for better suppression of inflammation by dietary modulation.
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Health needs of the homeless
Homes are cheaper than bed and breakfast
Half a million pounds is spent each week on bed and breakfast
accommodation for London's homeless. ' Most of the families
who live in this depressing, dreary way have become homeless
because they cannot afford to rent or buy and local authorities
cannot provide any alternative. In the past 25 years the
number of dwellings available for rent in Britain has dropped
by one million. The number of households in temporary
accommodation has doubled since 1981 and reached 30 100 in
England in December 1988.
Among the many problems of the homeless is getting
medical care when they need it, and this issue has now been
examined in a joint report by the Health Visitors' Association
and the General Medical Services Committee of the BMA.2
Part III of the Housing Act 1985 requires local authorities in
England and Wales to house homeless people with special
needs-children, pregnant women, the elderly, the disabled,
and the mentally ill.3 The number of homeless families offered
help by local authorities in England has more than doubled
since 1979 and reached 116 060 last year. This does not take
into account those who applied for but were refused helpmore than 400 000 households since 1982.
People living in overcrowded temporary accommodation
face many health risks.4 Children come down repeatedly with
diarrhoeal illnesses and chest infections, and homeless women
are twice as likely to have problems and three times as likely to
be admitted to hospital during pregnancy as other women.
Accidents and fires are substantial hazards. Depression and
stress among parents may predispose them to abuse their
children. Health visitors are concerned about the nutrition of
people in bed and breakfast accommodation.5 Many families
have to vacate the premises between 10 am and 4 pm, and
when they are allowed back they have to share inadequate
cooking facilities with many other families.
Mothers and young children are among the largest consumers of primary health care, and when their health is
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endangered by their living conditions it becomes even more
important that they have easy access to high quality health
services. Some general practitioners are reluctant to take
homeless people on to their lists. Families in temporary
accommodation may hope that it will be for a short time and
may fail to register with local general practitioners or do so
only as temporary residents, in which case their notes will not
be forwarded to their new doctor. Such families may then use
accident and emergency departments when they need medical
help, but this is not the best way to provide continuing care for
families with young children and is a waste of those resources.
The report emphasises the need for more information about
homeless families and highlights the problems faced by
general practitioners in areas where there are many dwellings
in multiple occupation. It suggests that each district health
authority should have a liaison officer for homeless persons
who has responsibility for informing health visitors about the
arrival of a new family, arranging transfer of the relevant
notes, and informing the family practitioner committee about
the number of families in temporary accommodation.
Another possibility is the wider use of client held records to
reduce some of the problems caused by the frequent transfer
of notes.
The report calls on the government to consult with the
BMA about ways of removing financial and organisational
barriers that inhibit homeless families from gaining access to
primary health care. It suggests that general practitioners
should receive a registration fee for new patients and that
patients accepted on to a list as temporary residents should
count towards the list size. The recommendations in the
report are an attempt to improve the provision of primary
health care to homeless families, but the real answer to
these problems is to provide permanent homes at affordable
rents.
Since 1980 the government has encouraged council tenants
771

BMJ: first published as 10.1136/bmj.298.6676.771 on 25 March 1989. Downloaded from http://www.bmj.com/ on 16 June 2019 by guest. Protected by copyright.

I Burton JL. Diet and dermatology in 1888: the influence of H Radcliffe Crocker. Brj Dermatol
1988;119:471-8.
2 Kahn CR, Flier JS, Bar RS, et al. The syndrome of insulin resistance and acanthosis nigricans:
insulin receptor disorders in man. N EngI7J Med 1976;294:739-45.
3 Flier JS. Metabolic importance of acanthosis nigricans. Arch Dermatol 1985;121:193-4.
4 Blundell TL, Bedarkian S, Humbel RE. Tertiary structures, receptor binding and antigenicity of
instilin-like growth factors. Federation Proceedinigs 1983;42:2592-7.
5 Peters ET, Stuart CA, Prince Mj. Acanthosis nigricans and obesity: acquired and intrinsic defects
in insulin action. Metabolism 1986;35:807-13.
6 Bilimoria S, Keckes K, Williamson D, Rowell NR. Hs percarotenaemia in weightwatchers.
Clin Exp Dermatol 1979;4:331-4.
7 MacLaren DS. Skin in protein energy malnutrition. Arch Dermatol 1987;123:1674-6.
8 Sims RT. The measurement of hair growth as an index of protein synthesis in malnutrition.
BrJNutr 1968;22:229.
9 Gupta MA, Gupta AK, Haberman HF. Dermatologic signs in anorexia nersosa and bulimia
nervosa. Arch Dernatol 1987;123:1386-90.
10 Barthelemy H, Chouvet B, Cambazard F. Skin and mucosal deficiencies in vitamin deficiency.
7 Am Acad Dermatol 1986;15:1263-74.
11 Roe D. Nutrition and the sktn. Contemporary ssues in clinical nutrition. Vol 10. New York: Liss, 1986.
12 Fraker BJ, Jardieu P, Cook J. Zinc deficiency and immune functions. Arch Dermatol 1987;123:
1699-701.
13 Weismann K. Nutrition and the skin. In: Rook A, Wilkinson DS, Ebling JFG, Champion RH,
Burton JL, eds. Textbook of dermatology. 4th ed. Oxford: Blackwell Scientific Publications,
1986:2321-42.
14 Wolff PH. Ethnic differences in alcohol sensitivity. Science 1972;175:449-50.
15 Wilkin JK. Flushing reactions. In: Champion RH, ed. Recent advances in dermatologv. Vol 6.
Edinburgh: Churchill Livingstone, 1983:158-87.

16 Cripps DJ. lPorphyria turcica, twenty years after hexachlorobenzette intoxication. Arch Dermawol
1980;116:46-50.
17 Hall RP. Dietary management of dermatitis herpetiformis. Arch Derrnatol 1987;123:1378-80.
18 Barnett AH, Pyke DA. Chlorpropamide-alcohol induced flushing and large vessel disease in
non-insulin dependent diabetes mellitus. Br.Vfedj 1980;281:261-2.
19 Barnett AH, Spiliopoulos AJ, Pyke DA. Blockade of chlorpropamide-alcohol flushing
by indomethacin suggests an association between prostaglandins and diabetic vascular
complications. Lancet 1980;ii: 164-6.
20 Kobberling J, Weber M. Facial flush after chlorpropamide-alcohol and enkephalin. Lancei
1980;i:538-9.
21 Settipane G. Adverse reactions to sulfite in drugs and toods. I -Am Acad Dernmatol 1984;10: 1)77-80.
22 Ghadimi H, Kumar S, Abaci F. Studies on monosodium glutamate ingestion; 1. Biochemical
explanation of the Chinese restaurant svndrome. Bilochem MIfed Metab Biol 1971;5:447-56.
23 Reif-Lehrer L. Possible significance of adverse reactions to glutamate in humans. Federation
Proceedings 1976;35:2205-1 1.
24 Plewig G, Kligman AL. Acne morphogenesis and treatment. Berlin: Springer-Verlag, 1975:270-1.
25 Fries JH. Chocolate-a review of published allergic and other deleterious effects, real and
presumed. AnnAllergv 1978;41:195-207.
26 Athera n DJ. Role of diet in treating atopic eczema: elimination diets can be beneficial. BrMedj
1988;297: 1458-60.
27 Allen R. Role of diet in treating atopic eczema; dietary manipulation has no value. Br Med]J
1988;297: 1459-60.
28 Burton JL. Dietary fatty acids and inflammators skin disease. Lancet 1988;t:27-31.
29 Manku MS, Horrobin DF, Morse NL, Wright S, Burton JL. Essential fatty acids in the plasma
phospholipids of patients with atopic eczema. Br] Dertnatol 1984;110:643-8.
30 Lovell CR, Burton JL, Itorrobin DF. Treatment of atopic eczema with evening primrose oil.
Lancet 1981;i:278.
31 Wright S, Burton JL. Oral evening primrose seed oil improves atopic eczema. Lancet 1982;ii:
1120-2.
32 Schalin-Karrila M, AIattila L, Jansen CT, Uotila P. Esening primrose oil in the treatment of atopic
eczema: effect on clinical status, plasma phospholipid fatty acids and circulating blood
prostaglandins. Brj Dermnatol 1987;117: 11-9.
33 Sugal T. Clinical evaluation of oral evenipg primrose oil in atopic patients. Skin Research
1987;29:330-8.
34 Morse PF, Horrobin DF, Stewart C, et al. Meta-analysis of placebo-controlled studies of the
efficacy ot Epogam in the treatment of atopic eczema: relationship between plasma essential fatty
acid changes and clinical response. Br] Dermatol (in press).

must be time to recognise these humanitarian and economic
arguments and start investing in public housing.
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Save the general practice record
Or else future historians may not know how the NHS worked
In Britain general practitioners and their predecessors, the
surgeon apothecaries, have always treated most episodes of
illness for which a doctor is consulted. For anyone interested
in the history of sickness and health the records of general
practice are at least as important as those of hospitals and
other medical institutions.
Few general practice records from before the National
Health Service have been preserved. Today, however, records
are kept routinely in the National Health Service, and Britain
is one of the few countries with a standard form of medical
records for primary care, covering most people from birth to
death and following them from one area to another. And these
are more than the records of primary care: they include
hospital consultations, admissions, and investigations. Hospital records are mainly concerned with isolated episodes of
illness; records of general practice, for all their imperfections,
are the only comprehensive records of all the medical care
patients have received throughout their lifetime. Although
record keeping in general practice has often been abysmal,
some general practitioners have kept excellent records and the
standard of record keeping is rapidly improving.
Unfortunately, the same complicated system that ensures
the continuity of records of general practice while patients are
alive also ensures that these records are systematically
destroyed when patients die. Unless deliberate plans are made
to preserve some records from general practice few will be
available to historians, epidemiologists, or anyone else concerned with research into health care since the beginning of
the National Health Service. Some have already been preserved at the Contemporary Medical Archives Centre at the
Wellcome Institute in London, and a few at other institutions.
Nevertheless, there is a danger of reaching the absurd position
that records from general practice in the second half of this
century are scarcer than those of the eighteenth and nineteenth centuries.
It may not be generally known that records do not have to
be destroyed: general practitioners can, after consulting their
family practitioner committees, retain the records of their
patients when they die. One of us (JTH) has preserved the
records of all his patients who have died over the past 20 years
and is supplementing these by microfilming the records of
patients now registered with his practice. These records will
be deposited at the Contemporary Medical Archives Centre.
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In an ideal world representative samples of records from
general practice from all parts of Britain would be preserved
in the record offices of the relevant counties. But this is
unlikely: added to problems of preservation are those of
confidentiality. There are no absolute rules, but it is generally
agreed that access should be allowed to "bona fide" scholars
provided nothing is published that could lead to the identification of patients. The power of deciding who is a bona fide
scholar is usually vested in the authority preserving the
records and the originators of the records or their successors.
It is worth the trouble. Although a wealth of material on
primary care has been published, the original records are not
superfluous. Published data are important, but for certain
kinds of research there is no substitute for the original
records. Senior practitioners who have accumulated records
from before or after the start of the National Health Service
that urgently need preservation and younger doctors wanting
advice on preserving their records should contact their local
record office or one of us.
IRVINE LOUDON

Research Associate,
Wellcome Unit for the History of Medicine,
Oxford OX2 9EH

JULIA SHEPPARD
Archivist,
Contemporary Medical Archives Centre,
Wellcome Institute for the History of Medicine,
London NW1 2BP

JULIAN TUDOR HART
Member of Scientific Staff,
Medical Research Council Epidemiology Subunit,
Glyncorrwg Health Centre,
West Glamorgan SA13 3BL

Correction
Control of meningococcal disease
An editorial error occurred in this editorial by Dr D M Jones (4 March, p 543). The
telephone number of the meningococcal reference (Scotland) laboratory is 041 946
7120 and not 041 946 7129 as published.
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to buy their homes, but local authorities are entitled to use
only a quarter of the capital receipts from house sales and half
of those from land sales for new building. The government
also restricts how much local authorities can borrow to pay for
renovations and building. These policies are leading to a
remorseless reduction of public housing stock and a deterioration in its quality. It costs up to £24 000 a year to place a family
of three in bed and breakfast accommodation in London. In
1987 it was twice as expensive to keep a family in bed and
breakfast accommodation as to provide a new council flat. As
the report says, "Homes are cheaper than homelessness." It

