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Births Survey is not so much the results but the fact that
obstetricians with major differences in their management of
patients should have agreed to co-operate in such a venture.' 2
The results of this natural experiment provide us with an

important evaluation of the effectiveness of what (with the
exception of intrapartum monitoring) may be termed modern
obstetric practice. Any benefit to the fetus and newborn of
antenatal monitoring should be reflected in some improvement
in perinatal outcome-at the very least that seems a reasonable
hypothesis. The Cardiff figures do not provide such evidence
of the value of currently accepted methods of antenatal
monitoring. There was no difference in perinatal mortality or
morbidity between the two units, even though most high risk
patients on the active unit had been screened by oestrogen and
ultrasound measurements. These results suggest that the
more general application of these tests is unlikely to result in
any major improvement in outcome. On the other hand, it
would be wrong to condemn these widely used tests out of
hand simply on the basis of a lack of demonstrable improve-
ment in perinatal mortality. The experience of obstetricians
generally is that they are valuable in detecting fetal growth
retardation, mistaken dates, and so on. What the Cardiff
results do show is that in these times of financial stringency we
cannot afford to allow an increasing load to be placed on our
laboratories by introducing new tests unless we are certain of
their efficacy. The same was true of intrapartum monitoring
by continuous fetal heart rate recording and pH measurements,
though it seems that the evidence of the value of these tech-
niques is so strong that the opportunity to evaluate them
prospectively has been lost.3 The probable consequence is that
the DHSS will have to equip all labour wards throughout the
country with fetal heart monitors without unimpeachable
evidence of their value.

How can expensive mistakes be avoided in the future ? It
seems certain that obstetrics will continue to develop as a more
precise and scientific branch of medicine with a resulting
increase in demand for expensive services. Until now the
policy within the NHS has been to allow local demand from
consultants to determine whether or not a particular
service was made available in a particular area. The cost might
not appear to be very much-but it must have been multiplied
many times if, as seems possible, a change in practice similar
to the one in Cardiff has taken place in most other British
obstetric units. With a centrally directed Health Service we
should be in an ideal position to carry out well-conceived
prospective trials on sufficient patients to answer any ques-
tions. Two perinatal mortality surveys4 5 have shown the
valuable influence that studies of clinical outcome can have on
clinical practice. Perhaps now is the time to consider establish-
ing a permanent unit of perinatal epidemiology for England
and Wales. Scotland has already accepted the importance of
the subject by making it an integral part of the community
health service. Such a unit would make several important
contributions, quite apart from the organisation of trials. By
collecting data on perinatal mortality, and eventually mor-
bidity, it could provide information on geographical varia-
tions that could be used to improve clinical practice. Once
this basis of national data collection had been established
questions that have obstinately remained unanswered, such as
the influence of birth asphyxia on development, would be
amenable to investigation. Undoubtedly the relatively small
annual investment in such a unit would bring valuable divi-
dends by making the best use of limited resources, quite apart
from improving clinical care. We cannot afford to overlook the
lessons that Cardiff has taught us.
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Liver disease and vitamin C
In company with guinea pigs, the red-vented bulbul, the
Indian fruit bat, and other primates man cannot synthesise
ascorbic acid (vitamin C). We have to rely on an adequate
dietary intake, and deficiency readily occurs in diseases such
as cirrhosis. Vitamin C deficiency in cirrhotics must be seen,
however, in the wider context of deficiencies of many of the
water- and fat-soluble vitamins. One survey of 140 patients
with alcoholic cirrhosis in the United States showed that they
all had low blood concentrations of at least two of the 11
vitamins measured.' Vitamin deficiencies were found less
frequently in a recent survey of patients with non-alcoholic
liver disease in Leeds.2 Vitamin requirements are increased in
liver disease to allow tissue repair and to compensate for
diminished storage capacity,' but the dietary intake is often
reduced because of anorexia or vomiting, while malabsorption,3
pancreatic disease, and abnormalities of vitamin metabolism
and storage' also contribute to the overall deficiency.
A recent survey has focused on the vitamin C status of 138

patients with liver disease.' Low concentrations of leucocyte
ascorbic acid (a measure of tissue stores) were found only in
the patients with alcoholic cirrhosis or primary biliary
cirrhosis. Deficiency of vitamin C occurs in alcoholics with or
without liver disease, and it can be correlated with dietary
vitamin intake5; but the findings in primary biliary cirrhosis
were unexpected, and various factors which might be respon-
sible were considered. There was no correlation with dietary
intake nor with the raised serum concentrations of the copper-
binding protein caeruloplasmin, which has ascorbate reductase
activity. Patients taking cholestyramine to control their itching
had low vitamin C concentrations, and this may be a causal
relationship-though binding to cholestyramine could not be
detected in laboratory experiments. Nevertheless, many other
factors influence vitamin C concentrations, including age, sex,
and smoking.6

Vitamin C is concerned in many metabolic processes, such
as collagen biosynthesis, corticosteroid and cholesterol
metabolism, and electron transport processes. The conversion
of folic acid to folinic acid is facilitated by vitamin C, so that
a macrocytic anaemia may occur in deficiency states,7 and
there are theoretical reasons why gallstone formation might
be enhanced.8 Delayed drug metabolism is perhaps more
immediately practically important. In guinea-pigs vitamin C
deficiency results in decreased metabolism of various pharma-
cological agents, as shown by prolonged sleeping time after
pentobarbitone and a prolonged half life for antipyrine.
Individual liver microsomal electron transport components
such as cytochrome P-450 are decreased.9 All these abnor-
malities are reversed by the administration of ascorbic acid.
In man there is little direct evidence that ascorbic acid
deficiency interferes with drug metabolism, but one recent
study showed that antipyrine half lives were significantly
longer in those patients with liver disease who had the lowest
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leucocyte ascorbic acid concentrations.4 Unfortunately the
effects of treatment with vitamin C on drug metabolism were
not recorded, but in animals drug handling is restored to
normal after vitamin C replacement. Certainly it seems wise
to give patients with chronic liver disease multivitamin supple-
ments which contain ascorbic acid.
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Consultant responsibility
When Dr John Conolly was superintendent of Hanwell (now
St Bernard's) Hospital, Middlesex, it enjoyed a reputation of
excellence second to none in Britain. But the Board of Visitors
(a lay body) meddled in the finances and policy-making of the
hospital to a point where Conolly could suffer it no longer, and
he resigned. Hanwell rapidly declined: three years after his
departure it came to be described in the Middlesex County
Lunatic Asylum Reports for 1855 and 1856 as ". . . an
indifferently managed asylum-where lunatics are herded by
the thousand, fed and clothed as paupers, but not treated as
patients."

Conolly was an autocrat, albeit a benevolent one. In his day
(though he would resent the expression if not the sentiment)
the buck stopped at his desk. He made the decisions. There
may well be an analogy between the decline in the fortunes
of Hanwell and the parlous state of our mental hospitals
today-that is, if the spate of elaborate, extremely costly, and
demoralising inquiries is an index of their plight. No fewer
than 14 such committees of inquiry have been held in the past
ten years, a period which has seen the virtual elimination of
medical authority. In its place there has arisen a diffuse,
quasidemocratic, predominantly lay administration working
through a multiplicity of committees. Committees may be
able to formulate policies, but they cannot execute them. The
result has been that there are now far more managers than ever
before but far less management.
The Report ofthe Committee of Inquiry into St Augustine's

Hospital, Canterbury,' the latest of this seemingly endless line,
has served ,if nothing else to illustrate the current state of
affairs. The diminished status of doctors is highlighted by
two quotations: "Some [nurses] who have worked for many
years in the hospitals without adequate assistance to keep up
to date still regarded themselves as under the control of the
doctors"; and, even more humiliating, "There must be an
end to this wrong thinking. The consultant does not own the
bed and has no more authority over it than the nurse." Yet,
as a comment on the disintegration of management, the report
stated: "We have already mentioned that the staff working in
the hospital did not seem to know who was responsible for
taking decisions if there were disagreements."
The changes in management were, no doubt, intended to

introduce more democracy into hospitals. That intention has

misfired, and something approaching anarchy has supervened.
More and more strikes are called by one or other union
representing groups of hospital workers-action which must
in its very nature promote division in the hospital and adversely
affect the morale of the staff and the quality of patient care.
But, as a supreme example of the power of a union-power
without responsibility, it could be added-is the scandal of
Normansfield Hospital, where a consultant psychiatrist whose
professional competence is not and has never been called into
question was suspended from duty by'his employing authority
merely because of threats by a trade union to deny all services
to the hospital.

Again, nurses in mental hospitals are demanding more and
more say in who is admitted and who is not. The protest at the
moment concerns those admitted from the law courts, the so-
called criminal cases. Hospital workers may well have a good
case in respect of offenders under restriction orders (Section
60/65 of the Mental Health Act 1959), in whom dangerousness
can be presumed. But until (if ever) the local secure units
come into being the alternative to admission to a mental
hospital is a prison sentence, sometimes a life sentence. And
now, according to a press statement :2 "Nurses belonging to
the Confederation of Health Service Employees at Friern
Hospital, north London, are to ban the admission of potentially
violent patients." If the nurses really intend to ban all
"potentially violent" patients then they must of necessity ban
virtually all admissions, for who is not potentially violent ? If,
however, the inference is that all patients who have been
brought before the courts should be banned, the nurses
concerned have taken upon themselves the onerous respon-
sibility of negating one of the fundamental and one of the
most humane principles underlying the 1959 Act: that if a
person commits a crime and is found to be suffering from
mental disorder he should receive treatment and not punish-
ment.

In that context, would a criminal record of any sort at any
time preclude admission? Walker and McCabe,3 for example,
showed in their survey of hospital orders (Section 60) made in
the twelve months from April 1963 to March 1964 that some
5000 of men and 36% ofwomen had both previous convictions
and previous hospital admissions. In this group of offender-
patients it is almost a matter of chance whether on any
particular occasion an individual is admitted to hospital as an
offender or as a patient, either informally or compulsorily.
What, then, is the rationale of the nurses' action ? Is it just
muddled thinking, or is it yet another demonstration of
unashamed, political, big-stick tactics ?
How is the rot in management and in morale to be stopped

in our mental hospitals ? How are they to be taken out of the
cockpit of politics, so that the energies of all concerned may
again be directed towards the treatment, the happiness, and
the welfare of patients. There must, of course, be consultation
among the various disciplines, as there was long before the
talismanic slogan "multidisciplinary team work" was coined.
Each of these disciplines is entitled to its own autonomy. But
the ultimate control, the hand at the tiller, must be that of a
designated member of the medical staff-call him chairman of
the division of psychiatry, physician superintendent, or what
you will. As it did with Dr Conolly, the buck must stop and
be seen to stop at his desk.
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2 The Times, 29 January, 1977, p 3.
3 Walker, N, and McCabe, S, Crime and Insanity in England. Edinburgh,

Edinburgh University Press, 1973.

 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.1.6063.735 on 19 M
arch 1977. D

ow
nloaded from

 

http://www.bmj.com/

