
APPENDIX VI 

Documents in the Personal Possession of Dr Peter R Foster 

I have a number of documents concerning AIDS and blood products relating to correspondence with the trades union, The Association of 

Scientific Technical and Managerial Staffs (ASTMS), now incorporated into the trades union UNITE. 

' Date Type Author Recipient 
 
Subject 

09/06/83 letter P Foster G Craig (ASTMS) AIDS and blood products 
28/07/83 letter S McKechnie(ASTMS) P Foster Re. letter of 09/06/83 to G Crai and_guesti©ns on health and safety concerning AIDS 
05/08/83 letter P Foster S Mckechnie(ASTMS) Reply to letter of 28107/83 with information on blood products from the USA 
26/08183 letter Glenarthur (DHSS) C Jenkins ASTMS AIDS and blood products 
19/09/83 letter S McKechnie(ASTMS) P Foster Invitation to comment on a letter from The Lord Glenarthur (DHSS) to C Jenkins (Gen 

Secretary, ASTMS) on AIDS and blood products from the USA. 
20/09183 Memo + 

papers 
P Harper (ASTMS) P Foster Invitation to comment on the agenda papers for a meeting of the Advisory Committee on 

Dangerous Pathogens ACDP on AIDS. 
29/09/83 letter P Foster S McKechnie(ASTMS) Comments on the letter of August 1983 from The Lord Glenarthur to C Jenkins. 
/2/10183 letter P Foster P Harper ASTMS Comments on the ACDP agenda papers on AIDS 
27110/83 letter C Jenkins ASTMS Glenarthur (DHSS) AIDS and blood products, reply 
03111/83 letter S McKechnie(ASTMS) P Foster C Jenkins reply to The Lord Glenarthur; ACDP meeting 
21111183 letter P Foster S McKechnie(ASTMS) AIDS and ACDP 
30111/83 letter S McKechnie ASTMS P Foster AIDS and ACDP 
15/12/83 letter S McKechnie(ASTMS) P Foster ASTMS AIDS Working Group 
05/01/84 letter P Foster S McKechnie(ASTMS) AIDS and ACDP 
18/01/84 letter Glenarthur DHSS C Jenkins (ASTMS) AIDS and blood products; reply to letter of 27/10/83 from C Jenkins. 
18101184 letter S McKechnie(ASTMS) P Foster AIDS and blood products: invitation to comment on The Lord Glenarthur's reply to letter of 

27/10/83 from C Jenkins 
23/01/84 letter P Foster S McKechnie(ASTMS) Comments on reply from The Lord Glenarthur to C Jenkins letter of 27/10183 
14102184 letter C Jenkins (ASTMS) Glenarthur DHSS AIDS and blood products: reply 
02/03/84 letter S McKechnie(ASTMS) P Foster AIDS , ACDP guidance 
02/04/84 letter Glenarthur (DHSS) C Jenkins (ASTMS) AIDS and blood products; reply to letter of 14/02/84 fro C Jenkins 

17/04184 letter S McKechnie(ASTMS) P Foster AIDS and blood products; reply from The Lord Glenarthur of 02/04/84 
14/05/84 letter J MacKay (Scottish 

Office) 
C Jenkins (ASTMS) AIDS and blood products; the function of the Protein Fractionation Centre 

10/07/84 letter S McKechnie(ASTMS) P Foster AIDS and blood products; letter from J MacKay to C Jenkins dated 14105/84 
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9th June, 1983 

Mr. G. Craig 
ASTMS 

Dear Gordon, 

BLOOD PRODUCTS AND AIDS 

At our last branch meeting the correspondence included minutes of a meeting of 
the Parliamentary Committee held on 4th May (copy attached) at which the above 
topic was discussed. I am not sure of the mechanism for commenting on such 
discussions, however as the issue does effect our Scottish members I feel that 
it might be helpful to provide some comments on the Scottish situation, 
particularly as a briefing is being prepared for the committee. 

1. There is still very little known about AIDS, but there does seem to be 
increasing evidence that an infectious agent is involved and that this 
can be transmitted by blood and at least some blood products. 

2. In this situation the use of blood or blood products from the USA and/or 
from paid donors probably represents a higher risk than from non-USA unpaid 
donors. However it should be recognised that the risk from UK unpaid 
donors may still represent a problem. 

This balance of risks is likely to continue until non-infective products 
can be guaranteed either by donor screening or by treatment of the products 
to render them.non-infective. 

3. It is now common knowledge that over half of the blood products used in 
the UK are imported and that this costs about £IO million per year. It 
seems to be less well appreciated that the importation is required for 
England and Wales and not for the UK as a whole. In fact Scotland is now 
virtually self-sufficient in blood and blood products and there is little 
or no requirement for importation. 

4. While I fully support the need for a new and enlarged NHS facility at BPL, 
Elstree, I am very concerned that the equivalent NHS facility in Scotland 
(PFC, Edinburgh) remains seriously underused, despite the above situation 
South of the border. 

I would estimate that the capacity of the Scottish Centre could be increased 
3-fold almost immediately (with the introduction of shift-working) and 
about 10-fold with provision of extra warehousing, cold storage and services. 

I/ 
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I understand that the DHSS Advisory Committee on BPL decided, about a year 
ago not to utilise the Scottish Centre at all and that at least one eminent 
member of the committee (Dr. P. Dunnill, University College London) 
resigned in protest at that decision. 

The Scottish Centre has been operational since 1976 and I would estimate 
that the policy of neglecting this facility has probably already cost the NHS 
about E50 million, as well as resulting in the importation of disease 
(hepatitis, AIDS). 

5. It may also be of interest to note that one approach to the problem of 
infectious products is to treat them (as part of the manufacturing process) to 
render them non-infective. At PFC we are well advanced in developing methods 
to achieve this and we are sharing this information with our colleagues at 
BPL Elstree. Hence, if the UK NHS Centres are given full and proper support, 
then both self-sufficiency and freedom from the risk of disease transmission 
could be achieved. This would represent an achievement which other countries 
could follow and might ultimately lead to the demise of the commercial blood 
industry internationally. 

Yours sincerely, 

PETER R. FOSTER 

P.S. Our research on item (5) above is not yet public, but I will be presenting 
much of this information at an International Congress on 5th July. 
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SMcK/DPP. 

Mr. P.R. Foster, 

Dear Peter, 

HEALTH AND 
SAFETY OFFICE 

Whitehall Office, Dane O'Coys Road, Bishops Stortford, Herts, T& 02795B111 

28th July, 1983. 

Gordon Craig has sent me copies of your letters on AIDS. I represent 
the TUC on the Advisory Committee on Dangerous Pathogens and it is 
likely that the matter will be discussed by them at the December meeting. 
The information on the Scottish PFC will be very useful and I think 
that ACDP could be persuaded to recommend to the DHSS a policy of 
'self-sufficiency' in blood products. 

At the present time I am particularly concerned about the hazards to 
hospital staff and others who may have contacts with AIDS patients and 
specimens. At the moment we have circulated the CDC advice (attached) 
which essentially says treat any specimens etc. with the same care as 
hepatitis B. However, this has been based on the evidence that health 
care workers have not contacted the disease. I have now been told 
that there are 4 cases of AIDS affecting health care workers in the 
USA. None of these to my knowledge is a laboratory workers. If you 
have any information on this I would like to have it. 

A further problem has arisen concerning the hepatitis B vaccine. Do 
you have any views on the safety of this vaccine? Would it be possible 
to ensure that a vaccine made from the blood of an AIDS patient was 
absolutely safe? How would you check that the AIDS agent (?) was 
ineffective if you don't know what the agent is? Could the manufacturing 
process be guaranteed to render them non -infective? 

I would be very grateful if you could help on these points and suggest 
anyone else I should be in touch with. I will certainly keep you informed 
of any developments in ACDP in respect of AIDS. 

Yours sincerely, 

Sheila McKechnie, 
Health and Safety Officer 

Enc: CDC Advice. 

cc: Gordon Craig - DO. 

Association of Scientific, Technical and Managerial Staffs General Secretary: Clive Jenkins. 

Head Office: 79 Camden Road, London NW1 9ES. lel: 01-- Telex No:
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5th August, 1983 

Sheila McKechnie 
health & Safety Office 
ASTMS Whitehall Office 
Dane O'Coys Road 
Bishops Stortford 
Harts 

Dear Sheila, 

Thank you for your letter of 28th July concerning AIDS and the ACDP. I'm 
not sure how much you know of the blood products situation and of the Scottish 
PFC. I have therefore enclosed an article on PFC (written by Gordon Craig 
for Medical World) and recommend the book "Blood : Gift or Merchandise" by 
P.J. Hagen (.Publ. Alan Liss Inc) if you want some background information on 
the international blood industry. 

In considering AIDS and blood products the ACDP should be aware that potentially 
contaminated materials (ie related to USA blood donors) may enter the U.K. 
in a number of forms; 

1) As finished products (eg Factor VIII) from the USA (eg Armour). 

2) As finished products manufactured in Europe but prepared from blood plasma 
collected in the USA (eg Immuno). 

3) As unfinished materials (eg plasma, cryoprecipitate) imported for the 
manufacture of products in the UK on a commercial basis (eg Speywood). 

Before I comment on the points in your letter I should perhaps make it clear 
that I do not consider myself an "expert" in virology or even in microbiology. 
I am a biochemical engineer with formal qualifications (BSc, MSc, PhD, CEng. 
Fl:Chem.E) mainly in chemical engineering however, as head of the PFC R&D Department, 
much of my time is spent in interpreting and acting on information from specialists 
in a wide range of disciplines. I have therefore appended the names of some 
genuine "experts" who may be able to help you further. 

My views on the questions posed in your letter are as follows:-

1. HAZARDS TO HOSPITAL STAFF 

It is my understanding that the CDC view that the AIDS risk is similar 
to that of hepatitis B is based on the early observation that AIDS was 
being found in certain "high risk" groups and that the only common factor 
between these groups was that they were also known to be high risk groups 
for hepatitis B infection. Because of this, CDC decided to "put a flag 
out on haemophiliacs", another known HB high risk group. Aids was duly 
found amongst haemophiliacs and it is conceivable that if CDC had not 
done this, that the risk to haemophiliacs may not have been noticed so 
soon (ie still only 16 cases out of 1831). 

Following/ 
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Following the same logic CDC have now "put a flag out" on health care 
workers. As you note, 4 cases have now been reported (MMWR 15/7/83, 
enclosed) but I suspect that with an incubation period of up to two years 
then it is probably far too early to draw any conclusions. 

Meanwhile the equivalence with HB appears fairly strong, however there 
could be variations in the modes of transmission (we are still dealing 
largely with conjecture) hence HB-type precautions should perhaps 
be seen as a minimum requirement until further information is available. 
This would seem to be relatively straightforward for confirmed AIDS 
cases. The really big problem is what to do with say specimens from 
high risk groups. The very long incubation period now being proposed 
suggests that AIDS victims may be infectious for at least 1 year with 
no symptoms and for another 1 to 2 years with non-specific symptoms. 
In the first period the AIDS,victim could well be using health 
care facilities for non-AIDS purposes (eg dentist) while in the second 
period the victim will certainly present to their GP and may undergo 
intensive investigation before AIDS is even suspected. 

One option would be to apply HB-type precautions to all high risk 
groups, clearly a very difficult and massive undertaking. 

For the U.K., the critical question is how prevalent is AIDS here 
(or will it become)? If it can be restricted to a small number of 
cases then it maybe only a relatively minor problem. It is possible 
that the USA publicity, together with different lifestyles in Europe, 
may have checked the spread of the disease in the U.K. However, it 
is equally possible that the incubation period is such that the disease 
is already with us. We should know the answer in the next 6-18 months. 

2. SAFETY OF HB VACCINE 

Until we know more about AIDS then the view that the methods used to 
inactivate I1BV will also inactivate the AIDS "agent" is to some extent 
conjecture. The virologists I have spoken to do seem to believe that the 
various inactivation methods are so severe that all possible infectious 
agents will be destroyed. 

However, it is necessary to be aware that different manufacturers 
(eg French, Dutch) are all using different methods for viral inactivation 
(eg B J 286, 1305-8, 1983) and the requirement that each lot of the USA 
product be tested in chimpanzees (MMWR Oct, 1982) suggests that confidence 
in the manufacturing process is not particularly high. There would 
seem to be other questions, concerning the validity of chimp testing 
(and also the possibility that the chimp may now be an endangered 
species). The report of various side effects associated with the 
USA vaccine (MMWR 18/3/83,enclosed),particularly "five hepatitis-like 
illnesses",may also be relevant. 

The blood and blood product situation may provide useful information 
on the sensitivity of the AIDS "agent". Albumin, immunoglobulin and 
factor IX are all prepared from the same plasma used to manufacture 
factor VIII. The factor IX situation is uncertain (see my letter 
to Gordon), immunoglobulin is traditionally considered non-infective 
(reasons not fully understood) but albumin has to be pasteurised (ie 
heating at 60°C for 10 hrs) to prevent hepatitis infection. There 
have been no AIDS cases associated with albumin infusion and if this 
continues to be the case then it would suggest that the AIDS "agent" 
is inactivated by this procedure. Alternatively if AIDS does become 
associated/ 
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associated with Albumin infusions then it would be clearly more resistant 
to heat than hepatitis B. 

I suspect that the best course of action for the ACDP might be to 
wait a little longer for some better information on the nature of 
AIDS to emerge. Activity on this in the USA is now so intense that 
we could conceivably have a much clearer picture of the disease in 
6-12 months time. 

Best wishes. 

G RO-C 

PETER R. FOSTER 

c.c. Gordon Craig 
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AIDS EXPERTS 

The expertise on AIDS is really all in the USA. The rest of the world is 
probably 2 years behind and has substantially less resources commited to 
research in this area. 

As you know the USA situation is being monitored by CDC and their MMWR are 
going to be invaluable over the next few months. For more detailed information 
from CDC the best person to contact is:-

Dr. Bruce Evatt 
Centre for Disease Control 
Atlanta 

Aids is still located in key urban areas and I believe that each area has 
its own local committee. I do not know the route for formal contact but 
one member of the New York Committee is:-

Professor Alan Johnson 
Department of Medicine 
New York University Medical Center 
550 First Avenue 
New York 10016 
(Telephone 

For detailed information on blood products you should contact:. 

Dr. David Aronson 
Director, Coagulation Branch 
Division of Blood and Blood Products 
Bureau of Biologics 
Food and Drug Administration 
Bethesda 
Maryland 20205 
(Telephone 

For the U.K. I understand that DHSS advisors include:-

Dr. Philip Mortimer 
PiLS, Colindale 

Dr. John Craske 
PilLS, Withington Hospital., Manchester 

S _ 7__  iCli '  e- ?- ✓ Wi t' 7✓ 

4 /- tom 
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COMMERCIAL SALE OF FACTOR VIII IN U.K. 

1981/1982 

ABBOTT 

ARMOUR 

CUTTER 

HYLAND 

IMMUNO 

SPEYWOOD (CUTTER) 

1.9 

14.6 

3.8 

3.5 

7.3 

1.5 

32.6 million T.U. 

/// 
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DEPARTMENT OF HEALTH AND SOCIAL SECURITY 

Alexander Fleming House, Elephant & Castle, London SEI 6BY 

Telephone 01--

Froni the Joint Parliamentary Under Secretary of State 

P0(6)4901/7 

Clive Jenkins Esq 
General Secretary 
Association of Scientific Technical 
. and Managerial, Staffs 
79 Camden Road 
London 
NW1 9ES 

2 -

Thank you for your further letter of 7 July to Lord Trefgarne concerning AIDS. 

I think that I should emphasise, firstly, that there is no conclusive evidence that 
AIDS is transmitted through blood products. Nevertheless we are taking all 
practicable Measures to reduce any possible risks to recipients of blood and blood 
products. Our scope for action in this is limited, as thee, is no means of testing 
for the presence of AIDS in blood donors or in blood products. 

With regard to blood donation in the tJl( a leaflet is in the course of preparation 
which will be circulated through the National Blood Transfusion Service seeking to 
discourage potential donors in high-risk groups from giving blood until more is 
known about what causes AIDS. 

Regarding blood products from the USA, in March this year the US Food 'and Drugs 
Administration (FDA) initiated new regulations for the collection of -plasma 
designed to exclude donors from high-risk groups. Although future supplies of F.VII1 
both for export and for use in. America will of course be manufactured from plasma 
collected in accordance with. these regulations, there is still a quantity of stock, 
some already in this country and more in America awaiting shipment here, which has 
been made from "pre--March" plasma. The FDA has recently c.ecided not to ban the use 
of similar stocks intended for. the USA market because to do so would cause a crisis 
of supply. Obviously the same considerations apply here. We have to balance the 
risk of AIDS against the severe risks to haemophiliacs of withdrawing a major source 
of supply of F.vIII which cannot be made good from elsewhere in sufficient volume. 
In view of this I am satisfied that the decision to carry on using the current stock 
of F.VILI is justified, but it is also worth bearing in mind that some of the 
American manufacturers had, well in advance of the FDA, instituted their own 
precautions which were at best as demanding as those later contained in the new 
regulations. Haemophilia Society is aware of the situation and has in fact made 
known to me its opposition to any move to ban American F.VIII. 
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So far as Hepatitis B vaccine is concerned, the one vaccine which is licensed for 
use in this country is imported from the USA. This vaccine is treated by approved 
inactivation methods and we are not aware of any evidence that it carries any risk 
of transmitting AIDS. A recent review of the safety of' Hepatitis B vaccine by -a 
WHO Expert Group has also failed to find any such evidence. 

I can assure you that we are not in any way complacent about the threat posed by . 
AIDS. The Communicable Disease Surveillance Centre (CDSC), part of the Public Heal.t 
Laboratory Service at Colindale, is operating a national surveillance system in whic 
all cases are monitored. A special survey to report e&rly information on possible 
cases has also been instituted by Haemophilia Centre Directors. Tn addition, CDSC i 
making available a summary of information about the incidence, identification and 
method of control of AIDS for use by doctors. Also, the latest epidemiological 
information and criteria for identification of the syndrome - supplied by the 
Communicable Disease Surveillance Centre was published in the British Medical 
Journal on 6 August. 

{ 

GRO-C 

TEHE LORD GLEATARTHUR 

F 
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S14cK/DPP. 

Mr. P.R. Foster, 

Dear Peter, 

HEALTH AND 
SAFETY OFFICE 

Whitehall Office, Dane Otoys Road, Bishops Stortford, Herts. Tel

19th September, 1983. 

Thank you for your very helpful letter. I do in fact get the MMWR and 
monthly CDC reports from Colingdale and I hope I am keeping up with most 
current information. I attach a note I did for the last Health Care Section 
of the Journal about a meeting with Morsons on the vaccine which was not 
published. Other than that the NHS Health and Safety Committee has decided 
that we need take no further action at present but keep our members as fully 
informed as possible. So I would be very grateful to you if you would keep 
me up to date on any developments you think are significant. 

I would be particularly grateful if you could comment on the letter that 
Clive Jenkins recently received from Lord Glenarthur. There is no great 
hurry to reply as in my experience such correspondence goes on for months 
not weeks. I have also written to Dr. Jones of the Haemophiliac Society 
to try and establish if they have any principled objection to Britain being 
self-sufficient in Factor VIII. 

Finally and most urgent, the Advisory Committee on Dangerous Pathogens will 
be setting up a Working Party at its next meeting. I would like to nominate 
you on behalf of ASTMS. Can you phone Pam Harper in my office and let her 
know if it's OK as I will be on holiday. If I am not there I cannot guarantee 
that I will succeed in nominating you but will certainly have a try. 

Many thanks for your help both past and I hope future. I have ordered the 
Hagen book - I am sure it is exactly the kind of bedtime reading I need. 

.Yours sincerely, 

GRO-C: P Harped 

Sheila McKechnie,
Health and.Safety Officer 

Encs: Hep.Vac. Morsons (article) 
p/c letter from Lord Glenarthur. 

Association of Scientific, Technical and Managerial Staffs General Secretary: Clive Jenkins. 
Head Office: 79 Camden Road, London NW1 9E S. lei: 01  Telex No:
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AIDS AND THE HEPATITIS VACCINE 

.On Friday 29th July, the General Secretary, the Health and 

Safety Officer and ASTMS specialists, met the scientific 

representatives of Thomas Moron (the British arm of the US 

Merck manufacturers) to discuss the safety of the Hepatitis 

'B' vaccine. 

Following the refusal of the DHSS to assure us about the 

absolute safety of this vaccine, we had advised members that, 

in the absence of information, we did not advise them to 

have the vaccine. 

This concern was further underlined when the West German 

Government was reported to have banned vaccine imported from 

France. 

The Company was at pains to emphasize that the French vaccine 

was quite different to that developed by Merck and that the 

criticism recently published in 'Nature' of that vaccine, 

could not. be applied to the Merck 'HB' vaccine. 

The reason for the concern about any Hepatitis 'B' vaccine 

made by current techniques, is that some of the plasma used 

to produce the vaccine is harvested from Hepatitis ' B' 

positive., male homosexuals who are the highest risk group 

for AIDS. 

ASTMS' view was that there is no way to stream donors 

currently available that would absolutely preclude any 

donor who has AIDS. 

We fully accept however, the company's assurances that their 

screening procedures are thorough. The safety of the vaccine 

therefore depends on the various inactivation procedures and 

three different methods of inactivation are used by Merck. 
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This compares very favourably with the other manufacturing 

procedures. 

The estimation of risk therefore, ultimately depends on 

concrete evidence of actual cases. 

There has now been -a number of years.use.of this vaccine and 

there is no evidence of .ADS developing in any of the non-risk 

groups who have been vaccinated. Only two cases of AIDS in 

male homosexuals who had been vaccinated, have been reported; 

a lower number than de~reloped in the non-vaccinated cases. 

Any risk from the vaccine remains 

given .the.numberof persons vacci: 

would ,appear unlikely .. However, 

remains that the AIDS agent could 

deal effectively with known viral 

dealing with a single agent.. 

at present theoretical and 

iiated any significant risk 

the theoretical possibility 

survive techniques which 

agents if indeed we are 

When balancing the risk of AIDS from: the us of the vaccine 

however, the important factor is the risk of-contracting 
• Hepatitis 'B'. In male homosexual and drug abusers, the case 

for provision of the vaccine on the NHS is overwhelming. 
• 

With respect to' these groups; the , current DHSS failure to 
• provide vaccine smacks of moralism. 

However, no one argues that the risk to laboratory staff is 

of this order and that makes it more diffi.cult.'ta justify 

the use of the vaccine in these circumstances'. W4at.is, 

• however, reprehensible; is that certain health- authorities 

and academics are arguing that the vaccine makes , it unnecessary 

to, take precautions with Hepatitis 'B' specimens. Will the 

• lessons of. the Birmingham smallpox disaster never be learned? 

The choice to have the vaccine' is clearly 'a personal decision. 

The standards of safety for all health, workers should however 

be 'such that the 'risk to workers of contracting Hepatitis 'B' 

continued to be reduced by prevention andnot.a policy of 

vaccination. 

We will be watching and monitoring.
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asuns Health & Safety Office 

To: 
RI. AT) 

A 

[3t.+ 9~ iLuz,.... e ✓,fir, e ,«~ . 

de _ w. cw c1

GRO-C: P Harper 
From: 
Date: 

~. 
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1. Identification 

11 serious, often fatal, illness (39% mortality). Patients may. 

• present with lesions of Kaposi's sarcoma - vialaceous, cutaneous papules, 

sometimes also involving viscera, or with various opportunistic infections. 

These include Pneumocystis pneumonia, toxoplasmosis, cytoroegalovirus 

infection, atypical mycobacterial infection and cryptococcal infection. 

A phase of unexplained extra-inguinal lymphadenopathy in two or more sites 

of three months duration, together with fever, weight loss, night sweats 

• and diarrhoea commonly occurs, and may be prodr-ofial. In order to make 

a diagnosis of AIDS, known causes of im.munosuppress`I`ont'slrould be absent. 

2. Infectious Agent . 

Thought to be .a virus, possibly a slow virus. It has been postulated 

that repeated episodes of virus infection contribute to a state of defective 

cellular immunity. 

3. Occurrence 

Thought to be endemic in Haiti and possibly in Central. Africa. 

A recent outbreak (1 ,600 cases, tray 1933) has occurred amongst young homo-

sexual males in the USA. There have been 120 cases (May 1983) in Europe, 

including 12 in England and pales. Other groups thought to be at risk are 
intravenous drug abusers, consorts of bisexuals, and 

recipients of infected blood and blood products. 

4. Mode of Transmission . 

Thought to be blood--borne and. by intimate direct contact of mucosal 

surfaces. I'.omosexual practices involving trauma to the rectal mucosa cu . 

• contact with faeces are thought to be important in the spread of infection. 

5. Incubation ?'Cried 

Thought to be from four months to two, years, pr longer. . There way be 

a latent period between exposure and clinical illness, during which transmissi 

can occur. 

6. 5easce tibiTit:y and fesistance 

Epidemiological evidence suggsts that identifiable groups are at 

increased risk of developing- the disease. The majority of cases have OC:cUrra 

in honosexu31 ercrr with multiple sex partners, Ill drug abusers, Haitians and 

S 
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2.2 ACDP is therefore asked to advise the Department and the ESP, if there is a 

case for the provision of guidance at this time and, if so, the Committee 

is invited to establish a Working Party to:-

i. review the evidence in relation to the transmissibility -

of AIDS and 

ii. in the light of that evidence, formulate guuidanee for the 

safe handling of potentially infective-clinical and other 

material and 

iii. advise on procedures to be adopted at tbo,a trface between 

clinical care and laboratory work and 

iv. examine the evidence in relation to the possible transmission 

of AIDS by hepatitis B vaccine and specific hepatitis B 

immunogl obu.lin. 

APFMICES

A "Bpidem!oiogical Information on AIDS as cT rrentik o " µ CISC Ju,16 1983 

Bi) =IAn• Evaluation of AIDS Reported in Health Care Personnel' -11-MiWR 
• July 15 1983 

Bii) "
AIDS * Preceutions for. Clinical and Labora cry Staff=' I~T1 Nov 5 1982 

Prevention of AIDS: Report of .Inter -- Agency Recommendations - I `: Max '1i 

-C Soxvei.11aance of -AIDS in the UIC - definition and case analysis from CDSC;. 

• Aug • 1 n83 

•l? Hepatiti8".Surveillance;: Safety of Hepatit,i,s B Virus Vaccine _ Wkly Epid Rec 

IHO Aug 5 1983 

E "AIDS aid How it Concerns : Blood Donors" - wording of leaflet for

distribution by the NBTS

-Letter from the Haemophilia Society to haemophili.ace -- 4 May 1983 

3 
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London 1.3.83 10.3.83 S Afria n 11 39 KS 1982 1,082 ;GRO-A83 N/K N/K til K/K 

3, London Dec 1982 Dec 1982 Britian. X 22 CT,71 ~ A S Jen 8 Jan 8 alive Homo— USA contacts F1/K,
• ce l 

4. rietol Peb 19,82 Feb 1982 Briti' h 11 25 CNV; toxoa o 8. 2 oc 82 aliva Home— Poca. USA Nil A> yl. nitr.1 
AIDS eexu.al. contacts 

5. London Dec 1982 May 1982 Britinh 11 41 M AS Jul 8 Je1,62 ? Homo— NIX Nil N/K. 
(ILe? ian sexml/ 
ori r; ) . . isex=l 

6. London 1982 eb' 1983 ritfi irh N 41 KS; A S 13 '83 Jan 83 .live Homo— USA contacts Nil r,/K 
sexual Gr-eeoe & GSA 

1982 

7, London Maxj  1983 ¶ar 1953 3rit1h hl 43 ITP; PCP, Homo— Close USA Nil N/K 
f
( Ci~iV 1981' ---- sexual contact 

+3. Cardiff May 1983 MAY 1983 3ritih FT 20. Candida;6ID Doe 1jv6 Hetero— Nil aemophi? io Fil 
epidid,o— 1982 1983 oetual SA FYIII 1981' 
orehitis EMIT 

ince 1981 CC

9. London tMay 1883 rag 1983 3rltieh N 36 P; toxo ;kpr 82 Apr 82 GRO-A; 82 I omo- Posy t USA Nil IT -drugs 
- oexual con,t ct • 

10, London Nay 1983 lay 1983 T Rio 1 N. 45. - CP,C1 V °p prc. early e&r.1y GRO-Ap02 Home- USA contao't Ni 
asivo j119U2 1982 ,. _--------. sexual 'Florida 1981

c l.ti.foca3 
ieuooex cepho1.: .
pate . 

11. Lon5.ara Y 1983 1983 r1t -oh 4 3G Feb 83NLs-r83 ii . Nil Nil ecreatione 
. sexual drt 

12.' .T n _n' 1983 -ray 1983 nn air 
(ret to 

IN 1 26 Cena5d PCP Doe 82 on 02 alive 1 omo• USA contacts Nil IV drugs p1 ec. ,ex-Lial 
j 

+ contact with
case Fo. Q. Tr voI I +^ 

recrec~tioz 
AA 
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A  _  7WROI t CASE SU WRY (NGiJkND AND WALES) 

Case 
:3or 

W'nen 
reported 

Data 
reported 

Data 

confirmed 
Nat on Iity/ 
Et:~ni Oup Se7. 

i 

ACe 
( 

Di ocic 
Date 
Onset 

Date . 
diag~ 
novin

Date 
death lorientn 

Sex 
Travel 
(5 years)/ 
UiSA contacts 

Blood os ,~ ~Drtz 
r 

brood prod-act1Abu:e .. .. 

1. Oxford 1.2.83 28.2.83 Bri -1 %2 40 Ci 1V neursp ; GRO _A J 63 Homo- USA contacts i /H iT/g ~_ 
toxo; 1S ae;_asl 

2. Lendan 1.3 93 10.3,8 S 1r10-i t 39 KS 1982 1982 ;GRO-A;S3 1`i/ti N/K Nil N/K 

3. London Dec 1982 Dcc 1932 Britiuh N 22 CP•MY, AIDS Jan 8 Jan s alive Hono- USA contacts N/K N/K 
sexual 

4. Brito1 Feb 1962• Feb 1982 Britioa N 25 UN??; toxo; ec 32 oo 82 alive Romo- Poss. USA Nil Amyl nitric 
AIDS sexual contacts 

5. London Dec 1982 May 1982 British 14 41 KS; AIDS Jul 8 Jul.62 ? Homo- N/K Nil N/K 
sc: l/ 

or .Qi-a. ) i exua1 

6. London 1962 ob- 1983 3ritth PI 41 f; g AIDS 3Jan83 Jan 83 live Bono- USA contacts Nil b f 
sexual Greece & USA 

1982 

7. London Mar 1983 t'ty 1983 ritech N 43 IT; PCP, Ut Deo 81;GRO-A;82 Homo- Close USA Nil i3/N 
CNV 19$1 sexual contact 

6. Cardiff iKay 1983 ay 1983 Briti z` N 20 Candida;AID Doc Xhy live Iietero- Nil aeorhilioC i Nil 
epidid;;  o- 1932 1983 eexual TSA FVIII 19811 
orchit, a ms Yvili

Inca 1961 

9. London (?fag 1983 Tay 1983 riti h N 36 P; toxo Apr 82 Apr 82GR0-A? $2 IlomD- Poss3'1 USA 2351 IV ;dru 
sexual contact 

10.. London vay 1983 1a 1983 3ritiuh N 45 CR,CT''W;pro early eSr1y GRO-A82 Homo- USA contacts Nil N/K 
easi.Ive 1932 1982 sexual Florida 1981

i. 1.tif ocal 

Path 

11. Lannon fad► 1983 ay 1983 ritich N - 36 yS 1 `eb 831;ar 83 live Horn-- Nil Nil ecroationn 
_ # a exual drugs 

tin ±~ May 1983 Mar 1983 e (: :!',-n. N 28 ( andi.da;PCP Dac 82 ca 82 live xgcmo-- USA contacts Nil IV drugs pI s(ratiZ~ e . 1 D 
anada i t

f i¢ :E'xua 
E 

t contact 'i 
case No.4. Trk VOI I 

a recreat~ Orv~ ._._ - - 
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Seven patients zro thought to have had o ual contact Faith-_.(moricancs. 

To of the hos asexual man reported had had sexual contact with each 

other. No cases :ere reported in laboratory staff or others working 

in other areas of health care. 

ffrow Surveillance of the Acquired Luune Deficiency Syzndsone in the 

United K ngdc n January 1902 -• July 1983 CDSO 13MJ Vol.2B7 Aug 6th 198 p407-8 

2 

PRSE0001259_0020 



PEN.013.1251 

ACDP APPENDIX C 

S v :1LLANc : o~' :n s iN TEF 'UK 

For their purposes, the Conrrunicable Disease Surveillance Centre at C.oiindalo :

has adopted, from the Centers for Disease Control, the following definition 

as the criterion for acceptance of a genuine case of AIDS

vt

„t`.. for the limited purposes of epiderniological euiei3l nce 

a case of acquired iimrnme deficiency oynciromQ..4c. defined as 

one in which a person has. a -reliably diagnosed"disease that is at 

least moderately indicative of an underlying cellular immune 

deficiency (such as an opportunistic infection, or I.aposits 

sarcoma in a person aged less than GJ years) but who, at the 

same time, has had no kno;rnj underlying cause of cellular, immune 

deficiency nar_ any other - cause of reduced resiFstaznzce reported to 

• be associated with that dit+eane." 

The so-called ',extended 1. ,aphadonopathy syndrome", characterised by unoxplainee 

lymphao.enopathy in two or more extxainguinal sites for more than 3 -'months 

'i ith fever, malaise, night Sweats, weight loss and hepatosplenamegalj~, its 

not included in the .d.ofimitiou because of the current doubts about its 

ii pi ications. 

By 31 July 1983, 14 cases of the acquired immune defici.tncy, syndrome had been 

reported'.to the 'Communicable Disease Surveillance Centre. All the patients 

were white sen. ' ore were 6 cases of I:aposiss sarcoma without pneumotiysti , 

5 cases of pneuinocystio pneumonia without Caposits sarooma>, and 3 cases of. 

other opisort:urnisti.e ,inXectionr:, The other infections reported were toxopl.asmoz 

and- cyto egalov3. .us .i.n o patic,,ats ai:d the ih.1r_d nail ocssoph.a4e.A . c nd.i.diarsi . 

Patients ranged in ago from 20-45 with a ,mesh n of 39. The youngest poti_ent 

had haemophilia A. ' There were 5 deaths, two .from Kapocsi 's sarcoma arid 

threo from prieurnocystis pneumon1a., all in ho iosexual patients aged bet»ean 

35 ant€ 45. 

Of the .14. patients .12 were homosexual, one was also a drug abuser; 10 ore ' 

ro€ported from London, one from f3rietol and one from Qxford. The has,soplrtl i.c 

patient was from Wale , and had received. Factor VIII imported from the 

United Statee; a patient from Lameanhire did not come within the knoern rink -

g roups. 
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2. As a temporary measure, members of groups at increased risk for AIDS should refrain from 
donating; plasrno and/or blood. This recornrncndatiora includes all individuals belonrinz; to 
such groups, evert though rntiny individuals are at little risk of AIDS. Centers corlec:tin~ 
plasma and/or blood should inform potential donors of this recornrnendation. The. Food and 
Drug Administration (FDA) is preparing now. recommendations for ananufarturcrs of plasma 
derivatives and for cstabli~hmcnts collecting plasma or blood. This is an interim measure to 
protect recipients of blood products and blood until specific laboratory tests are available. 

3. Studies should be cnnducted to evaluate screening procedures for their effeclivct:ess in 
identifying and excluding plasma and blood with a high probability of transmitting AIDS. 
7hcsc procedures should include specific laboratory tests as well as Careful histories and 
physical examinations. 

4. 3'hysiciaras should adhere strictly to medical indications for transfusions, and autologous blood 
transfusions arc encouraged. 

5. Work should continue toward development of safer blood- psc #its for use by hemophilia 
patients. _ _ 

The National Hemophilia Foundation has made specific recommendations for management of 
patients with hemophilia (17). 

The interim recommendation requesting that high-risk persons refrain from donating plasma 
and/or blood is especially important for donors whose plasma is recovered from -plasmapheresis centers 
or other sources and pooled to make products that are not inactivated and may transmit infections, 
such as hepatitis b. The clear iOtcnt of this reeornmendation is to eliminate plasma and blood 
potentially containing the putative AIDS agent from the supply. Since no specific test is known to 
detect AIDS at an early stage in a potential donor, the recommendation to discourage donation must 
encompass all members of groups at Increased risk for AIDS, even though it includes many individuals 
who may be at little risk of transmitting AIDS. 

As long as the cause remans unknown, the ability to understand the natural history of AIDS and 
to undertake preventive measures is somewhat compromised: However, the above recommendations 
are prudent measures that should reduce the risk of acquiring and transmitting AIDS. 

Reported by the Centers for Disease Control, the Food and Drug Administration, and the National 
Instutes of Health. • 
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l'REVVENTION O1= AC(.1111U:L) lt.'I.SFJb I)Pf !Ci1'.UCY SYN1t C.)MI, (AIDS) : Rl1l'01tT OF IN'IFR-

Since June 1951, over 1,700 cases of .acquired immune rlcficiency syndrome (AIDS) have been 
reported to CDC from 311 states, the District of Colurnt>ia, and 15 countries. Reported cases of AIDS 
include pet-sons with Kaposi's sarcoma who arc under age G0 years, and/or persoim with life-threatening 
opportunistic infections with no known underlying cause for immune deficiency. Over 450 persons 
have died from AIDS, and the case-fatality rate exceeds 601, for cases first diagnosed over I year 
previously(l,2). Reports have grtrdually increased in number. An average of one case per day was 
reported during 1951, compared with three to four daily in late 1982 •and early 1953. Current 
epidentiologic evidence identifies several groups in the United States at increased risk for developing -
AIDS(3'-?). Most cases have been reported arno::g homosexual nicn with multiple sexual par;ners, 
abusers of intravenous (IV) drugs, and Haitians, especially those v.ho have entered the country within 
the past few years. However, each group contains many persons who probably have little risk of 
acquiring. AIDS_ Recently, 11 cases of unexplained, 'life-threarcning opportunistic infections and 
cellular irrrmunc deficiency have been diagnosed In patients with hernaphilia. Ayailable data suggest 
that the severe disorder of immune regulation underlying AIDS is caused, by a trnnsrrrissible agent. 

A national case-control study and an investigation of a cluster of ccjsest arriong homosexual men 
aft' California indicate that AIDS may be 

sexu' 

lly -transmitted arnon4 h6tofd' 
ual 

or b'isexctal tnen(S,9)_ 
AIDS cases were i— ceritly reported rmong women who were steady sexual partners of then with AIDS 
or of men in high-risk groups, suggesting the possibility of heterosexual transinission(10). Recent 
reports of unexplained cellular irnmunodeficiencies and opportunistic infections in infants born to  
mothers from group 5 at high risk for AIDS have raised concerns about in . utcro or per inatal 

• transmission of AIDS (II). Very little is known about risk factors for Haitians with AIDS. 

•The distribution of AIDS, cases parallels that of hepatitis B virus infection, which is transmitted 
sexually and perenterally. Blood products or blood appear responsible for AIDS among hemophilia 

• patients who require clotting factor replacement. The likelihood of blcoil transmission is supported by 
the occurrence of AIDS among IV drug abusers. Man) drug abusers share contaminated needles,
exposing themselves to blood-borne agents, such as hepatitis B virus. . Recently, an infant developed 

• severe immune deficiency and an opportunistic infection several months after receiving a traits-fusion 
of platelets derived from the blood of a man subsequently found to have AIDS (12). The possibility 
of acquiring AIDS through blood' components or blood is further, suggested by several cases 

in Iierso,-is 
with no known risk factors who have received blood products .or. blood within 3 years. of ATD$ 
diagnosis (2): These cases are currently under investigation. -

No AIDS cases have been docurnentdd arnong health care or fal>pratory personnel caring for AIDS 
patients or processing laboratory specimens. To date, no person=to-person transmission. has been 
identified other than through intimate Contact or blood transfusion. "' 

Several factors 'indicate that individuals at risk for trarisrctitting AIDS may be difficult to 
identify. A New York City study showed that a significant proportion of homosexual men who were 
asyrnptornatic or who had nonspecific symptoms or signs (such .as generalized lytnplzadenepathy) had 
altered immune functions' demonstrated by in vitro tests (2, 13, 1(J). Similar findings have been 
reported among patients with hemophilia (2, 1), 16). Although the signilicace of these immunologic 
alterations is not yet clear, their occurrence in at least two• groups at high risk for AiDS suggests 
that the pool of persons potentially capable of transmitting an AIDS agent may be considerably larger 
than the presently known number of AIDS cases. Futherrnot c-, the California cluster investigation and 
other epidemielogic findings stugg,est. e "latent period" of several months to 2 years between exposure 
and recognizable clinical illness and imply that transnikssibility. rosy precede recognisable ilfrir:ss.-
't]tus, careful histories and physical exam inations alone will not identify all persons capable of 
transmitting AIDS but should be useful in identifying persons "with definite AIDS diagnoses 

or 

related 
symptoms, such as generalized- lyrnphadenopathy, uncxplairicd weight loss, and thrush, Since only a
small percentage of rnernbers of -.high-risk groups -actually hr;s AIDS, a laboratory test 

is 

clearly . 
needed to identify those with Al-US or t1;Qsc at highest, risk 'of acquiring AiDS. - For the above 
reasons; persons who may be considered' at incrci,ssd risk of ALTOS incimide these with symptom s ,rid . 
signs suggc:stiva of AIDS; sexual partners of AIDS- patients; 'sexually active lornotaxsal or bi r-xctu.I , 
noun y':lth -rnultiiilC liarlfir:r;; 1- aitiar •em,traros to ti:;` United 5t%itcsi p:esent or past abusers of I.'
drugs; .patients with harnopl=.il ia; and sexual partners of individuals' at increased risk for AIDS_ • - -

Statcnients on prevention and control of AIDS have been issued by'the l-I tir•neI Cay Task force, 
• the National 1k{rnophilia Foundations, The American Red Cross, The" American Association of Blood -
Banks, the Council of Community blood Centers, the American Association of Physicians for Humart 

. Rights, and others- These groups agree that steps should be implemented to reduce the poter;tial' risk
of trarisniitting AIDS through blood products, but differ in the. rncthcds proposed to accomplish this 

goal. 

Public 

health 

agencies, 

cbrnnr.rity 

organisations, 

and 

medical o.ganixatir,ns and 

groups' 

share 

the responsibility to rapidly disseminate information on AIDS and 'recommended precautions.' -

Although the cause - - of- 

AIDS 

remains unknown, 

time 

Public 

• 

Health .  

Service -  

recornracnds 

the 

following actions: 

1. 5cxual contact should be avoided -with persons known or suspected to have AIDS. Members-
cf 

high 

risi: groups should 

be aware 

that 

multiple 

sexual partners 

increase- 

the 

probability 

of 

developing 

AIDS. 
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AC:nl1lRr-l) IMW1[J!J>: N'FICII_NC':' SYHr?!Mt.Ar-- (/!ns !'J'1CAt.11'IONS 1'Ont CLINICAL•Itfdf)
LABOi.A1o; y 5'1'/i! 1•;r - 

The etiology of the underlying immune dcficicnci!.s seen in AIDS cases is unknown. One 
hypothesis consistent with current observations is, that a traissinissible agent may be involved. If so, 
transmission of the went would appear most commonly to require intimate, direct contact involving 
mucosal surfaces, such as scxuai contact among hon,csexueI rn tles, or thro•ih ,parcnteral spread, such 
as occurs arnong intravenous drug abusers and possibly hernophilia'patients using Factor VIII products. 
Airborne spread and interpersonal spread through casual contact do not seem likely. There patterns 
resemble the distribution of disease and modes of spread of hepatitis B virus, and hepatitis 3 virus. 
infections occur very frequently among AIDS cases-

There is presently no evidence of AIDS transmission to hospital personnel from contact v~itli 
affected patients or clinical specimens. Because of concern about a possible transmissible anent, 
-however, iriierirn suggestions are appropriate to guide patient-care and laboratory personnel, including-. 
those whose work involves experimental .ar:fmats. At present, it 'appears prudent for hospital personnel 
to use the .same precautions when caring for patients with AIDS as it Yc t't sod for .patients with 
hepatitis B virus infection, in which blood and body fluids likely to-ha c• 'been coatamiriated with 
blood are considered infective. Specifically, patient-care and laboratory personnel should. taste 
precautions to avoid direct contact of skin and raucous membranes with blood, blood products, 
excretions, secretions, and tissues of persons judged likely to have A)DS. The following precautions 
do not- specifically address out-patient care, dental care, surgery, necropsy, or h modialysis of - AJI)S 
patients. In general, procedure's appropriate for patients known. to 5e infected with hepatitis B virus 
are advised, and blood and organs of AIDS patients should not be dona tcd. -

The precautions that follow are advised for , persons and specimens from persons Title: 
• optortunistic infections that are not associated with underlying irnrtunosuppressl-ee disease o, therapy; 
Kaposi's sarcoma (patients under GO years of age); chronic -generalized Iyrtphadenopathy, unexplained 
weight loss and/or prolonged uncxplained fever in persons who belong to groups with ap ieently 
increased risks, of AIDS (homosexual 'males, intravenous drug abusers, Haitian cntrans, Nemeth iiscs); 
a std possible AIDS (hospitalized for evaluatiNn). Hospitals and laboratories should adapt the following 
suggested precautions to their individual circumstances; these recommendations are not rrca: t to 
restrict hospitals from implementing additional precautions. 

• A. The following precautions are advised in providing care to 'MD 5 patients: 

I. Extraordinary care rrmust' be takers to avoid accidental wounds from sltat'p ir rurr alts .
contaminated with poteotia!ly infectious material and to avoid contact., of open skh-i !esions 
with material from AIDS .patients. 

• 2. Gloves should he worn when handling - blood spscimcas, blood-soiled- items, body fluids, 
• . excretions, and secretions, as well as surfaces, materials, and objects exposed to thorn. • -

3. Gov:ns'should he worn when clothing, may be soiled with body fluids, blood, 'secve.t -ons or 
excretions. 

4. il•lands should be washed after removing gc'ms' and gloves and before leaving the, rooms of 
'known 'or suspected AIDS patients. Hands should also be washed thoroughly and immediately 
Jf they, become contarniriated with blood. 

• S. Blood and other specimens should be labeled prominently with a s'pcciel warning, such as 
"Blood Precautions" or "f•JD5 Precautions". If the outsicle of the cmeclbucri container is 
visihfy contaminated with blood, it should be cleaned with a- disinfectar+t (snch as 

•a 
1 10 -

difutic,n of 5.25"4 sodium hypochlorite (lsuu `:sold bleach) with water). All blood epecimcns 
shou.cl be placed in- a second container, such as an impervious bag, for transport. The 
container or bag should be examined, carefully for leaks or cracks. 

5. Blood spills should he cfsaned up .promptly with   disinfecti~nt solution, such as sv'fivan . 
hypochloritt (5%r .abo' e). 

7. Articles soiled oil hi blood should be placed it', an itepervious bag prominently labeled "f•,JttS 
Precautions" or "Blood' Precautions" before being •sent for 'reprocessing or disposal. . 
Altcriiatively, such contaminated items may be placed in plastic bags of a per•ticular. color -
designated solely for : disposal of infectious ,wastes by the hospital. Disposryhle items should 
be incinerated or disposed of in accord with the hospital's policies for -disposal cl infectious'• • . 
wastes. ' Reusable itcr.ns should be reprocessed in accord with hospital policies for he; at-itts B 
virus-contarninated iterns. Lensed instruments should be sterilized after use on' "'IDS 
patients_ 

8. Needles should not be bent after use, but should be promptly placed„ in a puncture-resistant 
container used. solely for such disposal. Needics should not be reinserted into their original 
sheaths before tieing discarded into the container, since .this is - a common cause of necdie 

r 4 
injury.

9. .Disposable syringes and needles are preferred. Only needle-looking syringes, or one-plisse 
needle-yriti e. units .should be used to aspirate 'fluids from patients, so that collected fluid 
can be safely discharged through the needle, if desireo. - if reusable syringes are 'cr:' cloyed, 
they should be decontamincd before. reprocessing. 
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10. A private room is indicated for patients who arc too ill to use Food hygiene, such as those 
with profuse diarrhea, fecal incontinence, or altered behavior secondary to central nervous 
system infections. 

Precautions <-+ppropriate for particular infections that concurrently occur in AIDS patients should 
be added to the above, if needed. -

13 The following, precautions are advised for persons performing laboratory tests or stu;lics on.,
clinical specimens or other potentially irafecttous materials (such as inoculated tissue cultures, 
e.rnbryonated eggs, animal tissues, etc) from known or suspected AIDS cases, 

1. Mechanical pipetting devices should be used for the manipulation of all liquids - in the 
laboratory. Mouth pipetting should not be allowed. 

2. Needles and syringes should be handled as stipulated in Section A (above). 

3. Laboratory coats, gowns, or uniforms should -be worn while working with potentially infectious 
materials and should he discarded appropriately before leaving the laboratory. 

4. Gloves should be worn to avoid skin contact with blflad.sleccirnens containing blood, blood-
soiled items, body fluids, excretions, and 'secretions, as well as surfaces, materials, and 
objects exposed to them. 

_ _ 

5. All procedures and manipulations of potentially infectious material should be performed 
carefully to minimize the creation of droplets and aerosols. 

b. Biological safety cabinets' (Class I or I1) and other primari containment devices (r..g centrifuge 
safety cups) are. advised whenever procedures are conducted that have a high potential for 
creatin„ aerosols or infectious droplets. These include centrifuging„ blending, sonicatin g, 
vigorous mixing, and harvesting infected tissues from animals or . cmbrvonated egrs. 
Fluorescent activated cell sorters generate droplets that could potentially result in infactiou>s 
aerosols. Transhicent plastic shielding between the droplet-collecting area and the equipment 
operator should be used 'to reduce the presently uncertain magnitude of this risk. Prir.arw 
containment devices are also used in handling materials that might contain concentrated 
infectious agents or -organisms in greater quantitites than expected in - clinical specimens. 

7. Laboratory worK surfaces should be decontaminated with a disinfectant, such as sodium 
hypochloritc solution (see A5 above), following any spill of potentially infectious material and 
a#.the completion of work activities. 

8. All potentially contamina't'ed materials used in laboratory tests should be decontaminated, 
preferably by able'clbIvirkg, before disposal or reprocessing. 

9. All personnel should Wash their hands following completion gt- .Iabo; atory activities, . removal 
of protective clothing, and before leaving the laboratory. 

C. the following additional precautions are rrdvis^_d for studies involving experimental an ire is 
inoculated with tissues or other potentially infectious materials from individuals with known o: 
suspected AIDS. 

1. Laboratory coats, gowns, or uniforms should be worn by personnel entering rooms housing 
inoculated anirn;ats. Certain nonhuman primates, such as chimpanzees, are prone to throw 
excreta and to spit at attendants; personnel attending inoculated animals should wear mohfsd 
surgical masks and goggles or other equipment sufficient to prevent potentially infcct_ve 
droplets from reaching the rnucosal surfaces of their mouths, naves, and eyes. In rd:lit oa, 
when handled, other •animals may disturb excreta in their bedding. .hatefore, the above 
precautions should be taken when Irandlina there. 

2. Personnel should wear gloves for ail activities involving direct contact with experirrr:ntai 
animals and their bedding and cages. such manipulations should be performed carefully to 
minimize the creation of aerosols and droplets. 

3. Necropsy of experimental animal should be conducted by personnel wearing gowns an:' 
gloves- If pr n: ed,tr s generating aerosols are performed, rr:_s,cs and galasales sl,a:::d be worn. 

4. f'_>arnc+rchnary care rr',urt he taker, ru avrdd e.r_cident,0 sticks or cuts v iti, thug Errs• u:: Crrts 
contaminated with body fluids or tissues of experitnentsil .ar,irnals inoculated with n~aterrsl 
from AIDS patients. . 

5. Animal cages should be decontaminated, preferably by autoclaving, before they arc .cleaned 
and washed. 

&. Only needle-locking syringes or one-piece noodle--syringe units should be used to in;act 
potentially infectious fluids into experimental animals. 

The above precautions are intended to apply to both elincial and research labo:atorica. 
Biological safety cabinets and other safety equipment may not be generally available in . clinical 
laboratories. Assistance should be sought from a microbiology laboratory, as needed, to ass:;re 
containment facilities are adequate to permit laboratory tests to be conducted safely. 

Reported by Hospital Infections Program, Div of Viral Diseases, Div of Host Factors, Div of 
Hepatitis and Viral Enteritis, AIDS Activity, Center for Infectious Diseases, Office of brosafety, CDC; 
Div of Safety, National Institutes of Health. 
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3>3t) €S+',iYit Jury ts, 1033 

AtfMS-• Contfn,cd 
of carinrj fry on ADS patittnt, and none had known contact v.'ith Mud of art AIDS pntitlnt;

r 
hpvrt'vCr, the (t .-sitlilrty ti ,•! IhRsr, pnti^ntA fro¢ {U'[f. 1lCrt or unf:flUrrli CzppulttCrlJ lhC1 b€tlaif 
of Aft:';. p; €roots cannot ba anti: ef{ exslt,Cr:t1. 

7tsose four 4rlsr s povzJu no new iotorrrrabon re: nr(lrnq occupgtionat risk re!;Itpcf :0 rt0w!t )7- 

care poi on:lcl. Yrarvm tn of AIf)S W shirr hospitals has riot been rt.gat i!~fitc omrrt ria-

lions for prev.^ntion of AIDS in health•caro t:.': or,n;'! have t,e~n previoU•sl j>u! shed (4), and

theso pamonncl rve urgod to bocom, farn;kor with and adhro to those rcorn 114:r:dWtio i . 
lieferencc e 
1. CDC. tl ata en acquted irnrnur cior r syndron>o {AIDS€--Unied Sate . MtAV1€: 

t 9C2;3t; fi7-f3, 513-14. 
2. Masur H. I ;0,.Ois F„f,, Wor se : GP. et at. Opportunstk intcchon in f)rnvipusly hearth}' women In hat 

msnifr• rtat;ot of a comrntr:t;ty-,icquired ce'iufar irnrnt: ndufic oricy. Arun !blurt Attu S 1 5332:9 7:033-3.. 
3. CDC. Acgtrired irnmunodefir,lenty sMdrernr, (AIDS) updala—Unite- States, WOWit 

1083;323O -fl. 1, 
4. CDC. F.cctr:i:tc! immune dc'rciancy syndromes• tAlrDC1: Precautions for clinical and 1bo:atory staffs. 

f✓.t.:NH 1~1s2:31:s70-130. 

The Gtor:Sidiry and fao:elk:y trtmrkly F'epor.' i pre;rarvd by the Centers for Gicer;se Control. 
Kttaa;a. Georgia, an•1 zvaifzbto o, a ;,ad subscri rtten basis !morn the ;,u;r„rintendent of 
Documents. U.S. Govctnm.st f'rirrt ng Office. Y<ac!unrtan, P.C. 20407_ (20211, :23 

The dalo in this r0port are ,,rum ;: r, e:, ba rd or, vreet;fy rcpvrts to COO tiY;rs.tate hcutth 
depE—travnts. The r~poriir.ca %meek cunc'.ade; at ctust ut bus=iness orr Friday; ccrn;'ilcd data on a na-
tiona! basis are o(ficiatty reIcased to the public or. the succeeding Friday. 

'flue erSitur wplCcrne caaaurtts of interetirr2l cases, outtrrn:rF e. crtvirortntental he7ards, or 
o:hcc publicIrezi;h pre5te:n; of current intCrt.t to health o111c1a13, Such reports zod ony aFht:rinzt-
ters {'ertoinincj to edrtorio or other 1rztuaf conside etbmrs sf;ouId be addressed to: ATIN: Editor. 
l.;,rGir1 [} ann f.Sorrcliry Yf'chf, /?epu:r, Condors for D:;Hasa Coatral. Atlanta. Geor jis 30333, 

Director. Con:ors fcd 1) seste Control
Witriarn H. F'oe..ue. m-). Mi razt C:- Cre;3. rn.A 

Director. Cprrernitrogy r'rpgrznt Ufiiet Matntmat•tai S!atrstirisn 
Cart W. ';YI^-r, Jr.. 1-1.0. Assistant Editor I:•_•^.wn3n Choi, I-no. 

Kzren L. FOticr, M,,Fr, 

V.S. Government vrinNrt9 Elknee: 1=7=4es/tp4't r~e{,ton rV 

Ur- I T ED STA t•F"S Co E:)tl•.?Mt 1-tTPP!r1 T 11:G oFFrCC

SUPE mil .TE!JDEtl7' f3!= DUCUfv1EM'IS ~ 
Vtashrngtcn. D.C. 23407. ' -~ 

_ u 
CI FECI.;t. 6rJ:1 S _,•- ' LJ. . Gv+'Crnrs t: l ''rinsing C?rf lot F.' =~`a 
E'caa!r/ for Pnvrw lkt. 5300 3y,  t!:E,afr.
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Vol.32/No. 77 !!+?i:'1 f; 3Sr3 

AiDS -- Conrir:ucd . 
t)nCrplt:ifCCf lyntphlrri IOI.t.rttty ui lorwent a fy fth node p:iopsy• in the nml slttrry Sugerl• 

tyre=a of the• fir sF:ilE+f. !af!!ipt+jilt pzlfent 1 wt+:; worl:m+1 in fl pis aren on ilia dc', of thrs biopsy, the 
extent of his contiicl, if any, with the lyrnpho(innepathy! Pdlrolrt or matciizit5 u5cd in the biopsy 
proco.iurois uri•,ro.vn. 

- Patient : 2-4: Less cpiderfi'Ufpi jrc Inf©T('ft,:!tion is tivailat:lc for pJticnts 7-i than fpr pat Cnl 

: 1. Th^.y 'plv_ttr eitf:+:r metro 1i4ely to tt;3vo l e1on d to AIDS risk groups or less likely to h?vc 
had rrrE?osst+ra to blood than patient 1. /.ilfitsr} iinnluro!ociic st s 'ios consistent fiv t AIDS.

t'ut[cnt 2, n 32-year-old American Irciisn wom an. was living in New Jbrsoy when the 

became III in 1O 1.  She was found to hove PCP, recovered foilowi' g Ire:at cnl, but died of 
cerebral tr)xep!asn:asis in 19182. She had wori:ed in a hospital laundry since t 0'33. D Jr:ng her 
employment, a polie.tt with p,ssiblo AIDS had been admi€Std to-lbrca €r; i.af where site 

• worked. but she had no direct eonfiict_wilh this person. At,houit, sfxs ued .mrivano, 
cocaine. ar.d mc_caiine. she, denied IV drug use. She also denied forcign irnvef, receipt of 

blood, and saxu3l contact tdith teen who were . bisexuat. or IV dreg users. (This pitiant has 
been previously reported elsewhere (2).) 

P :tiwnt 3. a 34-}'ocr-c)ld,iernaic-i born men, was living in f.?itimili, P'[prida, '. hen h became 
ill in 19-12. He Fins found to have PCP end recc)vercd following treatment. He had come

United States in 1979 and had viorkad as a prEveto-duty nu: s? in Miiiirmi since than. Fie denied 
contact with AIDS patients; a 'subsequent review of his work Essignrn. nts Showell that hie 

had not cared for any patients reported to have AIDS. Fla did not recall ever having a needlr-

i stick i:ijury. Ha also denied hornosexuel activity, IV drug use, and receipt of blood. One of hi 

ferpota carnal partners was inte.rviewtd. She was in good hes:th and den:ad IV drug usa. 
Another of his (orate par tr.trs could not be located. 

V Patient 4, a middle-aged mart, was tieing in Nc.w York City when tic became ill in 1903.1;3 

was foundio have PC e'' and recovered following treatment. He vlorkcd as a nurse's aide i:i the 
outpatient dtportrr.eiit of a hospital..AtDS patients had been seen al-this hospital, but he an-

t 
parer.tly had rot.cared fcr any of them. In the past, fie had had nsediestick injuries and had re- . 

ceived bites frsrn•,:at:Ents, but could recafi, no such injuries for more Sher i2'y' urs. Alttrouy€t 
he adraitfed to a honnoce'xbsl cncount r as an adolescent, he dertiad horncscxrc.d activity c_ 

an adult. I-ia also denied IV. drug use and receipt of blood and had no foreign era:rrf Since 

1.970,- His serologic tests for syphilis (FTA- .MS) and hepatitis 3 virus (antibody to hepatitis }: •.

core antican were positiveC." 

f,eperced.by S Rosen. MD. Raft. rror , M Lr.virr, MD, It Bert'. MD. 0 VT/ms. blf)- S 05/:e, Crr.ei 1-:d:;.rrsf, 
1ie:ftirncN_•, 0 W.7f'%7r;', C Cd-np i,'C:1, 1f 0u miiog, 0 Gf aef. MO. &ptcimerc city  !time!  O a.e -f 'roman

•
_ 

1 D//4. E Israel, /,MD, State fir✓r , eiiot vj:sr, f,ferylenrJ Stale Ornr .91'1fea/rh jed Manta/ lfy9tern.: U S?li:r-
-fMA, R Y,rpi.a. 1.40, University of flydreine end Dentistry Mew Jersey; tie•r.•erk, W Fa,/ti, C !• State -

' Epiderniclogis I. hew ,Jar r cy Stems U.pr of Neelth; J ELre:.k,ontc MD, Beath f/.ri a llorpial Coaerr4'm - -' 
(Pr lrfecnon Coat,-o/. Misrrii ft Ifo:osn, MC? 0--df County Neaf(:r Cept, J.Secks, MO. Acr'cg Ste;e 
Epfcfenminlaisr. f'lo-idr Stara Dept of HCafrl) and R&a;brlirarive'S•res; S 1-'rieG'.-rr.',n, MD, lie vi York Ciry 
Cap! o.'ffre!:n, f! Ro:hen5^r1- M!7- Srere Cpidrn)irdc'jis; (Few Yea): S1tre Dept of liceirhr; Vie of Field 
Svcs, (pMee i slrviy Pro v&rrt Office, Ik,spite/ lnfecdons P 'rein; Ala$ Activity Center for lafecrious • 
Drscriris CDC. 
Pd rat [•:u*ec -1.+:hrut! -ilic etio!og'' of AI_)S ran:ain5 tnlrncwn cc lcr 'c te ,jid ^v(',, e: rY_':'.

I fl ,.-.  S 5.1^tftj7j is cs igrid tr-f 2is IttfCche=~ t]r.{1t tri'?S :"litt$d sas!r,;rt / i/: l0`, 'r"iC iSIc

through Cxp 7sere t7 bloc':i or bi0cd pre Jacts. The d'iseasri Its rot'hean shown try he trai - :- it- . . 0

tad through cnsuat contact with affected individuals. 0 

Continuing survaillance of AIDS confirms carder observations that 94% of pa:ircnts come 
from the high ris1; groups previously described (31. The source of AIDS in thy; p;rtianlw mu ftO 1-
ect herd is unknown, They denied belonging to known AIDS risk groups; horsrsver, the accura-
cy of data conccrYting sexual activity and IV drug use Cannot he Verified- None gave a history 

.. ♦ ....1..u....w -Lw. .-,.~ n..', *N.wn .w ...w~ •-.. ...s. ,..- - - -•r - .  ....... . .....gin - -r r.. ._ --. ~- ~.,
. 

- 
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ApVLND
* 

. ii ii: 

3 58 Jai.i>tli July 15. 14 3 

An iEvaktx:ttiun of thrr Acr;uirc:d [tnntunoc€G€iciammcy Synr1romo (t;UJ5) 
( ..,_.. Roportt td i:3 t; _^ittr Gr+ro i=,tr :t:tc~l Unitod :mot T;o s 

• /s; of July S S, 1983. f)ti cr.iri and he.,11!T depx:rtrii nts in tho tl 1,;Iid Sat aird Pscrto 
Rico hacro(`ortc•d a total of 1,831 (? i ,nts nu•cliog the CPC surveillance do(inition of Via CC-

• ((UIr Gcf imrltrl+T9dO ciilnCC Syr:4:o c' (AIDS) [1 J. Of IitCSj. foar Wf•rt' ref)ortcd to t)S h;7 ali(i-ci!re" 

arsonnot net ?<,notvn to hefo::;r to fjrov?s at i11Cr£ z e-J iisk for :if«1J. b. i f i;t,I, s in tl:es

• - . _.. 
.

pot icrtu Coe~urrLd bctwonn Juna'I9F1 anc,• \ >rii t" r' r ,,.-, r ( ~3. 71+c sot+rc~+ of %:~., r,l thus four r,o-
- tionts is unct- or. :;,rKd nano 1- d dvctiait nted contact with another AIDS p atierlt, F:dd;,iona

•
I 

t cases havo been reap ort:id in hea:ttl-caro parwonnel; howovcr. theso hav&' either ot•Gerrad in 
persons betong;ng to AIDS risk groups or in persons for wt\om informp.tior, is in7tlfficient to 
dclerrnina if they belong to such groups. The ease histories for the four paii•ui fotiow-,. 

f'-ti. :t 1. A a2 } t r filet black r a:i (i,rrg in Ea?uriore;, f:sryl::n;r, \v ::s in mood hs.',i:h unlit 
• .. .. .... . ... . January 1983. when he cor,;p.ain J of lo%vor abdominal disco n]fe r, relicvcd by tc .nation. an 

= blood in his sY aafs: E.'radfcel e~ aluatior., which included a ran t scnegrzm an nn a -, sorni. zi 
CAT scan, redr±atect no eauso for his camptoints. and his symptoms sorb ,iced Y=l:Itnu 

trust, lertt. At tho sar-ti time, hC began to lose wit ght. On fay I.i, hL prr•si,rlt3Cl Yc; hts lTr='.a;=. 
'.-•-... - . .. ,, - •pfly iCi3 i i','itlT C4: n']:i=i:7 t.^. OI fever or1f couzh Gf 2.3 days' Grtlro t101i_ Iii tern \:'3.5 

-- - : _ = i' .' 7.E?._C 110') f)• Chest x-ray s'iowed a queshil:cable rgiT!- c - er :p lobo ir.filtr ta, and-h a v: rs 
_ t- Given oral c: ~ihra: 7yrirt. 

- -- - 1 On Way,.?-1. 1 f`C3, the patient won • to i usttim r,spi•i i-,~d''o 1ory h ,..i, whe:a he ., to r. :s ,-r 
:-' • bitatora!' p;r'snonary infiltrates_ He war' hospit3tized and syliamctilorazol: %t:i;net .ep m \ses 

e i=vd.to his.therspy. On May 24. a tre00bronchre'1lung biopsy -,howed f%r) Y.lOCBrie" car I% 

_— 1t

- - 
.. pn0Lnlonta {PL. k'}; T:::1i15 of rll;!:t 0010,, C SiUO 'o , Vvc a c --istc ci , t 417:3] /",I :S.•:.}E'r (:itr; hl;; %:d 

1 ditiOn 0 p0'. i 30ine isettiiunaa;1 to tU therapy. Isis cand;tio : worsened, 2•nd he died o:7'GROA 
.__A~At F:UttiF1SW feiT s.  1r! r. ,̂GAf [':' rcf r: as taurTd. ... 

' . . . 

- -  - •The pats r_t•hod'. or;:Cd for the hoc ' p ng department of A bo' -p' r cinr L' 1 C69 t!G It l 

- n:ng in Aug!sst 13E31 ho vrorSer!•excfu,lvufy i lthe a nat)is 'ry SUr(rrl' i:rea. H:hire• his ctu1; s 
_ incfrrdos( removal of surgical drspas and dis(,ssatb!•e sur91ca1 ipmcnt, v;hich.\Yef!: Dien 

= contarifnat i th , '.r 51 pc,p;:.rtedly, lit- a -c al;y c°i ; r-0t w;ur gl:>Y
. - -:- .On FCt1r U;!rf 2(?. 1992, 1110 pz"efit w- On t to (ha Gni(.:oyoe-hE: l.il i tt -s::, for to:;I i:1;C'rit of a.

. _. . 

~'! 

• •

n 5e612sIic*,, 1{t;u1y_, The Ertiont sta1 . I tlt~t. '. t.:1L• dispis::7C( of a C:.rz!'oo t( t"i,;; . c0 ni=E:i o i

'- • - ~_- • used re Cdr?S,, ho) had b - -m Sttrc1. On tire• 1:and bk. a ri_i_!C protr t!Ct-nit "fora iti box. "cod - _ 

isn.mupies v- ru 01,1w-i Li tic ntltl. 8 v -t.s'sorolo,ic tG•r;tS. and a sirlf-f!. 7-ml'u i a of 
n'-'

,- ^ liri (IGI .:-s c' icr: irn'ramuseuli;dy, (iC thornpy has riot L..en reporiorJ ire Gtlr;r y',!I', (rwti, --- s not 

- 
0ftilo:7g: 3 !o t<n;lvrn r:at- 9ro:rpi;.) The ccrotoglc. tests', ore pa::i:i'•,a fcr an;i i y t:i tfrf,cti.is 9 

scrr'r'Cc of. _n but :!c;,ativo for ti:._ art!igeen. hte ether in3uia> LaJ br' ti red 15drt nri is 
--.-,

0=n(•I _'1.,  l: CCQ..' -

t : rhQn in rV,YJ Esi h-  hiS Dhys.icin s, ii^ t , iiittnt, C}Cr: i':d hz,;i,o3i: Krf ! G 't . ... .';co 

' -• [IV, r=ruil us% fvrc;Cn l tz'I or trtnsftrs:On. .ir•tr:r th9 (,,tiart's d:ath, int^rvi::•r, t:y !ht:-i
more City Ifc=slth I7vpartrnent of his family and friends confinnod hie hi;torj. ur.of his 

.. . 
fcTal': srxua( psrtneim Y. ;rtl  inlr rri wed, and r.:l dark:! IV drug us,; tuna had a tT:st )ry corn-

- pat'  ,,•fish AIf1S. "fho p^t::rtt Ilad nob tr.ry oft, netrr,ent for vc;ncreal dl;., res_ ens, s c'rclt,. is .... 
tests for sypi iii :,s (raft, ,11-'A-T('. FTA-F,GS), done Burin, his tiespitalizari in for PCP. a rt. 
noJ-+tl,,o. _- _ . .... - . 

= t,o patient F, etiO3 the CDC surveitlarrcu definition of AIDS was reported to have bean 
seen ai (Ito hospit l'vrtlore patient 1 w;,rk~d. 1=r ,f rn 1902.  r months af.cr the n,:rl;st;ck 

• -_--~' iojiry air 7 rnontrt bef;rro patient I tlicsmo ill, n homosexual man with a hi.;:ory o1 chronic, 

_ _-.._u•,. ~- _._ la-"—.¼ '!1-." _ S_r-S•.[r s- ..C.n,tM•J4.* l_.:3L.'_"'u_+t ._ ,. v.w..,V•• . ._-•`•.. .. .. _ _ .... ....... .... ._. .. -. 
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sexual contacts of persons in these categories. Cases are thought to 

have occurred from perinatal or in utero transmission. 

Several cases have been reported in persons without other known risk 

factors, who have received blood products from patients subsequently found 

tohave AIDS. Cases have occurred annngst haerrrophiiiacs receiving Factor. 

VIII concentrate (ll in U.S.A., l in Wales and 3 in Spain). 

7. Methods of Control 

too cases have begin reported amongst hospital or laboratory staff who 

have contact with affected patients or their cii•n t'--specimens. Noweveir, 

• patterns of distribution and spread are similar"±ötose seen with hepatitis 

I3 virus. It would seem wise to follow procedures used in the management of. 
• patients and handling of specimens known to be infected with hepatitis B. 
• These procedures should be adopted - for known cases of AIDS, for those in 

high risk groups and for those suffering from the l_yrnphadenopathy syndrome 

previ ously descri bed. 

Guidelines and precautions for' clinical and laboratory staff have 

been described by CDC (Atlanta). These have been reproduced by CDSC 

Sexual contacts of patients diagnosed as having AIDS should be 

investigated. Blood and blood products donated by patients subsequently 

developing AIDS, should be destroyed. Patients are treated on an individual 

basis. There is a voluntary reporting scheme to CDSC. 
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discovered to have developed AIDS, although he had been apparently well at 

the time of donation. Some other loss well defined instances of AIDS 

developing at long but variable periods after transfusion have been recorded. 

Although in these cases no other predisposing factor has been implicated, 

neither has a direct link been established with a donor suffering from AIDS. 

1.5 There have been fears that the hepatitis B vaccine, for which some of the 

source plasma has been obtained from homosexual donors, might be capable of 

transmitting AIDS. To date, there is no evidence tha,t..,this has occurred 

('Appendix D). 

1.6 Guidance for blood donors in the UK is being issued with a view to reducing 

the possible risk of transmission by blood transfusion. (Appendix E)

Reasssvrance has been promulgated by the Ha.eophi.lia Society to those who 

regularly receive blood products (Appendix F). 

1.7 In view of the circumstantial evidence for infectivity, in particular in 

relation to transmission by blood or body fluids, there is concern amongst 

health care staff about the possibility of contracting AIDS from patients or 

from contaminated materials and clinical samples for inyeatigation. There is 

also concern lest hepatitis B vaccine or specific I1epatit_is R immtunoglobulin .-

vhioh is recommended for use after an inoculation accident -- could be 

capable of transmitting AIDS. Guidance for the conduct of laboratory work 

and for patient care and general preventive measures, ha-s been issued by 

the US Department of. Health via the Centers for Disease Control and this wac 

published initially in two editions of the Mortality and Morbidity Weekly 

Report. 'Phis is now available from the Communicable Disease Surveillance Centre 

of Colindale in a combined form (Appendix. )3ji}. 

2, RL' i ZRt L J' :`CLP 

2.1 Although an infective aetiology for AIDS remains unproven, it would seem 

prudent at this time for ACDP to consider the need to provide guidance for 

the safe handling of clinical and other material from patients who either have 

AIDS or are at risk from the disease. Consultation 
on the draft ACDP Report 

No. I has produced a number of requests for ACDP to examine this matter, 

including requests from the Joint Consultants Committee and the 'f ITC. 

2 
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JtJLJ.0 -"JA i UJ-LL Ij.L1M AODP/83/P9 

ADVISORY CO1MITTES ON DANGEROUS PATHOGLINS j 

JOII'.T PAPER PRO4 DHSS AND HSTE' 4 , r

ACQI"JIIiD l.i i 1TE DEFICIENCY SYNDROME (AIDS) 

1. B,GCI{GROUND 

1.1 Members will be well aware of the considerable publicity and the degree of 

public concern that has arisen since AB S'eras first recognised as an apparently 

new clinical condition -- characterised by the occurrence of Kaposi.ls sarcoma 

or of opportunistic infections in -the absence of knosm...&auses .of i.mrano—

suppression -- Frith the potential for spread in the community.

1.2 dbi e the majority of th'e 1800 plus cases of this condition now recorded in 

the United States (Aug 1983) has occurred in promiscuous male homosexuals, 

it is now clear that other. groups can also be affected. So far, these include 

female sexual contacts, recipients of blood and blood products and some others 

including HaitiarLs, whose route of acquisition is cr own. . (Appendix A). 

To date no case has been recorded. in health care personnel which has been 

Conclusively attributable to contact. at work (Appsmdi.rz Bi). The Comr -t icabl.e 

Disease Su-iveil .ante Centre (CDSO) has taken on' the task;..of .recording and. 

publicising notifications of confirmed cruses in the. United Kingdom and. these 

now anlou ].t to 20, details of which are given. in Appendix C. 

1.3 The assunption to date has been that AIDS' results from an infection, which is 

most likely to be viral. Several viruses have been suggested as causal 

agents (cytomegalovirus, awLne'fever•virus, human T cell leukaeuia virus) 

but none has been positively incriminated.. There is also. e. possibility that

susceptibility to AIDS may be related. to pre,—existing immune dysfunction in 

the host . 

1:4 There is now strong ci-Toutmstantial evidence, thatAIDS may be transmitted. by 

blood and blood products. In the USA some 20 haemophiliacs (August 1983) . 

? have deve) oped AIDS and. in ] zita.in there is one confirniea case in a haemophili_ec. 

S3.raa.l.arly in Sp -'nn , AIDS has been reported in three people treated with commoxcia 

Factor VIII concentrates and single cases have been reported in haemophiliacs 

in Germany, Austria and Canada. -. No haemophil.aac • has developed Kapos i t s sa.rcone . 

Perhaps the rrost significant case in relation to. blood transfusion concerns 

a baby who developed AIDS several months after receiving transfusions. of blood 

and platelet concentrates. one of the platelet donors 'as subsequently 
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NOT FOR PUBLICATION

ADVISORY COMMITTEE ON DANGEROUS PATRoc;ENS 

ACQUIRED IMMUNE DEFICIENCY SYNDROME ( AIDS ) 

Interim guidelines for Clinical and Laboratory Staff 

ACDP/83/ P22

A. 1. These Guidel7.nes a'e intended as a basis for the formulation 

or revision of written local codes of practice in those 

institutions where patients with AIDS or suspected AIDS 

are housed or where specimens and other potentially 

contaminated materials arising from them may be 

handled. 

2. Until such time as a causal agent is positively 

identified and assessed, specimens and contaminated 

materials from patients with AIDS or suspected AIDS 

patients must be treated as if they contained a pathogen 

capable of causing severe human disease for which there 

is no effective prophylaxis or treatment. The incubation 

period may be up to four years and the estimated 

mortality is 82% within two years of diagnosis. There 

is (potentially serious risk to those who handle pathological 

materials or items contaminated by them without dui care. 

d

3. At present there is ,).tittle 'videnCe of AIDS transmission 

to hospital or laboratory personnel from contact 

with affected patients or clinical specimens. American 

experience as expressed in the Morbidity and Mortality 

Weekly Report (CDC ATlanta November 5 1982, March 4 1983) 

appears to show that infection through casual contact 

is unlikely , since persons with AIDS ara 
living in the 

community. 

4. Since the disease appears to be parenterally 

transmissible, the utmost care rust be taken to avoid 

contamination of wounds, skin lesions and mucosal surfaces 

with blood or other potentially infectious material from 

any patient known or suspected to be suffering from 

AIDS. The application of hospital and laboratory codes 

- 1 - 
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of practice designed to minimise the risk of accidental 

percutaneous inoculation or infection via mucosal surfaces 

is therefore bs.swntia.l. 

5. For all work with AIDS cases it must be assumed that blood, 

tissues, body fluids, excreta . and secretions and 

items-soiled by them as well as surfaces, materials and 

equipment exposed to them are all potentially hazardous. 

It follows that items for disposal or sterilisation must be 

handled with gloves and safely contained. 

6. Patients in whom AIDS has been diagnosed or suspected must 

be nursed in isolation. This should ordinarily imply the 

use of a single room and a strict barrier nursing regime. 

7. It will be the responsibility of the Control of Infection

Officer or' a senior member of the medical or nursing staff 

in conjunction with the laboratories to ensure that all those 

who have direct dealings with AIDS patients (or materials 

~\ arising from them) are aware of the diagnosis and are familiar 

~1 with the prescribed precautions set out in local codes of 

practice relevant to each situation. They should also 

advise staff that provided these are followed there is 

believed to be no undue risk of infection. 

B. 1. The following protective measures are recommended for the 

prevention or possible infection which might arise from 

direct or indirect patient contact when a diagnosis of AIDS 

is possible and when pathological investigations are 

required. 

2. Gloves and disposable plastic apron must be worn when blood 

is taken; the latter should be worn over a gown which 

is to be discarded safely before moving on to other 

activities. 

3. Only the minimum essential quantity of blood should be 

withdrawn and then only by experienced medically qualified 

staff who must ensure that the outside of specimen 

containers is free from contamination. All specimens must 

be in robust containers which must carry either a 

- 2 - 
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"Danger of Infection" label or a biohazard symbol. 

4. Specimens should be kept upright and must be transported 
i \~ 

to the laboratory without spillage in a sealed secondary 

enclosure (e.g an intact plastic bag). Fins, staples or 

metal clips must not be used to make the seal. the 

accompanying request form, which must be kept separate 

from the specimen, must show the diagnosis of AIDS 

or suspected AIDS. Such specimens must not be, sent 

to the laboratory without previous agreement between

clinician and senior laboratory staff.

5. Disposable syringes and needles must be used at all times 

for blood collection. Used needles should not be bent 

or re-inserted in their sheaths, but immediately discarded 

in a puncture-proof container used solely for that 

purpose and designed for incineration. Only needle-locking 

syringes or one-piece needle-syringe, or similar units 

should be used to aspirate fluids from patients. 

Accidental puncture wounds must be treated immediately 

by encouraging bleeding and liberal washing with 

soap and water . Any such incident or contamination of 

broken skin or mucous membrames must be promptly reported 

to and recorded by the person with overall responsibility 

for the work. 

6. Protective clothing, soiled linen or bedding, surfaces 

and objects soiled by blood, fluids, secretions etc must 

immediately be safely contained for disposal or 

treated with a freshly prepared dilution of a suitable 

• disinfectant. The following disinfectants are known to 

be active against a wide range of infectious agents e.g 

freshly prepared hypochiorite solutions containing 2500 

ppm available chlorine, a.nd freshly activated 2 

glutaraldehyds but their ac'-,,i.v .ty a inst the cause of 

AIDS. i .L - o"!n. 'or blood spills and gross cont n?.*ion 

zit' orge.nic rat tsr, _. hi_ her concentration of 10,000 

pp! =n'si1.?.ble c'.~l.orine may be, necessary. Hypochlorite 

solutions may damage metals. 

- 3 - 
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7. X'1.1 material leaving the patient's room must be handled 

in accordance with the policies of the District Control 

of Infection Infection Committee infectious patients. 

Non 

disposable items such as lensed instruments must 

be disinfected after use. 

8. It may be necessary for patients to go to specialist 

departments of the hospital for investigation such as 

X-ray but this should be allowed only after prior 

arrangement so that the control of infection policy 

for that department can be operated. A trained nurse 

should accompany the patient on such visits. 

9. It must be borne in mind that patients with AIDS may 

also have other infections requiring additional 

precautions, 

10. If surgical or dental procedures are necessary, all those 

concerned must be informed of the diagnosis of AIDS and 

the additional precautions required by the hospital's codes 

of practice for work on infectious cases applied. 

C. 1. The fo-lJ_ot.iing neasu.r es ar: r ec .r od for laboratories 

handling pathoIor*i_cal naterial from patients suf feridis 

from ,ADS or suspect AIDS ra`-_^-ts. 

General Requirements 

2. From receipt, all specimens from patients with RIDS 

must be handled in a room other than the routine diagnostic 

laboratory so that they can be kept separate from the 

general work. There must be adequate space (24m3 } for 

each worker. 

3. A Class 1 Microbiological Safety Cabinet must be available 

for all laboratory work  o.pe a ic>&-i n 

which there is any potential for 'aerosol or droplet 

formation. 

-- 4 
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4. All pathological specimens from AIDS cases must be handled 

separately from routine work by a small number of trained 

staff who must be made fully aware of the diagnosis, 

Specimens should be processed either individually or in 

batches with other danger of infection_ specimens at 

the end of a period of routine work. 

5. Laboratory workers must wear gloves, gown and disposable 

plastic apron whilst handling and processing AIDS specimens 

and great care must be taken to avoid contamination. of 

equipment control knobs and surfaces. The latter should 

be routinely disinfected (glutaraldehyde) as soon as 

possible after use and immediately if contamination is 

suspected. Eye protection will be required when splashing 

is a possibility. Clothing for laundering must be made 

safe to handle before despatch to the laundry. 

6. Full attention must be given to containment and disposal 

measures at all work sites and arrangements made for the 

autoclaving, chemical disinfection or incineration of 

discarded materials as appropriate. An immediate review 

of the relevant local code of practice for containment 

and disposal is therefore essential. 

7. The use of sharp instruments must be avoided but any. puncture 

wound which does occur must be immediately treated by 

encouraging bleeding and liberal washing with soap and water. 

Any such incident or contamination of broken skin or 

mucous membranes must be promptly reported to and recorded 

by the person responsible for the work. The local code 

of practice should state what further action needs to 

be taken. 

8. A microbiological safety Cabinet (Class I SS 5726.yor a unit 

with equivalen (rotection factor or performance) must be 

used for work such as fluid harvesting, vigorous shaking, 

mixing or ultrasonic disruption etc where the equipment 

in use is not designed to contain aerosols. 

- 5 
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For toller mixing, specimen containers may be 

simply enclosed in another screw-capped or stoppered 

container. - 

9. All materials from AIDS patients for centrifugation 

must be enclosed in sealed centrifuge buckets. }The e 

should be routinely disinfected after use by filling 

with 2% activated glutaraldehyde, regardless of 

whether or not breakages have occurred. 

10. . All specimens, extracts of specimens or passage material 

to be stored must be separately labelled and 

placed in a secondary sealable container which must 

be clearly marked "CAUTION -- AIDS" and surface -

decontaroinated., 

11. Laboratory work surfaces, equipment used for AIDS 

specimen transport, processing preparation and testing 

should be regularly disinfected by whatever means is 

appropriate and safe to use. Used graduated pipettes SCo t~ 

must be totally immersed in fresh hypochlorite solution ~r1 

overnight before draieipg and. processing for -re-use 

(glass) or incineration (plastic). ').i_soosable plastic 

Pasteur pipettes and dispenser tips must be safely 

contained, preferably by dunking in hypochlorite solution, 

until ready for autoclaving or incineration. The use of 

glass Pasteur pipettes for dispensing AIDS .materials 

is most strongly discouraged. Where surface contamination 

is known to have occurred, disinfection must be undertaken 

immediately. Discarded specimens must be safely" 

contained until ready for autoclaving or incineration. 

12. All personnel engaged in specimen handling must wash 

their hands immediately following completion of work 

and after removal of gloves and protective clothing 

arid before moving on to other activities. 

13. Protective clothing must be used for no more than one day 

and dealt with safely after use (e.g. bagged and autoclaved 

before laundering). A fresh supply must be available at 

all times. 

6 
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14. Specimens and request forms to be sent by post to 

other laboratories for e.g specialised investigations 

must be clearly labelled "AIDS" and then packed in accordance 

with the recognised regulations for the transmission of all 

pathological. material. Details of the packing etc are 

laid out in the Code of Practice for the Prevention of 

Infection in Clinical Laboratories and Post Mortem 

Rooms (HMSO 1978) Section 17, and later Bulletin No 2 

(DHSS 1981) Section 2.b.i and iv. It is prudent t❑ 

take note of any change in requirements, by regular 

reference to the Post Office's latest regulations. Specimens 

for external transport (other than by post) are referred 

to in:Section 16c:of the same Code. 

15. Microbiology 

The general requirements for containment and disposal in 

all laboratory work are outlined above. 

16. Microbiological work must be undertaken in a Category 81 

laboratory (Code of Practice for the Prevention of 

Infection in Clinical Laboratories and Post Mortem 

Rooms (HMSO 1978): Containment Level 3, ACDP - Report No 1). 

A microbiological safety cabinet Class I (BS 5726) must 

be available and used for any operation in urhich thera is 

any potential for aerosol or droplet formation. 

17. Automated or semi-automated equipment should be disinfected 

as described below. 

18. Clinical Chemistry, Haematology and Blood Transfusion 

The general requirements for containment and disposal in 

all laboratory work are outlined above. 

19. All manipulations in manual tests and preparation of 

material for analysis in a closed circuit analytical system 

must be performed in a microbiological safety cabinet Class.- 

(BS 5726 or unit with an equivalent protection factor or 

performance). 

- 7 --
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20. Tests should wherever possible be confined to those 

which can be performed in a closed system i.e an 

autoanalyser, cell counter etc which can be easily 

decontaminated and which operates without aerosol 

or droplet dispersal. 

21. Effluent from analytical equipment must either be trapped 

in bottles containing hypochiorite or giutaraldehyde 

or discharged directly into the waste water plumbing 

22. 

system. In the latter case a discharge tube should 

project at least 25cm into the pipework. Water must 

flow down the waste pipe while the machine is operating 

and the waste system (preferably plastic to avoid corrosion 

problems) must be treated with a solution of hypochlorite 

(2500 ppm available chlorine) when the work is finished. 

Whenever practicable analytical systems should be 

treated after use with glutaraldehyde or hypochiorite 

solution or when these are not applicable, flushed 

through with the manufacturer's recommended wash fluid. 

23. Gloves should be worn when dismantling or servicing 

12 1 equipment used for processing AIDS materials. 

HISOPATHOLOGY AND CYTOLOGY 

25. Arrangements should be made for most small specimens 

from AIDS or suspected AIDS patients to arrive at 

the histopathology laboratory in a fixative solution. 

Wherever possible whole organs or large tissue masses 

should not be examined in the laboratory except under 

conditions of containment. 

26. Examination and cutting up of specimens in fixative 

should be delayed as long as possible to minimise 

operator exposure, but in any circumstances should be 

done by pathologists wearing suitable protective 

clothing (gloves., gowns, plastic aprons and eye protection). 

Due attention must be paid to containment and disposal 

or disinfection of these items along with instruments 

g .. 
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and cutting boards in accordance with local rules for 

thehandling of infectious materials and the general 

recommendations outlined above. 

27. Particular care must be exercised in this work to 

avoid cuts and puncture wounds, skin or mucous membrane 

contamination and splashing. 
(See 

paragraph C 7 above). 

28. Frozen sections must not be made on unfixed material 

from AIDS cases. ( See Code of Practice for the 

Prevention of Infection in Clinical Laboratories and 

Post Mortem Hoems HMSO 1978 Paragraph 29b). 

29. Specimens for the cytology laboratory must be handled 

in accordance with the local code of practice for 

infectious material. The use of gloves, 

protective clothing, sealed centrifuge buckets or rotors 

(including the Cytospin centrifuge) and where necessary 

a microbiological safety cabinet Class I (MS 5726) or 

equivalent is required. Centrifuge buckets and rotors 

should be opened in a safety cabinet. 

D. 1. The following requirement is to be observed when animals 

are to be inoculated with materials arising from AIDS 

or suspect AIDS patients. 

2. No work involving the inoculation of experimental animals 

with tissues or other potentially infectious materials 

from individuals known or suspected to have AIDS should 

be undertaken without consultation with the DHSS and 

who will be able to recommend appropriate 

containment measures. 

[ This section is worded in this way as there are as yet 

no published requirements for animal work and containment 

which are thought to be suitable. As these guidance notes 
FOR ACDP ONLY 

are likely to be available before ACDP Report No 1 appears 

it was thought to be simpler to ask. prospective animal 

users to contact the department's officers who would then 

supply details of animal containment level 3.3 

DHSS 703-6380 ext 
HS F' 262-3277 ext GRO-C 
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E. !. Requirements for Post Mortem Examination and.Bod 

Disposal. 

When a diagnosis. of AIDS has been established during life, 

a full scale post mortem examination should not be undertaken 

to confirm the cause of death. 

2. It is recognised that AIDS as a disease is under 

intense investigation and that post mortem examination 

of confirmed and suspect cases may be required for, 

research purposes. However, a strictly limited 

examination involving discrete tissue sampling may 

suffice for this purpose. Full scale post-mortem 

examination if held to be imperative, should be 

conducted only under the conditions described on pages 

41--43 Section g. iv of the Code of Practice for the 

Prevention of Infection in Clinical Laboratories and 

Post Mortem Rooms (HMSO 1978). 

3. Precautions for Body Handling and Disposal 

Recommendations appropriate for handling the bodies 

of AIDS patients are contained in Appendix 12 of the 

same code of practice. 
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ASTMS COMMENTS ON ACDP/83/P22 REVISED AIDS

A6 To repeat a paint I have made a number of times; I think a 
number of hospitals should be designated for the treatment 
of AIDS. There are overwhelming arguments for this on 
clinical grounds i.e. quality of treatment and considerable 
arguments for supposing that trained staff familiar with 
procedures in relation to AIDS samples or patients are much 
less at risk than staff who have only one odd case. 

I accept that hospitals without the required facilities 
will not be able to admit AIDS patients but this seems a 
rather circumstantial approach for such a dangerous disease. 

What about guidance for medical staff dealing with AIDS 
patients in the community? 

B2 This does not make sense. Paragraph AG refers to nursing 
in isolation. 

B3 I have a number of reservations about the use of a biohazard 
label in such circumstances. These have become quite down-
graded because of irresponsible overuse in some areas. 
'Danger of Infection' is much preferable and I would like 
this to be the only acceptable label. 

I was sure we had agreed to insert 'screw cap' between 
'robust' and 'containers'. Other types of cap considerably 
increase the risk of aerosols or splashes in the laboratory. 
This is required for hepatitis B specimens. 

BS Re-order this paragraph to come after paragraph 3 for a 
more logical sequence. One comment I received was that 
needle stick accidents 'often' occur as a result of 
walking across the room to dispose of the syringes and 
needles. Insert after 'puncture proof container, which 
should be immediately adjacent to the patient when blood 
is taken, used solely for that purpose' etc. 

B6 A number of reservations have been made to me on this 
point. Linen grossly contaminated with blood is unlikely 
to be adequately sterilized by treatment with hypochlorite, 
nor do hospitals have the facilities for this. The emphasis
should be on disposable items and grossly contaminated 
linen should be incinerated. 

B1O Should patients themselves be warned about this and what 
to do when accidentally cut? 

C2 This does not match the guidance we are about to issue on 
hepatitis B specimens. (See paragraphs 40-42 of current 
draft). Two main points have been omitted; they must not 
be unpacked by reception staff and the room must allow a 
spillage and breakage procedure to be put into operation 
i.e. essentially it must be able to be disinfected. 
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- 2 -

05 I am completely opposed to the use of Class II cabinets for 
reasons which I will not repeat. I eventually accepted the 
relevant appendix in ACDP Report 1 because of the arguments 
about certain kinds of research work having to be done in 
Class II to preserve the purity of the material. 

Under what circumstances would such a reason arise in the 
case of specimens from AIDS patients? Unless there is 
evidence that this is required then no Class II cabinets 
should be used. This guidance 

is 

specific to AIDS and l 
do not consider that ACDP Report 1 sets a precedent on this 
point_ 

C15 The use of glass Pasteur pipettes should be forbidden. 
I can think of no good reason for using glass pipettes in 
most situations in the laboratory and not at all with AIDS 
specimens. 

C16 This document is meant to be free--standing. Could the 
requirements related to AIDS not simply be specified instead 
of referring to a number of other documents all of which are 
difficult to obtain. 

C17 Reference to a 51 laboratory on its own is not satisfactory. 
I also think reference should be made to ACDP Category 3 
containment for all research. 

C23 This is not really acceptable. For the time being would it 
not be better to suggest that systems which cannot be 
disinfected cannot be used. This is unpractical in 
relation to hepatitis B but not in relation to AIDS. 
(See paragraph 55 hepatitis B Guidance for further 
additions). 

C24 Most MLSO's in my experience are not familiar with the term 
'permit to work' system. Insert: 'The essential purpose of 
a permit to work system is to protect service engineers and 
other staff from commencing work on any equipment before 
steps are taken to eliminate any infectious hazard. Such 
permits usually require the signature of the person in the 
laboratory to certify that decontamination has taken place 
before work commences'. 

C28 It is important to say who will 'deem it essential for 
research purposes'. If such research has to be done we 
should require a written protocol to be prepared specifying 
exactly what should be done to minimize any hazards. 

D2 it is my impression that pathologists and staff will refuse 
to undertake such postmortems but this paragraph does 
not protect us against the odd Maverick who wants to leap 
beyond the 'frontiers of science! etc. I think the minimum 
we should require is notification as per paragraph D2. 
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3 --

ADDITIONAL POINTS 

1) Please reproduce the CDC (now WHO) definition of AIDS. 

2. There should be a warning concerning exposure of pregnant 
women or immuno-suppressed people to contact with AID 
specimens or patients. 

3) There are a number of points from the current draft on 
hepatitis B which could usefully be incorporated. To 
save time I have just listed the paragraphs and what they 
cover:-

Paragraph 19 

Eye protection - required for hepatitis B not for AIDS. 

Paragraph 28 

Use of forceps (if it applies). 

Paragraph 29 

Instruction of medical staff. 

Paragraph 31 - B4

Should we say 'by means of an integral sealing strip? 

Paragraph 35 

Instruction to staff transporting specimens. 

P62/63/64

Procedures for accidents, spillages etc. 

ASTMS 
Health and Safety Office 

SMcK/DPP 
29/2/84 
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THF 
HAEMOI HLA 

' SOC ICTY 

I /i . . . 

... - 

• E r I ) [I ii ' Sim:;t 
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Tot t`f ihorr . 01 • .0? 3 n0 

In ti.c.e1U o1j the uncluJ~j acct .r.:.Ls i . pon.ts c,i AiDS (th-?c,': :° I:„3ec..;.ed .C)i oue•k 
• fE1C" wecke-nd, .twwc'. a'te (j)&i .t.1:C,+ •t`U . aa.Ss;I.he n mbvJA of a';i Sc'C!.cJ:s about -1h? 'JLLuuC 

P064, ..00lz, ('z (lave baen ftz f.-(tch w.i..tfl Pr:Ci ESSUi. r. i'., '; t (i.-'.1 Choi ,,=It.; c:6 the 
Ff af?!t fia C~,t~,e av:eco -s, •sen.Eof: e•,e:7;.`)2:( .o6 or   %G^ frf.v .6Ci.,l! i-z,:(?J 
and a ;s ::bv e o she Cenci a4 &ood Labo- a- o, ,reh It,zha' :y, who ha,, k- nc'-1j (w~~ c,( 
to ud aCi as 6o;'ia».5 

Reports frco,, ,mrica of the cc iced Jamm,+ne deficiency 5}s core (AIDS) in persons ti ith 

haenncphilia are causing anxiety to nerabers 'of this Society c~. • to their relatives. 
ffaeircphiliacs, their parents and doctors have alcays taIesce$ tte. reality of life and 

the dangers frcm bleedin inst the riSrr:s cf treatoe-nt- re no str2ncers to 

infective eiseaseS, such as hepatitis, v:hieh can be tr2ascitte$5 y factor cnncer:trztes. 
Recent evidence indicates that in this respect at any rate cc^~,.r,trates prepared from,, 

t;ritisl, blood are not necessarily safer than these prepared ire t e United States. Even 
se ve usicore the fact that the governiaent is investing over t.: ty r,illicn pounds in the 
Blood Products Laboratory (i.e. factcryY at Elstree so that t'. s ccuntry shall beese self-
suf ffcient in blood products. Eear iag this in r.3ind it is ii'r ; is:,t'tr, consider the fact's 
concerning AIDS end t,aan.of,;,iiia, The cause of AIDS is. quite r,a,.n and it has rot been 

• proven to result from transcissicn of a specific infective alert in blood products. the 
nurit,er of Cases reported in American ei.cpimbacs iS sr 2i1 2:,`, ilk spite of irraccerate 

staterents in the press ve are unc'are of any proven case in or cke hair=cphiIic pcpclation. 

Neither have any cases been reported from Gerrar:y where r.,assive soents of hnericzn 
• concentrates have teen used for nary years. Nevertheless the s turticr,, is being closely 

monitored by the haecophilia Centre Directors arid in a more cec.m-ral ►•ay by the Goseun!cable 
Disease Surveillance Centre in London. In addition the irper tica of Licensed t~Iccd 

• products ties alvays been strictly c.cr.itored and controlled. ius uhil,t it would Gc -rcng 
to be complacent it vould equally he codnter-productive to,altfir our treatment prccrc,,nes 
ratfically. Wo should avoid precipitate aetie and give th^5c jv perts vl,o are responsible 

a chance continuaily to assess the sitvaticr..

We a,.e a cm ,t g%ca te6/c. C. to r'vco6e y o m. ..00;n 6.0-r t'h%!, s , t~;, rzt, 76 you have. any 
{,uA eh que cn.5 about AIDS and Soctr own t, eatri2.rtt ;ci,zrre t11e.,z, a6 c.ocu,.ie, 
you& C@.r:.che D' e.ctoh , wc,U be aUFe 'to hePp you. ' 

The Pie. ed. r'Van J. Tanne. , I-A 
• Cf:a  all • 4 If-uj t 9 b 3 
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ittia LIDS OCCUPdlED) I11 '211L UNITED KINGDOM? 

Yes, about a dozen eacoo have been reported, by the middle of i9f33, 

ITo-ono 1 ows whether more people in the United Kingdom will develop LIDS 

and a careful watch. is being kept for poosiblo oases. 

CAN ASS BE TIMNSNITT'ED BY TRANSFUSION OF BLOOD AND BLOOD PRODUCTS? 

Almost certainly yes, bat there is only the most -remote chance of this 

happening with ordinary blood transfusions given in hoopital. However, in 

the USA a very small number of patients suffering 'f —m tha.emnphilia, an illness 

n which the blood will not clot, have developed. AIDS. Eaemophiliaoe are more 

susceptible to AIDS because they need regular injections of a product called 

Factor YIIL This is male from plasma obtained from many donors. Should just 

one of the donors be suffering from AIDS, then the Factor VIII could transmit 

the disease, 

HOW - CAN THE RISKS BE 1 EDUCED? 

At present, there is no screening test the Transfusion Service can use to 

detect people with LIDS. So, until there is amd until more is xino~rn about 

this disease, donors are 'asked not to give blood, if t y thinik they may either 

have the disease or be at risk from it. 

WILL DONORS BE QUESTIONED ON SEXUAL 1'iiTTERS WHEN THEY ATTEND TO GIVE BLOOD? 

DEFINITELY IIG7:` 

The National Blood Transfusion Service ha b a very high regard for donors as 

extremely reepon.sible people who give blood, for the benefit of others and is 

con %Cie it t) at they would r1t71'. knoilngiy put p at on'.o at risk , fro ,;uch a 

E;eriou diGeae. 

WBE.RE 0/IN DONORS OBTAIN FORTI .11 . t INFORMATION ON AIDS? 

Any donor can di.acurs in confidence whether to give blood, with the doctor on 

the blood collection session, their own doctor or the Director .of their. local 

Blood Trasno.fusion Centro. 

Please remec.tbe>r, AIDS is a rare disease but a serious one. 

2 
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AIDS It_1 HOW IT CONCSIU4S BLOOD DONORS ., NJ31PS 

Recontiy there has boen conuiderab)o publicity in the newspapers and on 

radio Fuad tel_evioion ebotit a new, serious, but rare disease called. AIDS. 

Since AIDS may be transmitted by transfusion of blood and blood products, 

the National Blood Transfusion Service wants blood donors to have the facts 

about the disease. . 

WHAT IS .AIDS? 

AIDS is short for Acquired Imrmine'l)efieicney rnam `As itf§ name implies, 

AIDS destroys the bodyt s immune system- which normally protects against 

infections and other illnesses. A per_aon with the d.ic ease is there at risk 

of developing serious infections such as 1pr1eumonia, or even cancer. AIDS 

is probably caused by e virus, but this is not ltnow,'n for certain. 

WHO IS AT RISK k ?OM LIDS? 

• Most of the information about ADS has come from the USA where approximately 

1,500 patients have been found, to be. suffering from the disease tap to the 

middle of 1983. Certain groups of people appear to be particularly susceptible; 

theso are: 

1 Homosexual men vho have nervy different partners. 

2. Drag addicts, male and female, using injections. 

3. Sexual contacts of people suffering from ADS. 

It has also been found in a mmbsr of jmm i c,-.;:nntt; i:o the US fro :1 the 5 s1eud 

of iLai ti . 

Patients with AIDS also seem more l hel.y to have suffered, 
at 

some tuna, 

from various other diseasea such as hepatitis 13, syphilis or other sexually 

transmitted diseases, 

1 
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1I1:I'.[ t 1'1'(5 5;t'3;~'l;)t.l,,[\("i•; ~ji~ rrte( 
Safety of )i~ t•atiti, I) ati \':rrcinc 

UNrrtP4oS1'AllSo A%1! ai•r — ,Some it' ItCn>utriii 19S  and its -,  
genera! as'a,Lhihty in July luti2, IC :11 11 11 virus va"cinr t,as ctt j 
atl tinistcrrdmc;vcr _(>J tl x) irdi+ aIs. n:ostl} he,il,l, care scurt.crs-
in a eallZhuraIt C CIlon, the Crnicrs fr,r I)iswasc C nnrid. INC I'o•.•d 
and Drug Adz:ririislraties:s, and the firm prnducinl: the vacutnc have 
ollce[rd infunaaunn on iihtcsscs tbal developed after rc.cipt of I (11V

vaccine. Serious illnesses has•c been folttirrd up by telephone or per- i 
sonal intrn'Ictcs. Sonic illnesses, e teerlly minor ones, have prob-
ably not been rci?nrtcd. and many rcfxrrtcd illncsscs lias'c not bccn 
causally related to the vaccine_ 

As of -I March 193, illness had. been rt•portcd in I IS -' accinecs 
(most illncsscs began st•ithin -1 +vcclts ufihc first vaccine dose). Ofthe 
118 cascs, 56 (47.5%) were conc:dcred 1101 likely to he attribul-'.blc to 
vaccine use b eat,sc: (I) anal to pcciric tau was idcntilicd, (22) 
onset of illness occur rid before receipt of vaccine,  or (3) the r: poricef 
event was unrclmcd to the vaccine 1e.., deltoid Pain after t i•sieal 
injection;. Many- of the remainiti, 62 illncsscs may rcpres::nt'-back-
ground-' dis•:ase l ithrr than advent ructions t t 4OCiC. 

Ofthcsc 62 persons, 57 (1)1.9%) hryd mild or moderate iliricss that 
included: 6 neurological conditions (5 persons with tremors and I 
with recurrent ]Sctl's palsy-); 11 skin or mucous membrane Icsions 
(hives, herpes roster, psoriasis. aridnot:: ecific lesions): It" muscnto-
skcl;tat ailtrseats (including ,entrained 'aches, joint pain, and joint 
iaflam.nztion); 5 hepatitis-€ikr illnesses(svith increased liver enzyme 
levels and no other identified cause): and 25 ntiscellanco- s coni-
platints (1-0 persons with an influenza-like syndrome, 4 with in)cction-
siterezwtiotns, : with diarrhoea, I with headache, I with vomiting, and 
I sciih self-limited chest pain with a normal cardiaccvnluation)_ 

Sit persons had serious illness; illness was defined as serious when 
it caused hospitalizat;on or other inteesive rticclical rare, ltsst:d 14 
days or snore, caused (krmaacnt disa:iitity. or was Ii!e-thee terirg. 

. t Five of these serious ii ncssc5 included I case each elerythema mul-
- tiforme, aseptic meningitis, grand mal seizure, possible transverse 

- t myelitis, and Guillain-inane syndrome (Gh:S). A second case ofOp3S 
was also reported in a person with antecedent febrile ilinesc.;t;rc5ump-

- tivcly caused by cylo epalc,yints; fcbriic illness began It' doys after 
receiptcf111UV vaccine, and GUS bcnan 10 days after on set of;cbrilc
illness. This cast was thus courucd among the 56 illncsscs not likely" to
be attr ibutabtc to the vaccine- The numbers of vaccinees and CBS

._ _ ... cases are too few on which to base firm eonelusion5; nevertheless, 2 
; !, case of GAS do not exceed the number expected by chance .lone 

within 6 weeks or vaccinating 2000.Y) people (23 GB cases per m il- 
lion adults per year). 

Wlicth•_; acquired immune dcficiency'syndrome (AIDS) could be 
1 associated with HEW vaccine has been [tut stj me"d, Since the Yaceinc is 

made from human plasma. Since 1979, hcnioscxuai men, including 
rose front cities .,fah reported r\IDS cascs, ha:•c been the syt:rcc for

— much of this pinstna. Vaccine proc.uced from these sources has been 
_ used in S•a rious iavcstig3ttyS sli dies since 1950 and has been con-

nnercraliyavaiia(ric Sit Cs 17h2_Todio i a:\tDSinvecctnereei rtnts 
..... _. _ -._ has been eepu :Cd outtitIc groups with , h Al US i ncid[:8ce. S,rciiii-

- -- - _ _ . . calls', no eases hr e occu n CCI theseveral thc,ueariet ir:-di
other ilia  male hninru'.cetsals who pattiripaicd in vtn.cittc studies 
front t9bt] to elate. Ill addition, no cascs have been reported from the 
over 200000 individuals who have received 111WV -vaccine sihCe its 
gencml availability in July 1992. (i'hc latent period for AIDS, if an 
infctious a cot is involved, appears to be between 8 and 1 R months.)
Two homosexual own who participates! in the ori:Jual H1SV vaccine
field trials have ticyclotrr'd AIDS. This ocearrcnec is not significantly
diticren m t fro that tibscr vcd among men v. ho were screened for par-

- ticipation in these trials but who weer uliirnatcly not vaccinated: I 
- Furthermore, the manutbctttrin3 process for H1IV vaccine includes 

several procedures that inactivate representative viruses of till know,) 
types. Thus, t,ticrobiolopical and ett~pirical data currently available' 

: _- — provide no support for the suggest 1011 that 111)V v: ccinc niiglil curry 
an etiological risk for AI1)S. 
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AIDS CASESP (ENGLAND 1#2177 WALES) 

KEY TO THE TAME ATTAOHLD 

KS =- Kaposi Sarcc ia

L V a Gytome(gaioy].uutU 

Neu oto  = euxotoxop1a.Sro i s 

Toxo .- Tcioplasmosis 

I — Idiopathic Thrombocytopenic propura 

PCP .... pneumocyc U s pnei moniae 
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29th September, 1983 

Sheila McKechnie 
Health & Safety Officer 
ASTMS 
Whitehall Office 
Dane O'Coys Road 
Bishop Stortford 
Her t s 

Dear Sheila, 

Thank you for your letter of 19th September concerning the ACDP and their AIDS 
working party. I am rather reluctant to become involved in this primarily 
because I am extremely busy and do not want to take on such an important 
commitment just now. I suspect that people on AIDS. working parties are going 
to find it a full time occupation. 

I would like to comment on the letter from Lord Glenarthur to Clive Jenkins. 
I found the letter surprisingly complacent about the blood products situation 
and there are a number of points to take ups-

1) Glenarthur "There is no conclusive evidence that AIDS is transmitted 
through blood products" 

Comment: The evidence is very strong. There are now about 20 
haemophiliacs with AIDS, This figure is likely to underestimate 
the risk because of the apparently long incubation period. 
Haemophiliacs in Europe (using USA derived products) are 
contracting AIDS in locations where the disease had not 
previously existed. (This is also the case in the USA where 
the haemophiliacs with AIDS tend to live outside those areas 
affected by the epidemic). 

2) Glenarthur "In March this year the US Food and Drugs administration (FDA) 
initiated new regulations for the collection of plasma designed 
to exclude donors from high risk groups" 

Comment These regulations rely on the use of interviews and 
questionaires to identify donors from high risk groups. The 
success of this approach is unlikely to be high because of the 
fact that all donors are paid and a donor who really needs the 
money may not be truthful. Paid donors are usually recruited 
from low income groups; 50% of the USA commercial collection 
centres are in the 10 Southern most states and over 25% are 
located in the 4 states bordering on Mexico (see Hagen p145). 
Also the companies do not intend to recall contaminated lots 
after manufacture (see AABB Newsletter). 

If AIDS continues to grow exponentially in the USA then I 
would not expect the current FDA regulations to help very much. 
They are simply a stopgap until progress is made in screening 
donors or in treating products to render them non-infective. 
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3) Glenarthur °'There is still a quantity of stock........ made from pre-March 
plasma" 

Comment It seems that despite the introduction of the above regulations 
we are still to carry on as before. There must be a real danger 
that the UK could become a dumping ground for USA companies to 
get rid of their non-regulated products. 

4) Glenarthur 11 ... which cannot be made good from elsewhere in sufficient 
volume" 

Comment The key limitation to the UK becoming self-sufficient in 
Factor VIII is supposed to be the lack of fractionation capacity. 
The fact that the Scottish fractionation plant is substantially 
underused seems to be being ignored. As I have mentioned before, 
the simple introduction of shift working at PFC would increase 
our capacity such that we could manufacture over 2/3 rds of the 
factor VIII currently purchased from the USA. 

This should not in any way effect the plans to build a "new" 
Elstree as the usage of factor VIII in the UK is still well 
below the level considered appropriate for proper clinical 
treatment (see Hagen pp 70-74). 

5) Glenarthur "Haemophilia Society is aware of the situation and has in fact 
made known to me its opposition to any move to ban American 
FVIII" 

Comment I am not sure that the Haemophilia Society are fully aware of the 
UK situation and particularly the true capacity of the Scottish 
Fractionation Centre and the reasons for its neglect (in my 
opinion this is a scandal which deserves an inquiry in its own 
right). 

In seeking the views of users of FVIII (eg clinicians & patients) 
one should be aware that many users are associated with 
commercial companies (eg clinicians who act as paid consultants 
to the companies). 

I notice that you have written to the haemophilia society about "self-sufficiency". 
The situation is that there is a clear division of interests. On one hand there are 
those whose objective is national self-sufficiency using unpaid donors (eg WHO, 
Blood Transfusion Services and Governments internationally). On the other hand 
there are the commercial companies who say that self-sufficiency is very nice in 
theory but is not feasible in practice. They argue that adequate quantities 
can only be achieved using paid donors and commercial manufacturers. They point 
to the UK to prove their case. However, if self-sufficiency can be achieved 
internationally then they would be out of business, hence considerable efforts go 
into trying to prevent the UK (or other countries) from actually achieving self-
sufficiency. Techniques include the sale of cut price FVIII, the cultivation 
of local clinicians and the promotion of higher and higher quality products 
(prepared with lower and lower yields). I suspect that the haemophilia society 
may be heavily influenced by the commercial companies and they probably have a 
low opinion of the NHS. 

I/ 
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3. 

I hope these coaamtents might be helpful; many of the points are covered in detail 

in Hagens book. 

Yours sincerely, 

r
---  -----'------------------- ---------------

GRO-C 

PETER R. FOSTER 

P.S. I understand that WHO are convening a meeting on AIDS for 22-25 November 

in Genevan 

c.c. G. Craig 
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12th October, 1983 

Pam Harper 
Health & Safety Officer 
ASTMS 
Whitehall Office 
Dane O'Coys Road 
Bishop Stortford 
Herts 

Dear Pam 

ACDP AIDS 

Thank you for the papers on AIDS (ACDP/83/P9). Most of the points have already 
been covered in previous correspondence but there are some further comments 
that I would like to make:-

1. BacPv   t  round  section 2.2.IV 

The possibility that specific hepatitis B imramunoglobulin might transmit 
AIDS is now being introduced because the selected blood donor population 
are a high risk group. However, this product should not be imported as 
the UK is self-sufficient. It is therefore the risk from UK blood donors 
that has to be considered. 

2. Appendix A, 'i nal Parazraph 

CDSC advice here is that "Blood and blood products donated by patients 
subsequently developing AIDS, should be destroyed". This is not the position 
that the USA blood product manufacturers have taken (see AABB newsletter 
sent previously). 

3. Appendix F 

Obviously Arthur Bloom's letter is intended to reassure haemophiliacs in 
the face of a certain amount of press hysteria. Nevertheless I found some 
of his statements surprising. 

(i) "Recent evidence indicates that in this respect at any rate concentrates 
prepared from British blood are not necessarily safer than those 
prepared in the United States". 

This is a highly contentious statement as there is considerable 
evidence that products from paid donors are worse than those from 
unpaid donors, It is also irrelevant to the AIDS situation as this 
disease is much more advanced in the USA than elsewhere (paid donors 
will make this inbalance even stronger). 

(ii)/ 
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2. 12th October, 1983 Pam Harper 

(ii) "In addition the importation of licensed blood products has always 
been strictly monitored and controlled". 

This is misleading. It suggests that there is some control of AIDS 
'contaminated".lots. In the absence of any tests and with the policy 
outlined by Lord Glenarthur then not only is there no control, but 
"contaminated" lots could enter the UK preferentially. 

I hope these comments will be helpful. 

Yours sincerely, 

PETER R. FOSTER 
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ti  S 

•Association of Scientific Techni c and Managerial Staffs 

General Secretary . 
79 Camden Road. London NWI SES telephone 0S 

telex no

Dear

7th October 1983. 

PA

1 %' J"2 A •r G R !'~ E 

ACQUIRED, I1 JNE DEFICIENCY SYNDROME 

Thank you for your detailed. response to my queries 
on AIDS which was received in this office on the 
26th August. I have been making a number of 
detailed enquiries among ASThS experts on this 
issue and I would like to put on record iffy 
disagreement with a number of the statements 
made in your letter. 

Su ~Ai. 

2. You say that there is no conclusive evidence 
that AIDS is transmitted through blood products. 
I would argue that the evidence is very Strong. 
There ece now about twenty American haemophiliacs 
with AIDS, and this figure is likely to underestimate 
the risk because of the apparently long incubation 
period. Haemophiliacs in Europe (using U.S. derived 
products) are contracting AIDS in locations where 
the disease has not previously existed. T also 
draw your attention to a paper prepared jointly by 
DI1SS staff and the HSE which was submitted to a 
recent meeting of the Advisory Corm ttee on Dangerous 
Pathogens (ACDP/83/P9). This paper states quite 
specifically that "there is now strong circumstantial 
evidence that AIDS may be transmitted by blood and 
blood products". I am tempted to ask you what you 
would consider to be conclusive evidence, particularly 
in the circumstances where the agent or agents for 
AIDS are as yet unidentified? 

3. I think you are placing undue reliance on the 
Regulations introduced by the U.S. Food and Drugs 
Administration, These Regulations rely on the use 
of interviews and questionnaires to identify donors 
from high risk groups; the success of this approach 
is unlikely to be high because of the fact that all 
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donors are paid and a donor who really needs the 
money may be unt udffi ; half of the U.S. commercial 
collection centres are in the ten southern-most 
States, a quarter are located in the four States 
bordering on Mexico. The companies also do not 
intend to recall contaminated Lots after 
manufacture. 

I have attached a copy of the Newsletter of the 
American Association of Blood Banks which makes 
this point. 

4. 1 do not regard the situation concerning 
"pre -March" plasma to be satisfactory because, in 
effect, it means that despite the introduction of 
the above Regulations we are essentially carrying 
an as before. In such circumstance there must be a 
real danger that the U.K. could become a dumping 
ground for U.S.A. companies to get rid of their 
non-regulated products. I think for this reason your 
Department should reconsider its rather passive 
response to the need for Regulations. 

5. The key issue in all this is, of course, the 
question of the ability of the U.K. to become self-
sufficient in Factor VIII. I am still far from 
satisfied that we could not achieve this situation 
in the very near future by realistic investment. 
The Scottish Fractionation plant is substantially 
under used and this seems to be being ignored by 
your Department. I am advised by my members that 
PSC could increase its capacity to a level where we 
could manufacture over -two-thirds of the Factor VIII 
currently purchased from the U.S.A. This in no way 
would affect the plans to build further facilities 
at Elstree as we must take into account that the 
usage of Factor VIII in the U.K. is still well below 
the level considered appropriate for proper clinical 
treatment. It is on this point, specifically, that 
I think you should reconsider your approach. 

6. I am concerned that you quote in support of 
your policy the statements of the Haemnoph.tlLa 
Society. There is a haemophiliacs group in ASTMS 
and I have been in contact with a number of officials 
of the Society. As far as I ran establish the 
Haemophilia Society would welcome Britain becoming 
self-sufficient in Factor VIII. But they cannot be 
expected to support a ban on American blood products 
until we are self-sufficient. 
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71. On the question of the hepatitis vaccine, we 
have had a meeting with the agents of the 
manufacturers in. this country and while we accept 
that the standards of safety in the manufacture of 
this vaccine should ensure that the agent is not 
transmitted by this means, we have a substantial 
scientific problem in actually establishing this 
conclusively in the absence of a definite agent 
having been identified. I am sure you will. be aware 
that there are a number of theories concerning the 
nature of the AIDS. agent, and I have certainly heard 
it stated that it may not be "active" in the normal 
sense. I am, therefore, concerned that there is a 
complacency over this vaccine which concerns ASTMS 
members who may have it administered. The sooner 
we can manufacture the vaccine by techniques which do 

S
not involve using the plasma of hepatitis patients, 

~ the safer it will be for all those involved. I would 
certainly like to know what steps the Government are 
taking to support the development of the genetic-ally 
manipulated vaccine. 

8. 1 do understand that views concerning AIDS are 
evolving rapidly and that it is quite possible that 
you may have a revised view since you last wrote to 
me. I would be grateful if you would bring me up-to-date 
on the view that you now take on the various points 
raised in my letters as I am receiving many queries. 

Yours sincerely, 

G RO-C 

Joint Parliamentary Under Secretary of State, 
Department of Health & Social Security, 
Alexander Fleming House, 
Elephant and Castle, 
London SE]. 6BY. 

PRSE0001259_0057 



PEN.013.1288 

7s, z 

d 
psi s -8c3 " f '? 

SMcK/DPP. 

Mr. P. Foster, 

Dear Peter, 

Whitehall Office Dane Otoys Road, Bishops StortfordHerts. Tel

3rd November, 1983. 

If all ASTMS members with expertise were as helpful as you I think I might 
be out of a job. A reply to Glenarthur has been drafted on the basis of your 
letter and will go off shortly. Clive has redrafted my version about three 
times, When I get a copy of what was actually sent I will send it on. 

The Committee set up by ACDP is a bit of a non-event. Neither MRC of PHLS 
really wanted ACDP In on the act other than in relation to the handling of 
patient specimens. A Committee has been set up to re-write the CDC guidance 
in 'English'. I think the DHSS is just 'pissed-off' that ASTMS circulated the 
CDC advice to all NHS laboratories as soon as it arrived. I have got a meeting 
next week with the ASTMS London membership on AIDS and I really think further 
advice is unnecessary at the present time. 

I shall have great pleasure in correcting the ACDP paper and I would love to 
know the outcome of the WHO Conference. If you are passing through London 
and I can meet you for a meal or a coffee let me know. 

Thanks again for your help. 

Yours sincerely, 

GRO-C 

Sheila McKechnie, 
Health and Safety Officer. 

Association of Scientific, Technical and Managerial Staffs 
Head Office: 79 Camden Road, London NW1 9ES. 

General Secretary: Clive Jenkins
Tei:01- Telex No:
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21st November, 1983 

Sheila MclCechnie 
Health & Safety Office 
ASTMS 
Whitehall Office 
Dane O' Gays Road 
Bishops Stortford 
Herts 

Dear Sheila, 

Thank you for your letter of 3rd November. I'm glad that I've been able to 
be of some help. 

The latest on the AIDS/haemophilia situation is that both iJX patients (ie Bristol 
and Cardiff) have died - a report of the Bristol case has now been published 
in the Lancet (enclosed). 

I do not pet to London very often but I will be at a symposium on the 5th December 
at the Society of Chemical Industry, Bel ;rave Square. The lunch break will 
be from 12 - 1.30 and the meeting finishes at 4.30. The last flight back to 
Edinburgh is at 7.40 (Heathrow) and I would be pleased to have a chat with 
you (either lunchtime or early evening) if you are likely to be in the vicinity. 

Yours sincerely, 

PETER R. FOSTER 
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SMcK/DPP. 

Mr. Peter R. Foster, 

Dear Peter, 

A

II~ 

Whitehall Office, Dane O'Coys Road, 8ishaps Stortford, Herts. 7ek_ 

30th November, 1983. 

It looks as if there is going to be quite an argument at the next meeting of 
ACDP on AIDS and I think it would be very helpful if I could talk to you before 
that meeting. 

However, I cannot make either of the times you have suggested. Do you think 
it would be possible for us to have a chat on the phone some time on Friday 
the 9th of December? I should by then have the papers that will be tabled 
at ACDP and can discuss the problems with you. 

If there are problems about phoning you at work could you let me know and I 
will try and make some other arrangement. 

Yours sincerely, 

GRO-C 

Sheila
McKechni. ._._._._._._._._._._._._._._._._._._._._._._._._._._._._._._._._. 

Health and Safety Officer. 

Association of Scientific, Technical and Managerial Staffs General Secretary: Clive Jenkins. 
Head Office: 79 Camden Road, London NW1 9ES. lei: (iftelex No: _ 
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15th December 1983 

ASTMS AIDS Working Group 

Joe Ashley 
Bob Bunnell 
James Erdman 
Peter Foster 

Dear Colleague, 

Whitehal I Office, Dane O'Coys Road, Rlshnps Stortford, Herts. Tel 

Brian Gee 
Colin Kenny 
Paul Noon 
Pamela White 
Bob Williamson 

Tha attached document was submitted to the last meeting of ACDP. 
I did not receive it until the day before the meeting and 
therefore, reserved our position. 

Can you review the document in detail and let me know by the 
beginning of January what changes if any you would like made. 
It will be issued eventually by the HSE as guidance to be 
followed. We must therefore, ensure that it is satisfactory 
to us. 

The main issues are the containment levels required. Research 
will be ACDP Category 3 containment but it is not easy in 
practice to distinguish between clinical and research work. 

Seasons Greetings 

Yours sincerely, 

GRO-C 

Sheila McKechnie 
._._._._._._._._._._._._._._._. 

Health and Safety Officer 

enc 

SMK/ph 

Association of Scientific, Technical and Managerial Staffs General Secretary: Clive Jenkins . 

Head Office; 79 Camden Road, London NW1 9ES. Tea: ()1 Telex No. 
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GRO-C 

5th January, 1984 

Sheila McKechnie 
Health & Safety Officer 
Whitehall Office 
ASTMS 
Dane O'Coys Road 
Bishop Stortford 
Herts 

Dear Sheila, 

AIDS AND ACDP 

I have nothing to add to the draft ACDP guidlines except to reinforce the 
handwritten comment concerning the need for immunology guidelines (eg in the use 
of cell-sorters for T-cell estimations). 

I have enclosed the first draft of the WHO report following their November 
meeting. This is clearly not for publication as it is not the final document. 
I understand that the CDC safety group are reviewing the section concerning 
precautions for health-care workers. This is being coordinated by Mr. Vinse 
Oviatt of CDC. 

Best wishes. 

PETER R. FOSTER 
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DEPARTMENT OF HEALTH & SOCIAL SECURITY 

AIexander Fleming House, Elephant & Castle, London st t 6nY 

Telephone oi--

From the joint Parliamentary Under Secretary of State 

P0(S)4801/22 

Clive Jenkins Esq 
General Secretary 
Association of Scientific Technical and 
Managerial Staffs 
79 Camden Road 
London 
NW1 9E5 

Thank you for your letter of 27 October in which you record a number of areas of 
disagreement with points which I made in my earlier letter. Let me deal with your 
paragraphs,: in numerical order. 

Para 2. It remains the case that there is no conclusive evidence of the 
transmission of AIDS through blood products, although the 
circumstantial evidence is strong. These two statements in no 
way contradict one another as you will readily appreciate from an 
analysis of a -similar argument which you use in paragraph 7. 
Whilst there is strong evidence to suppose that the hepatitis 
vaccine will not transmit AIDS, the evidence is not conclusive
and cannot be so until a means of'testing.for AIDS has been 
devised. In both cases, the conclusive evidence awaits the 
development of a test which can identify the AIDS agent (or agents). 

Para 3. There is no question of placing 'undue reliance' on the new 
Regulations introduced by the US Food and Drugs Administration. 
We take the view that any improvements in donor selection procedures, 
whatever their limitations, must, to some extent, improve the safety 
of the products. Therefore we feel that products which have been 
prepared from plasma collected in accordance with the new regulations 
may carry a small additional margin of safety - not simply from the 
point of view of the transmission of AIDS, but also for the transmission 
of other diseases. 

Para 4. I find it difficult to see how you can reconcile the statements in 
your third paragraph with those in the fourth. If the FDA Regulations 
are as useless in improving the safety of products as you say they are, 
then surely it is of no consequence that the UK might become the 
"dumping ground" of products made from plasma collected before these 
regulations came into force! 
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We, on the other hand, take the view that were it possible to obtain 
sufficient supplies of the 'regulated' products to treat the UK's 
haemophiliacs, we would take the necessary steps to do so. 
Regrettably, we have established that at the present time this is 
not the case and that to insist on only 'regulated' products would be 
to pose an absolute risk to the health and safety of haemophiliacs. 
This known risk factor must be weighed against the potential risk to 
haemophiliacs of acquiring AIDS. Many of your members are in the 
business of 'risk assessment' in relation to work place safety; they 
will know that the balance of risks is often more finely drawn than 
it is in this case. 

Para S. With regard to the United Kingdom becoming self-sufficient in blood 
products, you are of course aware of the new laboratory at present 
under construction at Elstree which will. enable England and Wales to 
become self-sufficient. At present however the existing laboratory 
at Elstree is capable of fractionating all the plasma currently 
available. 

Should the situation arise where the plasma supply builds up beyond 
the fractionating capacity of the existing laboratory, we should need 
to examine whether any surplus capacity at the Protein Fractionation 
Centre could be used. 

At present, however, PFC would not have the storage, filling and 
packaging facilities to handle a substantial amount of extra plasma, 
even if it were available. 

Para 6. The statements made by the Haemophilia Society are a matter of fact. 
It has been necessary to quote from them in order to illustrate to 
those who are ill-informed on these matters, that to demand a total 
ban on the imports of US Factor VIII, so far from safeguarding the 
lives of haemophiliacs, would put them at greater risk. 

Para 7. Concerning the MSD plasma derived hepatitis B Vaccine, the Department 
accepts that the standards of safety in the manufacture of the vaccine 
should ensure that there is no transmission of any putative agent., 
causative of AIDS; yet acknowledges, with you and the medical research 
community in general the substantial scientific problems of 

conclusively proving this in the absence of a definite identified 
causative agent. 

The Department also shares your view that we should not expect 
plasma derived hepatitis B vaccines to provide a long-term solution 
but rather should expect this to be provided by biotechnologically 
manufactured alternatives eq genetically engineered or synthetic 
oligopeptide products. We have reached this view not just because 
of the AIDS problems, but have taken note of the world-wide 
developments in biotechnology generally. To this end the Department 
is encouraging (under the auspices of the British Technology Group) 
a collaborative project involving a DHSS funded research group and 
the University of Uppsala, Sweden into synthetic vaccine production 
in general and including Hepatitis B work in particular. 
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I hope that, by answering your questions fully, I have been able to provide 
you with the necessary information with which to respond to your members' 
queries. 

------------------------------------------- -

GRO-C 

THE LORD GLENARTHUR 
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Whitehall Office Dane O'Coys Road, bishops Stortford Herts, Telr-
SMK/ph 

18th January 1984 

Mr P R Foster 

Dear Peter, 

• A reply has been received eventually from Lord Glenarthur. 
I attach it for your comments. I am sure his comments on PFC would 
be particularily interesting. 

Thanks for your comments on containment proposals for AIDS and 
WHO report. 

Yours sincerely, 

GRO-C: Pamela Harper 

J" - Sheila McKechnie 
Health and Safety Officer 

enc 

Association of Scientific, Technical and Managerial Staffs General Secretary : Clive Jenkins. 
Head Office 79 Camden Road, London NWII 9E5. Tel: 01 1&ex No: M 
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23rd January, 1984 

Sheila McKechnie 

Health & Safety Officer 
Whitehall Office 
ASTMS 
Dane O'Coys Road 
Bishop Stortford 
Herts 

Dear Sheila, 

AIDS 

Many thanks for a copy of the reply from Lord Glenarthur. I have not seen the 

letter that was finally sent to him but I would like to comment on some of the 

points that he makes. 

1. "No Conclusive Evidence" (Pare 2 comment) 

I think Glenarthur is just being pedantic. The essential point is that 

a risk of contracting AIDS from blood and/or blood products is recognised 
to the extent that many agencies (eg Governments, Transfusion Services, 
manufacturers) are all taking action. There are times when evidence is 

sufficiently strong that it is necessary to take action prior to scientific 

proof being absolute and certain. I'm sure this is commonplace in the world 
of health and safety. 

2. FDA Regulations (Comments on pares 3 & 4) 

I would agree with Glenarthur's statement "Therefore we feel that products 
which have been prepared from plasma collected in accordance with the new 

regulations may carry a small additional margin of safety----". 

From this it follows that "Regulated" USA products are clearly preferable 

to non-regulated products but that the FDA regulations will not in themselves 
remove the risk, at best they will only reduce the risk somewhat. I still 

believe that non-USA products (using unpaid donors) will have the lowest 
risk, because the disease is so much more advanced in the USA. This may 
change of course if AIDS takes off in the UK (as most experts are now pre-
dicting). 

3. "Elstree is capable of fractionating all the plasma currently available" 
(Comment on Para 5) 

This may well be the case but it begs the question of plasma supply in England 
and Wales. To achieve selfsufficiency a substantial increase in Fresh Frozen 
Plasma is required (about 2-3 fold). Much of this can be achieved by replacing 
whole blood usage with concentrated red cells (leaving the plasma free for 

fractionation). Hence more plasma can be supplied from existing blood donations. 
It is conceivable that changes in practice like this are not being pursued 

at the moment in England and Wales because the Transfusion Centres have 
nowhere/ 
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nowhere to send their extra plasma (they know exactly how much BPL can process). 
There are a number of other ways in which plasma supplies can be increased 

and again it is conceivable that nothing is being done because the BPL capacity 
problem is well known. 

4. Protein Fractionation Centre (Comment on para 5) 

I'm not sure where Glenarthur gets his information. The current position 
at PFC is: 

4.1 Filling. This includes sterile filtration and aseptic dispensing. 

PFC facilities have recently been considerably upgraded (at a cost 
of over £ Y4M) and the capacity is now very substantial. 

4.2 Packaging. The packaging department has been relocated and expanded 
over the last 18 months and is now operating well below capacity. 

4.3 Storage. This is a real problem. Storage facilities at PFC are 
inadequate due to cuts imposed on building plans in the early 1970's. 
There are deficiencies in storage for plasma (.400C), products (+40C,+ 

2000) and dry goods (200C). There are plans in the pipeline to build 
a PFC extension to cover these areas but, at the rate that the NHS 
moves, this will be a relatively long term project. However it should 
not be beyond the wit of man to provide some temporary solution to 
these storage problems (eg prefabricated cold stores are readily available). 

4.4 PFC Staffing. Glenarthur has not mentioned the major problem at PFC. 
As I have noted previously we can increase our FVIII production 3-fold 
without difficulty, but to recover other blood products (eg albumin, 
also purchased by England and Wales) from this extra plasma we would 
require more staff plus a means of working more than an 8 hour day 
(ie a 2 or 3-shift system according to the plasma quantity). This 
latter point derives from the fact that our mainstream fractionation 
(for albumin) is carried out by a computer-controlled continuous-flow 
process. Currently this process operates for 5-6 hours/day and the 
capacity can therefore be increased about 4-fold simply by operating 
fully continuously rather than intermittently. 

5. My major concern about Glenarthur's reply is that there is no indication 
that any positive steps are being taken, at least for the immediate future. 
Instead there seems to be an air of fatalism; that nothing else can be done 
therefore nothing is being done. Yet some questions do seem worth pursuing. 
Why is England so short of plasma? What can be done about it? What would 
it take to achieve more plasma? What would it take to bring PFC capacity 
up? Surely the DHSS should be investigating and costing these options with 
some urgency. 

Best wishes 

PETER R. FOSTER 

c.c. G. Craig 
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• c..a; -She .•.1a!:<McMeahnie. 
H & S (Officer) 

 c { vJ~ 
U I" iJT 

14th February 1984 

Dear Lord Glenarthur 

I do not wish to prolong our correspondence 
unnecessarily and therefore will not go over old 
ground. I do, however, think you should ask for 
your information on PFC to be reconsidered. 
(Paragraph 5) 

I am advised that the current position at PFC is 
as follows:-

1 Filling. This includes sterile filtration and 
aseptic dispensing. PC facilities have 
recently been considerably upgraded (at a cost 
o.f over £1/4m) and the capacity is now very 
substantial. 

2 Packaging. The packaging department has been 
relocated and ea anded over :he , as t 1.8-months 
avid is now operating well below capacity. 

• 3 ••toraj . 'rte accept that this is a real 

nadeCuate due to cu::s imposed on bu? d!r 

plans in the early 197O's. There are 
defic.ten
productsc(+4°c, 

. 2 
~ 

C) and dr y9
goods (20° O). 9 

There are plans in the pii.~<eli.ne to build a 
P r extension to coves these ... . 3 but, trless.

• you give this item priority, this a will be a 
relatively long beri t, o .ec',. 'roweve , __ 
should not be beyond h ian ingenuity to pro-

vide some '.;ei.3porary S0' u ib on o . es6 .s''.•orage 
prob ams (e.g. prefabricated cold stories are 
readily available) . 

4 PPC Staffing. You have not mentioned the major 
problem a PFC. PFC can increase its. 'V111 
*production 3-fold without difficuly, but to 
eoover other blood products (e.g. albumin, 

also purchased by Eigland and Wales) from this 
extra plasma more staff would be required plus 
a means of work!ng more than an 8-hour day. 
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HEALTH 
SAFETY OFFICE 

Whitehall Office, Dane O'Coys Road, Bishops Stortford,Herts. Tel

P.. 2nd March 1984 

Dear Colleague, 

RE: AIDS, ACDP GUIDANCE 

I attach the comments I have sent to the ACDP secretaries on the draft 
guidance. A second draft was made available to me for comment about 
two weeks ago but there were very few changes. However, this means the 
paragraph numbers do not relate to the draft that you have. 

I am satisfied that I have taken everyones continents on board or that they 
were already incorporated in the second draft. However, if I have erred 
please let me know! 

I do not expect the final version to be available until the end of March. 
I will then distribute it as widely was possible. 

GRO-C: Pamela Harper 

Sheila McKechnie, 
Health and Safety Officer. 

Enc: comments. 

Association of Scientific, Technical and Managerial Staffs 

Head Office: 79 Camden Road, London NW1 9ES. 

General Secretary: Clive Jenkins . 
let: 01-Telex No:
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. , p q+ry .e,.Nm ♦ nc .. . its. 

DEPARTMENT OF MEAL E! & SOCIAL SECU3: IfV 

Alexander Fleming house, Elclah.:nt S:, Castle, London srn 6uY 

Telephone or-~ 

From the joint Paarlianiettary Under Secretary of State 

PO(6)4801/5l 

Clive Jenkins Esq 
General Secretary 
Association of Scientific Technical 
and Managerial. Staffs 

79 Camden Road 
London NW'n'1 9E5 

Thank you for your letter of 14 February in wh~ .. wa.t-iers about 
the supply of blood plasma and the facilities at the Protein Fractionation Centre 
(PFC) at Liberton, Edinburgh. 

The detailed points you make about the PFC are matters for the Secretary of State 
for Scotland, and I have forwarded copies of your letter and our previous 
correspondence to the Scottish Office. 

You raised some more general points about the supply of plasma needed for the 
manufacture of blood products. In 1982, when we decided to increase UK based 
production so as to make the UK self--sufficient in blood products, various options 
in the ways of achieving the necessary production capacity were considered. It was 
decided to build a new production unit at BPL, Elstree, with a capacity to men-
the needs of England and Wales, and to have PFC, Liberton concentrate on the needs 
of Scotland and Northern Ireland. The construction of the new SPL unit is now 
well under way. 

We are aware of the need for an increased supply of plasma from the National 3i.cc: 
Transfusion Service to feed the new BPL unit, and Regional Health Authorities
been set increased plasma production targets_ I recognise this has resource 
implications for Health Authorities in the 'short term, but the longer tern returns 
will benefit the whole NHS. The Secretary of State recently decided that income 
from the handling charges for blood and blood derivatives supplies to non-NETS 
hospitals should be used specifically to help fund the collection of more plasma. 

GRO-C 

THE LORD GLENARTHUR 
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HEALTH AND 
SAFETY OFFICE 

Whitehall O€lice, Dane O'Coys Road, Bishops Stortford, Herts CM23 2JN Tel 0-

SMcK/DPP. 17th April, 1984. 

Mr. P. Foster 

Dear Peter, 

Thanks for your note and I hope you are not being put under pressure. 
I am very sorry if I inadvertently identified you by the content of 
our draft letters. 

The latest reply from Glenarthur is attached. I do not want to phone 
you at work, but if you have a phone at home I could phone you some 
evening if that was convenient. 

I raised the subject on ACDP and was told that the DHSS has 'an expert 
Committee' who reviewed the issue of blood products and AIDS and I 
now have to follow this up. It does not, of course, have trade union 
representatives. 

Thanks again for all your hta1p. 

Yours sincerely, 

G RO-C 

Sheila McKechnie, 
Health and Safety Officer. 

Enc: p/c Glenarthur letter. 

Association of Scientific, Technical and Managerial Staffs General Secretary: Clive Jenkins 
Head Office: 79 Camden Road, London NW1 9ES. Tel: 01 Telex No:
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FROM THE MINISTER FOR HEALTH AND SOCIAL WOK +•+r f I 

SCOTT 1
`r. WHITEHALL, L[)N-H~f+~ SC~,7R GAUD _ = 

~~=~6r. TELEPHONE: Ol - 

Clive Jenkins Esq 

General Secretary 
Association of Scientific, Technical and 
Managerial Staffs 

79 Camden Road 
LONDON j~ 
NW1 9ES A /T May 1984 

2ec t'wi 

Simon Glenarthur has let me see copies of your correspondence with him regarding 
the supply of blood plasma in which you have raised the question of the facilities 
at the Protein Fractionation Centre at Liberton. 

The function of the PFC is to concentrate on the needs of Scotland and Northern 
Ireland. It performs this role satisfactorily: we are virtually self-sufficient 
in Factor VIII. As Simon Glenarthur explained in his letter of 2 April, the 
needs of England and Wales are to be met by a new production unit being built 
at BPI. Elstree, and not by looking to any expansion of production at PFC. There 
is thus no need to consider your interesting suggestions whereby this could be 
achieved. 

va'~ } 

GRO-C 

JOHN J MacKAY 

PRSE0001259_0073 



PEN.013.1304 

HEALTH AND 
SAFETY OFFICE 

Whitehall Office, Dane O'Coys Road, Bishops Stortford, Hefts CM23 2JN Tel: 0279 

SMcK/DPP. 10th July, 1984. 

Mr. P.R. Foster 

Dear Peter, 

Thank you for the report you have recently sent me on AIDS. 

• I was going to get in touch with you before the recent dispute to find out 

h , you were getting on. I Was very pleased to hear that there has been a 
change in the management and that you were quite hopeful. about developments. 
I have now received the attached letter from Clive Jenkins which makes me 
think that you might have been being rather optimistic. I found the 
nationalistic attitude behind John MacKay`s letter very offensive, although 
I can understand the reasons for it. 

I was thinking of replying and simply repeating the points about the risk 
from commercially manufactured Factor 8 from blood products that are obtained 
from the US, and repeating our recommendation on self-sufficiency. I do not 
think in the circumstances we should accept the geographical division of the 
country if PFC is able to ensure self-sufficiency for the rest of the country. 
Do you have any other points that you think I should make? 

Are the recommendations listed at the end of the papers you sent me from the 
World Health Organization, or are they the recommendations that the Danish 
government has made? It is not clear from the document itself. 

Yours sincerely, 

GRO-C 

Sheila McKechnie, 
Health and Safety Officer. 

Association of Scientific, Technical and Managerial Staffs 
Head Office: 79 Camden Road, London NW1 9ES. 

Ceneral Secretary: Clive Jenkins 
Tel: O1--Telex No:_ 
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