
3tournal of Epidemiology and Comnmnunity Health 1997;51:583-609

Society for Social Medicine

Abstracts of oral presentations

PLENARY PRESENTATIONS (WEDNESDAY)

Contribution of modern cardiovascular
treatment to the decline in coronary
heart disease mortality in Scotland
between 1975 and 1994

benefits, not to mention improving quality
of life.

* A similar situation in England and Wales
seems likely.

* Surprisingly little precise data exists on
CHD, Britain's biggest cause of death. Bet-
ter routine information on CHD must now
be considered a priority.

Conclusions - The use of coronary re-
vascularisation services was not found to be
commensurate with need and seemed to ex-
hibit the "inverse care law". The reasons for
this will be discussed in the context of other
examples of mismatch between use and need
where different relationships seem to apply.

S CAPEWELL, IC E MORRISON,2 j J V MCMURRAY3.
('Department of Public Health, Glagow;
2Glasgow MONICA Project, Glasgow Royal
Infirmary; 3MRC Clinical Research Initiative in
Heart Failure, University of Glasgow)
Background - Coronary heart disease (CHD)
mortality has fallen substantially in many
countries including the UK. Much of the fall
has been attributed to risk factor reductions.
This apparently conflicts with the widespread
use of "evidence based" medical and surgical
treatments. But how much do these reduce
population mortality? Furthermore, how can
the major limitations of existing data be over-
come?
Methods - A sensitivity analysis spreadsheet
model was developed. The effectiveness of
treatments and risk factor reductions was
based on published data and meta-analyses.
Patient and treatment information came from
routine data, local surveys, and audits. 1994
was compared with a 1975 baseline.
Results - There were 15 234 CHD deaths
in 1994. This was 6205 fewer deaths than
expected, had there been no decline from
1975 mortality rates. In 1994, the total num-
ber of deaths prevented or postponed by all
interventions was estimated at 6747 (mini-
mum 4790, maximum 10 695). In 1994, the
individual contributions by specific inter-
ventions were as follows.
Treatments - 40% (initial acute myocardial
infarction treatment 10%; hypertension treat-
ment 9%, secondary prevention 8%, heart
failure 8%, aspirin for angina 2%, coronary
artery bypass graft surgery 2%, and angio-
plasty 0.1 %).
Measurable riskfactor reductions - 45% (smoking
36%, cholesterol 6%, and deprivation 3%).
Other - Unquantified factors apparently ac-
counted for the remaining 9%. (Blood pres-
sure reduction could be categorised as
treatment, as risk factor, or as a combination.)
These proportions remained relatively con-
sistent across a wide range of assumptions
and estimates, suggesting a robust sensitivity
analysis.
Conclusions
* Medical treatments and risk factor changes

apparently prevented or postponed about
6750 CHD deaths in Scotland in 1994,
compared with 1975. This estimate was
consistent with the observed decline in
deaths and with treatment effects in 1975.

* Reductions in major risk factors explained
about half the fall in CHD mortality, em-
phasising the importance of prevention
strategies.

* "Other factors" apparently accounted for
some 10% of the fall. These probably in-
cluding the Barker cohort effect, clotting
factors, and diet and merit further research.

* Modest gains from different treatments
produced substantial cumulative survival

Variations in the use of cardiology ser-
vices: a comparison of coronary artery
revascularisation rates with prevalence
of angina and coronary mortality

J N PAYNE, C SAUL (Directorate of Policy and
Public Health, Sheffield Health)
Objectives - To explore the relationship
between rates of coronary artery revas-
cularisation and prevalence ofangina to assess
whether the use of health services reflects
need.
Design - The prevalence of angina symptoms
was determined by a postal questionnaire sent
to 16 750 subjects and compared, at electoral
ward level, with data on coronary heart dis-
ease (CHD) mortality and hospital ad-
missions, including uptake of coronary artery
revascularisation. Questionnaire results were
also linked to health event data at individual
respondent level.
Setting - Health authority with a population
of 530 000.
Subjects - Patients admitted to hospital for
CHD; patients dying from CHD; and patients
undergoing angiography, angioplasty, or cor-
onary artery bypass graft. A cohort of 491
people identified as having angina symptoms
by postal questionnaire survey.
Main outcome measures - Relationship between
variables examined by calculating Pearson's
product moment correlation coefficients.
Results - Overall, 4.0% (95% CI 3.7%, 4.4%)
of the population aged 18-94 experienced
symptoms of angina. The prevalence of an-
gina symptoms varied widely between elect-
oral wards with a strong positive relation (r =
+0.79, p<0.001) with the Townsend dep-
rivation score. A similar relationship was seen
for CHD mortality, but the correlation be-
tween admission rates and the Townsend
score was less marked (r= +0.47, p<0.01).
No relationship was found between coronary
artery revascularisation rates and the Town-
send score. The ratio of coronary artery re-
vascularisation to angina prevalence was
inversely related to the Townsend score (r =
-0.67, p<0.001) - only about half as many
coronary artery revascularisations per head of
population estimated to have angina were
carried out in the most deprived wards as in
the most affluent wards. Eleven per cent (13/
116) of individual survey respondents with
angina symptoms from the 10 most affluent
wards had had a-coronary angiogram, com-
pared with only 4% (9/216) from the 10 least
affluent wards (X2 = 4.96, p = 0.026). This in-
verse relationship was further confirmed when
coronary artery revascularisations per death
from CHD (r=-0.47, p<0.01) or re-
vascularisations per admission for myocardial
infarction (r= -0.55, p<0.01) were cor-
related with the Townsend score.

Lay diagnosis and health care seeking
behaviour for chest pain in South Asians
and Europeans in London

Y BEN SHLOMO, H RAI,2 N CHATURVEDI2 ('De-
partment of Social Medicine, University
of Bristol; 2EURODIAB Department of Epi-
demiology and Public Health, University College
London Medical School)
Objectives - South Asians in the UK ex-
perience greater delays than Europeans in
obtaining appropriate management for heart
disease. The reasons for this inequity are
unknown, and barriers could occur at any
stage of accessing health care. We examined
whether South Asians and Europeans in-
terpret and act upon anginal symptoms
differently.
Design - Cross sectional questionnaire which
included a vignette of an individual with pos-
sible anginal pain.
Setting - London, UK.
Subjects - Altogether 1500 Hindu, Sikh, and
European men and women aged 30-55 years,
randomly selected from GP lists.
Main outcome measures - Report of definite
seeking of immediate care from general prac-
tice or casualty department.
Results - There were no differences between
the 120 Hindus, 227 Sikhs, and 552 Euro-
peans in identifying the pain as cardiac, but
Hindus and Sikhs were more anxious about
it than Europeans. Both Hindus (45%) and
Sikhs (48%) were more likely to seek im-
mediate care than Europeans (23%) (OR
2.08, 95% CI 1.30, 3.34, p =0.002; and 2.91,
95% CI 2.03, 4.18, p<0.001 respectively).
Differences in urgency of care seeking were
not accounted for by age, degree of anxiety,
presumed location of pain, and family or
friend history of heart disease.
Conclusions - Hindus and Sikhs were more
likely to seek immediate care for anginal
symptoms than Europeans, indicating that
barriers to cardiology services for South
Asians are unrelated to difficulties in in-
terpretation of symptoms or willingness to
seek care. Improving heart disease awareness
may not ameliorate delays in obtaining care
for heart disease, at least in the chronic state.
Other service related explanations must be
explored, such as difficulties in arriving at a
diagnosis by the GP or differential man-
agement in relation to ethnicity.

POLICY (1)

Locality commissioning: how much
influence do GPs really have?

C HUDSON HART, I N DRUMMOND, I M DEANE,2
R CHOPRA3 ('Public Health Research Unit,
University of Glasgow;2 Tees Health Authority;
3Lintonville Medical Group, Northumberland)
Background - In response to the NHS reforms
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of 1991, Scottish health boards (HBs) and
English health authorities (HAs) have been
developing locality commissioning in an at-

tempt to ensure local needs are better re-

flected in health care provision. One aspect

of this is the increased involvement of GPs.
Aims - To enumerate and describe the various
models of locality commissioning, and to in-
vestigate the level of GP involvement in and
influence on the commissioning process.

Methods - Key people (n = 190) involved in
health commissioning in Scotland and the
Northern and Yorkshire Region were sent a

questionnaire asking about locality models in
their area. A subsample (n = 72) of respond-
ents was then interviewed to elicit more de-
tailed information about, for example, the use

of GP locality representatives, the level of
consultation with GPs, changes made to con-

tracts, and plans for devolving budgets.
Results - The level of GP involvement in
locality commissioning is extremely varied,
both between HBs or HAs and within them.
In some areas GP representatives assiduously
gather the views of their colleagues, present
them to the HB or HA, and report back.
In other areas mechanisms for information
exchange are poorly established, GP locality
representatives do not consult their colleagues
or have not been appointed. Even a clearly
defined structure for GP consultation does
not, however, guarantee increased influence.
All HBs and HAs in this study had improved
their communications with GPs, but many

were not able to demonstrate that this process
had resulted in changes to service provision.
The frustration expressed by a number of
GPs can be directly attributed to this, together
with the additional demands on their time,
inadequate resourcing and apathy amongst
colleagues.
Conclusion - Locality commissioning has pro-

vided a mechanism by which both fund-
holders and non-fundholders have been able
to work together to identify local health need.
GPs have been more widely consulted by
HBs and HAs than previously, but there is
considerable scepticism amongst GPs as to
the impact they are having on commissioning.
Future developments in locality com-

missioning, such as devolving budgets to loc-
alities, would allow GPs, without becoming
fundholders, to have more control over the
commissioning process. An issue which re-

mains unresolved, however, is how this can

be achieved without increasing transaction
costs.

How accountable are the new total pur-
chasing pilot schemes?

J DIXON, N MAYS, N GOODWIN (King's Fund
Policy Institute, London on behalf of the Total
Purchasing National Evaluation Team)
Introduction - "Total purchasing" is an ex-

tension of the GP fundholding concept in
which general practices are delegated a

budget to purchase potentially all of the hos-
pital and community health services which
are not included in the standard fundholding
scheme (SFH). Unlike SFH, the Government
have funded a three year evaluation of the
total purchasing scheme. This paper draws
on some findings from the evaluation.
Research objective - To identify how far formal
structures exist to ensure that total purchasing
pilot projects are made accountable for the
NHS funds they are responsible for.
Study design - Semistructured interviews were
conducted at all 53 first wave total purchasing

pilot (TPP) sites in England and Scotland.
Interviews took place in the preparatory year

(in autumn 1995) and again at the end of the
first year of purchasing by the TPPs (spring
1997). Within each project a lead GP and a

"total purchasing manager" were interviewed
as was a lead manager responsible for total
purchasing at the local health authority. In-
terviewees were asked about the extent to

which local structures exist to demonstrate
the accountability of the TPP. Accountability
in three of the areas outlined in the Gov-
ernment document An Accountability Frame-
work for the NHS was assessed: financial,
managerial, and democratic accountability.
Principalfindings- Research is still in progress.
Early findings illustrate that structures are in
place for the health authorities and external
auditors to monitor financial accountability
of the TPP sites. Regarding managerial ac-

countability, there appear to be no formal
mechanisms in place between the health au-

thority and TPP to ensure that TPPs adhere,
in their purchasing arrangements, to local or

national strategic objectives for the NHS such
as achievement of efficiency targets. On
democratic accountability, TPP GPs stress
the importance of ongoing contact with
patients through the clinical consultation pro-

cess. Consulting the practice population
formally on purchasing intentions has been
unusual, and typically TPPs have not been
required to do so by the health authorities.
Conclusions - Arrangements are in place to
monitor how finances are handled by the
TPP. However, only informal arrangements
are in place to ensure managefial and demo-
cratic accountability. It will be important to
clarify the extent to which total purchasing
sites should be allowed autonomy in pur-

chasing, and how far their purchasing plans
should formally take account of wider stra-

tegic objectives. This issue is likely to become
increasingly important as purchasing is de-
volved further.

Total purchasing and community and
continuing care: a potential driver of
primary managed care?

S MYLES, S WYKE,I J poPAY,2 J SCOTT3 ('Primary
Care Research Group, Department of General
Practice, University ofEdinburgh; 2Public Health
Research and Resource Centre, University ofSal-
ford; 3National Primary Care Research and De-
velopment Centre on behalf of the Total
Purchasing National Evaluation Team)
Introduction - Total purchasing (TP) in-
troduced significant scope for GPs io be in-
volved in both the strategic and operational
development of community and continuing
care (CCC) services and presented GPs with
incentives to manage resources on behalf of
their patient with complex needs (to develop
primary care based primary managed care).
Crucial to such developments is the ability of
total purchasing projects (TPPs) to put in
place the main features generally regarded
as consistent with "good" CCC-integrated
purchasing and provision of care between
health and social care agencies, and re-

cognition of the centrality of the need for user
and carer in defining needs and planning
services.
Objectives - To assess whether the TPPs were:

(1) cognisant of the emerging policy con-

sensus on successful planning and delivery of
CCC services; (2) developing joint or in-
tegrated purchasing and providing ar-

rangements which could result in seamless

care; and (3) seeking innovative ways to in-
volve users and carers in their plans.
Methods - A case study approach to data
collection and analysis of five out of 53 TPPs
selected on the grounds that they were actively
engaged in developing CCC services in 1996/
7 (2nd year of the pilot). Data were collected
via semi-structured interviews, non-par-
ticipant observation of key meetings, and col-
lation of documentary evidence. Case study
profiles were constructed covering: the local
context; development plans; organisational
arrangements; interagency relationships; and
budgetary and contracting issues.
Results - Overall, the depth of awareness and
understanding of the policy consensus on
CCC development seemed to be mixed and
incomplete. Although some TPPs were mak-
ing progress towards the goals in an ad hoc
way, none of the projects were fully managing
joint purchasing and provision across the
health and social care divide. In the first
year of TP, only one of the projects had any
significant involvement of users and carers in
the planning process, and that involvement
predated the advent of TPP. Projects were
crucially influenced by the historical context
in which they were operating and by key
players' networks ofpersonal and interagency
relationships.
Discussion - Despite limited achievement in
relation to total managed care so far at TPP
projects, initial findings do suggest that, in
the short run at least, TP may provide a
suitable vehicle by which models of "good"
(or at least better) practice in relation to
primary care involvement with CCC are more
readily and rapidly developed. At this early
stage, the TPPs may only be just beginning
to appreciate the nature of the task that lies
ahead of them.

Unravelling the implications of pur-
chasing options

M A DE RIDDER, M A KHAN, F A BODDY (Public
Health Research Unit, University of Glasgow)
Background - Traditionally, patterns of de-
mand for acute care have been assessed by
analysing historical data. As time passes, these
patterns are being obscured by changes in
service provision that are the consequence
of contracting. The simple effect of these
changes is apparent, but their influence on
the overall pattern of care are difficult to
judge. Indirect effects of managed change
may be even more difficult to evaluate.
Aims - To investigate the value of a decision
support software package in combination with
the users' knowledge of local purchasing pol-
icies for appraising the implications of these
policies for provider trusts.
Settings - (1) A teaching hospital providing
local district general hospital services, but
with additional contracts for more specialised
activities; and (2) a district general hospital
likely to experience difficulty in meeting na-
tional performance criteria following a re-
duction in bed numbers.
Design - The core of the decision support
software is a model describing: (1) the de-
mand for care arising from the catchment
population; (2) the patterns of referral to
providers including waiting list management;
(3) the provision of care including admission
policies and bed management; and (4) pos-
sible subsequent demand for acute care or
transfers to other specialties or providers. The
model employs linked discharge data (linked
SMR1) from the system of Scottish morbidity

584

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://jech.bm

j.com
/

J E
pidem

iol C
om

m
unity H

ealth: first published as 10.1136/jech.51.5.583 on 1 O
ctober 1997. D

ow
nloaded from

 

http://jech.bmj.com/


Society for Social Medicine

recording and population estimates from the
General Register Office (Scotland).
Methods - In this example, the models are

employed to evaluate the consequences of
transferring care from the district hospital to
the teaching hospital while making allowance
for existing and possible future contracts. The
design of the model makes it possible to

estimate likely future demand and explore
their resource implications by making differ-
ent assumptions about such variables as bed
numbers, length of stay, and guaranteed wait-
ing times. Investigating these matters for the
patients who might be transferred is straight-
forward, but is also necessary to assess the
implications of this change with respect to

the other commitments of both trusts.
Results - In summary, the proposed transfer
of patients from the district hospital is likely
to permit a reduction in bed numbers and the
achievement of waiting list targets, providing
that the projected estimates in demand and
reductions in length of stay are fulfilled. For
the teaching hospital, a more complex set of
options is identified. Achieving this change
involves assumptions about other contracts
including expectations of the ways in which
changes in demand and resource re-

quirements may occur. Assessing "what if"
questions of this kind enables both purchasers
and providers to anticipate the implications of
change and adapt both contracting strategies
and the management of their trusts.
Conclusions - The availability of individual
based records of inpatient care in Scotland
makes it possible to relate trends in demand
to the processes ofproviding it in considerable
detail. Systems modelling, linked to de-
velopments in software technology, is an in-
creasingly powerful method of bringing the
relationship between demand and supply to
the desktop of the health service manager.

CARDIOVASCULAR DISEASE

Past and present socioeconomic
circumstances and cardiovascular risk
factors in adulthood

E BRUNNER,' M SHIPLEY,' D BLANE,' G DAVEY

SMITH,3 M MARMOTI ('Department of
Epidemiology and Public Health, University
College London Medical School; 2Academic
Department of Psychiatry, Charing Cross
Hospital Medical School, London; 3Department
of Social Medicine, University of Bristol)
Objectives - To compare associations between
childhood and adult socioeconomic status
and cardiovascular risk factors measured in
adulthood.
Design - Cross sectional survey.

Subjects - These comprised 4774 male and
2206 female participants in the Whitehall II
study, born in the period 1930-53.
Main outcomes - Mutually adjusted as-

sociations of father's Registrar General social
class (RGSC) and adult employment grade
with cardiovascular risk factors (smoking, ex-

ercise, body mass index, waist-hip ratio, dia-
stolic blood pressure, triglycerides, serum

total and HDL-cholesterol, post-load gluc-
ose, and plasma fibrinogen).
Results - All risk factors except total cho-
lesterol and diastolic blood pressure in
women, were inversely associated with adult
socioeconomic status (high status-low risk).
In both men and women body mass index
(BMI) was associated with childhood socio-
economic status (regression coefficients (SE)

for BMI were as follows: for men - father's
RGSC 0.12(0.04), employment grade
0.08(0.03); for women - father's RGSC
0.30(0.07), employment grade 0.33(0.07).
Among women but not men adult smoking,
total and HDL-cholesterol, and fibrinogen
were linked with father's RGSC. Levels in
adulthood of exercise, waist-hip ratio, dia-
stolic blood pressure, fasting triglycerides,
and post-load glucose were not associated
with father's social class after adjustment for
current socioeconomic position.
Conclusions - Risk factors were in general
more strongly related to adult than to child-
hood socioeconomic status. Exercise levels in
both sexes and smoking among men were not

related to father's social class. BMI seems in
these subjects to be the variable most clearly
associated with childhood social status.

Beer, wine and spirits, and cardio-
vascular disease in British adults

M J WHICHELOW, B D COX (Department ofCom-
munity Medicine, University of Cambridge)
Background - The low incidence of coronary

heart disease in France compared with Great
Britain has been partly attributed to the rel-
atively high consumption of wine - the
"French paradox". Studies in a number of
countries have shown that moderate alcohol
consumption, particularly of wine, is pro-
tective against cardiovascular disease (CVD).
In Britain there have been few studies differ-
entiating between the type of alcoholic drunk.
Objectives - To determine the relationship
between the consumption of beer, wine, and
spirits and the development of, including
death from, CVD over seven years in a ran-

dom sample of British adults.
Design - The health and lifestyle survey of
1984/85 (HALS1) and the follow up survey

in 1991/92 (HALS2) collected data on beer,
wine, and spirits consumption using a seven

day recall diary. Red and white wine were not

differentiated. Medical history was recorded
and mortality information was also available
on those who died between the two surveys.

Excluding those with CVD, hypertension,
diabetes, or cancer at HALS 1 there were

1488 men and 1708 women aged 35 to 75
who were seen again at HALS2 or who had
died by HALS2.
Method - Logistic regression analysis, ad-
justing for age and smoking habit, was used
to explore the relationships between the type
or amount of alcohol consumed and the de-
velopment of CVD.
Results - There were considerable socio-
demographic variations in the patterns ofcon-
suption, with beer drinking more common in
men, younger respondents, manual groups,

and smokers. More spirits were drunk by
smokers and older respondents, but wine
drinking was more popular with women, non-

manual respondents, and non-smokers. In
comparison with non-drinkers, men drinking
21 to 35 units a week and women drinking
1 to 13 units a week were less likely to develop
CVD (p<0.05 for men and women). Analysis
by alcohol type showed that men who drank
mainly beer, or a mixture of beer, wine, and
spirits, had a lower risk of CVD than non-

drinkers (p<0.05). There was a similar tend-
ency (non-significant) with wine, but no effect
with spirits. Only women who drank mainly
wine had a significantly lower incidence of
CVD (p<0.05) than non-drinkers.
Conclusions Beer for men and wine for
women had a protective effect against CVD.

The lack of a statistically significant effect of
wine in men may relate to the fact that few
men drank wine.

Angina diagnosis: does the patient get it
right?

F C LAMPE, M WALKER, P H WHINCUP, S G

WANNAMETHEE, L LENNON, S EBRAHIM, A G
SHAPER (Department ofPrimary Care and Popu-
lation Sciences, Royal Free Hospital School of
Medicine, London)
Objective - To assess the validity of the self
reported history as a measure of diagnosed
angina in population based studies.
Subjects -Although 5789 men from the British
regional heart study who reported being with-
out an angina diagnosis at entry (1978-80)
and were alive at the end of 1992, aged 52
to 75 years.
Methods - In 1992, subjects were asked in a
self administered questionnaire if they re-
called ever having had a doctor diagnosis
of angina. The subject report of diagnosed
angina was compared with the GP record of
angina obtained from reviews of case notes
from study entry to the end of 1992. Men
were then followed for a further three years for
major coronary heart disease (CHD) events.
Results - Men were classified into four groups:
group A (n= 397; 6.9%) had both a subject
report of an angina diagnosis and a GP record
of angina; group B (n= 190; 3.3%) had a
subject report but no GP record of angina;
group C (n= 105; 1.8%) had a GP record
but no subject report of angina; and group
D (n = 5097; 88.0%) had neither a GP record
nor a subject report of angina. Thus, 79.1%
of men with a GP record of angina reported
their diagnosis, and 67.6% of men who re-
ported an angina diagnosis had confirmation
of this in their notes. Of the 190 subjects
with a report of angina not confirmed by GP
records, almost half (92/190) had a CHD
history (myocardial infarct, coronary artery
bypass graft, percutaneous transluminal cor-
onary angioplasty) and a further 23 had a GP
record of angina after 1992. The prevalence
of chest pain on exertion (assessed by ques-
tionnaire in 1992) was high in men with a
confirmed report (group A; 72.8%), and in
men with an unconfirmed report (group B;
59.0%), but was relatively low in men who
did not report a recorded diagnosis (group
C; 28.6%). In those with neither record nor
report of angina (group D), 6.1 % experienced
exertional chest pain. The prevalence of an-
gina by standard WHO (Rose) criteria
showed a similar pattern. After three years'
follow up from 1992, 9.6%, 11.1%, 4.8%,
and 2.8% of men in groups A, B, C, and D
respectively had experienced a new major
CHD event.
Conclusion - These results suggest that a self
reported history of a doctor diagnosis of an-
gina is a valid measure of diagnosed angina in
population based studies, and is ofprognostic
importance even if unconfirmed by GP case
records.

South London community stroke re-
gister: stroke incidence in the first two
years of the register (1995-96)

J A STEWART,' E RICHARDSON,' C VARDEN,I R S

HOWARD,2 A G RUDD,3 C D A WOLFEI ('De-
partment ofPublic Health Medicine, UMDS, St
Thomas's Campus and Departments of 2Neur-
ology and 3Care of the Elderly, St Thomas's
Hospital, London)
Background - There are significant differences
in mortality rates for stroke between ethnic
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groups, but whether this is due to differences
in stroke incidence remains unclear in the
UK. The aim of this project is to determine
whether there are ethnic differences in the
incidence of first ever stroke and in the fre-
quencies of different subtypes of stroke.
Setting - An inner city population of 234 533
residents of Lambeth, Brixton, and North
Southwark, of which 72% are white, 21%
are black (11% Afro-Caribbean, 7.5% West
African, and 2.5% black mixed), and 3% are
Asian, Bangladeshi and Pakistani.
Methods - Using a multiple source, prospective
community stroke register, data on incidence
and stroke subtype were collected. Ethnic origin
was self reported by the patient or carer using
the standardised OPCS census classification of
ethnic group. Stroke subtype was classified
using brain radiology (computed tomography
or magnetic resonance imaging) or necropsy
data. Strokes without pathological con-
firmation ofstroke subtype using either ofthese
methods were unclassified.
Results -A total of 596 strokes were registered
in 1995-96 giving a mean overall annual
incidence rate of 1.3 strokes per 1000 popu-
lation per year (95% CI 1.1, 1.4). The in-
cidence of stroke was significantly higher in
all ages in blacks compared with whites
(p<0.0001), and the mean age of stroke was
significantly lower in blacks compared with
whites (63.5 years, 95% CI 60.1, 66.9, and
73.9 years, 95% CI 74.7, 72.6 respectively,
and p<0.0001). Of the first 500 patients re-
gistered, classification of stroke subtype using
information from brain radiology or necropsy
was possible in 441 patients (88.2%). There
were significant ethnic differences in the fre-
quencies of subtypes of stroke between blacks
and whites (p<0.01 5), with an increased pro-
portion of strokes due to intracranial haem-
orrhage and lacunar infarction in the blacks
(28.4% and 29.6% respectively) compared
with whites (16.4% and 24.8% respectively),
and an increased proportion of non-lacunar
infarction in the whites compared with blacks
(45.5% and 36.4% respectively).
Conclusion - These results suggest important
ethnic differences in stroke incidence which
probably reflect differences in risk factors for
stroke between ethnic groups. These need
to be examined further in order to develop
effective strategies for stroke prevention in
multi-ethnic communities.

HEALTH INTERVENTION/NEEDS ASSESSMENT

Systematic review of the treatment of
constipation in the elderly

M PETTICREW, I WATT (NHS Centrefor Reviews
and Dissemination, University of York)
Background - About a fifth of elderly people
living in the community suffer from con-

stipation. It is significantly more common

among those living in nursing homes and
hospitals. The most common method of clin-
ically managing constipation is by the use of
oral laxatives, on which the NHS spends
approximately £43 million per year. However,
there appears to be little information available
on the relative effectiveness of the different
types of laxative.
Objectives - To determine the effectiveness
and cost effectiveness of laxatives in the pre-
vention and treatment of constipation in the
elderly.
Methods - A systematic review of the treat-
ment of constipation in older adults was car-

ried out. This involved searches of a range of
electronic databases and contacts with au-
thors of published trials. Studies in any lan-
guage were eligible for inclusion.
Results - Eleven placebo controlled randomised
controlled trials (RCTs) and nine RCTs com-
paring one laxative agent in elderly patients
with another were identified. Most of the trial
participants were living in hospitals or nursing
homes. Data on frequency ofbowel movements
suggested an improvement with laxative treat-
ment. Non-significant trends in favour of treat-
ment were shown in most trials, but small
sample sizes may have resulted in an under-
estimate of the effectiveness of laxatives. Many
trials reported non-significant improvements in
consistency and pain. It was not possible to
determine the relative effectiveness of different
types of laxative as few good quality studies
have been carried out. Three trials of the pre-
vention of constipation in the elderly were
found, two examining fibre and one examining
stimulant laxatives. None of these trials found
any significant benefit of laxatives in preventing
constipation.
Conclusions - There are wide variations in the
cost of different laxative treatments, with little
evidence of differences in effectiveness. In
particular, the overall costs of prescribing
stimulant laxatives appear to be increasing.
This seems to be due to the increasing cost
of prescribing two stimulant laxatives, co-
danthramer and co-danthrusate. However,
there is no evidence that they are more effect-
ive than other laxatives. There is a need for
well designed RCTs comparing different
treatments for constipation in the elderly.
This would allow a cost effective management
strategy for constipation to be devised.

Systematic review of interventions for
the treatment and prevention of obesity

A M GLENNY, S. O'MEARA, T SHELDON, A MEL-

VILLE, C WILSON (NHS Centre for Reviews and
Dissemination, University of York)
Background - Obesity and overweight con-
stitute a serious health problem because of
the associated increased risk of disease and
mortality. The Health of the Nation strategy
for England has set a target to reduce the
prevalence of obesity in those aged 16-64
years to no more than 6% and 8% for men
and women respectively by the year 2005.
However, it is predicted that at the present
rate of increase the figures will reach 18% for
men and 24% for women by 2005.
Objectives - To systematically assess the
effectiveness of interventions designed to pre-
vent and treat obesity, and maintain weight
loss.
Methods - Systematic review of the research
literature. Randomised controlled trials with
an observation period of at least one year
were identified by a search of computerised
databases (including MEDLINE, EMBASE,
BIDS, and PSYCHLIT), citations in iden-
tified reviews, and consulting experts. In the
area of prevention non-randomised con-
trolled trials with a concurrent control group
were also included.
Results - Ninety eight studies met the in-
clusion criteria, less than 10% of which were
conducted in a UK setting. Many studies
had methodological problems such as small
sample sizes and high rates of attrition, with
only 6% carrying out analysis on an intention
to treat basis. Few rigorous studies of pre-
vention have been carried out. The treatment
of obesity has been explored through dietary,

exercise, behavioural, pharmacological, and
surgical interventions. Although most in-
terventions achieve some weight loss, most
studies identified demonstrate weight regain,
either during or after treatment.
Conclusions - Greater emphasis should be
placed on the prevention of obesity. Research
is required to identify those at most risk of
developing obesity, and to determine the op-
timal preventive strategies. The development
of a weight management strategy in order to
identify those at risk of developing obesity,
and to monitor the treatment of obesity,
should be considered. All weight loss pro-
grammes must include a long term main-
tenance strategy.

Needs assessment for sickle cell dis-
orders: the value of asking about needs
before getting expert advice

A STREETLY, K MAXWELL, A MEJIA (Department
ofPublic Health Medicine, UMDS, St Thomas's
Hospital, London)
Introduction - Sickle cell disease is a range of
genetic disorders causing anaemia and acute
and chronic tissue damage in almost any
organ in the body. In the UK, the population
has increased markedly in the past two dec-
ades, so that sickle cell is now one of the
commonest reasons for admission of children
to hospital in inner London. The needs of
this population have been recognised by the
medical profession and the Department of
Health with the publication of the Standing
Medical Advisory Committee report (SMAC
report) in 1993. The findings of this report
were based mostly on expert opinions of the
sub-committee. The findings of a needs as-
sessment for London undertaken jointly with
the voluntary sector are described and com-
pared to the needs identified and re-
commendations made by the SMAC report.
Methods - These included determining what
an ideal service should consist of, estimating
the size of the population affected, holding a
series of focus group discussions with the
users of the service to obtain information
about their experiences and opinions of the
service, and surveying a range of relevant
professionals and organisations to determine
the extent to which the ideal service existed.
Results - The views of users and the survey
findings from purchasers indicated that pro-
gress has been made in the development of
some services mostly in the acute man-
agement of the disorders (eg development of
protocols for management in accident and
emergency departments). Concerns re-
mained in areas such as staff attitudes to
patients and the responses to patients' needs
for pain relief, the lack of adequate screening
programmes, and the poor local authority
responses in general. Review of the areas
where developments have occurred suggested
that the response to the disease was mostly
related to acute care needs rather than those
identified by a strategic and population based
approach to the needs of the population.
Screening programmes were poorly and in-
consistently developed, there were few popu-
lation registers, interagency working was
limited, and the community based needs of
this chronic disease often not recognised. De-
velopments appeared to have occurred mostly
in the areas highlighted by the SMAC report;
lack of development in other areas (eg in-
teragency working and community service)
were mirrored by a complete lack ofcomment
or recommendations in the SMAC report.
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Conclusions - The presentation will illustrate
differences in conclusions drawn between this
study and the SMAC report and discuss the
value of qualitative methods in policy de-
velopment, particularly in areas where there
is only limited experimental evidence to guide
the development of services.

Rehabilitation resources and services:
needs assessments with disabled people,
carers, and professionals

P KERSTEN,1 2 S GEORGE,I D L MCLELLAN,2 J

SMITH M MULLEE3 ('The Wessex Institute for
Health Research and Development; 2University
Rehabilitation Research Unit; and 3Medical
Statistics and Computing; University of South-
ampton
Objectives - To assess systematic differences
in the identification of unmet needs as per-

ceived by disabled people, their carers, and
nominated key professionals. We defined
need as, "a service or resource which would
confer a health or rehabilitation gain".
Design - Cross sectional survey of people with
physical disabilities, aged 16-65, recruited to
the study from two disability registers. For
each subject a principal carer and professional
were identified. Participants were interviewed
using a structured needs assessment ques-
tionnaire. The OPCS disability severity scale
was employed to describe overall level of
disability of participants. Contingency tables
were constructed to evaluate agreement be-
tween groups on 18 areas of unmet needs.
McNemar statistics were computed and Bon-
ferroni's correction were used to account for
multiple significance testing.
Results - Ninety six disabled people (mean age

46.5; SD 10.9) 70 carers, and 90 professionals
participated. Median level of disability as

measured on the OPCS scale was 8.0 (IQR
6.0-9.8). Disabled people reported more un-

met needs than their carers and professionals
(381 v 208 v 204). More disabled people
than professionals identified unmet needs for
adaptations, information, and wheelchairs
(p<0.0028). More professionals than dis-
abled people reported unmet needs related to
improved social life and intellectual fulfilment
(NS). There was reasonable agreement be-
tween disabled people and carers.

Conclusions - The observed differences in per-

ceptions ofneeds probably had several causes.

Our experience suggests that professionals
are inadequately informed about their clients'
objectives and priorities, and that disabled
people, carers, and professionals have diffi-
culty in formulating needs as opposed to
objectives. A follow up study is underway to
determine the outcome of meeting or not
meeting needs and to evaluate a model to
predict the outcome of meeting needs.

GENERAL PRACTICE

Unwelcome customers? Exploring the
epidemiology of removal from GP lists

J SKINNER, J MUNRO (Medical Care Research
Unit, University of Sheffield)
Background - GPs have always had the right
to remove patients from their lists, and need
not give a reason for doing so. In 1994, this
right was strengthened to allow immediate
removal of a person from a doctor's list fol-
lowing an act of actual or threatened violence.

In a context of increasing financial and per-
formance pressures on GPs, there have been
concerns that patient removals might be in-
creasing. In the absence ofprevious published
reports we undertook an exploratory analysis
of removals from doctors' lists in a single
health district of 120 practices serving over
500 000 people.
Methods - Analysis of routine data collected
by Sheffield Family Health Services Authority
relating to Sheffield residents removed from
doctors' lists over the period 1991-95, with
practice population data from the same
source. The reason for removal was recorded
simply as "moved out of area", "violence",
or "other".
Results - The mean annual removal rate was
1286 patients per year (2.4 per 1000 re-
gistered patients per year). Of these, only 10
removals per year were due to "violence" and
one third to movement out of the practice
area, leaving the reasons for most removals
unknown. There was no evidence of an up-
ward trend in removals over the five years.
The rate was slightly higher for female than
male patients and varied markedly according
to age. Excluding those due to moving groups
with relatively high rates of removal were
children under 10, young women aged 25-29
years, and those over 75. However, about
40% of removals included multiple members
of family groups rather than single in-
dividuals. There was wide variation in re-
moval rates between practices. 'While three
quarters of practices had an annual rate below
one patient per 1000, two practices had rates
above six per 1000. There was a tendency
towards higher removal rates in the more
deprived parts of the city.
Conclusions - In contrast to concern about
increasing removals, removal from a doctor's
list remains a rare event which did not become
commoner over the five year period ex-
amined. Violence accounted for very few
cases. However, we did find considerable vari-
ation in removal rates between practices and
according to the age and sex of patients. The
factors which account for this variation are
unknown, but groups at higher risk ofremoval
seem to be those likely to make the greatest
use of health care.

Removal of patients from GPs lists in
Northern Ireland

D O'REILLY, K STEELE,2 D GILLILAND,2 P

REILLY,2 B MERRIMAN' ('Health and Health
Care Research Unit, Queen's University of Bel-
fast; 2Department of General Practice, Queen s
University of Belfast, Dunluce Health Centre,
Belfast)
Background - Being struck off a GP's list is
one of the issues most frequently raised by
patients who call the Patients Association.
There is much anecdotal evidence in the
press which suggests that the phenomenon is
growing and is exacerbated by GP fund-
holding. However, firm data relating to the
characteristics of removed patients, or the
GPs who remove them, has not hitherto been
generally available in the UK.
Methods - The Central Services Agency (fam-
ily health services authority equivalent) has
for many years maintained a card based data-
base of all those episodes of removal from
GP lists in Northern Ireland. This database
was used to undertake a descriptive epi-
demiological study of these patients and the
GPs who remove them. Specifically, the data
were analysed to provide an accurate de-

scription of the number of patients removed
(as distinct from episodes of removal) over
the last 10 years (1987-96 inclusive); to des-
cribe the demographic characteristics of these
patients; to attribute the area characteristics
of the electoral ward to the removed patients
by using the postcode of residence; and to
use the GP cypher code to ascertain the
characteristics of those GPs and practices
which remove patients, with particular ref-
erence to GP fundholding.
Setting - All patients who had been removed
or assigned by a GP, other than for reasons
of change of address, in Northern Ireland
from 1987-96.
Results - During this period 6608 patients
were removed and 1653 were assigned rep-
resenting respectively, 3861 and 1060 re-
moval and assignment decisions. Further
results will be presented at the meeting.

A randomised controlled trial of coun-
selling in primary care

I HARVEY,' S NELSON,2 R LYONS,3 T PETERSI
('Department of Social Medicine, University of
Bristol; 2Avon Health Authority, Bristol; 3West
Wales Centre for Public Health, Swansea)
Background - Despite the widespread ex-
pansion of generic counselling in primary care
settings, this intervention remains un-
evaluated.
Objectives - To determine the effectiveness
and relative cost effectiveness of generic coun-
selling compared with usual GP care in a
primary care setting.
Methods - A randomised controlled trial and
health economic evaluation were carried out
in nine general practices in South Wales.
The interventions compared were access to
generic counselling (brief therapy model in-
volving up to six, 50 minute sessions) and
usual GP care. Outcomes were measured
using the hospital anxiety and depression
(HAD) scale and COOP/WONCA functional
health assessment charts four months after
randomisation. Eligible patients were aged 16
years and over with diverse mental health
problems (excluding phobic conditions and
psychoses).
Results - Altogether 162 subjects were ran-
domised. The groups were similar at baseline.
There were significant improvements be-
tween randomisation and follow up for most
outcome measures in both groups, but no
significant differences between the study
arms. The 95% confidence intervals were
narrow and excluded clinically significant
effects. Under various assumptions con-
cerning the cost of secondary care referrels
and of counselling, there was no clear cost
advantage associated with either intervention.
Conclusions - This pragmatic trial shows no
difference in functional or mental health out-
come at four months between subjects offered
access to counselling and those given usual
care by their GP. There is no clear difference
in the cost effectiveness of the two inter-
ventions.

Does recruitment strategy affect par-
ticipation and interim outcome in a ran-
domised control trial evaluating physical
activity promotion in primary health
care?

J HARLAND,' M WHITE' C DRINKWATER, L FARR,'
N NABI2 ('School of Health Care Sciences, Uni-
versity of Newcastle; 2Walker Medical Group)
Objective - To compare participants recruited
using different strategies at baseline and fol-
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lowing a 12 week intervention to increase
physical activity.
Design - Participants were approached (1)
opportunistically, while attending daily GP
surgeries; or (2) by postal invitation, as part
of a randomised controlled trial evaluating
the promotion of physical activity. Par-
ticipants who were willing, and not excluded
on medical grounds, attended a baseline fit-
ness assessment including questionnaire,
physical measurements, and exercise test,
after which they were randomised to one
control and four intervention groups. After
12 weeks, participants were sent a postal
questionnaire to assess self reported changes
in physical activity and other health related
behaviours.
Setting - One inner city general practice in
Newcastle upon Tyne, UK.
Subjects - A total of 523 adults aged 40-64
years.
Main outcome measures - These were par-
ticipation rates; socioeconomic position
(SEP), health, and psychosocial char-
acteristics of participants at baseline; changes
in self reported levels of physical activity and
other health behaviours at 12 weeks.
Main results - All adults aged 40-64 years on
1 January 1995 were eligible to participate
(n=2947). Altogether 218 mean (138 op-
portunistic and 80 postal) and 305 women
(212 opportunistic and 93 postal) attended
the baseline assessment. A greater proportion
of those approached opportunistically agreed
to participate (men: 24% v 18%, women 29%
v 24% respectively). Participants recruited
opportunistically had lower SEP, were more
likely to smoke (33% v 25%, p=0.05), had
below average exercise capacity for their age,
and had more negative attitudes to exercise.
They were also more likely to be pre-con-
templative or contemplative and less likely to
be active at baseline. Perceived barriers to
exercise varied between the groups. At 12
weeks there were no statistically significant
differences in response rate (81% v 86%),
uptake of intervention (80% in both groups),
or in proportions reporting increased levels
of physical activity (34% v 38%) between the
two groups.
Conclusions - Opportunistic and postal re-
cruitment strategies target different popu-
lation groups. Although the opportunistic
group had lower SEP and poorer health than
the postal group at baseline, there were no
appreciable differences in outcome measures
at 12 weeks. A more detailed cost-benefit
analysis, including analysis of results at one
year follow up, may favour one strategy over
the other.

SOCIAL FACTORS (1)

The relationship of household income to
a range of health measures in three age
cohorts in the west of Scotland

G DER, S MACINTYRE, G FORD, K HUNT, P WEST

(MRC Medical Sociology Unit, University of
Glasgow)
Background - Despite increasing interest in
the relationship between income and health,
there are relatively few published data at the
individual level, compared with international
comparisons or ecological studies. Those
published cover few and disparate health
measures and the measures of income are not
always comparable. Wilkinson, in his recent
book, is forced to conclude that the shape of

the relationship between income and health
remains unknown.
Objectives - To examine the relationship of
household income to 14 health measures. To
explore the shape ofthose relationships found
to be significant and to quantify their strength.
Design and setting - The west of Scotland
twenty-07 study, a population based cohort
study with three age cohorts, aged 18, 39
and 58 in 1990-91 (n=902, 852, and 858,
respectively).
Measures - Height, weight, BMI, waist-hip
ratio, systolic and diastolic blood pressure,
pulse rate, FEVI, GHQ, number of recent
symptoms, number of "malaise" symptoms,
longstanding illness, limiting longstanding ill-
ness, and self-assessed health. Household in-
come adjusted for household composition
using the McClements method.
Methods - Multiple linear regression, or lo-
gistic regression, as appropriate. All health
outcomes were initially adjusted for age, sex,
and their interaction. Polynomial terms for
income (quadratic and cubic) were tested
for evidence of curvilinear relationships. A
"threshold" model was also tested, allowing
the income to health relationship to differ
above and below a threshold point. The
threshold chosen was half average income.
Interactive effects involving income with age
and/or gender were tested.
Results - Income was significantly related to
all the health measures except diastolic and
systolic blood pressure. The relationship was
mostly linear for the physical measures,
whereas there were curvilinear relationships
with several of the self report and psy-
chological measures. The threshold model
was not supported. There were interactions
with gender for measures concerned with
body size/shape (showing steeper gradients
for women), and interactions with age for
some of the self report measures (showing
different patterns for the youngest group).
Conclusions - The relationship of income to
health varies not only according to the health
measure chosen, but by age and gender. This
variation may reflect the properties of income
as a measure of socioeconomic circum-
stances. Income may not only be a measure
of contemporaneous material circumstances,
but may also be a proxy for other influences
throughout the life course.

Income dynamics and health

M BENZEVAL,"2 K JUDGE,2 ('Institute for Fiscal
Studies, London; 2King' Fund Policy Institute,
London)
Introduction - It is a truism that low income
is bad for health. The precise links between
various definitions and perceptions of fin-
ancial circumstances and different measures
of health status, however, are not clearly un-
derstood. Moreover, recent research makes it
increasingly clear that income is a dynamic
not a static concept. Although some people
face long periods of sustained financial hard-
ship, a large number of others move in and
out ofpoverty in various ways and for differing
periods of time. It is important to consider
the implications of this for the debate about
the relationship between income and health.
Objective - The purpose of this paper is to
explore the dynamic nature ofthe relationship
between income and health in two ways.
Firstly, existing studies that examine the
health consequences of income dynamics will
be reviewed. Secondly, preliminary findings
from an analysis of data from the first five

waves of the British household panel survey
(BHPS) will be presented.
Design and methods - (1) A preliminary review
has been conducted of studies that examine
the effect on the health of individuals of either
their average income level and/or changes in
their income over time. (2) Using the latest
econometric methods, data for the 6658 re-
spondents who have participated in all five
waves of BHPS to date will be analysed to
evaluate the impact of levels and fluctuations
in equivalent family income on individuals'
self reported health.
Results - To date 13 studies based on eight
different longitudinal datasets from three
countries, the USA, Canada, and Sweden,
have been identified. They suggest that:
* Income level and income change are both

significantly related to health;
* Income level appears to be more important

for health than income change;
* Persistent periods of low income appear to

be more harmful to health than occasional
ones;

* Income loss appears to have a more sig-
nificant effect on health than income gain.

BHPS data have already been successfully
employed to illustrate the considerable fluc-
tuations in levels of income among re-
spondents during the first half of the 1990s.
Results of models that explore links between
average levels and changes in family income
on various measures of self reported mor-
bidity, after adjusting for other socio-
demographic determinants of health, will be
presented.
Discussion - The implications of the findings
for both further research and policy de-
velopment will be highlighted.

Are housing tenure and car access simply
markers of income or self esteem?

S MACINTYRE, A ELLAWAY, G DER, G FORD, K
HUNT (MRCMedical Sociology Unit, University
of Glasgow)
Background - Housing tenure and car access
are known to predict mortality and morbidity.
It is usually assumed that both are simply
markers either for income/wealth or for psy-
chological traits such as self esteem. However,
it may be that features of tenure and car
access are directly health promoting (or dam-
aging), in addition to their relation to income
or self esteem.
Objective - To examine whether observed as-
sociations between tenure and car access and
a range of health measures disappear in mod-
els controlling for income or self esteem.
Methods - An analysis of adults in their late
30s (n=785) and late 50s (n=717) par-
ticipating in the west of Scotland twenty-07
study. Health measures were; GHQ, FEV,/
height2, waist-hip ratio, number of chronic
illnesses, number of recent symptoms, and
systolic blood pressure. These were chosen
to represent different domains of health, and
because all of them (except waist-hip ratio
among men) were significantly associated
with tenure and car access among both men
and women. Household income was adjusted
for household composition, and the Ro-
senberg scale was used to measure selfesteem.
Results - The health measures were first
adjusted for age, sex, and their interaction.
After further controlling for income, housing
tenure and car access were still significantly
associated with all the health measures except
blood pressure among women, and blood
pressure and waist-hip ratio among men.
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When self esteem was entered instead of in-
come, housing tenure was still significantly
associated with all the health measures, and
car ownership with all except blood pressure.
Discussion - Housing tenure and car access
may have some more direct association with
health than is implied in models assuming
they are merely markers for income or self
esteem. Given that they are frequently used
for proxies for material or social disadvantage
in area classifications it may be important to
explore further their social meanings, and
their relationship both to material and social
deprivation and to various health measures.

The health divide widens in Sweden and
Britain, but what is happening to access
to care?

M WHITEHEAD,12 M EVANDROU,2 B HAGLUND,3
F DIDERICHSEN' ('Department of Public Health
Sciences, Karolinska Institute, Sweden; 2King's
Fund Policy Institute, London; 3Centre for Epi-
demiology, National Board of Health and Wel-
fare, Sweden)
Introduction - Social inequalities in mortality
and life expectancy have been widening in
both Britain and Sweden over the past 20
years. Available evidence suggests that the
role ofhealth services in narrowing the overall
mortality gap is minor. However, health ser-
vices do have an important contribution to
make - not least in coping with and ameli-
orating the health damage caused by in-
equalities in society. In times of growing
inequalities in health, it is more important
than ever to ensure equitable access to health
care. In this respect both Sweden and Britain
have prided themselves on their national
health services, based on equal access for
equal need.
Objectives - To investigate access to health
care in Britain and Sweden over the last
decade. More specifically, to examine differ-
ences between socioeconomic groups in GP
and hospital utilisation, controlling for health
status, and establish how these differentials
have changed over time.
Methods - Nationally representative survey
data are employed from the British general
household survey (GHS) and its Swedish
counterpart (the ULF), over three time
periods between 1984 and 1994. Bivariate
and multivariate analysis (logistic regression)
is carried out in examining the prevalence of
ill health and health service use among adults
(25-74 years) in different socioeconomic
groups. Demographic factors (age, sex, and
marital status), as well as geographical area
are taken into account.
Results - Inequalities in access to health care
are apparent in Sweden for the first time since
the 1960s. This is in part due to a marked
increase in use among professionals and also
widening health inequalities. Little inequality
in access to GP consultations was found in
Britain in the mid- 1980s, however a pro-poor
gradient has been developing in the 1990s.
For hospital outpatient visits, a gradient fa-
vouring professionals was found, particularly
in the 1980s, though this gradient was not
statistically significant. In both countries
there is a widening in the health divide from
1984-85 to 1990-91, followed by a slight
narrowing by 1993-94. This narrowing of
health differentials in Britain occurred due to
a marked deterioration in morbidity among
the professional group, rather than any im-
provement in the other groups.

Conclusion - The major shifts in labour market
and health policies over the decade are dis-
cussed as possible explanations for the ob-
served trends. This analysis provides an early
indication of possible problems with access
to care in Sweden appearing in the 1990s and
wider concerns about British trends in the
health of different socioeconomic groups.

action were costlier, on average, than those
which were not.
Conclusions - Four main functions of needs
assessments are identified: identifying a prob-
lem, planning change once an issue has come
onto the agenda, post hoc justification of a
political decision, and building ownership of
decisions. There were substantial differences
in perceptions of and attitudes to needs as-
sessment between public health and com-
missioning interviewees.

POLICY (2)

Do we need needs assessment? The
influence of public health needs
assessments on health policy and
decision making

N FULOP,I M HENSHER ('Health Services
Research Unit, London School of Hygiene and
Tropical Medicine; 2London Health Economics
Consortium, London School of Hygiene and
Tropical Medicine)
Background - A key task for health authorities
following the introduction ofthe internal mar-
ket was the systematic assessment of the
health needs of their local populations. There
have been few studies which identify how
topics for needs assessment are chosen or the
influence they have on the decision making
process. This paper reports on a study of the
impact of public health needs assessments on
health care decision making in London health
authorities.
Objectives - To identify needs assessment
work undertaken by health authorities during
the period 1993-96, and to examine its costs
and influence on policy and decision making.
Methods - Needs assessment reports were
identified from information provided by de-
partments of public health. Semistructured
interviews with senior representatives from
public health departments and com-
missioning teams were carried out. Re-
spondents were asked to describe actions
resulting from individual needs assessments
and to identify the most important com-
missioning decisions in the three year study
period. Public health interviewees were asked
to identify reasons for choosing each needs
assessment topic and to estimate resources
used in each study. Commissioning in-
terviewees were asked for their perceptions
of the extent to which needs assessment had
informed key commissioning decisions.
Results - Fourteen of 16 London health au-
thorities participated. Interviewees were un-

aware of 30% (64/217) of the needs
assessment reports. The most common needs
assessments topics were: geographic profiles,
mental health, black and ethnic minorities,
and older people. This contrasted with the
commissioning decisions perceived as being
"most important" which were: mental health,
acute services reconfiguration, primary care
development, and cancer strategies. Sixty six
per cent of needs assessments projects were
perceived as leading to changes to services.
Projects instigated by local routine data or
anecdotal evidence were more likely to lead
to change than those instigated by national
policy or pressure from an individual within
the health authority. For 39% (28/71) of
major commissioning decisions, needs as-
sessments were perceived to have been very
influential. For 30% of these decisions, how-
ever, no needs information was available.
Mean annual expenditure for health au-
thorities on needs assessment was £71 000.
Needs assessments perceived as having led to

How far has the NHS been privatised and
does it matter? A review of 18 years of
government policy

A MACFARLANE,' A M POLLOCK2 ('Radical Stat-
istics Health Group; 2St George's Hospital Med-
ical School, London)
The policies used to privatise long term care
provision and funding have many parallels
with those currently being used to privatise
acute care. Trends apparent in routine data
illustrate the way policies for community care
were used to privatise the provision and fund-
ing of long term care throughout the 1980s
and early 1990s. These data and other evi-
dence show many signs that the policy of
moving to a primary care led NHS is being
used to privatise many other areas of NHS
and social care.
The Private Finance Initiative and the

Primary Care Act, rushed through before the
general election, together pose serious threats
to the principles of the NHS. The new le-
gislation will allow GP fundholding consortia
to useNHS money to invest in private finance
initiative construction schemes and become
shareholders in the business. As well as de-
signing and building hospitals and running
ancillary services, these joint ventures could
also operate clinical services. Large fund-
holders or trusts could become significant
commercial partners and shareholders. The
legislation appears to offer much greater free-
dom to raise and introduce charges and to
use private health insurance. It may also allow
agencies to limit their risks, either through
careful selection of patients or through re-
stricting access to benefits.
These changes could therefore move NHS

beyond the purchase/provider split towards
an insurance model where the capitated
budget will be held by a single agency. The
risks to the public of moving towards a US
style health care system will be described and
indications made public to date of the way
the new government planning to implement
the legislation will be discussed.

Primary care led commissioning ofmen-
tal health services: a qualitative evalu-
ation of an organisational intervention

B K CUNNINGHAM, G SHEPHERD, I J HIG-
GINSON,2 ('Department of Public Health, Ken-
sington and Chelsea and Westminster Health
Authority, London; 2Department of Palliative
Care and Policy, King's College School ofMedi-
cine and Dentistry, London)
Background - Recent NHS and Department
of Health (DoH) initiatives have recognised
the significant role of primary health care
teams (PHCTs) in the decision making pro-
cess of local services. These initiatives com-
bined with the high priority of mental health,
as outlined in the NHS Priorities and Planning
Guidancefor the NHS 1996/97 and the DoH's
Health of the Nation document, means that
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health authorities, general practice, and local
trusts and providers need to determine how
to best meet these developments. A primary
care led NHS is rapidly developing but de-
cision makers are still asking what it means
and how it should impact on commissioning.
It is not clear what the impact on care will
be or how to enhance relationships between
the stakeholders: patients, primary care, sec-
ondary care, health authorities, and local au-
thorities. This paper will illustrate how NHS
decision makers can be empowered in the
commissioning process of mental health ser-
vices through participation in an or-
ganisational programme, and how it may
effect the power balance between stake-
holders.
Objective - To undertake detailed exploration
of the ways in which an organisational pro-
gramme influences the mental health com-
missioning decisions of GPs, providers and
purchasers.
Design - Action based, longitudinal research
and case studies: comparing the impact of an
organisational programme in an "inter-
vention" group with a "control" group of GP
practices over a 21 month period.
Setting - The Kensington and Chelsea and
Westminster Health Authority area (inter-
vention group: 40 GP practices in Victoria,
Paddington, and Chelsea; control group: 52
GP practices in South Kensington, North
Kensington, and Marylebone).
Methods - Observation of events during an
organisational programme aimed at GPs and
mental health professionals. Forty "before
and after" semistructured interviews with
clinicians and managers involved in com-
missioning and providing mental health care.
Forty selfcompleted GP questionnaires in the
control and intervention group. Four focus
groups with patients who have used mental
health services. Analysis of the local official
documents on mental health needs, pur-
chasing intentions, strategic planning, and
evidence based practice.
Results - The main issues identified are: lack
of shared care of patients with serious mental
illness, poor communication between pro-
fessional groups, lack of primary care in-
volvement and confidence in commissioning,
need for education and support networks for
PHCT members, complex configuration of
secondary mental health services, obstacles
in accessing secondary mental health services,
lack of shared knowledge of clinical roles and
boundaries, and absence of nursing protocols
and service level agreements. Through fa-
cilitated GP action, these issues were ad-
dressed by holding strategy meetings between
GPs and senior management ofmental health
trusts, and developing mental health seminars
and practice based educational activities for
PHCTs.
Conclusions - Early results indicate that the
organisational programme does have the po-
tential to strengthen primary care led com-
missioning in mental health services. There is
the potential for conflict between purchasers,
providers and primary health care as GP con-
fidence increases and they become proactive
in the commissioning process.

Waiting for the good ofyour health? First
steps in analysing NHS waiting lists

P W ARMSTRONG (Centre for Population Studies,
London School of Hygiene and Tropical Medi-
cine)
Aim - To assess the impact of length bias on
the distribution of waiting times published in

the hospital episode statistics, hospital waiting
list statistics, and in early estimates of the
waiting times of those admitted. To explore
the consequences of this bias for decisions
based on health service indicators and
Patient's Charter performance tables, and the
validity of the picture drawn by Department
of Health press releases and answers to par-
liamentary questions.
Method - The "first active wait" of those
selected for admission, censored, or still wait-
ing on certain waiting lists in the former South
West Thames Regional Health Authority
were downloaded from the patient ad-
ministration system. These were used to con-
struct cumulative distributions of waiting
times for each distinct group in turn. Life
table estimates of the survival function that
is, the cumulative probability of waiting, were
also constructed allowing incomplete ob-
servations and competing events to contribute
their wait to date in an unbiased fashion. The
official waiting times of those admitted or
still waiting were obtained from the hospital
episode statistics and KHO7 returns re-
spectively and used to produce separate
cumulative distributions ofwaiting times. Ap-
proximations were then used to derive the
cumulative probability of waiting for ad-
mission from the hospital episode statistics
and the cumulative probability of wating for
admission, removal, or self deferral from the
Korner dataset.
Results - The waiting times of those censused
and the waiting times of those admitted are
subject to substantial bias which invalidates
attempts by patients, managers, government,
and researchers to assess the experience of
patients or the performance of providers. To
date, the government statistical service and
health services researchers have used seriously
flawed measures ofpatient waiting times, pro-
ducing a literature concerned with artefactual
patterns and relationships.

CARDIOVASCULAR DISEASE MANAGEMENT

Lowering blood pressure: a meta-
analysis of non-pharmaceutical inter-
ventions

S EBRAHIM, G DAVEY SMITH2 ('Department of
Primary Care and Population Sciences, Royal
Free Hospital School of Medicine, London;
2Department of Social Medicine, University of
Bristol)
Background and objectives - Risk factors for
raised blood pressure include obesity, physical
inactivity, high dietary salt intake, stress, and
high alcohol consumption. Much less is
known about the effects on blood pressure
of modification of these risk factors for the
purposes of disease prevention. A systematic
review and meta-analysis of randomised con-

trolled trials (RCTs) was conducted to es-

timate the effects of various non-

pharmacological interventions on blood pres-
sure.

Design - RCTs of single interventions aimed
at altering these risk factors among adults
aged 45 or older, with and without hyper-
tension, and with at least 6 months follow up
were included. MEDLINE was the primary
source and the boundaries of the study were

from 1966 to June 1994.
Results - Most RCTs were of short duration
and did not provide guidance on the sus-

tainability of effects and were excluded. To-
tals of 7 RCTs of weight reduction, 6 of salt

restriction, 4 of exercise, 1 of stress man-
agement, and 1 of alcohol reduction of longer
than 6 months duration were found. Net (ie
intervention - control group) systolic blood
pressure changes (mean (SE) mmHg), in
hypertensives were as follows: weight loss
-5.5 (1.5), salt restriction -2.5 (2.8), ex-
ercise -3.9 (2.8), and stress control -8.7
(3.8). The apparently large effects of stress
control are probably explained by design
faults in the trial. Smaller changes were found
in normotensive participants: weight loss
-2.4 (1.2), salt restriction -1.1 (0.7), ex-
ercise + 1.4 (1.8), and alcohol reduction
-2.1 (1.0). The majority of RCTs were of
low methodological quality and bias often
tended to increase the changes observed. Few
of the trials controlled for the confounding
effects of concurrent changes in other blood
pressure risk factors.
Conclusion - These net changes are probably
overestimates of the effects that might be
achieved by non-pharmacological in-
terventions. There is a need for large scale,
long duration trials of these non-phar-
macological interventions in hypertensive
patients to determine effect sizes more ac-
curately.

Evaluation of a community package of
care for stroke patients discharged early
from hospital

A G RUDD, C D A WOLFE, R BEECH, K TILLING2
('Department of Elderly Care; 2Department of
Public Health Medicine, UMDS, St Thomas'
Hospital, London)
Background - Stroke patients have high ad-
mission rates and length of stay in hospital.
The aims of this study were to determine
whether lengths of stay could be reduced and
the clinical and cost effectiveness of stroke
care improved by providing a coordinated
community stroke team.
Methods - A randomised controlled trial was
conducted with 331 patients either con-
tinuing with conventional care or being dis-
charged as soon as practicable to receive
specialist rehabilitation from a physio-
therapist, occupational therapist, and speech
therapist at home for a period of up to three
months. A randomised controlled trial was
conducted with 331 medically stable patients
who were able to transfer independently or
with a resident carer. Fifty per cent of stroke
patients admitted during the trial and 75%
of patients who did not die in hospital were
recruited. Patients were randomised to either
continue with conventional care or be dis-
charged as soon as practicable to receive
specialist rehabilitation from a physio-
therapist, etc. The primary outcome measures
were length of stay and Barthel index. Ad-
ditional measures of impairment, disability,
and handicap were also collected at ran-
domisation and at 2, 4, 6, and 12 months
together with measures of resource use,
patient, and carer satisfaction.
Results - There were no significant differences
in baseline characteristics. One year outcomes
are presented. No differences in any of the
clinical measures were found between the
two groups. Patients and carers were equally
satisfied with conventional and domiciliary
care. Length of stay from randomisation was
reduced in the community rehabilitation
group by a mean of 6 days from 18 to 12 days
(p=0.0001). No differences in readmission
rates, institutionalisation rates, or use ofsocial
services were seen. Patients with relevant im-
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pairments had significantly more therapy in
the early discharge group, although overall
therapy levels were not significantly different.
Conclusion - Early discharge and community
rehabilitation offers an alternative model for
stroke care which is clinically equally effective,
possibly more cost effective than conventional
care, and acceptable to both patients and
carers.

Duration of bedrest and hospital stay in
myocardial infarction and medical evi-
dence

R R WEST (University of Wales College of Medi-
cine, Cardiff)
Background - Early mobilisation and dis-
charge following myocardial infarction is
widely practised. While the current two to

three days may be better for deep vein throm-
bosis than the pre-war six weeks' total bedrest,
durations of bedrest and of hospital stay con-

tinue to reduce. In times of evidence based
practice, we might reasonably ask what ex-

perimental evidence there is in support of this
trend and to question where this trend might
lead.
Method - An overview of randomised trials
of duration of bedrest and of hospital stay
following myocardial infarction examines
outcomes in mortality and morbidity and
power of trials to demonstrate benefit or

otherwise of reduced durations.
Results - Eleven randomised controlled trials
compared bedrest ranging from 15 v 25 down
to 2 v 9 days with follow up ranging from 6
weeks to 18 months. No trial reported a

significant effect on mortality: the pooled es-

timate of relative risk of early mobilisation
was 0.90 (95% CI 0.70, 1.12). No trial had
sufficient power to detect a mortality differ-
ence as large as 25% and a longer term follow
up ofthe largest single trial reported a possible
increase in mortality of this order. Yet time
trends show continued reductions of bed rest
and hospital stay without supportive evidence
of randomised controlled trials.
Conclusion - Current policy of early mo-

bilisation goes beyond empirical trial evi-
dence. Many hospitals are now in as much
hurry to mobilise and discharge as they are

to admit and thrombolyse patients with myo-
cardial infarctions. Animal experiments sug-

gest that infarcts remain unstable for several
days and that early exercise can compromise

repair and scar tissue formation. Infarcted
muscle may suffer if the heart is allowed
no rest after infarction and further study is
required to identify an optimal regime, some-

where between the prolonged bedrest of pre-

war practice and immediate mobilisation.

Getting research into practice: carotid
endarterectomy in the former Wessex re-

gion

G FERRIS,' P RODERICK,' A SMITHIES,' T CHANT,2
S GEORGE, N COUPER,3 J GABBAY' ('The Wessex
Institute for Health Research and Development,
University ofSouthampton; 2Royal South Hants
Hospital, Southanmpton; 3Health Economics
Facilities of The University of Birmingham)
Background - Stroke is the third commonest
cause of death in the UK, and the commonest
cause of physical disability. The efficacy of
carotid endarterectomy (CEA) in preventing
strokes in symptomatic patients (transient
ischaemic attacks, amaurosis fugax, and
minor strokes) with more than 70% stenosis

of the ipsilateral carotid artery was dem-
onstrated by the North American symp-

tomatic trial and the European carotid surgery

trial. In 1992 the Association of British
Neurologists (ABN) published guidelines ad-
vocating that all reasonably fit patients with
appropriate symptoms in the carotid artery
territory should be investigated for carotid
stenosis.
Objective - This study compares current CEA
provision with estimated levels ofneed within
the former region of Wessex and considers
the implications for stroke prevention.
Method - Utilisation rates were obtained from
inpatient hospital episode statistics for carotid
artery reconstructions performed on Wessex
residents between 1991-96. Estimates of
need were obtained by applying the Oxford
community stroke project TIA and stroke
incidence rates to the age-sex structure of
Wessex to generate the expected number of
TIAs and minor strokes and then by applying
estimates of presentation rate, type of stroke,
distribution, and degree of stenosis. A work-
shop for Wessex purchasers and providers
debated the implications of the findings.
Results - Between 1991 and 1996 the number
of CEA operations increased twofold from
104 to 266. There were district/provider vari-
ations - in 1995-96 one provider performed
45% of all CEA operations and the DHA
operation rate ranged from 5.3-15.5 per

100 000 persons. In 1995-96 the overall oper-

ation rate for Wessex residents was 89 pmp.
Our best estimate of need was 146 pmp (464
operations per annum), based on 152 TIAs
(48 pmp) and 312 minor strokes (98 pmp)
in Wessex. Purchasers and providers both
agreed that CEA was an important com-

ponent of stroke prevention. Providers were

keen to maximise uptake and implement ABN
recommendations; strategies to improve ac-

cess to diagnostic facilies such as greater use

of open access and one-stop clinics; and de-
veloping referral guidelines for GPs. Pur-
chasers felt constrained by resource

implications and limited role of CEA in re-

ducing stroke incidence (1% reduction).
Conclusion - Despite robust evidence of CEA
efficacy and the increase in operations over

the last three to four years, our data suggest a

considerable level of unmet need. Purchasers
and providers differed in their priorities and
strategies to address this issue. Further work
is needed to identify the reasons for the level
of and variation in unmet need, and the ap-

propriateness and outcomes of existing prac-

tices.

CAREERS IN SOCIAL MEDICINE

Who do clinicians turn to for advice
and information? The composition of
professional networks in the NHS

E WEST, ID N BARRON,I J DOWSETT, iJ N NEWTON'
(' Unit of Health-Care Epidemiology, University
of Oxford; 2School of Management, University
of Oxford)
Objectives - Understanding clinician be-
haviour change demands attention to in-
formal as well as formal channels of
communication, particularly when social in-
fluence, as well as information is thought to
be important. The purpose of this study was

to investigate the kind of discussion networks
on which clinical directors of medicine rely,
focusing on their professional and or-

ganisational boundaries.

Design - The sample comprised 50 clinical
directors of medicine (CDMs) randomly se-
lected from national lists. We focused on
this group because they have a significant
managerial component to their job which the
literature suggests should affect the size and
diversity of their social networks. Data were
gathered by telephone interviews, using a
modification of the US general social survey
social networks supplement. The important
research question was: "With whom have you
discussed important professional matters in
the last 12 months?" We then asked for socio-
demographic information on the individuals
identified by our respondents and for further
information about the duration, intensity, and
nature of their relationships.
Results - Preliminary analyses suggest that
CDMs are embedded in dense, tightly knit
networks, dominated by their peers. The fact
that most of the alters named by the re-
spondent knew each other suggests that these
groups may have some of the characteristics
of "cliques" in the sociological literature. The
majority of alters in CDMs networks were
people they had met at work; and they were
likely to socialise with about two thirds. The
most common topic of conversation was
"general managerial issues" and the second
most common was "specific patient cases".
We are currently conducting further in-
vestigations to determine whether CDMs talk
mainly to other CDMs, as suggested by our
current work, and to find out the extent to
which their professional social networks are
bounded by their own hospital trust.
Conclusion - The density and egalitarian com-
position of CDMs networks reinforce the idea
that peer groups and professional associations
provide the most efficient pathways by which
research can be disseminated through medical
communities. Our current research ex-
amining the professional and organisational
boundaries of CDMs networks should aid
the design of empirically based strategies to
disseminate information and to change clini-
cians' behaviour.

Negotiating boundaries: social medicine
and public health research and resource
centres in the north west of England

A YOUNG, U HARRIES (Public Health Research
and Resource Centre, University of Salford)
Introduction - In the early 1990s, health au-
thorities in the north west of England es-
tablished five public health research and
resource centres (PHRRCs) with a broad
aim of strengthening, through research and
information gathering, the public health role
within the emerging purchasing authorities.
They could therefore be seen as centres for
social medicine while giving a strong role to
highly skilled public health specialists from
non-medical backgrounds. In the paper we
will draw on experiences from work within
the centres to highlight issues which we feel
are salient to the broader debates around
careers in social medicine/public health. Both
authors were appointed as founding members
of staff in PHRRCs.
Developing social medicine: discussion pointsfrom
the PHRRC experience
* The strength of the PHRRC model lies in

the ways in which, through mutually agreed
work programmes, it brings public health
researchers into close alliances with policy
makers. From our experience these are
more fruitful than relationships built
around projects commissioned from or-
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ganisations on a one off basis. Examples of
how this has facilitated linking research
with policy will be presented for discussion.

* Maintaining relationships with authorities
is an important, but often un-
acknowledged, aspect of this workload. We
believe it is also key to the strengths of
the PHRRC "model". There is no single
"blueprint" for how this is best fulfilled for
different authorities. Indeed as the au-
thorities themselves change, so their ex-
pectations and relationships with PHRRCs
change.

* The converse of this close relationship is
that it makes PHRRCs (and PHRRC staff)
"vulnerable". This is particularly the case
with the recent drives to reduce health
authority management costs which have
left PHRRCs exposed. We feel public
health researchers should have the same
amount of security (or lack of it!) as their
health authority colleagues.

* Pooling resources across authorities for
shared learning is one of the ways in which
PHRRCs can "add value" for health au-
thorities. Health authority public health
departments are unlikely to have the re-
sources to foster a "critical mass" of re-
search expertise within their departments.
Examples of project work which illustrate
this will be presented.

* These centres constantly negotiate several
boundaries crucial to social medicine: be-
tween policy making and research, between
public health and other functions, and be-
tween public health medicine and other
specialisms.

Careers in social medicine: what does
the wider picture of contract research
tell us?

H T 0 DAVIES, C M BRYSON (Department of
Management, University of St Andrews)
The recent survey of training and career de-
velopment needs of public health pro-
fessionals for the Faculty of Public Health
Medicine revealed much about non-medical
public health in the UK. One third of re-
spondents to this survey worked in academic
settings and, with the growth in NHS R&D,
this figure is likely to expand. The concerns
raised by the respondents (for example, lack
of career structures, training and de-
velopment, status etc.) mirror the concerns
expressed in the wider community of contract
research staff. This paper clarifies the issues
affecting contract research staff in UK aca-
demic institutions and relates these to the
specific circumstances of non-medical public
health.
The number of contract research staff has

grown substantially in the UK (from 7800 in
1979 to 28 000 in 1994). It is not known how
many of these posts are in public health but
health-related work accounts for some 10-
15% of all contract researchers. This paper
demonstrates that researchers in public health
working in universities face much the same
difficulties in their working lives as contract
researchers in other areas. The authors will
mainly draw on evidence about these diffi-
culties from a survey on a nationally rep-
resentative sample of contract research staff
with over four hundred responses. Our ana-
lysis suggests that the role of contract research
in providing initial experience and training
has changed markedly, and that these changes
have introduced new problems in professional
development and career progression.

The concerns of contract research staff
are becoming more widely recognised, for
example by a report from a House of Lords
Select Committee in 1995. The recent Con-
cordat between employers and some of the
research funders does address some issues but
it has not yet been endorsed by the majority of
health related funding bodies.

Recent specific initiatives to develop strat-
egies for improving non-medical public health
are to be welcomed (eg activities sponsored by
the Multidisciplinary Public Health Forum,
Faculty of Public Health Medicine, and the
Society for Social Medicine). However, the
debate and practical steps should be taken in
full recognition of the wider agenda facing
contract research staff in academic in-
stitutions. In this way proposals can be made
to dovetail with national initiatives and un-
necessary duplication can be avoided. Trans-
ferring and adapting successful development
strategies from academic settings may also
improve the position of non-medical public
health contract staff in the service setting.

More by luck than career plan - the pro-
gress of a public health opportunist

T KNIGHT (Directorate of Health Promotion,
North Staffordshire Health, Stoke-on-Trent)
Introduction - My initial response to the call
for papers for the special "Chair's session"
was one of blushing modesty. Who am I to
offer my humble story to such a venerable
audience? But I wonder how much of that
response was the result of conditioning? The
result of many years of being made to feel
"second best" in public health because I'm
not medically qualified? So, modesty aside,
I've put pen to paper.
Methods - My "career" started with a degree
in human biology/nutrition and my first piece
of luck came when I managed to get myself
a bursary award to study for a PhD in an
excellent epidemiology unit. My years there
gave me a broad grounding in public health
and decided me; I wanted a career in this
fascinating field. The decision was the easy
bit. It didn't take long to discover that that
career option wasn't open to me. So I did
what I could to get relevant experience; two
"post-docs" in public health/clinical epi-
demiology in Bradford and Staffordshire;
both posts created through opportunism/re-
search grants. Then I managed to secure my
present post within health promotion. More
luck - a sympathetic DPH agreed to pay for
me to study for an MPH programme - which
seemed to me the most likely candidate for
the "non-medic" ticket into public health
jobs.
Results - 1 st class degree in biology/nutrition;
PhD (epidemiology); MPH (Distinction);
over 10 years experience in public health/
epidemiology/health promotion: current post
- senior manager in health promotions.
Conclusion - But where to go from here? I do
have a good job, I've been lucky, but I'm
quite firmly placed within health promotion
and "management" and do not have a job
title which reflects my broad public health
background and training. It's time we looked
at which skills are needed for which jobs and
appointed accordingly. It's time I moved on
(and up) but the options are few. I'm still
hoping that luck hasn't deserted me and that
the need for opportunism will have been re-
placed by equal opportunities in public health
careers.

PRIMARY/SECONDARY CARE

Home visiting by GPs in England and
Wales

P AYLIN,I F A MAJEED,' D G COOK2 ('Office
for National Statistics, London; 2Department
of Public Health Sciences, St George' Hospital
Medical School, London)
Objective - To use data from the fourth na-
tional survey of morbidity in general practice
to investigate the association between home
visiting rates and patient characteristics, and
to determine the broad diagnostic categories
for which GPs carry out home visits.
Design - The fourth national survey of mor-
bidity in general practice was a longitudinal
study of 502 493 patients carried out between
September 1991 and August 1992. As part
of the survey, diagnostic data were collected
on all visits that took place in patients' homes.
Setting - Sixty general practices in England
and Wales.
Main outcome measures - Home visiting rates
per 1000 patient years and age and sex stand-
ardised home visiting ratios; broad diagnostic
categories based on ICD-9 chapter headings.
Results - Some 10.1% (139 801/1 378 510)
of all contacts with GPs took place in patients'
homes. The average annual home visiting rate
was 299 per 1000 patient years. Rates showed
a J-shaped relationship with age and were
lowest in people aged 16-24 years (103 per
1000) and highest in people aged 85 years
and over (3009 per 1000). Rates were higher
in females than in males in all age groups
except children aged 0-4 years. Altogether
1.3% of the patients in the survey were visited
five or more times each and were responsible
for 39% of all home visits. Age and sex stand-
ardised home visiting ratios increased from
69 (95% CI 68, 70) in people in social class
I to 129 (95% CI 128, 130) in people in
social class V. The commonest diagnostic
group was "diseases of the respiratory sys-
tem". In older age groups "diseases of the
circulatory system" was also a common diag-
nostic group. Standardised home visiting ra-
tios for the 60 practices participating in the
study varied eightfold, from 28 to 218 (in-
terquartile range 67 to 126).
Conclusions - Home visits remain an im-
portant component of the workload of GPs.
As well as the strong associations between
home visiting rates and patient characteristics
such as age, sex, and social class, there are
also large differences between practices in
home visiting rates. A small number of
patients were responsible for a dis-
proportinately high number of home visits.
Further investigation of both patients and
practices with high home visiting rates may
help to explain the large differences in work-
load between general practices, and also help
in the allocation of resources to practices.

"Hospital at home" is as safe as hospital,
cheaper, and patients like it more: early
results from a randomised controlled
trial

A D WILSON, I H PARKER, l A T WYNN, 1 J M G

JONES,2 N SPIERS,2 C JAGGER,' G M PARKER'
('Department of General Practice and Primary
Health Care, University of Leicester; 2De-
partment of Epidemiology and Public Health,
University of Leicester)
Background - "Hospital at home" (HAH)
offers nursing care in the home for a limited
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period to patients who would otherwise be
managed in hospital. This provision could
counter the steady rise of acute admissions
and consequent bed crisis in hospital. We
report here early results from the only ran-
domised controlled trial (RCT) ofaUKHAH
admission avoidance scheme.
Objective - To compare the process, outcome,
and cost of acute care provided by HAH with
a hospital ward (HW).
Design - RCT: outcome data were collected
at three points over three months by interview.
Setting- City of Leicester HAH scheme, three
Leicester acute trust hospitals.
Subjects - All patients referred by GPs to
HAH during the study period (November
1996-May 1997) were randomised to HAH
or hospital ward admission.
Main outcome measures - These were func-
tional status, morale, and patient satisfaction.
Process measures included length of stay,
discharge destination, readmission, and costs.
Results - To date 181 patients have been
randomized - 91 to HAH and 90 to hospital.
Groups were similar at baseline assessment
before randomisation, for dependency (Bar-
thel index) and dementia screening (CAPE).
On an intention to treat basis, death rates at
three months post admission (HAH: 23%;
HW: 21 %) and change in health status
(SIP68, Barthel index, Philadelphia morale
scale) did not differ between groups. Median
length of stay differed markedly (HAH: 8.5
days, IQR 6-13; HW: 20 days, IQR 12-29).
Satisfaction with care was high for both
groups, but significantly higher in the HAH
group (HAH median: 21/24, HW median:
18/24, p = 0.001, Wilcoxon). Median episode
cost in HAH (/J1077) was less than half of
the hospital cost (,C2301), but the cost per
day for HAH (,C154) was greater than that
for hospital (£1 21). HAH cost per day was
comparable to price per day quoted for com-
munity hospital beds in Leicestershire.
Conclusion - Interim results suggest that HAH
provides a safe and viable alternative to hos-
pital, is more popular with patients than hos-
pital admission and provides an episode of
care more cheaply than an acute hospital.

URGE: an evaluation ofa guideline based
fast track urological investigation ser-
vice: effects on GPs pre-referral man-
agement

R E THOMAS,"12 H DEANS,3 J GRIMSHAW, S
MCCLINTON,4 J MOLLISON,' J REPPER,2 R
WEBBER,4 ('Health Services Research Unit, Uni-
versity of Aberdeen; 2Department of General
Practice and Primary Care, University of Ab-
erdeen; 3Department of Radiology, Aberdeen
Royal Hospitals NHS Trust; 4Department of
Urology, Aberdeen Royal Hospitals NHS Trust)
Introduction - Hospital urological services in
the UK are under pressure due to a shortage
of urologists at a time of increasing referrals.
The increase in referrals is associated with
the detection of urological problems through
a growing number of screening assessments,
the prevalence ofdisease among an expanding
elderly population, and greater media related
public awareness of urological problems. Two
of the commonest reasons for urology referral
are symptoms of benign prostatic hyperplasia
(BPH) and microscopic haematuria. Initial
investigation of these conditions is routine
and could be provided by an open access
investigation for GPs. This ongoing study is
an evaluation of the clinical and cost effect-
iveness of such a service.

Methods - Guidelines for referral for the two
conditions were developed by local multi-
disciplinary groups. Over 80% of GPs in
Grampian Region, Scotland agreed to par-
ticipate in the study. The study design is a
2 x 2 Latin square. Practices were stratified
by geographical area and fundholding status,
then randomised to receive guidelines and
access to the service for one condition and
provide control data for the other. Data are
being collected on the process and outcome
of care and the costs of the service before and
after introduction.
Results - Preliminary analysis suggests that
50% of eligible patients were referred through
the new service. Generalised linear modelling
techniques showed a significant increase in
adherence to referral guidelines in the study
group compared with the control group (0.45,
95% CI 0.19, 0.77).
Conclusions - The guideline based fast service
led to improvements in pre-referral man-
agement and adherence to referral guidelines
for the two urological conditions with no
apparent significant increase in practice work-
load. It would also free up around 400 new
urology outpatient appointments per year, if
a similar level of referral to the new system
were achieved under service conditions. The
presentation will discuss the impact of the
new service on general practice and hospital
management of patients referred with the two
conditions.

Can primary and community based
models of emergency care substitute for
the accident and emergency department?
A systematic review

E ROBERTS, N MAYS (King' Fund Policy In-
stitute, London)
Objectives - The range of options for the
delivery of emergency care is expanding in
the UK. Meanwhile, resource constraints
have left many hospital accident and emer-
gency (A&E) departments struggling to cope
with rising levels of demand. This review
aims to assess whether, and to what extent,
community based models of emergency care
can substitute cost effectively for the con-
ventional A&E department.
Design - A systematic literature review of
34 comparative studies. The review method
conforms to guidelines published by the
Centre for Reviews and Dissemination, Uni-
versity of York. A range of interventions are
evaluated: (1) improved access to primary
care; (2) GPs employed within A&E de-
partments; (3) minor injuries units; (4) tele-
phone triage; and (5) restrictions on access
to A&E services.
Main outcome measures - Evidence of sub-
stitution through changing utilisation pat-
terns, costs, health outcomes, and self
reported patient satisfaction.
Results - The available evidence suggests that:
(1) access to primary care is an important
influence on A&E utilisation; (2) GPs based
in A&E departments manage patients less
resource intensively than hospital doctors;
(3) and (4) disappointingly, few studies were
located which met the review inclusion cri-
teria, but descriptive case studies suggest that
subostitution is a possibility; (5) research on
US managed care systems highlights several
successful strategies for shifting demand to
community based settings such as user-
charges for A&E attendances. The in-
terventions reviewed were aimed at patients
with comparatively minor illness or injury and

there was no evidence that health outcomes
were significantly affected by substitution.
Costs were rarely reported. Thus the cost
effectiveness of these interventions remains
unproved.
Conclusion - Primary and community based
emergency care provision can substitute for
the hospital A&E department. However,
quantifying the scope for substitution in a
British context remains difficult, despite a
systematic evaluation of the evidence. This is
because these findings are based largely on
North American research. For example, it is
difficult to envisage the implementation of
user charges for A&E attendance in the NHS.
There is a lack of evaluative research on those
models of community based emergency care
that have been rapidly developing in the UK
(for example, GP out-of-hours cooperatives).
This is not surprising. Rigorous studies such
as randomised controlled trials are time con-
suming and very often difficult to conduct on
organisational changes. There would seem to
be a methodological trade off between the
relevance and quality of research, with fun-
damental implications for the evidence based
delivery of health care.

SOCIAL FACTORS

Asthma, social class, and patterns of
consultation in the general population

P TRINDER,I M DUDGON, P CROFT' ' (Industrial
and Community Health Research Centre,
University of Keele; 2 Staffordshire Health
Authority)
Background - Asthma symptoms and hospital
admissions are more frequent in poorer famil-
ies. It is not clear whether this reflects en-
vironmental causes or accessibility to health
care. We have studied the association between
social class and GP consultation for lower
respiratory symptoms in asthmatic patients
in the general population.
Design - (1) Cross sectional population sur-
vey. (2) Prospective cohort study.
Setting - Two general practices in Stafford-
shire.
Study population - Random sample (n = 5000)
of the practice population aged . 5 years was
studied.
Methods - (1) A postal questionnnaire en-
quiring about asthma symptoms and severity,
smoking, and occupation was used. Patient's
postcodes were linked to the 1991 census
from which a Townsend deprivation score
was derived. Patients who answered positively
to four or more of six selected questions were
defined to have "possible asthma". (2) A
short form, designed to appear on the GP's
computer screen, was accessed and com-
pleted by the GP each time a patient from
the study population consulted with a lower
respiratory symptom during the six months
following the return of the baseline ques-
tionnaire.
Results - (1) There were 3543 replies to the
questionnaire (73% response rate). Twelve
per cent of patients had possible asthma.
Possible asthma was more prevalent in
patients from social class V than in those from
social class I (OR 2.1, 95% CI 1.0, 4.2), and
in patients living in deprived areas compared
with patients living in more affluent areas
(OR 1.4, 95% CI, 1.1, 1.7). Smoking only
partly explained these links. (2) Overall, 3%
of baseline responders to the questionnaire
consulted their GP with a lower respiratory
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symptom in the following six month period.
Patients from different social classes, or living
within different areas of deprivation, were
equally likely to consult for lower respiratory
symptoms. In patients with possible asthma
at baseline, there was no clear trend of sub-
sequent consultation according to social class.
However, patients with possible asthma living
in affluent areas were significantly more likely
to consult their GP than patients with possible
asthma living in more deprived areas
(p < 0.04).
Conclusions - The prevalence of asthma is
higher in deprived groups, yet those with
possible asthma who live in deprived areas
are likely to consult with a lower respiratory
symptom. This suggests that in deprived
groups, although prevalence is higher, care
seeking for asthma symptoms (measured by
consultation) is lower.

Social class trends in mortality: 22 years
follow up ofwomen and men in the Office
for National Statistics longitudinal study

S HARDING, A BETHUNE, R MAXWELL, J BROWN,
M ROSATO (Office for NTational Statistics, Lon-
gitudinal Study Unit, London)
Objective - To examine social class trends in
mortality among women and men in England
and Wales.
Design - Longitudinal study of 1% of the
population of England and Wales followed
from 1971-92.
Subjects - Altogether 94430 women and
92 513 men aged 35-64 at death.
Main outcome measures - Age and sex specific
direct standardised rates for all causes, lung
and breast cancers, ischaemic heart disease,
cerebrovascular disease, and respiratory dis-
eases. Deaths are also analysed by marital
status for women and economic status for
men.
Results - Among women, social class differ-
ences in mortality narrowed between
1976-80 and 1981-85 but increased between
1986-92. The steeper class gradient in the
later period was due to the improved relative
mortality of classes I/II and the worsening of
that of class IV/V. The relative differences
narrowed between the late 70s and early 80s
because death rates of non-manual women
did not change significantly while those of
manual women declined. By 1986-92, how-
ever, mortality declines were larger among
non-manual women accounting for the
steeper gradient in 1986-92. The widening
of the class gradient was more pronounced
among women who were not married. The
changes in the trends were mainly attributable
to trends in ischaemic heart disease and breast
cancer. In men, there was a progressive in-
crease in mortality differences between non-
manual and manual classes. As with women,
this was due both to the improved relative
mortality of men in class I/II and to the
worsening of that ofmen in class IV/V. Death
rates declined over the entire follow up period
for all classes, although the decline was greater
among non-manual men than among manual
men. Employed men accounted for 94% of
all deaths, and unemployed men for 4%.
Relative class differences increased among
both the employed and unemployed, but
more so for the unemployed. Among the
employed, death rates declined progressively
for both non-manual and manual men.
Among unemployed manual men, however,
death rates rose between 1981-85 and
1986-92 accounting for the larger class

differences between the unemployed and em-
ployed. The trend in ischaemic heart disease
was a major determinant for the widening of
the gradient.
Conclusion - Social class differences in mor-
tality widened in the 1980s due to the larger
declines in death rates among non-manual
classes compared with those of manual
classes.

Socioeconomic gradient in morbidity
and mortality in people with diabetes:
findings from the Whitehall study and
theWHO multinational study ofvascular
disease in diabetes

N CHATURVEDI,I J JARRETT,' M J SHIPLEY,' J H
FULLER' ('Department of Epidemiology and
Public Health, University College London
Medical School, 'University of London)
Objectives - To assess whether the inverse
socioeconomic mortality gradient observed in
the general population persists in diabetic
people.
Design - The Whitehall cohort study and the
London cohort of the multinational study for
vascular disease in diabetes (WHO
MSVDD).
Setting - London, UK.
Subjects -A total of 17 046 male civil servants
(17 046 without diabetes, 218 with diabetes)
aged 40-64 examined in 1967-69, and 300
people with diabetes aged 35-55 from Lon-
don clinics examined between 1975-77. Both
cohorts were followed up until January 1995.
Main outcome measures - All cause, cardio-
vascular, and ischaemic heart disease mor-
tality.
Results - In both cohorts, people in the lower
social groups were older, had higher blood
pressure, and were more likely to smoke. In
the Whitehall study, heart disease prevalences
were 3% and 14% higher respectively in the
lowest compared with the highest grades in
people without and with diabetes (p = 0.08)
for interaction). In the WHO MSVDD, pro-
teinuria (15% v 27%, p=0.01) and ret-
inopathy (48% v 54% p=0.5) were more
common in the lower social groups. There
was a clear socioeconomic gradient in all
cause mortality in both cohorts, with death
rates being about twice as high in the lowest
compared with the higher social groups. In
the Whitehall study, this gradient was similar
to that in the control population, and per-
sisted for cardiovascular and ischaemic heart
disease. About half of the increased risk of
death in the lowest social group was ac-
counted for by blood pressure and smoking.
Conclusions - We confirm the existence of an
inverse socioeconomic mortality gradient in
diabetic people, and suggest that this is largely
due to conventional cardiovascular risk fac-
tors, which are at least potentially modifiable.

Biological and social influences on mor-
tality in a cohort of 15 000 Swedes fol-
lowed from birth to old age

D A LEON, I H LITHELL,2 D VAGERO,3 P MC-

KEIGUE, I KOUPILOVA' ('London School ofHy-
giene & Tropical Medicine, 2Institute of
Geriatrics, Uppsala University, Sweden;
'Department of Sociology, University of Stock-
holm, Sweden)
Objectives - To ascertain the simultaneous
influence of fetal growth and socioeconomic
factors at different stages in the life course
on mortality from various causes of death.

Design - An historical cohort study of all
babies delivered in the Uppsala Academic
Hospital, Sweden in 1915-29 with extensive
information on birth outcome and maternal
circumstances, linked to the national censuses
for 1960 and 1970.
Subjects - A total of 14 610 live and still births
followed up until the end of 1994.
Main outcome measures - Mortality from all
causes, circulatory diseases, and neoplasms
from the start of 1952 made up of over 2500
deaths.
Results - Of the major causes of death ex-
amined, ischaemic heart disease in men was
the only one to show a significant inverse
association with size at birth. This was ap-
parent both among singleton term births, and
for all singleton births regardless of gestation
in relation to birth weight for gestational age.
This association persisted after adjustment for
maternal marital status and socioeconomic
factors at birth and at the 1960 and 1970
censuses. There was evidence that mortality
from all neoplasms increased with increasing
birth weight among men and women. All
cause mortality showed no consistent as-
sociation with size at birth in either sex. Ma-
ternal marital status was found to be
independently associated with mortality from
ischaemic heart disease after adjustment for
size at birth and socio-economic cir-
cumstances in adult life.
Conslusions - This cohort study is the most
complete and extensive study of its size that
enable the influence of factors operating at
various points in the life course to be studied.
We have found that size at birth is negatively
associated with ischaemic heart disease mor-
tality in men, consistent with the results of
several previous studies. However, it is clear
that size at birth alone is not sufficient to
explain the influence of maternal marital sta-
tus on later mortality. This independent effect
may reflect the influence of socioeconomic
factors in childhood on postnatal growth, that
itself may be a risk factor for later disease.
The influence ofearly life factors on ischaemic
heart disease appears to extend beyond the
in utero period.

HEALTH SERVICES RESEARCH (1)

Information sharing across health and
social services

S GODDEN, A POLLOCK (Department of Public
Health, Merton, Sutton & Wandsworth Health
Authority, London)
Objectives - Firstly, to develop a methodology
for data linkage between health and social
services. Secondly, to establish a baseline for
service provision and to develop a framework
for monitoring eligibility and service criteria
as an aid to joint planning in an inner city
area.
Methodology - The population studied was all
residents from Wandsworth who had been
assessed and were in receipt of a social service
on one "snapshot" day. Three sources of data
were linked as follows:

* Social services data from one local au-
thority;

* Community health services data;
* Korner inpatient hospital episode data.

Data were linked to profile the population
use ofservices and to examine the relationship
between uptake of service use between the
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different agencies. Linkage was undertaken
by identifying "person markers", assuming
that if more than one record shared the same

postcode, sex, and date of birth, all such
records could be aggregated and designated
as belonging to one person. Analysis was

undertaken on the community health and
social services data sets separately to profile
the population receiving services in relation
to age, sex, and type of services received.
Following linkage, the same analysis was

undertaken for the subsample which had re-

ceived both health and social services, ie com-
bined packages of care.

Results - At any one time, health and social
services were serving similar numbers of res-

idents, but the populations they serve differ.
Community health services input is trimodal
in distribution (children, young women, and
the elderly), whereas social services input is
mainly to the over 65s. At any one time, fewer
than 11% of individuals receiving a social
care package were in receipt of community
health services. These joint care packages
were mainly for home care and district nurs-

ing input.
Conclusion - This is the first time this tech-
nique has been applied to health and social
services. The exercise highlighted problems
of data quality, indicating the relevance of
adopting a person based system for health in
the longer term to obtain a more accurate
picture of activity. A data linkage tool needs
to be developed for use in health and social
services information systems. Alternatively,
multi-agency tracking of an individual could
be achieved by the use of a unique identifier
such as the NHS number, particularly if it
could be adopted beyond the NHS, ie by
social service departments. Security, con-

fidentiality, sensitivity, and willingness of
agencies to share data are all issues to be
resolved in undertaking work of this kind.

Evaluation of health service inter-
ventions at area and organisation level:
a case for methodological improvement?

O UKOUMUNNE, M GULLIFORD, S CHINN, I

J STERNE,', P BURNEY,' A DONNER2

('Department of Public Health Sciences,
UMDS, St Thomas's Hospital, London;
2Department of Epidemiology and Bi-
ostatistics, University of Western Ontario,
Canada)
Background - Health service interventions are

often implemented at the level ofgeographical
area (eg health authority) or organisational
unit (eg hospital or general practice). Or-
ganisations or areas contain individuals who
may tend to be more similar to each other
than to the rest of the population. This cor-

relation of individual level responses within
clusters presents methodological difficulties.
The evaluator may also have to work with a

small number of large clusters. Some evidence
suggests that optimum methods are not used
for the evaluation of cluster level evaluations.
Objective - To carry out a systematic review
of methods for evaluating area wide and or-

ganisation based interventions.
Methods - We identified references by search-

ing electronic databases, published journals,
and citations. Synthesis was by means of
qualitative judgements concerning validity.
Results - This paper will describe and illustrate
the following abbreviated checklist of stat-
istical issues for evaluators:

(1) To justify the use of the cluster as unit
of intervention;

(2) To justify the use of designs which do
not include randomisation;

(3) To consider the appropriate use ofmatch-
ing or stratification;

(4) To consider different approaches to re-
peated assessments in prospective eval-
uations (cohort v repeated cross sectional
designs);

(5) To allow for design effects in sample
size calculations using estimates of intra-
cluster correlation. Usually it is necessary
to estimate the required number of clus-
ters of fixed size. Appropriate estimates
of intra-cluster correlation are now be-
coming available;

(6) To allow for clustering at the time of
analysis, either by carrying out cluster
level analyses or by adjusting individual
level analyses for design effects. In-
dividual level analyses may be performed
by using the intra-cluster correlation co-
efficient to adjust standard errors or by
using techniques appropriate for hier-
archical data;

(7) To include estimates of intra-cluster cor-
relation in published reports.

Conclusions - The problems inherent in
evaluating area- and organisation-based
interventions need wider appreciation. Es-
tablished and innovative approaches to study
design and analysis are available and their
application offers the potential to increase
the validity of health care evaluation and
technology assessment.

Limiting long term illness and health
care utilisation

K JORDAN,' P CROFT,2 B N ONG' ('Centre for
Health Planning and Management, University
of Keele; 2 Industnral and Community Health
Research Centre, University of Keele)
Objective - To determine how self reported,
limiting long term illness (LLI) and health
status are related to general practice con-
sultation for chronic illness.
Setting - General practice with a wide socio-
economic distribution and a high rate of LLI
as measured by the 1991 census. Systemtic
random sample of 4000 patients aged 18 and
over from the age/sex register.
Design and methods - These were as follows:
* Stage 1: Postal survey using the census LLI

question.
* Stage 2: Postal survey using the short form

36 (SF-36) to all those who reported a LLI
in stage 1 and to a control group who
reported no LLI.

* Stage 3: Analysis of medical records of
consenting responders from stage 2. All
apparent long term illnesses for which con-
sultation had been sought in the previous
four years, ranked by clinical severity. This
produced illnesses identified as "chronic
consulting illnesses".

Analysis - The prevalence of a chronic con-
sulting illness was compared between those
who reported LLI in the baseline survey and
those who did not, according to SF-36 scores.
Further, those with a chronic consulting ill-
ness were compared to those without such
an illness.
Results - The prevalence of a chronic con-
sulting illness was 32% in the non-LLI group
compared with 70% in the LLI group. The
main difference between the LLI and non-
LLI groups was in the prevalence of physical
rather than mental illnesses. Within the LLI

group there was a clear difference between
the scores on the SF-36 of those with a
chronic consulting illness and those without;
this was less marked in the non-LLI group.
The SF-36 indicated there were a number of
people with no record of a chronic consulting
illness who still appeared to have chronic bad
health. Those with a chronic consulting illness
in the LLI group appeared to have much
worse health than those with such an illness
in the non-LLI group.
Conclusions - Most people who report a lim-
iting long term illness in the census question
have consulted their doctor about a chronic
illness within the past four years. However,
there are people who report a LLI and who
have poor SF-36 scores, but who have no
record of consultation for chronic illness. This
suggests potential under utilisation of health
care or barriers to access in some patients
with chronic illness.

Predictors of outcome five years fol-
lowing admission with chest pain: are
psychosocial or clinical factors more im-
portant?

S KISLEY,' E GUTHRIE,2 F CREED2 ('Department
ofPublic Health, Birmingham Health Authority;
2Department of Psychiatry, University of Man-
chester)
Objectives - To identify the predictors of out-
come in a consecutive series of patients fol-
lowing their first admission with acute chest
pain.
Design - A five year cohort study with as-
sessments of phychosocial and cardiological
status by structured interview, questionnaire,
physical investigations, and rating scores.
These included the psychiatric assessment
schedule (PAS), hospital anxiety and de-
pression scale (HADS), social stress and sup-
port interview (SSSI), and Norris score for
severity of infarct. Information was also col-
lected on the presence of complications, the
prescription of medication such as fib-
rinolytics or 3 blockers, and the presence
of significant chest pain before the episode
leading to admission.
Setting - The Coronary Care Unit and acute
medical wards of Manchester Royal In-
firmary.
Outcome measures - Chest pain, change in
physical activity, return to work, psychiatric
disorder, and mortality were assessed at three
months by interview (PAS, SSSI) and at five
years by questionnaire including the HADS.
Subjects - Altogether 102 patients were as-
sessed at admission: 71 had ischaemic heart
disease (14 died and 43 followed up), 12 had
chest pain due to other organic causes (1 died
and 9 followed up) and 19 had non-specific
chest pain (no deaths and 16 followed up).
Results - A previous history of psychiatric
disorder was associated with a fivefold in-
crease in the risk of continued chest pain
at five year follow up (95% CI 1.1, 25.0).
Psychiatric disorder at five years was pre-
dicted by non-specific chest pain at admission
(adjusted OR 7.5; 95% CI 1.7, 32.1). Mor-
tality at five year follow up was independently
associated with older age (adjusted OR 1.1;
95% CI 1.01, 1.2), a raised Norris score
(adjusted OR 1.41; 95% CI 1.01, 1.96), and
a previous history of psychiatric disorder
(adjusted OR 5.06; 95% CI 1.13, 22.0)).
Conclusions - These findings suggest that pre-
diction of outcome, irrespective of underlying
diagnosis, requires careful assessment of pre-
vious or current psychiatric symptoms in
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patients admitted with chest pain. Early inter-
vention with psychological treatment for
patients with non-specific chest pain should
particularly be considered. The study also
provides further evidence that mortality fol-
lowing myocardial infarction is closely linked
to psychiatric disorder, but suggests that prior
psychiatric disorder may be more important
than "post infarction" depression.

WOMEN'S HEALTH

Termination of pregnancy: towards an

effective service

A LOWY,' 0 E OJO,' A STEGEMAN2 ('Department
of Epidemiology and Public Health, University
of Leicester; 2Lincoln and Louth NHS Trust,
Lincoln)
Background - NHS services for women seek-
ing termination of pregnancy remain ex-

cusably poor. Explicit rationing by quota
systems, geographical inequity in access, and
even means testing occur to an extent un-

known in other services; women often have
to travel, to pay, or both, to obtain treatment
and frequently experience unnecessary de-
lays. Access to counselling is patchy at best
and the safe alternative of medical abortion
is usually not offered. The health benefits of
safe, legal abortion services are well es-

tablished, yet poor NHS provision has been
a fact of life throughout the thirty years since
the 1967 Abortion Act.
Aims - To improve access to termination
of pregnancy in Lincolnshire, increase the
proportion performed under the NHS,
streamline the referral process and reduce
gestational age at termination, widen the
range of services, improve quality of care, and
introduce patient choice between surgical and
medical termination.
Methods - A day care termination service was
set up at Lincoln County Hospital in April
1993, incorporating an accelerated telephone
referral system and specialist outpatient/
counselling and day-theatre sessions, with
capacity for 10 terminations per week, twice
the number previously performed. Medical
termination was introduced in July 1993. The
service was evaluated in a retrospective study.
Results-The monthly number ofterminations
at Lincoln County Hospital increased from
24 to 40 by July 1993. The proportion of
local demand for terminations met under the
NHS by the local provider rose from 48% at
83%, exceeding the national target of 75%.
Among women terminated at Lincoln County
Hospital, the median time from referral to

outpatient attendance fell from 12 to 4 days,
and the median time from referral to ter-
mination fell from 15 to 10 days. Among all
residents undergoing termination, the pro-
portion terminated before 9 weeks increased
from 23% to 43%. Forty per cent of suitable
women chose medical termination.
Conclusions - A practicable model has been
demonstrated by which substantial and sus-

tainable improvements in NHS termination
services can be achieved.

Trends in conceptions before and after
the 1995 pill scare

R WOOD, K DUNNELL (Office for National Stat-
istics, London)
Objective - To review patterns in conceptions
before and after October 1995 to look at the

impact of a pill scare on different age groups.
Background- In October 1995 the Committee
on Safety ofMedicines issued a waming about
certain types of oral contraceptives which
studies had shown might result in increased
risk of venous thromboembolic disease. Dur-
ing 1996 abortion and obstetric services re-
ported increases in demand and attributed
them to the pill scare.
Methodology - National birth registrations and
abortion notifications were used to estimate
quarterly conceptions for 1990 onwards in
England and Wales. Several methods of cal-
culating expected quarterly conceptions were
reviewed. These are compared with actual
numbers of events before and after October
1995.
Results - Different assumptions about trends
in abortions and births give different estimates
of the expected number and rate of con-
ceptions in the months following October
1995. All of them suggest a real increase in
conceptions. The effect appeared greater in
the second quarter than in the quarter im-
mediately following the warning. Continued
monitoring will tell us whether and when
conceptions return to expected values. The
increases affected different age groups to a
varying extent. Teenagers experienced the
greatest increase in both abortions and births.
Abortions generally increased more than
births. The balance between them will be
examined for each age group in detail.
Discussion - Continuous monitoring of con-
ceptions allows us to see the potential effects
of health warnings. There is the expectation
that couples and family planning services can
respond immediately to prevent any un-
wanted pregnancies. There are several
reasons, however, to explain rises in con-
ception rates-switching birth control
methods may involve risk of unwanted preg-
nancy; teenagers beginning their sexual ca-
reers may be put off using the pill and use
less effective methods; some couples may use
health wamings as a trigger to starting a
family. These and other possibilities will be
explored using survey and other data.

Parity, age at menarche, and oral con-
traceptive use and associated age at in-
ception of perimenopause in women
from a national birth cohort

R HARDY, D KUH, M WADSWORTH (MRC Na-
tional Survey of Health and Development, Uni-
versity College London Medical School)
Background - Cessation of menstruation in
women is hypothesised to be due to depletion
of oocytes, but little is known about influences
on the age at inception or the length of per-
imenopause.
Objective - To investigate whether three fac-
tors which potentially influence the rate of
depletion of oocytes-that is, parity, age at
menarche, and oral contraceptive use-are
associated with age at inception of the per-
imenopause in women aged 50 years.
Design - Birth cohort study.
Setting - England, Scotland and Wales.
Subjects - A total of 1572 women were
studied. Data regarding menopausal status
were obtained from yearly postal ques-
tionnaires at ages 47-50 years and risk factor
information from previous sweeps of the co-
hort.
Outcome measure - Date of inception of peri-
menopause, defined as the date of the last
period if periods had stopped for 3-12

months, or as the date when the menstrual
cycle length became more irregular.
Results - The date of perimenopause was
known for 837 women, of whom 251 were
postmenopausal. There were 202 women
who were still premenopausal at 50 years, 90
whose status was unknown, 271 who had had
a hysterectomy, and 155 who had started
taking HRT before reaching perimenopause.
Cox proportional hazards models, with cen-
soring for hysterectomy dates, indicated that
there was strong evidence of a decreased
risk of perimenopause inception for parous
women compared with nulliparous women,
and that the risk decreased with increasing
parity. There was also evidence of a de-
creasing risk with increasing age at menarche,
but not of an association with oral con-
traceptive use. Including all three factors in
a model, and adjusting for the potential con-
founders of smoking status, body weight, and
education did not alter these findings. The
hazard ratios (95% CI) from the adjusted
model for parity, with nulliparous as the base-
line group were 0.74 (0.59, 0.94) for 1-2
children, 0.63 (0.48, 0.82) for 3-4, and 0.46
(0.21, 1.00) for .5 children. Corresponding
hazard ratios for age at menarche, with <12
years as the baseline, were 0.85 (0.68, 1.06)
for 12-14 years and 0.69 (0.49, 0.97) for
2 15 years, and that for oral contraceptive
use with never used as the baseline, was 0.97
(0.80, 1.18) for ever used.
Conclusion - The results provide some support
of the hypothesis regarding rate of depletion
of oocytes, as an association between later age
at perimenopause and parity (which increases
time of anovulation) and later age at men-
arche (which delays onset of ovulatory cycles)
was observed. As the women continue to be
followed up, the changing importance with
age of these risk factors for timing of the
perimenopause and the menopause will be
investigated.

Health technology assessment should in-
clude long term follow up: the example
of endometrial ablation

J MOLLISON, S BHATTACHARYA,' E MCINTOSH,'
S B PINION,2 D R ABRAMOVICH, D A ALEXANDER,3
A GRANT, I H C KITCHENER,2 D E PARKIN,'
('Health Services Research Unit,2 Department of
Obstetrics and Gynaecology and 3Department of
Mental Health, University of Aberdeen)
Objectives - To assess, by long term follow up
within a randomised comparison of hys-
terectomy and endometrial ablation, whether
the balance of benefits, risks, and costs
changes between one and four years after trial
recruitment.
Design - Women who were randomised to
either hysterectomy or endometrial ablation
were followed up one and four years after
their initial procedure. Satisfaction, pain,
menstrual symptoms, and anxiety and de-
pression were measured by postal ques-
tionnaire. Further treatments were identified
from case note review carried out at least four
years after their initial procedure. Analysis
was by intention to treat.
Results - Questionnaires were returned by 185
(9 1%) and 151 (74%) women at one and
four years respectively. At one year, 29 (28%)
women allocated endometrial ablation had
received at least one further surgical treat-
ment; at four years this had increased to 39
(38%) women, with six having received two
further surgical procedures. Satisfaction was
greater in the hysterectomy group at one
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year, 79 (89%) women were very satisfied
compared with 75 (78%) women in the en-
dometrial ablation group. This was still seen
at four years with 64 (89%) women in the
hysterectomy group totally or generally sat-
isfied compared with 61 (80%) in the en-
dometrial ablation group. After one year of
follow up, the cost of the endometrial ablation
policy was calculated to be 75-80% of the
cost of hysterectomy. At four years the costs
had almost converged.
Conclusions - This long term follow up has
shown the true impact of this new technology,
particularly in respect of further surgery and
costs. At one year hysteroscopic surgery ap-
peared to be a cost effective alternative, how-
ever, at four years the costs had almost
converged, due to the high retreatment rate
in the hysteroscopic group. This important
conclusion reinforces the need for long term
follow up in the assessment of new health
technologies.

METHODS (1)

Evaluation of qualitative research
methods used in the Newcastle thousand
families study

M A COHEN (Department of Child Health,
University of Newcastle upon Tyne)
Introduction - The thousand families in New-
castle upon Tyne study began in 1947 and
was a prospective cohort study which used
both quantitative and qualitative methods of
research to investigate the health of children
within the context of their community. The
research was a collaborative exercise involving
staff in the Newcastle University Department
of Child Health and Newcastle's City Health
Department. Observation was carried out in
the families' homes by five health visitors.
Objective - The objectives of this evaluation
are to describe the reasons for using qual-
itative research methods in the first year of
the thousand families study and to assess
the impact these research methods made to
generating a follow up study, which continues
to the present day.
Design - Retrospective evaluation and dis-
cussion of literature, including case studies,
produced from the qualitative research. Con-
sideration is taken of its historical nature
and subsequent developments in qualitative
analytical methods.
Subjects - A total of 1142 children born in
May and June 1947 to mothers resident in
the city of Newcastle upon Type.
Main results - In the initial stages of planning
and designing of the study the researchers
agreed that the only way the necessary in-
formation could be obtained was by intimate
and continuous study of an adequate sample
of families. A non-participant observation
method was adopted, which comprised direct
observation in the field without any direct
clinical input from the health professionals
involved. In 1947 this technique was ex-

perimental and had not been used on such a

large scale. Observational methods rely on

gaining access to the subjects. The study
achieved this, and this is its main strength.
Only four families refused to take part. The
research team held meetings with all the
health professionals concerned and involved
them in planning. This resulted in sensitivity
to the privilege of access and to the re-

lationships between families and GPs.

Conclusions - The thousand families study
was a pioneering piece of research in its time.
The study highlighted mutual trust, es-
tablished traditions of friendliness, similarity
in outlook, and the willingness to share re-
sponsibility for health in the community.
Problems of access and duration of the study
were overcome to a large extent through care-
ful consideration during planning stages and
the overwhelming support from all those in-
volved. This created a wealth of data on
childhood illnesses in the context ofthe family
in the community and laid the foundations for
further research. The goodwill of the families
towards medical research continues today.

Is the short form 36 a valid measure
of change in population health? Results
from the Whitehall II study

H HEMINGWAY, i"2M STAFFORD, S STANSFELD,l
M SHIPLEY,' M MARMOT ('International Centre
for Health and Society, Department of Epi-
demiology and Public Health, University College
London Medical School; 2Department of Public
Health, Kensington & Chelsea and Westminster
Health Authority, London)
Objective - To measure within-person change
in short form general health survey (SF-36)
scores by age, employment grade, and disease
status.
Design - Longitudinal study with a mean of
36 months (range 23-59) follow up; screening
examination and questionnaire to detect
physical and psychiatric morbidity.
Setting - Twenty civil service departments
originally located in London.
Participants - Altogether 5070 male and 2197
female office based civil servants aged 39-63
years.
Main outcome measures - Change in the eight
scales of the SF-36 (adjusted for baseline
score and length of follow up) and effect sizes
(adjusted change/SD of differences).
Results - Within-person declines with age were
greater than estimated by cross sectional data
alone. General mental health showed greater
declines among younger participants (p for
linear trend <0.00 1). Employment grade was
inversely related to change; lower grades had
greater deteriorations than higher grades
(ps<0.001 for each scale in men; p<0.05 for
each scale in women except general health
perceptions and role limitations due to phys-
ical problems). The greatest declines were
seen among those with disease at baseline,
with the effects of physical and psychiatric
morbidity being additive. Effect sizes ranged
from 0.20-0.65 in participants with both
physical and psychiatric morbidity.
Conclusions - Changes in health functioning
in hypothesised directions with age, em-
ployment grade, and disease status were ob-
served. The demonstration of such changes
within a short follow up period, in an oc-
cupational, high functioning cohort which has
not been the subject of intervention, suggests
that the SF-36 is sensitive to changes in health
in general populations.

The use and misuse of health status
measures in assessing the cost effect-
iveness of heath care interventions

J E BRAZIER, M DEVERILL, R HARPER (Sheffield
Health Economics Research Unit, School of
Health and Related Research, University of
Sheffield)
The use of questionnaires to measure patient
percieved health status, such as the generic

short form 36 health survey or more condition
specific instruments like the chronic res-
piratory questionnaire, has become common
place in clinical trials. At the same time,
researchers are being asked to assess the cost
effectiveness of health care interventions. We
present guidance on how the results from the
health status measures (HSMs) should, and
how they should not, be used in economic
evaluation.

This paper is based on a review of the
literature generated from a systematic search
ofMEDLINE, EMbase, Science Citation Index
(BIDS), Social Citation Index (BIDS), ECON-
LIT (Silverplatter), and IBIS (Bitish Library
Political and Economic Science).
There are many different types of HSMs,

but they share the limitation of not being
designed for use in economic evaluation and
have the following problems: (1) the scoring
algorithms typically assume equal intervals
between response choices, items and di-
mensions, and hence are unlikely to reflect
preferences; (2) for HSMs that generate pro-
files of dimension scores, there are difficulties
in assessiing effectiveness where conflicts arise
between dimension scores; (3) HSMs do not
incorporate mortality; and (4) HSMs ignore
the impact of time and risk on people's valu-
ation of health outcomes.

Despite these theoretical concerns, it has
been suggested that preference based weight-
ings make little differences to the final results.
To examine this claim, we updated a search
of studies using HSMs alongside preference
measures to 1995. These studies revealed a
poor correlation between HSMs and pref-
erence measures.
The scores of HSMs can only be used to

assess cost effectiveness when there is clear
dominance, ie one intervention costs less and
the outcomes are superior, where inter-
ventions cost the same and outcomes are
better on one dimension but no worse on any
other, or where outcomes are found to be
identical and a cost minimisation analysis can
be performed. It is not possible to assess cost
effectiveness when "trade offs" must be made
between dimensions of health and/or cost.
In these circumstances, the results can be
incorporated into the framework of a cost
consequences analysis, but this may be of
limited help to decision makers given the
difficulties in interpreting the scores. We re-
commend that a preference based measure
be used alongside HSMs in trials where it
is the intention to undertake an economic
evaluation.

A study of under ascertainment in epi-
demiological studies based in general
practice

D SETHI, J WHEELER,2 L C RODRIGUES,2
P RODERICK3 ('MRC Epidemiology and Medical
Care Unit, London; 2London School of Hygiene
& Tropical Medicine, London; 'Wessex Institute
of Health Services Research and Development,
Southampton General Hospital, Southampton)
Objectives - The aim of this study was to
determine the degree of under ascertainment
in a primary care based study of the incidence
of infectious intestinal disease (IID), and the
factors influencing ascertainment, in order to
correct estimates of the incidence.
Setting - Twenty six general practices be-
longing to the Medical Research Council's
general practice research framework were se-
lected from among the 70 partaking in the
study of IID in England because they
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routinely entered computerised diagnoses
using the Read code system of classification.
Design - This study is one ofnine components
of the study of infectious intestinal disease in
England. One of the aims of the overall study
is to estimate the incidence of IID presenting
to general practice. Cases of presumed IID
which presented to these general practices in
the case-control and enumeration com-
ponents were identified retrospectively using
computerised diagnoses. Clinical and per-
sonal details on these were collected by a
trained research nurse at each of the 26 prac-
tices using a scannable proforma.
Outcome measures - Presumed cases were con-
sidered to be eligible if they fulfilled the study
case definition of IID. These should have
been ascertained to the MRC Epidemiology
and Medical Care Unit. Eligible cases that
were not ascertained represented the under
ascertainment. Logistic regression modelling
was used to identify independent patient and
practice related factors which influenced
under ascertainment.
Results - The records of 2021 patients were
examined; 1514 were eligible but only 974
(64.3%) were ascertained. Practice related
factors independently associated with as-
certainment were: (1) practices participating
in the enumeration study component (OR
1.78), (2) a larger number ofpartners (OR 0.3
for 7-8 partners compared with 1-2 partners);
(3) rural practices (OR 2.27), and (4) pre-
vious research experience (OR 1.92). Pre-
dicted ascertainment percentages were
calculated according to practice char-
acteristics.
Conclusion - In this study, only 64% of the
cases of IID presenting to general practice
were ascertained. As one of the main aims of
the study of IID in England was to estimate
the GP presentation rate, practice level factors
associated with under ascertainment were
identified in order to adjust for observed rates
in individual practices.

SECONDARY CARE

Is the emergency readmission rate a

useful outcome indicator?

G C LENG,I D WALSH,2 F G R FOWKES

('Department ofPublic Health Sciences, Medical
School, University of Edinburgh; 2Information
and Statistics Division, Edinburgh)
Background - The emergency readmission
rate is one of seven outcome indicators used
in Scotland to describe patients treated in
acute hospitals, and is defined as the pro-
portion of patients readmitted within 28 days
of discharge from inpatient care in a medical
specialty. The past 10 years have seen a rise in
emergency readmissions throughout Scotland
from 7.1% to 11.4%, with particularly high
rates (13.8%) at one key teaching hospital (A).
Objectives - To determine the cause of the
increasingly high emergency readmission
rates at teaching hospital A, to identify any
potentially remedial causes, and to clarify the
suitability of the emergency readmission rate
as an outcome indicator.
Methods - Emergency readmissions at teach-
ing hospital A were analysed by age, sex,
specialty, and district of residence using Scot-
tish morbidity record linked data sets. A 1 in
10 sample of emergency readmissions to this
hospital between January 1 and September 30
1994 was selected at random, and diagnoses
checked against hospital records to determine

the cause of readmission. Emergency re-
admission rates throughout all Scottish teach-
ing hospitals were also analysed by specialty,
and correlated against length of stay and bed
usage.
Results - Readmission rates at teaching hos-
pital A were particularly high in nephrology
(28.3%) and haematology (33.5%), but rising
rates in general medicine were predominantly
responsible for the overall increase in re-
admission rates. In the 1 in 10 sample (176
patients), 17.0% of readmissions were un-
related to the prior admission, 1.1% were
complications, 8.5% were recurrent self
harm, but most (73.3%) were due to a chronic
underlying condition. Throughout Scotland,
readmission rates varied by specialty, but re-
mained relatively high at the teaching hospital
in question. There was some evidence that
high readmission rates were related to de-
creased length of stay throughout all teaching
units (r= -0.554, p<0.01 for general medi-
cine), but particularly at teaching hospital A
(r=-0.850). Increased bed usage also ap-
peared to be associated with higher re-
admission rates throughout teaching units
(r=0.726, p<0.001 for percentage oc-
cupancy, and r= -0.887 p<0.001 for turn-
over interval).
Conclusions - Emergency readmission rates
varied strongly between specialty, but were
also related to decreased length of stay and
increased bed usage, particularly in general
medicine. Use of the 28 day emergency re-
admission rate has therefore raised important
questions about quality of care, but in future
it should be either standarised for specialty
mix, be restricted to certain key specialties,
or limited to certain diagnostic groups.

Hospital differences in length of stay and
emergency readmissions for trans-
urethral prostatectomy and coronary
artery bypass graft

C MCCULLOCH, A LEYLAND (Public Health Re-
search Unit, University of Glasgow)
Objective - To investigate the relationship
between the length of stay and emergency
readmission rates of patients for two primary
surgical procedure groups-transurethral
prostatectomy (TURP) and coronary artery
bypass graft (CABG). This study focuses on
variations in and correlations of length of stay
and emergency readmission rates across both
hospital and patient levels.
Subjects and settings - Patient data was taken
from the UK comparative database. This
dataset includes all patient discharges from
selected British trusts; the data analysed re-
lated to the period from 1/04/95 to 31/08/96
inclusive. Altogether, 13 414 patients (treated
within 20 different hospitals) underwent one
or more CABGs along with 21 850 patients
within 89 different hospitals for TURPs.
Main outcome measures - Length ofstay (LOS)
(in days) and emergency readmission rates
defined as whether or not a patient's sub-
sequent admission (if any) was an emergency
and within 28 days of their previous discharge
and was related to the original procedure.
Method - To take into account the natural
hierarchy of patients within hospitals, mul-
tilevel models were constructed from the
available datasets. Multivariate models were
used so that LOS and readmissions could be
modelled simultaneously and in this manner
it was possible to differentiate between cor-
relations between the two measures both be-

tween patients within hospitals and between
hospitals themselves.
Results - Factors such as age, type of ad-
mission, and secondary diagnoses (at time of
surgery) were found to affect the LOS and
readmission rates of patients in both groups.
After this standardisation the two analyses
produced no significant correlations between
the LOS and readmission rates either at the
patient or hospital levels for either of the
surgical procedures. For the TURP, initial
results indicated a negative correlation at the
hospital level in contrast to a positive re-
lationship for the patients but neither of these
relationship were statistically significant.
Again, weak relationships were found when
considering the CABG analysis, with non-
significant hospital and patient level cor-
relations. However, for both patient groups
there were variations in the LOS and re-
admission rates across the hospitals. The fol-
lowing means and 95% CI indicate the
variation across hospitals: forTURP the mean
LOS was 5.90 days (95% CI, 4.02. 8.55 days)
with a mean readmission rate of 3.91% (95%
CI, 2.07%, 7.25%); the mean LOS for CABG
was 9.98 days (95% CI, 8.01, 12.41 days)
with mean readmissions of 1.69% (95% CI,
0.52%, 5.34%).
Conclusions - Differences exist between hos-
pitals in terms of patient LOS and re-
admission prospects, although no significant
correlations arise between LOS and re-
admission rates for either group.

Tests for all? A systematic review of
routine preoperative testing

J MUNRO, J NICHOLL, A BOOTH (School ofHealth
and Related Research, University of Sheffield)
Objective - Despite much research, the value
of routine preoperative testing in apparently
healthy patients remains uncertain. A sys-
tematic review of all identifiable published
evidence was undertaken in order to deter-
mine the strength of evidence supporting the
routine preoperative use ofthe following tests:
chest x ray, electrocardiogram, urine analysis,
haemoglobin, blood cell counts, prothrombin
time, partial thromboplastin time, bleeding
time, serum electrolytes, urea and creatinine,
blood glucose.
Methods - Studies were identified by searching
seven electronic databases and by checking
the references cited in all papers obtained.
Each study was critically appraised in terms
of study design, outcomes recorded, and
whether the study distinguished between
patients for whom a test was indicated by
clinical features and those for whom it was
not (ie was "routine").
Results - We identified 82 empirical studies
relevant to the review, all ofwhich were simple
case series with no comparison of testing
policies. Of these, only 31 distinguished be-
tween indicated and non-indicated ("rou-
tine") tests. Overall, the available evidence
showed that while many tests detect ab-
normalities even in apparently healthy in-
dividuals, these lead to changes in clinical
management in only a very small proportion
of cases, and for some tests virtually never.
The clinical importance of the changes in
management which do occur is uncertain. In
addition, the power of routine tests to predict
adverse postoperative outcomes is weak, at
best.
Conclusions - There is a range of method-
ological difficulties in providing definitive evi-
dence on the value of routine testing, partly
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because of the rarity of postoperative adverse
events, and no randomised controlled trials
of testing have been undertaken. Nonetheless,
the evidence available strongly suggests that
non-selectively order preoperative tests have
negligible impact on clinical management and
are oflittle or no benefit to patients. Pragmatic
randomised trials are now required which
compare alternative test selection policies, in
order to define patient populations who may

benefit from testing. Non-selective testing in
apparently healthy individuals should be
abandoned.

Validation of prognostic indices for hip
fracture patients

S M SHEPHERD, R J PRESCOTT(Departnment of
Public Health Sciences, University ofEdinburgh)
Objective - To determine whether math-
ematically derived equations, obtained by re-

lating the pre-fracture status of hip fracture
patients to their outcome, in one group of
patients would successfully predict outcome
for a broad range of variables in a new group

of patients.
Design - Data collection was based on the
standardised assessment scales recommended
by the Royal College of Physicians and the
British Geriatrics Society in 1992 for the
assessment of elderly hospitalised patients.
Indices were derived with data from the 270
patients in the original study group, the Ed-
inburgh hip fracture study (EHFS), using
regression techniques. Outcome variables of
interest were as follows: accommodation at
one month, mortality and dependency (Bar-
thel index) at one and six months, and de-
pression (geriatric depression scale) and hip
function and pain (Harris scale) at six months
after the fracture. The indices were applied
to the validation cohort and the results were

cross tabulated against the actual outcome
for these patients. The ranges of index values
for each outcome were categorised to reflect
"good", "intermediate", and "poor" pre-

dicted outcomes.
Setting - City of Edinburgh.
Subjects - Altogether 159 patients with a fresh,
presumed osteoporotic hip fracture.
Main Results - The EHFS and validation
cohort of patients were very comparable in
terms of their baseline and follow-up char-
acteristics. The validation study confirmed
the over-optimistic assessment of prediction
which results from unvalidated prognostic
indices. Nonetheless, the indices were still
found to provide reasonable prediction for
accommodation, dependency, depression,
and hip function. For example, 78% of
patients in the "good" category had suc-

cessfully returned to the community at one

month, while only 57% and 28% of the
patients in the "intermediate" and "poor"
categories respectively had managed to do so.

Conclusions - Categorisation of the values
taken for each prognostic index into three
main groups reflecting "good", "inter-
mediate", and "poor" outcome may be of use
to clinicians by giving them a tool to help
decide the most appropriate management for
individual patients. The area in which this
may potentially have the most impact for hip
fracture patients is in conjunction with an

"early supported discharge scheme". In com-
paring the performance of different units,
using the percentage of patients achieving
early supported discharge as an outcome
measure, the index could be used pro-

spectively to provide a casemix indicator.

SOCIAL FACTORS (3)

Household characteristics associated
with higher concentrations of dust mite
allergen (Der pl) in an Engish town

C LUCZYNSKA, J STERNE, J BOND, H AZIMA,
P BURNEY (Department of Public Health
Medicine, UMDS, St Thomas's Hospital,
London)
Objective - To investigate household char-
acteristics associated with higher con-

centrations of house dust mite allergen (Der
pl) in a representative sample of houses.
Setting - Central areas of Norwich.
Design - Altogether 300 adults aged 20-44
years were randomly selected from the family
health services authority register and invited
to take part in a study on indoor allergens.
The subjects were visited by a fieldworker and
information on housing indoor environment
was obtained using a questionnaire. Dust
samples were collected from the living room
floor, bedroom floor, and mattress using a

portable vacuum cleaner and a dust collection
filter in a standardised way, by sampling 1 m2
surface area for 2 minutes. The detection
limit of the assay was 0.1 pg Der pl/g dust.
According to the WHO International Work-
ing Group on Indoor Allergens and Allergic
Disease, 2 ig/g is considered to be risk factor
for sensitisation to house dust mite and al-
lergic symptoms, and 10 jg/g is a risk factor
for acute disease including attacks of asthma.
Associations between mite levels and house-
hold characteristics were examined using cen-

sored-normal regression models.
Main outcome measures - Concentrations ofDer
p1 (major allergen from the house dust mite
Dermatophagoides pteronyssinus) in dust meas-

ured by monoclonal antibody immunoassay.
Results - Altogether 158 subjects agreed to
take part. About 15% of houses had un-

detectable levels of Der pl. The geometric
mean concentrations ofhouse dust mite aller-
gen, where detected, were 1.9 jig Der pl/g
dust (maximum 259.0 jg/g) in the living room
floor, 1.7 jtg/g (maximum 357.7 jg/g) in the
bedroom floor, and 2.0 pg/g (maximum
819.8 pg/g) in the mattress. Factors that were
related to Der p1 (p .0.2) in univariate ana-

lyses were included in multivariable re-

gression models. The most important risk
factors for high levels of house dust mite
allergen in the living room and bedroom floors
were ventilation, floor level, having a gas

cooker, and the age of the house and carpets.
Risk factors for high concentrations in the
mattress included the age of the mattress,
window condensation and having a concrete
floor in the bedroom.
Conclusions - The results identify indoor fac-
tors that need to be taken into consideration
when designing allergen avoidance regimes
or making policy recommendations to reduce
the prevalence ofdisease associated with aller-
gen exposure.

Is the variation in mortality of larger geo-

graphical areas influenced by variability
in the socioeconomic characteristics ofthe
smaller areas they contain?

P MCLOONE (Public Health Research Unit, Uni-
versity of Glasgow)

Background - It has been suggested that Wil-
kinson's argument that international differ-
ences in mortality are linked to income

distribution can also be demonstrated for
mortality differences in Britain.
Objective - To test this proposition by in-
vestigating the relationship between Carstairs
scores of postcode sectors and their mortality
rates within each of the 56 Scottish local gov-
ernment district for 1981-85 and 1991-95.
Data and methods - General Register Office
death records for 1981-95 and Carstairs
scores for postcode sectors derived from the
1981 and 1991 censuses. Multilevel re-
gression analysis ofover 1000 postcode sector
mortality rates.
Results - In both periods, postcode sector
mortality was strongly correlated with Car-
stairs scores. The gradient was steeper in
1991-95 but the association varied by local
government district in both periods. For
1981-85 the mean value of postcode dep-
rivation scores appeared to have an effect on
mortality over and above that expected for
postcode sectors alone. For 1991-95 these
effects were still evident but, additionally, the
extent of variation between postcode sectors
of a district was associated with an increase
in mortality. In both periods, these effects
were small when compared with the more
general effect of deprivation scores. Differ-
ences in postcode mortality rates from one
local government district to another were
greater among more affluent postcodes.
Conclusions - There were different patterns of
association for each time period but an effect
attributable to the variation in deprivation
scores within a district was evident only in
1991-95. Other inconsistencies suggest that
the differences observed may reflect the in-
adequacies of small area deprivation scores
for these purposes. This analysis does not
lend support to the hypothesis that variation
in mortality rates is linked to variation of
social status within local government districts.
Simple univariate measures of deprivation
are an inadequate basis for explaining area
variations in mortality.

The two communities in Northern
Ireland: deprivation and irl health

D O'REILLY, M STEVENSON, J JAMISON, B MERRI-
MAN (Health and Health Care Research Unit,
Queen 's University of Belfast)
Objectives - To examine differences in socio-
economic standing and ill health between the
two communities in Northern Ireland.
Methods - This was a descriptive epidemio-
logical study. Deaths from 1991-95 inclusive
were used to calculate standardised mortality
rates (SMR) (under 75 years) at small area
level using the 1991 census population es-
timates. The standardised limiting long term
illness ratios (SIR) were based on the census
question. Regression models were tested with
SMR and SIR as dependent variables and a
wide range of socioeconomic indicators in-
cluding income support and family credit
uptake as independent.
Setting - Four hundred and ninety eight syn-
thetic electoral wards with an average popu-
lation size of 3169.
Results - Northern Ireland has a very polarised
society. More than 60% of the population
live in areas which have more than 80% of
one religion. Areas with a preponderance of
Catholics tend to be more deprived. Un-
employment rates, percentage renting, car
availability, and educational attainment are
all worse in Catholic areas. However, there
is considerable heterogenicity between areas
with similar levels of religious affiliation and
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the overall pattern varies with the indicator
chosen. SMRs rise stepwise with increasing
percentage of Catholics. SIRs increase with
increasing polarisation of areas, but this is
much more marked in areas with a pre-
dominantly Catholic affiliation. Altogether
46.8% of the variance in SMR and 77.9%
of that of the SIRs could be explained by
socioeconomic variables alone. De-
nomination did not have any residual pre-
dictive value.
Conclusions - Policy makers should continue
to periodically monitor for differences be-
tween the two communities including any
differences in service accessibility and uptake.

A model to predict acute hospital util-
isation using uptake of social security
benefits and low birth weight

JJAMISON,' D O'REILLY,1 M STEVENSON,1 J REID, 2

B MERRIMAN,I R CARR-HILL' ('Health and
Health Care Research Unit, The Queen's Uni-
versity of Belfast; 2Northern Ireland Cancer Re-
gistry, The Queen's University ofBelfast; 3Centre
for Health Economics, University of York)
Objectives - To estimate the demographic and
socioeconomic determinants ofneed for acute
hospital treatment at small geographical area
in Northern Ireland. To devise a formula for
allocating revenue resources for acute hospital
treatment to the four HSS boards in the
Province which is adjusted for supply of
health services and which uses, as far as pos-
sible, variables which are capable of being
updated on an annual basis (including num-
bers of low birth weight babies and uptake of
social security benefits).
Design - Spatial interactive modelling was
used to model the proximity of populations
to acute beds by specialty, geriatric beds,
private beds in health service hospitals, gen-
eral practices (including branch surgeries),
and care homes. Models calibrated using a
complete ward-hospital data set made avail-
able for the first time for this kind of research.
Two stage weighted least squares regression
was used to model utilisation against supply
and a wide range of potential needs drivers
including health, socioeconomic census vari-
ables, uptake of income support and family
credit, and religious denomination.
Setting - The 498 "synthetic electoral wards"
in Northern Ireland with an average popu-
lation size of 3169.
Main measures - Specialty utilisation taking
account of teaching hospital status and cost
and length of stay.
Results - After taking account of endogeneity
of supply and utilisation, two stage least
squares regression, produced a statistical
model predicting utilisation using five vari-
ables: income support, family credit, elderly
people living alone, all ages SMR, and low
birth weight. An age-sex cost curve was also
produced which is similar to that obtained
for England in 1994 by the researchers in
York. The statistical model explains 52% of
variation in utilisation at this small area level
and is robust enough to be used to allocate
resources to HSS boards.
Conclusions - This work has produced a for-
mula for allocating resources for acute hos-
pital treatment which is a considerable
advance on previous methods used in North-
em Ireland. Because it was possible to cali-
brate the spatial interactive models and
because ofthe additional data made available,
the results also represent an improvement on
the York formula for England. In particular,

a model has been produced where four out
of the five variables are updateable on an
annual basis. The fact that income support
and family credit take-up have been demo-
nstrated to be predictive of need for health
care should stimulate interest on the part of
researchers in such data as an alternative to
census based "deprivation" measures.

HEALTH SERVICES RESEARCH (2)

Near patient testing in diabetes clinics:
appraising the costs and consequences

R GRIEVE, I R BEECH, I J VINCENT,2
J MAZURKIEWICZ' ('Department ofPublic Health
Medicine, UMDS, St Thomas's Hospital,
London; 2Department of Metabolic Medicine,
Guy's Hospital, London; 3Department of Clinical
Chemistry, St Thomas's Hospital, London)
Background - An important recent advance
in medical technology has been the de-
velopment of near patient testing (NPT)
under which a sample of blood or urine is
rapidly examined at the clinic the patient is
attending. This contrasts with a conventional
testing system where tests are processed at a

centralised laboratory, meaning results are

not immediately available. NPT for diabetes
patients may enable doctors to make a more

immediate and informed decision regarding
the management of the patient's diabetes.
This study compared the costs and con-

sequences of an established NPT service for
diabetes patients at St Thomas's Hospital
with a conventional testing service at Guy's
Hospital.
Methods - A retrospective cohort study co-

pared the intermediate clinical outcome

measured by mean glycated haemoglobin
(HbA1I), of a sample of 500 patients who
attended the NPT clinic with that of 500
patients who were conventionally tested.
Multiple linear regression analysis was used
to control for differences in casemix between
the two samples. In a separate controlled trial
at Guy's Hospital, 599 patients were assigned
to either NPT or conventional testing, to

investigate the effect of the testing system on

the process of care. Health service costs were
collected on the respective testing systems
and sensitivity analysis used to extend the
generalisability of the results to other settings.
Results - After controlling for casemix vari-
ables, mean HbAlC was significantly lower for
the NPT cohort than the conventional testing
cohort (8.40% (1.57%), v 8.83% (1.57%),
p<0.001). There was an improvement in the
process of care associated with providing an

HbAlc immediately: patients with poor con-

trol had a significantly higher chance of a

change in management if they were assigned
to NPT rather than conventional testing (OR
1.75; 95% CI 1.13, 2.72). There was no

incremental benefit from providing test res-

ults for lipids and creatinine immediately.
Where NPT was used for a range of tests,
health service costs were higher than for con-

ventional testing. However, providing im-
mediate results just for HbA1c, would
considerably reduce the costs of the NPT
approach.
Conclusions - Health care decision makers are

required to decide which testing strategy to

provide for diabetes patients. The results from
this study suggest that providing HbAlc results
byNPT may be the most cost effective option.

The use of a model to evaluate strategies
for peptic ulcer management in a com-
munity

J PETERS,' J CHILCOTT, R AKEHURST,' G BELL,'
S WARD' ('School of Health and Related Re-
search, University of Sheffield; 2Department of
Gastroenterology, Ipswich Hospital)
Objectives - Given the escalating costs for
treatment of dyspepsia and the financial state
of healthcare, there is a need to identify best
management strategies and cost effective op-
tions; decision support tools to aid this could
be of considerable benefit to purchasing bod-
ies. The objective of this study was to develop
a model to investigate differences in, and cost
effectiveness of, given management strategies
for control of peptic ulcer.
Design - A number of databases, reviews of
evidence, and economic sources were
searched for information relating to Helico-
bacter pylori and epidemiology, aetiology,
diagnosis, drug therapy, economics, con-
founding, and prognosis. The decison model
was populated with data obtained through
medical audits, observational studies, and
randomised controlled trials where they exist.
Subjects and setting - The literature identified
was initially limited to data published from
1995 onwards in the English language. Other
key papers published at an earlier date were
subsequently identified from citings in re-
cently published literature.
Main outcome - Different strategies profiled
by associated health measures, resource usage
and cost.
Results - The cost of a health authority of
the provision of long term acid suppressant
therapy depend on the profile of prescribing
practices. For a typical district of 500 000
where 48% of peptic ulcer patients are cur-
rently on long term acid suppression, if we
assume all patients are prescribed a generic H2
antagonist then the costs are approximately
£360 per patient. A case study prescribing
profile including generic and proprietary H2
antagonists and proton pump inhibitors res-
ulted in a cost of £860. In contrast, a policy
of eradicating Hpylori can result in an average
cost of around £ 150 per peptic ulcer patient.
The model can also be used to estimate and
compare the cost effectiveness of carrying out
proactive versus opportunistic audit peptic
ulcers. For example, in a health authority
population with approximately 48% of peptic
ulcer patients on long term maintenance ther-
apy the estimated cost was found to be £160
for proactive versus £150 for opportunisitic
audit with little benefit in terms of health
gain.
Conclusion - Modelling can be effectively em-
ployed to combine robust data from multiple
sources within the literature to identify and
predict outcomes, in terms of patients treated
and cost of healing, of the various man-
agement strategies available for peptic ulcer
disease.

Renal service provision in the 1990s:
findings from the 1993 and 1995 national
renal review in England

P RODERICK,I G FERRIS,I T FEEST,2 ('Wessex
Institute for Health Research and Development,
Southampton University; 2Richard Bright Renal
Unit, Southmead, Bristol)
Background- Despite increases in provision of
RRT in England during the 1980s, a national
review in 1993 described variation in the
structure, processes, and equity of care, and
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unmet need. With emerging evidence base
for the efficacy of specific dialysis procedures
and dissemination of national standards,
health care purchasers are faced with in-
creased investment to improve both the
quantity and quality of care.

Objective - To examine changing pattern of
renal services in England since the 1993 na-

tional renal review and explore implications
for future development of renal services.
Design - The 1993 and 1995 national review
surveyed all adult renal units in England.
Data was collected on: (1) structure of care

(staffing, dialysis stations, satellite units); (2)
evidenced based processes of dialysis (bi-
carbonate dialysis and disconnect catheters);
(3) patient numbers-acceptances onto RRT
and prevalent cases by modality, age, sex, and
geographical location. Response rates for the
questionnaire data were 100% in 1993 (53
units) and 96% in 1995 (50 units). Individual
characteristics of acceptances-age, sex and
location were available on 100% of cases

accepted in 1991-92 and an estimated 84%
in 1995.
Results - Between 1991 and 1995 the national
acceptance rate increased from 65 to 79 pmp.
The total prevalence of RRT increased from
19212 to an estimated 23 115 (396 to
473 pmp). The growth was mainly due to the
increase in transplantations (by 21 %) and
hospital haemodialysis (by 42%) since 1993;
with only a 1% increase in peritoneal dialysis.
The percentage of haemodialysis patients on

bicarbonate dialysis increased from 71% to
90%, (in 1995 the units' results ranged from
44-100%, median 99%). The use of dis-
connect catheters increased from 65% to 81%
(in 1995 the units' results ranged from 0-
100%, median 93%). The number of satellite
units in operation increased by 61% from 36
to 58, only half located on a hospital site.
Further information will be presented on

other processes, and changes in age-sex ac-

ceptance rates, cause of end stage renal fail-
ure, and geographical variation in supply of
RRT and acceptance rates.
Conclusion - There has been continued in-
crease in provision of RRT in England, with
a decentralisation of care to satellite units and
increase use of evidence based processes of
dialysis. National surveys of the structure and
process of a complex healthcare programme
facilitate monitoring of the effectiveness and
equity of service development both at national
and unit and area level. Such data will form
an integral part of the new national renal
registry.

Hitting the target: a two phase study on

the targeting of health visitor resources

D J CROFTS,l T S WILLIAMS,' A S RIGBY,' I R
BOWNS,2 S COLLINS,3 R P HAINING,3 R BROWN,4
D M B HALL' ('Department of Paediatrics, Uni-
versity ofSheffield; 'School ofHealth and Related
Research, University ofSheffield; 3Department of
Geography, University of Sheffield; 4Community
Health Sheffield)
Objectives - To describe the presence, extent,
and rationale of targeting health visitor re-

sources at two levels firstly, across a district;
secondly, the allocation of time to different
types of case in face to face contacts, indirect
work, and public health activity.
Design - The study explores the relationships
between service use and indicators of need,
both population measures (such as census

variables) and individual measures, (in-
cluding the health visitors' own categorisation

of priority). Existing data sources include
caseload data and records of health visitor
contacts with clients from community trust
information systems and census and other
derived indicators of population/locality need
(eg Townsend and Jarman indicators). These
are supplemented with new sources of data.
The most important of these is a simple
priority categorisation, developed largely by
the health visitors themselves, and de-
termined at each contact. This places mother/
child into one of three priority categories-
low, medium, and high, the last two of which
include subdivisions relating to particular
problems. These measures are being assessed
for inter-rater reliability. Other new sources
include a recently developed indicator of
female deprivation, satisfaction survey data
on mothers categorised as "low priority", and
selected outcome indicators from child health
surveillance.
Setting - Sheffield, England.
Subjects - The overall study population is the
caseload of the health visitors working in
Sheffield, currently around 30 000 children,
largely under 5 years of age, and a smaller
numbers of adult clients. Specific elements
of the study employ subgroups, including a
birth cohort of around 1000 children born in
the autumn of 1996, and a sample of "low
priority" cases.
Main outcome measures - The average work-
load associated with cases in each priority
group is currently being assessed, and mod-
elling techniques are relating these to meas-
ures of need. The main outcome measures
relate to the estimated resource weighting for
each of the priority groups.
Results - Initial analyses suggest that models
can be derived from these data, which show
considerable differences in overall resource
use, both between different practice popu-
lations and between the priority and other
specific need groups. Modelling work will be
completed in the Autumn of 1997, and the
Society for Social Medicine Conference is the
first opportunity to present the results.
Conclusions - Health visiting resources are
allocated inequitably between different case-
loads, though there is evidence that more
needy caseloads are, in general allocated
greater resources. There is also clear evidence
that health visitors are devoting greater time
to the highest priority cases.

CHILD HEALTH (1)

Large reduction in meningococcal
carriage rates in schoolchildren following
a mass community control programme

K R NEAL, S DAVIS,2 M WALE,3 E KACZMARSKI,4
D IRWIN5 ('Department of Epidemiology,
University of Nottingham; 2Sheffield Public
Health Laboratory; 3CDSC Trent; 4Meningitis
Reference Unit, Manchester Public Health
Laboratory; 5North Essex Health Authority)
Objectives - To determine the rates of men-
ingococcal carriage in children aged 11-18
years who were part of a mass community
meningococcal meningitis control pro-

gramme (vaccination, AC Vax, and antibiotic;
rifampacin or ciprofloxacin) which included
over 16 000 children compared with school-
children (controls) living in another area who
were not part of the campaign.
Methods - Two schools included in the cam-

paign and two schools matched by Jarman
score of the school catchment area were in-

cluded. Written consent was obtained from
parents. Throat swabs were taken and plated
immediately onto a selective media (New
York City). Isolates were screened using the
oxidase test and positives sent to the Men-
ingitis Reference Unit for further char-
acterisation.
Results - In July 1996 (6 months) 1058 chil-
dren in the intervention community and 811
in the control community had throat swabs
taken. In December 1996 (11 months) the
numbers swabbed were 1285 and 1161 re-
spectively. At 6 months the carriage rate of
N meningitidis was 2.5% in the intervention
community and 9.2% in the control com-
munity, a 73% reduction (p<10-6). In De-
cember 1996 (11 months) the carriage rate
of N meningitidis in school years 7-9 (age
11-14) was 1.5% in the intervention group
and 8.5% in the control group, p<10-8. In
years 10 and above (age 14 and over) the
carriage rates were 8.9% and 8.0% respectively.
No resistance to ciprofloxacin and rifampacin,
the two antibiotics used in the community
intervention programme, were seen.
Conclusions - A mass vaccination and anti-
biotic programme substantially reduces the
rate of carriage of N meningitidis and N lac-
tamica, an effect that was present after six
months and in the 11-14 age group at 11
months but had disappeared in the 14-18
age group at 11 months. Antibiotic resistance
was not induced.

Family life and psychological wellbeing
among 11 year olds

H SWEETING, P WEST (MRC Medical Sociology
Unit, University of Glasgow)
Background - Much of the literature in respect
of associations between family life and well-
being or lifestyle has been criticised on the
grounds that it tends to focus on either struc-
ture or process, investigates single aspects of
behaviour, and fails to account for possible
confounding effects ofmaterial circumstances
or the fact that the same person usually pro-
vides information in respect of both family
life and "outcome" (thus any relationship
may result from "plaintive set").
Objective - To study the relationship between
family life (both structure and process, the
latter obtained from both children and their
parents) and psychological wellbeing among
children in their final year ofprimary schooling.
Design - Questionnaires completed by chil-
dren, parents, and teachers as part of the
longitudinal west of Scotland 11 to 16 study:
teenage health.
Setting - A total of 135 primary schools in
central Clydeside.
Respondents - These comprised 2500 chil-
dren, aged 11 years, surveyed October 1994
to March 1995. Questionnaires were also
completed by teachers in respect of 100% of
the sample, and by parents in respect of 86%.
Main outcome measures - Psychological well-
being as represented by self esteem and level
of depression (self report), and social anxiety
and aggression (as reported by both parent
and teacher).
Results - Children's reports of family process
were similar to those of parents, although the
relationships were not strong (eg r= 0.30 for
scores on identical "family time" scales). After
controlling for deprivation, family structure
remained significantly related to each meas-
ure of psychological wellbeing, better levels
occurring in children living with both birth
parents. Wellbeing was also consistently re-
lated to children's reports of parental care
and control and to parents' reports of ar-
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guments with their children, better levels of
wellbeing occurring in high care and low
control relationships, and those with the low-
est conflict. Stronger associations occurred
between measures of family process and chil-
dren's wellbeing obtained from the same per-
son. Time spent in family activities as
reported by parents was unrelated to any
outcome measure apart from teacher's reports
of aggression, but children reporting more
family time had better wellbeing.
Conclusions - At age 1 1, both family structure
and process are associated with psychological
wellbeing. These relationships remain after
accounting for material deprivation and are
not wholly attributable to a plaintive set.

Secular trends in height and body mass
index in British children and adults in
the past 100 years

R J RONA (Department ofPublic Health Medicine,
UMDS, St Thomas' Hospital, London)
Objective - To assess the changes in height
and body mass index (BMI) in schoolchildren
and adults of both sexes.
Design - The analysis was based on a hetero-
geneous set of surveys carried out during the
20th century. The main studies used were:
the London County Council, the national
study of health and growth, medical in-
spections in Scotland for children; the Army
Medical Department reports for recruits, and
the English health surveys for adults.
Main outcome measures - Mean height (cm)
and mean BMI (kg/M2).
Results - Over the period of observation there
has been an increase of mean height in chil-
dren and adults. The increase of height in
English children has been more marked in
the first than the second 50 years of the
century, but in Scotland this difference be-
tween periods is not apparent. In adults, the
secular trend of mean height is upward but
less than in children in both sexes. In the first
part of the century there is evidence of an
increase in BMI in English children and fe-
males, but not in other groups. From 1970
the increase in BMI has been in all groups.
In the first world war the height of 5 year
olds may have suffered in Scotland. During
the second world war period there is no evi-
dence that height in children suffered, but
the mean BMI of English children decreased
in most age groups.
Conclusions - Mean height has been con-
sidered an indicator of social and economic
wellbeing by most commentators. In England
and Scotland, height for a given age increased
over the century period, including the second
world war, but not the first world war. As
the increase in height was relatively larger
in children than adults some of the greater
current growth in children is in part lost by a
shorter period of growth during adolescence.
Mean BMI is considered a contributor to
several risk factors for coronary heart disease.
There was no consistent trend in mean BMI
until the last 30 years of the century, during
which BMI increased markedly in all age
groups.

The public health implications of recent
findings on the effectiveness of com-
munity group based parent training pro-
grammes

J BARLOW, S STEWART-BROWN (Health Services
Research Unit, Institute ofHealth Sciences, Uni-
versity of Oxford)
Background- Behaviour problems are now the
most important cause of disability in children

and, as such, constitute an important public
health issue. The slope of the problem is large
and exceeds present means and resources for
dealing with it. Long term follow up studies
show a high level of stability for behaviour
problems present during preschool years and
early onset is associated with a range of neg-
ative outcomes including continuity of dis-
ruptive behaviour, academic problems, and
possible future delinquency. Parent training
programmes have been proposed as a so-
lution.
Objective - To determine the public health
implications of recent findings of a systematic
review on the effectiveness of community
group based parent training (CGPT) pro-
grammes in improving behaviour problems
in 3-10 year old children.
Design - An electronic search of a number of
biomedical, and social science databases was
carried out for the years 1970-96 to identify
overviews and randomised controlled trials
on the effectiveness of parent training pro-
grammes. Reference lists and bibliographies
of identified studies were searched, as were a
number of sources in the "grey" literature-
National Research Register, York Database
of Abstracts of Reviews of Effectiveness, and
the Cochrane Database of Systematic Re-
views. Letters were sent to all coordinators
of parent training groups registered in the
UK requesting information on published and
unpublished evaluations of parent training
programmes. Inclusion criteria specified that
studies must include randomisation of par-
ticipants to an experimental and control
group, at least one GBPT intervention group,
and at least one standardised child behaviour
outcome measure.
Results - Three overviews and 18 primary
studies were identified which met all the in-
clusion criteria. Critical appraisal of the find-
ings showed that while existing research is
beset by a number of methodological flaws,
CGPT programmes are effective in improving
behaviour problems in children. Effect sizes
for parent report outcome measures ranged
from 0.7-1.3, and 0.3-0.7 for independent
observations of childrens behaviour. Com-
parison of a CGPT programme with an in-
dividual clinic based programme showed that
the former was more than six times as cost
effective.
Conclusions - The present findings indicate
that CGPT programmes are a highly cost
effective intervention reducing childhood be-
haviour problems, with substantial pre-
ventative and public health implications.

SUN EXPOSURE/ORTHOPAEDIC

Is ageing of the skin caused by sun

exposure?

I HARVEY,' S FRANKEL', R MARKS2 ('Department
of Social Medicine, University of Bristol;
'Department ofDermatology, University of Wales
College of Medicine, Cardiff)
Objectives - To determine whether skin ageing
is determined by cumulative sun exposure.
Design - Longitudinal examination survey.
Setting - County of South Glamorgan, South
Wales, UK.
Subjects - A total of 792 randomly selected
subjects aged 60 years and over sampled from
the health authority register.
Main outcome measure - Degree of solar el-
astosis (a fundamental feature of skin ageing)
as assessed by a trained dermatologist.

Results - The response rate in the survey was
71%. Subjects had a mean age of 71.2 years.
After adjustment for a range of hypothesised
risk factors, significant determinants of the
degree of solar elastosis were age (adjusted
regression coefficient for 1 year increase:
0.098), daily cigarette consumption (adjusted
coefficient: 0.04 for one cigarette increase),
and skin type. Estimated cumulative ultra-
violet exposure was not a significant de-
terminant.
Conclusions - The objective measurement of
cumulative sun exposure is an important issue
in the epidemiology of a range of der-
matological and ophthalmological con-
ditions. Measurement of solar elastosis has
been suggested as an objective measure ofsun
exposure which can overcome the problems of
recall. There is no clear evidence, however,
that clinically assessed skin ageing is sig-
nificantly determined by sun exposure. This
study is consistent with one other in showing
that cumulative UV exposure appears not to
be a determinant and that instead cigarette
smoking is an important factor. Other ap-
proaches to the assessment of lifetime sun
exposure need to be considered.

What can routine data tell us about the
epidemiology of hip fracture in an Eng-
lish region?

A MCCOLL,I P RODERICK,' C COOPER2 ('Wessex
Institute for Health Research and Development,
University of Southampton; 2MRC En-
vironmental Epidemiology Unit, University of
Southampton)
Background - Indicators for hip fracture ad-
missions and deaths are presented annually
for all the English health authorities in the
public health common data set. Hip fracture
deaths contribute to the Health of the Nation
indicator of deaths from accidents in persons
aged 65 and over. It has not been possible to
use routine data to determine whether hip
fracture incidence has continued to rise be-
cause of the change from pre-1985 hospital
activity analysis (HAA) data to post-1989
finished consultant episode (FCE) based data
used in the hospital episode statistics (HES).
Objectives - To correct HES data by iden-
tifying all the FCEs relating to individual
patients in order to calculate district and
regional admission and mortality rates. To
compare regional standardised admission
rates using HAA data for 1978-81 with 1994/
95 regional standardised admission rates
using corrected HES data as proxies to es-
timate trends in hip fracture incidence in
Wessex.
Subjects - Wessex residents over the age of 65
years admitted with fractured neck of femur
(ICD-9 820 and 821).
Design - We obtained HES data for April
1994 to March 1995. We identified all FCEs
relating to individual patients by examining
each FCE after sorting by postcode and date
of birth. We recorded an individual admission
for hip fracture if there were multiple FCEs
within that admission. We determined
whether that patient had died during the
admission from the HES discharge method
code. We did not undertake a prospective
study to validate HES data. We used Wessex
HAA data for 1978-81 for hip fracture ad-
missions (ICD-9 820 and 821) from a pre-
vious study.
Results - There were 3620 FCEs representing
3266 individual patients with hip fracture.
Using FCEs as a proxy for incidence would
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overestimate the incidence rate by 10%. This
overestimation varied between districts (0-
22%). There were 219 deaths in the 3266
patients (7%) during their admission using
the HES data. National mortality data using
death certificate data underestimated mor-
tality by half in the former Wessex region.
Directly standardised rates per 1000 popu-
lation in Wessex residents over the age of 65
years using the 1978-81 HAA data were 2.3
for men and 5.2 for women. Directly stand-
ardised 1994/95 patient admissions rates de-
rived from HES data were 2.8 for men and
6.1 for women, a possible increase in hip
fracture incidence of one fifth.
Conclusions - This study has implications for
using routine data to monitor the quality of
hip fracture care and highlights the problems
in determining the incidence, trends and mor-
tality rates associated with hip fracture.

A randomised trial to assess the cost
effectiveness of an orthopaedic medicine
service for the management of"non-sur-
gical" orthopaedic outpatients

A P LEIGH BROWN,' 2 A D M KENNEDY,' D T
TORGERSON,3 J CAMPBELL,2 J A G WEBB,4 A M
GRANT' ('Health Services Research Unit, Uni-
versity of Aberdeen; 2Princess Margaret Rose
Orthopaedic Hospital, Royal Infirmary of Ed-
inburgh NHS Trust; 3National Primary Care
Research and Development Centre, University of
York; 4Department of Public Health Medicine,
Lothian Health Board, Edinburgh)
Background - Disorders of the musculo-
skeletal system are common and are often
associated with considerable morbidity; they
are a frequent cause of referral to orthopaedic
outpatient clinics. The re-emerging specialty
of orthopaedic medicine (also known as
musculoskeletal medicine) provides as-
sessment and treatment for individuals whose
condition is unlikely to require surgical inter-
vention. It therefore has the potential to re-
duce pressure on traditional, surgeon-led
orthopaedic services.
Objective - To compare the quality of care
delivered by orthopaedic medicine (OM) with
conventional care from orthopaedic surgeons
(OS), and to compare the costs associated
with the two policies.
Design - Pragmatic randomised trial.
Setting - The outpatient department of an
Edinburgh orthopaedic unit.
Subjects - Altogether 1260 patients, aged over
18, referred to the unit between December
1993 and December 1994 for the man-
agement of any "non-surgical" musculo-
skeletal condition.
Intervention - Patients whose referral did not
specify a named consultant were randomly
allocated either to the orthopaedic medicine
specialist or to an orthopaedic surgeon.
Main outcome measures - These were self re-
ported health status (short form 36 (SF-36)
and Euroqol) at time of referral and at three
and 12 months after the first outpatient ap-
pointment, and healthcare costs based on
data collection from patients' clinical notes.
Results - A total of 829 patients, with a wide
range of musculoskeletal problems, par-
ticipated in the study; 623 responded to at
least one follow up request. There were no
statistically significant differences between
OM and OS for health gain, at three or 12
month follow up, in SF-36 subscales or in
Euroqol. However, the sample size achieved
does not preclude small but clinically sig-

nificant differences between OM and OS.
The two groups (n = 829) showed significant
differences in the types of treatment received
over the 12 month follow up period. Some
20.2% of OM patients received outpatient
treatments compared with 10.0% for OS
(95% CI 5.1, 14.9). In contrast, 17.1% in
the OS group received surgical inpatient care
compared with 5.9% in the OM group (95%
CI-15.4, -6.9). These treatment differ-
ences are reflected in marginal healthcare
costs; preliminary analyses show mean OM
costs to be £177 per patient, compared with
£281 per patient for OS.
Conclusion - The trial found no evidence of
differences in health gain between the two
policies. However, differences in clinical man-
agement resulted in cost savings for patients
treated by OM; these data suggest that the
introduction of orthopaedic medicine as the
treatment of choice for "non-surgical"
musculoskeletal patients may have the po-
tential to maximise health gain from finite
health care resources.

Femoral shortening after hip fracture: a
role for screening and clinical audit?

S M SHEPHERD, R J PRESCOTT, A F DOUGLAS
(Department of Public Health Sciences, Uni-
versity of Edinburgh)
Study objectives - To determine the prevalence
of significant femoral shortening following
hip fracture, its predictors, and to establish if
shortening could be useful for surgical audit.
Design - This was a prospective study. Data
collection at baseline and six months post
fracture was based on the standardised scales
recommended by the Royal College of Phys-
icians and the British Geriatrics Society in
1992 for assessment of the elderly. Femoral
shortening was measured at six months post
fracture using the method described by
McRae. Significant shortening was defined
as being greater than 2.5 cm. Baseline and
six month predictors were identified using
regression techniques.
Setting - City of Edinburgh.
Subjects - Altogether 270 consecutively ad-
mitted patients with a fresh, presumed os-
teoporotic hip fracture.
Main results - At six months post fracture,
53 patients had died. Of the remaining 217
patients, data on shortening was available for
202. The prevalence of significant shortening
was 7.4%. A higher proportion of men ex-
perienced shortening (18% males and 5%
females, OR 4.4, 95% CI 1.3, 14.7), but
no other baseline factor was a statistically
significant predictor of shortening. At six
months there was only a weak association
between the patient reporting limp and short-
ening, with 18% of those with a severe limp
having significant shortening. The only other
associated feature was that none of the 61
patients who could climb stairs with a normal
gait was found to have shortening. Multiple
logistic regression confirmed that the sex of
the patients and stair climbing ability were
statistically significant predictors of short-
ening, with limp just failing to demonstrate
significance. Redefinition of shortening to in-
clude the additional 5% of patients with
2.5 cm of shortening did not identify any
other predictors.
Conclusions - Significant shortening is an im-
portant complication to detect in hip fracture
patients because of impairment of gait which
predisposes to further falls. It is readily meas-

ured and, in most cases, it can be corrected
by a simple shoe raise. A high prevalence of
shortening was found which was not picked
up through routine orthopaedic or GP follow
up. This raises the possibility that screening
at orthopaedic follow up clinics should be
undertaken. If so, it should encompass all
patients, as it was not possible to identify
clear subgroups with low risk. Furthermore,
the proportion of patients who have their
leg lengths measured could be an outcome
measure for surgical audit.

SECONDARY CARE (2)

The English patient: a story of hospital
utilisation

A BRISTOW, R BEECH, M HUDSON (Department
ofPublic Health Medicine, UMDS, St Thomas's
Hospital, London)
Background - The current policy to reduce
the numbers of acute hospital beds assumes
that either overall need is falling, despite rises
in emergency admissions, or that there is
some inappropriate utilisation of acute beds.
This study offour hospitals assessed the scope
for reducing the numbers of acute beds and
the service developments and alternative
forms of care that could reduce the levels of
inappropriate bed use.
Methods - Nurse screeners retrospectively re-
viewed a sample of days of admission and
subsequent days of care for general medical,
surgical, elderly care, and orthopaedic spe-
cialities using a modified version of the ap-
propriateness evaluation protocol (AEP).
Clinicians re-reviewed admission days that
did not meet an AEP criteria to assign a
"clinical override" or an AEP reason for in-
appropriateness. Inappropriate days of care
were examined to assess the position of in-
appropriateness in the stay. Clinical review
was not feasible for the large number of days
of care and the reasons for inappropriateness
were assessed using a smaller sample of med-
ical, elderly care, and orthopaedic inpatients.
Results
* Admission days: 1809 days were reviewed.
The overall levels of inappropriateness in
relation to hospital were 22.1%, 25.6%,
7.4%, and 14.9% for admission days. In-
appropriate admission days accounted for
1.8%, 3.1%, 0.9%, and 1.4% respectively
of total bed days reviewed in the four hos-
pitals. Breakdown by speciality showed a
consistent pattern with medical and sur-
gical admission days having higher levels
of appropriateness compared with ortho-
paedic and elderly care. Premature ad-
mission was the most commonly assigned
reason for inappropriate admission day for
orthopaedic and surgical specialities. For
elderly care and medicine the main reasons
were lack of a suitable alternate facility and
prompt outpatient care.

* Position of inappropriateness: the most
common position ofinappropriate days was
at the end of stay. Inappropriateness at the
beginning occurred more in surgical and
orthopaedic specialities.

* Days of care: 1451 days were reviewed.
Levels of inappropriateness were 32.7%,
39%, 48% for elderly care (three hospitals),
10.5%, 13.2%, 27.5% for medical (three
hospitals), and 35% for orthopaedic (one
hospital). The need for care in a non-acute
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facility was the most common reason for
inappropriateness. However, such care is
not currently available in sufficient quant-
ities.

Conclusions - Low levels of inappropriate ad-
missions and the current shortage of al-
ternatives to acute care challenge the
assumption that in the short term there are
too many acute beds and raises the issue of
underutilisation in terms of current ad-
missions for acute care. The effectiveness
and cost effectiveness of investments in the
alternatives to acute care need to be assessed
to ensure that quality of care is not reduced.

Gambling with beds: how do hospitals
manage?

W WRIGHT, I H M BAILLIE, I A F BODDY, 1 N

CRAIG, N DRUMMOND, A H LEYLAND' ('Public
Health Research Unit, University of Glasgow;
'Department of Public Health, University of
Glasgow)
Background-A number ofstudies have shown
a steady rise in the number of acute ad-
missions to general medical departments in
the UK. One of the main problems for hos-
pitals is the unpredictable nature of this type
of demand; for example, general medical
wards may be 80% occupied one day and full
the next. Further admissions can create a
situation where the "boarding" or "de-
canting" of medical patients into other wards
becomes necessary. It is generally recognised
that boarding patients has a negative effect
on the quality of care and can cause or-
ganisational difficulties within trusts.
Objective - To examine the degree ofvariation
in daily occupancy rates and outline the bed
management strategies employed to cope
with these fluctuations in demand.
Methods - Analysis of Scottish discharge sum-
maries (form SMR1) and health service costs
data for the financial year 1994/95 were used
to examine differences in daily occupancy
rates, length of stay, and acute emergency
admissions to general medicine and its as-
sociated subspecialities in eight hospitals.
These analyses were used in conjunction with
qualitative data about the process ofbed man-
agement, collected by semistructured in-
terviews with 136 individuals and included
staff in this specialty group. Respondents in-
cluded directorate members, clinical dir-
ectors, bed managers, and medical and
nursing staff.
Results - The large teaching hospitals in the
study were found to have a higher than av-
erage proportion of medical elective ad-
missions. Annual bed occupancy rates in the
eight hospitals ranged between 76% and 90%,
but these figures concealed more substantial
variations in daily occupancy rates and quite
complex peaks and troughs over rather longer
periods. For daily rates, the 5th to 95th cen-
tiles range was between 22% and 38%. In
the hospital with the highest average daily
occupancy the medical wards remain at least
threequarters full for 95% of the year. This
hospital, together with one other, worked 45
days of the financial year 1994/95 at 100%
occupancy or greater. In response to these
variations in demand, trust managements ad-
opted different strategies. These ranged from
a highly structured and proactive "cascade
system" to a less organised, and more reactive,
"fire fighting approach". In some trusts, acute
receiving wards had been introduced as a
direct response to increased pressure on beds.

Conclusions - Daily variations in demand are
difficult to predict, but should not result in
serious problems for the hospitals involved if
they have a clearly defined strategy to deal
with periods of extreme pressure and the
clinical directorates have sufficient "slack"
in their bed allocations. Understanding the
relationship between daily variation and bed
management practice should lead to re-
ductions in pressure on bed numbers.

Bed use reviews: clinical opinion or ob-
jective criteria?

M HUDSON, R BEECH, A BRISTOW (Department
ofPublic Health Medicine, UMDS, St Thomas'
Hospital, London)
Background - Utilisation review (UR) of the
use of acute hospital beds is a frequent oc-
currence in the UK, yet there is still much
debate about the most appropriate method
to use. Despite consensus agreements and
clinical guidelines there is no commonly
agreed "gold standard" for many medical
treatments and procedures and often no ab-
solute indicator as to whether inpatient care
is needed. Clinical opinion has been criticised
as being too subjective, but many clinicians
dislike the idea of a rigidly applied checklist.
This paper presents findings of adapting and
testing a well known, valid, and reliable Amer-
ican tool for UR, the appropriateness evalu-
ation protocol (AEP) for use in the UK.
Although the tool is basically a checklist of
explicit criteria that are applied to the
patients' notes by trained screeners, it also
incorporates a facility for clinical override.
Patients who do not meet any criteria are re-
reviewed by their clinician, who can either
override the decision or agree a more ap-
propriate location.
Method - The original AEP criteria were up-
dated and modified to British terminology by
clinicians at four acute hospitals in South
Thames. The modified criteria were then
applied to:
* A retrospective review of 1809 medical,

general surgical, orthopaedic, and care of
the elderly admissions.

* A concurrent review of 681 admissions and
1451 days of care.

Admissions and days of care not meeting a
criteria were reviewed by the patients' clini-
cians. Cases were reclassified as either criteria
applied (ie, false negatives), clinically ap-
propriate (ie, criteria did not apply, but
patients still required acute care) or in-
appropriately located.
Results - A total of 359 retrospective ad-
missions, 103 concurrent admissions, and
526 concurrent days of care were deemed
inappropriate at first screening. Ofthese 25%,
64%, and 42% were clinically overridden,
equivalent to 5%, 10% and 15% of the entire
sample, respectively. The overall level of over-
ride was generally small and compared fa-
vourably with other studies. However,
analysis of the overrides shows inconsistency
in application of overrides, both within and
between clinicians classification for what ap-
peared to be similar cases. Conversely, several
cases were still classified as inappropriate de-
spite the clinician giving an apparently valid
reason for override. Levels of override for the
concurrent review were nearly twice the rate
of the retrospective review.
The implications of these findings to future

refinement and use of the AEP, and for util-
isation reviews in NHS settings will be dis-
cussed.

A small area analysis ofpreventable hos-
pitalisations in the UK

J DIXON,' C SANDERSON' P WALLS,2P ELLIOTT3
('Kings Fund Policy Institute, London; 2De-
partment of Public Health and Policy, London
School ofHygiene& TropicalMedicine, London;
3Department ofEpidemiology and Public Health,
Imperial College School ofMedicine at StMary',
London)
Research objectives - To measure rates of hos-
pitalisation for "ambulatory care sensitive"
(ACS) conditions (conditions in which the
onset of the condition or an admission is
potentially preventable by timely and effective
ambulatory care) across small geographic
areas in North West Thames Region in 1991-
94. To investigate the reasons for the vari-
ations found. To compare the findings with
results from a similar study in the US and
Canada.
Study design - A small area analysis of hos-
pitalisation rates for ACS conditions. The
hypothesis tested is that higher rates of hos-
pitalisation for ACS conditions would be
found in areas in which the availability of
ambulatory care facilities is low, and where
social deprivation is high. Altogether 7700
enumeration districts (EDs) within North
West Thames Region will be grouped into 14
"hospital service areas" (HSAs) - areas served
by the large acute hospitals in the region. The
extent of non-random variation of hos-
pitalisation rates for ACS conditions between
EDs within each HSA will be estimated.
Trends in hospitalisation rates for ACS con-
ditions in each HSA will be identified for each
ofthe three years 1991-94. Maps showing the
pattern of standardised hospitalisation rates
for ACS conditions across the region will be
presented. The influence of age, sex, mor-
bidity, socioeconomic deprivation, and avail-
ability ofhospital and ofprimary care facilities
will be investigated using univariate and mul-
tivariate analyses. The results will be com-
pared with those found in US and Canada in
a similar study.
Conclusions - We hope to be able to identify
factors which influence variations in ad-
mission rates for ACS conditions and com-
pare these with the factors found in other
countries with different health care systems.

MORTALITY

The role of alcohol and other factors in
the precipitate decline of Russian life
expectancy in the 1990s

D A LEON, M MCKEE, L CHENET (European
Centre on the Health of Societies in Transition,
London School ofHygiene & Tropical Medicine)
Objectives - To investigate the potential con-
tribution ofartefact, alcohol, and other factors
to the recent dramatic fall in life expectancy
at birth in Russia. Between 1990 and 1994,
male life expectancy fell by 6.2 years and
female life expectancy by 3.4 years.
Design - Analysis of a reconstructed cause
and age specific mortality series for Russia
from 1984-94.
Setting - Russia.
Main outcome measures - Mortality from all
causes, infectious and parasitic diseases, all
neoplasms, circulatory disease, respiratory
disease, alcohol related diseases (including
acute alcohol poisoning), and accidents and
violence.
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Results - Other than all neoplasms, mortality
from the causes examined declined between
1984 and 1987 and increased between 1988
and 1994. The relative declines in mortality
were of roughly the same magnitude in both
sexes, and were most marked at working ages.
The largest relative changes in mortality rates
were for alcohol related deaths and accidents
and violence, although there were appreciable
changes for other causes including circulatory
disease.
Conclusions - The fact that cancer rates were
relatively stable over the period 1984-94 sug-
gests strongly that underestimation of the
population at risk cannot explain the dramatic
fluctuations seen for other causes. Changes
in alcohol consumption over the period ap-
pear to mirror the changes in mortality. A
review of the epidemiological literature on
the association of mortality with very heavy
drinking, as has been historically com-
monplace in Russia, suggests that variation in
alcohol availability and consumption between
1984 and 1994 could plausibly account for
at least part of the sharp changes observed in
mortality from a range of causes including
circulatory and respiratory disease. These
findings pose an enormous challenge to Rus-
sian public health. They also suggest that a
reassessment of the public health impact of
alcohol consumption in many other countries
may be in order.

Recent trends in deaths in young adults
aged 15-44 in England and Wales

P AYLIN, K DUNNELL (Office for National Stat-
istics, London)
Objective - To examine mortality time trends
in young adults.
Design - Trends in age specific death rates
for all cause and specific causes since 1979
from mortality data gathered by the Office
for National Statistics. Comparison of per-
centage differences between expected num-
ber of deaths based on 1987-89 mortality
and 1993-95 mortality.
Setting - Deaths in England and Wales in
15-44 year olds between 1979 and 1995.
Results - The baby boom generation of the
1960s is reflected in the bulge of 15-19 year
olds in 1979 moving up through the age bands
into 30-34 year olds in 1995. Death rates in
women aged 15-44 show an overall decrease
from 1979 of about 15%, to 60 per 100 000
population in 1995. In men, the overall de-
crease in mortality is 9%, to 111 per 100 000;
however the trend reverses and shows a grad-
ual increase since 1985. Mortality by five year
age bands in women show a steady decline
across the 15-44 year old age group. In men,
15-19 year olds show the largest decrease in
mortality of over 30%. Deaths in five year
age bands between 20 and 39 years increase
since 1985, and 25 to 34 year olds have the
same or slightly higher death rates in 1995
compared with 1979. There were 36 698
deaths in males and 19 115 in females be-
tween 1993 and 1995. Decreases in mortality
from 1987-89 have occurred in cancer (fe-
males 16%, males 18%), and in particular
cancer of the cervix (42%), in stroke (females
14%, males 10%), and in accidents (females
12%, males 18%). In males, heart disease
has decreased by 19% but in females it has
increased by 13%. Suicide has reduced in
females by 16% but increased slightly in males
by 4%. Increases have also occurred in HIV
(females 78%, males 44%) and in other in-

fectious diseases (females 33%, males 41%),
in respiratory disease (females 11%, males
31 %), and in diseases of the digestive system
(females 13%, males 27%). Deaths from
drugs and poisoning show increases from
1979 with the largest in the younger age bands
of over 280% in 24-29 year old females and
over 650% in 15-19 year old males.
Conclusion - Mortality in 15-44 year olds is
decreasing forwomen but has been increasing
for men since 1985. The increase in men is
due to infectious disease and AIDS, suicides,
open verdicts, and diseases of the respiratory
and digestive system. Some of these may be
a manifestation of HIV infection.

What happened to life expectancy in
Spain in the 1980s?

L CHENET, I M MCKEE, I A OTERO, I AUSIN2
('London School of Hygiene & Tropical Medi-
cine; 2Centro Universitario de Salud Publica,
Madrid, Spain)
Background- Life expectancy at birth in Spain
improved rapidly between 1972 and 1982 -

by 2.5 years for males and 3.2 years for
females. This slowed considerably in the fol-
lowing decade, with increases of only 0.5 and
1.7 years respectively. From a position in
which male life expectancy at birth exceeded
that in the UK by almost two years in 1982,
the values are now almost identical.
Objective - To determine the reasons for the
failure by Spain to maintain the rate of im-
provement in life expectancy seen during the
1970s.
Design - Data from WHO mortality tapes
grouped in a series of clinically meaningful
categories were used to calculate the con-
tribution of each category, in five year age
groups, to the changing life expectancy at
birth in the two periods.
Results - The trends in life expectancy at birth
in Spain over this 20 year period can be
considered to have two components, both
with important consequences for public
health policy. Underlying trends include a
steady negative contribution from respiratory
cancer, in men, and a reduction in cardio-
vascular disease. More recent trends include a
marked deterioration in deaths among young
adults, most notably from accidents and a
group of diseases that are most likely proxies
for AIDS. When analysed by age group, there
are striking differences between the two
periods and, in each period, in the con-
tribution to change of deaths at different ages.
Most notably, the failure to improve as rapidly
in the 1980s as the 1970s is due largely to
additional deaths among young adults.
Conclusion - Spain, like other Mediterranean
countries, has traditionally outperformed its
northern neighbours in terms of life ex-
pectancy. This advantage is disappearing.
The failure to maintain the rate ofearlier gains
in life expectancy in Spain can be attributed
largely to a few conditions, although these
may indicate less obvious underlying prob-
lems. It is noteworthy that the group most
affected has been young and early middle
aged men. This group has also been most
affected in central and eastern Europe, al-
though some of the causes of death are differ-
ent. These findings have important
consequences for prioritising public health
policies and for understanding of the de-
terminants of health at a population level.

The relative contribution of different ap-
proaches to the current trends in road
traffic accident casualties

P COLEMAN, J P NICHOLL (Medical Care Re-
search Unit, ScHARR, University of Sheffield)
Background - In the population of England
and Wales aged under 45 years, injury and
poisoning (IP) are the major causes of death,
and road traffic accidents (RTAs) are re-
sponsible for two thirds of deaths from all
accidental causes. Given that reducing deaths
from accidental causes in those aged 0-14 and
15-24 years are included as priority health
targets in the Health of the Nation, routine
data sources have been examined to assist
in identifying successful accident prevention
measures, and targeting of resources in the
most effective way.
Methods - The sources of data used were as
follows:
* Office of Population Censuses and Surveys
DH4 Series - Deaths from Injury and Pois-
oning.

* Road Traffic Accidents Great Britain Cas-
ualty Reports (Department of Transport).

The case fatality rates for all RTA casualties
between 1926 and 1995 were calculated, and
the patterns in casualties of all severities for
the contemporary period between 1984/85
and 1994/95 were analysed by age group and
road user type.
Results - Between 1946 and 1950 there were
improvements in the case fatality rate but
since that time the ratio between the numbers
of killed and seriously injured in RTAs has
remained remarkably constant. Between
1984/85 and 1994/95 there have been small
improvements in the rates for child ped-
estrians and cyclists (4.7%-3.2%, and 4.0%-
3.6% respectively), but an unchanging or
deteriorating pattern in all other road users. In
contrast, for the same period, the relationship
between the numbers of casualties killed and
seriously injured, and casualties of all se-
verities, shows a considerable improvement
overall (24.3%-15.9%), with most benefits
being in car drivers and adult passengers.
Conclusions - The data indicate that primary
and secondary measures which aim to prevent
an RTA occurring or reduce the severity of
the injuries if an accident does occur, have
made substantial contributions to reducing
the numbers of casualties who are seriously
injured, although the priority must be to target
interventions towards the more vulnerable
road users like pedestrians and cyclists. The
consistency in the case fatality rates in all
age groups and road user type (except child
pedestrians) suggest that the contribution
made by changes during the latter half of
the 20th century in how serious injuries are
managed medically is minimal.

METHODS (2)

Developing cost effectiveness guidelines

M ECCLES, N FREEMANTLE,2 J MASON2 ('Centre
for Health Services Research, University of
Newcastle; 2Centre for Health Economics,
University of York)
Objectives - Clinical guidelines need to take
account of their economic implications. The
aim ofthe work was to develop valid efficiency
based guidelines for the general practice use
of four drug groups: ACE inhibitors in heart
failure, antidepressants; aspirin as an anti-
thrombotic, and NSAIDs in osteoarthritis.
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Design - The guidelines were developed by
two parallel group processes involving lit-
erature review, and a multidisciplinary de-
velopment group process. Explicit literature
searches were performed and study effects
were summarised using meta-analysis. In-
formation on harm and cost was identified.
Results - The process took 12 months; the
groups met monthly on up to eight occasions.
Recommendations were made in the light of
clinical effectiveness, side effects, harm, and
cost. This method allowed explicit calculation
of the extra costs ofusing a drug, the potential
cost consequences of particular drug choices,
and the benefit of certain drug choices in
terms ofside effects or harm. Group members
required education in both meta-analysis and
health economics; they were able to make
recommendations based on the data avail-
able.
Conclusions - There is increasing interest in
the development of evidence based guide-
lines. Within the focused area of drug use, it
has been possible to extend this process to
produce efficiency based guidelines. This is a
complex and expensive process. The method
requires testing across a number of broad
disease categories.

A comparison of observational and ran-
domised controlled trial estimates of the
effectiveness ofhealth care interventions

R MACLEHOSE, IB. REEVES, II HARVEY, l A BLACK,2
T SHELDON,3 I RUSSELL' ('Department of Social
Medicine, University of Bristol; 2Department of
Anaesthetics, Bristol Royal Infirmary, University
of Bristol; 3Centre for Health Economics, Uni-
versity of York; 4Department ofHealth Sciences,
University of York)
Background - Randomised controlled trials
(RCTs) are usually regarded as the "gold
standard" study design to assess the effect-
iveness of a health care intervention. How-
ever, there are many circumstances in which
RCTs are impracticable, unethical, or in-
appropriate. Quasi-experimental and ob-
servational (QE/O) study designs offer an
alternative way of assessing effectiveness, but
the validity of such studies is questionable;
previous reviews have suggested that non-
randomised trials and flawed RCTs tend to
give larger estimates of benefit than RCTs.
Our aims were as follows:
* To identify studies which reported es-

timates ofeffectiveness based on both RCT
and QE/O study designs,

* To investigate whether there are features
ofQE/O study designs which are associated
with the size and direction of any differ-
ences between RCT and QE/O estimates
of effectiveness.

Methods - Identifying papers which were rel-
evant to our objective was extremely difficult,
due to the lack of methodological indexing on
electronic literature databases. Some papers
were identified from Medline (1966-) and
EMbase (1980-) by searching for relevant
key words. Other papers were found through
ongoing research activities, personal contacts
and paper collections, and from the reference
lists of papers already identified.
Results - Eleven relevant papers were located,
which were classified as reviews (2), com-
prehensive cohort studies (3), and "other"
(6). Papers were classified as high or low
quality, depending on whether (1) the same
eligibility criteria were applied to RCT and
QE/O cohorts, (2) QE/O estimates were
adjusted for potential confounding, and (3)

appropriate data analyses were carried out.
High quality studies yielded QE/O effect-
iveness estimates which did not differ from
RCT estimates and which were not con-
sistently more or less extreme. Poor quality
studies yielded differences which showed a
wider scatter and which were sometimes sub-
stantial, but which were also not consistently
more or less extreme.
Conclusion - Two main conclusions can be
drawn from this review. First, there appears
to be limited evidence directly comparing
RCT and QE/O studies. Second, QE/O stud-
ies which use the same eligibility criteria as
RCTs and which control for known con-
founders appear to yield estimates of effect
which are not consistently higher or lower
than the estimates provided by RCTs and do
not differ any more than would be expected
by chance. These findings suggest that the
tendency to regard QE/O estimates of effect-
iveness as being inevitably biased may be
premature.

CHILD HEALTH (2)

Neonatal screening examinations: is one
examination enough?

C R RAMSAY,' C M A GLAZENER,' M K CAMPBELL,'
P BOOTH,2 P DUFFTY,2 D J LLOYD,2 J A REID2
('Health Services Research Unit, University of
Aberdeen; 2Aberdeen Maternity Hospital)
Objective - To evaluate the effectiveness of
one compared with two neonatal screening
(NNS) examinations.
Setting - Aberdeen Maternity Hospital,
Grampian, North East Scotland.
Subjects - Altogether 9712 babies born in the
maternity hospital in the two year period
between 1 March 1993 and 28 February
1995.
Methods - A randomised controlled switch-
back trial of one compared with two NNS
examinations was conducted. Data were col-
lected from discharge summary records and
computerised neonatal records. The infants
were followed up for the first year of life
through identification of inpatient and out-
patient referrals and the results of community
screening programmes at 8 weeks and 8
months. The hospital records of a random
10% subsample were scrutinised for out-
patient and inpatient activity, and the GPs of
these babies completed questionnaires de-
tailing the level of community care used.
Results - In total, 4835 babies were allocated
to the single screening examination policy
and 4877 to the two screening policy. All of
the trial babies were matched to a neonatal
record and 9559 (98%) were linked to a
community screening record. There were no
significant baseline differences between the
two groups in terms of sociodemographic
characteristics. There were significantly more
suspected abnormalities at discharge from
hospital in the two screening policy (8.3 dia-
gnoses v 9.9 diagnoses per 100 babies, 95%
CI for the difference 0.4, 2.8), principally
reflecting suspected musculoskeletal ab-
normalities. However, this did not result in
an increase in the number of infants who
required treatment. Furthermore, there was
no apparent delay in diagnosis of conditions
which required treatment in the one screen
group. Similarly, no differences were found
in the following: use of community resources;
the results of community screening pro-
grammes; the rate of outpatient attendance

(19% v 20%, 95% CI 3.0%, 0.1%); and the
rate of inpatient hospital admission (16% v
15%, 95% CI -0.6%, 2.3%).
Conclusions - There was no evidence of a
clinically important difference in the de-
tection and management of abnormalities
when one NNS was performed rather than
two. Implementing a one examination policy
should lead to more efficient use of resources.

Health visitor management of failure to
thrive: a randomised control trial

C WRIGHT,I J CALLUM,I, E BIRKS,2 ('Department
ofChild Health, University ofNewcastle; 2Parkin
Service, Newcastle City Health Trust)
Background - Health visitors (HV) play a
central role in primary care child health but
are increasingly vulnerable as a resource, due
to difficulties in defining and costing their
activities. It is usually health visitors who first
identify children as failing to thrive (FTT),
but conventional hospital management then
makes no use of their family knowledge and
access. We thus developed a multidisciplinary,
community based intervention for FTT with
health visitors as key workers, and formally
evaluated it as a clinical trial.
Method - Controlled trial with Newcastle
primary care practices as randomisation units.
Children in intervention practices received
a structured health visitor assessment at a
median age of 14 months, with dietetic, pae-
diatric, and social work input as required,
while controls were not contacted. They were
all followed up at home and via child health
records when aged 3 years.
Subjects - A total of 229 children with FTT,
identified by population screening, 120 in the
intervention and 109 in control practices.
Outcome measures - Follow up weight and
height and intensity of follow up.
Results - Altogether 187 (82%) records were
reviewed, revealing that both groups showed
similar patterns of slow weight gain early in
the first year, reaching a low point aged 13-14
months. However, after this controls had far
less routine follow up, with 15 (16%) lost to
follow up immediately after the screening
weight, compared with only one intervention
child, although a third of controls had been
referred for hospital investigation. In the 134
(58.5%) families who consented to home
visits, both groups were equally satisfied by
the services they had received, but inter-
vention children were significantly taller and
heavier. At last routine follow up 91 (76%)
children receiving the intervention had re-
covered from their FTT compared with 60
(55%) controls.
Interpretation - Community based man-
agement of failure to thrive is more effective
than conventional hospital based man-
agement and provides a useful model for
targeted health visitor activity.

PATIENT SATISFACTION

Quality in adult acute mental health units
in an inner London health authority: a
study of patient satisfaction

J KOFFMAN, C CITRONE (Department of Public
Health, Kensington & Chelsea and Westminster
Health Authority)
Background - As psychiatric patients' ex-
pectations of care rise, the measurement of
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quality, including the assessment of patient
views, have become increasingly important.
Few studies, however, have measured patient
satisfaction in mental health settings.
Objectives - To investigate patient satisfaction
in adult acute psychiatric inpatient units in
an inner London health authority.
Design - Multidimensional, 29 item, selfcom-
pletion questionnaire to gain patients' per-
spectives on psychiatric treatment, care, and
insight.
Setting - Four mental health units.
Subjects -A total of 184 adult acute psychiatric
inpatients.
Main outcome measures - Sociodemographic,
admission, and clinical charcteristics of
patients. Patient perspectives on care and
treatment received.
Results - Thirty three (18%) patients were
considered too disturbed to complete the
questionnaire, or were on leave during the
study. Of the remaining 151 patients, 54%
agreed to participate in the study. Non-re-
sponders were over-represented by patients
diagnosed with schizophrenia and those ad-
mitted under a section of the Mental Health
Act (1983). Patient views are summarised
into the following categories:
* Admission: 70% of patients were satisfied

that the reasons for their admission were
clearly explained.

* Ward environment: 56% of patients felt safe
on their wards.

* Treatment: only 45% of patients reported
being involved in their treatment and care.
56% of patients considered psychiatrists
depended on drugs and pills too much,
and only 54% of patients agreed they were
aware of the main side effects of their
medication.

* Communication and health care professions:
few (21%) patients were dissatisfied with
accessing staff when required. However,
54% of patients considered that psy-
chiatrists were not good at communicating
with them. Although 73% of patients were
satisfied with the caring attributes of health
care professionals, 61% of patients felt
doctors always knew best, while 43% of
patients did not consider psychiatrists knew
what they are doing. Only 48% of patients
agreed they knew what processes were in-
volved in making a complaint about their
care or treatment and only 49% of patients
felt at ease during the ward round.

* Insight: 37% of patients did not think that
they needed to be in hospital.
Patient characteristics associated with sat-

isfaction were as follows: females were more
likely to disagree that the ward was welcoming
(p = 0.03); formally admitted patients were
more likely to disagree that the psychiatric
care is improving all the time (p = 0.02);
patients with a diagnosis of schizophrenia
were more likely to disagree that they had a
say in their treatment (p = 0.04).
Conclusions - Present findings highlight:
methodological problems in a relatively un-
derdeveloped field of research; a group of
patients who need careful explanation of their
mental illness and treatment; current con-
cerns ofmental health users; and the planning
of future mental health services.

Assessment of the acceptability of the
role of clinical nurse specialists running
a symptomatic breast clinic for new re-
ferrals

L GARVICAN, E GRIMSEY, P LITTLEJOHNS, S
LOWNDES, N SACKS (St George' Hospital and
Medical School, London)
Background - Clinical nurse specialists have
run the symptomatic breast clinic for new

referrals at a London teaching hospital for 10
years, performing clinical examinations and
fine needle aspirates (FNAs) for cytology,
and requesting imaging investigations. The
specialist surgeon then sees newly diagnosed
cancer patients, and any equivocal cases.
Objectives - (1) To assess the acceptability
of the service to the women and referring
physicians in primary care. (2) To compare
the adequacy ofFNAs performed by the nurse
specialists with other aspirators, in order to
assess clinical expertise.
Methods - A total of 150 new patients at-
tending the unit over a six week period re-
ceived a questionnaire for postal return. A
second questionnaire was sent to the referring
doctor with the clinic results. The cytology
laboratory audited the results of 398 FNAs
by aspirator.
Results - Altogether 68% of doctors re-
sponded. Seventy per cent of those always or
regularly referring patients to the clinic were
aware of the nurses' role but only 9% had
informed the women. High standard of care
and convenient location were the most com-
mon reason for referral to the unit. There
were no complaints about misdiagnosis of
cancer. Altogether 79% of patients replied.
Only five had expected to see a nurse special-
ist. All were satisfied with the clinical care
received, and 16% added specific praise for
the nurses. Complaints centred round access/
facilities or delays in appointments or at the
clinic. The clinical nurse specialists had a
lower FNA inadequacy rate than most other
aspirators (trainee surgeons or other medical
specialists) across the range of cases.
Conclusion - Although most patients expected
to see a doctor, all were satisfied with the
standard of clinical care. There is no evidence
of missed cancers, and the FNA adequacy
rate is higher than for most other aspirators.
Other breast units faced with increasing work-
loads could consider using nursing expertise
in this way.

GENITOURINARY AND SEXUAL HEALTH

An investigation of the ways in which
differing attitudes of clinicians working
in the field of sexual health may
constitute a barrier to the successful
integration of family planning and
genitourinary medicine services

R KANE, K WELLINGS (Sexual health programme,
Department ofPublic Health and Policy, London
School of Hygience & Tropical Medicine)
Introduction - Contraceptive services and
genitourinary medicine in the UK have tra-
ditionally been organised and run quite
separately. Recent literature, however, em-

phasises the need for re-assessment of the
ways in which sexual health services are pro-
vided. Convergence of the two specialities has
become increasingly widespread recently and
a number of centres are emerging where fam-
ily planning and genitourinary medicine ser-
vices are completely integrated.
Hypothesis - Difficulties in the process of
converging services will reflect not only the
historically separate development of family
planning and genitourinary medicine but also
the different styles and approaches of pro-
fessionals working in the two disciplines.
Objective - This paper aims to investigate the
views of health professionals in the separate
specialities of family planning and genito-
urinary medicine and to explore the extent

to which they may impede or enhance service
integration. It aims also to explore the differ-
ent priorities between medical staff working
in family planning and in genitourinary medi-
cine and to investigate different opinions on
perceived advantages and disadvantages of
integrating the two disciplines.
Design - In-depth, unstructured personal in-
terviews were carried out with health pro-
fessionals working in the field of sexual health
with the aim of exploring their views on the
main priorities surrounding the organisation
of sexual health services.
Setting- Genitourinary medicine, family plan-
ning, and generic sexual health centres.
Subjects - A purposive sample of health pro-
fessionals working in sexual health services in
the UK, selected to represent the views from
clinics in different residential areas and at
different levels of integration between genito-
urinary medicine and family planning.
Findings - Many doctors embark on a career
in genitourinary medicine because of their
specific interest in HIV and AIDS. These
physicians often have little interest in working
in a fully integrated sexual health service
where they may be responsible for providing
gynaecological care. Conversely, interest in
family planning may derive specifically from
an interest in women's health or in teenage
pregnancies so that some family planning
doctors have little interest in building on the
clinical aspect of genitourinary medicine as
their area of expertise.

Furthermore, there appears to be a differ-
ence in opinion between those working in
family planning and genitourinary medicine
regarding what integration of the two dis-
ciplines may mean for their reputation and
the image of their own speciality.

How to recognise a good condom

B SPENCER,' J GEROFI2 ('Units d'Evaluation de
Programmes de Prevention, Institut de Medecine
Sociale et PrIventive, Lausanne, Switzerland;
2Enersol Consulting Engineers, NSW, Australia
The AIDS epidemic has focussed attention
on condom quality, and indeed, since con-
doms are highly and widely recommended
by public authorities as an effective form of
protection, responsibility is shared between
the public and private domain for ensuring
that products of the highest possible quality
are made available to the public. A good
condom does not break, slip, or spill, is com-
fortable and aesthetically acceptable to both
partners. Yet how are these characteristics to
be translated into the specifications to which
manufacturers should adhere? Minimum cri-
teria for condom standards in terms of burst-
ing volume and pressure, freedom from holes,
and tensile strength are already well above
what would theroretically ever be required in
human use, yet breakage and slippage still
occur, and many criticise the comfort and fit
of the product. Failure is often attributed to
human error, and AIDS prevention in-
formation stresses the correct way to use
condoms, but in fact very few scientific data
exist to support the instructions generally
provided (eg pinching the teat to expell air
before unrolling).
One major obstacle to defining a good

condom is the lack of data linking laboratory
or in vitro performance of condoms to per-
formance in human use. Despite the apparent
simplicity of the product, the multiplicity of
details which make up manufacturing and
control specifications on the one hand, and
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the complexity of factors involved in human
use on the other, means that linking the
"theoretical" with the "real" performance,
in this field of public health as in others,
constitutes a major epistemological challenge.

This paper describes the issues and prob-
lems surrounding condom quality, and sum-
marises the main findings of research at the
level of laboratory and in vitro use, and of
condom breakage and slippage in human use.
A synthesis of data can so far only provide us
with clues on how to recognise a good con-
dom. Consequently, propositions for the dir-
ection of future research are made, which
could provide greater security to our con-
viction that we recognise a good condom
when we see one.

CANCER

Deprivation and hospital admissions for
cancers of the colorectum, lung, and
breast in south east England, 1 April
1989-31 March 1994

N VICKERS, A M POLLOCK (St George's Hospital
Medical School, London)
Objective - To examine the relations between
socioeconomic deprivation and hospital ad-
missions for the three most common cancers

(colorectum, lung and female breast (ICD-
9: 153, 154, 162, 174)) in the two Thames
regions.
Design - Ecological analysis using hospital
episode statistics (HES) data and data from
the 1991 census.

Setting - The population of the North and
South Thames Regional Health Authorities
(around 14 million), divided into ag-

gregations of 31 470 census enumeration dis-
tricts with a median population of 462.
Subjects - A total of 207 112 admissions re-

lating to 112 137 residents of the Thames
region admitted between 1 April 1989 and
31 March 1994, aged <100 on admission.
Results - There were 207 112 admissions re-

lating to 112 137 residents of the Thames
regions admitted 1989-93, aged <100 on

admission. There were no significant differ-
ences by deprivation status in the number of
admissions given to patients. But the type of
admission and the type of hospital making
the admission did vary. A significantly higher
proportion ofthe admissions given to patients
from affluent areas were elective compared
with admissions given to patients from de-
prived areas (p<0.0001 for all three tumour

sites). Admissions from affluent areas were

also more likely to be seen as day cases than
admissions from deprived areas (p<0.0001
for all three tumour sites). For breast tumours
and colorectal tumours, admissions from de-
prived areas were significantly less likely to

be seen in hospitals admitting 104 or more

new patients per year than admissions from
affluent areas (p<0.0001 for both tumour
sites). But for lung tumours, there was a

significant trend in the opposite direction
(p<0.0001).
Conclusions - There are strong deprivation
gradients in hospital admissions for the three
cancers under review. Inequalities centre on

type rather than frequency of admission, in-
dicating that more effective diagnostic and
referral procedures are required in the prim-
ary care setting.

Chemotherapy for colorectal cancer - an
example of inequity?

A MCLEOD (Public Health Research Unit, Uni-
versity of Glasgow)
Background - The 1990 King's Fund con-
sensus statement on cancer of the colon and
rectum included recommendations on the
use of chemotherapy in the treatment of the
disease following evidence from small clinical
trials that its use could reduce the risk of
recurrence and improve survival. In Scotland,
hospital episodes for colorectal cancer in-
creased by 71% between 1990 and 1994; 68%
ofthe increased activity could be attributed to
chemotherapy.
Objective - To describe the pattern of a new
treatment among Scottish hospitals in relation
to sociodemographic factors of patients and
hospital level access to care.
Subjects - Incident cases of colorectal cancer
(ICD 153-154), aged under 75 years, derived
from linked hospital discharge records and
death records for the period 1990-94. A total
of 8159 cases were identified.
Methods - Multilevel logistic regression in-
cluding both patient and hospital explanatory
variables.
Main outcome measure - Whether a patient
received chemotherapy (OPCS procedure
code X352) in either their first hospital epi-
sode or in the six months following their first
discharge.
Results - In the five year period, 7.8% (n =
633) of the defined study population were
recorded as having received chemotherapy
within six months of their first hospital dis-
charge. Adjusting for co-morbidities and
emergency admissions, both age and dep-
rivation were found to be associated with the
treatment. The odds ratios (OR) of chemo-
therapy relative to patients aged 65-74 were
2.1 and 4.6 for patients aged 55-64 and less
than 55 respectively. Relative to patients from
the most affluent areas, the OR of receiving
chemotherapy for patients from the most de-
prived areas was 0.75. The proportion of
patients receiving chemotherapy varied from
0% to 61% (95% coverage interval) according
to the hospital first attended. Whether the
initial hospital provided the treatment for
colorectal cancer significantly increased the
patient's probability of receiving chemo-
therapy (OR = 2.6). Other factors, such as
hospital size and specialty of first admission,
must be considered in an attempt to un-
derstand the differences between hospitals.
Conclusion - The results found in the routine
data are likely to arise from patients being
enrolled in larger, on-going trials to evaluate
the benefits of chemotherapy (eg AXIS).
Differences according to age may reflect both
clinical and patient decisions regarding the
benefits ofthe treatment relative to its toxicity.
Hospital differences, however, may reflect
differences in the scope of cancer services and
these should be explored. This would avoid
future inequities in care now that the efficacy
of the treatment has been recognised.

PLENARY PRESENTATIONS (FRIDAY)

Can total purchasing pilots achieve their
own objectives? A progress report

N MAYS, N GOODWIN, A MAHON, B LEESE, J

DIXON, S WYKE (on behalfofthe Total Purchasing
National Evaluation Team, led by King's Fund
Policy Institute, London)
Introduction - "Total purchasing" (TP) is po-
tentially the most radical extension of the

GP fundholding concept, in which general
practices are delegated a budget to purchase
potentially all of the hospital and community
health services not included in standard fund-
holding. Unlike standard fundholding, the
NHS Executive's total purchasing pilot pro-
jects (TPPs) are the subject of a multifaceted,
three year national evaluation in England and
Scotland (1995-98). The study is the first
Government funded evaluation of a major
initiative resulting from the NHS and Com-
munity Care Act, 1990. The paper presents
the first analysis of the TPPs' achievements.
Objectives - To assess the extent to which
TPPs achieved their self defined "success"
criteria and purchasing priorities in 1996-97;
to relate the degree to which TPPs reached
their objectives to their characteristics (both
structural and behavioural), their external re-
lationships, and their settings.
Methods - Face to face, semistructured in-
terviews were held with the principal par-
ticipants: lead GPs, project managers, health
authority lead managers, provider rep-
resentatives, and social services rep-
resentatives, at all 53 first wave TPPs mid-
way through their preparatory year (1995-96)
and again at the end of their first year of
TP in March/April 1997. The second set of
interviews included questions on their ex-
perience of TP in 1996-97, specific achieve-
ments, and enabling factors and obstacles.
Responses will be analysed using a modified
version of the Framework approach developed
by Social and Community Planning Re-
search, supported by analysis of relevant doc-
uments. The success criteria and purchasing
objectives of the TPPs have already been
identified in their own terms. Participants'
reports of the extent to which these have been
attained will then be related to features of the
projects hypothesised to be important from
analysis of the first set of interviews. These
include: population size, size ofbudget, num-
ber of practices in the project, budget gaining
or losing, organisational complexity, man-
agement infrastructure and level of expertise,
spending on management/administration,
level of HA support, drive/commitment of
key indivduals, and market context (eg avail-
ability of alternative providers, access to nurs-
ing homes, etc.).
Results - TPP participants' baseline success
criteria varied widely in content and ambition,
with an emphasis on organisational de-
velopment and financial targets (eg achieving
a surplus) rather than improved clinical qual-
ity ofservices or patient acceptability although
these did feature, albeit less frequently. Cri-
teria tended not to be expressed in specific,
quantifiable ways.
Conclusion - the implications of these early
findings for a new government's policy on
NHS purchasing will be discussed.

The NHS private finance initiative for
new hospitals: can the planning as-
sumptions be trusted?

A M POLLOCK,IM DUNNIGAN, D GAFFNEY, I A
MACFARLANE (On behalfoftheNHSConsultants
Association and the Radical Statistics Health
Group; St George's Hospital Medical School,
London)
The private finance initiative (PFI) was
launched by the government in 1992 to fund
capital projects in the NHS. In Kenneth
Clarke's words, "Under the PFI, the public
sector does not buy assets, it buys services. The
private sector is responsible for deciding how to
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supply these services and what investment is
required to support these services". The types of
NHS project funded under PFI range from
computer systems to the construction of
whole hospitals.
An important feature of PFI is that the

planning of hospital services is made over to
the private sector consortia who operate the
hospitals. Under NHS Executive guidelines,
NHS trusts do not specify the number of
beds they think they need to meet their clinical
commitments. Instead, they specify outputs,
in terms ofanticipated clinical activity. Private
sector contractors then suggest the ap-
propriate number of beds for that level of
clinical activity.

PFI is no mere local issue. The 18 NHS
trusts aiming to sign PFI deals in this year's
first wave have almost 10% of the acute beds
in England. The most striking feature of all
these whole hospital PFI schemes is the huge
reduction in bed availability. The decreases
of26-30% are out of line with national trends
for England and Scotland. The decrease in bed
availability has stopped, due in part to the
continuing rise in inpatient activity. These long
term trends in inpatient activity suggest that
there is little scope for further substantial re-
ductions in numbers of beds without posing a

major threat to accessibility and quality of care.
Using those data made available publicly,

we examined the planning assumptions used

by the management consultants and NHS
trusts to justify the bed reductions in Ed-
inburgh, Lanarkshire, Bromley, Calderdale,
and Durham and show them to be seriously
flawed. They are based on affordability and
rather than clinical needs. The PFI is likely to
spell the end of public provision and ul-
timately of universal health care free at the
point of delivery in the NHS. The planning
assumptions and contracts for all new hospital
schemes must be made publicly available.
Currently, trusts can hide under the cloak of
commercial confidentiality. An urgent review
is required of the planning arrangements for
all NHS service provision.
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