
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

TAR-CHING AW
Senior Lecturer in Occupational Medicine

J MALCOLM HARRINGTQN
Professor and Director

Institute of Occupational Health,
University of Birmingham,
Birmingham B15 2TT
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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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They may be measured. They are the means by which the
increasing and unstoppable demands for openness in pro-
fessional work may be expressed.
The mechanism for setting up targets depends on the

organisational level. An agenda is already set between patient
and doctor (or practice team)-even if it consists of merely the
acceptance by the doctor of the medical card of a patient, who
finds out more or less casually what may be expected from the
practice. The move from this implicit agenda to the highly
explicit one set out by Iliffe'6 may be more easily achieved if a
leaflet is produced setting out the practice's aims, expecta-
tions, and routines: already this habit is widespread. Helping
practices to set targets could also be a natural task for the
general practice facilitators being appointed in increasing
numbers. Information technology might give an immense
boost to target setting as data may so much more easily be
collected routinely-and by staff other than doctors. Plans
and protocols that may be devised by the whole practice team
(Park View Surgery, Loughborough, personal communica-
tion) need be neither numerous nor ambitiously detailed and
may be re-examined at intervals to see how well they are
working.
Once targets are set all know what they are trying to do and

whether it has been done. Then if targets suitable to the
practice are set and agreed a basis for good practice may be
established that will take account of differing needs, abilities,
and problems; punitive and unrealistic targets and sanctions
may be avoided, and performance related pay (which is going
to come whether doctors like it or not) could be settled fairly.

Patients will know what they are getting and may be able
to choose a practice that looks as though it will suit them.
Finally, doctors would have an answer to the reasonable
question asked by government: what are you doing for the
money the nation lays out?
To set targets would pull together the enormously wide

ranging debate about health care. Such a measure of un-
animity, even at a simple level, would enable people again to
feel united and hopeful about the NHS.

SIMON BARLEY
General Practitioner,
Sheffield S1O 2NQ
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Golden Anniversary of the "British Heart Journal"

A Canadian who has known all the editors reflects

A new journal was born in 1939, the accoucheurs being the
members of the Cardiac Society of Great Britain and Ireland.
The foreword in the first issue of the British HeartJournal was
written by Sir Thomas Lewis, who called for "quality." The
same issue contained "Notes on the Cardiac Club," whose
conception had been inspired many years before by James
Mackenzie in Burnley. Sir James was elected the only
honorary member. In 1937 the club grew into the Cardiac
Society, and it was fitting that the first volume of the journal
should contain a paper on the pathology of Sir James's heart.
The journal Heart had been published from 1909 to 1933

under the strong, possibly dictatorial, editorship of Sir
Thomas Lewis. This journal was transformed into a new
publication, Clinical Science, incorporating Heart. Lewis's
vision of the changed journal was of an outlet for reports in his
new science of clinical investigation. The organisers of the
new cardiac society, primarily consultants on diseases of the
heart, were convinced that there was a place for a journal
focusing on the diseases of the heart. Concomitantly, they
would create a medium for publishing the proceedings of the
regular meetings of the Cardiac Society.

In its 50 years the British Heart Journal has changed little
in format or in the nature of its content. It has been
predominantly clinical in orientation, and the editors have
earned accolades for clarity and crispness in style. Editorials
became a regular feature in the journal about 1967, and often
they were spirited and provocative.
Landmark papers or citation classics are not readily

identified iia the British Heart3Journal, but many of the articles

have become standard references. I recognise that nothing
traditionally becomes a classic until over 20 years have passed.
My idiosyncratic nominations of three papers from the first
three decades are, however, Thompson on potassium and the
heart (1939); Parkinson and others on the electrocardiogram
of Stokes Adams (1944); Bramwell and Morgan Jones on
collateral circulation of coarctation (1941); McMichael and
Sharpey-Schafer on measuring cardiac output by the direct
Fick method (1944); Emslie-Smith on intracardiac electro-
grams (1955); Teare on asymmetric hypertrophy (1958);
Wood on polyuria in tachycardia (1963); Goodwin and others
on hypertrophic obstructive cardiomyopathy (1964); and
Barlow and others on clicks and latesystolic murmurs (1968).
The historical essays in the British HeartJournal have been

an attractive feature to me, particularly those from the pen of
Evan Bedford, a joint editor of the journal at its inception.
Named lectures have often appeared in the journal, and I have
found the ones named for Sir Thomas Lewis particularly
instructive.

For several decades there have been the predictions that the
traditional journals such as the British HeartJoumal would be
replaced by the new technological wizardry in storing,
retrieving, and displaying data. Death knells have been
premature so far; old ways do not die easily. Possibly some
one will have to wait until the diamond jubilee of 2014 to write
a final eulogy.

HOWARD B BURCHELL
St Paul,
Minnesota 55105
United States
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