and 73% (3147/4286) in those in category 7.
Conversely, the proportions of pregnancies that
resulted in termination were 50% (362/731)
in women in deprivation category 1 and 14%
(602/4286) in those in category 7. When planning
health services to meet the needs of the population
it is obviously essential to have information by
deprivation category.
C BOULTON-JONES
Health information scientist

G McCILWAINE
Consultant in public health (women’s health)
Department of Public Health,
Greater Glasgow Health Board,
Glasgow
KMCcINNENY
Health information scientist
Common Services Agency,
Information and Statistics Division,
Edinburgh

1 McLoone P, Boddy FA. Deprivation and mortality in Scotland,
1981 and 1991. BM¥ 1994;309:1465-70.

Inequalities in health

Are increasing. ..

Eprror,—George Davey Smith and Jerry Morris

point out the increasing inequalities in health in
Britain.! This issue is conspicuously absent from
the Health of the Nation initiative.

In my annual report for 1991 I highlighted a
difference of 10 years in the mean age at death
between the most affluent and the most deprived
wards in Coventry and the fact that in one ward
over one third of male deaths occurred under the
age of 65, whereas in a more affluent ward the
figure was less than one in six. The corresponding
figures for female deaths were more than one in
four and less than one in 10 respectively. As a result
of this, in 1991 Coventry Health Authority
adopted a local health target, which states: “By the
year 2000, the current differences in the mean age
at death existing between the electoral wards in
Coventry should be reduced by 10%, based on a 3
year moving average.”

In response to this target Coventry Health
Authority, Coventry Family Health Services
Authority, and Coventry City Council established
a policy of specifically targeting resources at
deprived areas in terms of health promotion, the
development of primary health care, and service
provision. Figures for 1990-2, published in my
annual report for 1994, show that the gap in mean
age at death has remained constant, although
overall life expectancy has increased roughly
equally in deprived and affluent wards.

There is nothing to stop individual health
authorities developing local health targets reflect-
ing inequalities in health in the absence of central
government guidance on this subject.

KEITH WILLIAMS
Director of public health

Coventry Health,
Coventry CV1 2GQ

1 Davey Smith G, Morris J. Increasing inequalities in the health of
the nation. BM¥ 1994;309:1453-4. (3 December.)

« . . Or are they?

EprTor,—Although the statistics of health in-
equalities in Britain discussed in George Davey
Smith and Jerry Morris’s editorial' seem impres-
sive, the absolute scale and nature of the problem,
and what indeed is to be done to resolve it, remain
elusive. Thus, working as a general practitioner in
inner city London with a wide social mix of
patients I find it difficult to relate, for example, the
twofold differential in infant mortality between
social classes I and V to clinical practice. Death in
infancy is nowadays very rare and when it does
occur, whether from the sudden infant death
syndrome or childhood malignancy, it occurs just
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as often in professional households as working
class households.

The discrepancy between the raw statistics of
health inequalities and everyday experience is
clarified by a closer examination of the causes
of infant mortality (table), which confirms the
twofold or 200% excess deaths between social
class V and I. The overwhelming majority of
infants, however, do survive the first year, and
when the same data are presented as survival rates
a slightly different picture emerges. Here the
relevant figures for social class I and V are 994-4
and 988-8 per 1000 live births respectively, a
survival advantage of only 0:6% for children
born into professional families. The differential in
infant mortality is accounted for predominantly by
three major categories of disease—congenital
anomalies, prematurity (including the respiratory
distress syndrome), and the sudden infant death
syndrome.

Infant mortality per 1000 legitimate live births, 1990

Social class

I A\ Differential
Total 56 11-2 56

Congenital anomalies 0-9 2-0 11
Prematurity and

respiratory distress

syndrome 1-9 36 1-7
Sudden infant death

syndrome 09 27 1-8

There are many causes of congenital anomalies
including chromosomal and genetic abnormalities
and intrauterine infections, but with the possible
exception of folic acid supplementation for neural
tube defects they are not readily amenable to
prevention. The causes of prematurity are not
known and again are not readily amenable to
preventive intervention. By contrast, the sudden
infant death syndrome is now recognised to be
strongly influenced by sleeping position and has
declined by 70% since the public health campaign
advising that babies should sleep on their
backs. :

None of these three categories of disease is
obviously related to poverty. So the vast edifice of
argument about health inequalities mounted on
the back of the twofold differential in infant
mortality between the social classes is reduced to
focusing on one truly preventable condition—the
sudden infant death syndrome. Further, the actual
excess in the number of deaths from this condition
in social class V compared with social class I is only
seven.

Despite the vast literature on health inequalities
generated over the past decade this type of detailed
examination of the statistics has never been under-
taken. Why might this be? The findings contradict
the argument that the health differential between
the social classes is readily attributable to “poverty”
and also raises doubts about the proposed solutions
—a major political programme of income re-
distribution. The Black report, for example, called
for “greater restrictions on the amount of wealth
which can be inherited, establishment of minimal
—and maximal—earnings, the recognition of right
to full employment and a major upgrading of child
and family allowances.” There may well be good
political arguments for such policies but it is hard
to see how they could have much influence on the
causes of the social class differential in infant
mortality.

JAMES LE FANU
General practitioner
Mawbey Brough Health Centre,
London SW8 2UD

1 Davey Smith G, Morris J. Increasing inequalities in the health of
the nation. BM¥ 1994;309:1453-4.

2 Office of Population Censuse and Surveys. Moreality seatistics: pre-
natal and infant 1990. London: HMSO, 1991.

3 T d P, Davidson N. Inequalities in health—the Black report.
London: Penguin, 1982.

Payment for blood donations in
Germany

Eprror,—John D Cash, in his letter about pro-
posed payment for blood donors in Germany, says
that a statement made by me at the congress of the
International Society of Blood Transfusion in
Amsterdam in July had given the impression that
the German government was planning to introduce
a system of payment for all blood donors and that
this payment would be DM50 (£20) per donation.!
This interpretation of my statement is wrong.
What I said was: “In Germany it is considered
acceptable for a regular donor to receive a global
reimbursement of up to DM50. This has been
recommended by the working group on blood.
The federal government is of the same opinion and
considers it to be in conformity with the recom-
mendations of the Council of Europe.”

This statement reflects the existing practice of
reimbursing expenses in Germany. The intro-
duction of a new system of reimbursing expenses is
totally out of the question. Moreover, my state-
ment makes it quite clear that a differentiated
system of reimbursing expenses, which is allowed
for in the recommendations of the Council of
Europe, operates in Germany. According to these
recommendations, reimbursing direct travel and
real time expenses is admissible, and in Germany
the maximum limit for such reimbursements
is DM50. Consequently, the various blood and
plasma donation services in Germany reimburse
different sums of up to DM50; in some cases no
reimbursements are paid at all.

There is absolutely no reason, therefore, for
colleagues in the member states of the European
Union and the Council of Europe to be concerned
about the practice of reimbursing expenses in
Germany. What is of decisive importance is the
careful selection of donors, which is awarded
particular importance in Germany and is subject to
constant monitoring and further development. It is
because of this that the prevalence and incidence of
HIV infection in Germany are quite low.

The German government also expects to make
considerable safety gains in the area of blood and
blood products by achieving the goal of self
sufficiency. The aim here is to become self suf-
ficient in plasma and plasma products. This is a
matter of great priority and it is being pursued
energetically. Among other measures the German
government is promoting the setting up and
expansion of plasmapheresis centres with govern-
ment funds. The government assumes that in a few
years’ time self sufficiency will have been achieved.

FRIEDGER VON AUER
Head of the division responsible for blood and blood products
Federal Ministry for Heaith,
53108 Bonn,
Germany

1 Cash JD. Payment proposed for biood donations in Germany.
BM¥1994;309:1160. (29 October.)

Measles campaign

Eprror,—Nigel Higson questions several aspects
of the recent measles and rubella immunisation
campaign and makes comments about the partici-
pation of general practitioners in further cam-
paigns.' Already, good evidence shows that the
campaign has been a considerable success.
Coverage for the November phase is around 90%;
no district has reported <80% and at least 12 have
reported =95% coverage. More importantly, we
are already able to see a considerable impact on
notifications of measles; these are now about half
the level before the campaign and are falling
(figure).

The World Health Organisation now recom-
mends measles campaigns for countries whatever
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their stage of development, to break chains of
transmission. When the campaign was planned
different methods of delivering services were
costed. The cost of preventing an epidemic was
estimated at around £20m for the vaccine,
publicity, and immunisation services. The cost of
an epidemic was estimated to be around £60m.
These calculations took account of the burden of
illness and death, the primary care and hospital
costs for illness in children, and the burden to the
children’s parents (a third of a million working
days lost). Pilot studies before the campaign
showed that high coverage could be achieved
through public health teams and that this approach
was more cost effective than other options. Experi-
ence showed that this was correct. In one month
the teams reached 90% coverage of 12 annual birth
cohorts of children, a tremendous achievement.
The participation of general practitioners
undoubtedly contributed greatly to the success.

It is sad that the Primary Care Virology Group
did not involve the Department of Health in its
discussions. Had it done so, Higson might have
been better informed about the countries where
these campaigns have been undertaken and might
have better understood our campaign strategy.

KENNETH C CALMAN
Chief medical officer

Department of Health,
London SW1A 2NS

1 'Higson N. Measles campaign. BM¥ 1995;310:192. (21 January.)

Immunising infants at risk of
hepatitis B

Parent held vaccination card may
improve uptake

Eprror,—Claire P Smith and colleagues report a
protocol for giving hepatitis B vaccine to the babies
of mothers who are carriers of hepatitis B.! For the
past 10 years I have been trying to ensure immunis-
ation of all the babies at risk of infection within the
West Midlands region as part of clinical trials of
hepatitis B vaccine?* and, more recently, in line
with the Department of Health’s recommend-
ations.” Since 1974, when universal antenatal
screening started in the West Midlands, we have
regularly communicated with hospital obste-
tricians regarding the risk of infection during
delivery and with paediatricians regarding the
protection of the babies. I communicate with over
20 maternity units across the West Midlands
region. More recently, in response to failures to
complete courses of vaccine initiated in maternity
units, we have also contacted patients’ general
practitioners direct and provided additional
information packages to local community paedia-
tricians.

The key person in ensuring continuing care of
the baby at risk is the mother, and at the suggestion
of one of our busiest maternity units we produced a
hepatitis B vaccination card. Its design is com-
patible with the parent held child health record
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(the red book) used in most health districts in
Britain, and it can be inserted as a page or slotted
into the transparent wallet at the front of the book.
Once this is in the mother’s possession she can see
that the appropriate boxes are ticked when vaccine
is given. The card is beng piloted at the moment for
comment from users and to work out the best
stragegy for its use.

I am interested to know if there is support for the
wider use of such a card and would be grateful for
any comments readers may have.

ELIZABETH H BOXALL
Consultant clinical scientist
Regional Public Health Laboratory,
Regional Virus Laboratory,

Birmingham Heartlands Hospital,
Birmingham B9 58S

1 Smith CP, Parle M, Morris DJ. Implementation of government
recommendations for immunising infants at risk of hepatitis B.
BM¥1994;309:1339. (19 November.)

2 Boxall EH, Tarlow, MJ. Hepatitis B vaccine in the prevention of
perinatally transmitted hepatitis B infections: initial report of a
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255-60.

3 Wheeley SM, Boxall EH, Tarlow MJ, Gatrad AR, Anderson J,
Bissenden J, et al. Hepatitis B vaccine in the prevention of
perinatally transmitted hepatitis B infection: final report on a
west midlands pilot study. ¥ Med Virol 1990;30:113-6.

4 Wheeley SM, Jackson PT, Boxall EH, Tarlow M]J, Gatrad AR,
Anderson ], er al. Prevention of perinatal transmission of
hepatitis B virus (HBV): a comparison of two prophylactic
schedules. ¥ Med Virol 1991;35:212-5.

5 Department of Health, Welsh Office, Scottish Office Home and
Health Department, Department of Health and Social Security
(Northern Ireland). I isation against i disease.
London: HMSO, 1992.

Community programme boasts initial
success

Eprror,—Claire P Smith and colleagues report the
difficulties they experienced in Manchester in
ensuring a high uptake of second and subsequent
immunisations offered to infants at high risk of
acquiring hepatitis B infection neonatally.! Early
last year the then South East London Health
Authority (health commissioners for the boroughs
of Lambeth, Southwark, and Lewisham) commis-
sioned a community based programme in an
attempt to improve rates of completion of immuni-
sation against hepatitis B among high risk infants.
Previous follow up arrangements for infants at risk
had been hospital based, had followed varying
immunisation schedules, and had had a poor com-
pletion rate.

The new service is provided by a single com-
munity team covering an area of complex
ethnic mix (including west African, Vietnamese,
Turkish, Caribbean, and South American
families) with roughly 9000 births a year. The key
workers in the new programme are the antenatal
and paediatric liaison health visitors, who are
established in their roles. Their job descriptions
now include responsibility for promoting links
among the antenatal teams, the virology service,
the neonatal paediatric team, and the primary care
team. The health visitors are working towards
streamlining procedures in each hospital and also
have the responsibility for ensuring that the infants
receive their second immunisation at home at the
age of 1 month. The home visit is used as
an opportunity to explain in greater detail the
immunisation programme and to discuss with the
family the wider implications of the mother’s
hepatitis B status. The health worker is accom-
panied on this visit by a trained interpreter from
the family health services authority’s interpreting
service if this is necessary.

Since the service was established last April 61
infants have been enrolled on the programme. Of
the 50 infants eligible for their second immuni-
sation, 45 have now received it. None has been
lost to follow up.

The responsibility for giving the third and
fourth immunisations rests with the family health
visitor, and the immunisations are carried out at

the family’s general practice surgery, the local
infant welfare clinic, or the child’s home at the age
of 6 months and 1 year. The programme is
administered by one of the child health clerical
officers, who uses a locally written computer soft-
ware program that generates letters and appoint-
ments and orders vaccine.

We hope that this community programme will
sustain its initial success and prove an effective
method of delivery of both vaccine and health
education.

ANNE NESBITT
Consultant community paediatrician

MARJORIE JACKSON
Project manager
Optimum Health Services,
London SE14 5ER

1 Smith CP, Parle M, Morris DJ. Implementation of government
recommendations for immunising infants at risk of hepatitis B.
BMY1994;309:1339. (19 November.)

BCG vaccination programmes may
provide useful guidance

Eprror,—We agree that “selective vaccination
policies create enormous practical difficulties,
especially where most of the affected babies are
from ethnic minority groups.” We have had
similar problems with a selective neonatal BCG
vaccination programme in Milton Keynes. In one
respect BCG vaccination is easier than vaccination
against hepatitis B because only one injection is
given, but in another respect it is more difficult
because the group at risk is hard to define.
Coverage is also difficult to monitor because the
denominator (those at risk) is often unknown and
the numerator (vaccinations performed) may be
poorly recorded.

As in Manchester,' the question of need for
vaccination is discussed in the antenatal clinic
with the help of written material. The midwives
enter into the antenatal records (both written and
computerised) whether the neonate is likely to be
in a group at risk. This serves two purposes.
Firstly, when the details of delivery are entered
into the computer a form requesting BCG vac-
cination is automatically printed out. This reminds
staff to give the vaccine and to return the form to
the community child health department, where
details are entered into the department’s computer.
Secondly, a list of those at risk is stored in the
obstetric computer and can be compared with data
from the child health computer to estimate vaccine
coverage.

This system was introduced in 1991, and vac-
cination coverage increased from 19:3% (95%
confidence interval 13:4% to 25:2%) in 1990 to
77-5% (73:6% to 81-3%) in 1993. This method
could be adapted to similar diseases such as
hepatitis B and sickle cell disease. .

DAVID CHAPPEL
Senior registrar in public health medicine
Oxfordshire Health Authority,
Oxford 0X3 9DZ
VASCO FERNANDES
Consultant in communicable disease control

Buckinghamshire Health Authority,
Milton Keynes Hospital Campus,
Milton Keynes MK6 5L.D

1 Smith CP, Parle M, Morris DJ. Implementation of government
r dations for i infants at risk of hepatitis B.
BM¥1994;309:1339. (19 November.)

Drug resistant tuberculosis

Epbrror,—Concern is growing over the spread of
drug resistant Mpycobacterium tuberculosis. New
evidence suggests that this spread may be increas-
ing in certain sections of the British population.
The recent advances in molecular techniques have
equipped us with the means to make substantial
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