
good hygienic practice is the cause of these incidents.
Food workers with infection with Norwalk-like viruses
should not be handling food until 48 hours after
becoming symptom free. The situation is not so
straightforward for hepatitis A infections as individuals
are infectious before the onset of symptoms.

At first glance viruses appear to be an uncommon
cause of fooborne infection. An analysis of outbreaks of
infectious intestinal disease reported to the Communi-
cable Disease Surveillance Centre in 1995-6 showed
Norwalk-like viruses to be associated with only 6% of
foodborne outbreaks, whereas these viruses caused 60%
of outbreaks of gastroenteritis, where the mode of trans-
mission was mainly from person to person.9 Pathogenic
bacteria and toxins were more commonly associated
with foodborne outbreaks, although no agent was iden-
tified in 12% of incidents. However, the available data are
limited and probably seriously underestimate the
importance of foodborne virus infections.

Norwalk-like viruses are difficult to detect.10

Electron microscopy of faecal specimens has been the
mainstay of diagnosis in the United Kingdom, but virus
is shed in relatively small numbers and only for a short
time after the onset of symptoms. Until very recently it
has been impossible to identify Norwalk-like viruses in
contaminated food as these viruses do not grow in tis-
sue culture. In addition, reported outbreaks of
Norwalk-like virus infections are likely to represent
only a small proportion of community acquired
Norwalk-like virus infections. Much less is known about
the burden of sporadic Norwalk-like virus disease, in
particular the proportion due to foodborne transmis-
sion. We should soon have an answer to this important
question when a government commissioned study of
intestinal infectious disease in the community is
published. Thus, although Norwalk-like viruses are not
likely to be as important as enteropathogenic bacteria
as a cause of foodborne illness, the total number of
people affected each year is probably high.

The report of the Advisory Committee on the
Microbiological Safety of Food clearly lays out the many

problems in assessing and controlling foodborne viral
infections and makes 17 recommendations which fall
into four broad areas. These are: (a) improved
surveillance and diagnosis of foodborne outbreaks; (b) a
reduction in environmental contamination with sewage,
particularly of shellfish harvesting areas; (c) increased
investment into the use of new molecular methods for
identifying Norwalk-like viruses in food and for
assessing measures for viral inactivation; and (d) an
improvement in hygiene in the food industry, an impor-
tant point which cannot be overstated.11 These measures
are to be welcomed as they will improve our
understanding of the importance of these agents and, if
implemented fully, should lead not only to a reduction
in foodborne viral illness but also to an overall reduction
in foodborne disease.

Antony Hale Senior registrar in virology
Enteric and Respiratory Virus Laboratory, Central Public Health
Laboratory, London NW9 5HT (ahale@hgmp.mrc.ac.uk)
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Public health, civil liberties, and tuberculosis
How society encourages compliance reflects society’s approach to the vulnerable

Drug resistant tuberculosis is a global health
threat. Perhaps because of the size and
urgency of the threat and the fact that vulner-

able populations are most affected by the disease, some
control programmes include coercion. The responses
to this threat reflect how society views those on the
margins, who are vulnerable—perhaps homeless, state-
less, or psychologically disturbed. When treatment
compliance is required for public health reasons (to
prevent the development of drug resistant strains) how
society encourages compliance reflects as much on
society itself as it does on the irresponsible, poorly
compliant individual.

A tension has always existed between the
protection of individual civil liberties and the
protection of public health. In the liberal era of the

1960s and 1970s somewhat draconian approaches to
the mentally ill, for example, were questioned. Legisla-
tion was amended to put individual patients at the cen-
tre, to emphasise their rights, and to provide them with
greater legal protection. Detention of the mentally ill
became dependent on a determination of the threat
they posed to themselves or others. Historically a simi-
lar approach has been taken to isolating those with
communicable diseases, so that detention of individu-
als with notifiable diseases has depended on an assess-
ment of the threat they pose to public health. People
with tuberculosis who do not adhere to treatment are
at risk of both relapse and developing drug resistant
tuberculosis, but the risks are unpredictable.1

In London tuberculosis notification rates have
increased over the past decade, and so have rates of
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drug resistant tuberculosis.2 3 Many in London are
looking to New York to draw lessons from the success
of the tuberculosis programme there.4 The New York
City epidemic of the late 1980s and early 1990s was
halted and reversed through substantial investment,
improvements in surveillance and infection control,
and the expansion of systems to encourage treatment
compliance.5 Coercion was also used. In 1993 a New
York City health code was amended to authorise the
city’s commissioner of health to detain any non-
infectious individual ‘‘where there is substantial likeli-
hood . . . that he or she cannot be relied upon to
participate in and/or to complete an appropriate pre-
scribed course of medication for tuberculosis.’’ The
authority to detain individuals was shifted from
depending on an assessment of threat posed to an
assessment of treatment compliance. This represented
a significant shift in the balance between civil liberties
and state authority. Since the amendments were
adopted in New York more than 200 non-infectious
patients have been detained, many for long periods,
some for over two years.

In England and Wales section 37 of the Public
Health (Control of Disease) Act 1984, which allows a
local authority to apply to a magistrate to have a
person suffering from a notifiable disease detained, has
only rarely been used in recent years and almost always
for tuberculosis.6 For a person to be detained they must
pose a serious risk of infection to others. The Public
Health (Infectious Diseases) Regulations 1988 stipu-
lates that when the act is applied to individuals with
tuberculosis their disease must be ‘‘of the respiratory
tract in an infectious state.’’ Nevertheless, the act allows
a magistrate to extend the period of detention in hos-
pital ‘‘as often as it appears to him to be necessary.’’ It is
unclear, therefore, whether the act simply covers
detention of infectious individuals or can be used to
also detain non-infectious individuals who may poten-
tially pose a public health threat in the future (because
of poor compliance with treatment, for example). This
raises the question of whether prolonged detention of
non-infectious individuals is legally sound. One recent
case of a detention order for six months, highlighted by
the media,7 illustrates the tensions between public
health protection and civil liberties, but it should also
draw attention to the inadequacy of support available
for some patients in the community and the lack of
appropriate residential facilities for persistently non-
compliant patients.

London has an inadequate tuberculosis control
programme. Methods to enhance treatment compli-
ance are underused, underfunded, mired in bureauc-
racy, and lacking in coordination. There are too few
community based programmes offering compliance
incentives such as food or travel tokens or community
based treatment supervision. Before detention is
resorted to, practical (and cheaper) alternatives should
be available. If an order for detention is sought then
details of attempts at less restrictive alternatives should
be presented to the magistrate. Moreover, an explicit
objective examination of the potential threat posed by
each non-compliant individual should be made and
legal representation made available for those at whom
the order is directed. When prolonged detention is
envisaged an automatic, formal process of review
should be instituted analogous to that under mental
health legislation, and appropriate facilities with multi-
disciplinary support made available.

If public anxiety rises, and this is allied to
physicians’ and public health officials’ frustration over
failures to ensure and monitor compliance, calls for
detention of non-compliant individuals will be heard
loudly, just as they were in New York. These calls for
coercive measures, where individuals fail to recognise
their social obligations, need to be tempered with a
coordinated approach which supports individuals
with tuberculosis. Both civil rights and public health
can be protected, but the emphasis should be on
resource and organisational requirements, rather than
coercion.

Richard Coker Consultant physician
St Mary’s Hospital, London W2 1NY
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Better blood transfusion
We must use donated blood better and consider alternatives

Allogeneic blood transfusion (transfusion of
blood from another individual) in the United
Kingdom has never been safer from the risk of

transmission of infection.1 Nevertheless, the cost of the
blood transfusion service is set to rise substantially
owing to the introduction of measures aimed at further
increasing the safety of donated blood. A recent
inquiry into errors during the process of transfusion
has highlighted the need for measures to ensure safety

when blood is used. Moreover, the demand for blood is
outstripping supply. For all these reasons, therefore, it
is time for the United Kingdom to re-examine the way
blood is provided and used, reducing allogeneic trans-
fusion where possible and seriously considering
alternatives.

The measures to increase the safety of donated
blood have arisen mostly in relation to recent concerns
about the theoretical risk of transmission of new
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