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Alcohol and the Law
On 9 October the Road Safety Act' comes into operation, making it an
offence for a motorist to drive, attempt to drive, or be in charge of a

vehicle if his blood alcohol level is over 80 mg./100 ml. or his urine
alcohol is over 107 mg./100 ml. This brings Britain into line with the
many other countries which have a statutory level for blood alcohol, and
reflects the widespread acceptance of the need for measures to reduce the
numbers of deaths and injuries caused by road accidents. At p. 819 of
this week's B.M.7. Professor J. P. Payne and his colleagues comment on
the interpretation of tests for alcohol in blood and urine and on the
different techniques that may be used.

Payne and his colleagues have confirmed that gas chromatography with
an internal integrator-the technique that will be used in police labora-
tories throughout Britain-is a reliable method of estimating the alcohol
content of small volumes of fluid, but they report disturbing discrepancies
in the values obtained when different methods of sampling blood were
used. When capillary tubes were used the alcohol content of the blood
was found to be considerably lower than that of corresponding venous
blood. Capillary blood samples from volunteers were analysed in a

number of centres (with the co-operation of the Home Office) and wide
discrepancies were found in the values obtained from samples in capillary
tubes. When the blood was collected in plastic pots more consistent results
were obtained, and the levels were closer to those found in venous blood,
but there was still disagreement. It seems that the source of these errors
is the method used to obtain the sample rather than the technique of
analysis. If the operation of the Act is to be fair the Home Office should
draw up a protocol for the taking of samples of blood and its subsequent
handling which reduces the risk of error to a minimum.

Estimates of the level of alcohol in the urine were the first scientific
tests to be used widely in Britain in prosecutions of motorists alleged to
have been drinking. Police and police doctors have become familiar with
the tests, which have the advantage that it is usually easy to obtain large
volumes of urine from the suspect. However, it has long been recognized'
that the relation of the level of alcohol in the urine to that in the blood
is not constant and is influenced by several factors, some known and
some unknown. In its report The Drinking Driver' in 1965 the B.M.A.
special committee recommended that blood and breath tests should be
used in preference to urine under the law prevailing at that time, and in
commenting on the Road Safety Bill during its passage through Parlia-
ment the B.M.A. Council stated4 that it " would prefer samples of blood
to be taken in every case."
No doubt recognizing that there could be arguments in court about

the conversion factor, the Government has specified 107 mg./100 ml. as

the critical level for alcohol in the urine (a second specimen taken one

hour after the first). Defence counsel will not be able to challenge the
relationship of this level to the blood level of 80 mg./100 ml. Payne
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and his co-workers report the results of estimations of the level
of alcohol in the blood and urine of motorists suspected of
offences under the present law. When the ratio of blood to
urine levels was calculated the range of the factor was from
about 1 to about 2.5-much wider than the range found in
laboratory experiments on volunteers. So a motorist with
alcohol in his body close to the levels laid down in the Act
might have a blood level below the limit and a urine level
above it or vice versa. Analysis of these results by a profes-
sional gambler would lead him to advise suspects to opt for
the blood test-but should such advice need to be given ?
If the Act is to be seen to be fair in its application urine
samples should be used as little as possible and if- possible
not used at all.

Legislation to discourage driving under the influence of
alcohol is welcome, and most drivers will want to co-operate.
Press comment suggesting that the level of 80 mg./100 ml. is
the upper limit for safe driving is dangerous. The ability
of most drivers to drive properly is impaired when the blood
alcohol is well below this level. Doctors asked for advice by
their patients should tell them that they should not drive after

drinking. Patients who find this impossible should be told
to stick to the " rule of three "-three half pints of ordinary
beer or three single-measure whiskies-but those not used to
alcohol should take no alcohol before driving. No alcohol
should be taken before driving if the stomach is empty; and
it is never safe for a person to drive if he feels he has been
affected by alcohol. Doctors should also warn their patients
against taking alcohol if they are taking drugs such as
barbiturates or tranquillizers.

The publicity campaign by the Ministry of Transport is
designed to produce better attitudes to drinking and driving.
A change in social habits of drivers is more likely if the public
is convinced that the element of luck in the application of
the new law has been eliminated. This will be the case
only if all prosecutions are based on blood samples taken by
a uniform procedure which eliminates chance errors.
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Aspirin and Gastric Bleeding
Aspirin was first shown to damage the gastric mucosa 30
years ago,' and histological' and physiological studies3 have
confirmed that this is a direct toxic effect. Until recently
gastric erosions caused by aspirin were thought to result from
particles of the drug " burning " holes in the mucosa. How-
ever, biochemical and cytological investigations4 have now
shown that soluble aspirin dispersed in saline causes exfolia-
tion of the surface epithelial cells of the stomach within five
minutes of ingestion, and D. N. Croft' has suggested that
this may initiate the formation of haemorrhagic erosions.
The clinical importance of the toxicity of aspirin must be

assessed in the light of the huge consumption of the drug in
Britain and the two ways in which it is used. Firstly, aspirin
is prescribed for the treatment of chronic rheumatic disorders
in doses of 1 g. four times a day for weeks or months; and,
secondly, a large proportion of the population take it, with or
without medical supervision, as an occasional analgesic or
antipyretic.

Repeated ingestion of soluble aspirin in the dosage used to
treat rheumatoid arthritis has been shown by P. H. N. Wood
and others68 to cause chronic gastrointestinal bleeding which
can lead occasionally to iron deficiency anaemia.9 Patients
taking three aspirin tablets four times a day were studied by
Croft and Wood,'0 who found that of 218 investigated 67%
lost 3 ml. to 10 ml. of blood each day. A minority of patients
(22%) were insusceptible, losing less than 3 ml. a day, but
11% lost more than 10 ml. daily. These workers also found
gastric erosions in specimens removed at partial gastrectomy
from subjects who had taken repeated doses of aspirin for
a few days before elective surgery. This suggests that chronic
bleeding due to aspirin can occur from erosions.
The role of aspirin in the pathogenesis of haematemesis and

melaena remains controversial, but there is good evidence for
an association between acute bleeding from erosions and the
use of aspirin as an occasional analgesic.""-13 This relation-
ship does not appear to be influenced by the age of the patient

or by the frequency of ingestion of aspirin. As aspirin is
such a commonly used drug acute bleeding is clearly a rare
complication, and carefully controlled studies are required to
demonstrate the association. In populations where other
factors such as alcohol are more important any role that
aspirin has in initiating the bleeding may be obscured. D. J.
Parry and Wood have recently"4 described their findings in
a careful study of 637 patients admitted consecutively during
fifteen months to two medical wards of a hospital in south-
east England. The patients were questioned carefully about
their ingestion of aspirin during the week before admission.
Of 542 patients admitted for complaints other than gastro-
intestinal haemorrhage one-third had consumed aspirin-a
surprisingly high proportion. The 95 patients admitted with
haematemesis and melaena were examined by gastroscopy
and if no lesion was found a barium meal was performed.
Of those who had a chronic gastric or duodenal ulcer 51% had
taken aspirin, which was little higher than the control group.
The remarkable finding in this study was that of the 35
patients admitted with acute bleeding who had either an acute
gastric erosion or in whom no lesion was found (implying a
small acute lesion) no fewer than 33 (94%) had taken aspirin
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