be provided to achieve target 
levels of provision for vaccination and immunisation. 

Advice on life-style, coupled with regular and frequent assessment, is particu-
larly important for elderly people. They form a steadily increasing proportion 
of the general population and represent a substantial part of a family doctor's 
workload. Those living alone in the community may have special needs and the 
Government will encourage doctors to provide comprehensive regular care for 
elderly people. 

Children under the age of five years are another group which needs special 
attention. District Health Authorities (DHAs) are responsible for child health 
surveillance, taking into account all aspects of the health of the child, advising 
on treatment and care and instituting appropriate preventive measures. Family 
doctors and health visitors already contribute to the health surveillance of 
under-fives. The Government intends that family doctors should play an 
increasing role and FPCs, acting in agreement with DHAs, will be asked to 
develop the contribution of suitably trained family doctors. Inevitably, the 
change will be gradual and the community health services will continue to play 
an important role. 

During 1987 the Department issued a consultation document on district health 
authority usage of the patient registration data maintained by all FPCs5. The 
data consist of the name, address, date of birth and sex of every patient regis-
tered with a GP and they would provide health authorities with a valuable 
information base for identifying and contacting target populations for illness 
prevention and surveillance programmes, and for use in health service plann-
ing. It is argued on the one hand that readier access would lead to increased 
benefits for patients and on the other hand that wider access should be subject to 
safeguards to ensure that the patients' rights to confidentiality are preserved. 

(ii) Referral patterns 

Child health surveillance is only one example of the interface between health 
authority services and family practitioner services. The referral of patients by 
family doctors to a hospital, either for specialist help or to make use of diag-
nostic and treatment facilities, determines much of a health authority's expen-
diture. The wide variation in referral rates suggests that expensive hospital 
facilities are not always being used in the most cost-effective way. Family doc-
tors currently have no reason to examine their criteria for referral. Whilst a high 
referral rate might be justified, it could indicate that some patients are inappro-
priately referred. Conversely a low referral rate might mean that some are not 
receiving the care appropriate to their condition. Indeed there is no reason to 
believe that doctors whose rates are on the ̀ norm' are invariably making correct 
decisions. The Department is partially funding a three-year project by East 
Anglian Regional Health Authority, to develop an information system to pro-
vide individual general practitioners with regular information on their referral 
rates by specialty, in comparison with their colleagues. It will then be possible 
for the profession to examine the criteria used to determine referral. The system, 
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which could be implemented by other health authorities, should improve the 
logic of decision-making and result in more :appropriate care, cost effective 
decisions, better informed general practitioners and greater benefit from the 
specialist services available. 

(iii) Prescribing 

General practitioners' decisions are also reflected in medicines prescribed by 
them. This remains the single largest element in the Family Practitioner Ser-
vices expenditure. This report for 1986 described the results of studies indi-
cating the benefits of providing general practitioners with information about 
their prescribing habits. The Government has provided the Prescription Pricing 
Authorities in England and Wales with new computer systems and, in co-
operation with the medical profession, has developed a new prescribing 
information system. This will enable family doctors to be provided with well 
presented information about their prescribing at quarterly intervals. The first 
returns will be available in the autumn of 1988 and will aid the increasing 
number of practices undertaking self-audit of their prescribing. The level of 
generic prescribing continues to increase — a welcome trend_ 

The Regional Medical Service makes itself available to doctors undertaking 
self-audit to discuss effective prescribing and two specially trained medical 
officers have been appointed to promote better prescribing practice in 
Yorkshire and North East Thames Regional Health Authority areas. Family 
Practitioner Committees will also have an increasing role in encouraging better 
prescribing practice by exercising a leadership role and by monitoring indi-
vidual doctors' prescribing. As the White Paper `Promoting Better Health'? 
makes clear, they will need access to independent medical advice to do this. 

(iv) The future role of Family Practitioner Committees 

FPCs will have an enhanced management role in future. Since 1985 they have 
been free-standing authorities responsible for the planning, development and 
monitoring of Family Practitioner Services. `Promoting Better Health's, 
announced that their responsibilities will be extended and their management 
role strengthened. It is proposed that FPCs develop policies for improving the 
standards of practice premises so that the money spent goes where it is most 
needed, will have greater responsibilities for practice team development, 
develop targets for disease prevention programmes in collaboration with 
DHAs, consider succession planning for vacancies (encouraging the develop-
ment of group practices), and undertake consumer surveys to ensure that the 
views of the public are known and taken into account. FPCs will require 
independent medical advice on many issues and they may wish to obtain this 
from a variety of sources, including community physicians and the Regional 
Medical Service. 

There has been substantial progress since 1985 in developing collaborative 
arrangements among FPCs, DHAs, Community Health Councils, Local 
Authorities and voluntary bodies. The Government continues to encourage 
this. 
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(v) Primary health care teams 

It is widely accepted that primary health care can be of high quality when profes-
sionals from ,a number of disciplines work closely together under one roof. 

The Government has confirmed its policy of supporting the development of 
primary health care teams in `Promoting Better Health'. Such teams might 
include physiotherapists, counsellors and chiropodists as well as nurses, and can 
provide a wide range of services for patients. Currently, while a family doctor 
may employ any number of staff, only certain categories are directly reimbur-
sed, at 70% of their salaries, up to a limit of two whole-time equivalents per 
doctor. It is proposed that these restrictions — including the fixed 70% rate — 
on the direct reimbursement of salaries should be removed, along with the 
present restriction on the employment of related staff. FPCs will be allocated a 
specific fund for practice team development, and will have the responsibility for 
allocating money for practice team development to improve care, locality by 
locality, and to develop the teams and the services family doctors provide. 

Collaboration between FPCs and DHAs is also essential in the organisation of 
community nursing services. The Cumberlege Report2 said that nurses were at 
their most effective when they and general practitioners worked together as an 
active primary health care team and that this was the best means of delivering 
comprehensive care to the consumer. Its main proposals were that: 

— community nursing services should be planned, organised and 
delivered on a neighbourhood basis 

— there was scope for making better use of nursing skills 

— the effectiveness of the primary health care team needs to be improved 

— there should be a more integrated approach to the training of all nurses 
working outside hospitals 

— Consumer groups should have a stronger voice. 

The Government wishes to see better use made of nursing skills. It accepts that 
primary health care teams should be strengthened, and that the organisation 
and management of community nursing services should be at a level closer to 
the consumers. However, the Government also recognises that there is no 
single right way of organising services and that such decisions are for health 
authorities to make. The Government sees merit in the Cumberlege Report 
proposals relating to the possible role of nurse practitioners' in primary care and 
the idea that nurses should have more freedom to prescribe a limited range of 
items such as dressings, ointments and medical sprays. These proposals are 
being examined. 

The Government's response to the Report is set out in Health Circular 
HC(87)29/HC(FP)(87)104, which invites health authorities to review the organ-
isation of their Community Nursing Services in consultation with FPCs and, if it 
is decided to introduce neighbourhood nursing services, with local professional 
bodies and community health councils. It sets out the principles to be applied in 
considering any organisational changes. These include the need to take full 
account of local factors and to recognise that community nursing staff will conti-
nue to be linked to general practices. 

91 

DHSCO007009_0099 



(vi) Consumerism 

The Cumberlege proposal that consumer groups should have a stronger voice 
minors the Government's objectives. It is proposed in `Promoting Better 
Health' that FPCs should publish more comprehensive information about the 
family doctor practices in their areas and should make this more widely availa-
ble. The Government will encourage the provision by family doctors of 
booklets about the services they provide and their practice organisation. 
Patients and prospective patients need better information to make it easier to 
choose a doctor. Like the Social Services Committee, the Government believes 
that freedom of choice, linked with more competition and simpler systems of 
changing doctor, will improve the quality of services7. 

(vii) Quality, education and training 

Other proposals to improve the quality of services include discussions with the 
Medical Practices Committee on the need, when determining the distribution 
of doctors, to take more account of local factors, such as morbidity, which affect 
doctors' workloads; and financial incentives for doctors working in areas of 
deprivation where workloads are high in relation to list size. Quality of care 
lends itself to peer review and the Government welcomes voluntary exper-
iments in this field, which it might be prepared to support financially. Conti-
nuing medical education to help doctors to keep abreast of developments and 
the training of undergraduate medical students in primary care, will also be 
encouraged by new payments for doctors who maintain regular education and 
training or who are involved in medical education, in association with academic 
departments of general practice, as will the training of practice nurses. 

(viii) Conclusion 

Despite the improvements in recent years in the organisation, delivery, quality 
and range of primary health care services, there remains room for further 
improvements, raising the standards of all practices to those of the best. The 
Government believes that the reforms set out in `Promoting Better Health' will 
achieve these aims. 
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(c) Environmental Health and Toxicology 

(i) Consequences of the Chernobyl nuclear accident 

A considerable amount of work has continued in connection both with the 
effects of the; nuclear accident which occurred at Chernobyl in the Soviet Union 
on 26 April 1986, and with the consequences for nuclear accident planning both 
in the United Kingdom (UK) and internationally. 

1. Management of the effects of the accident 

Controls on imports of food from the Soviet Union, Poland, Bulgaria, Czecho-
slovakia, Hungary, Rumania, Yugoslavia, Austria, East Germany, Sweden 
and Turkey continued under the European Community (EC) Regulation which 
was renewed for a further two years. The check monitoring of imports into the 
UK from these countries carried out by the Port Health Authorities revealed 
levels of contamination with radiocaesium well below the control levels (370 
Becquerelsfkilogram for baby foods and 600 Becquerels/kilogram for all other 
foods) in the vast majority of cases. 

Meanwhile the negotiations on a Regulation to enable the levels of radionu-
clides in food to be controlled within the EC following any future nuclear acci-
dent were finally agreed in December 1987. 

Within Great Britain controls under the Food and Environment Protection 
Act, 1985, on the movement and slaughter of sheep in certain parts of Cumbria, 
North Wales and Scotland continues. Although the number of affected animals 
fell in 1987, there was a need for further controls on spring lambs to be re-
introduced in some areas in 1988, and at the present time about 180,000 animals 
remain under restriction orders in England. The problem is clearly going to 
persist for a considerable time, but all the evidence suggests that the Govern-
ment's measures have prevented lamb contaminated above the action level 
from entering the food chain. 

2. Monitoring of human exposures 

Surveys of levels of radiocaesium in members of the public have been carried 
out by various groups during the last year. These have given reassuring results 
and confirmed the prediction that exposures from radiocaesium consequent to 
the Chernobyl accident need not give rise to concern even in those areas exper-
iencing the highest deposition levels following Chernobyl. In fact, the radiocae-
sium body content in those areas of high deposition was only a factor of 2 higher 
than the average for the UK, due probably to the complexity of food production 
and distribution. 

3. Review of accident plans 

Immediately following Chernobyl a thorough review of the UK's contingency 
plans for dealing with nuclear accidents was instituted. The first stage of the 
review recommended that a national response plan for dealing with the effects 
in the UK of nuclear accidents occurring in other countries should be prepared, 
and that although existing plans continued to provide a valid basis for the 
response to any nuclear accident within the UK, the Department of Energy and 
the Nuclear Installations Inspectorate should carry out an extensive review of 
UK site plans in collaboration with relevant departments and agencies, includ-
ing DHSS. 
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The Department of the Environment published a statement on 21 January 1988 
of the proposals for establishing a network of monitoring stations throughout 
the United Kingdom, as part of the National Response Plan for dealing with 
nuclear accidents overseas'. 

Meanwhile each government department has been reviewing its own plans, and 
the DHSS, as part of that review, has been revising its advice to the NHS on 
nuclear accident planning to include guidance on what they might be required 
to do following accidents occurring both within and outside the UK. 

4, International activities 

The Department of Health contributed to a substantial programme of meetings 
held by WHO, aimed at developing consistent advice for member states follow-
ing a nuclear accident. In collaboration with the International Agency for 
Research on Cancer (IARC) and the International Atomic Energy Agency 
(IAEA), two meetings were held in May to discuss the need for and design of 
epidemiological studies of populations exposed to radiation after Chernobyl. 
The widespread contamination following that accident generated considerable 
public concern about possible adverse health effects. However, in much of the 
USSR and in most other countries, current dose estimates and knowledge of 
radiation biology suggest that any adverse effects are likely to be at too low a 
level to be detected beside the normal variations in disease incidences. The 
WHO group concluded that all that was indicated, in most cases, for those 
outside the USSR, was a surveillance exercise via existing health registries, in 
conjunction with the exercises to estimate general population exposures that 
were already known to be under way via a variety of international agencies (eg 
United Nations Scientific Committee on the Effects of Atomic Radiation, the 
Organisation for Economic Co-operation and Development, European Com-
munity). The IARC will co-ordinate this exercise for childhood leukaemia 
using national registers. 

The meetings were told that within the USSR an organisational structure to 
follow-up the more highly exposed population was already operating. These 
people include 45,000 who received exposures between 0.2-0.5 Sievert, a dose 
range for which interpretable human data have not previously been available. 

Study of this group was felt at the WHO/IAEA meetings to be particularly 
important in assessing the accuracy of our present risk estimates. 

The European Community Registry (EUROCAT) reviewed data from 23 
regional registries on the congenital effects of radiation exposures. A study of 
Down's syndrome between January 1986 and March 1987 does not demonstrate 
any excess of cases following the Chernobyl accident. Further studies on other 
possible effects are under way although detectable effects are not expected at 
the levels of exposure experienced in Europe. 

(ii) Stable Iodine — indications for use 

Following a nuclear accident, radioactive isotopes of iodine can be released 
from the fuel rods in the core of the reactor as a gas or in radioactive particles. 
Populations exposed to the cloud or depositions from it can receive radiation 
doses from the radioiodine. Most radioisotopes of iodine have half-lives of days 
rather than years so exposures from radioiodine are usually a problem only in 
the first few weeks after an accident. 
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Inhaled or ingested iodine is generally taken up rapidly from the lungs and 
intestines and preferentially concentrated in the thyroid gland. It can also con-
centrate to a lesser extent in the salivary or mammary glands and gastrointesti-
nal tract. 

Because of the selective and rapid concentration of iodine in the thyroid gland, 
the amount of iodine in an unplanned release will frequently be a critical factor 
in determining the need for action to reduce doses following a nuclear accident. 
The concentration of radioiodine in the thyroid can be reduced by pre-loading 
the body with table iodine before the radioiodine is concentrated in the gland. 
For this reason, nuclear site emergency plans generally include plans to distri-
bute stable iodine, in the form of iodate or iodide, to members of the public near 
the site. 

The Chernobyl accident released considerable radioiodine, and stable iodine 
prophylaxis was recommended for some, or all, of the populations of Poland, 
Rumania and Czechoslovakia, as well as the USSR. 

In the USSR, 5.4 million people, of whom 1.7 million were children, were given 
stable iodine. Although the Soviet authorities felt that many of these did not 
strictly need the tablets, many were apparently reassured by taking them. In 
Poland, eight million adults and 12 million children received stable iodine. In 
both countries the prophylaxis appears to have been well tolerated and side-
effects minimal. 

The Polish Government is now planning a series of epidemiological studies to 
evaluate the effects of this mass medication. In particular, the effects of such 

prophylaxis on the foetus and on those with thyroid disorders (such as goitre or 
controlled thyrotoxicosis) will be assessed. The results of these studies will be 
most useful in further refining the guidelines for the use of stable iodine follow-

ing a nuclear accident. 

WHO has commissioned a review of the indications for the use of stable iodine 

and held ajoint meeting with the European Community in July 1988. Following 
this meeting WHO intends to issue guidelines on the indications for the use of 

stable iodine prophylaxis. These will obviously be relevant to any revision of 
guidance given within the UK. 

Summary 

It might seem surprising that, two years after the Chernobyl accident, so much 

remains incomplete or uncertain. However, determining the health effects of 

any exposure is a time-consuming process. There is a need to liaise with many 

other countries while collecting and considering data. WHO is to be commen-

ded for the effort it has put into collating data on these health issues. 

(iii) Validity of toxicological data and good laboratory practice 

The DHSS Good Laboratory Practice (GLP) Compliance Monitoring Pro-

gramme covers 56 laboratories in the UK which are engaged in the health 

effects and environmental safety testing of pharmaceuticals, cosmetics, food 

additives, pesticides and industrial chemicals. Inspection of the laboratories is 

organised on a two-year cycle and the major part of the cost of monitoring is 

recovered from the laboratories within the programme. 
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There has been again considerable international activity in the field of GLP and 
the DHSS Toxicology Unit as been involved with foreign GLP authorities in 
joint inspections and study audits. These activities are designed to harmonise 
the international approach to GLP monitoring and, in particular, to generate 
mutual confidence in the standards of surveillance of industrial testing labora-
tories. In March 1988, the DHSS was host in London to the first GLP workshop 
arranged by the Organisation for Economic Co-operation and Development 
(OECD), Paris. This workshop was attended by delegates from 14 member 
countries of OECD. 

At the end of 1986, the Commission of the European Communities published 
its first Directive on GLP (87118/EEC)2. This required that regulatory authori-
ties responsible for registering chemicals in member states accept only data 
generated in laboratories which operate in compliance with GLP principles and 
that member states monitor the laboratories to assure that compliance. The 
measures necessary to comply with the Directive are now more or less com-
pleted. A second GLP directive, which will come into force in January 1989, 
describes the procedures whereby monitoring units in member states are to 
verify GLP compliance. As these procedures parallel those recommended by 
the OECD and already adopted by the DHSS, the UK will not need to take 
further action. 

During 1.987 the DHSS concluded bilateral GLP agreements with the United 
States Federal Drugs Administration and with the Environmental Protection 
Agency. This agreement formalises the arrangements under which GLP moni-
toring by any one of the parties to the agreement is recognised and accepted by 
the other parties to the agreement. Similar arrangements have been completed 
with the Japanese Ministries of Health and Welfare, and Agriculture, Food and 
Forestry. Under the provisions of the Treaty of Rome, these bilateral 
agreements will remain in force until overtaken by Community provisions. 

(iv) Contaminants in food 

Prevention of contamination of food by unnecessary and potentially harmful 
chemicals contributes to the safety and wholesomeness of the food supply. 
However, in many cases it is not possible to eliminate completely known chemi-
cal contaminants from the diet without discarding nutritionally important 
foods. An added difficulty in this area is that the possible consequences for 
human health of low level chemical contamination of food are much more diffi-
cult to define and recognise than, say, the consequences of microbiological 
contamination of food. Surveillance and control of chemical contaminants to 
reduce as much as possible their entry into the food chain is therefore central to 
any preventive strategy. 

Responsibility for surveillance and control of contaminants in food lies with the 
Ministry of Agriculture, Fisheries and Food (MAFF), which seeks advice from 
the Department, via the Committee of Toxicity of Chemicals in Food, Con-
sumer Products and the Environment on the possible health effects of the con-
taminants found. Residues such as heavy metals, mycotoxins, nitrate, pesti-
cides, veterinary drugs, food packaging materials and environmentally 
persistent organic chemicals in foods are kept under regular review by the 
Steering Group on Food Surveillance. This is an interdepartmental expert com-
mittee which organises investigations of residues in foods and advises ministers 
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on any actions that might be necessary to reduce their levels;. Analytical sur-
veys determine the average daily intakes of particular chemical contaminants 
from foods, and identify special problem areas. For example, are there local 
geographical areas of higher contamination? Are some foods more conta-
minated than others? Are there atypical consumers who, because of their unu-
sual patterns of food consumption, have higher-than-average intakes of parti-
cular contaminants? Are different groups, such as young infants, pregnant 
women or the elderly, more at risk from certain contaminants? 

Of the various contaminants on which the Steering Group on Food Surveillance 
reported in 1987, average daily intakes generally posed no foreseeable health 
risks. However, in one or two areas, the surveillance data indicated that parti-
cular foods or consumer groups warranted special attention. Strategies for 
dealing with such situations vary. Sometimes it is possible to reduce quickly or 
alter the conditions of use of the chemical causing the contamination. In other 
cases, particularly with environmentally persistent chemicals, only long-term 
strategies can eventually reduce levels of contamination. With naturally occur-
ring contaminants, whose levels can fluctuate markedly over time, it might be 
necessary to reject batches of food contaminated above acceptable levels. 
Examples from the recent reports of the Steering Group on Food Surveillance 
illustrate some of the special problems on which action has been recommended. 

Food packaging materials occasionally give rise to unexpectedly high residues 
of chemicals in foods. In the recent survey of plasticisers, the maximum esti-
mated intake of di-2-ethylhexyl adipate (DEHA) in foods was 16 mg/personl 
day, a potential intake greater than that of all the other plasticisers surveyed put 
together4. DEl-IA is the plasticiser used in `cling-film' and it readily migrates 
from the film into fatty foods. Toxicity studies in animals have shown that the 
liver is the target organ, and at very high doses, several orders of magnitude 
above maximum human intakes, liver tumours are induced in mice. In view of 
the very large margin between human intakes and the occurrence of adverse 
effects in animals, the Committee on Toxicity considered that the possibility of 
any risk to public health was remote. However, because of uncertainties in the 
toxicological data, the Committee recommended it would be prudent to avoid 
high intakes of this and other plasticisers. Consumers will be given firm guid-
ance on how to use 'cling-film' type materials in the home via instructions on the 
packaging. Advice has already been issued by MAFF on its use during cooking 
and reheating meals. In this case, once the problem was identified, it was pos-
sible to take fairly quick action with the co-operation of manufacturers. Films 
with lower levels of, or without, DEHA are already on the market. 

A similar example of immediate remedial action involved the use of lead-
containing caps to seal wine bottles. Wine can penetrate the cork and attack the 
seal, forming corrosion products of lead which contaminate the wine as it is 
poured. Drinking contaminated wine could increase the average daily lead 
intake several-fold, a highly undesirable situation, particularly for pregnant 
women. MAFF therefore advised the public that contamination is reduced by 
wiping the neck of the bottle after removal of the seal and before uncorking. 
Discussions are also under way with wine producers about switching to non-
lead materials for seals, but it will be some time before the nation's cellars are 
emptied of lead-capped bottles as these seals are often used on fine wines. 
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Enforcement of necessary action in relation to certain veterinary residues in 
foods has proved more difficult. A survey' showed that whilst residues of most 
veterinary drugs were extremely low or non-detectable, residues of sulphadimi-
dine in kidney, especially pig kidney, were found frequently, in a large number 
of carcasses. This raised the possibility of intolerance reactions in individuals 
already sensitised by exposure to the much higher human therapeutic doses. 
The high residues were thought to be caused by ignorance of, or failure to 
observe, withdrawal periods between the administration of the drugs to pigs 
and their slaughter, or alternatively, to accidental contamination of unme-
dicated feed. Unfortunately, there are no statutory requirements to observe 
withdrawal periods. MAFF 

is presenting the problem to the farming and veter-
inary communities and ensuring they understand the necessity of `using the 
drugs correctly. So far these measures have proved ineffective. New regulations 
are also being introduced which will require all those incorporating medicinal 
products into feed to observe a code of practice which will include such matters 

as the prevention of cross-contamination. 

Mycotoxins are naturally occurring contaminants in foods, though contamin-
ation of the UK food supply by mycotoxins other than aflatoxins is unquantifia-
bly low6. Aflatoxins are carcinogenic in several species of animals. Aflatoxin Ml
contamination of milk has been dramatically reduced in recent years by controls 
on the imports of aflatoxin-contaminated animal feed. However, aflatoxin con-
tamination of certain nuts and nut products, and, in particular, some `health 
food' brands of peanut butter, has been highly variable. MAFF is drafting regu-
lations to introduce an upper limit of 10µg/kg for aflatoxins in nuts and nut pro-
ducts for human consumption. 

Finally, some contamination problems have only long-term solutions. Mer-
cury, for example, which is discharged into the sea, accumulates 

in fish in the 
form of methylmercury. Evidence suggests that the foetus may be more sensi-
tive to the effects of methylmercury than adults or children, The UK data indi-
cate there is still a substantial safety margin between the current intakes of 
methylmercury and the 

upper limit considered acceptable on health grounds for 
the most vulnerable group, pregnant women, but continued surveillance of very 
high consumers of fish in this group is needed to ensure safety?. During the last 
two decades, there has been a significant reduction in the amount of mercury 
discharged into estuaries and coastal waters in the UK and, overall, a down- 
ward trend in mercury levels in fish caught in these areas. But in some localities 
in recent years the reductions in mercury levels in fish have not been sustained. 
Further efforts are needed to ascertain why this is so and to ensure that the 
situation does not deteriorate. 

(v) Nitrate, nitrite and N-nitroso compounds 

The Twentieth Report of the Steering Group on Food Surveillance drew 
together surveillance data on nitrate, nitrite and volatile N-nitrosamine levels in 
foods on retail sale in the United Kingdom, and information on the concentra-

tions 

of nitrate and nitrite in drinking-water supplies$. 

The average daily intake of nitrate from food was about 53mg per person, 
mostly from the consumption of vegetables. Drinking-water contributed on 
average a daily additional f0mg-20mg per person. In bottle-fed babies, and in 
areas with nitrate concentrations greater than 50mg per litre in the water 
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supply, water could be the major source of nitrate. It was not possible to esti-
mate the extent to which inhaled nitrogen oxides might contribute by conver-
sion in the body to nitrate and nitrite. 

The average daily intake of nitrite from food was less than 1mg per person. 
Higher intakes would result from unusual consumption of bacon, ham, some 
sausages and pork pies, which contain added nitrite as a preservative; however, 
cured meats made only a minor contribution to the average diet. Nitrite was 
usually not detectable in water supplies unless bacterial contamination had 
rendered the water unsuitable for human consumption. In uncontaminated 
water, nitrite was sometimes formed from ammonia present naturally or added 
as part of the disinfection process; it could then contribute up to 0.2mg to the 
daily intake of nitrite. 

There were (and remain) considerable problems in measuring and even identi-
fying the N-nitroso compounds present in the diet. The detailed data in the 
report were confined to a small number of relatively well-characterised com-
pounds. The greatest exposures to volatile N-nitrosamines appeared to be 
associated with the usage of tobacco by smoking, snuff taking, or tobacco 
chewing. In non-users of tobacco, the diet was the major source of pre-formed 
N-nitroso compounds, which have been detected particularly in beer and 
whisky and other malt-derived foods, in cured and smoked meat, in fish (especi-
allysmoked fish) and in cheese. N-nitroso compounds were not detected in UK 
water supplies. 

The comments of the DHSS Committee on the Medical Aspects of the Con-
tamination of Air, Soil and Water (CASW), and the DHSS Committee on Toxi-
city of Chemicals in Food, Consumer Products and the Environment (COT), 
formed appendices to the report. CASW recalled the role of nitrate in water in 
causing infantile methaemoglobinaemia, but noted that there bas a long-
established UK public health policy in this area and that no instances of the 
condition had been attributed to nitrate in UK public water supplies for many 
years. Nitrite concentrations in UK public water supplies were not hazardous to 
health, and N-nitroso compounds had not been detected. Ambient air was 
likely to make only a very small contribution to daily exposure to nitrate, nitrite 
and N-nitroso compounds. 

Both committees commented on the relationship between ingestion of nitrate 
and the formation of N-nitroso compounds in the body, and the role of N-
nitroso compounds in causing cancer. Epidemiological studies had provided no 
evidence that current exposures to nitrate, nitrite and N-nitroso compounds 
were hazardous to human health, but they did not exclude a small risk. There 
were many areas of uncertainty requiring further research: for example, it was 
still not known whether the major exposure to N-nitroso compounds was from 
their formation in the body, or from their intake from food, water and the 
environment. COT recommended that the levels of use of nitrate and nitrite as 
food additives should be kept as low as is consistent with their essential antimi-
crobial function, and that research should continue on the use of effective alter-
natives to these preservatives in cured meats. COT welcomed the action 
already undertaken to reduce N-nitrosamine levels in beer and whisky, and 
recommended further research on the origins and methods of reduction of 
N-nitroso compounds in other foods, in addition to the development of appro-
priate analytical methods and toxicological evaluations. Research into the incor-
poration of inhibitors of nitrosation into curing mixtures was also recommended, 

99 

DHSC0007009_0107 



Dietary modification to effect a substantial reduction in the intake of nitrate 
would require a lower consumption of vegetables, but this could have undesira-
ble effects on health. In view of the uncertainties and the evidence which sug-
gests that any possible risk is small, COT did not consider it justifiable to advise 
dietary modification to reduce the intake of nitrate, nitrite and N-nitroso com-
pounds from food. 

(vi) Man-made mineral f ibre 

Early in 1987 questions were raised about the safety of the use of glass wool and 
similar materials for loft insulation in the home. This concern arose from the 
publication of evidence indicating an increase in deaths from lung cancer 
amongst workers employed in the early technological phase of the Man-Made 
Mineral Fibre (MMMF) manufacturing industry, that is, amongst those who 
were at work at a time when exposure to fibre dust was high. Studies of exposure 
to fibres in insulated homes were carried out and the evidence was reviewed by 
the Department's Committee on Carcinogenicity towards the end of the year. 

MMMF has been produced and used for thermal insulation almost as long as 
asbestos. In recent years the economic importance of energy conservation, 
higher expectations of comfort, and an increasing concern with the dangers of 
hypothermia in the elderly, have lead to the widespread installation of thermal 
insulation in domestic lofts, encouraged by a system of grants known as the 
Home Insulation Scheme. Installation is often done by householders them-
selves on a Do-It-Yourself (DIY) basis. The most widely used products are 
based on MMMF made from rock, slag or glass. 

Although the irritant properties of MMMF had long been recognised, there was 
no suspicion, until quite recently, that they might share some of the hazards of 
asbestos. Inhalation studies with laboratory animals consistently showed that 
MMMF did not lead to significant lung fibrosis, an excess of lung cancer or 
malignant mesothelioma (a characteristic type of cancer produced by asbestos). 
Experiments which introduced fibres through the chest wall of laboratory ani-
mals did produce malignant pleural tumours, but the relevance of this methodo-
logy was questioned. The Advisory Committee on Asbestos, set up by the 
Health and Safety Commission in 1976, had a sub-committee explore the 
potential carcinogenic hazard to man from MMMF, but it was unable to find 
convincing evidence. Major morbidity and mortality studies of exposed work-
ers in MMMF industries were also begun in the United States and Europe. 

By 1986 these studies of MMMF9 confirmed earlier reports, which suggested an 
increase in death from lung cancer more than 20-30 years after first exposure in 
workers employed in the early technological phase of the production of rock/ 
slag wool. The evidence is more persuasive for rock/slag wool than for glass 
wool. Levels of dust containing fragments of the fibres are believed to have 
been high in that early phase but, more recently, modern manufacturing pro-
cesses and dust suppression techniques have reduced the exposure substan-
tially. 

The Committee on Carcinogenicity was originally asked to assess this occupa-
tional health evidence on behalf of the Health and Safety Executive (HSE), the 
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official agency responsible for safety in the workplace. In June 1987, the Com-
mittee confirmed that, despite limitations which it found in the evidence, there 
was a strong indication that there had been increased mortality amongst 
workers who had been heavily exposed during MMMF manufacture. Although 
the evidence came from the manufacturing sector, the Committee advised that 
"it would be prudent to act on the basis that sufficient exposure to any form of 
MMMF in the production (or in the user) industries may increase the risk of 
lung cancer among the work force". The Committee found no evidence of 
excess mortality in the workers from other cancers including mesothelioma, or 
of the occurrence of lung cancer in the animal studies. Moreover it found no 
excess of lung cancer amongst workers employed under modern conditions. 

The evidence has also been reviewed by a working group of IARC which has 
classified glasswool, rockwool and slagwool according to IARC criteria as being 
`possibly carcinogenic to humans'. 

As soon as the results of the occupational studies became known, the Depart-
ment of the Environment (DOE) requested an opinion on whether any health 
hazard was presented to the DIY installer and to residents in the home by the 
installation or subsequent disturbance of MMMF loft insulation. The evidence 
available in early 1987 suggested that the exposure of these groups of people to 
airborne fibres was very low, but the data were too few to be relied on. Both 
DOE and the industry therefore commissioned fibre counts in appropriate 
homes. The results of these surveys confirmed that exposure to fibres associ-
ated with loft insulation was low, counts falling to background levels very soon 
after installation. Results from the DOE study are in press. Other findings can 
be obtained from the Library of the Institute of Occupational Medicine 
(Edinburgh). In November 1987, the Committee on Carcinogenicity reviewed 
these results and advised that the levels of MMMF which had been found in the 
living areas of homes as a result of domestic loft insulation did not pose a carci-
nogenic risk of any practical consequence to the health of residents; further, the 
Committee advised that the infrequent and short-term exposures to higher 
levels of MMMF which could occur with DIY installation or with disturbance of 
insulation did not pose a significant additional risk. Nonetheless, the Com-
mittee did consider that it would be prudent for installers of MMMF insulation 
to wear appropriate masks during installation. 

The evaluation of very low level exposures to possibly carcinogenic material is 
always subject to some uncertainties. Direct evidence of the very small effects 
which are the most that might be anticipated as a result of such low exposures 
cannot be obtained in the face of the variations in morbidity and mortality which 
occur naturally. Extrapolation from the effects of exposures to high doses, 
often in laboratory animals, is commonly relied on as a way of estimating ri sk 
from low doses in humans, but is inherently imprecise. Given the undoubted 
benefits, direct and indirect, of effective insulation and valuable properties of 
MMMF, as well as the very low order of exposure associated with loft insu-
lation, there seems no doubt of the wisdom of the continued widespread use of 
these materials. But it is right, as well as natural, to wish to reduce the likelihood 
of even uncertain or trivial risks, when this is easily done. In the face of the 
residual uncertainties which are inevitable with any body of evidence, care in 
the use of any irritant or sensitive material is a sensible general principle even 
where risk is very low. 
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(d) Communicable diseases 

(i) Legionellosis 

The 'Second Report of the Committee of Inquiry into the Outbreak of Legion-
naires Disease in Stafford in April 1985' was published in December 19871. 
This, the final report of the Committee of Inquiry, emphasised the view that 
Legionnaires Disease should be largely preventable and that this prevention 
depended upon marked improvements in the standards of operation and main-
tenance of water systems in buildings. The Inquiry noted the lack of basic scien-
tific knowledge about the factors influencing the behaviour of the Legionella 
bacterium and recommended topics for further research. 

The Report also made recommendations with regard to cases of Legionnaires 
Disease associated with travel, new and existing buildings and their engineering 
systems; the training of engineers; and water treatment and testing. 

Legionnaires Disease is not a notifiable disease in the United Kingdom. Never-
theless, a surveillance programme introduced by the Communicable Disease 
Surveillance Centre (CDSC) in 1977, in which medical microbiologists report 
confirmed infections to the Centre, provides a reliable estimate of the incidence 
in England. A similar reporting system is available in Scotland to the Commu-
nicable Diseases (Scotland) Unit. 

In England and Wales, 205 cases (146 in males, 58 in females, and one with sex 
not stated) were reported to CDSC in 1987 (189 in 1986 and 211 in 1985) . There 
were 34 deaths and 108 cases were associated with travel abroad. There were 11 
clusters of two or more cases, comprising a total of 33 cases, associated with 
travel abroad. There were four clusters, comprising 10 patients, of indigenous 
infections in England and Wales. 

The large proportion of Legionnaires disease apparently acquired abroad 
presents particular problems. The majority of these cases were associated with. 
holiday areas such as Spain, Portugal and Italy. 

That a person stayed in a specific hotel and was infected with legionella during 
that stay does not prove that the source of the infection lay in the hotel itself. To 
trace the source of an infection, skilled investigators must find persons who 
might have been infected, analyse samples from water systems in the area and 
see if Legionellae present match the strain found in the patients. 

Nevertheless, if several cases are associated with a hotel or other buildings at 
the same time, or if persisting sporadic outbreaks occur, this is 'prima facie' 
evidence for investigation and possible remedial engineering measures. 

All cases of Legionnaires Disease thought by CDSC to be acquired abroad are 
reported to the UK Embassy in the country concerned so that the appropriate 
national health authorities can be informed. Further preventive action is the 
responsibility of the country. However, following the recommendations in the 
Second Report of the Committee of Inquiry, the Department is revising its 
procedures for notifying travel-associated Legionnaires Disease to national 
authorities responsible for preventive action and considering how the adoption 
of preventive measures in overseas hotels might be encouraged. 
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(ii) Hepatitis B 

There has been a sharp decline in the annual total of acute hepatitis B cases 
reported to the Public Health Laboratory Service (PHLS) since 1,995 cases (the 
largest annual number ever) were reported in 1984. 

The total of approximately 800 cases for 1987 is the smallest since 1974. Reasons 
for the decrease are unclear but are strongly related to a fall in the number of 
cases associated with a history of drug misuse, and a lower incidence of hepatitis 
B in homosexual men. These two groups are particularly at risk through their 
life-styles. It could be that warnings about routes of transmission of HIV infec-
tion, which have similarities to those of hepatitis B, have had a beneficial effect 
on rates of hepatitis B infection. The availability of hepatitis B vaccine might 
also have played a part. 

Two vaccines are available in the UK. One, available since 1982, is purified 
from human plasma; the second, used since the second half of 1987, contains 
hepatitis B surface antigen made by yeast cells using a recombinant DNA tech-
nique. The Health Departments, advised by the Joint Committee on Vacci-
nation and Immunisation (JCVI), have issued new guidance on the use of hepa-
titis B vaccine2. This recommends an extension to the categories of individuals 
for whom immunisation with hepatitis B vaccine should be considered because 
their life-style or their occupation puts them at risk. These categories are: 

1. Health care personnel: doctors, dentists, nurses, midwives and others, 
including students and trainees, who have direct contact with patients or 
their body fluids, or are likely to experience frequent parenteral exposure to 
blood or blood-contaminated secretions or excretions. 

Groups at highest risk in this category include: 

i. Those health care personnel and others who are at risk because they are 
or may be directly involved in patient care in institutions or units for the 
mentally handicapped over a period of six months or more; 
ii. Those working in units treating known carriers of hepatitis B who are 
at risk because they are or may be directly involved in patient care over a 
period of six months or more; and 
iii. Laboratory workers and mortuary technicians. 

2. Patients and family contacts: 

i. Patients on entry into institutions or units dealing with the mentally 
handicapped, especially where there is a known high prevalence, of hepa-
titis B; 
ii. Immunocompromised patients likely to require haemodialysis or renal 
transplant; 
iii. Spouses or other consorts of hepatitis B carriers; and 
iv. Infants born to mothers who are carriers of hepatitis B. 

3. Police and emergency services: the statistics of the incidence of hepatitis B 
do not show that, in general, members of the police, ambulance, rescue ser-
vices and staff of custodial institutions are at greater risk than the general 
population. Nevertheless, there may be individuals within these occupations 
who are at higher risk and who should be considered for immunisation. 
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4. Other indications for immunisation: consideration should also be given to 
individuals who frequently change sexual partners, particularly those who 
are prostitutes or male homosexuals; to parenteral drug misusers; and to 
inmates of long-term custodial institutions. 

Such advice has to be somewhat general in nature and any selection has to be 
decided by the occupational health services or following other medical advice as 
appropriate. The Memorandum must be consulted for the details of these 
recommendations. 

(iii) Meningococcal meningitis 

In 1987 there were 1,090 notifications of meningococcal meningitis and 158 
deaths. Figure 5.1 shows the five-week moving average number of cases 
notified weekly to OPCS between 1985 and May 1988. The increase of notifi-
cations since 1986 is similar to the last upsurge in the mid-1970s. The expected 
rise in cases during the winter of 1987/1988 occurred earlier than previous years 
and reached higher levels. Notifications peaked in the first two weeks of 1988 at 
67 and 66 cases respectively. 

The change in prevalence of meningococcal groups has continued; Group C 
organisms accounted for 37% of total organisms; Group B Type 15 
sulphonamide-resistant organisms fell to 28% of the Group B organisms. The 
development of new monoclonal antibodies has allowed typing of previously 
ungrouped organisms. 

In February 19881 wrote to all doctors advising them of the increased incidence 
of meningococcal infection, the epidemiology, early management, antibiotic 
prophylaxis of contacts and need for notification of cases3. At the same time, a 
check-list for management was sent to Health Authorities. 

Meningococcal vaccine was used to control two outbreaks of Group C meningo-
coccal infection in 1987, one in a school with 1,000 children, the other in a naval 
camp with 3,000 recruits. No cases occurred in either group after mass vacci-
nation. 

In August and September 1987, 23 cases of Group A meningococcal infection 
were reported to the CDSC. All of them were travellers or contacts of travellers 
who had taken part in the Hajj pilgrimage to Saudi Arabia. Doctors were 
advised to consider giving meningococcal vaccine for travellers to Saudi Arabia 
and other countries with substantial Muslim populations, especially those at 

ri

sk from overcrowding, involved in health care, or attending school. 

(iv) Diphtheria 

Two cases of diphtheria were notified during the year. The first was a medical 
microbiologist who developed a sore throat after handling toxigenic strains of 
Corynebacterium diphtheriae. A throat swab revealed a positive culture of 
C. diphtheriae var mitis which was toxigenic and identical to the strains handled 
in the patient's laboratory. The patient had a history of a full primary course of 
immunisation although it is not certain if he had received a pre-school booster 
dose of diphtheria/tetanus vaccine. In 1978 he had a positive Schick test before 
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entering microbiology training. However, no booster dose was given as it was 
felt that the Schick test would have provided a sufficient boost to immunity. 

The other case was a six-month-old child recently returned from Pakistan. She 
was admitted to hospital with an acute bout of diarrhoea. A routine nose and 
throat swab isolated a toxigenic strain of C. diphtheriae. This child had received 
only one dose of triple vaccine and oral poliomyelitis vaccine. 

(v) Influenza 

In the winter of 1986/87 influenza activity was at a low Ievel apart from out-
breaks of A(H1N1) infection in schools. This was the ninth successive winter of 
low incidence. After a Press Release from the Influenza Monitoring and 
Information Bureau stimulated speculation about an influenza epidemic during 
the winter of 1987/88, sales of influenza vaccine increased by 25%. Circular 
PL/CMO(87)9 was subsequently issued on 5 October 1987 to advise on the vac-
cines which would protect against prevailing strains of influenza virus. 

(vi) Paralytic poliomyelitis 

Two cases of paralytic poliomyelitis were reported. The first was a two-year-old 
boy who was admitted to hospital with paralysis of his right leg and a history of a 
febrile illness six months earlier while in Bangladesh. The patient had not been 
vaccinated against poliomyelitis and the antibody studies were compatible with 
a diagnosis of poliomyelitis. 

The other patient was a 26-year-old, unimmunised man who developed para-
lytic poliomyelitis 34 days after his five-month- old child received a dose of oral 
poliovaccine. 

(vii) Whooping cough 

During the year, 15,200 cases of whooping cough were notified in England and 
Wales together with five deaths. The previous comparable year was 1983 when 
there were 19,340 cases and seven deaths. The uptake of whooping cough vacci-
nation in England rose two percentage points to 67% (See Appendix Table 
A.2). 

(viii) Rabies 

On 15 March 1987 an eight-year-old Sikh boy was admitted to East Birmingham 
Hospital Intensive Care Unit with a clinical diagnosis of rabies. The patient had 
been bitten on the ankle by a dog on 13 January while visiting relatives in India. 
He had returned to the UK on 3 February and remained well until 11 March 
when symptoms began to develop. He died on 4 April and the diagnosis was 
later confirmed at the Virus Reference Laboratory, Colindale. Staff treating 
the patient, ambulance officers and other close contacts were offered vacci-
nation. 

The present case is the 19th of human rabies reported since the disease was 
eradicated from domestic dogs. in 1902. Thirteen of these cases were infected in 

106 

DHSC0007009_0114 



the Indian sub-continent where rabies is common in the semi-domesticated 
dog population. 

In the latter part of 1987 there was publicity about the existence of rabies type 
virus in bats in Continental Europe and concern over the possibility that bat 
rabies might be introduced into the United Kingdom. A press release was 
issued by Mr Donald Thompson, Parliamentary Secretary at the MAFF, on 1 
September 1987, urging continued public vigilance to keep rabies out of 
Britain. 

(ix) Tuberculosis 

The number of new cases of tuberculosis notified in England and Wales in 1987 
was 5,157 and the number of registered deaths (including late effects of the 
disease) was 625. This represents a reduction from 1986 when the correspond-
ing figures were 5,993 and 733. 

(x) Vaccination and immunisation 

Appendix Table A.2 shows the number and the percentage of children complet-
ing primary courses of vaccination and school children receiving BCG over the 
last 11 years. The target level for primary immunisation in childhood is 90% and 
uptake has some way to go to achieve this. The uptake of rubella vaccine for 
schoolgirls vaccinated by their 14th birthday was 86%. 

(xi) Microbiology of food/food poisoning 

Formal notifications and cases ascertained by other means reported to the 
OPCS by Medical Officers for Environmental Health (MOsEH) in England 
and Wales are included in weekly, quarterly and annual OPCS publications. 
Table 5.1 gives extracts relating to England only from the OPCS collations for 
the five years from 1983-1987. Notifications have increased steadily 
throughout the period and in 1987 outbreaks were the highest on record. Sal-
monellosis and Campylobacter enteritis continue to be the most important food-
borne infections in England. Provisional data from the CDSC for 1987 show 
laboratory identifications of Salmonella to be about 17,000 (as compared with 
5,000 in the 1960s) and laboratory reports of Campylobacter enteritis (mostly 
foodborne) to be around 25,900 as compared with about 23,600 in 1986. 

(xii) Viral gastroenteritis from cockles 

Following problems in 1985 and 1986 caused by cockles, 20 outbreaks of cockle-
associated viral gastroenteritis occurred in the period May-September 1987. 
Cockles (in 500g polythene bags) had been distributed by a national frozen food 
producer as cooked frozen products. Investigation revealed the likely source to 
be the estuary of the River Dee. The series of outbreaks produced about 2,000 
cases. In October, 200 more were reported after a dinner at which cockles from 
Leigh-on-Sea were eaten. 

After an urgent meeting with local authority and trade representatives, the 
Department, in November 1987, wrote to all Chief Environmental Health 
Officers and MOsEH about virus contamination of molluscan bi-valve shell-
fish, particularly cockles. 
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Table 5.1: Food poisoning cases in England 1983-7 corrected notifications to OPCS 

Year Formally Ascertained 
notified by other means 

Presumed contracted abroad 1983 1,006 559 
1984 1,062 685 
1985 1,022 653 
1986 1,352 837 
1987 

Presumed contracted in GB 1983 8,651 3,503 
1984 9,607 5,403 
1985 8,862 4,168 
1986 11,239 4,858 
1987 

Not known where contracted 1983 1,954 1,008 
1984 1,776 1,211 
1985 2.078 1,101 
I986 2,673 1,565 
1987 

Totals 1983 11.611 5,410 
1984 12,445 7,299 
1985 11,962 5,922 
1986 15,264 7,260 

*1987 19,738 9,217 

Footnote: There were 52 reporting weeks in 1987 
* Provisional 

Reference was made to research carried out by the Virus Research Laboratory 
of the PHLS and the MAFF Torry Research Station which led to an improved 
design for a cockle-cooking plant able to destroy viruses. The new design 
ensures that the temperature at the centre of the cockle reaches 90°C and is 
maintained for at least 1112 minutes. Local authorities were asked to apply the 
closest possible supervision to all aspects of cockle harvesting, processing, dis-
tribution and sale and to ensure that cooking methods were properly evaluated. 
From information supplied by trade and other sources, a list of cockle-
processing plants was included with the letter to local authorities. 

The City of London has subsequently taken action to ensure that all cockle 
processing at Leigh-on-Sea complies with the Torry-recommended process 
from the beginning of 1988 and local authorities are following up other cockle 
processors. The Department initiated meetings, with the Chester Port Health 
Authority and local authorities adjacent to the River Dee Estuary, ►n 
September 1987 with a view to the introduction of an effective order under the 
Public Health (Shellfish) Regulations 1934, controlling harvesting and cooking 
of River Dee cockles prior to consumption. 

A plan to monitor cockle harvesting on the Fylde coast and in Morecombe Bay 
was contemplated at the end of the year. There is a need to ensure that all cockle 
processing in England and Wales is effectively controlled by local authorities 
and, where waters are polluted, orders should be applied under the Public 
Health (Shellfish) Regulations 1934 to ensure the effective removal of the risk 
of viral gastroenteritis before sale. 
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(xiii) Listeria monocytogenes in soft cheese 

On 30 November 1987, I sent a Food Hazard Warning to Chief Environmental 
Health Officers and MOsEH following the action taken in Switzerland on 
Vacherin Mont D'or Swiss cheese8. Consumption of this cheese reportedly 
caused 40 cases of human Listeriosis and three deaths in Switzerland during 
1987. Listeria monocytogenes serotype 4b was the organism responsible. 

Listeriosis had been recognised for many years. It is not necessarily foodborne. 
The incidence is low but appears to be increasing worldwide. Foodborne out-
breaks of human Listeriosis with high case fatality rates have occurred in North 
America caused by contaminated coleslaw (Nova Scotia 1981), pasteurised 
milk (Massachusetts 1983) and soft cheese (Los Angeles 1985). 

Listeria is widely distributed in the environment and Listeriosis infects humans 
and animals. Listeria monocytogenes is resistant to nitrites and salt and grows at 
4°C. It is found in several foods, including chicken and salads. The organism is 
normally destroyed at pasteurising temperatures. 

The epidemiology of human Listerial infection is not well understood. Large 
gaps exist in the knowledge of movement of Listeria from natural reservoirs to 
humans, modes and vehicles of transmission, routes of entry to the body, links 
between exposure, infection and disease, pathogenesis and host and organism 
factors affecting these. Listerial infection manifests itself in its most severe 
forms (meningitis and/or septicaemia) most often in two groups: those who are 
immunocompromised and pregnant women, where the foetus or the neonate 
bears the brunt of the infection. Morbidity and mortality can be high; case 
fatality rates in pregnant women, the elderly and the immunocompromised are 
between 30% and 60%. Reported cases for England and Wales were — 1973 
(25), 1983 (107), 1986 (107), and 1987 (187). 

In the UK, although laboratory reports of Listeria isolations from patients have 
increased in the last five years, by the end of 1987 there had been only one 
reported case of Listeria meningitis associated with the consumption of an 
imported soft cheese — Touree from France. However, detailed food histories 
are rarely taken from these patients and future epidemiological studies will 
investigate the possibility of food association with all cases of human Listeriosis. 

A recent UK survey of various soft cheeses revealed that Listeria monocy-
togenes could be detected in 14% of French cheese sampled, 4% English and 
Welsh cheese, 16% Italian, and 10%o Cyprus soft cheese. 

The European Community and World Health Organization (Geneva) hosted 
several meetings between December 1987 and February 1988 following the 
Swiss outbreak. Agreement at these meetings produced initiatives to reduce the 
risk of contamination by Listeria by improving dairy hygiene in cheese manu-
facturing plants. Small farm-house-type producers of cheese remain a problem, 
but 

in the UK, guidance being produced by the industry for the benefit of major 
cheese producers, will be adapted and extended for small farm producers. 
Guidance will be produced to help cheese retailers reduce the risks of Listeria 
cross-contamination and ensure effective refrigerated storage, date marking of 
end products, and effective advice to consumers. In addition, the CDSC is 
mounting a large scale epidemiological study. 
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The growing evidence of worldwide foodborne transmission of infection has not 
yet been confirmed by reports in the UK. 
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(e) Dental services 

(i) General dental services 

Up to 1986 the number of estimates authorised for payment by the Dental Esti-
mates Board had shown a gradual yearly increase of about 2%. However, in the 
calendar year 1987, this trend was reversed, with the number of estimates fal-
ling by 0.5% to 32,108,493. 

The gross fees authorised for all practitioners in the General Dental Services 
(GDS) amounted to £771,320,810, an increase of 9.5% over the previous year. 
Patients' contributions accounted for 30.7% of these gross fees and the average 
cost per estimate was £24.02, representing an increase of £2.39 over 1986. 

The annual Dental Estimates Board (DEB) statistics are now based on the 
financial year (April to March) and this year saw the first edition of the new style 
Annual Report of the DEB published in two sections — a general report sum-
marising the Board's activities and a separate digest of statistics. These show 
that in 1986/7 almost half of the cost of the GDS was spent on conservative 
treatment (46.2%), 9.4% on periodontal treatment for adults and 1.7% on the 
extraction of teeth. The cost of orthodontic treatment accounted for a further 
3.0% of the total cost. When compared with the previous calendar year (1985) it 
is noted that the number of permanent teeth filled fell by 10.4%; the number of 
teeth extracted fell by 3.1% and the number of teeth for which crowns were 
provided rose by 14.3%. The total number of dentists working within the GDS 
rose by 182 to 14,516 but the average number of persons per dentist fell from 
3,287 to 3,255 (based on population estimates). 

(ii) The dental reference service 

Dental Officers in the Reference Service of the Department carried out 27,302 
clinical examinations, excluding orthodontic treatment, largely at the request 
of the Dental Estimates Board, an increase of 22.0% over the previous year. In 
those cases for which treatment had been completed the assessment showed 
that 95% of cases were wholly or mainly satisfactory. In those cases where 
treatment was planned the Dental Officers were broadly in agreement with 
66% of treatment proposals. 

(iii) Vocational training in the general dental service 

A Vocational Training Scheme for the General Dental Service commenced on 1 
January 1988. The basis of the scheme is that it is voluntary, of one year's dur-
ation, and self-funding from General Dental Service resources, The number of 
trainees entering at the commencement of the year was 155 divided between 18 
regionally based programmes, It is planned that these numbers will expand to 
264 trainees within 20 schemes in the next year. Trainers and trainees are remu-
nerated on a salary scale linked to the agreed Target Average Net Income for 
the year. Trainees work as assistants to the trainers and are required to attend 
regionally organised day release courses. 

(iv) Community dental service 

The annual statistics for the work carried out in the Community Dental Service 
are now also based on the financial year. The returns for 1986/7 show some 
interesting trends in the three main groups for which the service has responsi-
bility when compared with the figures for the calendar year 1985. 
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The number of inspections carried out on children under five years of age rose 

by 27.9% to 195,730. The proportion of those examined who required treat-
ment fell by 2.8% while the average number of primary teeth filled or extracted 
per patient inspected fell by 24.3%. 

The maintained school population on 1 January 1986 was 7.48 million. This 
represents a small increase of 0.6% from the previous year. Inspections on 
schoolchildren rose by 1.1% to 5,333,425. In spite of this slight increase, the 
number of primary and permanent teeth filled fell by 11.7% and the total 
number of teeth extracted by 7.8%. The number of schoolchildren for whom 
dentures were provided fell by 15.4% to 1,816. 

Between 1985 and 1986/7 the number of handicapped adults inspected rose by 

20.1% to 60,701, The amount of treatment provided for this group rose by 
24.9% for teeth filled, 30.4% for teeth extracted and the number of patients for 
whom dentures were provided rose by 31.5% to 5,637. 

(v) Dental manpower 

During the year the report of the Departmental Review Group on Dental Man-
power was issued'. The review provided updated estimates of the relationship 
between future levels of supply and demand of dentists and described the main 
mechanisms available to achieve a balance. The report recommended a 10% 
reduction in dental undergraduate intake and this was accepted by Ministers. 

(vi) Promoting better health 

Following the publication of the Government's programme for improving pri-
mary health care,' discussions were initiated with the representatives of the 
profession with a view to implementing the White Paper's proposals. These 
include a new contract for the General Dental Service, improvements in post- 
graduate education and training for dental practitioners, the possibility of intro-
ducing new methods of monitoring standards, and incentives to improve the 
distribution of manpower. The Health and Medicines Bill proposes a number of 
changes such as compulsory retirement for elderly dental practitioners, a 
revision of the Community Dental Service to meet future dental needs, changes 
to the charging system and alterations to the role of the Dental Estimates 
Board. 

(vii) Research 

Following discussions by the Standing Dental Advisory Committee concerning 
the problems of people who do not seek dental treatment and their reasons for 
not doing so, the Department, jointly with the British Dental Association, com-
missioned a qualitative study to identify barriers to the receipt of dental care. 
This has now been published3 and the Department is working with the profes-
sion and the Health Education Authority on means of encouraging greater den-
tal awareness. 

1987 was the second of a three year experimental scheme to remunerate dentists 
within the GDS on a capitation basis rather than a fee for item of service for the 
dental care of children. Under capitation the dentist is paid a fixed annual fee 
for maintaining each of his or her child patients in a state of dental health. The 
main advantages claimed are that capitation gives the dentist more clinical free-
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dom, promotes prevention and innovation in practice, and discourages over-
treatment. It also provides continuity of care, encouraging a long-term view of 
the patient's dental health, whereas under the present fee for item of service 
system the dentist's obligation is discharged once the patient has been rendered 
dentally fit on completion of a discrete course of treatment. Capitation is also 
likely to increase both consumer and professional satisfaction while its relative 
administrative simplicity may produce cost savings. Following successful com-
pletion of a pilot study covering some 19,000 children and involving 50 dentists 
to test the feasibility of such a system, the three-year controlled experiment was 
started in the autumn of 1986 in three matched pairs of contrasting areas of the 
country. With the agreement of a majority of local dentists, each matched pair 
of areas was randomised to form a capitation group of practices and a control 
group continuing on fee for item of service. Capitation will be tested against the 
existing system and evaluated in cost-benefit terms. If the experiment is suc-
cessful, the intention in the longer-term is for the introduction of a national 
capitation scheme to cover all children. 

Early in 1987 a report on the `Provision of Dental Care by Women Dentists in. 
England and Wales' was published4. This report showed that the proportion of 
women in the dental profession had increased dramatically over the last ten 
years. Approximately 50% of new entrants to dental schools and 25% of regis-
tered dentists are women. The report includes a number of proposals such as job 
sharing and better retraining opportunities for those who take a break to have a 
family. 

During the year experiments started with direct electronic transmission of data 
from practitioners to the Dental Estimates Board. Some 20 practitioners were 
involved initially and it is hoped to extend this number to 200-300 within the 
next few years. 
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6. AIDS HIV INFECTION AND SEXUALLY TRANSMITTED DISEASES 

(a) AIDS and HIV infection 

During 1987 the Government devoted much time and effort to problems caused 
by the HIV epidemic. The intense public awareness which developed earlier 
has been maintained. The four main areas of governmental activity were: pre-
vention of the spread of infection and surveillance of the epidemic; public 
education; research; and the development of health and other services for the 
care and treatment of people with AIDS and HIV infection. 

International co-operation flourished and a brief account of some of the most 
important international conferences held in England, of the organisations 
involved, and of the present international position in the fight against the HIV 
epidemic appear in the introduction of this report. 

The introduction also includes a short description of two major developments in 
surveillance, the work of a group chaired by Dr J W Smith, the Director of the 
Public Health Laboratory Service (PHLS) which reviewed the monitoring and 
surveillance of AIDS and HIV in the UK, and the AIDS (Control) Act 1987. 

(1) Surveillance of HIV infection and of AIDS cases 

The voluntary reporting system for AIDS cases and HIV infection, set up by the 
Communicable Disease Surveillance Centre (CDSC) in 1982, continues to 
operate. In England, Wales and Northern Ireland, clinicians in charge of AIDS 
patients report cases, and deaths, if these occur, in strict confidence to CDSC. 
(In Scotland, reports are made to the Communicable Diseases (Scotland) Unit 
(CDSU). Co-operation between the Office of Population Censuses and Sur-
veys (OPCS) and CDSC ensures that deaths ascribed to AIDS on the death 
certificate or to certain associated conditions. are also notified to CDSC. 

Laboratories in the PHLS, the National Blood Transfusion Service (NBTS), 
the NHS, and private laboratories which carry out PIIV testing, report positive 
results to CDSC. A small sample of PHLS laboratories also reports negative 
results. These results give some information about the prevalence of HIV infec-
tion in the various risk groups, but because the number of infected people not 
yet tested and the size of the various risk groups from which those tested have 
come are not known, the information is incomplete and probably biased. 

Neither AIDS nor HIV infection is notifiable in the UK, because there is no 
evidence that statutory notification would help limit the spread of infection or 
increase the accuracy of case detection. If the condition were made statutorily 
notifiable anxiety about confidentiality might discourage people from present-
ing for testing. 

(u) The present state of the epidemic 

1. HIV — seropositive people in England (Tables 6.1 and 6.2) 
During 1987, 4,368 positive tests for HIV antibodies were reported in England 
(including the Channel Islands) bringing the cumulative total to 6,526. (An 
additional 67 reports were received from Wales, 43 from Northern Ireland, and 
1,381 from Scotland giving an overall UK total of 8,017.) The largest group 
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comprised homosexual or bisexual males (3,382 or 52%), a percentage similar 
to that found in 1986. 

Reports for heterosexual people can be assessed more clearly if the following 
three figures are subtracted from the cumulative total of 6,526: (i) homosexual/ 
bisexual men, (3,433 including those who were also injecting-drug abusers); (ii) 
23 children of parents who were themselves infected or at high risk; and (iii) the 
1,247 people whose risk group is as yet undetermined (of whom the great major-
ity are men and probably homosexual or bisexual). This leaves 1,823 people of 
whom almost all are probably heterosexual. 99% of these are in three main 
groups: haemophiliacs and others infected by the receipt of blood or blood 
products (1,041 or 57%); heterosexual injecting-drug misusers infected by the 
use of contaminated equipment (480 or 26%); and people who claimed they 
acquired their infection by heterosexual intercourse (293 or 16%). Of the 293 
infected by heterosexual contact, 142 (49%) were men. The source of infection 
was established in 110 of the 142. Five of the 110(4%) were infected by contact 
with an injecting-drug misuser or a recipient of infected blood or blood pro-
ducts. In the remaining 105 (96%) the source of infection was probably some-
one living abroad and outside the high ri sk groups shown in Table 6.1. 

The picture was different in the 129 women for whom the source of infection 
was known, presumably because of the possibility of heterosexually-acquired 
spread from bisexual or haemophiliac men. People from one of the risk groups 
shown in Table 6.1 had infected 43% of these women. Those not infected by a 
risk group member, like their male counterparts, were thought to have been 
infected abroad. 

The marked difference between England and Scotland persists. Although the 
population of Scotland represents less than 10% of the population of the UK it 
provides 17% of the HIV-positive cases reported in the UK; injecting-drug 
misusers account for 57% of their total of 1,381 known seropositives, and one 
third of these are women, most of reproductive age, and able to pass the virus to 
their unborn children. 

The percentage contribution of heterosexual injecting-drug misusers to the 
total number of people with AIDS or HIV infection is increasing within the UK 
(Communicable Disease Report — January 1988) and in the European region 
of WHO. By March 1987, 15% of reported AIDS cases in Europe were in this 
group. In some countries in Southern Europe, for instance Italy and Spain, drug 
misusers accounted for more than half of all reported AIDS cases. Heter-
osexual drug misusers can be infected by sharing contaminated injection equip-
ment or by sexual contact, so it is probable that some cases listed as having 
become infected by injecting drugs or by heterosexual contacts have been incor-
rectly classified. 

Table 6.2 shows the regional distribution of HIV-positive people reported in 
England to 31 December 1987. The reports are concentrated in the Thames 
regions, which account for 67% of the total (similar to 1986), 

Not all infected individuals have presented for testing, and some already tested 
presented outside their place of residence. Therefore, the data in Table 6.2 
cannot be used to derive regional prevalence rates. 
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Undoubtedly, some people with HIV infection present more than once, but as 
there is no requirement for people attending a genito-urinary medicine (GUM) 
clinic to give their names or correct addresses it is not possible to measure the 
extent to which the figures are inflated by duplicate reporting. 

Similarly, some people listed as HIV-sero-positive will also feature in the AIDS 
tables discussed below. Because it is not obligatory for a person requesting HIV 
antibody testing to identify himself correctly, it is not possible to measure the 
extent of this overlap and the number of people listed as HIV-sero-positive who 
have died of AIDS cannot be calculated. At most, this number could be 10% of 
the total number of known seropositive people. 

Table 6.1: Cumulative totals of HIV-positive cases in England by transmission category to 
31 December 1987 (reports during 1987 in parentheses) 

Number of cases 

Transmission category Male Female 

Homosexual/bisexual 3,382 (2,117) 0 (0) 0 
(Injecting-drug misuser) 307 (190) 168 (110) 5 
Ilomo/bisexual and 

injecting-drug misuser 51 (37) 0 (0) 0 
Haemophiliac 974 (570) 3 (2) 1 
Recipient of bloodiblood 

products 34 (18) 29 (19) 0 
Heterosexual contact 

of above groups 5 (0) 55 (28) 1 
of other groups 105 (75) 74 (60) 1** 
undetermined 32 (32) 18 (18) 3 

Child of parent infected 
or at high risk 12 (7) 9 (6) 2 

Multiple risks 8 (5) 0 (0) 0 
Otherlundetermined 1,114 (955) 48 (36) 85 
Total 6,024 ,(4,006) 404 (279) 98 

NK Total %* 

(0) 3,382 (2,117) 52 (48) 
(1) 480 (301) 7 (7) 

(0) 51 (37) 1 (1) 
(1) 978 (573) 15 (13) 

(0) 63 (37) 1 (1) 

(1) 61 (29) 1 (1) 
(0) 179 (135) 3 (3) 
(3) 53 (53) 1 (1) 

(1) 23 (14) <1 (<1) 
(0) 8 (5) <1 (<1) 

(76) 1,247 (1,067) 19 (24) 
(83) 6,526 (4,368) 100 (99) 

* Totals do not always add up to 100 because of rounding. 
Subsequently reclassified. 

Table 6.2: Cumulative totals of HIV-positive cases reported in England by region of reporter to 31 
December 1987 

Cases 

Region No. %s 

Northern 247 4 
Yorkshire 244 4 
Trent 213 3 
East Anglia 141 2 
N W Thames 2.152 33 
N E Thames 1,252 19 
S E Thames 751 12 
S W Thames 191 3 
Wessex 197 3 
Oxford 277 4 
South Western 183 3 
West Midlands 307 5 
Mersey 119 2 
North Western 245 4 
Channel Isles 7 <1 
Total 6,526 101 

* Total does not add up to 100 because of rounding. 
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2. People with AIDS in England (Tables 6.3 and 6.4) 
In 1987, 656 cases of AIDS were reported in the UK. The cumulative total of 
1,227 included 1,166 (95%) cases from England. Of these, 1,015 (87%) were 
homosexua (bisexual men (some of whom were also injecting-drug misusers). 
The male: female sex ratio for England was 32:1, approximating that for 1986. 
In respect of AIDS cases there is no important difference between the risk 
group distribution when England is compared with Scotland: presumably infec-
tion is still at an early stage in the great majority of the Scottish seropositive 
injecting-drug misusers referred to above, so they do not yet appear in the 
AIDS tables. The cases reported from England are shown by transmission 
category in Table 6.3. 

Table 6.3: Cumulative totals of reports of AIDS cases in England by transmission category to 31 
December 1987 

Transmission category 

Homosexual/bisexual male 
Injecting-drug misuser 
Homotbisexual and injecting-drug 

misuser 
Haemophiliac 
Blood/components recipient: 

abroad 
UK 

Heterosexual: 
presumed infected abroad 
presumed infected UK 

Child of at risk/infected parent 
Other/undetermined 
Total 

Male Female Total 

N % N %* N % 

996 88 — 996 85 
11 1 2 6 13 1 

19 2 — — 19 2, 
60 5 1 3 61 5 

9 1 7 20 16 1 
3 <1 2 6 5 <1 

21 2 10 29 31 3 
2 <1 5 14 7 1 
5 <1 7 20 12 1 
5 <1 1 3 6 1 

1,131 100 35 101 1,166 100 

* Total does not add up to 100 because of rounding. 

Interesting differences exist between the percentage distributions shown in 
Tables 6.1 and 6.3 which represent different stages of the epidemic. Because of 
the long latent period, the AIDS cases are largely made up of people infected 
several years ago when the infection first spread to the UK via homosexual and 
bisexual communities. Data for HIV seropositive people shown in Table 6.1 
however, represent people infected both during the early stages of the epi-
demic, and later on, and the evidence of gradual spread of infection into the 
other transmission categories is clear. This comparison also indicated that, if 
treatment to retard the development of AIDS in HIV-positive people is not 
found soon, the percentage distribution by ri sk group of AIDS cases will 
change. The predominance of the homo/bisexual men will diminish, that of 
injecting-drug misusers will increase, and this change will be most pronounced 
in Scotland. 

Table 6.4 shows the regional distribution of AIDS cases reported in England to 
31 December 1987. The four Thames regions provide 80% of the total (similar 
to 1986). As discussed above for the HIV-seropositive people, the region from 
which a report is received is not necessarily the region of residence. 
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Table 6.4: Cumulative totals of AIDS cases reporter in England by region of reporter to 

31 December 1987 

Region 

Cases 

No. %* 

Northern 31 3 
Yorkshire 19 2 
Trent 19 2 
East Anglia 17 2 
N W Thames 547 47 
N E Thames 233 20 

S E Thames 111 10 
S W Thames 44 4
Wessex 28 2 
Oxford 22 2 
South Western 20 2 
West Midlands 20 2 
Mersey 15 1 
North Western 40 3 
Total 1.166 102 

* Total does not add up to 100 because of rounding. 

Table 6.5 shows the distribution by risk group of AIDS patients reported from 
England and known to have died. Because the number of cases in women is so 
small the data for both sexes have been combined. Overall, 57% of AIDS 
patients reported from sources in England to CDSC are known to be dead. The 
figure at the end of 1986 was 48% (278 of the then cumulative total of 585 
reported cases). 

Table 6.5: AIDS cases reported from England to 31 December 1987 and known to have died; both 
sexes together 

Cases Deaths 

Transmission category No. % 

Homo/bisexual male 996 558 56 
Injecting-drug misuser 13 9 69 
Homofbisexual male and injecting-drug 

misuser 19 8 42 
Haemophiliac 61 45 74 
Blood/components recipient: 

abroad 16 10 63 
UK 5 4 80 

Heterosexual: 
presumed infected abroad 31 10 32 
presumed infected UK 7 6 86 

Child of at risklinfected parent 12 6 50 
Other/undetermined 6 3 50 
Total 1,166 659 57 

The only two transmission categories with numbers of people with AIDS large 
enough for useful comparison of the proportions known to have died are 
homosexuallbisexual men, and haemophiliacs. Of the latter, 74% are dead, 
compared with 56% of homosexual/bisexual men. New infections among hae-
mophiliacs are decreasing rapidly (Communicable Disease Report for January 
1988). The difference in proportions known to be dead could reflect the 
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difference in proportions infected year by year, with a greater proportion of 
haemophiliacs infected early in the epidemic. 

The cumulative incidence of AIDS in England increases with age up to 35-44 
years, and then declines (Table 6.6). Comparison with Table 6.7 shows that the 
peak reported incidence of HIV-sero-positivity is, as would be expected, in a 
younger age-group (25-34 years). 

Table 6.6: AIDS cases reported from England 
Cumulative totals and approximate rates per million population, by age-group, to 
31 December 1987 (figures to 31 December 1986 in parentheses) 

Age-group Number of cases Estimated Rate/million estimated 
years population 

mid-1986 
(million) 

0-14 I6 (5) 8.9 1.8 (0.6) 
15-24 64 (24) 7.7 8.3 (3.1) 
25-34 368 (61) 6.8 54.1 (93.7) 
35-44 433 (309) . 6.5 66.6 (32.2) 
45-54 183 (92) 5.1 35.9 (18.0) 
55-64 49 (23) 5.1 9.6 (14.5) 
>65 29 (6) 7.3 4.0 (1,2) 
NK 24 (31) - - (-) 
Total 1,166 (551) 47.4 24.6 (11.6) 

Table 6.7; HIV-positive reports from England 
Cumulative totals and approximate rates per million population, by age-group. to 
31 December 1987 

Age-group Number of reports Estimated population Rates/million estimated 
years mid-1986 (million) population 

0-14 167 8.9 18.8 
15-24 1,075 7.7 139.6 
25-34 2,018 6.8 296.8 
35-44 1,152 6.5 177.2 
45-54 386 5.1 75,7 
55-64 119 5.1 23.3 
>65 34 7.3 4.7 
NK 1,575 - - 
Total 6.526 47.4 137.5 

The international situation continues to be dominated by the USA, which by 
the end of 1987 had reported 48,139 cases to WHO. These and totals from 
European countries are shown in Table 6.8, together with approximate cumu-
lative incidence rates per million population. The order of incidence has shown 
almost no change since the end of 1986. The cumulative total of AIDS cases 
reported from Europe to WHO to the end of 1987 was 8,839, an increase of 
4,262 cases (93%) in one year. Comparisons of incidence rates, even within 
Europe, and particularly outside Europe and the USA, can be misleading 
because the completeness of notification varies greatly from country to country. 
For instance, although it is widely believed that the AIDS epidemic has reached 
major proportions in parts of Africa, at the end of 1987 the cumulative total of 
cases reported to WHO from the whole of Africa was only 8,628. 
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Table 6.8: AIDS cases reported to WHO by parlous European countries cumulative totals at 31 

December 1987 (USA figures shown for comparison) 

Country Number of 
cases 

Population 
(millions) 

Cumulative cases/million 
population 

Spain 624 39 16 

Italy 1,104 57 19 

UK 1,227 56 22 
Netherlands 370 15 25 

W Germany 1.588 61 26 

Belgium 280 10 28 - -
Denmark 202 5 40 

France 2,523 55 46 

USA 48,139 230 209 

(iii) HIV and blood donations 

The NBTS has continued to screen all blood donations, and the standard of 

HIV antibody testing at the regional centres continues to be regularly moni-
tored by external quality assessment schemes. All would-be donors are, as 
before, asked to read a leaflet2 listing the risk groups and not to give blood if 
they belong to any of these groups. By the end of 1987, 5,840,520 donations for 
the UK as a whole had been screened for antibodies to HIV, of which 90 
(0.0015%) were confirmed to be positive; 75 of the 90 were male, and 15 
female. The proportion of positives confirmed in 1987 is significantly less than it 
was in 1986 (p<0.001): this result is not unexpected because many donors who 
were negative on their first test have donated more than once since, and all 
these donations are included in the total number tested. The percentage of 
first-time donors found to be positive in 1987 was 0.004% — a little less than the 
percentage for 1986, but the difference is not statistically significant. 

Of the 90 confirmed positives identified so far, 77 (86%) are in a risk group; 8 
have denied risk group membership; 5 are not yet classified. 

(iv) HIV-2 infection 

Prospective blood donors who come from or have visited West Africa since 
1977 are screened for antibodies to HIV-2. Sera taken for diagnostic purposes 
from patients presenting at certain GUM clinics in London are also tested and 
PHLS will examine, on request, samples taken elsewhere in the UK. Several 
approaches to the technical problems of testing have been developed which 
together provide an adequate diagnostic facility. There is as yet no definite 
evidence of indigenous infection with HIV-2 in England3 although studies in 
Western Europe indicate its presence there. 

(v) Public education 

Public education to prevent the spread of HIV infection is still the principal 
strategy for limiting the epidemic. There is no effective vaccine and major clini-
cal trials of therapy in the UK and abroad have yet to report their results. 

In the Autumn of 1986 it was decided to expand the campaign described in my 
report for 1986 and a further £20 million was allocated for the 12 months from 
November 1986. Between November 1986 and March 1987 £7.5 million were 
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spent on advertising in all the main media and on the distribution to all house-
holds of the leaflet AIDS: DON'T DIE OF IGNORANCE. Advertisements 
were also placed in youth magazines, in the cinema and on the radio, and street 
posters were displayed in urban centres. A free national AIDS Telephone 
Helpline was established in January 1987 to complement this campaign. The 
Helpline had two main components, providing free advice and a free leaflet 
ordering service. Ministers have agreed to continue support for this Helpline 
into 1988. Early in 1987 the first phase of the public education campaign was 
assessed by an independent market research company. This assessment, 
published in September 1987, concluded that the campaign effectively 
increased public awareness of AIDS and HIV infection and had increased 
knowledge about the ways in which infection is spread. 

Additional initiatives were taken to educate groups not specifically addressed 
by the first phase of the campaign, principally the blind (using audiocassettes 
and Braille leaflets), the deaf (using a sign-language video), and people speak-
ing Asian languages (using a telephone service, and leaflets). The National 
AIDS Helpline has also recruited advisers from ethnic groups. 

The then Secretary of State for Social Services launched the second phase of the 
national campaign in September 1987. This concentrated on the risks of infec-
tion in people who misuse drugs by injection, for spread amongst these people 
represents an important hazard. Most injecting-drug misusers are heter-
osexual, soinfection initially acquired by sharing contaminated injecting equip-
ment can be spread subsequently by heterosexual intercourse. Further, women 
of childbearing age form a substantial proportion of injecting-drug misusers and 
can transmit the virus to their babies. 

This phase of the public education campaign runs concurrently with, and comp-
lements, the third stage of the Government's drug prevention campaign, which 
has three main objectives: to deter existing drug injectors from sharing equip- 
ment; to deter those using drugs in other ways from injecting; and to deter 
young people from starting to use drugs. 

The National AIDS Helpline has been involved in this aspect of the campaign. 
It has recruited drug-specialist advisers to speak to callers and train other 
advisers about drug-related risks of infection. Drug misuse services in the statu-
tory and voluntary sectors are becoming increasingly involved in all aspects of 
counselling and support, and extra resources have been provided for health 
authorities to support these services. 

In 1986187 the Government provided one million pounds to RHAs to help drug 
misuse services respond to the additional demands arising from, AIDS. Fifteen 
needle exchange schemes were established and are being monitored and ass-
essed; an interim report is expected. These schemes, in addition to the basic 
needle exchange facility, offer health education, advice and counselling, and, 
where appropriate, referral to other relevant agencies. 

A Working Party of the Advisory Council on the Misuse of Drugs, set up during 
1987 to consider the effect of AIDS on drug misuse services, has now published 
its report6. This has been submitted to Ministers and includes recommendations 
on immediate interventions to contain the spread of infection. Further work on 
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the care of seropositive people and of people with AIDS who are drug misusers 

will be carried out in 1988, and a final report will be submitted. 

The HEA now has responsibility for the future development of the public 
education campaign. Consultation with interested groups throughout the UK 
will ensure that the needs of all areas are considered and will encourage the 
development of community based approaches to prevention. 

Information for specific groups 

Health care workers: During the latter part of 1987 and early 1988 the Expert 
Advisory Group on AIDS (EAGA) compiled a report on the issue of HIV-
infected health care workers. This report was published.' 

Children and young people: A booklet for teachers$, and a video resource 
package9 accompanied by a comprehensive users' guide, have been dis-
tributed. 

Ethnic minority groups: People from ethnic communities need access to 
information which is sensitive to the needs of each community. Following 
consultation with representatives of the communities and of the ethnic 
minority press, a dial-and-listen service has been set up in the main languages 
of the Indian sub-continent and Cantonese. Other languages can be added as 
needs are identified. Back-up literature is also available on demand. This is 
in addition to the work of ethnic advisers to the National AIDS Helpline 
mentioned above. 

People with reading and learning difficulties: Work is in hand on the prepara-
tion of a dial-and-listen tape in simple English for these people. 

Health professionals (and interested parties): A series of guidance docu-
mentsl°' 12 has been issued dealing with decontamination, organ and tissue 
donation, and skin piercing. The BMA produced three videos, one largely 
funded by the DHSS, which provide information useful to GPs. 

Travellers: The provision of information for travellers is currently under 
review. 

Prisoners: Leaflets were circulated to prisoners and a video is being pro-
duced; a training package is available for prison service staff. 

(vi) Research 

During 1987 there was a major expansion of AIDS research funded by the 
Research Councils and the Health Departments and, by the end of the year, 
over 100 projects were in progress. 

The MRC is responsible for co-ordinating UK research into epidemiological, 
clinical, and basic scientific aspects of AIDS at home and abroad. The MRC 
support is provided in two ways: through the programme of directed research 
on vaccines and antiviral drugs, and for studies in other areas, through special 
project grants awarded by the Physiological Systems Board (PSB). To assist the 
development of the non-directed programme, the PSB has set up two com-
mittees. 

123 

DHSC0007009_0131 



Directed research 
In February 1987, the Government accepted the proposals put forward by the 
MRC for a programme of directed research to develop a vaccine to prevent 
infection, and anti-viral drug to treat those already infected with the AIDS 
virus. An additional £14.5 million was awarded for the three years, 1987-1989. 
The two major elements of the directed programme have been co-ordinated by 
two steering committees, each advised by working groups; the committees 
report directly to a MRC Committee. About 50 projects and programmes had 
been funded by the end of 1987. 

Non-directed research 
During 1987 the MRC awarded 37 special project grants at a cost of £3.9 million 
through the PSB. The Health Departments have agreed to contribute up to 
£300,000 per annum to the MRC towards epidemiological research and the UK 
Centre for Co-ordinating Epidemiological Research on AIDS. DHSS has 
agreed to contribute a further £700,000 in 1988/89 for epidemiological research 
and clinical trials. 

Zidovudine (`Retrovir') 
An anti-viral agent used for the treatment of AIDS was issued with a product 
licence, on the advice of the Committee on Safety of Medicines, on 4 March 
1987, for the management of serious manifestations of HIV infections in 
patients with AIDS syndrome or AIDS-related complex (ARC). Supplies were 
initially limited by manufacturing problems and a special distribution system 
was set up by the manufacturers to ensure the fair allocation of the drug in the 
UK. During the year, supplies increased and from October it was possible to use 
the normal marketing and distribution system. The effects of treatment with 
`Retrovir' are being monitored and trials of its use in the treatment of symptom-
atic and asymptomatic HIV infection are taking place within the UK and 
Europe. 

Social and behavioural research 
The Economic and Social Research Council (ESRC) takes the lead here and 
has set aside £1.5m for this, to be spent over the three years 1987-89. Contracts 
were issued for five projects in 1987. 

The Health Departments are responsible for funding research related to health 
care services and provision, including the personal social services. By the end of 
1987 DHSS had directly funded 19 projects at a cost of over £1.2 million; 
£400,000 had been allocated for projects in 1987/8. The programme has focused 
on such areas as costs and provision of services for people with AIDS; drug 
misuse and AIDS, its prevention and service requi rements, sterilisation of NHS 
equipment; and screening of blood for transfusion services. 

The importance of obtaining information on sexual behaviour patterns of the 
general public and the groups at high risk of HIV infection is recognised for the 
purpose of: 

a. making the AIDS health education campaign more effective; 

b. providing data which will allow more accurate predictions of the extent 
of the spread of HIV infection. 
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The ways in which this information can be obtained are being explored by the 
Health Departments, the HEA and the Research Councils. 

Other departments and government-funded organisations supporting or 
undertaking a considerable programme of research into AIDS include the Scot-
tish Home and Health Department (SHHD), the PHLS, the National Institute 
for Biological Standards and Control (NIBSC), and the HEA. 

The Chief Scientist's AIDS research committee has continued to take an over-
view of the government-funded research within the UK with a view to identify-
ing gaps in the programme. 

AIDS research in Europe was given a high priority within the 4th Framework 
Programme for Medical and Health research within the EC agreed during the 
year. 

Abbott Laboratories funded several travel fellowships to the USA in 1987 for 
researching the care of people with AIDS or HIV infection in hospital or the 
community. These fellowships provide an opportunity to meet colleagues 
working in the same field. 

(vii) Health and other services for care and treatment 

As the need for care and treatment services has developed, additional resources 
have been made available centrally to the NHS: £3 million in 1986-87; £25.1 
million in 1987-88; and £58.6 million for 1988-89. 

The Government asked Health Authorities to continue to pursue three main 
aims: the provision of facilities for diagnosis, treatment, counselling and sup-
port for people with HIV infection; the prevention of spread of HIV infection; 
and the promotion of better understanding of HIV infection. Additional money 
was allocated for the care, treatment and counselling of haemophiliacs and their 
families, and an ex-gratia grant was made to set up a trust fund for them. 

In each health district, a standing action group, accountable to the health 
authority through a nominated community physician, is now responsible for 
co-ordinating relevant local services. In the regions, the first priority has been 
given to the development of facilities, usually in GUM clinics, which offer peo-
ple advice, expert counselling and, if requested, tests for HIV antibody. DHSS 
has funded training courses for counsellors in London, at St Mary's Hospital, 
and in the Bolton and East Birmingham Health Authorities; £240,000 was allo-
cated centrally for the development and provision of such courses in 1987-88. 
They also financed a course in the clinical management of AIDS patients at St 
Stephen's Hospital in London. Part-time appointments in three London hospi-
tals have been established which enable GPs to care for patients under the 
supervision of hospital specialists. Ministers earlier recognised the importance 
of nurses in the delivery of care for people with AIDS and HIV infection. The 
Department is helping the English National Board provide training for nurses, 
has awarded 13 fellowships to nurses, midwives, and health vistors to study a 
range of aspects of HIV infection and produce comprehensive reports, and has 
organised workshops for senior community nursing staff in every RHA. The 
objective of the last is to promote a cascade effect of information and education 
and the workshops will be evaluated in 1988. 
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The important part played by the voluntary sector in AIDS work was recog-
nised by substantial government grants, including those to London Lighthouse, 
Mildmay Mission Hospital, and the Terrence Higgins Trust. The Government 
supported the establishment of the National AIDS Trust which was set up to 
co-ordinate and help boost funds raised by activities in the voluntary sector. It 
gave grants to the Trust for administrative costs and for distribution to volun-
tary organisations. 
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(b) Sexually transmitted diseases 

In 1986, clinics in England reported 647,359 (349,190 in men and 298,169 in 
women) new cases, an increase of 7% over the total for 1985. As in 1985 the 
increase was greater in females (9%) than in males (5%). Females accounted 
for 46% of the total cases in 1986. The major conditions with an upward trend 
were non-specific genital infection and genital warts. 

HIV infection and AIDS also continued to rise and had a marked influence on 
the work in clinics. London again had the most cases but increased numbers 
were reported from other centres with a large male homosexual population. 

Another reason for the greater case load was the number of persons worried 
about HIV infection which had received widespread coverage in the media 
during the latter part of 1986. Patients often required prolonged counselling; 
women with genital warts needed time-consuming colposcopic examination so 
the rising workload in clinics is not merely a reflection of numerical increases. 

In contrast, the incidence of syphilis and gonorrhoea declined in both sexes, 
though to a greater extent in males. Genital herpes incidence fell slightly in 
males and females compared to 1985 but the figures remained above those for 
1984. 

(i) Gonorrhoea 

The reported number of new cases of gonorrhoea continued to fall in 1986 to 
40,705, the decline in incidence being more marked for males (15%) than 
females (8%). Most were post-pubertal infections, only 20 other infections 
being reported. Age-specific data are presented in Figures 5.2 and 5.3. 
Amongst males there was a decline in incidence rate between 1985 and 1986 in 
each age-group except the under-16s where relatively few cases occur. Of note 
is the decline in 16-19-year-olds which reverses the recent trend, and the 
steepening of the decline in 20-24-year-olds. Amongst females, a decline occur-
red in each age-group during 1986, again including the 16-19-year-olds. Gonor-
rhoea infection rates are one indication of current patterns of sexual behaviour 
and the trends reported suggest a continuation of recent changes. 

Reported isolations of B-lactamase-producing totally penicillin-resistant Neiss-
eriagonorrhoea again fell. This continues to contrast with many other countries 
where these isolates either continue to increase or maintain a high incidence. 

(ii) Syphilis 

In 1986 there was a fall in the total number of new cases of syphilis to 1,932. This 
reflected a decline in the incidence rate during 1986 in both males (24%) and 
females (10%). Amongst males there were substantial falls in both ̀ primary and 
secondary' and `latent in first two years of infection' categories, and a small fall 

in `late' disease. Amongst females `late' and `latent' infection fell but 'primary 
and secondary' syphilis rose. Examination of trends in `primary and secondary' 
syphilis in males demonstrates a continuation of the decline reported last year, 
at all ages except for 45 years and over where numbers of cases are very small. 
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Table 6.9: Cases of syphilis and gonorrhoea reported by NHS GUM clinics in England for the year 
ended 31 December 1986 with the figures for the year ended 31 December 1985 in parentheses 

Total Male Female 

Syphilis 
Early 887 (1,229) 696 (1,032) 191 (197) 
Primary and secondary 

only 519 (691) 428 - (625) 91 (66) 
Late 981 (1,107) 665 (759) 316 (348) 
Congenital 64 (68) 26 (28) 38 (40) 

Gonorrhoea 
All forms 40,705 (46,314) 24,450 (28,759) 16,255 (17,555) 

Post-pubertal gonorrhoea 
All ages 40,685 (46,294) 24,441 (28,751) 16,244 (17,543) 
Under 16 years 310 (317) 83 (73) 227 (244) 
16-19 years 8,963 (10,286) 3,714 (4,438) 5,249 (5,848) 
20-24 years 16,581 (18,370) 10,065 (11,363) 6,516 (7,007) 
25-34 years 11,351 (12,830) 7,919 (9,231) 3,432 (3,599) 
35-44 years 2,596 (3,299) 1,931 ( 2,615) 665 (684) 
45 years and over 884 (1,192) 729 (1,031) 155 (161) 

Table 6.10: Other sexually transmitted diseases reported by NHS GUM clinics in England in the 
year ended 31 December 1986 with the figures for the year ended 31 December 1985 in parentheses 

Total Male Female 

Chancroid 47 (61) 38 (48) 9 (13) 
Lymphogranuloma 

venereum 42 (30) 35 (23) 7 (7) 
Granuloma inguinale 20 (17) 14 (15) 6 (2) 
Non-specific genital infec-

tion (NSGI) 157,792 (149,524) 106,291 (103,198) 51,501 (46,326) 
NSGI with arthritis 504 (487) 460 (459) 44 (28) 
Trichomoniasis 14,041 (15,381) 923 (1,077) 13,118 (14,304) 
Candidiasis 63.108 (60,517) 11,535 (11,853) 51,573 (48,664) 
Scabies 1,742 (2,015) 1,452 (1,664) 290 (351) 
Pediculosis pubis 9,333 (9,859) 6,508 (6,817) 2,825 (3,042) 
Genital herpes 18,800 (18,935) 9,983 (10,025) 8,817 (8,910) 
Genital warts 67,068 (52,177) 40,253 (31,250) 26,815 (20,927) 
Genital molluscum 2,820 (2,195) 1,798 (1,374) 1,022 (821) 
Other treponemal diseases 526 (592) 353 (384) 173 (208) 
Other conditions requiring 

treatment in a centre 119,460 (109,318) 53,354 (49,079) 66,106 (60,239) 
Other conditions not requir-

ing treatment in a centre 143,092 (130,162) 87,281 (82,242) 55,811 ( 47,920) 
Other conditions referred 

elsewhere 6,327 (5,318) 3,075 (2,754) 3,252 (2,564) 

Overall Total 647,359 (605,306) 349,190 (332,840) 298,169 (272,466) 

(Figure 5.4). In females, only 91 cases of this category of syphilis were reported 
in 1986 and changes in each age-group were inconsistent. Rises in the 16-19 and 
20-24-year age-groups demonstrate the need to maintain control measures as 
was mentioned in the 1986 report. The fall in syphilis - and gonorrhoea - was 
again more marked in the Thames region than elsewhere. The incidence of 
congenital syphilis was the same as in 1985. 
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Figure 6.1: New cases of post-pubertal gonorrhoea in males, rates per 100,000 
population, England 1976-86 
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Figure 6.2: New cases of post-pubertal gonorrhoea in females, rates per 100,000 
population, England 1976-1986 
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Figure 6.3: New cases of primary and secondary syphilis, males, 1976-1986, 
age-specific rates per 100,000 population, England 
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(iii) Genital warts 

In 1986 reported cases of genital warts rose to 67,068, a 29% increase over 1985, 
the rise being similar in males and females. This is a more marked increase than 
in the previous year. Genital warts now account for over 10% of new cases seen 
in clinics. Over the past 10 years the numbers have more than trebled with a 
greater increase in females than in males. Because the figures are diagnoses 
rather than individual patients, it is impossible to determine the number of new 
patients attending clinics. The figures do indicate the workload on clinics both 
in terms of treatment, which tends to be repetitive and unsatisfactory, and the 
need for colposcopy. Genital warts are an important condition because the 
causative virus (human papilloma virus — HPV) can be a causal factor in cervi-
cal dyskaryosis (CIN) and cancer. Colposcopy and biopsy remain vital for the 
accurate detection of these changes. HPV may also be implicated in dyskaryosis 
and cancer of the vulva, penis and anus, and colposcopy is an important investi-
gation in these cases. 

(iv) Genital herpes 

Total cases rose from 6,941 in 1976 to 18,935 in 1985 with a greater increase in 
females than in males. In 1986 there was a small fall in both sexes to a total of 
18,800 which was higher than the figure for 1984. With a recurrent condition 
such as this the figures are difficult to interpret and might reflect a decline in 
awareness on the part of the media, the public and the medical profession. 

(v) Non-specific genital infection 

Incidence of this group of infections continued to rise (by 5%) in 1986 (Table 
6.10). The increase in the last 10 years has been greater in females than in males. 
This might reflect greater awareness of the contribution of such infections to 
pelvic inflammatory diseases, the need to trace contacts, and the more wide-
spread availability of antigen tests for Chiamydia trachom.atis. 

(vi) Trichomoniasis and candidiasis 

Both these conditions remain more common in females than in males. The 
incidence of trichomoniasis fell by 9% to a total of 14,041 cases, the fall being 
present in both sexes (table 6.10). The incidence of candidiasis rose by 5% in 
females and fell by 3% in males giving a total of 63,108 reported cases. Candi-
diasis accounts for 17% of all cases of STD seen in women. 

(vii) Other conditions 

Other conditions requiring treatment continue to rise showing a 9% increase in 
1986 over 1985 to 119,460 cases which form 18% of the total (Table 6.10). In 
females, part of this increase is due again to more clinics recognising anaerobic 
or bacterial vaginosis; in males, the rise includes cases of HIV infection and 
AIDS. From 1988, statistics for HIV infections and AIDS will be separately 
recorded. 

The incidence of other conditions not requiring treatment rose by 9% to 
143,092 cases to represent 22% of the total case load. The increase was higher 
for females at 16% than males at 6%. The latter includes patients worried about 
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HIV infection, the former includes patients worried about HIV infection, geni-

tal warts and cervical disease. Many of these required prolonged counselling. 

(viii) Statistical Bulletin on STD 

Further information on rates of new cases seen at NHS genito-urinary clinics 

can be obtained from the Statistical Bulletin on Sexually Transmitted Diseases. 

This is obtainable from Information Division (DHSS), Canons Park, Govern-

ment Buildings, Honeypot Lane, Stanmore HAY 1AY — Price £2.00. 
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