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Think Again
The rising tide of discontent among N.H.S. consultants is a
matter for grave concern. Nevertheless, the current public
rift over who can best represent consultants' will do nothing
to resolve their difficulties. Unfortunately, clumsy political
footwork on all sides has now made a row almost inescapable.
As a result scarce medicopolitical energy and resources
needed for other more pressing tasks are being dissipated.
The last few years have seen an increasingly vocal body of

consultants in the regions convinced that their affairs have
been dominated and mismanaged by "establishment" com-
mittees in Tavistock Square. With appetites whetted by the
achievements of general practitioners and junior hospital
doctors these consultants have criticized the slow progress
in improving their own lot and have laid the blame on the
B.M.A. They accuse it of being G.P.-dominated, undemo-
cratic, and out of touch with the overworked clinicians out-
side London-an ironic echo of the B.M.A.'s origins as the
Provincial Medical and Surgical Association over 140 years
ago.
None of this myth is true, but the feeling that G.P.s wield

greater political weight within the B.M.A. may partly be
due to the contrasting political techniques of the two groups.
Consultants, confident in their professional status, have gen-
erally preferred to work by stealth at national level, with only
modest reliance on local representation. On the other hand,
ever since 1911 general practitioners, exposed to the cross
currents of community opinion, have relied on a strong, self-
financed, local medicopolitical machine, which has culti-
vated a public and often abrasive approach to the Govern-
ment.
Both methods have had their successes but the short-

comings of the quiet approach as the battles over limited
N.H.S. resources grew fiercer became apparent to hospital
staff-in particular the juniors-several years ago. The re-
sult was a drastic cutback in the negotiating power of the
Joint Consultants Committee, a strengthening of the Central
Committee for Hospital Medical Services and its negotiating
procedures,2 and the eventual independence of the juniors.3
This switch from closed diplomacy to more open and ac-
countable bargaining has not been matched by any apprecia-
able increase in local medicopolitical activity by consultants,
who naturally prefer, as Mr. R. Myles Gibson recently
pointed out,4 to devote most of their energies to research,
education, and clinical medicine.
Thus the improved central negotiating machinery has had
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an insecure base, with too many consultants shunning medico-
political negotiations, but still being prepared to complain
about the effects of this self-imposed withdrawal. This situa-
tion, further bedevilled by the differences between teaching
and regional hospitals, has denied senior hospital doctors the
unity essential to compel the Government to act decisively
to remedy their problems. Some progress has been achieved,"
but the militancy of the junior staff clearly alarmed the De-
partment of Health, which conceded many of their demands
but only at a cost of further eroding the consultants' position.
Two recent episodes underline the consultants' dilemma.

Firstly, the Department agreed to negotiate on the juniors'
proposals for a new contract while at the same time stalling
on discussions about the C.C.H.M.S.'s proposals for re-
forming the consultant contract (Supplement, p. 8). Sec-
ondly, the inclusion of family planning services in the N.H.S.
has been separately discussed by the Department with the
General Medical Services Committee on the one hand and the
C.C.H.M.S. and the J.C.C, on the other. This expansion of
family planning will entail new work for both consultants
and family doctors. The Department has agreed a new con-
tract for the latter, now on its way to the Review Body for
pricing (Supplement, 2 February, p. 6), but is maintaining
that family planning provision in hospitals should be in-
cluded in consultants' existing contracts, with no extra pay
(Supplement, p. 8). So has the Government seen the con-
sultants as the weaker of the two opposition parties and with
budgetary economy in mind let them go to the wall ?
The initial reaction of the hard pressed consultant to such

rebuffs might be to demand the resignation ofthe C.C.H.M.S.
But first he should ask himself what political action he is
prepared to take to support his negotiators. Helped by B.M.A.
action many groups have successfully confronted the Govern-
ment in the past few years-armed Forces doctors, public
health medical officers, and medical teachers among them.
General practitioners and junior hospital staff have also ad-
vanced their respective causes, not only because these were just
but also because the Government feared their political power.
Consultants have yet to frighten the mandarins in Whitehall
and there is no evidence that bringing the R.H.C.S.A. foi¶n-
ally into the negotiating arena will transform the scene.

Indeed, that association's determined drive for a negotiating
place may have consequences its members have not foreseen.
As the Chairman of the H.J.S. Group Council, Mrs. Jean
Turner, explains (p. 247) this demand is not solely the con-
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cern of consultants. Already the J.H.D.A. is preparing to
enlarge any breach made by the R.H.C.S.A. in the present
negotiating structure.6 With the Industrial Relations Court
called in as referee consultants might find its decision on this
intraprofessional dispute unwelcome-particularly since junior
staff predominate in the electorate of the hospital "bargaining
unit." There is a real danger of a Burnham-type negotiating
panel (with all its rivalries and intraprofessional squab-
blings) emerging from the present rumpus-an unhelpful
outcome that representatives of both the B.M.A. and the
R.H.C.S.A. should ponder upon when they meet again to
discuss their differences (Supplement, p. 8).

Frustrated consultants irritated by the political jostling
and keen to do something to relieve their plight may under-
standably resign from the B.M.A.-it provides a convenient
scapegoat and an alibi for their own inaction. But since 1948
the Association has built up a comprehensive representative
machinery for senior hospital doctors (with strong links with
other sections of the profession) and if they are dissatisfied
with the work of their local or national representatives the
remedy is obvious: debate policy at local level and elect col-
leagues whom they are prepared to support. This would
seem far more practical and economic than rejuvenating a
separate organization to represent them, particularly when
the policies of the two bodies are so similar and the real
culprits in the crisis have been a succession of short sighted
governments.

So consultants considering resignation from the B.M.A. as
the cure for their ills should think again. Only the Treasury
will benefit from the present divisions.

British Medical3Journal, 2 February 1974, p. 208.
2 British Medical Journal, 1967, 1, 74.
3 British Medical_Journal, 1973, 2, 676.
4 British Medical3Journal Supplement, 1973, 4, 79.
a British Medical3Journal Supplement, 1973, 4, 70.
6 On Call, 21 January 1974, p. 8.

Old People's Nutrition
Malnutrition in a clinically recognizable form is uncommon
among elderly people in the United Kingdom. Surveys have
shown that the diet varies in different parts of the country
owing to local custom, and they have occasionally disclosed
borderline intakes of certain essential substances. In Scotland
iron, potassium, nicotinic acid, vitamin C, and vitamin D are
apt to be consumed in less than optimal amounts. For vitamin
C this was well shown by J. S. Milne and his colleagues,' who
also found substantial seasonal variations, the intake being
lower in winter. In England A. N. Exton-Smith and colleagues2
noted especially in housebound elderly people that the intake
of vitamin C and vitamin D was often less than satisfactory.

Blood levels of some vitamins are difficult to estimate, and
reliable tests for vitamin D are only now being described. It is
also true that the significance of blood level findings in the
elderly are often not easy to interpret. A more reliable guide is
the detection of disease due to a deficiency-for example,
dietetic potassium deficiency-and this is occasionally seen in
old people. It is also fairly common to detect patients with
osteomalacia, especially in the more northern parts of the
country, and iron deficiency anaemia is still found occasionally.
T. S. Wilson and his colleagues3 have detected low vitamin C
levels in women admitted to an acute geriatric hospital and
found that this was associated with an increased mortality at

four weeks after admission. Mortality was not reduced by the
administration of ascorbic acid, but patients of both sexes
receiving it could be divided into two groups-those in whom
the leucocyte levels ofascorbic acid rose in the four weeks after
admission and those in whom they did not. Both men and
women who showed a biochemical response to administration
ofascorbic acid had a better chance ofsurviving four weeks and
six months than those lacking that response.

In a study of the supplementation of the diet of old people
in long-stay geriatric accommodation S. M. Dymock and J. C.
Brocklehurst4 noted only minimal change. Individual vitamins
of the B group, ascorbic acid, Becosym forte, or a placebo were
added to the food of their elderly patients. Riboflavine was
associated with an improvement in cheilosis, and nicotinamide
with a change for the better in the appearance ofthe dorsum of
the tongue, but neither of these findings achieved statistical
significance. No other change was seen in the tongue and mouth
nor in purpura or capillary fragility. These authors suggested
therefore that further investigation of the effect of supplemen-
tation with riboflavine and nicotinamide in long-stay hospital
patients was needed.
From such work practical suggestions to guide the doctor

dealing with elderly patients must be considered. Here help
can be obtained from a survey sponsored by the Departments
of Health and Social Security and of Home and Health.5
It showed virtually no severe malnutrition. Only 27
people (3-2%) out of 879 were judged to be undernourished,
and of these 12 suffered from secondary malnutrition, prob-
ably due to ill health. The majority of old people ate a varied
and appropriate diet similar to that eaten by the rest of the
population, with perhaps a little less of it. One clear finding
was an incidence of anaemia of 7.300, similar for men and
women. Very few of the patients with subnormal blood levels
of iron, vitamin B12, folate, or vitamin B6 were anaemic, but
14-6% of the anaemic people had normal amounts of these
nutrients in the diet. Other factors peculiar to the elderly may
therefore be important in suppressing haemopoiesis. Studies
of bone mass showed that calcium intake had no relation to
osteoporosis, but suggested that osteomalacia may be at least
contributory to the skeletal rarefaction present in elderly
women.

While the value of meals-on-wheels services and luncheon
clubs, especially for people who are housebound, is not in
doubt, it might be beneficial to offer people of advanced age
dietary supplements such as liquid milk fortified with vitamin
D and compare their nutritional state with others where no
supplementation has been given. It might also be helpful for
dieticians to advise people visiting the elderly-for example,
health visitors, home helps, and those concerned in the pre-
paration of meals for the elderly at lunch clubs, in old people's
homes, or at centres where meals for them are cooked.6
But there would seem to be old people who are at clear risk of

dietetic deficiency. While advanced age itself is probably not of
significance, B. R. Stanton and Exton-Smith7 showed that
difficulties with nutritional intake could start at around 70
and were common at 75 and over. Guidance can be obtained
from the physical state, mental condition, or social circum-
stances. A person with physical disease which precludes the
ability to cook properly or to shop for herself-for example, the
rheumatoid arthritic-should be carefully assessed. A mentally
confused woman may in fact be able to cook for her husband
yet may not eat herself, and those elderly people who live
alone and are housebound require special attention.
Many would agree that iron, vitamin C, vitamin D, and the

B-complex vitamins should be given for three to four weeks to

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5901.211 on 9 F
ebruary 1974. D

ow
nloaded from

 

http://www.bmj.com/

