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questionnaire contains only foods and supplements
provided by the hospital while our system contains
information on about 300 commonly available
foods and beverages. Thirdly, for data processing,
the results from the questionnaire require entry
into a computer program by hospital staff. In our
system all data processing is carried out by the
computer program.
The implied criticisms of our system are not

valid, although they may have arisen because we
could not publish a full description of our system
because of space constraints. Patients were not
taken to the computer; the computer was portable
and taken to the patient. The system was not
inconvenient for assessing severely sick patients
and, as stated in our report, no patient had
difficulty in completing the assessment. Indeed,
patients generally enjoyed using the system, which
had been piloted for easy use. The lists of foods
provided for the patients to select their three day
diet in our study were devised independently ofthe
contents of the program for assessing dietary
intake so that we did not bias the results in favour
of the computer based system. The data collection
and data processing stepswereentered into separate
programs for purposes of validation so that the
errors associated with the use of food tables could
be identified separately. However, the system,
which is now in routine use, combines the data
from the food tables directly so that there is no
intermediary processing step.
Although our report described the use of the

device for dietary recall, it can be, and indeed
is now being, used prospectively. Patients who
require dietary management over a long period can
assess their dietary intake daily either in hospital or
at home without inconvenience and without the
necessity for skilled staff to be concerned in data
collection.
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Injections in the Indian subcontinent

SIR,-Dr Elizabeth H Boxall highlights the
risk of exposure to hepatitis B infection through
injections received by travellers to the Indian
subcontinent (26 September, p 760). Although she
describes two cases of clinical hepatitis acquired
through inoculations, a great many more travellers
who may have received injections in the sub-
continent would have been exposed to hepatitis B
virus but developed only subclinical illness.
One of us (GGR) compared the prevalence of

hepatitis B seromarkers in patients who received
repeated injections and those who did not receive
any form of parenteral treatment in a casualty
department ofa district general hospital in the state
ofMaharashtra, India. The results showed that the
patients who received injections had a significantly
higher prevalence of hepatitis B seromarkers
(p<0-001; table). None of the patients from either
group gave history of hepatitis. Although these

Prevalence of hepatitis B seromarkers in patients receiving repeated inoculations and in normal controls

Prevalence of hepatitis B
No HBsAg* Anti-HBs* (HBsAg+Anti-HBs)

Patients receiving repeated inoculation 100 1 49 50
Normal controls 100 0 26 26

HBsAg=Hepatitis B surface antigen. Anti-HBs=Antibody to HBsAg.
*Detected by ELISA technique at the National Institute ofVirology, Pune, India.

findings relate to a particular casualty department,
these observations can probably be extended to
most hospitals in the subcontinent where reusable
glass syringes and needles are used.

In the light of our findings and the cases
described by Dr Boxall, we agree with her sug-
gestion that hepatitis B vaccination should be
offered to all travellers to high risk areas. This will
protect them not only against acquiring hepatitis B
through injections but also against acquiring
it through non-parenteral means. The recent
introduction of a safe and relatively cheap re-
combinant vaccine (Engerix-B, Smith, Kline, and
French) largely eliminates objections on the
grounds of cost and safety.

G GoPAL RAo
Department of Microbiology,

M SHAHI
Department of Medicine,
St Mary's Hospital,
London W2 1PG

Use of ultrasound in general practice for
the management ofthreatened miscarriages

SIR,-Problems that might be associated with
a general practice based clinic are described
by Messrs P G P Stoddart and M Houlton
(17 October, p 998), who have their own excellent
hospital service. We disagree, however, with their
theoretical objections and some ofthe points raised
by Mr A F J Atkins (3 October, p 856).
We have in fact been running a general

practitioner-midwife ultrasound clinic for ante-
natal patients in Alton since May 1986 thanks
to the local district general hospital maternity
department. It has proved to be of greater benefit
to patients and general practitioners in the manage-
ment ofmiscarriages than was originally envisaged.
More importantly to some observers, the cost of a
scan is about half that of one done in the local
hospital.

Alton Health Centre is 15 miles from our district
general hospital at Basingstoke, and in 1985 it was
recognised that there would be benefits in having a
local clinic for routine antenatal scans. Patients
attend our local consultant clinics, which serve a
population of about 40 000. The hospital agreed to
pay for a part time midwife (FEP), who attended a
course in London and then spent three months
working in the hospital maternity ultrasound clinic
before she started in the health centre. A donor
gave us the ultrasound machine (£6000), and in the
first year over 800 routine scans were done to assess
gestational maturity.

This portable machine (Pie Data 400) is used
in three separate buildings during the week.
No problems have been experienced, and the
occasional domiciliary visit for threatened mis-
carriage has been without electrical mishap. In
the first 12 months 74 women with bleeding in
early pregnancy were scanned, and at the first
examination 37 pregnancies were shown to be
viable: only one woman miscarried subsequently.
There were 36 women with a non-viable preg-
nancy, and they were given the opportunity to see
the screen. The 16 who had a blighted ovum were
often glad to learn that they were actually not about
to lose a baby. There were 16 women who had a

dead fetus, and when they chose to see the monitor
this seemed to help them come to terms with
their bereavement. Viability was assessed by the
presence of any fetal movement, be it of limbs or
heart, and in only one case (at five weeks) was the
viability uncertain. Most of the miscarriages
occurred quite soon after referral.
A cost analysis showed that each scan cost about

£10 compared with the £20 per scan for the much
more advanced unit in the hospital, to which we
referred any abnormal findings. Even ifthe district
general hospital had bought the scanner it would
still have made a significant saving (profit) from
our clinic.
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A test for manpower planning

SIR,-According to Dr J Parkhouse (10 October,
p 868), the Joint Planning Advisory Committee
(JPAC) thinks that it is unnecessary to control the
number of research posts at senior registrar level,
as their effect on manpower planning is probably
imaginary. In explanation he says, "Such posts do
not distort the career structure if they are not
recognised for training."

This statement is clearly wrong; in the Thames
regions there are several hundred "honorary
clinical assistants" doing research. Many of these
doctors are likely to be fully accredited past senior
registrars who are eligible to apply for consultant
posts. If this pool ofdoctors is ignored it will not be
possible to balance the number of senior registrars
with available consultant posts unless we accept a
prolongation of the training period, almost by
default.

This issue needs more research, and Trent has
been taking part in a pilot project with Oxford and
the North West Thames regions to investigate the
importance of research in career progression.
Initial conclusions are that original work and
publication enhance the chance of gaining a con-
sultant post, but many doctors achieve these while
holding a full time NHS post. Further research is
needed to clarify this issue, but I fear that Professor
Parkhouse's suggestion will just allow the present
disparity in the geographical spread of training
doctors to continue and will thus nullify one of the
objectives of the JPAC exercise.

CYNTHIAM MARVIN
Trent Regional Health Authority,
Sheffield S10 3TH

Bacterial contamination ofhome nebulisers

SIR,-Like Ms Kate Barnes and colleagues (3
October, p 812), we also have examined the
frequency of bacterial contamination of nebuliser
equipment as part of a wider study of the effects of
long term domiciliary nebuliser use and would like
to add a few points.
We studied 22 patients aged 29-74 years (19 men

and three women) with severe chronic airflow
obstruction who were using jet nebulisers at home
for bronchodilator therapy. We made domiciliary
visits three and six months after they started
using nebulisers. The nebuliser equipment was
examined for residual moisture, and samples for
bacterial culture were taken from the compressor
tubing, nebuliser reservoir, and syringes (ifused to
draw up nebuliser solution). Bacterial counts of
>103 after two d'ays' incubation at 37°C were
regarded as contamination. Eighteen patients had
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