
be beneficial in terms of both quality and cost. At
the same time let us have an honest recognition of
the role of all the providers-be they public or
independent-and concentrate on getting the best
value for patients out of an overall system that will
always be short of funds.

J B RANDLE
Independent Healthcare Association,
London WClIA 2HT

I Ham C. Privatisation on parade. BMI 1991;303:1009-10. (26
October.)

US lowers lead limits
SIR,-In his news article Rex Rhein correctly says
that in the United States "lead poisoning of
children has long been associated with their eating
chips oflead based paint, usually in older buildings
in slum areas."' This is also true of the United
Kingdom and should be well known. A point that
Rhein does not make is that, of all lead based
paints, white lead wood primer, which contains
¢o50% of lead by weight, is by far the most deadly.
Unfortunately, at one time it was by far the best
wood primer and used extensively throughout the
developed world. It was banned by the Paintmakers
Association of Great Britain for all its members
many years ago, though no government banned its
import.
The position remains dangerous almost in-

definitely because the lead will remain until the
entire coating is stripped off down to bare wood-
which owners and builders do not like doing
because of the expense. Many old buildings, not
only in slums, retain their bottom priming coats,
on which many other coats have been applied.
Children chew window ledges and any other handy
wooden strips. Until all these old paint films have
been totally removed lead poisoning of children
will continue.

ROBERT PIPER
Ryde,
Isle of Wight P033 4EZ

I Rhein R. US lowers lead limits. BAIJ 1991;303:943.
(19 October.)

SIR,-Rex Rhein reports that the Centers for
Disease Control in the United States have cut the
allowable threshold for blood lead concentrations
in children.' Public concern over the possible
harmful effects of low level exposure to lead began
with work by Needleman et al in 1979. Recent
scientific debate suggests that the results of that
work may not be consistent with the hypothesis
that low level exposure to lead causes neuro-
behavioural problems in children.'

Recently several longitudinal studies have been
performed with a similar protocol that as far as
possible considers all confounding variables.
When many variables are looked at correlations
may be found that may be significant or due to
chance; if an effect was robust, however, it would
be expected to attain a similar level of significance
in all studies. It is highly relevant that no measure
of intelligence or effect on neurobehavioural
development has shown consistency across these
studies.46 These findings support the findings
of the Royal Commission on Environmental
Pollution, which stated: "The results of be-
havioural studies with children are difficult to
interpret because of confounding factors but have
shown that if there are any effects at low concen-
trations of lead they are small."' Population blood
lead concentrations in recent studies have been
considerably lower than those in the studies
reviewed by the royal commission.

It is incorrect that low blood lead concentrations
cannot be measured with precision. Good labora-
tories achieve consistent, reproducible results.

Indeed, if results are so imprecise at these concen-
trations how can studies whose findings are based
on such data have any scientific validity?

Efforts should be made to reduce or eliminate
exposure to substances that affect children's health.
Spending huge sums of public money in an effort
to reduce the already low blood lead concen-
trations in the population will not, however, have
any perceptible benefit. It would be far better to
target a fraction of the money and time at the small
number of children who are genuinely at risk.
The reduction of lead in petrol has not appreci-

ably reduced blood lead concentrations in the
population, which have been declining by 4% a
year for at least 50 years. Unleaded petrol has an
increased aromatic content, with the potential risk
of leukaemia and associated blood dyscrasias. In
addition, production of carbon dioxide is greatly
increased, with the potential for global warming,
as is use of valuable fossil fuels.
We should not allow political expediency to

cloud scientific judgment. It would be more
sensible to identify genuine problems and focus
efforts on these, a prime example being the eradi-
cation of smallpox. I realise, however, that such
long term strategies do not necessarily win short
term public support (and votes).

D A GIDLOW
Associated Octel,
PO Box 17,
Ellesmere Port,
South Wirral 1L65 4HF
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A gauntlet for senior house
officers
SIR,-Trisha Greenhalgh's article in which she
tells of the problems that a general practitioner
friend had in getting a patient admitted to hospital,
rang bells.' We still dine out on the story, dating
from the pre-thrombolytic era, of a telephone call
made by one of us (a general practitioner) to the
duty registrar at the hospital of the other (a
physician) from the bedside of a man with central
crushing chest pain, in the presence of several
anxious relatives. The registrar thought that
admission was inappropriate and asked the general
practitioner if she knew that studies had shown
conclusively that home management of patients
with acute myocardial infarction produced as
satisfactory results as admission to hospital. As in
the case of Greenhalgh's friend, additional tele-
phone calls resulted in alternative arrangements
for admission. When, later, the said registrar was
tackled by the other one of us to explain the
predicament that had led to the request for admis-
sion the response was, "Oh, if I had realised it was
your wife of course I would have admitted him
straight away."
There is no disputing the fact that junior

hospital doctors work the most uncivil hours and
are chronically tired,2 having to cope with rising
demand in a declining resource base. There is also
no question that general practitioners' work has
increased enormously with the demands of the new
contract and because they have to help shore up
deficiencies in the system resulting from cuts in

beds and in local authorities' expenditure on social
services. There is, nevertheless, a much greater
acceptance in the training requirements for
primary health care than for hospital medicine that
experience of medical practice in the other setting
can be valuable. We have previously suggested that
general professional training in hospital specialties
could valuably incorporate a period in primary
health care,64 and such experience in the pre-
registration year is now a part of some rotations.'
We propose that, rather than doctors merely

pleading that the experience of each branch
of medicine should be respected by professional
colleagues,6 educational approaches should be
explored that aim at giving medical students
experience in practice in both settings, with
problems of liaison as part of the agenda. In
this medical school we have been piloting joint
hospital-community medical firms in the first
clinical year, with a student spending part of the
time in each setting and with the same patients
being taught on by both a general practitioner and
a hospital physician. Time may tell if attitudes can
indeed be moulded by such an approach.

JOHN S YUDKIN
Department of Medicine,
University College and Middlesex School of Medicine,
London N19 SNF

GILLIAN D YUDKIN
Department of Primary Health Care,
University College and

Middlesex School of Medicine
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SIR,-I agree with Douglas Salmon that the
working conditions of junior hospital doctors are
inhuman and that the hospital career hierarchy is
draconian. ' I estimate that in the past five years the
BMJ has published over 100 papers and articles on
the subject; I have written some ofthem myself.2 lI
can recall only one other article on the difficulties
faced by general practitioners trying to get them-
selves taken seriously when contacting "on take"
doctors by telephone. The senior house officers
may be more hard done by than the rest of us, but I
do not think that a publication ratio of 50:1 in their
favour is unreasonable.

I am not clear what aspect of my piece James W
Gerrard found offensive.4 Is he disputing that the
problem exists or that I am entitled to write about
it?

TRISHA GREENHALGH
London N2 8HN
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Correction

We may never understand each other
A printer's error occurred in this letter by Jonathan
Shapiro (2 November, p 1138). The final sentence
should read "Only when care becomes patient centred
and ignores all traditional boundaries will it have
become truly seamless."
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