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WOMEN WORKERS: SPECIAL PROTECTION 
OR ABSOLUTE EQUALITY? 

by Dr K Soin 

Paper presented at the APACPH Symposium on 
"Health of Women At Work" held on 11 July 1990 

Historically, protective 
measures for women workers 
were instituted for a number 

eason s. Women were seen 
ragile and weak creatures 

and therefore needed pro-
tection like children. In many 
western European countries, 
the first labour laws regulated 
work for women and often 
grouped them together with 
children. Women in many 
countries did not have a vote. 
Women were also without 
full civil and political rights 
and did not have the right 
to conclude a contract. 

Without legislative pro-
tection women workers could 
have been easily exploited. 
While men workers were also 
in need of protection, many 
social historians pointed out 

politically it was easier 
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	.:1',1opt protective measures 
for women rather than men, 
because women were viewed 
as weak and their primary 
role was considered to be as 
mothers and homemakers 
and if they went outside this 
boundary, then some protec-
tion had to be extended to 
them. 

Let us look at the pro-
tective measures that are in 
operation today for women 
workers. The ILO has done 
an analysis of the specific legal 
measures adopted by many 
countries on conditions of 
work for women. These "pro-
tective" measures come 
under certain broad catego-
ries and the following is the 
classification used by ILO. 

A) Prohibition of night work 
B) Organisation of working 

time 
C) Facilities at the work 

place 
D) Employment prohibi- 

tions and limitations. 

PROHIBITION OF 
NIGHT WORK 

This is probably the most 
controversial of all protective 
measures. In most countries 
there is some prohibition of 
night work by women. Only 
about 20 countries have no 
legislation prohibiting night 
work by women. In some of 
these countries, e.g. Canada, 
New Zealand, Ireland and 
Israel, laws prohibiting night 
work by women workers have 
been repealed mostly in 
the last 10 years. In a small 
number of countries, night 
work is prohibited for both 
men and women (Belgium, 
Switzerland, Norway and 
Sweden). Some workers 
organisations have expressed 
very strong views that night 
work is abnormal and is in-
herently detrimental to the 
health and welfare of all 
workers - both men and 
women. These organisations 
agree that some night work 
is essential but should be 
restricted to cases of real 
necessity. 

The law in Singapore 
states that:- 

"No female workman who is 
pregnant shall be employed 
to work during the night or 
any part thereof unless she 
has for this purpose con-
sented in writing and is not 
certified unfit by a medical 
officer or a registered medi-
cal practitioner." In this regu-
lation "night" means the 
period between 11 o'clock in 
the evening and 6 o'clock the 
following morning. This law 
has resulted from the repeal 
of a previous legislation pro-
hibiting night work for all 
women in industry. 

With regard to night 
work it has been argued that 
protective measures for  

women contravene the prin-
ciple of equality because 
differential treatment in this 
respect has no objective 
foundation. There is no bio-
logical reason why women 
cannot stay up at night just 
as long as men can. In fact 
mothers of infants and young 
babies do more night work 
than the fathers. The pro-
hibition of night work pre-
vents women from obtaining 
certain jobs, particularly in 
industries that operate con-
tinuous shifts and this often 
hinders women's access to 
higher wages. Also the prohi-
bition of night work for 
women can pose a great 
stress on the labour market 
if there is a labour shortage 
and this can damage the 
efficiency of enterprises with 
an overall negative effect on 
national economies. 

There is a controversial 
convention of the ILO - this 
is No 89 - which prohibits 
night work by women in 
factories but permits it in 
police work, nursing and 
public transport - this type 
of work is more dangerous 
than working in factories -
the New Zealand govern-
ment has denounced this 
convention and has said that 
it is more discriminatory 
rather than protective. 

ORGANISATION OF 
WORKING TIME 

Under this heading 
come the protective 
measures that are applicable 
to women workers in respect 
of working time and rest 
periods. This includes work-
ing hours, overtime working, 
nursing breaks and special 
leave in connection with 
children. In about 100 coun-
tries, there is legislation 
concerning the organisation 
of working time which refers  

specifically to women. In 
some of these countries, the 
legislation only applies to 
pregnant and nursing women. 
Nursing breaks have been 
identified in a significant 
number of countries. In some 
countries, women with 
children have the right to 
longer paid annual leave or 
to special leave to care for a 
sick child or to special non-
remunerated leave in connec-
tion with babies and younger 
children. 

In Singapore, there is no 
legislation with regard to 
organisation of working time 
for women. However, in the 
civil service, women with new 
born babies can take up to 3 
years no-pay leave. Private 
employers have not accepted 
this scheme as there is no 
legislation to enforce it. This 
measure if accepted could 
increase the economic costs 
of employing women of child-
bearing age and therefore 
may act against the employ-
ment opportunities of 
women. 

FACILITIES AT THE 
WORK PLACE 

In a limited number of 
countries special require-
ments exist for women 
workers with regard to 
various kinds of facilities at 
the workplace e.g. provision  

of seats, rest rooms, changing 
rooms and sanitary facilities. 
Nursing rooms are provided 
for in 29 countries - mainly 
in developing countries e.g. 
Africa and Latin America. In 
Singapore there is no legisla-
tion with regard to this 
matter. 

EMPLOYMENT 
PROHIBITIONS AND 
LIMITATIONS 

The legislation of many 
countries prohibits or restricts 
the employment of women 
in certain kinds of work e.g. 

i) dangerous, arduous or 
unhealthy work, e.g. work 
in compressed air cais-
sons, handling of ex-
plosives and handling of 
pneumatic and vibrating 
machines 

ii) underground work 

iii) manual transport of 
loads 

iv) work with dangerous 
agents or substances 

v) other types of prohibi-
tions that do not fall 
under the above 4 head-
ings. 

Underground work is 
prohibited for women in the 
majority of countries either 
in general or more often in 
mines and quarries. In Singa-
pore there was a prohibition 
of underground work for 
females but this was repealed 
in 1985. 

It is also common for 
countries to regulate the 
manual transport of loads for 
women. Women usually are 

Cont'd on Page 11 



JOURNAL ROUNDUP 
by Dr Chee Yam Cheng 

What Physicians Should 
Know About The Nursing 
Shortage 

Hospital care deterio-
rates as nurses' ability to 
provide safe, effective patient 
care declines due to the nurs-
ing shortage. The American 
Medical Association pro-
posed the RCT (registered 
care technologist) as a new 
type of patient care provider. 
The Commonwealth Fund 
produced a Report, "What 
to do about the nursing 
shortage" - a study report 
conducted in 1988 and 1989, 
aimed at the labour supply 
demand gap and the pre-
ferred responses for the 
shorter and longer term. 

421 acute care hospitals 
in six metropolitan areas 
(New York, Chicago, Los 
Angeles, Houston, Boston 
and Pittsburgh) were sur-
veyed together with 15,416 
responses to questionnaires 
from randomly selected 1987 
state licensed nurses. 

The more important 
findings are: 

1) In four of the six areas, 
14% budgetted regis-
tered nurse positions 
were vacant in the spring 
of 1988. 

2) There was little reserve 
nurse capacity per hos-
pital to tap on in the 
short term. Up to one 
in three hospital nurses 
worked less than full 
time, to devote them-
selves to family and 
child-rearing responsi-
bilities. 

3) Administrators closed 
beds, delayed elective 
surgery, recruited over-
seas and adopted make-
shift arrangements in an 
effort to cope. 85% of 
administrators raised 
nursing salaries 5 to 15% 
and also offered in-
creased shift differentials. 
The nurse respondents 
indicated the need for 
improved salaries, sche-
duling and benefits as 
important. 

The present nurse short-
age is a long term structural 
problem calling for funda-
mental changes in recruiting 
and educating nursing stu-
dents and for basic reforms 
on how hospitals use nurses. 
The shortage reflects the ex-
plosive growth of demand for 
nurses elicited by new medi-
cal technology and aging of 
the population. This has led 
to a doubling in the ratio of 
nurse to patients from 50 to 
100 nurses per 100 hospital 

admissions. Two out of ev-
ery five hospital nurses are 
currently assigned to critical 
care units. 

The pool of 18-24 year 
olds has declined while 
career opportunities for them 
have broadened. Nursing ad-
missions into colleges and 
universities have dropped 
27% from 1983 to 1987. 

Also the median age of 
all nursing graduates is 26. 
The stereotype of the 21 or 
22 year old newly graduated 
nurse is anachronistic. 

What ought to be done? 
One, greater attraction to 
pursue nursing. Two, , 
hospital sector must accom-
modate to the greatest pos-
sible degree the scheduling 
needs of nurses, most of 
whom have families. Work 
settings that challenge nurs-
ing skills and competence, 
appropriate career opportu-
nities with commensurate 
salaries are necessary; tech-
nological and personnel sup-
port must be provided to re-
lieve the nurse to do what 
she does best - provide and 
manage patients care. 
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NEW CHECKS 
AND BALANCES 

The rise of privatised medicine has created situations 
seldom experienced before. One is the surge to make one's 
services known so that they can be better patronised. Doctors 
in hospitals appear in newspapers and other mass media to 
report about breakthroughs and firsts. While it can be argued 
that these are newsworthy, the advertising impact cannot be 
ignored. Such action may well be beyond the control of 
individual doctors because their hospital administrators were 
desirous of such publicity. To many doctors who believe in 
conventional medical ethics, such newspaper reports are 
unacceptable and even revolting. It is therefore timely that 
the Singapore Medical Council is reviewing the ethical position 
of doctors who are employed in hospitals where the admini-
strators feel that reporting achievements is not advertising. 
New checks and balances are obviously required if conventional 
ethics are regarded as "old fashioned." 

Another check and balance that is lost in privatised 
medicine is in the allocation of scarce resources. Instead of 
allocating on physical and medical needs in a health care 
delivery system that we are hitherto familiar with, money is 
now beginning to be the allocator. The result is what is known 
as "inverse care law"', namely, those in greatest need are the 
least able to afford. There are reports, albeit anecdoctal, of 
patients discharging themselves because they cannot afford 
the fees to continue treatment. The assurance that the 
Government will pay for the needy may be difficult to 
implement in practice in the grey cases because it is often 
difficult to quantitate what we mean by poor. There is no 
easy solution in sight. Cost containment has been promoted 
as an answer. Indeed, this is probably the only key to accessibility 
of needed services. Cost containment is difficult in a free 
medical enterprise. Simply because in free medical enterprise 
the moral checks the doctors have upon themselves are 
removed. The attitude shifts from how can I get this patient 
well to how much can this patient contribute to my enterprise 
so that we can be "competitive". Should we be competing 
to see who can have a better bottomline for all to see or 
should we be competing to get our patients well with the 
most effective use of scarce medical resources? 

GLG 

The views and opinions expressed in all the articles are those 
of the authors. These are not the views of the Editorial 
Board nor the SMA Council unless specifically stated so in 
writing. The contents of the Newsletters are not to be 
printed in whole or in part without prior written approval of 
the Editor. 
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GARFIELD SAYS: 
CONTRIVED 

I cheered the parade as 
lustily as anybody else in the 
Padang, although I was only 
watching it on TV in my 
friend's air-conditioned bed-
room and drinking beer, 
eating "kerupok" etc at the 
same time. 

I also swung until the 
wee hours on the night when 
Singapore held the biggest, 
the most extravagant and the 
most beautiful party in the 
world but in a disco. You 
should have seen my lambada 
movements. 

I was feeling blue, so to 
speak. As is.common during 
such an episode, I felt rather 
confused. I asked myself, what 
is it all about? Of course we 
are out to show the world 
one people, one nation, one 
Singapore and what a glor-
ious piece of real estate we 
have here but I have this per-
sistent feeling that there is 
something missing or some-
thing misplaced. 

I did not get the answer 
till many days later. To be 
exact, it was the day when 
the PM gave his last National 
Day address. 

He was complaining  

about what he perceived as 
the mindless jingoism he 
heard his grandchildren utter 
when they visit him. Things 
repeated from what they 
heard from the TV. I do not 
mean to draw any parallels 
with our celebrations, it 
would be sacrilegious. I men-
tioned it because it brought 
to light what was nagging me. 

I wonder whether all of 
us have really absorbed and 
understood the true meaning  

of the songs, cheers, dances 
and parades we had parti-
cipated in. Are we merely 
treating them as part of a 
Mardi Gras? Are we only 
repeating "TV jingles" 
attaching little meaning to 
what we are doing? It is 
indeed difficult to measure 
because so much of the 
passion is choreographed and 
so much of it is contrived. 

Talking about things 
being contrived reminds me  

of a recent SMA referendum 
letter to GPs. It was mooted 
whether those who wish to 
designate themselves as 
"senior" general practi-
tioners can do so. One need 
not satisfy any criteria, it is 
good enough so long that you 
think you are good enough, 
making it good enough for 
you to elevate your status and 
to charge a higher fee. How 
clever! I congratulate those 
who conceived the idea. 

One simple decision and 
the GPs have succeeded in 
upgrading themselves over-
night. Very soon Singapore  

will achieve another first to 
add to our long string of 
championships. We will have 
the most "senior" GPs in the 
world. The productivity 
movement would be in 
ecstasy. 

I am just giving other 
example that comes to mind 
to illustrate that appearance 
is skin deep and that what 
matters is in the marrow. It 
would be quite presumptuous 
and audacious for me to 
suggest that the PM would 
agree with me, but I'll take a 
chance. 

Garfield 

I know, judging by looks, 
few would believe that I am 
capable and for that matter 
believe that I have ever seen 
the inside of a disco. But 
appearance can be deceptive. 
How many, may I ask have 
een me when I really let my 
air down? The same goes 

for our politicians. Their 
serious countenance, I sus-
pect, have camouflaged the 
lighter side of their interiors. 
If not, tell me, how could they 
have spawned the idea of such 
a party? 

The patriotic disco 
manager had installed a big 
TV screen to bring in the 
action live from Orchard 
Road, so that the indoor type 
of loyal citizens like me can 
join in the festivities. 

But August had come 
and gone and the flags and 
banners were soon taken 

tr-  —"wrt. We are again sober 
.itizens helter-skelter en-
gaged in our daily tasks. How-
ever, I am one of those who 
suffered a side-effect. It is well 
known that after an impor-
tant event, be it in sport, 
entertainment, religion, poli-
tics or social, there will be 
an emotional letdown. The 
greater the hype, the greater 
would be the letdown. 
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The disease AIDS was 
first recognised in 1981, but 
retrospective 	serosurveys 
have revealed that the infec-
tion had already been preva-
lent in the human popula-
tion for more than 20 years 
prior to this. 

CLASSIFICATION 
At present, two subtypes 

of HIV are known, HIV-1 
and HIV-2. HIV-1, which 
was isolated in 1983, has 
been responsible for most of 
the infection worldwide, 
while HIV-2, first isolated in 
1986, has mainly been iden-
tified in West Africa, 
Mozambique and, sporadi-
cally, in other countries. 
These viruses belong to the 
family of viruses known as 
the Retroviridae. Retro-
viruses are characterised by 
their possession of a unique 
enzyme called reverse tran-
scriptase which is not found 
in animal cells and is rarely 
found in viruses outside this 
family. Within the Retrovi-
ridae the HIVs belong to the 
subfamily 	Lentivirinae, 
members of which infect 
many different animal 
species causing slowly pro-
gressive diseases with long 
incubation periods. 

STRUCTURE 
The human immuno-

deficiency viruses are 
spherical, enveloped viruses 
possessing dense, cylindrical 
cores. The core, which con-
sists of protein, contains the 
RNA genome of the virus 
and the enzymes of the 
virus. The envelope consists 
of a double layer of lipid 
and is derived from the host 
cell cytoplasmic membrane. 
It is studded throughout 
with projections made up of 
glycoprotein, these projec-
tions being involved in the 
attachment of the virus to 
receptors present on suscep-
tible cells. Because the 
envelope is made of lipid, 
detergents and fat solvents 
which damage the envelope 
will inactivate the virus. 

The RNA genome of the 
virus contains regions which 
code for the structural pro-
teins (gag), enyzmes (pot) 
and envelope proteins (env) 
of the virus. In addition 
there are also at least four 
regulatory genes (tat, rev, 
nef and vif) which control 
virus replication in an intri-
cate and complicated way. 

Antibodies to the 
various proteins specified by 
these genes develop in the 
infected individual and can 
be identified on the Western 
Blot test. The envelope pro-
teins of HIV-1 and 2 are  

usually quite different, but the 
core protein, p24, of the two 
viruses is similar, so that if a 
person is infected with HIV-
2 and his serum is tested 
against HIV-1 antigens in the 
Western Blot, a positive p24 
band may be obtained. 

REPLICATION 
The disease AIDS is 

characterised by severe 
immunodeficiency, 	the 
hallmark of which is deple-
tion of a special subset of 
lymphocytes known as 
T4 + or CD4 + lympho-
cytes. These lymphocytes 
possess special receptors on 
their surface called CD4 
receptors to which HIV 
specifically attaches by its 
surface glycoprotein gp120 
which is present on the ex-
posed portion of the projec-
tions. 

However, in addition to 
the T4 lymphocyte, the HIVs 
are also able to infect a wide 
range of other cells, such as 
monocytes, macrophages, 
glial cells of the brain, 
epithelial cells of the gut and 
many other cells. Some of 
these cells also possess CD4 
receptors, although in 
smaller numbers than T4 
lymphocytes, but some are 
CD4 receptor-negative. The 
HIVs infect these cells by 
some, as yet unknown, 
mechanism. 

Following attachment, 
only the core of the virus 
enters the cell, after which, 
the RNA of the virus 
becomes copied into DNA 
by the enzyme reverse tran-
scriptase. This DNA copy, 
known as the provirus, 
becomes integrated into the 
chromosome of the host 
cell, resulting in permanent 
infection of the cell. 

In the case of T4 lym-
phocytes, activation of the 
lymphocyte appears to be 
necessary for substantial 
production of virus. Activa-
tion occurs when the in-
fected person becomes anti-
genically stimulated in some 
way, as, for example, when 
infections with other micro-
organisms (bacteria, viruses, 
fungi, parasites) are con-
tracted or when vaccines are 
given. Recurrent or chronic 
infection have been known 
to accelerate the progression  

of disease in an asympto-
matic carrier and for this 
reason carriers are advised 
to seek prompt treatment 
for associated infections, to 
avoid unnecessary vaccina-
tions and to avoid sexual 
activity with multiple part-
ners. 

During replication, the 
proviral DNA is copied back 
into RNA, structural pro-
teins and enzymes, synthe-
sized and the whole packag-
ed into virions at the cell sur-
face. The virus then acquires 
an envelope from the cell 
membrane as it buds from 
the surface. 

PATHOGENESIS 
The severe immunologi-

cal deficiency seen in AIDS 
results from damage and 
destruction of T4 lympho-
cytes and other cells of the 
immune system during the 
course of infection. This is 
in part directly due to the 
virus itself, but, in part also 
to the host's immune re-
sponse to the infection. In the 
infected host, autoantibodies 
and cytotoxic T cells develop 
which attack and destroy both 
virus-infected and uninfected 
cells. 

T4 lymphocytes play a 
central role in the body 
defense mechanisms, for 
when antigenically stimu-
lated, they divide and pro-
duce substances, the lym-
phokines, which control the 
growth and maturation of 
other immunological cells 
such as monocytes, macro-
phages, antibody-producing 
B cells and other types of 
lymphocytes. The destruc-
tion of T4 lymphocytes will 
therefore result in wide-
spread immunological im-
pairment. 

The end result of all this 
is that the patient becomes 
susceptible to infection by a 
variety of microorganisms 
(bacteria, viruses, fungi and 
parasites) and this is usually 
the cause of death. Certain 
cancers, such as Kaposi's 
sarcoma and lymphomas, 
may also develop, but the 
reasons for their occurrence 
are not clear at present. 

Other systems are also 
involved in HIV infection. 
The viruses are able to infect 
macrophages, glial cells and 
endothelial cells in the brain, 
so that the central nervous 
system is frequently involv-
ed in AIDS and about 10% 

Dr S Doraisingham 

of patients present initially 
with neurological problems. 
Again, HIV can also infect 
epithelial and other cells of 
the gut and this may contri-
bute to the chronic diar-
rhoea and malabsorption 
seen in some patients with 
AIDS. 

TRANSMISSION 
Epidemiological studies 

have established that HIV is 
transmitted in three main 
ways: by the parenteral it 
ovulation of infected bloc)... 
and blood products, by sex-
ual contact, and by vertical 
transmission from the in-
fected mother to her child. 
But the different routes are 
not equally efficient in 
transmitting infection. 

In the infected person, 
the virus can be found in the 
blood and in probably all 
body fluids, but it is mainly 
cell-associated, very little 
virus being present in cell-
free fluid. Although transfu-
sion with contaminated 
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Dr Chew Suak Kai 

The Human Immuno-
deficiency Virus (HIV) is a 
human retrovirus discovered 
in 1983. It is now widely ac-
cepted that infection by HIV 
is the cause of the epidemic 
of the Acquired Immuno- 
deficiency 	Syndrome 
(AIDS) and related illnesses, 
first reported in the United 
States in 1981, and now evi-
dent in all parts of the 
world, including Singapore. 

The first case of HIV in-
fection in Singapore was 
detected in a homosexual 
man in May 1985. By 31 
March 1990, 45 cases of 
HIV infection had been 
reported. There were 16 pa-
tients with AIDS, of whom 
11 had died. The male-to-
female case ratio for HIV 
infection was 21.5: 1, with 
the cases heavily concen-
trated in the most sexually 
active age groups, from 20 
— 39 years. Patients who 
were single and never mar-
ried accounted for 77.8% of 
the total. The majority of 
the patients were employed  

in the service industry, 
mainly in the catering and 
lodging services, and as 
airline stewards. 

Sexual transmission, 
both homosexual (46.7%) 
and bisexual (26.7%) as a 
mean of HIV infection ac-
counted for 73.4% of all 
reported cases, while hete-
rosexual transmission ac-
counted for 22.2%. The ma-
jority of the infected detec-
ted prior to 1988 were main-
ly homosexuals/bisexuals. 
However, infection due to 
heterosexual transmission 
had increased noticeably 
since 1988. One patient had  

acquired the infection 
following blood transfusion 
overseas. 

The local pattern of op-
portunistic infections and 
cancers in patients with 
AIDS resembled that repor-
ted in western countries. In 
Singapore, half of the pa-
tients with AIDS presented 
with pneumocystis carinii 
pneumonia. Other infec-
tions included cryptococcal 
meningitis, 	disseminated 
mycobacterium tuberculo-
sis, cytomegalovirus reti-
nitis, and coccidial enteritis. 
Of the cancers, Kaposi's sar-
coma and malignant lym-
phoma occurred more fre-
quently. 

Singapore has already 
begun to respond to the 
challenge of HIV infection 
since 1985. An AIDS pro-
gram was established to con-
trol the spread of the disease 
in the republic, an important 
component of which was in-
formation dissemination 
and health education of risk 
groups as well as the com-
munity. 

Singapore is now exper-
iencing the first wave of 
HIV infection, representing 
exposure events which had 
occurred in the late 1970s 
this has been based on the 
median duration of AIDS- 

Page 5 

free time of 7 to 8 years 
following seroconversion. 
Infection had occurred 
among persons who had 
travelled to areas where HIV 
infection was prevalent, or 
who had sexual contact with 
individuals from these areas, 
such as _homosexuals and 
prostitutes. 

The extent and direction 
of the second wave would 
depend primarily on the 
community response to 
health education programs 
since 1985. Two other fac-
tors may influence the HIV 
epidemic curve locally. 
Firstly, regional events such 
as the dramatic increase of 
HIV seroprevalence among 
intravenous drug users, pro-
stitutes, and the heterosex-
ual population in neigh-
bouring countries in recent 
years; and secondly, the 
travel pattern and sexual 
behaviour of Singaporeans. 
In the author's study of the 
first 38 satients and 
reported elswhere*, it was 
observed that 97.4% of the 
patients had travelled exten-
sively to areas where HIV 
infection was prevalent, and 
73.0% of them had sexual 
exposures with homosexuals 
and prostitutes in the coun-
tries of destination. 

Therefore, although the 
number of cases of HIV in-
fection in Singapore is small 
at present, the community 
and each individual cannot 
remain complacent about 
the risks he or she is facing. 

*Chew SK. Human Immuno-
deficiency Virus infection in 
Singapore. MSc (Public Health) 
Thesis. National University of 
Singapore. 1989-90. 
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AIDS: CLINICAL PRESENTATION & DIAGNOSIS 
IN SINGAPORE 

Paper presented at the SMA Medical Symposium 
on STD & AIDS in April 1990 

by Dr Roy Chan 

Dr Roy Chan 

The first Singaporean 
with HIV infection was 
detected in May 1985. The 
first case of AIDS was 
diagnosed in September 
1986. 

Up till March 31 1990, 
45 Singaporeans have been 
found to be infected with 
the Human Immunodefi-
ciency Virus. 

Of these 45, 12 were 
detected by blood donation 
screening, 3 in 1986, 2 in 
1987, 5 in 1988 and 2 in 
1989. No positive samples 
have been found so far in 
1990 in blood donors. 

Another 12 persons 
presented to doctors with 
symptoms and signs of ad-
vanced HIV infection. 
Eleven had AIDS at presen-
tation and one had ARC. 

Six persons were dia-
gnosed when they voluntari-
ly sought testing. One of the 
6 had oral thrush at the time 
of first consultation and 
therefore had ARC by defi-
nition. The other 5 had no 
signs of ARC or AIDS. 

Five persons were 
detected when HIV serology 
was ordered at the doctor's 
request. Four were detected 
by contact tracing of in-
fected persons. Three were 
detected during insurance 
health examinations, 2 from 
visa applications and 1 from 
SAF pre-enlistment medical 
screening. None of these in-
dividuals had evidence of 
ARC or AIDS. 

At presentation, 26 of 
the 45 were, by the CDC 
classification, in Group II or 
asymptomatic stage of HIV 
infection. Six of the 45 had 
evidence of progressive 
generalised 	lymphadeno- 
pathy or Group III disease. 
Two of the 45 had evidence 
of ARC or Group IVa/ 
IVC2 disease. The remain-
ing 11 presented to us with 
full-blown AIDS or Group 
IVc1/IVd HIV disease. 

As of March 31 1990, 23 
are still in the Group II 
disease category. Five have 

Group III disease, 1 had 
Group IVa/IVc2 disease 
and 16 have developed 
Group IVcl/IVd disease, 
that is another 5 have pro-
gressed on to AIDS. Eleven 
of the 16 AIDS cases are 
deceased. 

In analysing records of 
15 of our 16 AIDS cases, the 
presenting complaints of 8 
of them were in the respira-
tory system. Three had 
generalised systemic com-
plaints and 2 had complaints 
referable to the gastro-
intestinal tract. One person 
had Kaposi's sarcoma of the 
skin as the initial AIDS-
defining illness and another 
had signs and symptoms of 
central nervous system 
disease. 

The clinical course of 
AIDS however does not re-
main as simple. Almost all 
our patients had multi-
system complaints. AIDS- 
associated 	opportunistic 
diseases are characterised by 
being multiple, occuring 
concurrently and/or con-
secutively. They are in-
curable and require main-
tenance therapy or secon-
dary porphylaxis. 

Pneumocystis carinii 
pneumonia was diagnosed 
in seven patients. Two were 
diagnosed overseas and 5 in 
Singapore. Of these 5, 4 
were diagnosed on presump-
tive grounds i.e. chest X-ray 
findings of bilateral lung in-
filtrates and a response to 
anti-pneumocystis medica-
tion. The fifth had a definite 
diagnosis made after a bron-
choscopic examination was 
performed for pneumonia 
which did not respond to 
anti-bacterial drugs. HIV in-
fection was not suspected in 
this patient at that time, a 
sharp-eyed technician made 
the diagnosis on BAL• 
specimens. 

Mucocutaneous herpes 
simplex ulceration lasting 
over one month was seen in 
3 of our patients. Crytococ-
cosis, systemic candidiasis, 
Kaposi's sarcoma, mali-
gnant lymphoma, CMV reti-
nitis and salmonellosis were 
found in 2 patients each. 
Disseminated TB, Crypto-
sporidosis, Isosporiasis and  

the HIV wasting syndrome 
were diagnosed in one pa-
tient each. In all there were 
a total of 26 AIDS-defining 
illnesses in 15 AIDS patients, 
or about 1.7 per patient. 

In addition to illnesses as 
defined by the CDC Surveil-
lance criteria, HIV infection 
is also associated with other 
serious infections. Seven pa-
tients had chronic diarrhoea 
of undetermined causes. 
Four had bacterial pneu-
monia, and 2 had pneu-
monia of undetermined 
causes. Two patients had 
peripheral neuropathy, one 
had giardiasis and another 
had pulmonary TB. 

Patients with advance 
HIV infection i.e. ARC and 
AIDS also exhibit a large 
number of dermatological 
signs. Most often seen are 
oral thrush and seborrhoeic 
dermatitis. HIV infection 
should always be suspected 
in a person with oral thrush 
who has no predisposing 
factors e.g oral antibiotics, 
immunosuppressive therapy 
and other diseases associa-
ted with immunosuppres-
sion. Seborrhoeic dermatitis 
which is extensive and dif-
ficult to control is another 
useful clinical pointer. Other 
conditions noted were a 
history of herpes zoster, 
xerosis (dry skin), drug 
rashes and perianal fistulae, 
sinuses and abscesses. 

In order to make a dia-
gnosis of HIV infection, the 
most important point is that 
it must be considered. This 
begins with accurate and 
detailed history of exposure 
risks. Physical evidence of 
impaired cellular immunity 
is further evidence in a pa-
tient with recognised risk 
factors. The availability of 
accurate serological tests for 
HIV confirms the presence 
of HIV infection. 

A positive HIV antibody 
test requires that a sample 
which is repeatedly positive 
by a screening test (eg. 
ELISA, agglutination meth-
ods) is confirmed by a con-
firmatory test (eg. Western 
Blot Test). False positive 
screening tests may be the 
results of laboratory error, 
the presence of autoanti- 

bodies to cellular antigens or 
the immunoglobulins. 

The criteria for positive 
Western Blot tests vary 
slightly from centre to cen-
tre. However, all rely on 
positive 	reactions 	to 
envelope proteins and to 
core proteins. When no 
bands are present the results 
are negative. Where some 
but not all of the diagnostic 
bands are present the result 
is "indeterminate". Indeter-
minate immunoblot results 
in high-risk patients often 
are confirmed as positive on 
repeat testing. Those in low-
risk patients have been 
shown to remain indeter-
minate and not to signify 
HIV infection. The wide-
spread use of HIV testing in 
low-prevalence populations 
yield far large numbers of 
false positive and indeter-
minate samples than true 
positives. This results in pro-
blems with the clinical 
management of such per-
sons and psychological 
stresses inflicted on them. 

In the follow-up of in-
fected persons, the docu-
mentation of immune defi-
ciency is an accurate predic-
tor of clinical progression of 
the disease. This requires the 
elucidation of physical signs 
of immune deficiency and 
regular monitoring of CD4 
lymphocyte counts. Recent 
evidence from large studies 
have shown that timely in-
tervention by way of AZT 
therapy when CD4 counts 
drop below 500 cells/cu 
mm will prolong significant-
ly the period of asymp-
tomatic HIV disease. The 
institution of prophylactic 
medication for PCP when 
CD4 counts drop below 200 
cells/cu mm has also proved 
beneficial. 

The diagnosis of oppor-
tunistic diseases in infected 
persons is difficult for a 
number of reasons viz. sub-
tle and unusual presenta- 
tions, 	occurrence 	in 
previously healthy in-
dividuals, difficulty in 
recognising new processes in 
a chronically debilitated pa-
tient, poor physician educa-
tion and attitudes, poor pa-
tient education, fatalism on 
the part of both patient and 
health care providers and 

high-cost of investigation on 
the patient. 

The definitive diagnosis 
of disease processes is im-
portant for many reasons. It 
is needed in order to provide 
correct and effective treat-
ment; to avoid mistakes in 
the labelling of persons as 
having AIDS which has 
severe psychological reper-
cussions; to minimise the 
side-effect of empiric 
therapy; to accurately docu-
ment the spectrum of oppor-
tunistic disease in the local 
community; and to avoid 
the unnecessary financial 
burden on the patient (and 
family) for treatments based 
on guesswork. 

The optimal manage-
ment of HIV infection is 
best achieved by a multi-
disciplinary approach. This 
requires specialists from a 
variety of fields including in-
fectious disease, immunolo-
gy, oncology, hematolog3 
internal medicine, der-' 
matology, sexually-trans-
mitted diseases, the surgical 
disciplines, pathology and 
experienced and reliable 
laboratory services. This has 
yet to be achieved in 
Singapore. 

The first bronchoscopy 
was performed only in late 
1989, four years after the 
first case of AIDS was 
diagnosed. Blood samples 
sent for hematological tests 
have been reported by labo-
ratories to be misplaced, 
spilt or spoilt. A request for 
a lymph node biopsy on 
rapidly enlarging cervical 
lymph nodes in one patiei 
was only performed 7' 
months after the first re-
quest was made. 

In Singapore persons 
with HIV infection who re-
quire hospitalisation for 
whatever reason are allowed 
to be warded but only in B1 
or A class beds in one par-
ticular ward in one par-
ticular hospital. All subse-
quent costs for outpatient 
care is adjusted to B1 or A 
class rates. 

HIV infection and AIDS 
must be viewed as a chronic 
condition, and persons with 
AIDS undergo periods of ill-
health during which they re-
quire often prolonged and 
repeated in-patient care and 
recuperation. We have 
many patients who have ex-
hausted not only their own 
Medisave accounts but also 
those of their parents and 
siblings in order to pay their 
hospitalisation bills. Pa- 
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tients and their families have 
so far paid up without much 
protest, often at great finan-
cial sacrifice and hardship. 
They have done so to "save-
face" and to prevent draw-
ing any attention to them-
selves. 

AIDS 	discrimination 
does exist in Singapore and 
it would seem that it is no-
where more manifest than in 

the medical service and the 
medical community. 

We hope, and I think I 
can speak for those of us 
who have been looking after 
HIV patients, that this sym-
posium will mark a turning 
point in our attitudes and in 
the care of persons with 
HIV infection in Singapore. 

Thank you ladies and 
gentlemen. 
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blood is a highly efficient 
way of transmitting HIV in-
fection, . resulting in infec-
tion in 70% — 100% of 
cases, the amount of virus 
present in blood is con-
siderably less than that of 
hepatitis B virus in hepatitis 
B carriers. Several prospec-
tive studies have shown that 
the risk to health care 
workers of contracting HIV 
infection following acciden-
tal percutaneous or mucous 
membrane exposure to in-
fected body fluids is in the 
region of 0.4%, whereas 
that for hepatitis B is in the 
order of 20-30%. It is, 
therefore, far easier to con-
tract hepatitis B after 
needle-stick injuries than to 
contract HIV. Nevertheless, 
the risk does exist, and a 
vaccine is not available yet; 
so measures to minimize the 
-isk must be taken. Where 
.he frequency of inocula-
tions is high, as with IV drug 
users, transmission rates in-
crease dramatically. 

In sexual transmission, 
infection can be spread by 
both anal and vaginal inter-
course, the receptive partner 
being at greater risk in both 
instances. In anal inter-
course, the virus can either 
directly infect bowel epithe-
lium or infect underlying 
susceptible cells through 
breaks in the mucosa. In 
genital secretions, HIV-
infected cells appear to be 
the most important source 
of transmission as relatively 
`-,w titres of virus are pre-
.,ent in cell-free fluid. This is 
probably the reason why 
HIV has been found to be 
transmitted more easily in 
the presence of other STDs, 
especially those which are 
associated with genital 
ulcerations, like syphilis 
and chancroid. The increas-
ed number of HIV-infected 
inflammatory cells and the 
presence of genital ulcera-
tions would facilitate trans-
mission. 

Concentrations of virus 
in saliva are very low, sup-
porting the epidemiological 
evidence that it is an unlikely 
source of spread. 

Vertical 	transmission 
from mother to infant oc-
curs in approximately 30-
50010 of children born to 
HIV positive mothers. In-
fection can occur during 
pregnancy, during labour or 
in the post natal period. 
Although concentrations of 
the virus in breast milk are 
very low, studies suggest 
that infection can be trans- 

mitted by breast feeding. 
Diagnosis of infection in the 
infant is difficult, however, 
because passively transmit-
ted maternal antibody is 
present, because reliable 
tests for IgM antibody are 
not available, and because 
the infant itself may fail to 
seroconvert after maternal 
antibody is lost. 

INACTIVATION 
The HIVs are relatively 

fragile viruses, being readily 
inactivated by the usual 
means of sterilization and 
disinfection, and are far 
more susceptible to inacti-
vation than hepatitis B 
virus. Therefore, procedures 
designed to inactivate hepa-
titis B virus will, more than 
efficiently, destroy HIV as 
well. It must be remember-
ed, however, that HIV can 
survive for prolonged 
periods at room tempera-
ture, for as long as 2 weeks 
in serum or tissue culture 
fluid. Therefore, objects 
and surfaces in contact with 
infectious material must be 
decontaminated. 

In considering methods 
used to inactivate HIV, fac-
tors which may prolong 
virus survival must be taken 
into account. For example, 
dry serum deposits of virus 
may be more resistant to in-
activation by certain chemi-
cals, such as 70% ethanol, 
than wet suspensions, be-
cause water is essential for 
the activity of alcohols. Re-
peated immersion of instru-
ments into a 2% solution of 
gluteraldehyde may dilute it 
down to 1%, when it becomes 
ineffective. 

GENETIC VARIATION 
One of the many dis-

turbing features of infection 
by the human immunodefi-
ciency viruses is that both 
HIV-1 and HIV-2 are sub-
ject to frequent genetic 
changes which result in the 
appearance of new strains 
with antigenic and biological 
differences. 

Where patients have 
been followed up with virus 
isolation, it has been found 
that the viruses isolated soon 
after infection is contracted 
are different from strains 
isolated later when the 
disease has progressed to a 
more advanced stage, the 
later strains showing the 
characteristics of more 
pathogenic viruses. Again, 
viruses isolated from dif-
ferent sites may also show 
antigenic and biological dif-
ferences, blood isolates for 
example, being different 
from brain isolates. Pre- 

existing neutralizing anti-
body may then be ineffec-
tive against the new strains. 
This is one of the reasons 
why development of a vac-
cine against the infection has 
been so difficult. 
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AIDS - THE PHYSICIAN'S STRATEGY 
Paper presented at the SMA Medical Symposium 

on STD & AIDS in April 1990 
by Prof Feng Pao Hsii 

In the Spring of 1981, it 
first came to medical atten-
tion that a few young 
American men in New York 
and California — formerly 
in full health — were 
becoming sick and dying 
rather quickly in unprece-
dented ways. With remark-
able speed, the details of 
their illnesses were collected, 
compared, analysed and a 
new syndrome was born. It 
took a little while longer to 
agree on the name — the 
Acquired Immune Deficien-
cy Syndrome or AIDS —
but from the beginning 
some dominant features 
were clear about the new ill-
ness. It was relentless, it was 
deadly, it involved young 
men almost (but not quite) 
exclusively and it was 
spreading steadily and 
ominously. The latest report 
by the WHO showed there 
were 222,700 cases in 153 
countries. The U.S. tops the 
list with 121,645, the conti-
nent of Africa 41,518 and 
Europe 	31,581 	(ST 
4.3.1990). 

Clinical Aspects 
The 	epidemiology, 

pathogenesis, 	clinical 
features and management of 
AIDS have been well-docu-
mented. Suffice it to say, 
AIDS is truly a multisystem 
disease. This is not unexpec-
ted since the basic pathoge-
nic mechanism in AIDS is 
one of immunologic destruc-
tion. 

I will now discuss briefly 
six major clinical issues con-
fronting physicians treating 
HIV antibody-positive pa-
tients namely (1) indications 
for screening, (2) confiden-
tiality of HIV test results 
and the notifications of 
third parties at risk, (3) in-
dications for life-sustaining 
treatment, (4) refusal of care 
for sero-positive patients, 
(5) dilemmas regarding ex-
perimental therapies and (6) 
allocation of medical re-
sources. 

Screening of Asymptomatic 
Individuals 

The goals of screening 
asymptomatic individuals 
are to allow seropositive per-
sons to make informed deci-
sions about sexual practice, 
child-bearing, careers and 
medical care and to decrease 
the spread of infection. Cur- 

rently in the U.S., manda-
tory screening is required for 
blood, organ and sperm 
donors. For military person-
nel, for foreign service 
employees, for immigrants, 
for inmates in federal 
prisons and in some states, 
for applicants for marriage 
licenses. However more ex-
tensive mandatory testing 
has been rejected because it 
may drive persons at high 
risk for HIV infection away 
from the health care system. 

Some physicians and 
surgeons advocate HIV anti-
body testing for all hospita-
lized or surgical patients. 
Screening as a guide to in-
fection control presents dif-
ficulties. Negative tests may 
give a false sense of security 
since early in the course of 
infection patients may be 
seronegative but still con-
tagious. In low prevalence 
areas, a substantial propor-
tion of positive tests will be 
falsely positive. 

Because of these pro-
blems with HIV testing, the 
Center for Disease Control 
(CDC) recommended uni-
versal body fluid precau-
tions with gloves, masks, 
gowns or goggles and all pa-
tients should be treated as 
potentially positive. 

Confidentiality of HIV 
test results and the 
Notifications of Third 
Parties at Risk 

Before an HIV test is 
performed, physicians and 
patients should discuss to 
whom the results will be dis-
closed such as third parties 
at risk for infection, other 
health care workers or 
public health officials. Sero-
positive persons have a 
moral duty to take steps to 
prevent infection of third 
parties. Preserving con-
fidentiality is very important 
in the doctor-patient rela-
tionship. It encourages pa-
tients to seek care and to 
discuss their problems 
frankly with physicians and 
protects patients from 
adverse 	consequences. 
When confidentiality is 
breached HIV-infected pa-
tients may encounter stigma 
and discrimination. Sero-
positive patients have lost 
jobs, housing, school privi-
leges, health insurance and 
access to health care_ 

However, while individuals 
have a right to jeopardize 
their own health, they have 
no right to place others at 
risk. Thus the duty of the 
physicians to prevent harm, 
may override the duty to 
protect confidentiality. 

Decisions about Life-
sustaining Treatment 

Guidelines 	regarding 
life-sustaining treatment in 
other disease should also ap-
ply to patients with AIDS. 
Patients need to be inform-
ed about the risks and 
benefits of life-sustaining 
treatment. Effective com-
munication is essential bet-
ween care-givers and pa-
tients. Patients with HIV in-
fection may not be capable 
of making decisions about 
their medical care because of 
HIV-related dementia and 
opportUnistic CNS infec-
tions. When patients are in-
competent, their previously 
expressed 	preferences 
should guide decisions. 
However if the incompetent 
patient's wishes are unclear 
or unknown, decisions 
should be based on what is 
best for the patient. Finally 
physicians are not obligated 
to provide futile care even if 
the patient or family re-
quests it. 

Refusal to care for Sero-
positive Patients 

Even if health care 
workers follow the recom-
mendations when caring for 
patients who are HIV 
positive, they may contract 
AIDS from needlesticks or 
other accidents. After sus-
taining needlesticks, cuts or 
splashes from seropositive 
patients, 1 of 200 health care 
workers may develop anti-
bodies to HIV. 

The American Medical 
Association Council on 
Ethical and Judicial Affairs 
states that "a physician may 
not ethically refuse to treat a 
patient whose condition is 
within the physician's cur-
rent realm of competence 
solely because the patient is 
seropositive. If a physician 
is not able to provide the 
services required by persons 
with AIDS, he or she should 
make the appropriate refer-
ral to those physicians or 
facilities that are equipped 
to provide such services". 
The American College of 

Physicians and the Society 
for Infectious Disease clear-
ly state that there is an 
obligation to treat HIV-
infected patients. Despite 
these declarations by profes-
sional organisations, some 
physicians claim that the 
risk to health care workers 
overrides an obligation to 
care for sero-positive pa-
tients. 

Dilemmas in Research 
The safety and efficacy 

of experimental therapies 
for AIDS can be rigorously 
evaluated only in double-
blind, controlled trials. But 
it may be difficult to recruit 
patients with HIV infection 
for placebo-controlled trials 
since they might be willing 
to receive only active treat-
ment not a placebo. 

Because AIDS is a fatal ill-
ness, there is pressure to 
release new therapies as 
soon as possible. While 
making new drugs more 
available could benefit pa-
tients, it also could harm 
them. Such policy may also 
waste scarce resources on 
toxic or ineffective thera-
pies. Finally unproved 
therapies may cause a con-
flict between patient auto-
nomy and the physicians' 
duty to do no harm. 

Allocation of Health Care 
Resources 

By 1991, it is estimated 
that there will be 250,000 
cases of AIDS in the United 
States. The financial burden 
of caring for these patients 
will fall disproportionately 
on urban areas with large 
populations of gay men and 
IV drug users. By 1991, 
12.4% of acute-care beds in 
San Francisco and 8.7% in 
New York will be needed for 
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persons with AIDS. Similar-
ly such persons will require 
16.2% of inpatient hospital 
costs in San Francisco in 
1991 and 8.4% in New 
York. The total cost of car-
ing for an AIDS patient is 
similar to costs of other 
serious illness, such as 
cancer or heart disease. 

Owing to their lack of 
medical insurance and 
financial resources, many 
patients with AIDS receive 
care in public hospitals tha' 
are already financiall, 
stressed. Hence limited 
resources may force changes 
in the delivery of care to pa-
tients with AIDS such as res-
tricting access to ICUs. In 
allocating finite resources to 
AIDS, society must balance 
competing needs such as for 
inpatient care, treatment 
like azidothymidine which 
prolong life but is costly, 
long-term care, home care, 
hospice care and education 
to prevent HIV infection in 
high-risk groups. 

CONCLUSION 
Physicians caring for 

HIV-infected patients con;  
front a variety of ethical at 
moral dilemmas. In grap-
pling with these dilemmas, 
physicians and society must 
respect patients' autonomy 
and confidentiality, benefit 
patients and third parties at 
risk and must allocate re-
sources fairly. In addition, 
the AIDS epidemic challen-
ges individual physicians 
and society as a whole to act 
humanely and compas-
sionately in the patients' 
best interests. II 
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AIDS - THE SURGEON'S STRATEGY 
Paper presented at the SMA Medical Symposium 

on STD & AIDS in April 1990 
by Dr Tay Boon Keng 

Dr Tay Boon Keng 

INTRODUCTION 
AIDS (Acquired Im-

mune Deficiency Syndrome) 
was first discovered in 1981. 
It is an incurable disease of 
epidemic proportions and 
till today, no known vaccine 
has been developed and pro-
ven to prevent it. AIDS is 
caused by a human RNA re-
trovirus now known as HIV. 

The virus is transmitted 
through sexual, parenteral 
and maternal-infant routes. 
HIV has been isolated from 
blood, semen, vaginal secre-
tions, bone, breast milk and 
saliva. Any body fluid that 
contains blood even in 
microscopic proportions is a 
potential source of HIV in-
fection. 

Presently, known routes 
of transmission include 
homosexual practice, IV 
drug abuses, IV transmis-
sion and occupational ex-
posure (via percutaneous, 
mucous membrane, cutan-
eous). The concerns of the 

p---Lkrgeon include the follow- 
* Ag: 

1. AIDS will influence the 
mode of treatment. 

2. Most patients infected 
with HIV wil develop 
AIDS. 

3. HIV has been recovered 
from body tissues in-
cluding bones. 

4. HIV can be transmitted 
by inoculation. 

5. HIV infection is virtual- 
ly 10007o fatal. 

THE PATIENT'S 
POSITION 

The surgeon accepts the 
moral and ethical responsi-
bility to provide care to all 
patients with compassion 
and dignity irrespective of 
their HIV status. Again, 
regardless of their HIV 
status, all patients should 
have access to quality 
surgical care. 

Risk to patients can be 
reduced by using autologous 
blood and cell savers. Pro-
per procurement methods 

and adequate testing of 
materials and donors are 
essential in tissue banks if 
risk from allograft transmis-
sion is to be negligible. 

In elective surgery, treat-
ment considerations should 
be a careful balance between 
well being of all patients (in-
cluding HIV positive pa-
tients) and protection of 
public health including the 
surgeons and their staff. For 
example, in fractures of the 
spine, sub-laminar wiring 
exposes the surgeon to cuts 
and perforations from sharp 
wires. The same condition 
could be treated with a dif-
ferent solid implant like the 
Harrington's rod. 

RISK TO THE SURGEON 
In the USA, the in-

cidence of AIDS patients in 
teaching hospital is 30% and 
in trauma victims is 16%. 
This incidence is not known 
in Singapore. However, in 
our Department we have 
operated on an HIV positive 
patients for an ankle frac-
ture in 1986. 

HIV can be transmitted 
through inoculation. The 
surgeon, because he is ex-
posed to sharp instruments, 
sharp bone fragments and 
trauma patients are more at 
risk than other health care 
persons. 

In a study done (306 
respondents), each surgeon 
has an average of being 
stuck by a needle or sharp 
object 40 times a year. In yet 
another study amongst 
surgery lasting more than 
one hour, 40% of the 
gloves were perforated. 

Furthermore, the risk of 
blood splatter contamina-
tion to eyes and skin which 
has a prevalence rate ,of 120 
instances per year to each 
surgeon, exposes the sur-
geon to potentially great 
damage. 

STRATEGIES AGAINST 
TRANSMISSION OF HIV 
1. Universal Precautions 
a) Wear gloves when 

changing dressing and 
inspecting wounds. 

b) All contaminated dress-
ings and other material 

should be placed in dis-
posable bags and seal-
ed. 

c) Exposed ends of all or-
thopaedic pins should 
be protected with ap-
propriate plastic caps. 
Re-capping of hypoder-
mic needles should be 
avoided. They should 
be discarded in a safety 
container. 

d) Gloves should be worn 
when touching any linen 
which may be contami-
nated with blood or 
other body fluids. 

e) Protective 	goggles, 
masks, gowns and shoe-
wear should be worn 
when minor procedures 
are done e.g removing 
pins, etc. 

2. Invasive Procedures 
a) Do not hurry. Excess 

speed may result in an 
injury. 

b) Wear surgical garment 
that offers protection 
against contact with 
blood: 
i) Knee-high water-

proof surgical shoes 

ii) Water-impervious 
gowns. 

iii) Double gloves at all 
times. In HIV posi-
tive patients, triple 
gloves. Cloth gloves 
in trauma and ma-
jor reconstructive 
cases. 

iv) Change 	surgical 
mask if splattered 
or moist. 

v) Head covers that 
maximise cover. 

vi) Protective full face 
shields. 

c) Avoid inadvertent 
penetration of skin: 
i) Be aware and 

cautious at all 
times. 

ii) Instruct and orient 
team about glove 
penetration or skin 
contamination. 

iii) Use instrument ties. 
iv) Do not pass sharp 

instruments and 
needles from hand 
to hand but on an 
intermediate tray. 

v) Announce when in-
struments are being 
passed. 

vi) Avoid 	suturing 
simultaneously on 
the same wound. 

vii) Take extra care 
when performing 
digital examination 
of sharp fracture 
fragments or when 
working with sharp 
instruments. 

viii) Periodic checks (eg. 
hourly) to see 
whether body fluids 
have contaminated 
gown or shoe pro-
tectors. Clean skin 
immediately. 

ix) Cover exposedwires 
and pins. 

d) Clean gowning and 
gloving of all operative 
personnel. 

e) At completion of case: 

i) Do not remove sur-
gical garment until 
wound has been 
dressed and risk of 
contact with bloody 
drapes eliminated. 

ii) Immediately 
remove all blood 
and body fluid con-
taminated clothing. 

iii) Take boots off 
before 	gloves. 
Leave gloves on till 
all contaminated 
garments 	are 
removed. 

Cont'd on Page 10 
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THE SURGEON'S STRATEGY 
Cont'd from Page 9 

iv) Wash hands, fore-
arms and faces with 
antiseptic soap. 

v) Do not touch any- 
thing 	including 
storage 	facilities 
and phones with 
bloody gloves. 

0 When an incident oc-
curs: 
i) If blood or body 

fluids contaminate 
intact skin, imme-
diately wash with 
soap and water 
solution. 

ii) If skin is cut or 
penetrated, remove 
gloves, 	bleed 
wound and pour 
70% alcohol direct-
ly on wound and 
clean with soap and 
water. 

iii) Report incident to 
appropriate person. 

iv) Test patient and 
health care worker 
and retest health 
worker at 3 mon-
ths, 6 months and 1 
year. 

v) If health worker is 
contaminated by 
needlestick 	or 
penetration with 
the blood of a 
known HIV posi-
tive patient, a short 
course of AZT 
(zidovudine) should 
be started within 
one hour (for 2 to 6 
weeks). 

ROUTINE VOLUNTARY 
HIV TESTING 
1. Knowledge of HIV 

status is helpful in plan-
ning surgical treatment 
— a different, equally 
effective but safer pro-
cedure could be chosen. 

2. Patients will benefit by 
knowing their health 
status. Their survival 
may be prolonged with 
adequate 	measures. 
Their sexual partners 
can be protected. Deci-
sions on surgery may be 
positively influenced by 
the fact that they are at 
increased risk to noso-
comial infection. 

3. Surgeons and their staff 
are additionally pro-
tected when they are 
aware of patients' HIV 
status as they will be 
readily reminded of ad-
ditional precautions. 

4. The surgeon should en-
sure provision of appro-
priate pre-test and post-
test counselling. He 
should notify the pa-
tient of the result 

regardless of the out-
come. 

5. The patients' HIV 
status must be treated as 
confidential. 

6. If an individual declines 
to be tested for HIV 
antibodies, then this 
individual should be 
cared for as though he 
or she is HIV positive. 

7. All health care workers 
and surgeons should 
consider being tested for 
HIV on a periodic basis. 
It is for the personal 
health and psycholo-
gical well being of the 
workers as well as for 
protection of the pa-
tient. 

8. Routine testing will en-
courage surgeons to 
become more aware and 
embrace suggested safe-
ty procedures. Nothing 
else has as strong an in-
fluence on modifying 
behaviour as routine 
HIV testing. 

COMPLIANCE AND 
PENALTIES 
1. Appropriate 	health 

authorities should en-
sure compliance in 
terms of: 
a) Regular instruction 

of health care 
workers regarding 
the epidemiology, 
prevalence 	and 
methods of trans-
mission of HIV. 

b) Ensuring 	that 
hospital and emplo-
yers provide ade-
quate quantities of 
necessary barriers 
and implement pre-
cautionary mea-
sures. 

2. Employers who fail to 
comply should be cited 
and penalized. 

CONCLUSION 
There is a definite risk to 

surgeons who provide care 
to HIV positive patients. 
Proper strategies can be 
adopted to reduce this risk 
while at the same time pro-
tect the interest of the pa-
tient. 
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Physicians must rely on 
nurses for proper care of their 
patients. Nurses should be 
effectively used at their high-
est level of competence. 
"Only a restructuring will 
assure that patients will re-
ceive the quality of care that 
they desire and need." 

Ann Int Med 1990, 1 March pg 
319-20. 

Nurses: the point of no 
return 

Abandon the model of 
unbroken full time service, 
or there will be no more 
nurses. The pool of 18 year 
olds is shrinking fast and of 
those recruited into nursing 
25% of nursing students and 
10% of qualified nurses leave 
the NHS annually. Society's 
need for skilled workers is 
creating alternative careers 
for potential recruits and 
nursing veterans. What 
should managers do? Keep 
the qualified nurses and 
tempt back the thousands 
who have left. 90% of nurses 
are women and many have 
children, so help is needed 
to enable working women to 
manage the double shift of 
home and job. The principle 

3. Bartlett JG: Testing for 
HIV Infection: Recom-
mendations for Sur-
geons. Bull Am Coll 
Surg 1988; 73: 4. ■ 

applies to all working women, 
doctors and other profes-
sions. Schemes to keep in 
touch with and return to 
practice, flexible working 
patterns and part-time posts 
with career development are 
essential. Creches have to 
open, flexitime made avail-
able in adequate numbers 
and quality and not too little, 
too late. 

The aim is an environ-
ment created to "enable 
nurses with children or eld-
erly or disabled dependants 
to work flexible hours with 
no loss of job satisfaction or 
professional development." 
Most nurses have yet to re-
think their own attitudes to 
grasp the full implications of 
flexibility. Fixed ward rounds, 
ritual morning reports - can't 
these be dispensed with? The 
cost of failure will be huge -
would you be nursed by an 
expert nurse or an untrained 
support worker? 

BMJ vol 300 9 June 1990: 1478. 

Hepatitis E Virus 

The alphabet of viral 
hepatitis is now A to E. Vi-
ral Hepatitis A, B and D are 
already well-known. A and 
D are single stranded RNA 
viruses, while B is a double-
stranded DNA virus.Type C 
was recently described as a 
single stranded RNA virus. 
Type B and C viruses can give  

chronic sequelae i.e. chronic 
active hepatitis, cirrhosis, and 
primary liver cancer. In 1990 
hepatitis E virus has been 
identified. The virus, success-
fully cloned, causes what was 
previously delineated as the 
enterically transmitted non-
A, non-B hepatitis which was 
known to occur in both epi-
demic and endemic forms 
acquired through intake of 
sewage contaminated water 
and person to person con-
tact. It affects mainly young 
and middle-aged adults with 
a very high mortality (20-
39%) in infected pregnant 
women. It occurs worldwide 
with large epidemics reported 
in India, The Soviet Union 
and outbreaks in South East 
Asia, Burma and Nepal. 

Epidemiological features 
of the infection resemble 
those of virus A to which it 
is not related so that immu-
nity to Hepatitis A is no pro-
tection to virus C. The physi 
cochemical properties e. - 
Hepatitis C virus are known 
and so is its molecular 
genomic structure. This mo-
lecular biological tool has 
allowed confirmation of the 
existence of this virus in non-
A non-B hepatitis cases in 
Somalia, Borneo, Pakistan 
and the Soviet Union. 

The next steps are the 
development of specific dia-
gnostic tests and vaccines. 

BMJ vol 300 9 June 1990: 1475-6 
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WOMEN AT WORK 
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limited to carrying 20 to 25 
kilos. It has been argued that 
this limitation does not take 
into account the abilities, 
capacities and preferences of 
individual women and is 
therefore discriminatory. In-
stead individuals irrespective 
of their gender should have 
the opportunity to display 
their ability to do a particular 
job. There should be no dis-
crimination on the basis of 
sex. In addition many jobs 
could be redesigned or 
mechanical assistance pro-
vided to allow for greater 
ease in their performance. 
When humans carry heavy 
loads backache does not dis-
criminate between the sexes. 
In Singapore there is no 
restrictive legislation for 
women regarding the manual 
transport of loads. One only 
has to see the samsui women 
carrying heavy loads the 

,f3riole day to realise that 
adme women are just as 
capable as some men in this 
task. 

Some countries have 
adopted legislation that pre-
vents women from being 
employed in work which 
would expose them to 
dangerous substances or 
agents. The reason for this 
is that the toxic substances 
may cause damage to the 
foetus. While there is little 
argument that the foetus has 
to be protected, one must 
be careful in the definition 
of "foetal harm". Foetal harm 
can occur when either the 
male or female reproductive 

is exposed to the 
hazard and therefore exclud-
ing women from the jobs 
does not eliminate foetal 
harm. Women and trade 
unions in the USA, Canada 
and UK have argued for 
removing the hazards rather 
than removing the women 
from the workplace. 

Special protective mea-
sures for women workers 
have come under increasing 
scrutiny to determine 
whether they respond to a 
genuine need or are discri-
minatory. The increased 
scrutiny is necessary for 2 
main reasons:- 

a) In the light of scientific 
and 	technological 
advances, the protective 
measures may have to be 
revised, extended or re-
pealed according to the 
national circumstances. 

b) Many governments are 
assessing the legal status 
of the protective 
measures to prohibit sex 
discrimination and to 

promote equality of 
opportunity and treat-
ment. Canada has vir-
tually eliminated protec-
tive measures • for this 
reason. In an extensive 
review, Australia has 
found that many of the 
protective measures are 
actually illegal discrimi-
nation and is therefore 
modifying her laws. 

Iceland, Italy, New 
Zealand and the United 
Kingdom have also modified 
their laws for the same 
reasons. Restrictive measures 
lead to industrial and occupa-
tional segregation - this only 
makes the job harder for the 
SDU. 

One author, R Nielsen, 
commented on the situation 
in the Nordic countries as 
follows:- 
"The prevailing view in the 
Nordic countries is that 
neither men nor women 
should be protected on the 
grounds of sex, except for 
strictly biological reasons. The 
persistence of traditional sex-
role stereotypes is not re-
garded as justification for 
giving women special protec-
tion." 

There is a trend espe-
cially in a number of market-
economy industrialized coun-
tries, towards limiting or re-
pealing protective measures 
for women workers. This has 
also happened in Singapore. 
In the Scandinavian coun-
tries, laws on working con-
ditions no longer distinguish 
between men and women. 

I am now going to 
present opposing views con-
cerning protective measures 
for women workers. 

Defenders and Challengers 
of Protective Measures 
1. Protective measures are 

defended on the basis of 
the need to protect 
women's reproductive 
and maternal functions. 

Protective measures are 
challenged based on the 
belief that they inhibit 
equality of opportunity 
and treatment for 
women in employment. 

2. 	The historical basis of the 
protective measures has 
already been outlined. A 
number of governments 
and workers' organisa-
tions support these 
measures because they 
feel that although social 
customs are changing, 
women still exercise the 
major responsibility for 
the family and home and 
therefore should con-
tinue to be protected in 
the workplace. 

In developing countries 
this argument is carried 
further where economic 
and social conditions 
make the situation for 
women especially diffi-
cult, e.g. problems relat-
ing to transport, housing 
and personal safety and 
therefore make certain 
types of work, such as 
night work, unsuitable 
and even hazardous for 
women. 

The challengers however 
maintain that many pro-
tective measures have 
become anamolous or 
inadequate and having 
lost their original justi-
fication lead to negative 
effects on women. In-
fluences other than con-
cern for women's health, 
safety and welfare were 
also at work when the 
protective measures were 
enacted. Some assert 
that a strong motive was 
to protect male jobs 
from female competition. 
This has been documen-
ted in several countries. 
In 1935 a book was 
published in Australia 
and its title was "Are the 
Women taking Men's 
Jobs?" 

The distinction between 
protection and discrimi-
nation is often a fine one. 
For example, after 
World War II, some 
States in the USA passed 
legislation limiting the 
number of pounds a 
woman could lift, or the 
number of hours she 
could work. While these 
laws were supposed to 
protect women from un-
due stress, the result was 
that women lost their 
jobs to the returning 
servicemen. 

By requiring different 
conditions of work that 
could cost employers 
more, protective mea-
sures handicap the re-
cruitment of women and 
instead of helping 
women, these measures 
actually cause discri-
mination against women. 

3. Currently in the USA, 
an increasing number of 
companies is instituting 
policies which prohibit 
women of childbearing 
potential from working 
in areas where they might 
be exposed to agents or 
chemicals that are harm-
ful to the foetus - the 
reason given is the need 
to protect the unborn 
child. As a result of this 
many women have lost 
jobs which they have 
recently gained access to. 
It is no coincidence that 
such policies do not exist 

in companies or institu-
tions that employ a 
largely female labour 
force e.g. hospitals or the 
electronics industry. 
When studies found that 
anaesthetic gases cause 
spontaneous abortions, 
hospitals did not ban 
women workers from the 
operating rooms. Instead 
they installed devices 
that eliminated the pro-
blem. 

4. Women are barred from 
certain jobs because of 
reproductive health 
hazards. Because women 
get pregnant and bear 
children, male co-
workers tend to think 
that reproductive health 
hazards are just a 
woman's problem. 

This view ignores some 
important facts:- 

a) many exposures which 
may be harmful to a 
foetus may also be 
harmful to an adult. 

b) exclusionary policies 
ignore the fact that 
women are not pregnant 
most of their lives. 

c) men are also affected by 
reproductive hazards. 

d) reproductive health 
means more than having 
healthy babies. All 
through life, men and 
women need healthy 
sexual and reproductive 
systems. Toxic substances 
besides causing effects 
on the female reproduc-
tive system can also dis-
rupt the production of 
male hormones in the 
testes leading to loss of 
sexual drive and impo-
tence. Problems in sperm 
production can also arise 
leading to subfertility 
and infertility. 

To illustrate the fact that 
men are also affected by 
reproductive hazards and 
how these are often 
overlooked, I would like 
to recount this infor-
mation that appeared 
recently in a British 
newspaper. A nuclear 
plant had been shut 
down in the UK and in 
the ensuing years, a high 
incidence of leukemia 
was found in the children 
living in the vicinity. At 
first this was attributed 
to the increased radio-
activity of the environ-
ment. Further research 
however, showed that the 
increased of leukemia 
only affected the children 
of the men who had 
worked in the plant and 
not the other children 
who were also living in 
the same area but whose 
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fathers had not worked 
in the nuclear plant. 
Obviously in this case, 
the sperm of the male 
workers had been affec-
ted in such a way that it 
caused leukemia in their 
offspring. There were no 
female workers of repro-
ductive potential in this 
plant. 

Therefore reproductive 
hazards should not be 
used as an excuse to 
penalise women workers 
and permit management 
to avoid cleaning up the 
workplace. Barring 
women from jobs instead 
of cleaning up the work-
place, diverts attention 
and energy from the real 
issue - the need to pro-
tect all workers (men and 
women) from repro-
ductive and other health 
hazards. Women's pre-
sence on the job may in 
fact raise awareness 
about the hazards of re-
production and health. 

5. Some trade union 
organisations e.g. Federal 
Republic of Germany, 
believe that protective 
measures for women 
should not be repealed 
but should be maintained 
and instead be extended 
to male workers. Simi-
lar arguments are made 
by trade unionists in 
France and the UK with 
regard to the relaxation 
of rules on prohibition 
of night work for women 
and protection for both 
male and female work-
ers. Opponents of pro-
tective measures main-
tain that conditions of 
work for men and women 
are considerably better 
now than when such 
measures are adopted. 
Because there is a basic 
safety net of legal pro-
tective measures for all 
workers, special mea-
sures are not needed for 
women workers. 

Protective measures are 
actually prejudicial to 
women's employment 
and promotion pro-
spects. 

In conclusion what I 
would like to see is equality 
between male and female 
workers and protection for 
both male and female 
workers. 

Total health care of the 
working population irrespec-
tive of gender should be our 
goal. Furthermore, investing 
in the health of our working 
population (our only national 
resource) will lead to 
increased productivity and to 
national wealth. 



FOR SECOND-PHASE FEEDING, 
THINK FRISOMIL FIRST 

Breast-feeding is the ideal method of meeting infant nutritional requirements and 
mothers should be encouraged to breast-feed for at least four to six months. 

From about six months, follow-up feeding is usually recommended to supplement 
breast milk or, in certain circumstances, to replace an infant formula. Extra protein is very 
important. The follow-up milkfood that provides the requisite supplementation of the 
highest quality is Frisomil. 

Protein content of Frisomil compared with Codex 
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Frisomil 
provides protein 
in quantities more 
than adequate to 
sustain healthy growth. 

Developed in Holland, Europe's leading dairy country Frisomil is a protein-rich, 
follow-up milkfood with a carefully balanced formula. Its protein content, at 1.0g per 100kJ 
or 4.3g per 100 kcal, complies closely with the recom-
mendation of the WHO/FAO Codex Alimentarius. 

The latter Authority's criteria for other nutrients —
carbohydrates, fats, minerals and vitamins — are also 
met by the Frisomil formula. 

That's why you can confidently think Frisomil first 
when you are recommending a follow-up milkfood to 
mothers weaning older infants. The one that meets 
the medical demands for meeting the demands 
of the older infant. 
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Frisom 
NATURAL FOLLOW-UP MILKFOOD FOR INFANTS 

d 
For further information please contact: 

DIETHELNI SINGAPORE PTE LTD. Tel: 4711466 
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