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Management strategies for solitary pulmonary nodule that produced the longest average
life expectancy in smokers according to age and diameter of nodule. In a 40 year old
smoker with a 2 cm nodule, for example, biopsy and observation would produce the
greatest life expectancy, whereas for a 60 year old with a 4 cm nodule it would be
immediate surgery. 7 (Reproduced with the permission of the "American Review of
Respiratory Disease")

bronchoscope with fluoroscopy improves the chances of a
positive diagnosis.6 A diagnosis may be made by trans-
bronchial lung biopsy in a quarter of cases in which the
nodules are smaller than 2 cm and in about two thirds of cases
in which they are larger. Percutaneous needle biopsy is

simpler but is contraindicated by a bleeding diathesis;
severely compromised lung function; pulmonary hyper-
tension; or suspicion of an hydatid cyst, arteriovenous
malformation, or a sequestrated lung segment. In malignant
lesions the diagnostic yield from needle biopsy increases with
increasing size, reaching 80-90% for single samples from
tumours larger than 3 cm and 95% for two or three samples.
An attempt has been made to evaluate the effect of these

three management strategies (an operation, biopsy, or obser-
vation) on life expectancy by using decision analysis.7 The
figure shows the management strategies that produced the
longest life expectancies for smokers at specific ages and
with tumours of different diameters. The most interesting
finding was that the differences between the strategies was
surprisingly small. Other factors-such as the patient's
own preference-may thus be given considerable weight in
reaching the final decision on what to do.

DUNCAN M GEDDES
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Registrar in Thoracic Medicine
Brompton Hospital,
London SW3 6HP

1 Theros EG. Varying manifestations of peripheral pulmonary neoplasms: a radiologic, pathological
correlative study. AjR 1977;128:893-914.

2 O'Keefe ME, Good CA, McDonald JR. Calcification in solitary nodules of the lung. A7R
1957;77: 1023-33.

3 Siegelman SS, Zerhouni EA, Leo RB, Khouri NF, Stitik FP. CT of the solitary pulmonary nodule.
AJR 1980;135:1-13.

4 Zcrhouni EA, Stitik FP, Siegelman SS, et al. Computed tomographv of the solitary pulmonary
nodule. A national cooperatise studv. Radiologi 1986;160:319-27.

5 Cummings SR, Lillington GA, Richard RJ. Estimating the probability of malignanc\ in solitary
pulmonary nodules. Am Rezv Respir Dis 1986;134:449-52.

6 Wang KP, Haponik EF, Britt EJ, Khouri N. Transbronchial needle aspiration of peripheral
pulmonarv nodules. Chest 1984;86:819-23.

7 Cummings SR, Lillington GA, Richard RJ. Managing solitary pulmonary nodules. Am Rev Respir
D)is 1986;134:453-60.

Industrial accidents

Underreported and not improving

The release of radiation at Chernobyl and methyl isocyanate at
Bhopal drew international public attention to the severe
consequences of accidents in the workplace. In Britain this
attention has been heightened by the rail crash at Clapham
Junction, the sinking of a ferry at Zeebrugge, and the fire and
explosion on the Piper Alpha oil rig. Industrial accidents may
kill, injure, and disable employees and members of the
public. British data released just before Christmas estimated
that there were 1 6 fatal injuries for every 100 000 employees
in 1987-8.' This is a decline from a high of 2-3 deaths for
every 100 000 employees in 1982 to 1 7 in 1986-7. This decline
is probably explained, however, by the increase in people
working in the less dangerous service sector: the yearly
specific rate of fatal injuries was virtually unchanged from
1981 to 1987-8.

In 1987-8 the construction industry had more than five
times the fatal injury rate of the manufacturing sector, which
in turn experienced three times the rate of the service sector.
In the five years from 1981 to 1985 there were 739 deaths in
the construction industry; falls from roofs and scaffolds were
a major cause.) The deaths inclued 37 adult members of the
public and 21 children. Data on sudden death at work for an
industrial county in the United States also showed that men
employed in the construction industry had the highest age

adjusted rate of fatal injuries at work (24-3 for every 100000
employees).' For each year from 1981 to 1985, however,
mining and quarrying in Britain had more deaths at work for
every 100 000 employees than construction, although the
figures were distorted by the effects of the miners' strike from
March 1984 to March 1985.1

Figures on fatal accidents tend to be well documented, but
data on major injuries not resulting in death tend to be
underreported. Hashemi provided emergency care for injured
forklift truck drivers and found that many of the accidents
that caused time to be lost were not reported. I Underreporting
may occur because of changes in the requirements under
which certain work injuries have to be notified.' A lack of
awareness of new criteria- such as the need to notify all
injuries resulting in three or more days offwork-may lead to
an initial shortfall in reporting. Also employers or employees
may be reluctant to go through the process of notification,
especially if the accident seems not to have resulted in obvious
disability. Similarly, data on minor injuries and dangerous
occurrences not resulting in injury are grossly underestimated.
The less serious the injury and the shorter the sickness
absence that results the less likely it is to be reported.

This underreporting of accidents inhibits study of what is
an eminently preventable cause of premature death and
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disability. Better data would allow preventive action to be
directed at the industries and work activities that cause the
most industrial accidents. The Health and Safety Executive
has tried to improve reporting by publicity campaigns and
the wide distribution of leaflets. Doctors-particularly those
working in general practice, accident and ernergency units,
and occupational medicine-should ensure that information
on industrial accidents is adequately reported.
The Reporting of Industrial Diseases and Dangerous

Occurrences Regulations, 1985, were introduced in April
1986 to replace the Notification of Accidents and Dangerous
Occurrences Regulations, 1980, and continued the legal
requirement of employers to notify dangerous occurrences.
Some of the criteria for reporting were, however, changed.
Figures available for work injuries reported under the new
regulations for 1987-8 show that there were 330 fatal injuries,
18 904 nonfatal major injuries, and 153 080 other injuries that
resulted in more than three days of absence.' The toll is
considerable, especially when underreporting is remembered.
We must work to reduce this toll.
Although a series ofdisasters have sensitised us to industrial

accidents, far more people are killed by occupational disease
than by industrial accidents. The cost of occupational acci-
dents and diseases to employers and employees and to the
economy as a whole was estimated to be between £1 5 billion
and £2-2 billion in 1987.6 And the underreporting of occupa-
tional disease is even greater than the underreporting of
industrial accidents: comparison with the sophisticated
Finnish system suggests that occupational illness in Britain is

underreported by a factor of five.7 The Health and Safety
Executive is trying to tackle this problem and has invited
comments on its discussion document on collecting informa-
tion on diseases caused by work.8 Doctors should support this
initiative because, as Atherly writes: "Statistics have served a
variety of purposes for well over a century: they have helped
to make [people] aware of the extent of injury and mortality in
the workplace. They have sometimes served as a stimulus for
action ... reliable statistics make prevention possible, lack of
it may hinder."9
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Primary health care: the next steps

Targets could provide a way to work together

Promoting Better Health, "the government's programme for
improving primary care," appeared in November 1987, and
the legislation based on some of it has just become law.' Public
discussion of the legislation was largely confined to the
introduction of charges for dental and eye examinations,
although' in parliament the opposition spent many fruitless
hours trying to alter the proposals about cash limiting family
practitioner committees.2 The hard part for doctors-
negotiating the terms on which the legislation will be imple-
mented-began some months ago but is being conducted in
secret. Progress, according to the chairman of the General
Medical Services Committee, Dr Michael Wilson, has been
slow, but he is expected to give a fuller report next week.3

Clearly the important questions raised in the green paper of
19861 and carefully answered- by the BMA,5 the Medical
Practitioners Union,6 and others7 are by no means settled,'and
now is therefore a good time to read a short but subtly argued
paper from the King's Fund Institute that discusses the white
paper and the thinking, the'unspoken assumptions, and the
unadmitted aims behind it.8

Although written in moderate language, the paper makes
devastatingly clear that government policy is shot through
with confusions-about paying for primary care and particu-
larly paying for developments; about balancing professional
power within primary care; about its administration; about
balancing prevention, care, and cure; and, most of all, about
the role of market forces, incentives, and competition. To be
fair, opposition to the government's proposals is seldom less

confused, and we must acknowledge that the sources of the
confusions lie in conundrums-well considered in the
institute's paper-the answers to which cannot possibly
please everyone.

Is there any broad principle that will unite those with
differing views sufficiently for progress to be made? The
answer could lie in targets-not in the- dishonest way that they
were used when- the reform of social security covered up
massive cuts but rather in the way that they have been-used by
the World Health Organisation to say where health care
should be directed.9 The social services committee has asked
the government to say what its targets are for the NHS: what
is the NHS doing, why is it doing it, and how is it doing it?'"
District health authorities and family practitioner committees
already produce targets of various sorts and quality," and
some general practices produce reports that include targets as
well as achievements.'2 13 Finally, forward looking practices
are beginning to be able to provide patients with information
on their personal risk factors and on targets they should aim at
when modifying them.'4
The first advantage of targets is that once written down they

are there for all to see. Again and again in the committee stage
of the new legislation ministers were asked to say what their
real intentions for the NHS were, and again and again they
refused. '1 Written targets provide an agenda that may be
discussed among health planners, by professionals, with
patients, and with community groups. They may be set at
various levels, taking into account local and personal factors.
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