
against IIIV must be defined, and good disinfection protocols
must be established. It must not be forgotten, however, that
instruments are most reliably and safely sterilised by heat.

E M COOKE
Director,
Division of Hospital Infection,
Central Public Health Laboratory,
London NW9 5HT

I Ayliffe GAJ, Coates D, Hoffman PN. Chemical disinfection in hospitals. London: Public Health
Laboratory Service, 1985.

2 Russcll AD, Hugo WB, Ayliffe (GAJ. Factors influencing the efficacy of antimicrobial agents. In:

Principles and practice of'disinfkction, preservation, and sterilisation. Oxford: Blackwell Scientific
Publications, 1982:107-33.

3 Dixon RE, Kaslow RA, Mackel DC, Fulkerson CC, Mallison GF. Aqueous quaternary ammonium
antiseptics and disinfectants.,jAMA 1967;236:2415-7.

4 Anonymous. Monitoring desices and septicaemia [Editorial]. BrMedJ 1979;i: 1747-8.
S Sobel J1), Hashman N, Reinlherz Gi, MNlerzbach D. Nosocomial Pseudomonas cepacia infection

associated with chlorhexidine contamination. AmJ Med 1982;73:183-6.
6 Hoffmatl PN, Cooke EM, Larkin D)P, et al. Control of infection in general practice: a survey and

recommcndations. Br MedJ 1988;297:34-6.
7 Cooke EM. Sterilisation of saginal specula-part of a general problem. Journal of the Medical

Defence Union 1988;4:54-5.
8 Haisson I'JV, Gor D, Jeffries DJ, Collins JV. Chemical inactivation of HIV on surfaces. BrAledJ

1989;298:262-4.
9 O'Connor HJ, Axon A[rR. Gastrointestinal endoscopy: infection and disinfection. Gut 1983;24:

1067-77.
10 British Medical Association Board of Science and Education. A code of practice for sterilisation of

instruments and control of cross infection. London: British Medical Association Board of Science
and Education, 1989.

The politics of inadequate registers

Poor registers may undermine the government's plans

The British government has committed itself to screening for
both cervical and breast cancer, and yet its programmes may
well fail because of the inadequacies of population registers.
These inadequacies have been reviewed in two recent
editorials in the BMr,' 2 and today's issue contains further
papers exposing serious problems with population registers
(pp 98, 101, and 104). In addition to the clinical problems
generated by failure of screening programmes for breast
cancer and cervical cancer, the inaccuracy of population
registers shown in these papers also has a wider political
implication. Both the proposed new contract for general
practitioners, which is currently the subject of a ballot of all
general practitioners, and the NHS review Working for
Patients contain proposals heavily dependant on accurate
population registers.
One of the most contentious issues in the proposed new

contract for general practice is that large amounts of income
should be derived from meeting specified targets in various
preventive health activities. To find patients within the
target groups general practitioners will need accurate age-sex
registers, and to make the payments health authorities will
need to check claims against their population registers. The
targets cover cervical cytology and childhood immunisation,
and there will be capitation payments for paediatric sur-
veillance and screening of patients over 75. For all of these the
amount of work claimed to have been done will form the
numerator of a fraction whose denominator is the size of the
target population, as defined by the health authority's
population register.
The proposed new contract and the terms of the NHS

review also make it clear that population registers will be
essential not only for checking claims for income but also for
calculating sanctions in assessing performance indicators.
The accuracy of such figures will be vital when disputes arise
over drug costs in indicative drug budgets, over norms for
referral patterns, and in real cash terms for actual practice
budgets. How can any budget holder be expected to work to a
5% tolerance limit when the population on which the budget
is based is inaccurate to the extent shown in the studies
published today?
There are also implications for health authorities, which in

future will have to know accurately the size and demographic
spread of their populations as cash allocations are to move in
the next few years to a "weighted capitation basis."'

It has been suggested that general practitioners and their

staff should be responsible for keeping an accurate track of
their practice populations.' In future there will probably be
financial pressure to do so both from the opportunities and
from the penalties implicit in the new system. Patients,
however, are entitled to their individual freedom and
privacy and should not be required to surrender either as a
precondition of NHS treatment. As was emphasised in a
resolution passed at the conference of representatives of local
medical committees last month registration data are given by
patients to their general practitioners and passed on to the
family practitioner committee or health board in confidence
and solely for the purposes of administrating primary health
care services. The government has emphasised both the rights
of individual people to freedom and choice and their personal
responsibility for health, education, and welfare. It has
encouraged patients to change doctors more often to enliven
competition, and, using cervical cytology as an example, it
insists on several sources of advice being available-including
family planning and well woman clinics, private clinics,
clinics run by employers, and general practitioner and
hospital clinics. At the same time the government is introduc-
ing systems of national screening and NHS financing that
threaten to penalise financially doctors and health authorities
who fail to keep track of individual patients and their health
records.
MacEwan and others (p 104) rightly draw attention to the

government's duty to educate the public of the necessity of
keeping doctors and health authorities advised of basic
registration details. In a wider context it is clear that
individual practices and health authorities will have to
develop accurate population registers for generating income
and managing resources. In a country that has so decisively
rejected the concept of a national identity card might an NHS
card become a surrogate?
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