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occur late any virus would almost certainly have been
eliminated from sites such as the nose or throat from which
it might have been isolated, and antibody levels would be
so high that there would be little chance of finding the
fourfold rise in the serum required for a definitive diagnosis-
though such a rise might be found in the CSF, and further
investigation of this possibility might prove worth while.
Tissue culture and cultivation of muscle biopsy specimens
might well be another way of attempting to isolate a virus
from these cases within the ethics of justifiable medical
practice, since viruses that get to the nervous system and
cause damage may often be found in muscle also.
The wave of cases in the United States (581 from the

start of the programme on 1 October 1976 to 10 January
1977), with roughly equal numbers among those who had
received 'flu vaccine and those who had not, was not in itself
evidence of cause and effect. Analysis of the attack rates in the
States where the data were most complete showed, however,
that vaccinated individuals were 7 5 times more likely to develop
the Guillain-Barre syndrome than those who had not been
vaccinated. Possibly the most disturbing finding was that
there were relatively few cases the first week after vaccine
was given, a cluster of cases in the second or third week,
and relatively few cases thereafter. While there is not yet
conclusive evidence, the reactions seem to provide another
example of an attempt by society to protect its members
from an unpleasant illness (mortal to those who are already
old, infirm, or have a chronic respiratory illness) running
into unexpected serious side effects. Enough anxiety has
been engendered to make a full investigation essential, and
if at the end of it more light can be thrown on the aetiology
and pathogenesis of this multinamed neurological disturbance
considerable good will have come out of it. Further research
will be particularly beneficial if it can throw light on how
sensitivity or allergic reactions to either a live or dead infecting
agent can damage the nervous system.
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Whose life in whose hands?
"We've done the easy part," said Sir George Godber last week,
opening a Health Education Council conference on health
education in general practice. Now that Western nations had
reaped the benefits of cleaning up the physical environment,
vaccines, and specific treatment for infections there were few
miracles on the medical horizon; the next stage was persuading
people as individuals to change their ways of life.

General practitioners had built-in advantages as health
educators. They made contact with patients for other reasons,
their opinions were respected, and they should have the
necessary knowledge. But patients were more likely to do
something if they believed that they took part in making the
decision, said Professor Patrick Byrne; and he believed that
most GPs still needed to learn how to allow patients to make
up their own minds. More specifically, several speakers
supported the programme outlined in a discussion document
prepared by the education committee of the Royal College of

General Practitioners. Too much so-called health education
took the form of prohibition, said the college; it was better,
surely, to concentrate on positive aspects of the promotion of
health such as the encouragement of breast-feeding and of
regular physical exercise. Moreover, patients could be shown
how to take more responsibility for their own health and for
the management of their own minor illnesses: Dr Geoffrey
Marsh claimed success for a policy in which he and his
partners readily examined patients with self-limiting illness
but rarely prescribed. The college document also argued that
more should be done to educate patients about the best way to
use the NHS. One idea that appealed to the conference was
that practices should prepare brochures explaining the
activities of doctors, nurses, health visitors, and other staff and
the range of services available. Dr Roger Meyrick had realised
that patients in his waiting room were a captive audience and
had experimented with posters, leaflets, and other ways of
offering information on health and on self-help, and he had
been encouraged by the results: there had been fewer consul-
tations for minor ailments and patients had learnt not to expect
a prescription with every visit.
The tide of public and professional opinion is moving away

from the paternalistic concept of the doctor as a benevolent
shepherd caring for his flock in all weathers. Patients are
demanding a say in the way that their babies are born and their
cancers and neuroses managed. Provided they are properly
informed, we should encourage that trend, offering advice
when asked for it and helping people to take more responsibility
for their health-putting their future where it belongs, back
in their own hands.

The coughing that gets them
down
The cough reflex-a physiological mechanism for clearing
excess secretions and inhaled substances from the tracheo-
bronchial tree-is subserved by afferent fibres in the vagus
nerve from irritant receptors in the submucosa mainly con-
centrated in the larynx, the bifurcation of the trachea, and
at the junction of the larger bronchi.' These irritant receptors
are innervated by myelinated fibres, and they tend not to
accommodate to repeated stimulation, so that persistent
cough is a common symptom.

Chronic bronchitis is the main cause of persistent pro-
ductive cough in adults, but it is unusual for individuals
affected to complain of it as a prominent symptom. Cigarette
smoking is the most common cause of chronic bronchitis,
and all patients should be encouraged to stop smoking: that
alone may be enough to relieve a troublesome cough. Chronic
productive cough is a feature of bronchiectasis and tuber-
culosis, and many patients with asthma, especially of late
onset, may be troubled by nocturnal cough with scanty
tenacious sputum. Cough, with or without sputum, may
be a dominant feature of left ventricular failure, and it may
be the presenting complaint in carcinoma of the bronchus
or lung abscess.
A distressing unproductive cough is also a common com-

plaint of many patients with pulmonary fibrosis from various
causes including sarcoidosis, pneumoconiosis, and intrinsic
and extrinsic alveolitis, and it is a frequent persistent sequel
to respiratory tract infections especially with Mycoplasma
pneumoniae2 and influenza viruses.3 Exposure to noxious
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gases and dusts may also give rise to a persistent unproductive
cough in previously healthy individuals. Carcinoma of the
trachea or larynx and rarely a bronchial adenoma or other
intraluminal pulmonary tumour may present in this way.

Before the patient is treated for a troublesome cough, he
should be examined and investigated to ensure that
an underlying carcinoma, lung abscess, tuberculosis, or
other disease is not present. Laboratory tests should include
sputum examination for eosinophils where asthma is sus-
pected and sputum smears and cultures if tuberculosis seems
a likely cause. A chest x-ray examination is mandatory, and
tomography or bronchography may be indicated in some
cases. Bronchoscopy, especially with a fibreoptic instrument,
often proves helpful: carcinoma of the trachea or larynx or
an intraluminal tumour may be present in patients with
a normal chest radiograph.
Treatment for the suppression of cough should be given

only when there is little if any sputum, since otherwise it
may cause sputum retention and the development of pneu-
monia. Suppression of cough is particularly hazardous in
patients with chronic obstructive bronchitis with impaired
carbon dioxide sensitivity. Cough may be troublesome
throughout the day in patients with bronchiectasis, but careful
attention to postural drainage on rising will help by clearing
the secretions in the morning. In the fibrosing lung diseases,
especially sarcoidosis and extrinsic fibrosing alveolitis, treat-
ment with corticosteroids may bring dramatic relief, and
effective treatment of asthma is often similarly helpful.
Disodium cromoglycate has been shown to decrease the
amount of sputum produced and its albumin content.4 In all
these conditions avoidance of hyperpnoea and sudden deep
inspirations will limit the tendency for persistent repetitive
coughing and cough syncope.5
An ideal cough suppressant should diminish the frequency

and distress of coughing while not impairing the efficiency
of the reflex mechanisms, thereby preserving adequate air-
flow rates for clearance of secretions. Antitussive agents
may be divided into those acting upon the ill-defined centres
in the brain which control cough and those with peripheral
actions at the respiratory mucosa. Compounds with a central
action include the opiates, of which codeine and methadone
are probably the most effective in combining cough suppres-
sion with minimal effects on central control of ventilation.
A number of non-narcotic antitussive agents, believed to act
centrally, have been shown to be effective in suppressing
experimentally induced cough with minimal side effects of
drowsiness and gastrointestinal disturbance.6 These include
dextromethorphan hydrobromide, levopropoxyphene nap-
sylate, noscapine, pipazethate, carbetapentane, caramiphen,
and oxalamine. In the case of dextromethorphan, extensive
clinical studies have also shown it to be effective in sup-
pressing pathological cough with little or no effect on ciliary
activity. Drugs with peripheral actions on cough or stretch
receptors include benzobutamine and benzonatate, which
may be given orally or by injection.7 Recently, successful
suppression of severe, intractable cough for periods of one
to six weeks has been reported after treatment with lignocaine
by aerosol spray.8 Controlled studies were not performed,
and further evaluation of this method of treatment is
warranted.
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"We told you so"
Doctors will get little pleasure from saying to the Government:
"We told you so." But this is just what many will be thinking
when they read Professor Harold Ellis's letter (p 1408) and
Mr David Ennals's statement in Parliament last week about
pay-beds (p 1425). Referring to the first set of beds that
have been shut, the Secretary of State commented: "Ad-
missions of paying patients are generally low in relation to the
number of authorisations so that the present reduction in
authorisations is not likely to have any immediate widespread
effect. Where, however, the reductions lead to an actual
decrease in the number of private patients admitted to NHS
hospitals resources will be released for general NHS use." Put
simply this means that closing 1000 beds has not really
benefited the NHS but he still clings to the hope that it
might. Admittedly, the first 1000 pay-beds to go were agreed
as part of the Goodman proposals,1 and the profession had
accepted this because doctors guessed that some of them were
little used. Even so, it is depressing news for the NHS, made
more so by Professor Ellis's description of pay-beds at the
Gordon Hospital now gathering dust.
The pay-bed legislation2 has had a sorry history and its

enactment has not been helped by either the delay in appointing
a chairman or his subsequent resignation a month after taking
office on being raised to the bench. This sluggish launching
has not unduly bothered doctors. But they will be bothered
if as a consequence Lord Wigoder and his colleagues on the
board now rush their fences. The result could be another
medicopolitical row: the BMA has already had to protest
(21 May, p 1370) at signs that the board was exceeding its
powers in proposing to phase out 400 more pay-beds and close
all consulting rooms without regard to the demand for private
practice or alternative facilities, as the Act requires. Con-
sultants are badly demoralised. They will become even
more so if the compromise on private practice so painfully
achieved by the profession in the face of Barbara Castle's
challenge is undone by the board.

1 British Medical J7ournal, 1976, 1, 60.
2British Medical Journal, 1977, 1, 185.

Towards the year 2001

Whether by intent or by default the shape of the National
Health Service in the next millennium is largely being decided
now. Doctors being trained today will still be active in the
year 2001; hospitals being built today will still be there (and
so too, alas, will be some of those inherited from the 19th
century). So the latest report1 of the Central Policy Review
Staff-the Cabinet's "Think Tank"-is of particular interest
to those working in the NHS. For the central questions
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