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District Health Authority. Sadly, despite his
commitment and the health authority's grudging
agreement to an alcohol policy, sale of alcohol in
medical school buildings in this district continues
to expand. The opening of the new education unit
with a superfluity of alcohol added one more access
point for cheap alcohol for the medical school and
health authority staff.

FEDELMA WINKLER
City and Hackney Community Health Council,
London E2 8EB

How can good general practitioner care be
achieved?

SIR,-Professor D C Morrell and Dr M 0 Roland
have produced good reasons to suggest that good
quality practice requires a reduction in average list
size to no more than 1750 (17 January, p 161).
They further suggest that in deprived inner city
areas a list size of 1500 may be too many, and
effective list size should probably be smaller.

If they are right, and I believe they are, there are
serious implications for GP training because under
the current regulations a trainer in an urban area
should normally have not fewer than 2000 patients
on his or her list (red book section 38.5/f). In
practice this seems to mean an average list size of
2000 for the practice as a whole, and I understand
that in some training practices the average may be
nearer 3000, nearly twice the number of patients
that Professor Morrell and Dr Roland feel can be
given good quality care. As trainees are supposed
to be supernumary and as training practices should
be able to function normally when the trainee is
absent, there seems to be a paradox: training
practices, particularly in inner cities, cannot give
good quality care or show it to trainees, and good
quality practices with small lists cannot take on
trainees.
The profession has for some time accepted that

average lists must come down to around 1700. The
time has come to review the acceptable number of
patients for a training practice. This must include a
maximum number as well as a minimum, as it is
clearly wrong for trainers to be encouraged to have
higher than ideal lists.

PETER GODFREY
Bnstol 2

SIR,-As Professor D C Morrell and Dr M 0
Roland point out, there is an emerging consensus
from general practice that an average consultation
length of 10 minutes or more is needed and some
evidence that longer consultations are associated
with beneficial outcomes. There are difficulties,
however, in using this evidence to make recom-
mendations about list size. Two recent studies
have shown only weak associations between
average consultation length and list size' 2; it seems
that the list size is associated more with consulta-
tion rate than consultation length.3
The problem with such observational studies is

that we do not know which of these variables
is dependent on the other. Doctors with low
consultation rates (determined by demographic
and possibly practice factors) might have chosen to
use the extra time to increase their list size.
Alternatively, practices with large lists might force
a low consultation rate on their patients by lack of
availability.
A recent study of training practices found

that scores for preventive activity were higher
in practices with lower list sizes.4 Interestingly,
practices with formal screening programmes
rather than a policy of case finding in the consulta-
tion achieved the best results. Specific clinics
rather than extended consultations might be a

better use of any time made available by lower list
size.

ANDREW WILSON
Department of General Practice,
Queen's Medical Centre,
Nottingham NG7 2UH

I Wilson AD. Consultation length: general practitioners' attitudes
and practices. BrMedJ 1985;290:1322-4.

2 Knight R. The importance of list size and consultation length on
factors in general practice. YR Coll Gen Pract 1987;37:19-22.

3 Butler JR. How many patients? A study of list sizes in general
practice. London: Bedford Square Press, 1980. (Occasional
papers in social administration No 64.)

4 Fleming DM, Lawrence MSTA, Cross KW. List size screening
methods and other characteristics of practices in relation to
preventive care. BrMed3 1985;291:869-72.

Why women are not receiving anti-Rh
prophylaxis

SIR,-Dr Ruth M Hussey (10 January, p 119)
claims that the number of Rh negative mothers
who developed Rh antibodies because they failed
to receive an injection of anti-D immunoglobulin
in the Liverpool region was less than that reported
from the Yorkshire region,' particularly when the
failure of administration was after an abortion.
However, more recent data (table) reveal less of a
discrepancy. Failures of administration in 1985
were only 13% of the new cases compared with
Liverpool's 7%. It must also be noted that in 28%
of Dr Hussey's series the cause of the sensitisation
was unknown. Thus the Liverpool results are
similar to those of Yorkshire. This is reinforced by
almost identical incidences of antibodies develop-
ing in primigravidas (14% in Liverpool and 18% in
Yorkshire) and in failure of protection (44% and
56% respectively).

Unfortunately, this reduction in the number of
mothers who failed to receive an injection was not
reflected in the total number of new cases (49 in
1980 and 39 in 1985). This has led to a proportional
increase in the number of mothers who developed
antibodies in a subsequent pregnancy despite
receiving an injection of anti-D immunoglobulin
after the previous pregnancy (failures of protec-
tion).

I believe that this continuing incidence offailure
of protection is due not to the injection of in-
sufficient anti-D immunoglobulin but to intra-
pregnancy sensitisation. In our recently published
study, quoted by Dr Hussey, 64 out of 163 new
cases developed anti-D between 30 and 40 weeks'
gestation (40%), and these women cannot be
protected by any dose of anti-D immunoglobulin
given after delivery. Antenatal prophylaxis is the
only procedure available at present to protect these
mothers.

L A DERRICK TOVEY
Regional Transfusion Centre,
Leeds LS15 7TW

1 Tovey LAD. Haemolytic disease of the newborn-the changing
scene. BrJ7 Obstet Gynaecol 1986;93:960-6.

Early emergency care

SIR,-Mr I W R Anderson and colleagues (24
January, p 228) conclude that in the areas studied
(Edinburgh and Glasgow) extended training of
ambulancemen may not be justified because a
group of assessors conducting a table top theo-
retical exercise could detect only 54 patients in a
year who might have been saved by the skills
related to such training.

Ignoring the abundant evidence from the United
States and elsewhere in favour of extended am-
bulance skills,"A the authors claim that there are
limited data to support such training over and
above basic ambulance aid. This completely con-
tradicts reports based on hard data from centres
that have had years of experience with ambulance-
men trained to paramedic level. The two major
cities in Scotland have no such first hand ex-
perience.

There is clear evidence, for instance, that
early defibrillation by ambulancemen considerably
reduces mortality from ventricular fibrillation' 3 4
and that early endotracheal intubation reduces
mortality from pulmonary aspiration in cardiac
arrest and severe acute overdose and head injury.'
We doubt very much whether the absence of

such skills would be tolerated within the hospitals
of Glasgow and Edinburgh. Why are they then not
advocated during the prehospital phase of treat-
ment in the same patient, when the equipment can
be made available and the skills can be taught to the
ambulancemen and women?
The authors quote a large number of patients

admitted to their study as emergency cases (20 734),
but only 1185 were classed as needing resuscitation;
presumably a sizable proportion of the total were
patients referred by general practitioners who may
well not have required even basic ambulance aid-
for example, those with suspected appendicitis. Of
the 1185 patients requiring resuscitation the as-
sessors looked at 396 who died. Fifty of these were
cases oftrauma and 346 were medical emergencies.
They concluded that "only 54" might have been
saved by extended skills applied before the patients
reached hospital. This represents 13-6% of the
total who died and, translated into a UK popula-
tion of 50 million, would mean over 2500 lives
saved each year (equivalent to about half of all the
deaths due to road accidents).
We also find it hard to believe that in Edinburgh

and Glasgow no one with severe asthma would
have been rescued by the use ofa nebuliser, no one
saved by having a tension pneumothorax relieved,
and only one with abdominal, pelvic, or limb blood
loss who might have been resuscitated by a medical
anti-shock garment.
By their own admission, the authors take no

account of the effect of extended training on
morbidity-without doubt an area of benefit of
good training in any branch of medicine. The
journey times of the ambulances in these cities
(mean 30 3 minutes) leave something to be desired,

Rh haemolytic disease ofthe newborn caused by anti-D antibodies in Yorkshire region 1980-5. Values in parentheses are
percentages ofnew cases

1980 1981 1982 1983 1984 1985

Total No of mothers 133 115 96 96 101 91
"Old" cases 84 73 55 62 54 52
"New" cases 49 42 41 34 47 39

Failure of administration after: 17(35) 6(14) 12(29) 9(27) 9(19) 5 (13)
Ful term delivery 7 3 7 4 9 3
Abortion 10 3 5 5 0 2

Failure of protection 18(37) 21(50) 20(49) 15 (44) 25 (53) 22 (56)
Primigravidas 4* 10 6 6 9 7 (18)
Previous pregnancy not eligible for anti-D

prophylaxis 10 5 3 4 4 5 (13)

*Yorkshire antenatal trial.
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bearing in mind that no delay could be attributed
to efforts to provide advanced trauma or cardiac
life support.

It would be a blow to the care of the seriously ill
and injured if the impressions put forward in this
article, which are based on theoretical supposition
from an area with no experience of extended
training, were allowed to override the experience
of others who have produced hard data to the
contrary.

PETER BASKETT
Department of Anaesthetics,
Frenchay Hospital,
Bristol

RODGER SLEET
Accident and Emergency Department,
Southampton General Hospital,
Southampton
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Time for action on hepatitis B immunisation

SIR,-The campaign for mass immunisation of
health care workers against hepatitis B continues in
Dr Roger G Finch's leading article (24 January, p
197). Once again it is suggested that (presumably
all) nurses, among others, should be immunised.
The justification for this is the reported annual
incidence of infection of 4 cases per 100 000 per
year for 1980-4.'

I would not want to deny protection to workers
at risk when we have a vaccine which is effective
and apparently relatively safe. Expense alone
would be insufficient reason to refuse mass immu-
nisation, but safety cannot be disregarded. No
vaccine can be completely safe; and this one carries
small risks ofanaphylaxis and neurological compli-
cations. Nurses are by far the largest single group
of health care workers and there are probably
about 400 000 of them employed by the NHS.
Would the risk of immunisation of all of these be
greater than the risk of infection?

Although finance is not a reason for failing to
immunise it is necessary to accept the financial
implications. Nurses alone would cost the NHS
about £25 000 000 initially plus the cost of boosters
every five years. If the take up were only half it
would still be a lot of money and this outlay has to
be balanced against the likely benefit. The quoted
figure of 4 cases per 100 000 nurses per year is
based on 95 cases in the five years-a mean of 19
yearly. Some of these infections will have been
acquired occupationally. Within this mean there
are variations based on geography and the type of
nursing. As the incidence in some parts of Britain
-notably London-is relatively high there may
be few or none in some other regions; moreover,
the higher incidence believed to occur in groups at
particular risk implies that other groups may have
no additional occupational risk. The above argu-
ments obviously apply to other groups of health
care staff.
Local statistics of infection and a breakdown of

figures both nationally and locally into subgroups
are needed. These would enable the relatively
small group who really are at increased risk to be
offered the vaccine rather than the "overkill" at
present recommended; this strategy would be
cheaper, safer, and more sensible. At the same
time it must not be forgotten that it costs very little

to teach safe working practices. Many or most
sharps injuries are avoidable. Good techniques
protect against all microbiological hazards.

MALCOLM S GATLEY
Department of Occupational Health,
North Manchester General Hospital,
Manchester M8 6RB

1 Polakoff S. Acute viral hepatitis B: laboratory reports 1980-4.
BrMedJ 1986;293:37-8.

Unemployment and mortality

SIR,-The study by Ms K A Moser and colleagues
(10 January, p 86) can be interpreted as showing
that men who are at higher risk of ill health are
more likely to be unemployed and more likely
to die. Our sympathy for the plight of the un-
employed makes it easy to envisage that the stress
of unemployment might lead to excess mortality
from suicide and ischaemic heart disease. How-
ever, stress of unemployment is not the main
explanation for the observed high mortality rate
from lung cancer-standardised mortality ratio
(SMR) 286 in 1973, 209 in 1983.

In men a high death rate from lung cancer is a
marker for high cigarette consumption (much
higher than in the reference population with a
prevalence of cigarette smoking of some 40-50%).
This consumption must be over several decades;
moreover, the malignant transformation occurs
many years before the cancer becomes manifest
clinically. Therefore in most unemployed men
who died from lung cancer most of the required
exposure to cigarettes probably preceded un-
employment. Longstanding high cigarette con-
sumption probably also played an important part
in producing the observed raised mortality from
ischaemic heart disease.

Conversely, cigarette smoking is a marker for
several features which might make a person more
likely to be sacked, selected for redundancy, or not
appointed to a job. These include more absence
from work through minor sickness and personal or
personality problems which lead to alcohol abuse,
drug dependence, and broken marriages (and in
women single motherhood). Smokers are more
likely to have road accidents, to have psychiatric
problems, and to have been in prison. Most will
not have declared themselves as ill or disabled at
census.

Male smokers are more than twice as likely to
have wives who smoke. Therefore one might
expect to find a higher mortality from lung cancer
in the wives of the unemployed. The SMR for lung
cancer in wives was 194 in 1981-3. This suggests
that the wives also experienced greater exposure to
long term cigarette smoking-necessarily mainly
preceding their husbands' unemployment. In
interpreting the data it is important to recognise
that smoking in women has posed more of a health
threat since the 1981 census than after the 1971
census.

Medically speaking, and insurance companies
concur, a cigarette smoker is a disaster waiting to
happen, even ifhe considers himself to be healthy.
If there was an excess ofheavy cigarette consumers
among those who were unemployed, seeking
work, and not considering themselves ill at census
then it is not surprising that disaster overtook more
ofthem than of the rest of the population. Initially,
because the overtly sick were excluded in the
study, the SMR of the unemployed was low, but
this could be expected to change quite rapidly, in
particular with the development of previously
unapparent lung cancer and ischaemic heart
disease. These diseases commonly produce death
without a long period of symptoms or disability, in
contrast, for example, to chronic obstructive lung

disease, which would already have been manifest
and creating disability at census.

Because they continue to smoke smokers would
seem in general to possess less motivation; they
also include more who in various ways "cannot get
their act together." Such characteristics render
people more likely to be unemployed and also more
likely to die prematurely. We should not be
deflected from tackling the damaging and poverty
inducing habit of cigarette smoking and other
lifestyle problems simply because the elimination
ofunemployment and low income may seem to be a
more important objective and might also seem to
some to be a more interesting political football.

B S SMITH
Sandwell District Hospital,
West Bromwich B71 4HJ

SIR,-We find it difficult to see how Dr Smith
interprets our paper as showing that "men who are
at higher risk of ill health are more likely to be
unemployed and more likely to die." We took
particular care to point out that men who were
prevented from seeking work because of ill health
were specifically excluded from the group we
followed up. In consequence our cohort were an
initially healthy subset of the unemployed and our
findings do not therefore relate to those men whose
unemployment reflected their ill health.
On the issue of disease causation and the

concomitant risk factors associated with the way of
life of the unemployed we would not dispute the
evidence that cigarette smoking plays an important
part in several of the causes we identify. The
difficult question to answer is how poverty, un-
employment, and lifestyle interrelate both in time
and in terms ofbehaviour patterns. We feel that Dr
Smith's model ofcausal linkage is overly simplistic
and inconsistent with the circumstantial evidence
provided in our paper.

Firstly, it is worth reiterating the point that we
studied a healthy subgroup ofunemployed men. In
so far as smoking gives rise to chronic ill health as
well as increased mortality smokers were probably
marginally underrepresented in our cohort when
compared with the unemployed population as a
whole. Secondly, we indicated how, despite the
fact that the unemployed were more likely to be
drawn from social groups known to have higher
levels of smoking, controlling for social composi-
tion did not account for all the excess mortality of
the unemployed. Finally, we pointed out that
associated research on the sociodemographic
origins in 1971 of the unemployed in 1981 sug-
gested that, notwithstanding the previous observa-
tion, increased levels ofunemployment meant that
most of the unemployed came from a broad
spectrum of the employed population. Similarities
in the mortality patterns of the 1971 and 1981
unemployed and the absence of any reduction in
the magnitude of these excesses of mortality thus
make it unlikely that the health problems of the
unemployed can be dismissed purely in terms of
predisposing factors.

Reductions in cigarette smoking and changes in
other aspects oflifestyle with adverse health effects
are, of course, desirable. However, it would seem
from available evidence that they are unlikely to be
successful in removing health inequalities unless
other problems associated with unemployment
and poverty are also tackled.

KATIH MOSER
P 0 GOLDBLATT

A T Fox
Social Statistics Research Unit, City University,
London EC1V OHB

DR JONES
Departmnent of Clinical Epidemiology and

Social Medicine,
St George's Hospital Medical School,
London SW17 ORE
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