
Yet preventing this group from seeing and being influenced
by advertising, which is theoretically directed at an adult
audience, is impossible. In effect, a product that cannot
legally be sold to a particular sector of the population is being
advertised to it. On legal, moral, and health grounds the case
for a ban therefore seems overwhelming.

If the British government votes against a ban next week,
ignoring its advisers and temporarily forgetting the contents
of The Health of the Nation, it will be doing so in the face of
widespread opposition to cigarette advertising. Two thirds of
British adults favour a ban.'4 So do a similar proportion of
children.8
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Microalbuminuria

Worth screeningfor in early morning urine samples in diabetic, hypertensive, and elderly patients

Microalbuminuria is defined as urinary excretion of albumin
that is persistently increased above normal although below the
sensitivity of conventional semiquantitative test strips. It
reflects glomerular, or less commonly tubulointerstitial,
dysfunction and is usually deemed present only after struc-
tural abnormalities and infection of the renal tract have been
excluded. Semiquantitative test strips have recently been
validated for detecting microalbuminuria, although currently
they are expensive'2 and their role is uncertain.
The classification of microalbuminuria has been hampered

by a lack of consensus on the best way of collecting urine and
expressing albuminuria quantitatively,2 considerable postural
and diurnal variation in individual subjects,2 and a suggestion
of ethnic differences in its prevalence.35

For timed overnight urine collections an albumin excretion
rate greater than 20 [tg/min is considered to be diagnostic of
microalbuminuria.2 At an excretion rate of about 200 ,tg/min
conventional semiquantitative strips give a positive result for
albuminuria; this defines the upper limit for micro-
albuminuria. An early morning urine sample with an
albumin: creatinine ratio greater than 3 0 reliably predicts an
overnight excretion rate greater than 30 [ig/min, making it a
useful screening method.2 This negates the need for precisely
timed and conducted urine collections, which are necessary
only to confirm positive screening values. The prevalence of
microalbuminuria in the general population is 2.2% in white
adults aged 20-653 and 13-20% in those aged 60 746 and in
Mexican Americans aged 25-64.4 In diabetes the true preva-
lence is probably about 7-10%.7

Microalbuminuria greater than 20 [kg/min independently
predicts impending nephropathy and cardiovascular mor-
bidity and death in patients with diabetes mellitus."9 It also
predicts death from cardiovascular disease in elderly
patients'" and perhaps also coronary and peripheral vascular
disease in the general population." Two broad explanations
have been proposed to account for this: microalbuminuria is
associated with an excess ofknown and potential cardiovascu-
lar risk factors and is a marker of established cardiovascular
disease.

Microalbuminuria is correlated with raised blood pressure,
not only in people with diabetes212 but also in people with
benign essential hypertension,'3 the general and elderly
populations,3410 and those with established cardiovascular

disease" In diabetic patients and elderly patients it acts
synergistically with blood pressure in predicting morbidity
and death from cardiovascular disease.8-10

Microalbuminuria may also be a marker of dyslipopro-
teinaemia in diabetes. The most consistent abnormality is a
reduction in concentrations of high density lipoprotein
cholesterol and apolipoprotein A .12 14 15 Changes in the com-
position of triglyceride rich lipoproteins'4 and increased Lp(a)
lipoprotein concentrations'5 have also been recorded. In non-
diabetic subjects increases in serum triglyceride concentra-
tion and reductions in high density lipoprotein cholesterol
concentration may accompany microalbuminuria.34 In both
diabetic and non-diabetic subjects microalbuminuria and
high serum triglyceride concentration and low high density
lipoprotein cholesterol concentration may be characterised by
insulin resistance,3 1416 which itself may have a role in cardio-
vascular disease.'6

Significantly increased platelet aggregability and turnover
and increases in other haemostatic variables with micro-
albuminuria have been reported in patients with insulin
dependent diabetes mellitus'2 7; no clear differences have
been recorded in patients with non-insulin dependent dia-
betes mellitus or in the general population.318 Similarly, the
suggestion that microalbuminuria is a marker of widespread
endothelial dysfunction is based mainly on reports of
increased circulating endothelial constituents in insulin
dependent diabetes mellitus,'9 although an associated
increased transcapillary escape of protein has been noted in
both insulin dependent diabetes mellitus and essential hyper-
tension.920 The hypothesis that microalbuminuria and
generalised endothelial damage are due to genetic polymor-
phism in enzymes involved in the metabolism of gly-
cosaminoglycan components of the extracellular matrix'9 has
yet to be substantiated and may apply only to diabetes.
Autonomic neuropathy, which is also associated with

microalbuminuria,2' is a particularly poor prognostic marker
for (often sudden) death from cardiovascular disease in
diabetic patients.22 Its prevalence in non-diabetic subjects is
not known. People with microalbuminuria have an increased
prevalence of symptomatic and asymptomatic electrocar-
diographic evidence of coronary heart disease34 '; micro-
albuminuria has been recorded in one fifth of people with
coronary heart disease."
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Many of these associations with microalbuminuria are even
more pronounced in the presence of overt proteinuria,4 "23
which predicts a much greater risk of death from coronary
heart disease in diabetic and hypertensive patients and in the
general population.2"26 In patients with insulin dependent
diabetes mellitus overt proteinuria may be present, however,
in fewer than half of those with established coronary heart
disease.27

Microalbuminuria may also be a non-specific marker for
acute illness2" (including myocardial infarction), when it may
be operating as an acute phase reactant, and of malignancy,
when it probably reflects a microvascular response to tumour
related mediators.29 In these circumstances microalbuminuria
could have a prognostic value in reflecting the severity of the
acute illness or response to treatment.

Microalbuminuria is uncommon without established
cardiovascular disease or other cardiovascular risk factors.
Screening for microalbuminuria currently seems justified in
diabetic and hypertensive patients, and possibly in elderly
patients, as it seems to identify those at greatest risk of
premature death. Microalbuminuria and the subsequent
excess risk of nephropathy and cardiovascular disease may be
amenable to correction in diabetic patients. Whether similar
gains are possible in elderly patients with microalbuminuria
and patients with essential hypertension remains to be seen,
but in such cases consideration might be given to more active
management of hypertension.
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Patterns of hospital medical staffing

Future implications

The muted response to the publication of the full text of
Robin Dowie's report Patterns ofHospital Medical Staffing' is
surprising given the publicity that surrounded the release of
her interim report.2 Several explanations are possible. The
sheer scope and volume of information presented-eight
specialty reports and the overview-may have discouraged
some commentators; others may have found some of the
conclusions unpalatable.

Despite the delay between fieldwork and publication the
findings of the research are still timely, as Dowie says in her
overview. As the most detailed examination yet of the
distribution ofmedical workload across grades and specialties
the report should be required reading for all members of
regional task forces. Overall, the picture that emerges is one of
poor management of scarce personnel: junior doctors having
to perform inappropriate tasks; consultants in surgical
specialties, especially trauma and orthopaedic surgery,
denied adequate theatre time; lack of educational oppor-
tunities at all levels; and maldistribution of staff within and
between specialties as well as geographically.
Each specialty report ends with a series of specific recom-

mendations. The most novel of these is for the designation of

specific vocational trainee posts for general practitioners
within the hospital service, to be funded centrally and
separately from the posts for specialist trainees. (Dowie
estimates the initial cost at about £50m.) This would release
funds to employ more career grade staff. This seems attractive
given that the outlay would be relatively small (for the NHS)
and the returns could be substantial. From the perspective of
junior doctors Dowie's dismissal of the possibility of appreci-
able consultant expansion as "unrealistic" given "the present
economic climate" is therefore disappointing, especially as
much of the overview contains cogent reasons why such
expansion is needed. Virtually all the specialty reports include
recommendations to increase the staff grade, which she feels
should be more flexibly deployed.
Much of the argument for such a course of action is derived

from an interpretation of the staffing projections contained in
Achieving a Balance-PlanforAction.3This anticipated a 15%
decline in numbers of registrars between 1987 and 1998
coupled with a modest increase in the numbers of senior house
officers, thus bringing about an absolute fall in the number of
intermediate grade trainees. The projected increase in num-
bers has already been outstripped4 and the Joint Planning
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