
long term oxygen ttreatment in the Liverpool area.7 Some
34 of the concentrators had been installed on the recom-
mendation of a consultant respiratory physician, 17 on that
of the general practitioner without advice from a chest
physician, and 10 on the advice of a general physician without
respiratory experience. The prescription of oxygen by general
practitioners without expert advice was inadequate: only
three of the 17 patients had been told to use the oxygen
for over 15 hours a day. Patients selected by respiratory
physicians initially had arterial tensions of blood gases in the
prescribed range, and all patients had advanced obstructive
airways disease; in the other two groups few patients were
sufficiently hypoxaemic. Finally, 12 of the 54 smokers
continued to smoke despite advice not to do so. Thus overall
only 18 out of the 61 patients fulfilled all the criteria for
selection, use, and stopping smoking.

Similar results from three studies from other parts
of Britain were presented to the Thoracic Society this
summer.8'0 All confirmed the excellent service for the 5000
or so patients currently served by the three contracting
companies providing, installing, and maintaining the
equipment. Remarkably few patients criticised the arrange-
ments.

Inevitably in introducing any new specialised treatment
several difficulties arise. Logistically the service seems to have
functioned remarkably well, but in our view the prescription
of oxygen concentrators by general practitioners without
advice should be stopped in favour of mandatory assessment
by a chest clinic. A wise move would be to set up a monitoring
body of general practitioners and chest physicians to oversee

the service and provide information and education. Closer
supervision in the home is needed and the commercial
companies might be asked to help. Finally, given that Britain
is not alone in facing these problems, there is much to be
learnt from comparing the results of the different types of
home based care and monitoring elsewhere in Europe-
particularly since detailed national registers have been set up
in Belgium and Sweden.

P BARDSLEY
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Real progress with disciplining doctors

New proposals deserve rapid implementation

The joint working party of representatives of the health
departments, the National Health Service, and the pro-
fessions reviewing disciplinary procedures for hospital and
community doctors and dentists has now reported to the
Secretary of State. ' The report is delightfully short and to the
point, addresses most of the problems of the existing
procedures, and also makes suggestions on preventing the
problems that give rise to disciplinary actions.
The report considers a range of disciplinary procedures.

Initially there is personal misconduct, for which the working
party has reaffirmed using section 40 of the general Whitley
terms and conditions of service applicable to all NHS staff.
For minor breaches of contract by consultants, such as
missing clinics or ward rounds, a local informal professional
review is recommended; the procedure drawn up is a
refinement of the proposals put to the chief medical officer in
1986 by the Joint Consultants Committee. The professional
review machinery has many similarities to the mechanism that
is used for doctors who may have physical or mental illness: if
there is no improvement after six months then more serious
action will be taken. Only a consultant or the regional medical
officer may refer allegations to the professional review panel.
All other staff have to submit their allegations to their
manager, who will submit them to the regional medical
officer. This cumbersome step is likely to be a deterrent,
especially to junior doctors, and the district general manager
should be able to refer allegations from all other staff directly
to the professional review panel. No mention is made of the

problems caused by consultants being over enthusiastic rather
than not pulling their weight, yet repeatedly extended
operation sessions or prolonged ward rounds often need firm
action.
A new intermediate procedure is recommended, again

applying only to consultants, and is for alleged professional
misconduct and incompetence that is not serious enough to
justify an investigation under HM(61)112. The procedure is
comparable with the clinical complaints machinery2: the
regional medical officer decides whether to invoke it and
then writes to the Joint Consultants Committee for assessors.
The assessors would then produce a two part report to the
regional medical officer. The first part would be the facts
and the assessors' findings, and the doctor against whom the
complaint has been made would have a chance to comment.
The second part would contain organisational recommenda-
tions and a view on whether there has been any fault. The
regional medical officer decides whether disciplinary action
should be taken.
Though it may be easy to obtain recruits for membership of

the district professional review panel, this is not likely to
be the position in relation to the intermediate procedure,
particularly when it becomes known how much preparatory
work and interviewing will be required. It has not been easy
recruiting assessors for the clinical complaints machinery,
but this is more professionally exciting than producing
a judgment on allegations of professional misconduct or
incompetence. The competence of the assessors in analysing
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the evidence in such cases may need to be monitored, and
there may be an argument for a carefully trained and
experienced small cadre of specialists to do the work.
The existing procedures have many faults, some of which I

highlighted earlier this year (21 May, p 1421). The working
party has answered criticisms of delay in dealing with
HM(61)112 procedures by setting indicative time limits
which it hopes will keep cases to a maximum of eight months
from the establishment of a prima facie case. Other sug-
gestions ofa central standing panel oflawyers readily available
to act as chairmen and of legal representation on both sides by
solicitors rather than barristers are presumably intended to
offer a speeding up to the process and a reduction in costs.
They may, however, raise questions about quality and
efficiency. The appeals procedure is improved by time limits
applying to all concerned, the use of a legal assessor or
adviser, and the use of a compromise solution only after its
acceptability has been established. The appeals procedure
will not be available to those dismissed for personal mis-

conduct or- for some extraordinary reason- to practitioners
with a limited work commitment with health authorities and
an important alternative source of income. The penultimate
recommendation of early retirement is most welcome. It is a
sensible preventive measure that might have come right at the
beginning of all the proposals.

Generally this report represents real progress, and I hope
that all concerned agree to start formal negotiations. I would
like to see rapid implementation followed by extension to
other medical grades as soon as possible.

MALCOLM FORSYTHE
Regional Medical Officer,
South East Thames Regional Health Authority,
Bexhill on Sea,
East Sussex TN39 3NG
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Health effects of Chernobyl

Important to measure among evacuees

On 26 April 1986 the world's most serious accident in a
nuclear power station happened at Chernobyl in the Ukraine.
The reactor core and parts of the reactor turbine buildings
were destroyed, and large amounts of radioactive materials
were released into the atmosphere over 10 days. Acute
radiation sickness killed 28 people at the reactor site, and
more than 100 000 people living within a 30 km radius were
evacuated.
The radioactive fallout primarily affected Europe and was

unevenly distributed. Short lived iodine- 131 and long lived
caesium-137 were the main sources of radiation exposure,
which resulted from both external radiation and ingestion of
contaminated food. The United Nations Scientific Committee
on the Effects of Atomic Radiation (UNSCEAR) has recently
compiled data on the geographical distribution of radiation
doses after the accident. ' For the first year the highest doses to
people outside the evacuation zone were estimated to be
2 mSv in Byelorussia in the Soviet Union and between 0-6 and
1-3 mSv in southern Switzerland, north east Romania,
northern Greece, Bulgaria, Austria, and western Yugoslavia.
The total doses (dose commitments) are about two to four
times higher. For comparison, the average dose during one
year from natural radiation is about 2 4 mSv.
The evacuees received much higher doses. The 24000

people living between 3 km and 15 km from the plant are
calculated to have received average doses from external
radiation of about 350-550 mSv.2 The rest of the evacuees
received 30-60 mSv. In regions near Chernobyl but outside
the evacuation zone the dose commitment from internal
radiation was roughly equal to that from external radiation.

Several types of health effects may occur as a result of the
accident. Effects caused by the radiation are of particular
interest; they may include birth defects, childhood cancer,
and mental retardation among those exposed in utero. With
longer follow up other cancers may also appear. Also to be
considered are the side effects of the massive programmes of
iodine prophylaxis carried out in some populations. Other
health effects include anxiety and fear, which have probably

affected many people: such effects are difficult to measure but
may show up in extreme circumstances as higher rates of
induced abortions or lower birth rates.

Generally two different methods may be used to assess
the health effects of the accident at Chernobyl. The first
approach is to employ risk estimates based on observations
of other populations exposed to radiation. This may be
done immediately. The second approach is to conduct
epidemiological investigations among those exposed to fallout
from Chernobyl. This approach may provide important
empirical information that may be useful in improving
estimates of the risks of radiation. It should be emphasised
that adequate data on radiation doses are a prerequisite for
both approaches.
UNSCEAR has recently reassessed the risk estimates of

radiation in causing cancer.' Studies on the survivors of the
bombings in Hiroshima and Nagasaki provide the most
imporant basis for these assessments, and mainly as a result of
new (lower) estimates of the doses and longer follow up the
risk per unit dose has been raised. Depending on the
projection model, the present estimates of cancer risks range
from 4% (additive model) to 11% (multiplicative model) per
sievert. For low doses and dose rates a reduction factor of
between two and 10 was assumed, implying a risk estimate
ranging from 0 4 to 5 *5% per sievert.
These risk estimates and the available data on radiation

doses outside the evacuation zone suggest that any effects of
Chernobyl on the incidence of cancer would be difficult to
detect. If very large population groups are studied -for
example, through national registers- statistical power may
not be the major problem, but fluctuations in the incidence of
a magnitude that could possibly be caused by the radiation
would be difficult to interpret because of a lack of knowledge
of other factors affecting the incidence.

Studies may sometimes be done for other than purely
scientific reasons. Thus despite all the problems several
European countries have started epidemiological investiga-
tions into the effects of the accident at Chernobyl.2 A Swedish
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