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The ratio of the expected deaths to the
observed deaths was not constant in succes-
sive time periods, but showed a fall from
1:7.3 in 1931-40 to 1:3.3 in 1961-65. As
the magnitude of this ratio can be regarded
as a measure of the increased risk of develop-
ing intrathoracic malignancy when asbestosis
is present, it would appear that this risk had
been more than halved between 1931-40 and
1961-5, though the risk of an asbestotic de-
veloping an intrathoracic neoplasm in 1961-5
would appear to be about three times that
when no asbestosis is present. Conclusions
based solely on information contained in
death certificates must be suspect because of
incompleteness and inaccuracy of the in-
formation contained in an unknown number
of the certificates. There is no doubt that
the number of deaths, recorded with asbes-
tosis as a cause of death in the decade 193 1-
40, fell short of the number of actual deaths
to which asbestosis contributed, but there is
good reason to believe that the gap between
the actual and the recorded deaths with
asbestosis has narrowed considerably in
recent years. It is probable that fewer cases
of intrathoracic malignancy have escaped de-
tection, before death and at necropsy, in
recent years than in 1931-40. The ratio of
expected to observed deaths with intrathor-
acic malignancy in 1931-40 might have been
higher than the calculated ratio of 1:7.3.
The evidence provided by the study of

data on death certificates and that produced
by Knox and his colleagues' indicate that
the increased risk of developing Intrathoracic
malignancy, either because of the presence of
asbestosis or because of a prolonged exposure
to asbestos dust, has diminished since 1933,
when measures of dust control became effec-
tive in at least some working areas of asbestos
factories.

I wish to thank Dr. T. Lloyd-Davies and Dr.
W. D. Buchanan, of the Factory Department of
the Ministry of Labour, for giving permission
for me to examine, and for making readily
accessible, the copies of death certificates of
cases of asbestosis in the possession of the De-
partment. I also wish to thank Dr. J. F. Knox
for allowing me to see the data included in the
paper in press by Knox, Doll, and Hill.'_I am,
etc.,

J. BEATTIE.
Queens' College,
Cambridge
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SIR,-Your leading article on cancer and
asbestos (24 August, p. 448) refers to the
detection of asbestos bodies in the sputum of
about 50% of males in certain industrial
cities. To the best of our knowledge nobody
has actually reported on this, and we think
therefore that you have accidentally substi-
tuted the word " sputum " for " lung smear,"
since Anjilvel and Thurlbeck,1 on whose
work you base your statement, were report-
ing on lung smears from necropsy material.

In view of your interest in the subject, may
we mention, while writing, that the same
authors state in their article that no particu-
lar association was noted between asbestos
bodies in the lungs and the presence of cancer

in the 33 patients in the series with malignant
disease ? They also state: " It is clear that
asbestos bodies are not more common in
patients with malignant disease in the autopsy
populations we have studied, and thus casual
exposure to asbestos is not an important
cause of malignancy in the general popula-
tion."-I am, etc.,

W. P. HOWARD,
Secretary,

Asbestosis Information Cornmittee.
London W.1.
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Elderly in the Wrong Unit
SIR,-We were most interested here in the

paper " The Elderly in the Wrong Unit,"
by Dr. A. G. Mezey and others (6 July,
p. 16), and in the subsequent letter from
Dr. Bernard Isaacs (10 August, p. 373).
We agree wholeheartedly with the need for

the comprehensive psychogeriatric unit as
stressed in the paper and previously by Kay,
Roth, and Hall.' We have been impressed
by the large area of overlap in management
problems between the ostensibly "psycho-
geriatric" and the ostensibly "pure geria-
tric " patients, and are currently investigating
this problem in the Leicester area. Readers
may be interested that in this mental hospital
the geriatric work has been gathered into a
self-contained unit (as has the work of other
psychiatric subspecialties). As a step towards
full integration with the area geriatric service
a consultant geriatrician, who is not a psy-
chiatrist, has been appointed to the staff and
will commence his appointment on 1 Novem-
ber 1968. He will spend more than half
his time working in our geriatric unit and
the remainder of his time in the area geriatric
service. A new assessment ward has been
opened for him, and it will be most interest-
ing to see how the pattern of admission
develops in the various units in his charge.
-I am, etc.,
Carlton Hayes Hospital NoRMAN KAYE.
Narborough, Nr. Leicester.
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Research into Mental Retardation
SIR,-The establishment of an Institute

for Research into Mental Retardation in this
country has been a welcome advance in a
field of study which is now receiving more
attention than ever before.

In recent years the number of specialists
dealing with mental subnormality (mental
deficiency in Scotland) has increased. There
is as yet no national professional association
entirely devoted to mental retardation,
although there are regional societies for the
study of the subject and relatively small sec-
tions of some professional organizations con-
cerned with the specialty. The time may be
ripe for the formation of a British Associa-
tion on Mental Retardation, comparable per-
haps to the American Association on Mental
Deficiency.
At present hospitals and specialists work-

ing in mental retardation in different areas of
the country tend to work in isolation although

they have generally similar clinical and admini-
strative problems to meet. Today, as the
approach to mental retardation becomes
increasingly multi-disciplinary, a large num-
ber of specialists, geneticists, biochemists,
neurologists, paediatricians, orthopaedic sur-
geons, psychologists, and others have a
contribution to make in the diagnosis and
management of mental retardation. A
British Association on Mental Retardation
open to all the specialists with an interest in
it would appear to be a natural, logical, and
essential development in the evolution of
provision for the mentally retarded.-I am,
etc.,

Stansfield View Hospital, D. A. SPENCER.
Todmorden, Lancs.

Obstructive Airways Disease

SIR,-The findings reported by Drs. D. J.
Lane, J. B. L. Howell, and Mr. B. Giblin
(21 September, p. 707) confirm previous
reports by Park' and by others of reduced
sensitivity to carbon dioxide in patients with
chronic airways obstruction. However, this
phenomenon does not exclude Park's sugges-
tion that the initiation of C02 retention is
by mechanical impairment of ventilation.
Although the Pco2 does not correlate nega-
tively with the magnitude of airway resist-
ance,' there is evidence that superadded
restriction of ventilation is important in the
development of chronic hypercapnia. Thus
raised Pco2 levels have been found to be
related to reduced lung compliance,' spiro-
metric evidence of ventilatory restriction,' 5
and an inefficient rapid and shallow breathing
pattern..-I am, etc.,

J. J. SEGALL.
Islington Chest Clinic.
London N.19.
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Computer Analysis of Dental Surveys

SnR,-As a footnote to your recent series
of articles on "Medicine and the Com-
puter,"' I should also like to point out that
during the past few years the computer has
plaved an increasingly important part in den-
tal research. This is especially true in the
field of dental epidemiology, where with the
aid of these machines detailed results of sur-
vevs can be obtained in a matter of days as
compared with several months, if not years,
if the results are processed by hand.

Dental clinical data may be prepared by
collecting the information on a clinical chart
in the usual way, coding this information on
to an abstract sheet, and finally punching
cards from this sheet. Nevertheless, this
method is time-consuming and necessitates
considerable storage space to house the
various documents. To speed up this pro-
cess, increase the accuracy, and reduce the
number of documents involved, a special set
of punch cards has been designed.
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This set consists of five cards the front of
which are used for recording the information as
it is collected. The first card is for general in-
formation about the individual, while the remain-
ing four cards are for recording the findings of
the clinical examinations (including the state of
each surface of each tooth; the results of a brief
orthodontic assessment; the presence, degree,
and distribution of opacities, hypoplasia, and
attrition; the state of dental cleanliness and the
presence or absence of stain, calculus, and gingi-
vitis). On the reverse of the last card a space is
provided in which the observer may record
clinical notes. It is also possible to indicate
whether any additional record has been made,
such as a clinical photograph, intra-oral x-ray,
or cephalometric radiograph. Certain parts of the
record such as the name and date of birth can
be entered directly into the appropriate boxes ;
others have to be coded first. When the coding
is complex provision Is made for entering the
information using more conventional methods.
The recorder enters the details of general in-

formation on the first card before the clinical
examination begins, and then as the examiner
dictates his findings for entry on the following
four cards. Subsequently the information which
was not coded at the time of examination is
entered in the appropriate box in its coded form.
The cards are now ready for punching; they
are designed for use with an automatic punch
and are so arranged that the information to be
punched can be seen while it is punched into
the same card. After punching and verifying the
cards are sorted back into their original order
and they are then ready for processing by the
computer.
The set has been used for recording in-

formation from individuals of a wide age
range. Several examiners have found that it
was easy to use, and it has been filled in
accurately by a number of different recorders,
including student nurses and clerical staff,
all of whom required only two or three
minutes' instruction to become familiar with
the layout of the design. Coding and punch-
ing can be done rapidly, especially by trained
data-processing operators, and it has been
found possible to produce detailed results of
a survey of a group of children within days
of the examinations.
The cards have been designed to record

all the original information and not abstracted
information. For example, the date of birth
and date of examination are recorded and not
the age of the patient. Similarly the state of
teeth is recorded by the details of the state
of each surface and not by using one of the
prevalence indices. It has been emphasized'
that the name, together with the sex and date
of birth if entered on a record, identifies it
to a particular individual. If these facts are
collected according to defined rules all the
records relating to one individual can be
linked together, even if they are collected by
different observers and have different identi-
fication numbers. The name was included
in this record for this reason, but it has since
proved useful for producing lists of the sub-
ject examined in both numerical and alpha-
betical order, and thus reducing some of the
clerical work associated with surveys.-I am,
etc.,

R. J. ANDERSON.
Department of Dental

Health,
The Dental School,

University of Birmingham,
Birmingham 4.
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Recognition for Seniority
SIR,-It is a sad reflection on the value

that the Minister of Health places on the
opinion of our professional representatives
that he has overruled their claim that
seniority in general practice should be recog-
nized for what it is. In our surgeries has
arrived a document (E.C.N.690) in which
the Minister admits that he has decided, con-
trary to the representations of the profession,
to insist on a minimum number of post-
graduate training sessions to qualify for con-
tinuation of a payment which at present
recognizes seniority per se.
The profession has had time to consider

the joint discussions which led to the state-
ment that seniority would be tied to continu-
ing education, and has rejected it; it is
Association policy that compulsory post-
graduate training should not be a prerequisite
for receiving payment for seniority. Younger
principals in general practice who, like
myself, have senior partners who have worked
incredibly hard to build up a practice over
a number of years, but who are still giving a
first-class service, keeping in touch with
modem medicine by discussion with their
colleagues, and regularly reading medical
journals, are the first to recognize and respect
the true worth of seniority. The practitioner
who has reached the stage of qualifying for a
seniority award has years of experience to
offer his patients, which no amount of post-
graduate education will replace or enhance,
and this the younger doctor cannot offer,
however many courses he may attend.
By all means encourage all principals to

continue with postgraduate education, and
finance such activity as much as possible;
but may our representatives do all in their
power to fight this iniquitous Ministerial
decision to deny senior practitioners the
award which should be their reward for years
of service to their patients.-I am, etc.,

Ipswich, Suffolk. FRANK WELLS.

Records System for General Practice
SIR,-The question of general practice

records is too important to be clouded by
supposed misunderstandings and their refuta-
tions. The facts are clear: ". . . we think
a new folder might be introduced gradually "
(Dr. I. S. L. Loudon and others, 24 August,
p. 501). Thus the need for a transitional
period is clearly supported.
The questions now for this transitional

stage are whether we have two markedly
different-sized records to file: the new folder
and the E.C. 5 and 6, or do we have one
filing system which accommodates both the
present and the future, until a radical change
can eventually be effected with the help of
mechanical handling.
The Record Wallet design opts for the

latter by folding an approximate hospital
folder size in three parts to fit the present
filing requirements in shelves, drawers, or
boxes. The factual experiment reported
(18 May, p. 420) showed that this latter
proposition was possible and practicable.
The 7j in. (18 cm.) tall dimension of the
wallet was deliberately chosen as a compro-
mise to retain as serviceable the English and
Scottish present-day filing equipment.

Dr. Loudon and colleagues are perfectly
entitled to decide that they prefer to accom-
modate two sizes of records during the
transition period.-I am, etc.,

E. V. KUENSSBERG.
Edinburgh.

*** This correspondence is now closed.-
ED., B.M.Y.

Responsibilities of Consultants

SIR,-The consultant staff of Bedford
General Hospital (21 September, p. 746)
might be interested to know that the Regional
Hospitals' Consultants and Specialists Asso-
ciation is an independent association, created
to further the interests of consultants and
specialists; 20 years ago it was the only
association to fight for the non-teaching
members of the profession. While we have
no direct negotiating power with the Mini-
stry of Health we, as an association, are able
to exert more influence than a consultant on
his own, and therefore can act as the
ombudsman for regional consultants and
specialists who are having difficulties.
We would welcome any consultants and

specialists who are " angry and dismayed "
to join us; the more members we have, the
stronger our voice.-I am, etc.,

DONALD YOUNG,
President, Regional Hospitals'

Consultants and Specialists Association.
Royal College of Surgeons,
London W.C.2.

Points from Letters
G.P. Obstetric Units

Dr. J. SHACKLETON BAILEY (Eye, Suffolk)
writes: Well staffed and run general-practitioner
maternity units offer mothers a service which in
many respects is superior to that of the large
central hospital ward, especially in remote
areas. . No doubt with more staff and
modernization the large obstetric unit will
commend itself more both to patients and their
doctors, but it must always have disadvantages
from the point of view of both. . . Perhaps
in these days it is too late to refer to the rapport
that general practitioner and patient establish
through confinements in a family, as the loss of
this sort of element, whatever the patients may
still feel, does not seem to be so much a
matter of regret among general practitioners as it
would have been years ago. In relation to the
individual episode I think it must still be recog-
nized that personal relationships in or near the
accustomed background are as relevant to ob-
stetrics as geriatrics. To many general practi-
tioners who take a positive view of their voca-
tion it must seem that we should therefore plan
many good maternity units, seeking to improve
their use and safety rather than watch the ob-
stetric pundits run them down and attempt to
"educate" the public into the fashion of their
brave new world of mass reproduction. The
superiority claimed for the large central obstetric
unit mainly rests on accessibility of blood and
consultants. I don't think a consultant has ever
been into our local maternity unit, and, though
this may seldom be really indicated, one would
feel that a more "domiciliary " attitude to such
units by consultant obstetricians would be of
advantage. To achieve this we should un-
doubtedly require an increase in the number of
consultants and a greater recognition of the
permanence of their role in relation to the
general practitioner. The availability of blood
for emergency transfusion could be even more
easily achieved.
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