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Medicine in the 'Seventies

Priorities and expenditure

British Medical_Journal, 1976, 1, 513-515

Interviewed shortly before the publication (expected before the
end of March) of the consultative document on Health and
Personal Social Service Priorities, Dr David Owen stressed the
need to include the whole range of social expenditure within
the discussion. One example, though it would not be covered
directly in the document, was housing. "It's always worth
remembering," he explained, "that when Nye Bevan was
Minister of Health, the responsibilities of his Ministry included
housing and local Government. There are some signs that in
the middle '50s and early
'60s we were not relating
housing policies sufficiently
to social policy, and we got
out of step. There has been
some improvement in the
last 2-3 years, but I believe
that housing is of absolutely
central importance to
health." His own respon-
sibilities were health and
personal social services;
throughout these services
and particularly those for
children he constantly saw
the effect of housing. Des-
pite substantial growth
rates, there were still areas Dr David Owen, Minister of State at
of urban deprivation with the Department of Health and Social
serious social problems. Security (Nursing Mirror photograph).
Indeed, Dr Owen went on,
one of the issues that had brought him into politics had been
his experience, as a young doctor, of seeing that admission of a
child to hospital had so often been determined by housing
conditions: an illness sustainable in a normal home could not
be managed in conditions with four or five persons to one room.
Dr Owen, the son of a West-country general practitioner,

studied medicine at Cambridge and St Thomas's Hospital and
qualified in 1962. From 1962 to '64 he held house appointments
at his teaching hospital and then became a registrar and later a
research fellow on the medical unit. He entered his first parlia-
mentary election in 1964 and became an MP in 1966. His first
Government appointment was at the Ministry of Defence, and
when Labour went into opposition in 1970 he became a spokes-
man on defence. On return of the Labour Government to power
he joined the Department of Health, where he is now Minister
of State.
At the time of his entry to politics, said Dr Owen, he had

taken a great interest in poverty and had advocated much closer
links between health and social security; indeed, he had argued
that the two ministries should be merged. "I'm not sure," he
commented, "that the merger has achieved as much I hoped-
there is not as much interchange yet between cash and care as
could be possible." But the merger had been beneficial in the

sense that the health services and personal social services
budgets and plans were no longer treated in isolation from each
other, especially in the care of the four main groups who used
community services-geriatrics, mental handicap, mental ill-
ness, and physical handicap.

Public expenditure

"The Public Expenditure White Paper, just published, shows
that the outlook is not as gloomy as at one time looked likely,"
he explained. In his view Barbara Castle had done very well:
she had persuaded her Cabinet colleagues to take account of the
pressing demographic problems, particularly in the elderly,
which the services faced. "In this coming year, April 1976 to
April 1977, current expenditure on the NHS overall will have
a growth rate of £2-7m measured in real terms and personal
social services £3-9m. Over the following three years the
situation will be much tighter but we will still have a real
economic growth rate in current expenditure of £1 8m in the
NHS and £2m in the personal social services. This will only
allow for general improvement in services if other savings are
made since economic growth is necessary in order to stand still
because of the pressing demographic trends and an inescapable
technological factor. In order to protect some services, such as
the mentally handicapped and mentally ill, we will have to
choose our priorities very carefully. Also, having been given
extra resources because of the elderly we must ensure that the
money is spent on the elderly in community services, primary
care, geriatrics and also in that part of the acute sector within
which the elderly necessarily make heavy demands on services.
This means that we will have to hold back some services where
the demographic trends have worked in their favour; for
example, since 1971, the numbers of births have been falling
rapidly but expenditure on maternity services has still been
increasing significantly."
Was he satisfied with the growth of community care services ?

Dr Owen thought not-in fact their development had been very
disappointing. In 1970-1 some 8-5% of the total budget on
health and personal social services had been spent on mental
illness: by 1975-6 that proportion had dropped to 8%-despite
all- the talk of the need for mental illness to be given priority.
After all the ministerial exhortations, mental illness had remained
a neglected sector, though better progress had been made over
mental handicap. "Why should local authorities take on the
financial burden of reducing the mental hospital population,
caring for the mentally ill in the community, and so put it all
on to the hard-pressed ratepayers," he asked. To help ease that
problem the DHSS had introduced the concept of joint-
financing of community care projects. "It is difficult," said
Dr Owen, "working across the traditional boundaries between
local authorities and the Health Service and between social
workers and doctors: but this is where the GPs have a crucial
role. If they are really willing to take on wider responsibilities
they can make a big contribution to the bridging of the gaps in
community care."$
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Preventive medicine

Was the DHSS doing enough in preventive medicine, in
coping, for instance, with problems such as the rising tide of
alcoholism? The short answer was No, said Dr Owen. He had
taken a public stand on smoking, but in many ways the trends
in alcoholism were more frightening. "We have established an
advisory council on alcoholism and a small working group on
the problems of the habitual drunken offender," he explained.
"We have made a little progress, but we haven't actually got a

detoxification centre running yet-though we shall soon have
two, one in Leeds, and one in Manchester, and then one in Lon-
don." Nevertheless, he agreed that a tougher strategy was

needed on alcoholism. "I often envy the Ministry of Transport,
who seem to have a great deal of money for their campaigns on

drunken driving and safety belts."
In the middle of March the Department would be publishing

a document on preventive medicine and health promotion, but
as always the problem was that any advice on those topics cast
the doctor in the role of a killjoy.
Comments in the discussion paper would range over the whole

field of preventive measures; later the Department intended to
publish detailed monographs on selected topics such as smoking,
alcoholism, fluoridation, and screening to stimulate much wider
debate. There was not, however, likely to be much more money
for health education in the immediate future. "I keep quoting
Lord Rutherford," Dr Owen went on, "who said 'we have no

money so we must think'; and we can and must now reappraise
priorities."
The problem in preventive health was that a balance of

priorities had to be maintained across the field. Environmental
health, for example, was the responsibility of a separate Ministry.
In that area there were many different pressure groups which
could take public health postures, but in terms of relative
priorities some of these were extremely dubious. There was, for
example, a good case for doing something about lead in the
atmosphere: lead in water supplies might be just as important
but it had had less publicity.

Fluoridation was always being debated-yet would dentists
and doctors stand up and campaign in their own localities for it
-for that was what was needed? It was not enough for the
Government to make its views clear-persuading health and
water authorities required local effort. "We have to win the
argument," he said. "This is not the right time for a compulsory
national decision to fluoridate."

Pressure groups

Unfortunately, area health authorities were unlikely to find
it easy to give high priority to preventive health, for which as

yet there was little demand from their own communities, when
competing claims were strongly made for new equipment at the
local hospital and other aspects of acute care. Dealing with
pressure groups was, indeed, a constant problem at the DHSS.
"The only reasonable course," said Dr Owen, "is to try to follow
objective advice. Recently I was criticised by MIND for saying I
was tired of special pleading-which they seemed to interpret as

meaning I am against pressure. In fact we promote pressure-
the Government puts money into ASH and MIND and similar
campaigns and we then expect them to attack the Government
for not doing enough. What I am against," he went on "is the
pressure group that sees its own problem in total isolation from
everything else-which is why the consultative document on

priorities will be the first attempt to face people with the need
to make choices across the whole range of health and social
services. If a high priority is to be given to mental illness then
you must recognise that the percentage increase in the overall
budget given to mental health must come from somewhere else
-and face up to answering the question, Where? That seems
to me the problem-how do you protect Cinderella areas and
take account of demographic trends such as the increasing
proportion of elderly in the population."

BRITISH MEDICAL JOURNAL 28 FEBRUARY 1976

Another major problem receiving current attention was the
reduction in regional disparities and inequalities. Dr Owen
believed the Government had handled the problem the right
way. The crucial first step had been getting together people
from the regional and area health authorities to gather evidence
and make a dispassionate assessment. The decisions of the
Resources Allocation Working Party had been accepted; this
coming year Trent, Wessex, and East Anglia would have a 4%
revenue growth, making a major step towards correcting historic
deprivation. The next step would be to develop an allocation
system for areas. "Our biggest priority in the planning cycle is
to build up district profiles. But it is vital to get the planners to
realise that you can have a surfeit of information-and too much
descriptive information. If you are trying to establish objective
criteria of need you must have numbers-calibration of stan-
dards. We are also trying to build up a Doomsday Book of
Health Service fabric; and we now have a lot of useful information
on the age of hospital buildings."

Medical training
Dr Owen accepted the need for an expansion of medical

student numbers and had given high financial priority to the
maintenance of the current programme. The reasons were
several. Firstly, there were considerable maldistributions of
doctors-both geographically and among specialties: and given
all the problems, massive shifts of doctors to correct these
maldistributions were unlikely from a static labour force.
Secondly, the remarkable historic overdependence on overseas
doctors could not be justified on any grounds of social policy.
The NHS had allowed itself to become far too dependent
on that source of supply of doctors, but that could not continue.
Then there was the third, uncertain factor of emigration.

Redistribution of resources also implied redistribution of
manpower-concentrated (Q:ke everything else) in the metro-
politan regions. Did it make sense, then, to train most of our
medical students in London-since graduates tend to settle in
the area where they were trained? The expansion of medical
student numbers in London was a short-term emergency
measure, said Dr Owen-it was against all that he wanted to do.
Ideally the expansion should be north of the Trent, and the
UGC had done what it could. Another factor that would have
to be given more attention in the next few years was provision
for the career needs of women, who already accounted for 35%
of the current medical student intake, and this would rightly
increase.
The medical profession had recently become more deeply

involved in manpower planning: to some extent the mismatch
between registrar numbers and the numbers of consultant posts
had been corrected. But in the end this would inevitably mean
fewer doctors in training relative to consultants, so that
someone-whether consultants or others-would have to do
more of what historically had been seen as registrar work.
Another historic tradition that had to be changed was the appoint-
ment of consultants to the control of specific beds. That had
prevented the best use of hospital resources. "I also think the
separation of general practice from hospital practice is quite
unrealistic and quite unsustainable," he added. "I believe that
it is another interface that has to be changed."

Other health professions
Some help in solving staffing problems might come from the

wider use of non-medical workers. In general practice, for
example, he had no doubt of the benefits that came from
extending the team by the use of social workers and health
workers. In hospitals, nurses could extend their range of skills.
When resources were restricted, as at present, said Dr Owen,
training could not be neglected-in fact it became more than
ever important for health professionals to be fully trained so that
they could make the best use of the full range of their skills. "I
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would justify on that ground spending money on vocational
training for general practice, on Briggs training for nurses, and
on training social workers and following through the Merrison
recommendations on postgraduate training." Extending skills
meant, for instance, seeing that GPs were involved in community
hospitals-a very important aspect of using skills in a different
way.
How much of the consultants' work could be taken over by

non-medical staff was less certain. If North American experience
suggested that surgical procedures could be performed to a high
standard by technicians then there was no reason why the same
should not be done here. There were many procedures done by
doctors that could be done by non-medical staff: there was no
legal bar to a surgeon who wished to organise his team so that
technical operative procedures were carried out by non-medical
assistants.
Of course, said Dr Owen, the moment he made comments of

that kind someone always came along to say they had made the
necessary changes years before. "I am only too aware," he
explained, "that if we could universalise the best practice in the
NHS overnight we would solve practically all our problems-
almost everything that needs to be done in the NHS is being
done in some localities-and if we could generalise the best
standards our difficulties would disappear."

Problems of growth

Many of the problems facing modern society were the
problems of growth, said Dr Owen. These were seen in the
growth of bureaucracy and in the growth of techniques-
everything was an addition and there was no shedding of the
load. "The reason this Department is so vast is that there is no

shedding-everything comes up to us and once here it stays."
Similarly in clinical medicine, new techniques and methods were
developed and once incorporated into clinical practice they
tended to stay.
Demands for these new technical procedures, such as total

hip replacement, would continue to grow and put the NHS
under increasing pressure. How could such a demand be
rationed? Rationing could not be imposed by the DHSS: the
decision had to be made by the orthopaedic surgeon on the basis
of the degree of disability-a clinical judgement. Of course, the
hospital budget imposed external constraints on the amount of
work it could do, putting a ceiling on expenditure.
"One thing I hope I have done," said Dr Owen, "is openly

to discuss this whole question of priorities in health care. In the
past it has been shovelled beneath the table-people have not
wanted to discuss it. There has been a belief that you are
admitting a deficiency in the Health Service if you face up to the
problem that you can't have everything."

Private sector

If, then, economic factors forced some sort of rationing
procedure (though the respectable word was priorities) and some
patients who might benefit from an operation seemed unlikely to
have it done through the NHS, why should they not step outside
the Health Service and buy the treatment ?

"I certainly would not ban them from buying it outside the
NHS," was Dr Owen's answer. "We live in a democracy: it's
untidy, and there are difficult areas of priority-it's very tricky
to decide between conflicting claims. One way of coping with
fringe areas, in a system of pluralist values, is to have a small
private sector separate from and outside State provision."

Problems of Childhood

Constipation and soiling in childhood

G S CLAYDEN

British Medical Journal, 1976, 1, 515-517

Bowel problems in childhood are common but often difficult
to manage. As in many other childhood ailments the boundary
between the physical and emotional factors is blurred, es-
pecially in long-standing problems. This confusion has led to
many controversies between children's physicians, surgeons, and
psychiatrists over managing these children. Definition of the
terms should help and I use the following convention: (a) con-
stipation-difficulty or delay in the passage of stools; (b) soiling
-frequent passage of loose or semi-solid stools in clothing;
and, (c) encopresis-passage of a normal stool in an abnormal
place.

It is essential to recognise the difference between acute and
chronic constipation, as in most acute cases there is no underlying
bowel abnormality and the prognosis is better than in chronic
cases.

St Thomas's Hospital, London SE1 7EH
G S CLAYDEN, MRCP, lecturer in paediatrics

Normal physiology and normal variations

The rectum and anal canal have two tasks-to store faeces
temporarily and evacuate at a socially convenient time. This
is carried by the anorectal reflex, supported by the voluntary
external anal sphincters and monitored by sensory stimuli.
In the anorectal reflex the distension of the rectum evokes a
wave of contraction of the rectum and simultaneous inhibition
of the tone in the smooth muscle of the internal anal sphincter
associated with a sensation of wanting to defaecate. As rectal
distension increases anal inhibition increases, and the stool moves
into the upper part of the anal canal stretching the sensitive zone
and producing an urgent desire to defaecate. This reduction of
anal tone is only just overcome by the external sphincter and
levator ani muscles in the normal person. The action of these
voluntary muscles probably temporarily holds the stool away
from the sensitive zone, but rectal waves and anal inhibition
recur often with the sensation of urgency until defaecation
occurs.

In the child who is afraid to use the non-locking, wet, and
smelly school lavatory, it is not surprising that occasionally
the rectum overcomes the external sphincter just as he arrives
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