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Meningococci were isolated fromn the cerebrospinal fluid of
three patients with low cerebrospinal fluid cell counts (3, 12,
and 5 white blood cells/m.n If his indicates only minimal
inflammatory response in the meninges penetration of peni-
cillin into the cerebrospinal fluid may be poor, so that the in-
clusion of chloramphenicol which passes well into the cerebro-
spinal fluid might be a beneficial addition to the treatment
regimen. Furthernore, though the combination of a bactericidal
and bacteriostatic agent is not generally recomuended, in-vitro
studies have shown that there is no appreciable atagonism
between penicillin and chloramphenicol if adequate levels of
both antibiotics are achieved.4

Prevention
Immunization against meningococcal infection appears to be
the only way of preventing the fulminating illness which killed
six of our pattients before effective antibiotic therapy could be
started. Group B meningococci predominated both in the
Monmouth outbreak and in our series. There is, however, no
satisfactory group B vaccine yet available, though recent trials
with group A and group C vaccines have been encouraging.5
On two occasions more than one member of -the family de-

veloped meningococcal disease. We believe thsat family con-
tacts should be screened and should all be given an adequate
course of prophylactic treatment. We gave all our contacts full
therapeutic doses of soluble sulphonamides by mouth for one

week. Penicillin, ampicillin, tetracyclines, and erythromycin
have been -shown ,to be ineffeotve in the treatment of -the naso-
pharyngeal meningococcal carrier state. Rifampicin appears to
be the treanient of choice to be reserved for carriers of sul-
phonamide-resistant meningococci.6 Though sulphonamide-
resistant organisms were found in only two of our
patients ithe high community meningococcal-carrier rate7 and
the probable recent increase in meningococcal disease may
indicate a reducing sensitivity of meningococci to commonly-
used antibiotics.

We are grateful to Dr. D. W. Boyd, Dr. R. S. Crow, Dr. A. J.
Daly, Dr. M. George, Dr. G. H. Hall, Dr. J. N. Montgomery,
and Dr. B. Moore for their advice and for permission to report
details of patients under their care.
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Conversations with Consultants

Coketown Hospital versus the Administrators

FROM A SPECIAL CORRESPONDENT

British Medical3Journal, 1974, 1, 509-511

Coketown is one of those many manufacturing towns on
which Bri(tain's prosperity has always depended. A
Southerner might recoil from its legacies of the Industrial
Revolution-derelict warehouses on the steep, sometimes
cobbled, roads, and grimy back-to-back houses-mixed with
modem housing estates and brand new factories eating into
the green hills on the outskirts. In the centre of the town
stands a handsome new distriot hospital, and it was here I
started a short tour of Britain talking to consultants about
their daily lives and problems. Though representative only
of Coketown experience, these were far from what I had
expected: they were happy that they could still do the sort
of medicine ithey had been trained for, and their grouses
were not about pay, Salmon, and N.H.S. reorganization, but
centred principally and vituperatively on poor administration
and inadequate administrators-and the way in which these
interfered with the consultants' ability to practise efficient
medicine.

"They" Know Best

These problems had been typified by the new hospital itself,
they started by saying. Certainly it functioned well and had

been adequately equipped-and it was ofiten still easier to
get largish grants for new capital expenditure than smaller
ones for running cos,ts. But the regional h-ospital board, at
Stanthorpe, many miles away, knew best, insisting on siting
the hospital in the town centre, against local experit advice,
which had urged the merits of building it on the outskirts.
In the centre there was no room at all for expansion, yet
Coketown itself was increasing in size all the -time. This
meant that several smaller hospitals in the itown had had
,to be kept open to deal with the load and consultants wasted
valuable time in commuting among them. Sometimes the
situation led to wasteful duplication of facilities, beds, and
staff. The intensive care unit was situated in the district
general hospital, as was the main radiology department,
but perforce cardiac operations were done in the chest
hospital on the outskirts and trained technicians and expen-
sive equipment were needed in both. Perhaps an important
faotor in the background 'to this story, which was similar to
several others the consultants could itell, was ithat Coketown
had once been fairly high up on the list as the site of a new
medical school-the regression of this idea had possibly
been responsible for paralysing plans for further hospital
expansion.
Did they regret that they had not been chosen as an under-

graduate centre? They had at first, but they now thought
with the present Government cuts ithat they night have
escaped even more stress. The hospital had a flourishing
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postgraduate educational programme and there were few
months in which one or other of the journals did not print
original articles from one of its departments. But the one
feature they would have welcomed would have been the
presence of senior registrars and the like, more as an in-tel-
lectual stimulus than as pairs of hands. "We accept ithat these
men are in training," the obstetrician said, "and yet it's
common knowledge ithat in the year when they do go outside
Stanthorpe Central Hospital-say, to Brassleigh or Potton,
nearby-they run 80% of the service work while their con-
sultants devote themselves to itheir private practices." For
this reason, the Manpower Committee's decision to redistri-
bute registrars had been a slight morale booster, though they
acknowledged (that it would mean little in practical terms.

Coping with the Load

In Coketown the consultants had long devised means for
coping with the clinical load with relatively few junior staff.
They were on call roughly one night in five, and, while the
mostly overseas junior staff (of whom the consultants spoke
warmly) could cope with the simpler emergencies, the con-
sultants reckoned to turn out regularly to deal with the
difficult ones. And ,the relative paucity and inexperience of
the juniors meant that -the consultants themselves had to
attend to much more of the details of routine work than
their more favoured colleagues. "The only way to be sure
that general practitioners get an accurate and comprehen-
sible discharge summary is to do it one's self-and most of
the consultants do."
Even so, this system threw a heavy burden on the anaes-

thetics department, which, mirroring the situation in the
rest of -the region, was three consultants short. I pointed out
that with the new junior doctors' contract the situation
might get worse, as management would economize on over-
time payments and ask more of consultants. This, they all
agreed, would be the final straw. Already they had been
loaded by a series of directives and inquisi,tions from the
managemenit, to shorten waiting lists or increase bed
occupancy. But the consultants themselves had already
started projects such as operating sessions at the weekends,
ou-tpatient investigation programmes, and day operations,
enabling them to stabilize the waiting time for a "cold"
orthopaedic outpatient appointment to 10 months and for a
medical one to four months. "And then," exploded the
geriatrician, "the hospital management committee carpet me
like a schoolboy to ask why my bed occupancy has been only
85%. They don't understand -that this reflects the high turn-
over of a modern geriatric department, and I think they
would be happier with 200 old people occupying 200 beds for
a year-because that would represent a tidy 100% occupancy
for their statistics."

All agreed that Hospital Activity Analysis had produced
little of benefit for dootor or patient. Ilts statistics-only of
inpatients-were meaningless and inaccurate, but were
obviously expensive to collect. Individually each consultant
had strong ideas on what would help him most. The
physician wanited a second secretary (he had lost ftwo in a
year because of less work and more money elsewhere), and
they all said that adequate secretarial help would increase
their efficiency enormously. But their pleas had fallen on
deaf ears. The geriatrician wanted a registrar to help in a
community project-or rather had wanted, for, having spent
fruitless hours lobbying the regional authorities and specialist
representatives in the Department, a personal approach to
the Secretary of Sta-te had apparently been successful.
The orthopaedic surgeon spoke of his frustra-
tion when having ordered one type of hip prosthesis he
found that the hospital management committee had changed
the order to a cheaper, and inferior, variety without con-
sulting him.
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Surely, I said, the Cogwheel system had been created to
overcome just such difficulties: given goodwill, agreement of
priorities, and a firm medical executive committee, couldn't
some sort of consensus be reached? Cogwheel in Coketown
was good only for letting off steam: it was totally ineffectual.
To some extent they admitted that this was because not only
was there rivalry among the six divisions but also between
senior and junior consultants and between different sub-
specialties in a single division. Most unfortunately, however,
many of the finally agreed decisions were totally ignored by
the hospital management comrittee, "the biggest stumbling
block to good medicine in Coketown," the anaesthetist main-
tained. Anyway, they could manage effectively only if they
had control of the budget; not only deciding, how to parcel
out a few hundred pounds on bits of medical equipment,
but to be able to deploy running costs, and benefit from
economies they made.

Benefits of Reorganization

Would things get better on 1 April? They knew what was
proposed, but could not see clearly how it would affect them
-but almost certainly the answer was no. The same in-
effectual bureaucrats would still be found on the manage-
ment committee and at the regional board, in some other
guise. Even if the new democracy shifted the handful of
senior consultants from Coketown (who, purpor,ting to repre-
sent every interest, dominated all -the present important com-
mititees) their advice would still be sought privately by
officers of the board in preference to that given by the new
advisory machinery. For a reorganization scheme which had
increased efficiency as its rallying cry the prospects with
such people still in control was little short of farcical.
So what was the answer: more consultants, emigration-

or what? One of the difficulties was the many roles expected
of the present day consultant. 'We are not just supposed to
be experts in our own fields of medicine, to be available for
consultation, even though tha-t would occupy all our con-
tractual obligations and more. We are also expected to be
directors of our depantments, managers, planners, and¢teachers
and researchers too." They were eager to increase the num-
ber of consultants, but prospeots of doing so were poor;
there were not enough beds, outpatient clinic rooms, or
operating theatre space to offer them, and if new physicians
or surgeons were appointed there would not be the
anaesthetists or radiologists to help them do their work
properly. Also junior staff were likely ito get scarcer. Perhaps
the secret was to get the righ-t interval between consultant
appointments, to appoint one consultant in a specialty every
seven years and let him work devilishly hard for this period
before appointing the next. Several young consultan,ts had
left Coketown recently, they said, and with good reason.
Each of those present had considered going, bu;t had re-
jected it. Even in Coketown the situa,tion was almost right-
marvellous clinical ma-terial, to use that layman-chilling but
descriptive term; and the opportunity to serve a recogniz-
able community; no shortage in recruiting nurses so far,
though radiographers, physiotherapists, and occupational
therapists were in short supply. Even Salmon had had little
noticeable effect on standards, and there was enough private
practice to give the freedom of a part-time contract, even
though generally -the earnings did little more than to make
their salaries up to full-iime levels.

Medical Politics

Finally, I remarked that before I came to Coketown I had
expected to hear of demands for £15,000 a year, -the repeal
of Salmon, and for less emergency work. Instead, their
frustrations were seemingly more remediable and surely
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should be put to their own organization. The B.M.A., they
answered, was too remote and seemed to know little of their
problems-while the Regional Hospitals' Consul-tants and
Specialists Association was totally irrelevant to itheir situa-
tion, and lacked the professional and other back-up services
the B.M.A. already had. Politely, I said that any organiza-
tion largely depended on its members; little of what they had
told me had appeared in the correspondence columns of the
B.M.Y. or apparently on the agenda papers of the commititees
concerned. They conceded this, but still thought that the
B.M.A. should have anticipated the situation.
As to pay, certainly the consultants would have liked

more, say £12,000 a year, 'to be comparable with local

solicitors or general practitioners, who worked nothing like
the hours of consultants. "We envy the general practitioners
and the juniors," the obstetrician said, "and what's more,
within six months of leaving my house job for general
practice a man's earning as much as I am. At last I've
become convinced that an item-of-service contraot is a good
thing for consultants. But the fact is, we've missed out, for
under phase 4 we shall never get the terms the rest of the
profession has. Sometimes I wonder whether the final results
won't be for us to fix a quantum of work for ourselves and
not to exceed it-but if we do that we shall have reached the
state of the management and our seniors, who are respon-
sible for so many of our day-to-day difficulties."

Any Questions?

We publish below a selection of questions and answers of general interest

B.C.G. Vaccination when Tuberculosis is Endemic

Is B.C.G. vaccination of value in communities where tuber-
culosis and leprosy are endemic?

Yes. The most recently published results' of the Medical Re-
search Council trial of tuberculosis vaccines show a very use-
ful degree of protection (78%) against tuberculosis over a
period of 15 years. As discussed in that report and by Hart2
not all controlled trials have shown such high levels of pro-
tection. Furthermore, it is not justifiable to apply the results
of vaccination of English school children to the results of mass
vaccination in other communities with different epidemio-
logical situations. Nevertheless, results of studies34 based on
epidemiological models show that much lower levels of protec-
tion than that shown in the British M.R.C. trial would still
produce a worthwhile effect on the tuberculosis situation and
at lower cost than many other approaches to tuberculosis
-ontrol.
A trial in Uganda5 showed a useful reduction (about 80%

over four years) in leprosy in children given B.C.G. compared
with an unvaccinated control group. In Uganda, where tuber-
culosis and leprosy are both endemic, there is evidence that
natural tuberculosis infection also affords some protection
against leprosy, though the locally occurring opportunist
mycobacterial infections do not. A trial in Burma,6 however,
showed no protective effect of B.C.G. against leprosy. The
value of B.C.G. in preventing leprosy in other communities,
therefore, cannot be predicted from the available information,
but at least the use of B.C.G. vaccination is unlikely to have
an adverse effect in this respect. So the answer is "yes" on the
grounds that the use of B.C.G. on a community scale can be
expected to help to reduce the amount of tuberculosis and
may also have a beneficial effect in reducing the amount of
leprosy. The details of how to obtain the best results from a
B.C.G. campaign must, of course, depend on local circum-
stances, but in the situation suggested by the question, the
best approach would probably be an initial campaign directed
to all age groups, at least up to age 20 or 30 years, followed
by vaccination of children bom subsequently as early in life
as can be arranged.

Medical Research Council, Bulletin of the World Health Organization
1972, 46, 371.

2 Hart, P. D'A., British Medical_Journal, 1967, 1, 587.
3 ReVelle, C. S., Lynn, W. R., and Feldmann, F., American Review of

Respiratory Diseases, 1967, 96, 893.

I Waaler, H. T., Proceedings of the 19th International Tuberculosis Confer-
ence, Amsterdam, 1967. Amsterdam, Excerpta Medica Foundation, 1968.

5 Brown, J. A. K., Stone, M. M., and Sutherland, I., British Medical
J7ournal, 1968, 1, 24.

6 Bechelli, L. M., et al., Bulletin of the World Health Organization, 1970, 42,
235.

Treatment of Solar Keratoses by 5-fluorouracil

How effective is 5-fluorouracil in the treatment of solar
keratoses?

5-Fluorouracil is effective in the treatment of solar keratoses and
it has proved particularly useful where the keratoses are ex-
tensive. Because there is a failure rate-probably no greater
hn 20%-and because solar keratoses will ultimately evolve

into squamous carcinomas patients should be followeed up
and warned about the need to attend with any further recur-
rences.

Immunization Risks in First Trimester

Is there any danger to the fetus if the mother has T.A.B.,
smallpox, and cholera vaccination in the first three months
of pregnancy?

Smallpox vaccine is live and should not be used at any time
during pregnancy as there is a chance of producing fetal
vaccinia,' as well as lesions in the placenta and gut. Stillbirth
and neonatal death seem to be sequels of vaccination. Re-
vaccination may not be attended by such severe results and
in countries like India may reasonably be thought to be de-
sirable.2 The maternal reaction to smallpox vaccination may
be greater than in the non-pregnant state.

I,t is not easy to be dogmatic about T.A.B. and cholera
vaccination. Perhaps it would be wise not to use either in the
first three months of pregnancy for they might give rise to
systemic reactions which could cause abortion. As a mater
of clincal practice T.A.B. is given in later pregnancy with-
out apparent harm. There is no direct evidence on the effects
of cholera vaccinaton, but it might be given tentatively if
the needs are pressing.
I Tondury, G., Foukas, M., and Scouteris, A., Journal of Obstetrics and

of the British Commonwealth, 1969, 76, 47.
- Mehta, A., Bombay Hospital journal, 1969, 11, 12.
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