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MEDICAL PRACTICE

Contemporary Themes

Medical Aspects of North Sea Oil

In May 1974 the Scottish Council of the B.M.A. set up a working
party* to study the medical aspects of the rapid growth of the oil
industry in Scotland and the North Sea, and its report is being
published this week. Copies of thefull report, The Medical Implica-
tions of Oil Related Industry, are available from the B.M.A.
price C1 00. Printed below is a condensed version of the report's
main findings.

The oil industry operates in two contrasting situations: on land,
and on sea. The onshore sites in Scotland are all on the coast
line and are placed from Campbeltown to Burntisland. Often
their choice has been determined by the local depth of the sea,
which in turn has positioned them in remote, "out back" areas.
Remoteness has a bearing on medical care. There are steel
platform sites at Nigg Bay, Ardersier, and Methil; concrete
platform sites at Ardyne and Loch Kishorn; platform sites with
planning permission at Hunterston, Portavadie, Campbeltown,
Alness, and Burntisland; oil or gas terminals at Sullom Voe,
Flotta, Cruden Bay, Grangemouth, Dalmeny, and St. Fergus
and service bases at Shetland, Orkney, Peterhead, Aberdeen,
Montrose, Dundee and Leith. Aberdeen-not least owing to its
geographical proximity-is accepted as the oil capital in the
North-East and provides the centre of communications, and we
believe that Shetland as a base will come next in activity. Since
1971 some 200 firms have moved into the Aberdeen/Angus
area; 5500 houses are under construction and a further 2000
await approval.
The expression "offshore" is misleading. The nearest rigs

are 100 miles off the coast-in the middle of the sea. This
distance over water is of much significance to the availability
of medical treatment. The maximum number of rigs drilling at
one time is thought to be around 35.

Oil industry development has created some 40 000 jobs in
Scotland. Since the work force at any onshore site may vary

*The members of the working party were: Dr. J. S. McCrae, (Chairman),
Mr. R. P. Cumming, Dr. W. Keith Davidson, Professor K. W. Donald,
Dr. R. Houston, Mr. M. A. Kirkby, Mr. W. P. G. MacLachaln, Dr.
G. B. S. Roberts, Dr. H. G. Robinson, Professor G. Smith, Dr. J. W.
Taylor, Dr. C. D. Falconer, Mr. J. Mackay.

considerably from time to time only estimates can be given.
At the sites already under way numbers range from 400 to
3000, with as many as 800 resident in a camp on the Nigg Bay
site.

Offshore-Northern North Sea

The figures for offshore sites are again very approximate. Not
one production platform has yet been manned operationally,
and it is not known exactly how many men each will require.
The work force employed offshore in the Northern North Sea
may be split into four categories, each with different character-
istics.

Exploration drilling crews are the men who work on the mobile
drilling rigs, mainly semi-submersibles. There will be at the
present time about 2200 men in this category offshore at any
time, and an equal number ashore on leave. Many are foreigners,
and many of the British live some distance away from the East
Coast. It is expected that the level of drilling, and therefore
the number of men involved, will declinenext year to two-thirds-
three-quarters of the present level-and thereafter a slow decline
is likely.
As production platforms are emplaced they will be manned

permanently by production and maintenance personnel, and
initially by drilling crews for 2-3 years. As the drilling is com-
pleted, however, the level of other types of work will increase, so
that the numbers employed per platform will remain about
constant-say 70-80 men offshore and an equal number onshore.
Many of these men will live close to the East Coast, though
since a large percentage of the platforms will be offshore
Shetland it is reasonable to assume that many will disperse over
the entire country during their off duty periods. By the end of
1975 there could be about 350 men living on platforms at any
time, and the numbers will increase steadily to perhaps 5000-
6000 men by the mid 1980s. It can be expected that this work
force will be relatively stable.

Pipeline barges and crane barges employ a different type of
crew. Many of the vessels are manned by foreign crews-
Spanish, Italian, French-and some have their own doctor on
board. These crews may work afloat for several months, return-
ing to their home country for leave. There is also a large group of
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skilled men-welders, electricians, fitters, etc.-who may work
for shorter but variable periods offshore. Most of these men will
be British. coming from areas of major engineering employment
such as Clydeside, Teesside, Tyneside, Liverpool, etc. It is
expected that the numbers engaged in pipeline laying offshore
will be broadly constant for a few years at about 2000 and then
gradually decline. Offshore activity requires a fairly large
supply boat fleet, but medical requirements are no different to
those of other boat crews, such as trawlers. Some expansion of
the present fleet will probably occur.

Risk to Life and Limb

In any heavy engineering enterprise the workmen are at risk, but
danger is made more real by working with constructions of
monster size and doing so either over or under the North Sea.
We were told by some of the old hands that whereas previously
the riggers were given a very thorough training, nowadays owing
to improved terms of service and the considerable leave allow-
ance the work force was becoming less experienced. It is feared
that for this reason-the use of "green crews"-the incidence of
injury is likely to rise. The collection of data on accidents has
proved difficult, since there are several channels for such reports
depending on the employing authority and also because many
incidents may never be recorded. Not surprisingly the scale of
the oil operation and the rate of development have militated
against administrative tidiness. Moreover, we must be careful
to be factual, for the romance which surrounds the oil endeavour
may have caused some embellishment of what is written on this
subject.

ONSHORE ACTIVITIES

Statistics for onshore activities give an indication that accident
and fatality rates in oil rig and platform yards run at much the
same level as in the construction industry in general. We believe
that in 1974 there were no fatal accidents and 8-4 serious injuries
per 1000 employees.

OFFSHORE ACTIVITIES

To obtain figures for oil rig workers and deep-sea divers one has
to consult the Department of Energy, the Department of Trade,
and reports of fatal accident inquiries in Scotland and coroners'
inquests in England. As a result there is the double problem of
incidents being counted twice and other incidents being missed
altogether. For oil rig workers (subject to the assumptions about
the relatively small labour force in comparison with the indus-
tries mentioned above) the annual average fatality rate appears
to be between 2 and 3 per 1000. That is about double the fatality
rate for deep sea trawlers in near and middle waters, 10 times
the fatality rate in coal mining, more than 10 times the rate in the
construction industry, and 50 times that of factories in general.
For deep sea divers the fatality rate is approximately 10 per
1000 employed per annum-a rate 8 times higher than the near
and middle waters trawlermen, 33 times that of coal mining,
50 times that of construction workers, and 220 times that for
factory employees. In 1974 nine deaths connected with North
Sea oil development were reported to the procurator fiscal's
office at Aberdeen. One was washed overboard from a vessel,
two were involved in draw works accidents, two were falls from
derricks, one diver died in a decompression chamber, one was
from the breaking of a hook on a service vessel, one was crushed
on a barge, and one was knocked off a rig into the sea. Since
1 January 1975 there have been eight fatal and 12 serious acci-
dents. Onshore the risk is no more-perhaps less-than in
equivalent occupations. Offshore the danger is real.

577

General Practitioners and the Oil Industry

The industry has made unexpected demands on local practi-
tioners: they may be asked to consult on a rig or supply vessel,
and they may have to treat industrial injuries not commonly
encountered in their locality. Of the ten platform sites, six
terminals, and seven bases almost all have general practitioners
under contract to provide an occupational health service. This
is a private arrangement and beyond the scope of the N.H.S.
The working party took evidence from several of these prac-
titioners, all of whom appeared to enjoy this work in addition to
their own practice. Most are engaged only on shore establish-
ments. There are two groups of practitioners, at Aberdeen and
Lerwick respectively, which are called out to rigs as required.
They provide 24-hour emergency cover for accidents on rigs
and may be called by radio telephone (in their motor cars) to
fly off to a rig. The Lerwick group of doctors have made 21
visits to rigs since February 1973 and the Aberdeen group have
been called to rigs some 20 times so far this year.
Many general practitioners in contract with an oil company

find the work stimulating and quickly become expert in their
specialist treatment. But where an elderly, single-handed doctor
in a remote and induced practice finds a construction site on
his doorstep then the situation can be difficult. At his age he may
not wish for additional work and still less wish to accept responsi-
bility for unfamiliar industrial injuries. Not least as an induce-
ment doctor he is disqualified from receiving additional income.
The doctors reported well of the facilities provided by the

companies for medical diagnosis and treatment. The shore
establishments contained good accommodation and adequate
nursing staff for this purpose. Several of the practitioners com-
plained severely of the lack of warning and intelligence given to
them before a shore site was developed in their locality. As a
result they had been unable to do any forward planning of their
practice arrangements, yet in some situations an extra doctor
had been required. In previous times the medical officer of
health (now defunct) would have been in possession of such
planning intelligence and would have passed it on to the
general practitioner. There is a lack of communication here
between the area health board, the practitioners, the local
authority, and the oil company. Almost every general practitioner
witness reported spontaneously on the large and unmeasured
incidence of psychiatric illness including alcoholism, acute and
chronic, and psychotic illness. They were impressed also by the
frequency of violence and venereal disease.

Hospital Back Up

Primarily the work force, both on- and offshore, is cared for
either by the family N.H.S. doctor or the practitioner in contract
with the firm. From any site or platform the call for medical
aid goes first to the doctor in contract with the firm. He will
refer the patient to hospital if required. Offshore workmen can
be sent ashore to visit such a doctor at his consulting room, or

if more ill the doctor will receive them at the heliport, or if
necessary the doctor will fly out to the rig. Judgement is required
as regards timing. It will take the doctor at least two hours to
reach the rig and another two hours before he will be back on

the mainland with his casualty. A decision must be taken whether
to fly out or simply fly the patient in. The introduction of closed
circuit television between rig and base hospital might prove of
real help in reaching a clinical judgement in such situations.
Personnel on the rigs tend to be young and fit, and apart from
accidents only a few of such men will require hospital treatment.
From January to March 1975 inclusive the Gilbert Bain Hospital,
Lerwick, has seen 62 outpatients and admitted 19 patients from
the-oil industry. Aberdeen Royal Infirmary saw 149 outpatients
from the oil rigs over the same period. However, the number of
accidents occurring on land are infinitely greater than those
occurring on the rigs, and the overall increased work load at
Aberdeen Infirmary from the oil industry has been very con-
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siderable. Oil industry patients do enter hospital via several
channels, and it is difficult to make an accurate assessment.
The working party was made aware of other hospital matters.

The casualty department was being disturbed frequently in
the early morning by disorderly people. Whereas this used to
happen at week-ends only, it now occurs during week days as
well.
A helipad should be built alongside the Royal Infirmary at

Foresterhill. It was not understood why this is not proceeding;
a similar limitation exists at the hospital at Lerwick. When an
injured man arrives on the mainland by helicopter and is seen
by the contracted doctor or in hospital or has been discharged
from hospital he has no accommodation to which he can go in
Aberdeen nor is there any available. This is a common occur-
rence. The most important hospital development which should
take place in concert with the proposed institute is the training
and provision of an expert surgical/physiological team which
could be flown to a rig at any time and would deal with any
situation including an injured diver inside the decompression
chamber on the rig.

Helicopters and Rigs

Today Aberdeen contains the biggest civil helicopter concentra-
tion in the world. During April 1975 one helicopter firm carried
900 men ashore to Aberdeen and 900 out to the rigs. Another
firm, counting all its flights separately both to and from Aberdeen
and working between rigs, last month carried 11 000 men. The
large S61 type machine, which will carry 22 passengers, is
used commonly and there are 25 of them in constant use at
Dyce and Sumburgh. The working party visited a rig, Sedco-K
-a semi-submersible drilling platform of tripod design and
carrying 84 men. The great distance from Aberdeen to the oil
fields provides a major restriction on medical availability and
one which cannot be resolved. We were told that despite the
severe climate of the North Sea the helicopters fly on most days
throughout the year. It was apparent that it is difficult to man-
oeuvre an ordinary stretcher (as provided on rigs) up the ladder
leading to the helicopter landing deck. A more flexible type
stretcher to which the patient can be strapped is to be preferred.
The sick bay-in charge of the "medic"-was an adequate-sized
room with ample windows. It contained six beds, which accorded
with the number laid down for a company of 84. Basic equipment
was carried, and the medic had some textbooks to help him-
notably The Ship Captain's Medical Guide. The medic had
several years experience in the Army and elsewhere of medical
orderly work, and he held a first-aid certificate. In the normal run

there was little medical work on the rig and therefore he was

employed also on clerical duties. He was in touch by radio
telephone with his contracted doctor ashore. The radio was good
to Aberdeen, but reception at Shetland via Wick radio was often
unsatisfactory. Communication can also be difficult if the medic
is non-British.

Divers

At present there are some 600 divers on the continental shelf not
just diving but working under the sea. Because they are working
they are liable to injury, and it is the treatment, surgical or

otherwise, of the "saturated" casualty which calls for the most
sophisticated accomplishments by the medical team. It is our

hope that the Aberdeen Medical School will have the distinction
of a surgical team trained to fly off to an injured diver and enter
the decompression chamber to treat and support him. Thereafter
the surgical team, like their patient, may require 14 days
decompression. Within our present knowledge this should be the
procedure-to go to the injured diver on the rig. However, it was
noted that at Dundee the intention is to fly the injured diver in a

pressure bell from the rig which can be clamped on to the large

hyperbaric operating suite at Dundee (a four-bedded surgical
unit where treatment can be carried out at any pressure).
The "know how" of decompression is familiar to only a hand-

ful of doctors. The availability of decompression facilities in
Scotland and of suitably trained men is sparse at present but is
building up. An underwater training centre is being developed
on Loch Linnhe, which should have the capability to train at
least 100 divers each year in deep diving techniques. This is
welcome, for it seems that at the present time diving techniques
are more highly developed on the continent than in Britain, and
the oil companies have been going to Italian or Swiss diving
schools for commercial training purposes. Even today a French
diving school is being built near Aberdeen which will instruct
and control some 200 of the North Sea diving force. With an
underwater army of 600, mainly working at great depth, medical
men and scientists have an unrivalled opportunity for investiga-
tion, research, and service to the industry.

Government Departments

The Department of Energy has the largest responsibility for the
North Sea oil exploration. It has set up a Petroleum Production
Inspectorate, which regularly visits all rigs and platforms. It is
responsible not only for the actual oil production but for the
health, safety, and welfare of all those concerned.
The Department of Trade and Industry is responsible for all

shipping activity and for the health, safety, and welfare of those
employed on or working from ships.
The Scottish Home and Health Department and Home Office

are responsible for the policing activities and for the control of
dangerous drugs in ships and in installations off Scotland and
England respectively.
The Scottish Home and Health Department and the Depart-

ment of Health and Social Security are responsible through
the National Health Service for providing hospital services
and general medical services ashore, but it is possible that they
will be involved in emergency medical services offshore, for
example, supplying emergency surgical teams.
The Health and Safety Commission (H.M.F.I. and E.M.A.S.)

is responsible for all health and safety aspects on shore out to
the limit of territorial waters at present. The Ministry of
Defence is responsible for the protection of all installations and
for providing emergency evacuation and assistance in cases of
major disaster. The Navy is also willing to undertake the treat-
ment of severe cases of "bends," and it has already expanded its
training courses for doctors in underwater medicine.
The Department of Environment is responsible for pollution,

and it employs petroleum officers (not to be confused with the
petroleum production inspectors of the Department of Energy).

Other government departments concerned to a lesser extent
are the Training Services Agency, which is responsible for train-
ing deep-sea divers, the Scottish Economic Planning Depart-
ment, and the Scottish Information Office.

It can be seen that the legislation, government departments,
and agencies involved provide a complex situation. In our
discussions we discovered that this complexity did produce
difficulty within the industry and the provision of medical care.
However, we understand that the government and its various
departments are well aware of this situation, and that inter-
departmental committees have been set up to consider all
aspects of the problem including health, safety, welfare, diving,
and the provision of medical services.

An Occupational Health Service

To date, for all medical services the oil-related industry has
relied largely on the existing resources (mainly N.H.S.) in its
many areas of operation and development in Scotland. We
believe only one full-time oil company doctor has been estab-
lished in Aberdeen, and he is on a non-permanent basis. There
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is a suggestion that an occupational health doctor should be
appointed to cope with the additional work in Shetland, but
no decision has been reached by the oil companies concerned.
In all other areas reliance on the local N.H.S. services has been
the industry's practice. The main needs are, and have been met,
as follows:

(a) Pre-employment and periodic medical examinations of the
employees are carried out by local G.P.s on a fee-for-item-of-
service basis. The statutory medical examinations are carried
out by the Employment Medical Advisory Service or "appointed
doctors."

(b) Medical cover (emergency treatment and advice) for both
offshore and onshore activities is provided again by local G.P.s
employed on a retainer basis plus fee for item of service.

(c) General medical services for employees and their families
are supplied by the local G.P.s either under the provision of
the N.H.S. or via insurance schemes provided by the employers,
in which case they are treated privately.

(d) Finally, the hospital outpatient and inpatient facilities are
provided as in (c) above.

Large influxes of construction workers into peripheral rural
areas and islands where general medical services are thin and
hospital facilities at a considerable distance have caused prob-
lems. Two examples of this are the Island of Flotta, where there
is no resident doctor and the 600 construction workers have to
be looked after by the G.P. on Hoy, and at Nigg, where almost
1000 men were accommodated in two chartered Greek liners
moored at the end of the jetty.

If a doctor accepts an appointment to provide medical services
to a company the latter has the right to expect the doctor to make
himself knowledgeable about and expert in dealing with the
medical problems of their particular activities. This applies to
the onshore fabrication yards as much as to the offshore rigs and
platforms.

First-aid cover on sites and offshore installations is provided
by what are now kno-vn as "medics," whose training, abilities,
and qualifications vary widely. Some are state registered nurses
who hold the Occupational Health Nursing Certificate, others
are ex-service sick berth staff, and a third group are first-aid
trained, and they perhaps vary most in their standards and
abilities. There is a need to co-ordinate the existing occupational
health service for oil-related industry, perhaps financing further
services or making the present services more widely available
on a per-capita basis, similar to other occupational health ser-
vices-for example, in Dundee, which is pre-eminent in this field.
As well as providing all the normal occupational health services
there would be a responsibility for ensuring adequate standards
of training for the doctors, nurses, and "medics" employed by it.
For convenience it should be based on Aberdeen with out-
stations as the need arises-for example, in Shetland.

It is perhaps inappropriate in view of the services provided
by so many of the oil companies to envisage a single compre-
hensive occupational service but rather a co-ordination of the
existing activities and an advisory (and ultimately a supervisory)
role, with the actual provision of services only for those com-
panies whose numbers or local resources make the arrangements
impractical. Initiation and resolution of these matters might best
be achieved by the early formation of an advisory committee
to put forward proposals for representation, co-ordination, and
co-operation for local occupational health services. Like most
occupational health services this service would not undertake
treatment except in the emergency or in very specialised matters
-for example, decompression sickness.

Institute of Offshore and Environmental Medicine

There is an obvious need for a central and suitably housed
organization which can sustain and develop the medical interests
of the North Sea. Aberdeen is geographically the centre of
choice, and the working party was told that plans for such an
institute were going ahead.

The types of work in this particular environment both above
and below the sea combine to present problems which are
unusual and the solutions for which in many cases are not readily
available. There is thus an urgent need to make available a body
of expertise and people prepared to carry out research on these
particular problems. At the same time it is necessary to regularize
many aspects of health care and surveillance for the offshore
working population.
While the problems are best illustrated by the offshore oil and

gas industry there are several other activities that face closely
related problems. These include the fishing industry, working in
coastal and arctic waters, scientific exploratory groups such as
the British Antarctic Survey, climbers and walkers in our
mountains, and several branches of the Armed Services.
The institute would have two main divisions: one would be

concerned with offshore medical care, the other dealing with
environmental medicine. The divisions would work closely
together. The former would advise and co-ordinate all the
preventative and curative measures necessary to ensure the health
and welfare of the offshore population. It would begin by helping
with the development of a service for the diving industry, and
its interests would expand gradually to deal with the whole
offshore population. Its functions would include the definition
of medical standards of fitness and establishing that teams of
doctors were available at both the general practitioner and
specialist level to deal with emergencies.
The environmental medicine division would deal with the

research, both basic and applied, that is urgently needed. It
would also train personnel in the skills necessary to deal with
medical problems in hostile environments. The underwater
training centre at Loch Linnhe is already in being. Staff are
appointed and the first course is due to start. This division
might supervise the medical aspects of the training programme
at the National School of Diving.
The institute would require ready access to other specialist

departments, and for this reason we urge that it be established
in a university. The parent faculty would obviously be that of
medicine. This would also allow for the teaching of medical
students and doctors both in the field of industrial health and
in the more specialized physiological aspects of underwater and
environmental medicine. It would also mean facilitation of
teaching trainee divers and the most vital aspect of teaching
rig medics. Furthermore, it is clear that the health surveillance
of such a large population will require the collection and reten-
tion of adequate information, so that treatment both prophylactic
and actual may be instigated with minimum delay from the
centre. Again a university with adequate computer facilities and
experience in accumulating epidemiological information would
seem to us the best site for this to take place.
To ensure this access it is proposed that the institute should

have independent status within the faculty of medicine, and that
its director should have senior academic status. So that the
institute may keep abreast of the rapid developments in all
aspects of offshore activity it should have formal links with both
the Royal Navy and the offshore industry. This can be achieved
by attaching to the institute medical representatives from those
two bodies.
The activities of the institute should be guided by an advisory

committee of senior men from relevant disciplines. The com-
mittee would be available for advice and guidance, while taking
no part in the routine running of the institute. It might consist
of such men as senior consultants in diving medicine and
environmental medicine, the chief medical officers of some of
the major oil companies, the Director of the British Antarctic
Survey, the Medical Director General of the Royal Navy, and
the principal of the parent university.
The working party was made aware that the oil industry is

vitally interested in this proposal as regards offshore medicine
and applied research. It looks to a speedy work-up in these
fields, failing which it will provide its own organization for this
purpose. The Medical School at Aberdeen should accept this
unique opportunity and must move on it with some alacrity.
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Conclusions

The building of rigs for oil-concrete or steel-is no different
from similar construction work for any other purpose and it
brings the expected and familiar hazards to life and limb. What
is different is the requirement for deep water and the consequent
siting of building yards in remotely doctored areas miles away
from hospital services. The medical requirements of offshore
riggers are similar to those who are drilling on land, but their
doctors are separated from them by 100 miles of sea. Further, the
National Health Service Act requires the provision of health care
for all persons on Scottish soil, but there is no statutory require-
ment for the oil fields outwith this limit. It is distance, not
morbidity, that makes a special case for the oil men and their
medical cover. However, for the divers working under such
unnatural conditions an exceptional degree of specialist support
is required. In general the working party considers that the
practitioners alongside the shore plants have managed to contain
thenewand extra demandsmade onthem. It is anxious that offshore
personnel must be given every reasonable safeguard. There are
areas where further progress could and should be made to this
end.
We accept that an adequate medical service for the oil related

industry-especially for the continental shelf-provides a
challenge to the medical profession, and it is a responsibility
which must be shared between the profession, the industry, and
the government.

Recommendations

(A) There should be co-ordination of the procedures and legisla-
tion relating to the medical aspects of offshore rigs.

(B) Planning authorities should broadcast any plans at the
earliest moment to area health boards. In turn the boards should
pass on at once intelligence on any development proposals to the
G.P.s in the locality.

(C) An occupational health service should be established.
(D) Postgraduate occupational health courses should be

attended by doctors attached to the oil industry.
(E) An Institute of Offshore Environmental Medicine should

be built up rapidly.
(F) Medical practitioners should have ready access to top

management.
(G) Managements should be informed that they do not have

the right to see medical records (except with the patient's
permission).

(H) A helipad should be constructed alongside Aberdeen
Royal Infirmary and at Lerwick.

(I) Accommodation should be made available in Aberdeen for
offshore personnel who find themselves without a roof after
seeing the company doctor or on discharge from hospital.

(J) An assessment should be made as to how many N.H.S.
staff have left in favour of employment by the oil industry.

Register of Newly Diagnosed Diabetic Children

ARNOLD BLOOM, T. M. HAYES, D. R. GAMBLE

British Medical Journal, 1905, 3, 580-583

Summary

In November 1972 the British Diabetic Association
sponsored a register to which notification was invited
of all new cases of diabetes occurring in children aged
0-15 years in Great Britain and Ireland. More than
2000 cases were notified in the first two years. Notification
suggested that there was a minimum yearly incidence
of 7 67 cases per 100 000, though incidences varied from
year to year and by geographical area. Several reports of
simultaneous onset of diabetes in sibs of different ages
provided evidence of clustering. A seasonal variation in
incidence was found in children aged 5-15 years with
peaks in the autumn and winter. The age distribution
was bimodal with a main peak at about- 11 years and a
secondary peak at about 5 years. The sex ratio showed
a male excess from 0-4 years and from 11-15 years and
a female excess from 5-10 years. Overall there were
slightly more male cases. Altogether 11% of patients had
a first-degree relative with diabetes. The register and
several investigations based on it will continue.

Whittington Hospital, London N19 3UA
ARNOLD BLOOM, M.D., F.R.C.P., Consultant Physician
Department of Medicine, Welsh National School of Medicine,
Cardiff CF4 4XN

T. M. HAYES, M.B., M.R.C.P., Consultant Physician and Senior Lecturer in
Medicine

Public Health Laboratory, West Park Hospital, Epsom, Surre;
D. R. GAMBLE, M.B., F.R.C.PATH., Director

Introduction

Diabetes in children still presents many unsolved problems.
Though it is generally assumed that the disease is hereditary
most patients have no family history of diabetes. Even when
both parents are diabetic only about one in five of their offspring
are likely to develop the disorder.' 2 In identical twins, one of
whom is diabetic, the second twin remains unaffected in about
half the cases.3 These findings suggest that, though heredity
plays a part in the aetiology of diabetes, environmental factors
must be of major importance. Little is known of the incidence
of diabetes in children or of variations in its age, sex, seasonal,
and geographical distribution, and epidemiological studies are
of fundamental importance in the elucidation of the role of
environmental factors.
The treatment of diabetes in children is equally problematic.

The life expectation of such children is only about two-thirds
that of normal children and the later years may be clouded by
incapacity from ischaemic heart disease, by renal failure, or by
blindness. Any improvement in the outlook for these patients
may depend on a fuller understanding of the factors leading to
diabetes and its complications.
With this background in mind the British Diabetic Association

(B.D.A.) sponsored a register of newly-diagnosed childhood
diabetics for use as a basis for epidemiological, virological, and
other studies, and a paediatric research committee composed of
diabetologists, paediatricians, epidemiologists, -and virologists
was convened to formulate plans for the project. The register
began in November 1972 and several investigations were
initiated, including an epidemiological study using data obtained
by questionnaire. We report here a preliminary analysis of some
of the information included in notifications and questionnaires
during the first two years of the project.
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