
cogent evidence has been given of the likely long term effects
of an adverse environment during critical stages of growth,2
cohort studies able to distinguish between the effects of early
and later deprivation suggest that later deprivation is the
stronger influence on adult health.'3
The difficulty of illuminating the processes influencing

mortality in Glasgow and Edinburgh comes from the
constancy of their socioeconomic and mortality differences.
The divergent experiences of other populations may be
more revealing. Middlesbrough's excess mortality over
Sunderland's was not apparently prefigured by socio-
economic differences early in life.'4 In the United States
the mortality advantage enjoyed by the closely knit Italian
community of Roseto over the neighbouring town of Bangor,
in Pennsylvania, rapidly disappeared among older women
and men under 65 as social cohesion fell and rates of
myocardial infarction rose.'5 Similarly, the rise in mortality
in several east European countries does not seem to have
waited for cohort effects to work their way through before
affecting mortality at older ages.'6 1' Perhaps the parallel rate
of rise in mortality with age in Glasgow and Edinburgh
indicates that the same factors operate in the two cities but
at different levels of intensity.
Whether Glasgow's mortality disadvantage is a function of

the long term effects of early deprivation or of the constant
pressure of circumstances throughout life, we clearly cannot
afford to ignore environmental influences on health at any
age. At a time when other governments, originally stimulated
by the Black report, are taking practical steps to tackle

socioeconomic disadvantage in health' it is ironic that the only
tangible sign that the British government recognises the
problem remains the deprivation payments made to the small
proportion of hard pressed general practitioners working in
areas high on the Jarman index.
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Getting rational over rationing

Firstly, find out what works

The week of the autumn statement on next year's government
spending was a good time to hold a conference on rationing
health care,' and last week there were two.* A surprising
amount of common ground emerged despite the obvious
differences (the great and the good in serried ranks at the
Royal College of Physicians; political activists and pensioners'
representatives in the Central Hall of the Young Women's
Christian Association). The points of agreement included
dissatisfaction with the term "rationing" and a recognition
that current data on outcomes are inadequate to allow in-
formed choices. Everyone wanted future rationing decisions
to be explicit rather than implicit, and many people were in
favour of public participation in the decision making process.

Importing the word "rationing" into the debate is regarded
as unhelpful because it describes, unnecessarily emotively, an
everyday activity: choices have always been made between
competing demands for scarce resources and always will be.
What are needed are ways of deciding how to allocate these
scarce resources: in the words of Professor Alan Maynard, "to
maximise health to the greatest extent at the least cost."

Unfortunately, our ignorance of what medical interven-
tions work and what they cost prevents this. New Zealand and
the Netherlands2 both want to restrict their funding to a core
of treatments that work but are finding the task of identifying
these difficult. Salvation is expected to come through the
application of outcome measures and economic evaluations of
treatment. The chief medical officer, Dr Kenneth Calman,
said that the government was vigorously promoting these. He
listed the outcomes clearing house, the Effective Health

Care bulletins, health technology assessment by the NHS
research and development programme, the Cochrane
Centre for collecting and disseminating the results of random-
ised clinical trials, medical audit, and the clinical outcomes
group to be jointly chaired by him and the chief nursing
officer.
To date, doctors have taken most decisions about limiting

services to certain patient groups, particularly elderly people
-whose access to renal dialysis and coronary care units has
been restricted by age limits. Often what have looked like
"clinical" decisions have been no such thing.3 Few people at
either meeting wanted this "implicit rationing" to continue.
Decisions about which services would and would not be
offered and the criteria used to make these decisions should
be made explicit so that they can be debated. "Society can
then debate what level of service it expects to be provided and
what it can afford," said Dr W M G Tunbridge, a general
physician at Newcastle General Hospital. "Doctors should
not arrogate to themselves these decisions," said Professor
J Grimley Evans, a geriatrician at Oxford's Radcliffe In-
firmary. These are political decisions: "in a democracy they
are the responsibility of the elected representatives," he said.

Involving the public in decision making has its problems.
In the most famous experiment, in Oregon, they tried very
hard to incorporate "community values" in ranking condi-
tions according to their call on public finances. But the people
who attended the public meetings and took part in the
telephone surveys were probably not representative of those
whose medical cover was going to be affected by the changes
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to Medicaid (the government's scheme for poor people). And
there is the possibility of a clash between what the clinical
outcomes industry comes up with and what people want.
What if myringotomy for glue ear or diagnostic dilatation and
curettage for women under 40 are shown to be a waste of
time-but patients still want them?

Despite dire predictions for the future (particularly by
health authorities that are losing money with the shift to
capitation funding) not much explicit rationing is currently
going on. Analysing the 1992-3 purchasing plans of 1 14 health
authorities, Professor Rudolf Klein found that only 12
said that they would either not buy or limit the availability
of specific forms of treatment.45 Tattoo removal headed the
list of such treatments, followed by GIFT/IVF and several
cosmetic operations. "These decisions represent merely
symbolic gestures about the need to prioritise between
different claims on resources rather than a serious attempt to
address the issues," commented Professor Klein.
Next year promises to be much tighter financially than the

past few years, when the NHS has received relatively
generous settlements. Implementing The Health of the Nation,
Care in the Community, and Sir Bernard Tomlinson's plans for
restructuring London's health care will all further strain the
NHS's straitened circumstances. "If the government was
confident that resources were being used effectively then they

would be more likely to give us more," said Professor Jack
Howell, chairman of Southampton Health Authority and past
president of the BMA. "Only when existing resources are
optimally, effectively, and efficiently used will it be time for
rationing [meaning curtailing services of proved benefit]," he
said. Despite their allegiances to widely different notions of an
ideal NHS few participants at either conference would have
been prepared to argue strongly that such a point had been
reached.

*"Rationing of Health Care in Medicine," jointly organised by the Institute of
Health Services Management and the Royal College of Physicians and
supported by BUPA Hospitals. "Rationing Health Care: Careless Talk Costs
Lives," organised and sponsored by Radical Statistics Health Group, Public
Health Alliance, Critical Public Health, Socialist Health Association, NUPE,
NALGO, and COHSE.
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Misusing anabolic drugs

Take a drug historyfrom well muscledpatients

The use of drugs with anabolic properties is no longer the
exclusive domain of top class athletes. Although elite athletes
may be the most visible user group, a much larger group
exists, who use the drug mainly to change their physical
appearance. In 1975 one in 25 athletes in Arizona high schools
were using anabolic steroids.' In 1988 Buckley et al reported
that at least one in 15 senior male students in the United States
used or had used these drugs.2
Anabolic steroids can be administered orally or intra-

muscularly; a study in south Wales, supported by anecdotal
data from drug projects around Britain, suggests that two
thirds of users combine routes.3 Intramuscular use brings the
risks of infection. Steroid users share injecting equipment
with amphetamine users, and Atkins has warned of possible
spread of HIV among anabolic steroid users as needle sharing
is becoming more common.4 Cases of AIDS thought to have
been acquired parenterally have already been reported in
anabolic steroid users.5 6 Ready loaded syringes with a single
dose for intramuscular injection present the problem of safe
disposal; multidose phials make infection more likely if two or
more people are sharing the phial using non-sterile needles.
Some of the patterns of misuse may be traced to under-

ground "instruction" books, which promote veterinary
drugs, polypharmacy (taking a human chorionic gonado-
trophin and somatotrophin concurrently with anabolic
steroids), and huge doses. For example, Brower et al found
that anabolic steroid users were taking twice to 26 times the
therapeutic dose.7 They also found symptoms diagnostic
of dependence (according to the Diagnostic and Statistical
Manual of Mental Disorders Third Edition, Revised) in 570/o
of their sample, with 940/o reporting at least one symptom of
dependence. Acts of physical violence, feelings of anger and
hostility, manic or psychotic episodes, and depression have
been reported after withdrawal of the drugs.8-'0

Do these drugs have the desired effects? In the most
comprehensive review of the topic Haupt and Rovere con-
cluded that anabolic steroids improve athletic performance if
the athletes have been intensively weight trained before and
during the steroid regimen and if they have maintained a high
protein, high energy diet.' But there may be penalties. As
anabolic steroids decrease high density lipoprotein cholesterol
concentrations and increase low density lipoprotein choles-
terol concentrations and blood pressure'2 13 misusers may
increase their risk of atherosclerotic disease. Some other side
effects are well known-for example, premature closure of
the growth plates and gynaecomastia-but more unusual
sequelae have been reported, including oesophageal varices,'4
anaesthetic problems,'5 and avascular necrosis of the femoral
head.'6
The drug of the moment is clenbuterol, which achieved

notoriety at this year's Olympic games. Although not an
anabolic steroid, clenbuterol is a sympathomimetic agonist
with anabolic properties in animals. No reputable scientific
studies have yet been published showing muscle enhancing
effects in humans. If taken in large doses clenbuterol
may cause cardiac arrhythmias, tremor, and serious
hypokalaemia.

Goldberg et al reported no difference in attitudes towards
the use of anabolic steroids among high school football players
before and after they received information about the adverse
effects of these drugs.'7 For some people abstention may
therefore be an unattainable goal, and "harm reduction"
policies should be pursued instead-such as encouragement
to attend needle exchange schemes and to reduce needle
sharing as much as possible. Whether bringing these drugs
under the Misuse of Drugs Act would achieve the desired
results is debatable.
The use of performance enhancing anabolic drugs among
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