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TABLE v-Standardised mortality ratio (observed No) in
1981-5 for all men and men seeking work in 1981 aged
15-59 according to possession ofa disability pension

Men
Disability pension All men seeking work

Yes 191(660) 278 (24)
No 93 (4471) 197 (260)

the first findings from the Office of Population
Censuses and Surveys' longitudinal study that
unemployment in the early 1980s is associated with
increased mortality.
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Area di Epideniiologia,
10123 Turin,
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What are health authorities doing about the
health problems caused by unemployment?

SIR,-With regard to the article by Ms Christiane
Harris and Dr Richard Smith (25 April, p 1076),
health authorities can be active in the primary
prevention of the ill health caused by unemploy-
ment.' 2 A national network of product develop-
ment agencies has been formed by over 30 groups
involved in "alternative technology"-developing
products for which there is an identified social
need, using the skills of workers who are unem-
ployed or working in armaments manufacture, and
locally available resources. Ideas for products for
which local people have identified a need are
developed with groups of workers with the neces-
sary skills.

Technical support to existing businesses further
enhances local employment prospects. Many of
these agencies are based in polytechnics and use
student project work-in engineering, design,
computing, management, and marketing-to
develop products. Among these agencies are the
Sheffield centre for product development and tech-
nological resources at Sheffield City Polytechnic
and the unit for the development of alternative
products at Coventry (Lanchester) Polytechnic.
The economic development units of some councils
and cooperative development agencies are also
participating. Among the products that have been
developed in this way are the Monseco advanced
dehumidifier to combat dampness; Audiocalc, the
speaking spreadsheet for blind people; telescopic
implants for children with osteogenesis imperfecta
(by the Sheffield centre and Sheffield Employment
Department); the Covloc display board system;
the BEA lift bath aid for handicapped children; a
ventilator alarm; a domestic ventilator for patients
with neurological breathing problems; and electric
and hybrid powered (combined petrol and electric)
vehicles (by the unit at Coventry).

Health services can contribute actively to local
employment prospects by establishing links with
local authority economic development units,
higher education centre economic or engineering
departments, and alternative technology agencies.
Health workers can identify needs for products for
the sick or handicapped, they can help to evaluate
new health care products, and they can advocate
the purchase of products developed in this way.
A special health authority for National Health
Service procurement would be able to buy pro-
ducts built in this country and state requirements
for products that were needed by the National
Health Service and could be made here.

Intermediate, appropriate, or development
technology agencies work mainly on projects with
the developing world. These agencies do not
export products that are disabling to a developing

economy but provide skills, designs, or tools that
workers in developing countries can use. Appro-
priate Technology Design and Development of
Moreton-in-Marsh, Gloucestershire, has produced
designs for metal rolling and pipe bending
machines that have been built in African countries
to cannibalise scrap metal for farming equipment,
cooking utensils, and even tricycles for polio
victims. The unit at Coventry has designed a small
scale smelter and a small scale brick maker, both of
which use old engine oil, a plentiful commodity in
developing countries. In addition, a Coventry firm
is building a containerised toolshop to the specifi-
cations of Indian farm workers.
Arms conversion-the use of military tech-

nology for peaceful purposes-is another element
of the work of some of these agencies. It is widely
acknowledged that military industries provide
fewer jobs for a given investment; they are major
consumers of raw materials, energy, and research
funds and thus contribute to high inflation rates,
high interest rates, and poor potential for invest-
ment in socially useful, peaceful production.' 2

Alternative technology embraces the principles
of "Health for all": healthy work practices,
community participation, democracy, and local
initiatives leading to international cooperation and
to "peace which is more than the absence of war."
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I United Nations Expert Committee on Development and Dis-
armament. Report. New York: United Nations Organisation,
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2 Middleton JD, Routley J, Lowe B. Swords to ploughshares:
improving the world's health. Journal ofMedicine and War (in
press).

Promoting prevention in primary care

SIR,-The idea of providing low cost support
for primary health care teams to introduce oppor-
tunistic screening into their practices is attractive,
and we would like to congratulate Ms Elaine
Fullard and colleagues on their evident success in
promoting collaboration between those responsible
for primary care, local authorities, and family
practitioner committees to implement it (25 April,
p 1080).

Experiments in introducing preventive medicine
into primary care are much needed, and it is good
to see audit of the process built into the project and
to know that a study ofoutcome is planned. We are
not, however, convinced that the study design
allows the conclusion that improvement in record-
ing of cardiovascular risk factors in the three
selected intervention practices was due to the
"facilitator package" offered. Anyone who has
tried to define practice characteristics to allow
matching of case controls knows how limited the
possibilities are, but the variables used in the study
by Ms Fullard and coworkers ignore perhaps the
most important factors affecting uptake of a new
preventive service in general practice. These in-
clude the differing beliefs and attitudes of those
working in each practice, their working relation-
ships, and the resulting readiness of the team for
change.

In the design used in the study the three
intervention practices were selected on the basis of

their willingness to change, while the comparison
practices were not. Thus the design does not
control for the possibility of systematic differences
in enthusiasm between staffin the intervention and
comparison practices. Moreover, the design does
not allow us to distinguish between the effect of the
continuing support of a facilitator and the effect of
involvement in periodic audit as the comparison
practices were offered only retrospective audit.
The ideal randomised controlled trial is hard

to achieve with whole practices because of the
numbers and cost concerned. We believe that
smaller studies evaluating the potential of a
range of approaches to improving prevention and
surveillance in general practice are justified; these
should, however, randomise practices willing to
change between experimental and control groups.
Only in this way can we begin to distinguish the
effects of the intervention from the effects of
enthusiasm.
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Subcutaneous calcium heparin versus
intravenous sodium heparin in treatment of
established acute deep vein thrombosis of the
legs

SIR,-Mr M G Walker and colleagues (9 May, p
189) conclude from their study of the treatment of

acute deep vein thrombosis that "subcutaneous
calcium heparin was more effective in helping lyse
existing thrombus and preventing its propagation
than intravenous sodium heparin."

It seems to me, however, that what they in fact
showed was that larger doses of subcutaneous
heparin (mean (SD) 29 375 (8354) IU) established
greater degrees of anticoagulation (according to
kaolin cephalin clotting time estimations) and
resulted in greater lysis of clot than smaller doses of
intravenous heparin (mean (SD) 24384 (12 402)
IU) and lower levels of anticoagulation. Their
results are, therefore, not at variance with those of
Hull et al, who also showed that lower doses of
heparin and levels of anticoagulation (particularly
in the first 24 hours) were associated with higher
rates of recurrence of proximal vein thrombosis.
The main difference, however, was that in the
study by Hull et al the lower doses were given
subcutaneously and the higher intravenously.
The difference in the dose of heparin ad-

ministered in the two treatment groups in the
study by Mr Walker and coworkers surely renders
invalid any conclusions about the relative efficacy
of the drug given by these different routes.

NEIL SCOLDING
University College of Medicine,
Cardiff CF4 4XN

I Hull RD, Raskob GE, Hirsch J, et al. Continuous intravenous
heparin compared with intermittent subcutaneous heparin in
the initial treatment of proximal vein thrombosis. N Engl J
Med 1986;315: 1109-4.

AUTHORS' REPLY,-In reply to Dr Scolding's
comments on our paper we should like to point out
the following facts.

Firstly, in our discussion we drew attention to
the fact that patients in the subcutaneous calcium
heparin group received on average a higher dose of
heparin and therefore had a higher level of anti-
coagulation than the intravenous group. We
suggested this as one of the possible reasons for the
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