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No Fanfares for i April
There will be no fanfares in the profession on 1 April. Indeed,
apart from the rustle of circulars and sighs of relief from the
Elephant N.H.S. reorganization day will come and go quietly.
Town hall staff may wonder what has become of their medical
officer but most doctors will carry on much as before, noticing,
perhaps, that the heading on the ubiquitous official notepaper
has changed. As for the public, few will know that a massive
administrative reform of a multimillion pound state enterprise
has arrived after six years1 of political argument and hectic
last minute planning.
Why is this so? Unlike 1948 there is no sense that the

country is passing a major political milestone-no bitter
political battles; no threats of doctors walking out. In con-
trast to the simultaneous reorganization of local government,
with its upheaval for local politicians and impact on local
rates, recasting the N.H.S. has hardly caught the eye of the
man in the street. Whether in time the community will benefit
is hard to forecast. With integration only partially achieved and
the new management pattern under fire the last Government's
objective ofa Service that would "enable the staff. . . to make
better use of their skills and experience"2 could well be in
jeopardy. In fact, experienced staff, including public health
doctors, have been lost to the N.H.S. and many must have
been unsettled by the reshuffle of posts. This has meant an
ill-afforded diversion of energies from running and planning
medical services. N.H.S. staff will be relieved, therefore, that
the new Government has decided not to interfere with the
changeover. The reshaped Service will take time to shake
down but doctors will be annoyed if reorganization is
used as an excuse for postponing much needed improve-
ments. As the series "Conversations with Consultants" shows
there is a serious malaise in the N.H.S., which doctors have
little confidence that reorganization will cure. More money
for the Service is imperative.

Since the Conservative government's proposals of 19712
doctors have made no secret of their mistrust of the heavy
management slant in the new health authorities, a sentiment
shared by the Labour Opposition-though for a rather diff-
erent reason. The profession, as the B.M.A. made clear,3
wanted more doctors on the authorities' boards whereas the
Labour Party looked for more local "democratic" represent-
ation, as Mrs. Barbara Castle confirmed recently ather first
press conference as social services secretary. Could this mean the
return of greater local authority involvement in health care ?
A service the size and complexity of -the N.H.S.-the 90

English and Welsh area health authorities (matching the new
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local authorities) will each be responsible for populations of
up to one million and have an annual budget measured in
millions-requires top calibre managers. Flair and flexibility
will be needed to navigate the Service through the next year
or so. Are such people available ? Doctors reflecting on events
of the past 25 years may wonder. And in contrast to the old
management structure the voice of the professions on the new
bodies that will take the decisions is much weaker. Sir Keith
Joseph resolutely defended his small authorities against
demands from both doctors and the Opposition that they
should be enlarged. What the professions have got, mainly
as a result of B.M.A. pressure, is a statutory professional
advisory machinery at all levels of the Service.

For doctors, the medical advisory committees, the district
medical teams, and the health care teams will, if these are to
be effective, take up much valuable medical time. Here is the
modern doctor's dilemma. How can he cope with the in-
creasing clinical demand and yet find time to serve on those
committees which decide on matters that ultimately affect his
ability to meet those demands ? If the problem goes unrecog-
nized-or proves insoluble-then the N.H.S. is in for greater
trouble even than now. It would certainly help if administra-
tors call meetings only that are necessary at times when
clinicians can attend. For its part the profession should ensure
that as many doctors as possible take part in committee work
so that the burden does not fall on too few willing shoulders.
Most doctors prefer medicine to committees. But if priorities
are to be properly ordered, bad designs avoided, or the right
instruments bought then committees must have competent
medical advice. Community physicians, who among doctors
have suffered the greatest disturbance, should have a valuable
part to play here but to do so they will have to build a strong
working relationship with clinicians.

General practitioners, continuing as independent contractors
(with their separate family practitioner committees), may be
relatively unaffected by the reorganization. But working so
much in the community they will probably be casting a
reflective eye on the community health councils. These bodies
are an innovation for the N.H.S. and, particularly with a
Labour administration, could prove to be the joker in the
reshuffled pack. The Conservatives proposed them "to re-
present the interest in the Health Services of the public,"
thus giving the local community access to the N.H.S. largely
denied to them in the reformed management structure.
These new councils, according to the reorganization circu-

lar, can assess standards as set by published national policies.
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They can also comment on area plans for the Service, in-
cluding such things as hospital closures. Hospital waiting lists
and visiting times are another legitimate interest and the
councils can inspect clinics, health centres, and hospitals as
well as look at domiciliary services. This gives their 20 or so
members, appointed largely by local authorities and voluntary
organizations, quite a powerful voice in the N.H.S. If the
profession can make allies of these new bodies then the con-
sequences for the N.H.S. might be surprisingly constructive.
But should the councils overplay their inspectorial role then
the outcome would be less happy.
1 National Health Service: The Administrative Structure of the Medical

and Related Services in England and Wales. London, H.M.S.O., 1968.
2 National Health Service Reorganization: Consultative Document. London,

D.H.S.S., 1971.
8 British Medical Journal Supplement, 1971, 3, 101.

Analgesic Nephropathy or
Phenacetin Poisoning
The argument still continues over the relative importance of
various analgesic drugs in the production of progressive renal
damage, more than 20 years after the first descriptions of this
association by Spuhler and Zollinger.1 The clinical, radiologi-
cal, and pathological features of analgesic nephropathy are now
relatively clearly defined.2 3 Recurrent attacks occur of fever,
dysuria, and the passage of large numbers of leucocytes in the
urine, often with fragments of renal papilla; the episodes
closely resemble acute urinary infection, and they lead eventu-
ally to impaired renal function. Papillary necrosis and severe
interstitial fibrosis in both renal cortex and medulla are the
major pathological changes.4
The frequency of recognition of excessive and prolonged

analgesic intake depends entirely on a high index of suspicion;
persistence in direct questioning of both patients and their
relatives may be necessary, as all the drugs used are common
household remedies, freely available, and their use is often
denied. The incidence estimated at 450 cases each year by
Koutsaimanis and de Wardener,3 or 10% of all cases of renal
failure,5 may be considerably less than the real figure, since
many patients with a similar clinical course and with no
satisfactory explanation for their renal failure present to
nephrologists, and the histological changes of non-specific
interstitial fibrosis are not uncommon on renal biopsy in
chronic renal disease.

So there is little argument as to the existence ofthe condition
though epidemiological studies of the effects of analgesic
consumption have led to conflicting information. In South
Wales6 and the U.S.A.7 a total of 517 women who took more
than 1 g per day of analgesic drugs were reported to have no
greater incidence of reduced renal function than a total of
9,192 controls who did not admit to taking these substances.
Tests on 623 Swiss factory workers who took phenacetin
showed that they had twice the incidence of proteinuria and
five times that of reduced concentrating ability than was
found in others taking alternative analgesics or no drugs.8
Phenacetin has been regarded as the major factor in the many
analgesic mixtures reported to have caused the condition, but
the relatively huge amounts of several kilograms required and
the prolonged period over which tablets or powders have to be
consumed has led some research teams to incriminate aspirin9
or impurities in the phenacetin10 rather than phenacetin itself.
Aspirin does produce papillary necrosis in rats, especially after

dehydration, in smaller dosage and more readily than does
phenacetin;"I it also appears to reduce glomerular filtration
rate'2 and to increase tubular cell excretion in man.'3
The consumption of aspirin in the community is enormous.

Two studies reported in this issue (pp. 593 and 597) by a team
of New Zealand physicians and by Dr. A. F. Macklon and his
colleagues describe tests of renal function on patients treated
with large doses of aspirin for long periods. The results do not
appear to differ from accepted normal values, and support
earlier work by S&renson:14 patients given up to 5 kg of
aspirin show no evidence of any convincing association
between progressive renal impairment and aspirin dosage. The
two recent studies both conclude that the evidence against
aspirin is extremely weak and that no convincing reason exists
to restrict the sales on the basis of nephrotoxicity. The
Newcastle finding of unchanging renal function two years
after further consumption ofaspirin conflicts with the reports's
from Australia of relapses in patients with analgesic nephro-
pathy who consumed aspirin mixtures without phenacetin.

Direct evidence in this area of disagreement is almost
impossible to obtain. The encouraging reduction in the inci-
dence of analgesic nephropathy reported after restriction of
phenacetin in Scandinavia'6 and Scotland,'7 and the very
recent decision by the Department of Health and Social
Security to restrict the sale of phenacetin mixtures to
pharmacists from June 1974 and to put it on prescription
alone from January 1975 may settle the dispute, since closer
control and reduction of phenacetin intake should eventually
result in the disappearance of the condition if it is really due to
chronic phenacetin poisoning. There will still be a need,
however, to warn patients with unexplained renal damage of
the potential hazards of analgesic drugs in large prolonged
dosage and also to encourage greater awareness of the associa-
tion of these drugs with urinary symptoms by their medical
advisers.
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Assessment of Kidney
Transplantation
The eleventh report from the Renal Transplant Registry' is
based on 12,389 renal transplants performed from 1951 to
the end of 1972. Of these 11,264 were first transplants, 1,019
secoond perations, and 106 third and subsequent transplants.
There were 10,357 patients whose follow-up was regarded as
adequate, and of these 4,934 (47.6%) were alive with fimc-
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