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Ideally patients designated at risk from a cardiopulmonary
arrest should be located in areas where preventive measures
may be taken and where resuscitation may be introduced
promptly and efficiently. Such measures should reduce the
frequency of cardiac arrest, increase the success rate, and
decrease the incidence of hypoxic cerebral damage after
resuscitation.
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Time trends in cancer
mortality in England and
Wales
Epidemiological findings based on mortality are viewed with
suspicion by many doctors. This is right, for the death
certificate is primarily a legal document, not a record for
medical research, and the accuracy of the diagnostic data is
unknown. Furthermore, for most diseases mortality is an
imperfect indicator of incidence. Analysis of mortality
statistics is therefore a limited epidemiological method, but
such analyses have made a useful contribution in the past and
for this reason a new publication, jointly produced by the
Medical Research Council Environmental Epidemiology Unit
and the Office of Population Censuses and Surveys, is worthy
of comment.'
The report presents time trends in cancer mortality in

England and Wales over the 30 year period 1951-80. Many of
the changes are interesting; some are startling: but in
interpreting trends in the rates for cancers at particular sites
account needs to be taken of influences which change the
relation between recorded mortality and incidence. These
include improvements in treatment, such as has happened in
Hodgkin's disease, changes in diagnostic procedures, such as
the introduction of scanning to detect brain tumours, and
alterations in the way doctors certify death.

The usefulness of these new analyses is enhanced by the
attempt to separate off so called "period of death" effects from
"generation" effects. A rise or fall in mortality which affects all
age groups more or less simultaneously is termed a period
effect. Improvements in treatment and diagnostic procedures
and changes in death certification practices tend to produce such
effects. So too will a widespread environmental change over a
short period, such as that resulting from the 1956 Clean Air Act.
In generation or cohort effects, on the other hand, a change in
mortality results from the changing mortality experience of
successive generations, who show progressively higher or lower
death rates at any particular age. Such effects arise from
gradual change in exposure of successive generations to an
aetiological influence.

Contrary to the popular belief that our worsening environ-
ment is causing an increase in cancer, combined mortality rates
for all cancers have decreased in recent generations. The
decrease began among men born around 1900 and women born
around 1925 and has continued through subsequent genera-
tions. It is strongly influenced by lung cancer, which remains
the most common cancer in men but from which mortality in
recent generations is falling. This probably reflects, in part, a
fall in the tar content of cigarettes smoked.
By contrast, mortality from cancer of the breast, the most

common cancer in women, is rising-with gradual increases in
both period and cohort values. Possible explanations include a
fall in the number of pregnancies, earlier menarche, later
menopause, and increased consumption of fat.

Cervical cancer and testicular cancer show remarkable
generation effects. Three generations have experienced sharp
increases in cervical cancer mortality. The first two generations
were women who matured during the two world wars-times
of freer sexual relationships. The third was women born from
around 1940 onwards, among whom there has been an
appreciable change in sexual behaviour. These generation
trends for cervical cancer can be correlated with changes in the
incidence of sexually transmitted diseases, supporting the
hypothesis of a sexually transmissible infection causing the
tumour. The last steep upward trend in mortality is continuing.

Cohort values for testicular cancer fell steeply to reach a
minimum in the generation born around 1920. Thereafter they
have risen again. Since survival from this cancer has recently
improved, the death rates increasingly underestimate the rising
incidence of the tumour. There is no explanation of the trends,
but testicular cancer is now the most common cancer in men
under 35.
Other cancers that are becoming more common include

malignant neoplasms of the brain and pancreas and malignant
melanoma. Some at least of the rise in pancreatic and brain
tumours must be due to improved diagnosis as a result of new
imaging techniques. The upsurge in melanoma parallels that
in other countries populated by light skinned peoples, where
mortality has almost doubled in the past 20 years and inci-
dence has increased even more swiftly. Increased exposure to
ultraviolet light owing to changes in clothing or outdoor
recreation, is suspected as the cause.
Among cancers that are becoming less common are those of

the stomach, bone, lip, corpus uteri, and thyroid. Mortality
from cancer of the stomach is declining in almost every country
for which data exist. This trend is contrary to what would be
predicted from some aetiological hypotheses, notably exposure
to nitrate derived from fertilisers, but accords with a decline in
the consumption of preserved foods.
These new analyses are of obvious relevance to issues of

public health-for example, evaluation of the impact of
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screening programmes and new forms of treatment. They are
also a basis for prediction of future disease patterns and hence
a guide to allocation of resources. They invite speculation about
aetiology. Perhaps only rarely will this speculation generate
useful hypotheses. Taken together with other data, however,
knowledge of time trends is part of the evidence against which
hypotheses may be judged. Sometimes, as in the generation
effects of cervical cancer, correlations with time trends will
provide important new clues.
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Medicine in the workplace
Of the 6! million people who go to work in Britain, about
three quarters have adequate provision made for their health
at work. They generally work in large industries, the Civil
Service, or the armed services. The remaining 1 million
work in units of fewer than 250 people where a medical
service is unlikely whatever the hazards. Those observations
are the foundation for the recommendations of a House of
Lords select committee.' They are not new, but what the
committee proposes is new and will be important.
The main problem was seen by the select committee as the

provision of an adequate occupational health service based on
real need, rather than a rule of thumb, and staffed by doctors
trained to do the job. Fine so far, but what job will these
doctors do? Here the committee did not seem clear. At the
outset of the report it accepted the duality of occupational
medicine-the effects of work on health and of health on
work-but further on it concentrated progressively on the
first, paying less attention to the second. That is a pity, for
an occupational physician spends most of his time dealing
with the effects of health on the capacity to work.
The committee rejected the Confederation of British

Industry's view that small firms do not need any major
attention "unless a specific problem is identified." It also
rejected the suggestion that the state should pay for such a
service, and it did not accept the Trades Union Congress's
recommendation for a statutory service. Like the Porritt
committee 20 years before it concluded that a voluntary
system would be ignored by most companies.

If neither voluntary nor statutory, then what? The report
proposes a non-statutory code of practice to be drawn up by
the Health and Safety Executive with the Confederation of
British Industry and the Trades Union Congress, establishing
the qualifications ofthe personnel; the provision ofappropriate
facilities; the working relations among personnel, management,
and unions; and the control of the service. The committee
saw a number of factors combining to persuade employers to
comply with the proposed code. A strengthened Employment
Medical Advisory Service would (in a model of drafting)
"seek out the firms in greatest need." Safety representatives

should urge employers to observe the code. The government
might offer maximum tax relief on the provision of buildings
and equipment for an occupational health service, and in-
surance companies would recognise firms observing the code
by setting lower premiums. Finally (and persuasively), the
committee foresaw a time when failure to observe the code
might be invoked in actions for negligence or employers'
liability. The Employment Medical Advisory Service would
take the lead in drawing up and applying the code.
On the question of who would actually provide the service

at the place of work the committee was unequivocal. General
practitioners working from local health centres or private
practice premises would provide a service free of capital cost
to employers and at negligible cost to the state. Nevertheless,
since-as the committee observed-neither undergraduate
medical training nor postgraduate training for general practice
includes much, if any, occupational medicine, general prac-
titioners intending to participate would need to learn some-
thing about it. That would be particularly important if the
select committee's proposal were accepted that health centres
or group practice premises should be used. All doctors can
examine a patient, but their skill is shown in their interpreta-
tion of the clinical history and examination. In occupational
medicine that interpretation rests on a personal knowledge of
the workplace and the job requirements of the patient, not
simply on the knowledge that he is a "stripper" or that she is
an "alley girl." (A doctor relying only on his imagination may
go astray.) One of the first lessons in occupational medicine
is to get out into the workplace and see what is going on.
This will be a big hurdle if, under the proposed code, doctors
just see in their own surgeries people sent along for examination
without the doctors themselves having frequent and regular
contact with the factory.
On training, the committee found that there is no minimum

qualification for posts in occupational health; that there is no
national assessment of the total requirements for trained
occupational physicians; that occupational medicine is the
only medical specialty in Britain in which the cost of training
is not defrayed from public funds; and that many of the
present training posts are transitory, "ad personam," and
unlikely to survive after the present incumbents have qualified.
Its suggestion that short training options in occupational
medicine should be established within the general practitioner
vocational training scheme is in line with the General Medical
Council's recent thoughts on basic specialist training2 and
deserves to be followed up. Could occupational medicine not
also be an option in the basic specialist training for com-
munity medicine and perhaps for general medicine?

Events are already overtaking one aspect of these com-
ments. The DHSS has recently approved a few senior registrar
posts in occupational medicine starting in 1984-5, and has
listed the specialty again in the Medical Manpower Guidelines
for 1985-6. These are small indications that things are starting
to move. Should we wait for it all to come from the top, or is
there scope for regional enterprise and initiative ?
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