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moderation of this approach, at least for tihe
immediate future. During this period of
transition both professions are jealously
guarding their respective independence and
professionalism. Varying degrees of dys-
harmony which have been introduced into
the situation since the Seebohm "separation"
of 1971 must be overcome by toleration and
co-operation.

In respecting the aspirations of the
younger profession I recommend some
degree of "assignment" of social workers to
general practitioners instead of "attachment,"
which has the wrong connotations for
directors of social services. This approach
would, I suggest, gain more ready accept-
ance by social services departments, not least
because of its feasibility at the present time.
-I am, etc.,

J. V. LOUGHLIN
Solihull, Warwicks

Disability and Coal Workers'
Pneumoconiosis

SIR,-I was consoled to see that you chose
to publish Dr. Dewi Davies's article (22
June, p. 652) under the heading "For
Debate." The contents of his paper suggest
that Dr. Davies has allowed his altruistic
feelings to take precedence over his scientific
objectivity. Coal mining remains an un-
pleasant and somewhat hazardous occupa-
tion, but its dangers to health, other than
tho-e due to injury have been vastly over-
stated.

Dr. Davies refers to some of our research
in his attempt to justify his hypothesis. His
interpretation of our findings is, in our
opinion. incorrect and he, like many others,
equates pulmonary impairment with pul-
monary disability. Pulmonary impairment is
a term that should be used to describe any
abnormality of pulmonary function, how-
ever small, while in contrast pulmonary dis-
ability is an inability to work because of
pulmonary impairment. Disability usually
occurs only when there is severe impairment
present. Moreover, the same degree of im-
pairment affects different persons to different
extents according to the physical demands
made upon them by their respective jobs.
None of the impairments seen in simple
pneumoconiosis is sufficient to lead to
respiratory diFability in the absence of con-
comitant naturally occurring disease. This is
true even when the oxygen consumption is
increased six- to eight-fold by exercise. The
reduction in diffusing capacity (transfer
factor) mentioned by Dr. Davies and seen
in miners with the p type of opacity is so
minimal that it hardly ever falls outside the
predicted range.' 2 Only by comparing
sizable groups of miners with p and q types
of opacity is it possi'ble to detect a difference.
In addition, the effects of cigarette smoking
on the diffusing capacity far outweigh those
of pneumoconiosis.3 Likewise, the prevalence
of obstructive airways disease in miners,
with or without pneumoconiosis, appears
little different from that in the general
population.4 Certainly it is true that cough
and sputum occur more frequently in miners
than in controls, but these symptoms are not
associated with a significant decline in venti-
latory capacity5 and it is the latter which is
the cauFe of disability and death.

Dr. Davies makes much of Lyons's
studies purporting to show that emphysema
is more common in coal miners than in the

general population,6 but these studies have
been justifiably criticized on the basis that
they were retrospective and that the sample
selection was biased.7 More important still
is the regrettable tendency to eauate the
demonstration of postmortem emphysema
with the ante-mortem presence of shortness
of breath. Appreciable evidence of emphy-
sema is seen in elderly subjects who come
to routine necropsy and who have had no
respiratory symptoms in life.8

Studies from Great Britain and the U.S.
have shown that simple coal workers'
pneumoconiosis has no effect on life ex-
pectancy.9-"1 In contrast, progressive massive
fibrosis (P.M.F.) both shortens life and leads
to severe respiratory imtpairment. In the
U.S. at lea t, the effects of P.M.F. are
counterbalanced by the lower incidence of
lung cancer and heart disease, so that the
overall death rate for miners is marginally
below that of the U.S. male population as a
whole. Moreover, the number of years spent
underground, an excellent indirect measure
of dust expoLure, does not effect longevity."'
Elsewhere Liddell has shown that the in-
creased standardized mortaility ratio reported
in British miners Is in part spurious," but
granting that British coal miners do have a
decreased life expectancy, all the evidence
suggests that the cause is not related to that
occupation per se. Coal miners and their
families have for the most part been more
poorly housed and lived in more polluted
areas with less adequate medical and social
facilities. It is these circumstances that best
explain the higher prevalence of bronchitis
that occurs in British miners' wives and also
the decreased life expectancy that appears to
affect not only miners but their families as
well. Meanwhile social needs require social
legislation, and the entrance into the debate
of sentiment and subjective altruism serve
only to obfuscate the issues. The time is
surely ripe in both Britain and the U.S. for
a disinterested government-sponsored in-
quiry into the health of miners and their
families.-I am, etc.,

W. K. C. MORGAN

Division of Pulmonary Diseases,
West Virginia University Medical Center,
Morgantown. West Virginia
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SIR,-We are pleased that Dr. Dewi Davies
(22 June, p. 652) has drawn attention to the
difficulties in the assessment of disability
associated with coalworkers' pneumoooniosis,
and we agree with some of his oonclusions.
However, we believe that he has mis-

interpreted certain important research
results.
The National Coal Board began its large

scale pneumoconiosis field research in 1953.
In the first major report from this research,'
not included in Dr. Davies's references, an
association between radiological pneumo-
coniosis and respiratory symptoms was
found. The implications were discussed in
detail and the possibility that pneumo-
coniosis might itself give rise to symptoms
was considered specifically. The association
between symptoms and pneumoconiosis was
confirmed in a later report,' but a direct
relationship between symptoms and dust ex-
posure was first established only after a
lengthy period of observation had been com-
pleted in the collieries.3 This was a new and,
we feel, an important result. That was why
the relationship with dust, on which Dr.
Davies comments, was given special em-
phasis. Here was the first direct evidence,
based on measured dust exposures, support-
ing the much debated suggestion that occu-
pational exposure to airborne dust was
directly associated with symptoms of
bronchitis.

Dr. Davies criticizes the latest publication4
on the ground that "the presence of cough
and sputum in men with pneumoconiosis is
equated with chronic bronchitis, without
qualification." No such unqualified equation
appears in the report. On the contrary, it
describes precisely how replies to a res,pira-
tory symptoms auestionnaire were used to
classify men into four groups corresponding
to increasing Eeverity of respiratory sym-
poms. The limitations of diagnosis using
replies to questionnaires are diEcussed in the
paper, and the importance of precise defini-
tion of bronchitis in epidemiological studies
is emphasized. Dr. Davies refers to the
results from Rogan et al.4 as "an odd
statistical manoeuvre." We think that he has
not appreciated fully the implications of that
analysis. The results show that reduced
FEV, is related directly to occupational dust
exposure. This is shown to be true even if
small rounded opacities are not wresent on
the radiograph. It is true also even in the
absence of mild respiiratory symptoms.
Earlier Coal Board work5 had estaiblished a
quantitative relationship between simple
pneumoconiosis and exposure to airborne
dust. Thus these results imply that simple
pneumoconiosis, diagnosed radiologically,
may be regarded as evidence that some
occupationally-related respiratory disability
is probably present. The extent of this dis-
ability must not be exaggerated, but it is
likely to be greater than the 1% required
by the present law on compensation. Neither
must dust exposure be considered as the
sole aetiological factor. The possible effects
of this disability on mortality reouires the
most careful consideration.
Our own countrywide studies are in pro-

greFs but incomplete. In the meantime we
consider that Cochrane's preliminary report6
on his investigation in South Wales justifies
his main conclusion concerning differential
mortality rates for men with and without
pneumoconiosis. However, in view of the
results referred to above we disagree with
him about the implication in his paper that
simple pneumoconiosis is not associated
with disability. Our conolusions on the
effects on the respiratory system of dust ex-
posure in coalmining are based on compre-
hensive epidemiological surveys. Clinical
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