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Occupational Health Service:
Beginning or End?

The Employment Medical Advisory Service (E.M.A.S.)
Bill' introduced in the Commons recently by the Govern-
ment has now had its second reading. If it is passed the
appointed factory doctor will go and H.M. medical in-
spector of factories will become an employment medical
adviser (E.M.A.) separate from the Factory Inspectorate
but still under the aegis of the Department of Employ-
ment. The E.M.A. will retain the duties of medically
policing the factories, with powers which will cover entry
to premises, the disclosure of information, and the com-
pulsory attendance of an employee for medical examination.
T'he medical adviser will also be able to compel an employer
to pay for any further radiological or laboratory investigation
of the employee that the E.M.A. may require. The new
legislation will make him responsible for advising on the
employment of all disabled young persons, and for keeping
the Minister informed on matters concerning the safe-
guard and the improvement of the health of persons training
for employment.
The main change from Mrs. Barbara Castle's previous

Bill2 is the abolition of the contentious compulsory school
leaving medical certificate. This would have branded a dis-
abled pupil for the first three years of his working life, and
enabled an unscrupulous employer to reject all but the fit.
The B.M.A. strongly objected to the idea of such a damning
certificate. Nevertheless, though it will not be compulsory
for the E.M.A. to see all the disabled school leavers, the
Bill makes provision for the local careers office to inform
him not only of a disabled pupil about to leave school to
seek employment, but also of any disabled young persons
who have just been accepted for employment in, or trans-
ferred within, a factory. This is obviously a far better system
than the sketchy and medically isolated examination of
young persons that the appointed factory doctor is at
present carrying out.

Another innovation will be that local education authorities
must arrange for one of their medically qualified staff to
supply the E.M.A. with the school medical record cards.
If only the proposals had gone to their logical conclusion-
and the Employment Medical Advisory Service had been
placed within the Health Service-then the E.M.A. could
have approached the disabled young person's general prac-
titioner directly for the complete medical record. This is
one of the reasons why the B.M.A. in its discussions with
the Government on the reorganization of the N.H.S. has
urged the setting up of a comprehensive national occupa-
tional health service as part of the N.H.S. The Association
has been concerned about the structure of the proposed
E.M.A.S. because it could indefinitely delay such a de-
velopment. Introducing the second reading of the Bill the
Government spokesman, Mr. Dudley Smith, said that the
new service was not intended to be a comprehensive in-
dustrial health service.3 He also made it clear that "the
responsibility for occupational medicine and in particular
for the E.M.A.S. must for *the present-I emphasize the
present-remain with the Department of Employment,"
though he promised that when the N.H.S. was reorganized
"the proper home of the Employment Medical Advisory
Service will undoubtedly have to be looked at again by
the Departments concerned." So there appears to be hope
that eventually the N.H.S. may include a comprehensive

national occupational health and hygiene service. Such a
service is envisaged for all the signatories of the Treaty of
Rome and it would be as exitensive as those that now exist
in several European countries such as France and Holland.

One aspect of the new Bill not mentioned in the Minister's
speech concerned the power proposed for the Chief Em-
ployment Medical Adviser (C.E.M.A.) if he wishes to
carry out a survey. He will be able to arrange as many
blood, urine, and x-ray tests on as many men in as many
firms as he requires if, in his opinion, their "health has been,
or is being injured, or it is possible that it has been, is
being or will be injured by reason of the nature of their
work." These objectives are admirable, but the employer
cannot appeal against paying the cost of such a survey nor
against the C.E.M.A.'s power to decide when and where
these tests shall be carried out. On this latter point, Mr.
Dudley Smith said: "It is proposed that National Health
Service laboratories should be used for most E.M.A.S. work."2
The only restraint would be the extent to which the already
overstretched N.H.S. could take on the extra work. If in
some areas hospital laboratories and x-ray departments were
unable to help then the C.E.M.A. would have to fall back
on his own department's laboratories, and those university-
affiliated occupational hygiene laboratories which have been
carefully built up with doctors, chemists, and physicists
working full time in the occupational medicine field. It
would be more sensible if these specialized university
occupational hygiene laboratories-sited in London, Man-
chester, Cardiff, Newcastle upon Tyne, and Dundee-were
to be used by the E.M.A.S. in the first instance, with
N.H.S. hospitals help being called upon only if these
laboratories could not cope.

In fact, if the C.E.M.A. is allowed to by-pass these
laboratories, which are now bearing the brunt of this
specialized work and are geographically well placed, then
a well-tried service could go to the wall, not for lack of
resources but because of deliberate Government policy. If
this happened then the teaching of occupational health and
hygiene would be hampered at a time when approaching
entry into the Common Market should be prompting the
training of more occupational health physicians and
hygienists to man the national occupational health service
that Britain needs.

I Employment Medical Advisory Service Bill. London, H.M.S.O.,
1971.

2 Employed Persons (Health and Safety) Bill. London, H.M.S.O.,
1970.

3 Hansard, 1971, 828, No. 30, 121-180.

Hypothalamic Releasing
Hormones

The hypothalamus controls anterior pituitary function by
regulatory substances secreted into the portal venous system
flowing from the hypothalamus to the anterior lobe. Re-
leasing factors, or releasing hormones, as the substances are
termed, which affect the release of each of the seven
anterior pituitary hormones have been identified. Release of
thyrotrophin (TSH), adrenocorticotrophin (ACTH), growth
hormone (GH), follicle-stimulating hormone (FSH), and
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luteinizing hormone (LH) is stimulated, whereas release of
melanocyte-stimulating hormone (MSH) and prolactin is
inhibited. So far the structures of thyrotrophin-releasing
hormone (TRH), luteinizing hormone-releasing hormone
(LRH), growth hormone-releasing hormone (GRH), and
melanocyte-stimulating hormone release-inhibiting hormone
(MRIH) have been determined, and the synthetic material
has been shown to have chemical and biological properties
identical to the hypothalamic extract.

Thyrotrophin-releasing hormone, the first of the group to
be synthesized, is a simple tripeptidel3 which is active orally4
as well as intravenously,5-7 causing a rapid increase in serum
thyrotrophin. Nausea, flushing, and a desire to micturate8 are
common after rapid intravenous injection but no serious side
effects have been reported. Thyrotrophin-releasing hormone
does not as a rule release growth hormone, adrenocortico-
trophin, follicle-stimulating hormone, or the posterior lobe
hormones but has been shown to increase output of prolactin
and, occasionally, luteinizing hormone. The importance of
this apparent lack of specificity is not yet understood. Thyro-
trophin-releasing hormone may be used as a test of thyrotro-
phin reserve in patients with pituitary disease, when an im-
paired or absent response may indicate hypothyroidism. The
thyrotrophin response to thyrotrophin-releasing hormone in
patients with primary thyroid failure is exaggerated and pro-
longed, whereas in hyperthyroidism there is no response.8
A normal response virtually excludes hyperthyroidism,
though not all patients who fail to respond are hyper-
thyroid.89 The therapeutic implications of thyrotrophin-
releasing hormone remain to be defined.

Luteinizing hormone-releasing hormone is a decapeptide10
which causes a rapid release of luteinizing hormone in both
animals and man. Surprisingly, luteinizing hormone-releasing
hormone causes concomitant increase of follicle-stimulating
hormone, though it is smaller and the peak is later. Luteiniz-
ing hormone-releasing hormone should provide a useful test
of gonadotrophin reserve in patients with pituitary disease,
complementing the clomiphene test. Functional disturbance
of the hypothalamus is assumed in many women with
secondary amenorrhoea and infertility, and luteinizing hor-
mone-releasing hormone should cause an ovulatory surge of
luteinizing hormone which might restore fertility and regular
menstruation. Also analogues of luteinizing hormone-releas-
ing hormone might interfere with the hormone's normal
action and thus be valuable contraceptive agents.
Growth hormone-releasing hormone has very recently

been shown by A. V. Schally and his colleagues to be a
decapeptide. Its diagnostic and therapeutic implications have
yet to be established. It should be of value in testing pituitary
growth hormone reserve, complementing the insulin sensi-
tivity test which causes growth hormone release secondary
to an action on the hypothalamus. Synthetic growth hor-
mone-releasing hormone might prove preferable to growth
hormone in the treatment of children with dwarfism due to
hypothalamic disease.

Melanocyte-stimulating hormone release-inhibiting hor-
mone is a tripeptidell whose three amino-acids also occupy
the C-terminal end of oxytocin, from which it can be de-
rived by the action of a hypothalamic enzyme.12 No diag-
nostic or therapeutic roles have yet been assigned to this
release-inhibiting hormone.

Sensitive bioassays and immmunoassays are now being de-
veloped for 'the releasing hormones.13 Using releasing hor-
mone assays it will be possible to test the hypothesis that
some pituitary diseases such as acromegaly or Cushing's
disease result from a primary hypothalamic disturbance.14

Conversely, deficiency of releasing hormones is probably
responsible for most cases of congenital deficiency of growth
hormone, luteinizing hormone, follicle-stimulating hormone,
and adrenocorticotrophin. Growth hormone deficiency caus-
ing dwarfism is the commonest of this group and adreno-
corticotrophin deficiency the rarest, though combinations of
deficiencies are not uncommon. Patients with Kallman's syn-
drome of hypogonadotrophic hypogonadism associated with
anosmia fail to respond to clomiphene with a rise of luteiniz-
ing hormone yet show a small but definite response to
luteinizing hormone-releasing hormone.'5 This implies that
the primary defect is probably in the hypothalamus.

Releasing hormones will be a powerful tool in the diagno-
sis of diseases of the hypothalamus, pituitary, and its target
organs. Thyrotrophin-releasing hormone should soon be
generally available, and luteinizing hormone-releasing
hormone is now available for research purposes. The others
are in an earlier phase of development. We are as yet only
on the verge of knowledge of the physiological, diagnostic,
and therapeutic implications of this new group of hormones.
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Clotting Factor Concentrates
Deficiency of factor IX (Christmas disease) is far the most
common of the congenital deficiencies of the four clotting
factors II, VII, IX, and X. A combined defect of these four
factors is more often due to oral anticoagulant treatment or
to defective absorption of vitamin K, and also forms part of
the clotting failure in liver disease. Since whole blood plasma
is unsuitable for replacing the missing factors in congenital
deficiencies, concentrates of the factors have been prepared,
though factor VII may be removed in processing and is
available separately.1-3

Recently P. F. Bruning and E. A. Loeliger,4 of Leyden,
described a method of preparing a concentrate of factors
II, VII, IX, and X from blood collected into acid citrate
dextrose. The method is similar in principle though tech-
nically more elaborate than those currently used for the
preparation of concentrates in Britain. Only small supplies
of these concentrates are available and their use has had to
be confined to the treatment of congenital clotting de-
ficiencies. Bruning and Loeliger's observation that a com-
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