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Warning over
magnetic resonance
imaging'
A warning about the use of nuclear magnetic
resonance imaging has been issued to doctors
by the National Radiological Protection
Board. For most patients standard clinical
magnetic field strengths are thought to be
harmless, but pregnant women and patients
with metal prostheses, cardiac pacemakers,
and shrapnel wounds are among those in
whom special care is advised.

Magnetic resonance imagers produce
detailed cross sectional images of the body's
soft tissues, including nervous tissue, and
visualise structures that other imaging tech-
niques can't reach. The patient is placed
inside a magnetic field about 50000 times
stronger than the earth's magnetic field,
which causes excitation of atomic nuclei
within the body. The excited nuclei, usually
hydrogen, then give off radiofrequency
signals, which are recorded by the imager
and converted into computerised images.
The technique's potential for damage lies

in the heating effect of the magnetic field and
its ability to move or influence magnetic
objects inside the body. But the report makes
clear that such effects are unlikely to occur at
levels of exposure used in clinical practice.
The report suggests that a magnetic field of

2f5 tesla is safe for all patients. Below this
strength there is no evidence of harmful
effects. The report also sets a higher level of4
tesla, below which the evidence of harmful
effects is doubtful but above which harmful
effects may occur. Magnetic fields used in
clinical practice rarely exceed 2 5 tesla, but,
"The two tier standard is intended to
allow the cautious development of magnetic
resonance techniques in which humans may

be exposed to magnetic fields greater than
those commonly used at present."

Patients with pacemakers should not
undergo magnetic resonance imaging unless
their pacemakers are known to be resistant to
magnetic forces. Several patients have died in
the US because their pacemakers changed
modes under the influence of the magnetic
field. Electromagnetic forces near imagers
can also affect the function of pacemakers.

Pregnant women should not be scanned
during the first three months of pregnancy

because research on chick embryos shows
their particular vulnerability to increased
temperature. But if the clinical situation
demands it magnetic resonance imaging is
preferable to investigations that require
exposure to ionising radiation.

Artificial hips and retained shrapnel can

become focuses for the heating effect of
magnetic resonance imaging, causing dis-

For most patients magnetic resonance imaging is probably harmless, but special caution is neededfor afew

comfort and local tissue damage. They can

also move under the influence ofthe magnetic
field. In the US a patient's eye was damaged
when a splinter of metal moved during
imaging. The report advises the use of lower
field strengths for such patients, and scanning
should be stopped immediately if the patient
complains of discomfort.

According to a spokesperson for the
National Radiological Protection Board, the
pressure to obtain ever more perfect images is
encouraging manufacturers to create more

and more powerful machines. "Clinicians
need to be aware ofthe potential for damage,"
she said. By reporting at this early stage on

magnetic resonance imaging and its effects
on health the board hopes to gather epide-
miological data before the technique is widely
used. This did not happen with ultrasound
scanning. Although there is no evidence that
ultrasound scanning is damaging to health,
researchers have found epidemiological
studies almost impossible to do: the tech-
nique's ubiquitous use so soon after its
discovery makes finding enough controls
who have not been scanned too difficult.

Magnetic resonance imaging is still a

specialist investigation in the United
Kingdom. There are 25 imagers in regular
clinical use in Britain handling an estimated
50 000-70 000 patients each year. These
figures compare with 1500 machines and four
million to five million patients each year in
the US. -FIONA GODLEE, BMJ

Testing US doctors
for HIV
On 15 July the federal Centers for Disease
Control (CDC) in Atlanta issued long awaited
guidelines recommending voluntary testing
for HIV and hepatitis B virus among doctors
and dentists performing certain procedures.
Those infected should stop performing in-
vasive procedures, say the guidelines, unless
they get permission from a local panel of
experts and inform their patients. Measures
to control infection, such as wearing gloves,
gowns, and masks, and scrupulous dis-
infection and sterilisation of instruments
must be adhered to strictly.
The revised guidelines barely differ from

last April's draft. The Secretary of Health
and Human Services, Louis Sullivan, issued
them without the customary period for public
comment. Federal sources attribute this haste
to officials' reluctance to deal with thousands
of letters such as those that arrived when
entry to the US of foreigners infected with
HIV was restricted.
The new guidelines are similar to those

that have been used in New York since
January. Both call for voluntary testing and
reject the mandatory testing that was sought
by some patients and human rights groups.
Both recommend special evaluation. of health
care workers with AIDS who perform certain
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Headlines

Prison for refusing to teli: The United
States Senate has voted by 81 votes to
18 to impose prison sentences of at
least 10 years and fines ofup to $10000
for health workers who have AIDS but
fail to tell patients on whom they have
performed invasive procedures. The
Senate also wants the states to require
health professionals engaged in such
procedures to be tested for the AIDS
virus.

Salmonella poisoning falls: Cases of
food poisoning from salmonella fell in
the first six months of 1991 by 18%
compared with 1990, possibly because
of the colder weather. There was a
steep rise in June, however, of cases of
Salmonella enteriditis phage type 4, the
strain associated with eggs.

New committee will review medical
manpower: A new standing advisory
committee is being set up to advise
on the future balance of medical man-
power supply and demand in the UK.
The chairman will be Professor Colin
Campbell, vice chancellor of Notting-
ham University.

Changes at the top: Gordon Green-
shields, a partner in Coopers and
Lybrand Deloitte and a former
regional health authority general
manager, is to replace Sheila Masters
as director of finance on the NHS
Management Executive. Ms Masters
will return to KPMG Peat Marwick.
Mr Brian Mouatt, who has been at the
DoH since 1984, has been appointed
chief dental officer; the appointment
is for five years. He will also be part
time dental adviser to the South East
Thames Regional Health Authority.

First UK bone bank: The Leicester
Bone Bank has been opened at Glen-
field Hospital, Leicester, to store
donated bone for transplantation.
Donated bone provides an alternative
to large metal implants or amputation
in many cases of bone cancer.

Nuffield Council on Bioethics: Sir
Patrick Nairne is to chair the Nuffield
Council on Bioethics, which was set
up by the Nuffield Foundation in
response to recent developments in
biology and medical science. Other
members include Professor Eve John-
stone, professor of psychiatry, Edin-
burgh; Professor Ian Kennedy,
professor of law and ethics, King's
College, London; Professor Dame
Margaret Turner-Warwick, president
of the Royal College of Physicians; and
Professor Sir David Weatherall, pro-
fessor of clinical medicine, University
of Oxford.

invasive surgical or dental procedures listed
by medical professional organisations.
The launch of the CDC's guidelines coin-

cides with a continuing study of 147 patients
treated by a dentist in Long Island who died
of pneumonia related to AIDS in June.
Although none of his patients are known to
be infected, the New York State Department
of Health has offered HIV testing and coun-
selling to them all.
The only known case of a dentist with

AIDS infecting patients occurred in Florida
last year; five patients were infected and one
is near death (BMJ 1991;302:195).
The risk of health care workers trans-

mitting HIV is small-I in 263 000 to 1 in
2 600000, according to the CDC. Since 1981,
1171 cases of AIDS have been reported
among dentists, dental hygienists, and dental
assistants throughout the US and 120 have
died. The prevalence of risk factors-direct
infection from patients, intravenous drug
use, unsafe sexual practices, and transfusion
of infected blood-among health care
workers is not known. -FRED CHARATAN,
psychiatrist, Long Island

Licensing laws and
drinking
The Department of Health claimed last week
that a report from the Office of Population
Censuses and Surveys had shown that the
extension of the licensing laws in England
and Wales in August 1988 had not led to any
great increase in overall alcohol consumption.
"I am delighted," said Baroness Hooper, a
junior minister, "to note that this change has
not led to increased drinking, as some people
had predicted." The data, however, are not
as robust as Lady Hooper's statement.
The change in the laws meant that licensed

premises could stay open all afternoon (from
11 am to 11 pm) on weekdays and for an
extra hour at lunchtime on Sundays. The
researchers surveyed the previous week's
drinking of just over 3600 men and women
aged over 16 in October 1989 and obtained
an 89% response rate. The results were
compared with those of a similar survey
carried out in 1987. Overall, people drank
9*4 standard units in 1987 and 8-8 in 1989.
But, as the report points out, this could
be "statistically consistent with either no
change, or even a slight increase, in con-
sumption."

Data from the Brewers' Society (based on
sales) suggest that there was in fact a 1-2%
increase in consumption over this period,
but, as the survey says, a sample size of
50 000 would have been needed to have a 95%
probability of detecting this change. "In
fact," confirmed Eileen Goddard, author of
the report, "a sample size of 3116 has a 5%
chance of missing an increase as big as 8%."
Other problems with drawing conclusions
from the data are that other things have
changed apart from the licensing laws and the
data might hide large changes in subgroups
-for instance, among young people.
Although the survey emphasises the

The OPCS survey, may have missed increased drinking
amongyoung people

changes in the licensing laws, it also contains
many other data related to alcohol and health.
Some 23% of men and 8% of women sur-
veyed drank above the safe weekly limits of
21 and 14 units, respectively, and one third of
drinkers said that they had drunk too much
at some time in the previous year: 16% had
sometimes found it difficult to get up in
the morning, and 12% had been unable to
remember what they had done the previous
night. Overall, 3% of working adults had
stayed away from work because of hangovers
and 7% of men and 3% of women said that
their work had been below par because of
drinking at some time in the previous year.-
RICHARD SMITH, BMJ

Drinking in England and Wales in the late 1980s, by
Eileen Goddard, is available from HMSO, price
£12.50.

Confidentiality in
question
Public concern about storage of and access
to personal information in computerised data
files, especially information contained in
medical and criminal records is high. "Vast
amounts of data on patients' health are now
flowing around the computer systems of the
NHS," said Mr Eric Howe, the data pro-
tection registrar, speaking at a recent press
conference to launch his seventh annual
report. "And questions arise as to who will
have access to these data-whether those
concerned with administration rather than
clinical care will be able to identify individuals
and all their health details."

Centralised databases are being developed
in the NHS, but it is not clear how the
principles enshrined in the Data Protection
Act are being applied. General agreement is
needed on what information is recorded,
what patients know about it, and whether
they will be told when information is trans-
ferred from one source to another.
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The registrar believes that a statutory code
ofconfidentiality for health records should be
introduced. The Department of Health does
not: it is working on draft non-statutory
guidelines for health authorities.
Muddying the waters is the European

Commission's draft directive on data pro-
tection, drawn up in July 1990. On the plus
side it introduces the concept of a right to
privacy (not mentioned in the British act),
gives people greater control over the collec-
tion and use of personal information, and
provides wider rights to compensation. On
the minus side the draft contains too many
detailed prescriptions: the notification
procedures required are complex, and, most
importantly, it covers manually kept records
as well as computerised data. This, according
to the registrar, may cause administrative
problems and may conffict with individuals'
interests. In addition, access to manual
records may be allowed retrospectively.
The directive has yet to be modified by the

.Council of Ministers and again by the com-
mission in response to the European
parliament. Approval for its final form is not
expected before the end of 1992. Interested
parties have time to lobby for modifications.
The need to lobby decision makers is not

confined to Brussels. The public should be
made more aware of existing legislation and
the increasing storage and use of personal
data, according to the registrar. Important
moves are afoot to increase the use ofpersonal
data-for example, there is a proposal to
resuscitate national health numbers and
extending their use as national identity
numbers, could enable broad profiles of data
on individuals to be collected. There is also a
proposal to get DNA profiles on the whole
male population for use in preventing and
detecting crime despite the cost, questionable
accuracy of such profiles, and infringement
of privacy. -TESSA RICHARDS, BMJ

The seventh report of the data protection registrar
(June 1991) is available from HMSO, price £11.40.

New editor ofnew journal
Fiona Moss, a respiratory physician and
specialist in audit, will be the first editor
of the new journal Quality in Health Care.

Closing mental
hospitals
Projects on the move to community psychia-
tric care are often criticised for looking
only at those patients who find resettlement
fairly easy and receive special attention and
funding. But earlier this month a conference
in London heard about "real life" com-

munity psychiatry in what is claimed to be
the world's largest and most comprehensive
study of the closure of a psychiatric hospital.
Over one decade up to 1000 patients are

being discharged from the long stay, acute,
and psychogeriatric wards of Friern and
Claybury Hospitals in London. The psychia-
tric, social, and financial costs and benefits of
the move are being monitored meticulously
by the Team for the Assessment of Psychia-
tric Services (TAPS) (BM7 1989;299:344),
which presented its sixth year's findings at
the conference.
Of nearly 350 patients discharged from the

two hospitals since 1985, about a quarter
were readmitted within the next year. The
risk factors for readmission were largely
unsurprising-most of the patients were

young men with florid psychosis who had had
many previous admissions and had been
discharged to unstaffed accommodation in
socially deprived areas. Perhaps less predict-
able, however, was the finding that more

of these patients had manic depressive
psychosis than schizophrenia.
About a fifth of the readmitted patients

were not discharged again and remained in
hospital for a further year, mainly because
their aggressive behaviour made settling else-
where difficult. Three additional risk factors
typified this small group of "difficult to
place" patients-paranoid psychosis, parti-
cular lack of sociability, and incontinence. If
these factors accurately predict general out-
come up to an eighth of patients, not yet
discharged may need long term asylum.

The journal will appear in March 1992
and will develop from the BM7's audit
section (see p 199). Dr Moss hopes that all
professional groups working in health
care will be brought together by trying to
raise quality.

Associate editors for the new journal
include Richard Baker, a GP from
Cheltenham; Alison Kitson, director of
the Royal College of Nursing's standards
ofcare project; Michael Maresh, an obste-
trician from Manchester; Steve Nixon,
a surgeon from Edinburgh; Richard
Thomson, a public health doctor from
Newcastle; and Chris West, district
general manager in Portsmouth. A call for
papers appears on the inside back cover of
the GP edition, facing p 210 in the Clinical
Research edition, and on the back of the
contents page in the International edition.
-RICHARD SMITH, BMJ

The TAPS study covers many aspects of
resettlement, including use of the specific
mental illness grant, the role of voluntary
agencies, and public attitudes to former
patients. -TRISH GROVES, BMJ

Further details of the study are available from the
TAPS Research Unit, Friern Hospital, Friern Barnet
Road, London N Il 3BP.

Trusts aim for local
determination of pay
Although 55 of the 57 NHS trusts in the first
wave have retained nationally determined
rates of pay for their employees, many are
starting to introduce measures to set pay and
conditions of service locally. Two trusts-
both ambulance services-have already
moved away from nationally agreed pay rates
and contracts of employment. While unions
are generally unopposed to certain forms of
local pay restructuring, other moves by trusts
-such as the proposed introduction of so
called "gagging" clauses preventing trust
employees revealing information to non-trust
employees-are serious causes for concern,
according to the Confederation of Health
Service Employees (COHSE).
A recent survey of trusts' pay and staffing

policies, conducted by the Industrial
Relations Services research group, shows
that, although trusts are generally cautious
about introducing new terms and conditions
for existing staff, some are offering revised
terms and conditions for new staff. These
changes include potential cuts in holiday
entitlement, a proposed move to "cafeteria
style remuneration" (under which employees
can trade cash for holidays), reduced oppor-
tunities for compensation for redeployment,
and the dropping of new Whitley Council
agreements on parental leave.
Some trusts are using their new found

staffing freedoms to tackle specific problems
of recruitment and retention of particular
groups of staff. Consultants, medical secre-
taries, information specialists, computer
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staff, and quality assurance staffhave all been
identified as target groups able to command
improved pay because their skills are scarce.
For some groups still awaiting decisions
on outstanding regrading appeals-most
notably nurses and midwives-trusts have
been able to settle disagreements by intro-
ducing new pay deals.
Two other strategies in determining local

pay and conditions of service have also been
shown up by the survey: non-monetary
benefits and performance related pay. The
Central Manchester trust is looking at ways
to encourage women to stay on at work
through the development of career breaks,
job sharing, and creche facilities. Other
trusts are contemplating employee benefits
that include health screening and recreational
facilities. Performance related j ay already
forms part of the terms and conditions for
some staffin theNHS, particularly managers.
Trusts, however, are now looking to extend-
ing these remuneration strategies to other
groups and to lower grades of staff. North
Devon Healthcare trust, for example, has
stated that it intends to offer all staff some
form of payment by results in addition to
their basic pay. -JOHN APPLEBY, economic
correspondent, BMJ

IRS Employment Trends (issue 491) is available from
Industrial Relations Services, 18-20 Highbury Place,
London N5 1QP.

Patients' charter
A commitment to guaranteed maximum
waiting times for NHS treatment is a centre-
piece of the Citizen's Charter launched as a
white paper by the Prime Minister, John
Major, on Monday.
The government proposes that from April

1992 there should be stated maximum wait-
ing times for inpatient or day care treatment.
The initial focus will be on key waiting
list treatments such as hip replacements,
cataracts, and hernia repairs.
Maximum waits could range from a few

months to over a year, but no one will have to
wait more than two years, other than for
transplants. Once the maximum has been
reached the guarantee will be activated, and
if necessry a health authority might have to
use private sector facilities.
The white paper cites the NHS reforms

and the 1990 GP contract as consistent
with the charter's aim of increasing choice,
competition, and quality in public services.
Building on this, health authorities and hos-
pitals will set targets for admissions and
outpatient waiting times. The practice of
calling large numbers of patients for appoint-
ments at the same time will end. Standards of
service will be monitored and the Audit
Commission will publish league tables of
performance as a stimulus to improvement.
A detailed "patients' charter" will be

issued by the Department of Health in the
autumn, with health authorities producing
charters specific to their own services.
Contracting out will be extended into new
areas of the NHS, such as distribution,
warehousing, and non-emergency transport.
-JOHN WARDEN, parliamentary correspon-
dent, BMJ

"Real" waiting lists
If hospitals offered treatment to everyone on

their waiting lists in, say, three weeks' time
(except those who have already said that they
would need more warning or couldn't make
August) how many patients would turn up on
the appointed day? Fewer than the one

million plus counted on waiting lists, the
government believes. Hence its moves to
promote "real" waiting lists, composed solely
of real patients (not ghosts) who would jump
at the opportunity of admission.

In the latest development in this campaign
the NHS Management Executive has circu-

AIDS update
About three new cases of AIDS are
reported each day in the United Kingdom,
with two of these likely to be acquired
through sexual intercourse between men.
Altogether 4758 patients with AIDS have
been reported since 1982; 2747 have died.
By the end of June, 15 712 reports of

people infected with HIV-I had been

lated guidelines advising health authorities
how best to manage their waiting lists, which
it has already identified as one of managers'
two main priorities for 1991-2.
The guidelines state that senior managers

should have a clear written statement of
hospital and unit policy on waiting lists,
backed up by well documented procedures
for clinical and administrative staff. Waiting
lists should be kept up to date, and the
guidelines include advice on how to maintain
their accurac-y. Several groups of patients
should be excluded from waiting list totals.
They include those not currently available
for admission (for example, patients with
another medical condition requiring prior

received, of whom 1489 had probably
acquired the -infection through sexual
intercourse between men and women. Of
these, 115 (or 0 7% of the total) were
people whose partners came from the
United Kingdom and were not members
of high risk groups.-TONY DELAMOTHE,
BMJ

AIDS in the United Kingdom, new cases by
quarter and probable route of HIV infection
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treatment) and those waiting for planned
readmissions for continuation of treatment
(for example, check cystoscopy).

Waiting lists should be reviewed to ensure
that patients still need their operations. As a
minimum, this should be done for all patients
who have been waiting for 12 months. Senior
clinical staff should select patients for admis-
sion from waiting lists unless they have
specifically delegated the task to others,
giving adequate guidance-on case mix and the
theatre time and length of stay for each case.
Even when it has been delegated to others
"the responsibility for the selection remains
with the consultant surgeon."

It is up to each hospital to choose which
guidelines from the executive's menu it wants
to implement. The decision should actively
involve "all parties concerned with waiting
list management."

Published simultaneously with the govern-
ment's guidelines are a set produced by the
Royal College of Surgeons. They state that
decisions about placing patients on waiting
lists and then selecting them for admission
should be made by consultants or their
nominees. Patients should be placed on
waiting lists in the order that they are seen in
the outpatient clinic. Whether referred from
fundholding or non-fundholding general
practices, they should be treated identically:
"the principle of 'first come, first served'
for identical conditions should be strictly
adhered to." Similarly for private patients: if
they need NHS operations they should not
"jump the queue" for admission. Urgent
cases seen privately should receive the same
priority as similar cases seen in NHS clinics.

In a letter accompanying the guidelines the
president of the Royal College of Surgeons,
Sir Terence English, says that patients should
be given a firm date for admission when they
are seen in the outpatient clinic and should,
ideally, have their operation soon after the
decision to perform it has been made. "Long
waiting times and unpredictable cancellation
of operating lists place unnecessary burdens
on patients and should be avoidable with
good management and adequate resources,"
he writes. "The Royal College of Surgeons of
England particularly condemns last minute
cancellations but recognises that the overall
provision of resources and manpower are
currently insufficient to enable surgeons in
England and Wales to provide patients with
all the benefits of modern surgery."-TO'NY
DELAMOTHE, BMJ

Tuberculosis soars in
New York
Most people imagine New York to be a city of
glittering skyscrapers, stretched limousinles,
Broadway shows, hotels, and nightspots. But
data on tuberculosis in the city supplied by
Peter Lynn, public information officer of the
New York City Health Department, tell a
very different tale.

Last year 3520 cases of tuberculosis were
reported in New York City, a rise of38% over

Homeless New Yorkersfrom ethnic minorities are particu-

larly at risk of tuberculosis

the 2545 cases reported in 1989. From 1980
to 1990 the incidence rose by 132%. The
prevalence of tuberculosis in the city in 1990
was 46 cases per 100000-five times the
national average and accounting for 15% of
the nation's reported cases. Yet the Centers
for Disease Control's advisory committee
for the elimination of tuberculosis hopes
virtually to eliminate the disease from the US
by the year 2010.
These frightening statistics, however, do

not tell the whole story. When the incidence
is defined by race and ethnic group with sexes
combined tuberculosis reveals itself as a
scourge of minorities. Whereas the incidence
among white New Yorkers is just under 10
per 100000, rates for black, hispanic, and
Asian people are 129, 72, and 62 per 100 000.
Classifying the cases in 1990 by area of birth
showed that one in five occurred among
immigrants, mainly those from the Carib-
bean and from Central and South America.

Public health experts writing in last
month's New York State Journal ofMedicine
(1991;91:233-5) cite poor housing, over-
crowding, poor diet, addictions, and, particu-
larly, HIV infection as important risk factors
for tuberculosis. According to the Centers for
Disease Control, 13-46% of patients with
tuberculosis are also infected with HIV and
the highest rates of coinfection occur in New
York City and are on a par with those in parts
of Central Africa. Many homeless people in
New York misuse drugs, suffer mental ill-
ness, are poorly educated, and may not
comply with treatment and hygiene.

Budgetary cutbacks have shortened clinics'
hours and reduced the number of outreach
workers fluent in minority languages. An
extra $1 4m has been restored to fund 45
additional tuberculosis case workers, but this
may not be enough.
Dr Jack Adler, medical director of the

New York health department's bureau
of tuberculosis, says that a case-control
survey has shown nosocomial spread of drug
resistant tuberculosis in some of the city's
hospitals. Too few effective isolation beds are
available, and more counsellors and public
health advisors are needed. The health de-
partment is now trying to develop a long term
care facility for patients with tuberculosis,
effectively resurrecting the old sanatorium.
-FRED CHARATAN, psychiatrist, Long Island

Folic acid protects
against neural tube
defects
A trial funded by the Medical Research
Council has provided clear evidence of the
role of folic acid in preventing neural tube
defects. The findings, published last week
(Lancet 20 July, pp 131-7), resolve over
20 years of uncertainty.
The randomised trial took place over eight

years in 33 centres in seven countries, and
1817 women who had had a previous preg-
nancy in which the fetus had had a neural
tube defect took part. The women received
either folic acid (4mg a day) or a mixture of
other vitamins, or both, or neither, until
12 weeks of pregnancy.
Of 1195 pregnancies, 27 resulted in a fetus

with a neural tube defect (anencephaly, spina
bifida, or encephalocele). Only seven of these
were in women who had taken folic acid-a
protective effect of 72% In the two folic acid
groups the rate of neural tube defects was
1-0% compared with 3 5% in the other two
groups. Other vitamins had no significant
protective effect: neural tube defects occurred
in two out of 298 women who took folic acid
alone, four out of295 who took folic acid plus
other vitamins, eight of 302 who took other
vitamins only, and 13 of 300 who took
neither. The results were so conclusive that
the trial was stopped before the expected
necessary 2000 pregnancies were obtained.
The chief medical officer, Sir Donald

Acheson, endorsed the researchers' recom-
mendation that all women who have had an
affected pregnancy should have folic acid
supplements (one 5 mg tablet a day) before
starting a further pregnancy. There is no
reason to believe that the protective effect is
restricted to such women, but the prospect of
prophylaxis in all women of childbearing age
raises questions. Does the vitamin have a
toxic effect? How long into pregnancy should
it be taken? Would a smaller dose have an
equal effect?

Professor Nicholas Wald, the study's
coordinator, has suggested that the govern-
ment should consider fortifying basic foods
with folic acid. Sir Donald Acheson is setting
up an expert advisory committee to consider
urgently how to increase the intake of folic
acid by all women likely to become pregnant.
In the mean time, he advises that such
women should eat foods rich in folic acid.
Leafy green vegetables such as spinach,
cabbage, sprouts, and broccoli are good
sources, but they should be eaten raw or
lightly cooked as the vitamin dissolves in
water with prolonged boiling. Lettuce,
frozen peas, rice, bread, fruit, and nuts are
also good sources.

Healthy eating may not, however, be
enough-a kilogram of raw cabbage, for
example, contains only 0-9 mg of folic acid.
Preventive strategies, whether based on
giving supplements or dietary advice, present
a formidable challenge to doctors. But the
direction is now clear. The study has resolved
an important issue and provided a basis
for reducing the incidence of one of the
most serious causes of physical handicap in
children. -DEBORAH REECE, BMJ
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Letter from Westminster

Smoking wrecks lives
The government is not in the business of
banning tobacco advertising but, short of
that, it has found a novel compromise. Why
not force the cigarette manufacturers to

plaster the hoardings with the message

"Smoking kills"?
This is just what the health secretary,

William Waldegrave, imposed on the tobacco
industry last week, confirming that under
him the Department of Health is (in this
regard) prepared to live up to its name. When
Mr Waldegrave arrived at the department
nine months ago it was vacillating on the
subject of tobacco labelling.
Under a European Community directive

the department had to formulate a series of
compulsory health warnings to appear on

tobacco products from the beginning of next
year. The now anodyne warning that
"Tobacco seriously damages your health"
became mandatory. The starker "Smoking
kills" was left as an option for member states
to adopt.

If meant as a frightener the directive was

having that precise effect on the department,
blinded as it was at the time by Kenneth
Clarke's cigar smoke. Ministers and officials
recoiled when confronted by mock ups of
cigarette packs and posters bearing such
strong warnings.
The newly arrived Mr Waldegrave had no

hesitation. He considered that anyone sitting
in his chair had to follow a robust antismoking
policy. By February he had issued draft
regulations to implement the European
Community's directive. He confirmed the
regulations on 11 July. "Smoking kills" is
one of six warnings that will be used in
rotation on the back of cigarette packets.

For the sake of impact William Walde-
grave also increased the size of the warning
from 4% to 6% of the pack's surface and
removed the attribution to the chief medical
officers. The Tobacco Advisory Council
accused him of pursuing a personal crusade
against the industry and said that he was

challenging the continuation of its "con-
structive relationship" with the government.
The department took this as a threat to the
future of the 20 year old voluntary agreement
on tobacco advertising.

In times past that might have been enough
to cause a departmental cave in. After all, a

new voluntary agreement is waiting to be
signed, incorporating the industry's com-

mitment to remove 50% of shopfront tobacco
advertising. But that is not William Walde-
grave's style. He replied with a veiled
ultimatum.

This was to the effect that he expected the
new warnings, including "Smoking kills,"
to appear prominently on cigarette posters
and press advertisements as well as on the
packs as part of the voluntary agreement.
And while he confirmed the government's
continued opposition to a European ban on

tobacco advertising, he made it clear that his
case would be weakened considerably if he

could not argue in favour of an existing
voluntary agreement. In other words, if the
industry resiles from the agreement it will
open the door to a compulsory ban.
The tobacco companies retired to rethink

their position. Their ability to advertise,
which they regard as essential, now depends
on the government's terms.
A ban on tobacco advertising may well

come in the end. Last week the Coronary
Prevention Group launched a campaign with
that aim and the support of some 30 health
groups including the BMA. In the mean
time Mr Waldegrave has shown that there is
more than one way of skinning the cat.
Mr Peter Bottomley, a former transport

minister whose wife is the health minister,
could say much the same regarding his four
year campaign to reduce drink related road
casualties without resorting to random breath

testing. New figures based on miles travelled
show that all deaths and serious injuries on
the roads have fallen by a fifth since 1987 and
that deaths related to drink driving have been
cut by 1000 a year.
Mr Bottomley attributes this almost en-

tirely to a successful advertising campaign
over the four years -targeted mainly at "lager
louts" in the 17 to 34 age group. His view is
supported by market research showing that
the advertising changed behaviour among
the target group and increased their percep-
tion of drink driving as a social offence,
resulting in their switching to drinking non-
alcoholic larger.
The slogan for that campaign was "Drink-

ing and driving wrecks lives. " Mr Waldegrave
may hope to do the same for smokers with his
warning that "Smoking kills."-JOHN
WARDEN, parliamentary correspondent, BItt

The Week

How much does Mr Major really under-
stand the NHS? Firstly, there is his
confusion about its beginnings. About
the time he became prime minister he
credited the NHS with saving his life as a
baby. The problem is that Mr Major came
into the world a good five years before the
NHS. Then there was the complicated
incident involving General Practitioner,
the BMJ, and a "doctored" Hansard-for
which the only plausible explanation was
that Mr Major did not understand the
difference between the general practi-
tioners' contract and the NHS reforms
(18 May, p 1171).

Several Prime Ministers' question
times had Mr Major vigorously asserting
that the reforms were not leading to a two
tier system of health care even as the
evidence that fundholding practices were
being offered better deals for their patients
was piling up and the Joint Consultants
Committee and the Department ofHealth
were thrashing out guidelines to stop it
(22 June, p 1479).
Then this week there was the citizen's

charter. In his foreword Mr Major writes
that the reforms of the 1980s in schools,
housing, and hospitals gave people more
say in how their services were run. How
exactly has this happened in hospitals?

Later on we learn that the aims of the
citizen's charter lie at the heart of the
NHS reforms, which provide "a wider
choice for patients." Once again how have
they done this? In practice patients from
non-fundholding general practices now
have to go where their district health
authority has negotiated contracts for
them, meaning less choice than before
when general practitioners could refer
patients where they liked. The penul-
timate pages of the charter provides a
concrete example ofhow the reforms have

increased patient choice: they have made
it easier for patients to change doctors.
From now on "the patient simply goes to a
new doctor and asks to be registered."
Hardly much change here.
Some of the Prime Minister's errors

about the health service are relatively
unimportant; others are reassuring. Any-
one who (mis)credits an outfit with saving
his life as a baby and who seems so aghast
at the prospect of the NHS developing
into a two tier system that he can't believe
the evidence before his eyes must be a
genuine supporter of the NHS (even if a
little confused). Just like most of the great
British public in fact, with whom Mr
Major is so often said to be in tune.

So what should Mr Major make of the
Independent's recent survey of the public's
attitudes to the NHS (22 July)? Presum-
ably he agrees with the 63% who believe
that bad management is a bigger problem
for the NHS than shortage ofmoney. (His
citizen's charter is spot on here.) And
perhaps, like the majority, he would be
willing to pay higher taxes so that more
could be spent on the health service.
But here's the difficult part: only a

quarter of all those surveyed (and 44% of
Conservative supporters) thought that the
government's reforms would produce
a better health service. Which brings
us back to the beginning: Mr Major's
confusion over the NHS and its reforms.
Clearly there are details that he hasn't yet
grasped, which can hardly be held against
him: he's had a lot on his plate. But if he
hasn't grasped them then how can the
government expect its citizens to have
done so? Looked at from their point of
view the government still has a lot of
explaining to do, and time is running out.

HART
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