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not service inadequacy' is responsible, and that 'the more
efficient medical care becomes, the more complex it
becomes'. The conclusion drawn is that underusage is
therefore inevitable, because social class 5 patients have
difficulty coping with complexity. It is a strange defence
of our current system to suggest that increased efficiency
of the service inevitably leads to decreased usage by social
class 5.
Crombie uses the technique of attributing beliefs to

people which they do not in fact believe, and then
demolishing them. The Swedes, for example, do not
themselves in general claim to be an equal classless
society. On the contrary, the Swedish National Central
Bureau of Statistics published in 1981, at the request of
the then Government (an anti-socialist coalition), the
Social report of inequality in Sweden, I which uses data
from several national sources to chronicle the extent of in-
equalities in the country, a cause of surprise to foreigners.

Another report by Landell," a psychiatrist working in
the community, mainly with primary health care teams,
relates the differences between different municipalities
within Stockholm County in such measurements as
sickness absence, and demonstrates that these are clearly
related to class and socioeconomic status.
A recently published review of pregnancy outcome and

social indicators in Sweden'" demonstrates a clear dif-
ference between different social groups in such matters as
birthweight and the incidence of pre-term births. Of
critical importance, however, is that this paper also
demonstrates no such relationship with perinatal mort-
ality. In other words, good services can overcome the
situation - there is nothing inevitable about inequality in
perinatal mortality. Nor is this situation solely a feature
of a wealthy country such as Sweden. The Sighthill pro-
ject, which has brought community antenatal care to a
very socially deprived district of Edinburgh, has ap-
parently succeeded in reducing the perinatal mortality rate
of Sighthill to below the city average (Boddy K, personal
communication).

Thus, we suggest, inequalities in health do exist, but
are not in all cases inevitable. To us differences in society
will continue to exist and are a good thing - it would not
be a good idea for both Liverpool and Everton to play in
red.

However, an inequality is different. We do not think it
is using 'weasel words', or suggesting a weasel philosophy,
to say that it is a bad thing that the mother from an
unskilled working-class family should have twice the
chance of her baby dying in the perinatal period than that
of a mother in a professional family, "I particularly when,
as has been described, something can be done about it,
including by the primary health care teams.
The College has missed a valuable opportunity to

tackle this important subject in a scientific and thorough
way. Occasional papers should surely be seen as attempts
to analyse the strengths and weaknesses of general
practice, rather than documents which present data in a

contentious way in order to persuade ourselves that all is
well in the state of general pratice.
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Sir,
Drs Wilson and Madeley have written that Crombie's
Occasional Paper' and my editorial in the May Journal2
'appear to have more in common with polemics than
objective appraisals on the subject'.
The starting point for Dr Crombie's McConaghey

Memorial Lecture was the Black Report,3 in particular its
claim that 'people in social class 5 have poorer health
than those in social class 1, yet they make less use of
health services including primary care and get a poorer
service when they do use them'.

This quotation was included in the editorial and one of
the conclusions of Dr Crombie is that as far as use by
social class is concerned, those in category 5 actually see
general practitioners more often than patients in social
class 1, at least among the population he studied.
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The editorial suggested that this must at least question
the Black Committee's statement. The authors of the
letter agree this main finding in their second paragraph.

There is of course no question of Dr Crombie's data
measuring health needs and he did not claim to do so. We
must all hope for a future study on this very important
subject.

Drs Wilson and Madeley believe that 'Occasional
papers should surely be seen as attempts to analyse the
strengths and weaknesses of general practice'; as editor I
agree and believe that the topic of the use of health
services by people in different occupational categories is
a topic of great importance and one where it has been
previously suggested is a weakness of general practice.

Their concluding sentence that Occasional papers
should not be used 'to persuade ourselves that all is well
in the state of general practice' is self-evident. Dr
Crombie did not make this claim.

D. J. PEREIRA GRAY

Honorary Edito,; College Publications
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Sir,
I wonder if McPherson, Coulter and McPherson (Letters,
September Journal, p492) have read the Black Report'
let alone my paper properly. They start by identifying my
main criticism of the Black Report as the calling into ques-
tion of its argument that substantial social class dif-
ferences in mortality could be partly attributable to dif-
ferences in health care provision between social classes.
In fact, McKeown,2 Black and myself all agree that there
is no evidence to suggest anything of the sort. The only
exceptions here with which it happens I agree are those
that relate to perinatal and neonatal mortality. Apart from
these exceptions, Black goes even further and has to ad-
mit that even differences between social classes in mor-
bidity rates have probably no attribution to differences
in health care provision.
They are perturbed by imprecise definitions. Which

definitions? They identify specifically definitions of a
doctor initiated consultation. It is clearly stated in the
text, and supplemented in the appendix, that doctor-
initiated or doctor-controlled consultations are simply by
definition all consultations other than the first for any
given episode of illness. The first consultation for any
episode of illness is defined as patient-initiated. In
passing, the patient-initiated consultations equate with
patient consulting rates and are a reasonable proxy for
the rate at which patients initiate access to services. This,
albeit arbitrary, classification gets round any element of
bias in coding.

Indeed, much if not all of the excess of consultations
given to social class 5 is due to differences in morbidity.
Of course there are differing illness rates between social
classes. For example, scabies, followed closely by chronic
bronchitis, has the steepest gradient of all from social
class 1 to social class 5 and dermatophytosis in reverse.
The question usually asked is whether the increase

matches the excess morbidity, However, since there are no
absolute measures of morbidity and therefore of need, it
is not surprising that all attempts to answer the problem
in this way have been easily discounted by those who have
a vested interest in disproving any attempt to show
absence of differences between social classes. Indeed I
simply demonstrated that irrespective of the absolute
baseline of morbidity (a) social classes 4 and 5 elected to
bring only marginally more episodes of new illness to
doctors and (b) doctors respond by providing markedly
more services to social class 5 than social class 1. This was
done by the expedient of grouping illnesses into: (a) all
illnesses with onset during the survey year which the
patients elected to bring (episode types 2 and 4) and, (b)
chronic illnesses which began before the onset of the
survey year (episode type 1).

For the new, and on the whole less serious, illnesses
there were no or only small variations in episode rates and
total consultation rates by social class. For chronic ill-
nesses there were steep gradients from social class 1 to 5.

In passing it should be pointed out that access to
primary care depends on patient initiative, and disparities
in opportunities for access are the only basis for
'inequality'.
Therefore, whatever the ratio of trivial to serious

conditions in the problems that social class 5 elected to
bring, doctors responded by redressing the bias towards
the patients' under-reporting or under-use of services,
which is implied in these findings. In these circumstances,
I think the onus is on critics to show evidence that
differences in illness rates, which of course exist, could
alter these conclusions. Apart from this basic conclusion,
I believe I also demonstrated that there was no evidence
that there were any overall differences of services given in
relation to real need within this primary compensatory
mechanism.

The data that I used for this purpose is not new. The
figures that I produced in Tables 14 and 15 can be
repeated for any of the 18 Chapters from data published
already.3 Patient consulting rates per 1000 population at
risk by age, marital status and social class, and stand-
ardized patients consulting ratios, are available in the
same publication for specific disease categories in Tables
7, 8 and 9.

I would also comment on the recently published paper
by Blaxter which McPherson and colleagues have rightly
praised. Unfortunately this appeared after the publica-
tion of my paper and therefore I could not refer to it. She
used a more sophisticated grouping of individual mor-
bidities but it so happens that her main findings are very
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