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linked DNA markers will be immediately applicable in
presymptomatic and prenatal diagnosis.
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RAWPing general practice
Applying the Resource Allocation Working Party (RAWP)
formula has meant that hospital and community health
services are developing more rapidly in the previously less
well endowed Midlands and north of England than in the
south.' The original RAWP group noted that these services
worked with and affected family practitioner services and
suggested that their budgets should be integrated with the
processes of priority setting, manpower planning, and pro-
viding care by family practitioner services and, indeed, other
care services-such as local authority social services.2 This
has not happened. Little was known then about how these
different services related functionally, and little more is
known now. This has led one American academic to suggest
that the different parts- of the health service should be
disentangled and then coordinated through a common
budget.3 The government does not, however, seem to want to
depart from the present system whereby health authorities
specify health care objectives and organise hospital and
community services from cash limited budgets, while family
practitioner committees separately organise their services
from non-limited budgets in ways meant to advance the
overall objectives.4

- But are these services developing in concert? A recent
discussion paper from the University of York's Centre for
Health Economics suggests that they are not.5 The authors
calculated "equitable" regional target financial allocations for
the family practitioner services in England by applying the
RAWP formula to the total amount spent on these services in
1983-4 (2-8 billion). The RAWP formula weights a region's
population by its expected need for medical care, calculated
from its sex and age structure, and its morbidity experience
(expressed as a standardised mortality ratio). The global sum
for allocation is then divided up among the regional health
authorities in proportion to their weighted population sizes.

Actual expenditure on family practitioner services
fell short of the targets calculated by the York critics in

the northern regions (Northern, Yorkshire, Trent, West
Midlands, North Western, Mersey) by up to 8% and
exceeded targets in other regions by up to 12%. The original
RAWP group suspected correctly that family practitioner
service activity did not compensate for regional deficiencies
in the hospital and community health services.
The regional distribution of general medical practitioners

in England in 1984 ranged from 51 to 62 for every 100 000
population.6 The York group allocated the national stock
of general practitioners equitably according to the weighted
regional populations, which resulted in a transfer of 1100
general practitioners (5% of the total) to the "northern" from
the "southern" regions.
Whatever the merits of standardised mortality ratios as

proxy indicators of morbidity undoubtedly the demand for
health care is concentrated in these currently underserved
regions. The General Household Survey for 1984 showed
an upward gradient across the socioeconomic scale from
professional workers to unskilled manual workers in the
proportions reporting recent episodes of longstanding and
acute illness, and in recent consultations with a doctor
for these illnesses.7 The unemployed (who were seeking
work) also reported more longstanding illness and medical
consultations than those in work. The deprived health
regions are those that have higher proportions of manual
workers and unemployed.8 Locally the relation between
socioeconomic state and pressure ofwork in general practice
may be less clear. London doctors identify social dis-
advantage with an increased workload,9 but in Manchester
doctors working in the "worst" areas did not report seeing
patients more often than those in the "best" areas.'0

Dentists are much commoner in the south than the north:
43 rather than 23 for every 100000 population in 1984.6 The
fee for service basis of dentists' remuneration suggests that
the unattended dental problems of the north offer a rich
harvest." Presumably non-financial considerations influence
dentists' decisions on where to work.

Indirectly, doctors have been deployed through loading
payments to work in underdoctored areas; and this system
together with the expansion of medical education in the
Midlands has advanced these aims. No further expansion of
medical and dental school output is envisaged, but the
number of doctors and dentists will increase for some
years.'213 There is still scope for deploying this additional
manpower selectively. Redistributing existing places at
medical and dental schools to deprived regions might help, as
might a capitation loading related to the socioeconomic
characteristics of the local population. To some doctors,
however, being paid more to look after working class people
would be distasteful.
The case for re-examini ig resource allocation strategy for

family practitioner services seems all the stronger now that
the NHS Management Board's working party on the RAWP
formula sees no case for allowing for family practitioner
services in the formula.'4
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Look after your heart

The British have an appalling mortality from ischaemic heart
disease, which is declining much more slowly than in
countries such as Finland that used to have a comparable
rate. The need for an effective public health programme has
long been clear and has been repeatedly recommended to the
government by bodies such as the World Health Organisa-
tion,' 2 the Royal College ofPhysicians,3 the BMA, Action on
Smoking and Health,4 the Health Education Council,5
the Canterbury conference,6 and, the Coronary Prevention
Group. There is even a consensus on what the campaign
should include: to be effective public health programmes
must be properly planned, funded, and coordinated and
should include measures directed at individuals, their en-
vironment, and the causal agents.

After the excellent publicity achieved by "Heartbeat
Wales," the Department of Health and Social Security has
launched an important prevention campaign, "Look After
Your Heart." Its main aims are to increase public awareness
and support for healthy lifestyles. -The campaign strategy
document identifies a range of activities for the health
service, local authorities, education services, voluntary or-
ganisations, and industry.7 Unfortunately it omits com-
pletely to mention direct government action and seems to
have forgotten Crew's dictum that "the therapeusis of social
medicine is not medical but social and political action based
upon medical recommendation"8 (often paraphrased as
"the pharmacy of preventive medicine is the House of
Commons").

Indeed, the Secretary of State for Health appears to
have been completely unsuccessful in any educational pro-
grammes he may have undertaken aimed at his cabinet
colleagues. The Chancellor has recently declined to increase
the tax on cigarettes or alcohol; and neither the secretary nor
the Minister for Sport has had much effect on tobacco
advertising or sponsorship, which continues to pollute the
environment in which children are growing up. Even those
responsible for agricultural policy seem to prefer to move
slowly, following consumer demand rather than leading it.
The opportunity for district health authorities to join in

the national campaign is seriously limited because of the
gross underfunding of most health education units; further,
the units are already heavily committed to the competing
priorities ofeducating about the acquired immune deficiency
syndrome and last year's priority, drug abuse. Indeed,
putting much ofthe advertising budget for the campaign into
employing field staff in districts would probably have been
much more cost effective. Even when they are committed
to prevention, few general practitioners have yet found

sufficient time, staff, or organisational back up to undertake
the simple but comprehensive lifestyle risk assessment and
counselling advocated by Shaper.9

In coronary- care units only a few consultants have
introduced the simple counselling reinforcement techniques
that Burt and others showed to be so effective in Edinburgh
over a decade ago.'0 Routine screening for hypercholesterol-
aemia in the families of young coronary victims is also far
from universal.
What then should doctors do? Firstly, the "Look After

Your Heart" campaign should be supported and evaluated,
and help should be given to local action. Secondly, doctors
should review their own clinical practices to ensure that
opportunities for prevention are seized, Thirdly, they should
consider what they can do in their local communities to press,
for example, for clean air uncontaminated by tobacco in
enclosed public places, to reduce the pollution of tobacco
advertising, and to promote a healthier choice offood in local
canteens, restaurants, and shops. Finally, in the forthcoming
election campaign they should question their local parlia-
mentary candidates on what their parties propose to do to
curb the epidemic of ischaemic heart disease.
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Asthma and bronchial reactivity

Attempts to define asthma have met with little general
agreement,' 2 and Gross has compared them with attempts to
define love.3 This disregards the distinction between essen-
tialist and nominalist definitions. Essentialist definitions seek
to elucidate the nature of what is being defined and have no
place in science,4 whereas nominalist definitions are neces-
sary to science since they are statements about how words are
to be related to observables.5 6 If the word "asthma" is to be
used as a diagnostic term, we must be prepared to say what
observations are relevant to the truth of sentences in which it
occurs. In 1971 asthma was defined as a disease characterised
by short term variations in expiratory airflow resistance,
since a patient whose symptoms could be shown to be
correlated with this disorder of function would certainly be
said to have asthma.' Notes about the ways in which
variability of airflow resistance may be shown can be added to
this definition. This definition was not agreed. Among the
objections were difficulties in saying what degree of variation
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