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encouraged by the design of homes where there were large
communal areas and little individual privacy.
Many of these problems would be solved by increasing the

amount of sheltered accommodation and by the provision of
more geriatric beds. Another need is for improved assessment
of potential residents, firstly by social workers and secondly by
geriatricians, who might well be able to improve the patient's
ability to cope with life so that admission to a home becomes
unnecessary. Early referral to the geriatrician should also be
encouraged for those residents whose illnesses do not respond
rapidly to treatment, especially those who have become
immobile: the longer physiotherapy is delayed the less the
chance of successful rehabilitation. Institutionalisation might
also be reduced by providing fully equipped bed-sitting rooms
and reducing the size of communal areas, though this might
stimulate segregation. Staff should be encouraged to allow
residents to be more independent, to allow them to develop
their latent talents, and, when possible, to participate in the
running of the home.

Alternatives to levodopa

Some 60-80 000 patients in Britain have Parkinson's disease.'
Levodopa is by far the most effective treatment yet discovered.
Four patients out of five improve on average therapeutic
doses of 2 g daily, with a mean 40-50% reduction in disability.
The treatment presents many problems, however: the response
is slow and often erratic; nausea or vomiting occurs in 9000
of patients; dyskinesias in 80%; confusion, delirium, or hypo-
mania in 15%/; and symptomatic postural hypotension in 500.
In most patients levodopa raises the plasma growth hormone
concentration and suppresses prolactin levels.2 Nausea and
slow initial response can be overcome by combining levodopa
with a peripheral decarboxylase inhibitor, but this has few
other real advantages.3 Levodopa has a short duration of action
-2-4 hours-and many patients have frequent response
swings throughout the day accompanying changes in plasma
dopa levels.4 Swings of this type can be avoided if the plasma
dopa concentration is kept constant by intravenous levodopa
infusion,5 and they may be minimised by frequent small oral
doses. Life expectancy is probably increased by levodopa,
and many patients retain some benefit for at least five years of
treatment. Nevertheless, the late stage of the disease is often
complicated by memory defects, frequent falls, and severe
response swings.
Some patients do not respond to levodopa. Idiopathic

Parkinson's disease may be confused with cerebral arterio-
sclerosis, striato-nigral degeneration, or progressive supra-
nuclear palsy, in which there is no useful response to levodopa.6
Failure of absorption of levodopa and competition between
levodopa and other amino-acids for penetration into the brain
are other possible causes of therapeutic failure.7 Very occa-
sionally severe restriction ofdietary protein intake will improve
the response to levodopa.8 The therapeutic effect of levodopa
may possibly be prevented ifthere is severe depletion of striatal
dopa decarboxylase.
The therapeutic and side effects of levodopa are likely to be

due to stimulation of different dopamine systems inside and
outside the brain. The return of normal movement (accom-
panied by dyskinesias) probably results from an increase in

striatal and possibly limbic dopamine content; nausea and
vomiting, increase in plasma growth hormone concentration,
and neuropsychiatric disturbances may be due to stimulation
of medullary, hypothalamic, and possibly cortical dopamine
systems, respectively. There appear to be two specific types
of dopamine receptor in the brain, whose stimulation results
in neuronal excitation or inhibition.9 A second generation of
dopamine agonists-drugs which stimulate dopamine recep-
tors-has now become available and they may be an important
advance in the treatment of Parkinsonism, though as yet no
definite superiority over levodopa has been shown. Four such
drugs and their derivatives, piribedil, apomorphine, and the
ergot alkaloids bromocriptine and lergotrile, have been used
so far.'0-14 Both their therapeutic and side effects are largely
due to stimulation of different dopamine receptors. All cause
nausea, dyskinesias, hormonal changes, and neuropsychiatric
complications, though the incidence of these effects is different
with each drug. Piribedil is highly effective in animal models of
Parkinsonism but is of little or no value in man, and adverse
reactions, vomiting and sedation, are frequent.10 Apomorphine
has structural similarities with dopamine and when given by
injection improves tremor, rigidity, and akinesia though it
causes profound vomiting.11 Given by mouth and in high doses
the action is erratic, and apomorphine may cause reversible
renal damage. Nevertheless, Cotzias and his group have shown
that the apomorphine derivative norpropylaporphine (NPA) is
an effective anti-Parkinsonian drug in doses that do not cause
nausea or damage the kidney.12 Unlike levodopa, the thera-
peutic effect of NPA declines after a few weeks' treatment.
Nevertheless, response swings in patients on levodopa com-
bined with a decarboxylase inhibitor may be reduced by the
addition of NPA, and this regimen may also diminish and not
increase dyskinesias. NPA is not at present available in Great
Britain, but the dopamine agonist bromocriptine has somewhat
similar effects.'3

Bromocriptine is of value in many different disorders on
account of its ability to stimulate dopamine receptors; it has
been used to inhibit lactation and in the treatment of acro-
megaly as well as in Parkinsonism."5 16 Clinical experience of
bromocriptine in Parkinsonism is at present limited; the drug
may be as potent as levodopa in a minority of patients, with
a longer period of action-6-8 hours. In individual patients
dosages vary from 2-5 to 300 mg daily. The incidence ofneuro-
psychiatric complications with bromocriptine may be higher
than with levodopa, and possible toxic effects of high dosages
have not yet been established. Symptomatic postural hypo-
tension may result from a single 2-5 mg dosage. Bromocriptine,
like levodopa, improves tremor, rigidity, and akinesia, but
another ergot-related drug, lergotrile, may have a preferential
action on tremor.'4
Most patients with Parkinson's disease are best treated with

levodopa alone or combined with a decarboxylase inhibitor.
There is little scientific basis for polypharmacy with anti-
cholinergic drugs and amantadine, though both have a place
in treating mildly disabled patients and may have additive
effects combined with levodopa. If nausea persists despite
the use of decarboxylase inhibitors this may be abolished by
addition of metoclopramide, 20-60 mg daily. A combination
of levodopa with longer acting drugs such as bromocriptine
or NPA will probably reduce or abolish response swings due
to changes in plasma dopa levels but not those due to "freez-
ing"-the immobile state which may occur in severely disabled
patients on or off treatment. Abnormal involuntary movements
can at present be overcome only by reducing levodopa dosage
and at the expense of increasing Parkinsonism, though even-
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tually pharmacological blockade of dyskinesias may prove
possible. Dopamine agonists are unlikely to be useful in most
conditions associated with levodopa failure.
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Hasty, ill-considered
legislation

The Health Services Bill' is now a reality. Though less extreme
than Mrs Castle's consultative document2 -Lord Goodman's
modifications3 are clearly apparent-it is nevertheless un-
welcome to doctors. It would have been politically naive,
however, to expect the Government's attack on independent
practice to have withered away because of a new Labour
Prime Minister and the departure of Mrs Castle. What is
disappointing is her successor's failure to defer Parliamentary
consideration of the Bill to allow sufficient time for real
consultation with the health authorities and professions on
which 1000 pay-beds would be closed.4 At least Mr Ennals
could have modified the quite unrealistic six-month deadline
that the legislation will impose on the Health Services Board for
the removal of the first 1000 beds and for its countrywide
assessment of privately used outpatient accommodation in
NHS hospitals. Prompt legislation may well be part of an
off-stage bargain with trade unions or perhaps the Government
scents an early election. And, of course, the ex-Secretary of
State will be no silent backbencher. But whatever the reasons
the NHS will suffer from this hasty, ill-considered legislation.
The BMA's policy is unchanged. At the ARM last year

representatives resolved: "This Representative Body (a)
believes that the public has a fundamental right to opt for
private medical care; (b) deplores and will resist by all means
the closure of private facilities in NHS hospitals; and (c) will

not accept any attempt to limit the development of private
medicine outside the National Health Service." The Council
and its standing committees have kept to this line, and have
been energetic in deploying sanctions, publicity, and their
lobbying skills according to the circumstances.
The General Medical Services Committee was the first

major committee to meet after the Bill had been published. It
looked askance at Clause 9, which at first sight seems unduly
restrictive on the use of health centres for private practice, and
it will be seeking to have this clause amended. The Central
Committee for Hospital Medical Services met last week, when
opposition to the Government's plans was as determined as
ever. But faced with the Bill CCHMS members decided it was
sensible to obtain as many amendments to it as possible. Mr
Ennals has, apparently, been conciliatory about possible
changes in how the legislation will operate-provided the Bill's
principles stand-and the Opposition parties have been
listening carefully to the BMA's views. As the delayed com-
mittee stage starts an already long list of amendments should
ensure that the Bill will be fully debated and, possibly, some
of its more objectionable clauses modified. The success of one
amendment-total rejection of Part III (the section of the Bill
containing the licensing requirements for private medicine
outside the NHS)-would be a particularly notable achieve-
ment. Common waiting lists based on "medical priority alone"
is another impractical proposal that deserves defeat.

Meanwhile advertisements appear and planning consents are
sought for the expected expansion of the private sector outside
the NHS. The unhappy coincidence of the Health Services
Bill-which in its effect is a unilateral abrogation by the
Government of part-time consultants' contracts-with an
incomes policy which, as our correspondence columns have
recently shown, has hit young consultants especially hard has
thoroughly demoralised senior hospital doctors. How many
part-time consultants will be able or willing to adjust their
professional activities to suit changed local conditions of
private practice ? While a mass flight to the private sector is an
unrealistic consequence, more than a handful of specialists in
acute specialties may do so in certain areas. Some more are
bound to emigrate; the remainder will cause no surprise if
they withdraw their good will. This would have a far more
catastrophic effect on the Service than local or international
migration and could well be the equivalent of losing hundreds
of consultants. Then there will be the destruction of the
principle of geographical whole-time consultants-another
sacrifice in manpower that the NHS can ill afford. Finally,
there is the uncertain professional future that will face young
hospital doctors, with many of them as bitterly critical of the
Health Services Bill as are their seniors.5
Would that proverbial passenger on the Clapham omnibus

discern any benefits for a beleaguered NHS of this restrictive
legislation affecting barely 20% of medical care? Certainly few
doctors can do so.

I Health Services Bill. London, HMSO, 1976.
2 British Medical Journal, 1975, 3, 497.
3 British Medical Journal, 1975, 4, 771.
4 British Medical-Journal, 1976, 1, 670.
5 British Medical Journal, 1976, 1, 603.
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