
dynamic in vivo position, with opposing procoagulant and
endogenous fibrinolytic activity. An alternative would be to
give all patients a higher dose-for example, 3 million units
of streptokinase. There will, however, be some patients
who would unpredictably have higher titres of neutralising
antibodies.

Patients who sustain a second infarction have a higher
mortality than those having a first infarction.2 3 While doubt
about the effectiveness of readministering streptokinase or
anistreplase remains urokinase or tissue plasminogen
activator should be given.

HARVEY WHITE
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Random breath testing now

Roadside checkpoints would be no affront to freedom

Alcohol contributes to an estimated one in 10 road traffic
accidents in Britain, accounting for 800 deaths and 22 000
casualties each year.' I Yet more than a quarter ofmale drivers
admit to having driven at least once in the previous year
believing that their blood alcohol concentrations exceeded the
legal limit (A Guppy, unpublished communication). And
between 10pm and 3 am 2% of drivers are likely to be over the
limit.3 Certainly, inroads have been made in the problem of
drink-driving over the past decade, but just as certainly
further deterrents are needed. Random breath testing, pro-
posed in an all party amendment to the Road Traffic Bill,
would be one. Based on evidence from other countries, it
should work.

Introducing the breathalyser in 1968 substantially reduced
drink-driving4 because people were frightened of being
caught. Now many are not. In a recent survey 42% of people
who admitted to drinking and driving thought that they ran
little risk of detection.' As long as people think that they can
get away with it penalties won't work -and stopping the
offence is clearly better than punishing it. The police agree.
"A deterrence based enforcement system," said Mr Peter
Joslin, chairman of the traffic committee of the Association of
Chief Police Officers, "is far more effective in reducing drink-
drive fatalities than the traditional enforcement model."
At present the police can require a breath test in three

circumstances: when the driver is suspected of having alcohol
in his or her body, has committed a moving traffic offence, or
has been in an accident. They also have a general power to
stop any vehicle at any time. According to case law these
powers may be combined: a police officer may stop any
vehicle to "establish suspicion" that the driver has been
drinking, after which a breath test may be required. The
police argue that establishing grounds for suspicion before
testing should be unnecessary and that they should have
unrestricted powers to require a breath test ("unfettered
discretion").
The proposed amendment provides for random breath

testing at roadside checkpoints. Regulations would permit
roadside checks at which either all vehicles or a sample of
vehicles could be stopped by a constable in uniform for the
administration of breath tests. Roadside checkpoints would
be authorised in writing and clearly signposted. As a deterrent

to drinking before driving its great virtues are its high visi-
bility and the fact that roadside testing could be encountered
anywhere and at any time (though there is no reason why it
should not be "targeted"). The Parliamentary Advisory
Council for Transport Safety favours the amendment, as do
many other experts and members of the public. Experience
from abroad, notably in Scandinavia and most of Australia,
supports its introduction. In New South Wales, for example,
in the first four years of random breath testing the average
number of fatal and serious accidents related to alcohol fell by
one third.7 The hospital and social security savings were over
20 times the initial cost of implementing the scheme.8
An argument sometimes used against random breath

testing is the low detection rate.6 No one, however, is talking
about random testing as a substitute for existing procedures:
it would be an additional weapon in the armoury. Only in the
completely impartial context of roadside checkpoints would
the requirement for establishing suspicion be waived. The
impartiality ofrandom breath testing is a crucial asset, and the
National Council for Civil Liberties supports it. So did 77% of
people interviewed in a government survey last November.9
The BMA, among other bodies, is pressing for the measure

and is writing to urge MPs to vote for the amendment, on
which there could be a vote in the next week or two. It ought
to be a free vote. In the short time that remains doctors and
other health workers must make their voices heard.

DAPHNE GLOAG
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