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Framework of Failure
The Howe report on Ely Hospital' and the death of patients
in a fire at Shelton2 have set off a series of inquiries into
conditions elsewhere, particularly in wards for the elderly,
the subnormal, and the mentally ill, which is bringing to light
some unsatisfactory and even unpleasant failures in the care
of patients in N.H.S. hospitals. Such failures may be more
widespread than the reports so far suggest.'
The Health Service is short of doctors and trained nurses.

The shortages are felt most severely in psychiatric and
geriatric hospitals owing to their lower status than general
hospitals in the eyes of many doctors and of the general
public. On the other hand medical progress has increased
the proportion and numbers of both the mentally subnormal
and the old in society that come within the realms of diag-
nosis and treatment. In addition psychiatric hospitals are
expected now to cope with a new range of behavioural prob-
lems-such as drug addiction, alcoholism, sexual deviation,
and neurosis-which rarely came the way of mental institu-
tions before the Health Service began in 1948. So their
staffing requirements have changed, and they need well-
qualified nurses rather than keepers. Moreover, the treat-
ment of behavioural problems demands a knowledge not only
of the English language but of British ways, values, and
culture. To avoid being yet further under strength a
psychiatric hospital is often thankful to be able to appoint
to its staff a foreign doctor who can know little of these things
-and may want to study surgery anyway. So we have over-
crowded wards and nearly impossible conditions for staff, and,
since these conditions never seem to change much, morale
sinks and more failures in care become likely.
The importance of the Howe report-was not its censure on

the nurses and doctors at Ely, or its condemnation of the
Government's financial parsimony, but its comment on the
failure of administration. Did not the hospital management
committee and regional board know what was going on ? If
not, why not, and if they did should they not have attempted
some remedy ? It is the function of administration to match
staff and equipment to the work demanded, to discover when
work is going wrong, and to take corrective action to show
staff that their reports are heeded. But if administrators have
failed it is not because they are bad or incompetent people
but because the organization in which they work does not
allow them to succeed. This is the message of the Howe
report. We need to reconstruct the way we run our hospital
services.

In industry, as in the armed Forces, there is a recognized
chain of command. At each level care is taken to define a
man's responsibilities and to make sure he has the appropriate
knowledge and freedom to be able to discharge them effec-
tively. Everyone in the organization is taught the channels
of communication within it and where to refer problems so
that the solution is taken at the right level appropriate to its
degree of generality. In the Health Service it is the opposite.
Responsibilities have not been clearly defined, or are
unrelated to the power to carry them out or to possession of
sufficient knowledge to act. Routes of communication are
unknown to most of those who work in the Service, and
decisions may be taken at the wrong level or avoided. Too
often decisions are made at third or fourth hand on the basis of
committee memoranda instead of from first-hand experience

of the situation. Technical matters are referred to people
who have not the knowledge to solve them, or problems are
interpreted in purely money terms without exploration of
other solutions-and this could lead to waste of money or to
failure to meet the problem at all. There seems to be a
good case for a medical managing director with overall
administrative responsibility who could investigate problems
on the spot with speed and technical appreciation, who com-
mands the respect of the staff, and who could take policy
decisions up to a certain grade.

Misapprehensions about decision-making are not confined
to the peripheral administration of the Health Service. Civil
servants do not seem to understand that responsibility cannot
be handed over without granting an equivalent freedom to act.
So long as a Government department retains the controls it
must accept the responsibility. We need much more informed
comment4 by people experienced in setting up efficient
businesses, more definition of responsibilities with powers,
better internal communications, some built-in capacity to
grow with changing needs, and some genuine local relation-
ships between the Health Service and the people it should
serve. The medical profession itself cannot stand aside from
consideration of these matters, nor would it wish to. No
changes in organization will be helpful if they ignore the
needs of medical practice, which is at the heart of the N.H.S.,
and only doctors can know what these are.
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Urinary Incontinence in Old Age
Nocturnal frequency of micturition, precipitancy, and urinary
incontinence in old age are due mainly to overactivity of the
neuromuscular mechanisms of the bladder. *This increased
activity results from two factors-namely, diminution in
cortical inhibition due to disturbances of cerebral function,
and increase in the excitability of the vesical reflex due to local
irritative lesions of the bladder and its outlet. These two
factors operate in varying degrees, but the former is usually
much more important, as it leads to the uninhibited neuro-
genic bladder. Thus 75 to 80% of patients with inconti-
nence are found to have diseaset3 of the central nervous
system.
The characteristics of the ageing bladder have been studied

by J. C. Brocklehurst and his colleagues-6 by means of
cystometrograms. The three aspects of bladder function
which must be considered are the bladder capacity, the
quantity of residual urine, and the presence or absence of
uninhibited bladder contractions. In a normal younger person
bladder capacity is 400-600 ml., residual urine is absent, and
uninhibited bladder contractions do not occur. In old people
who are not incontinent bladder capacity diminishes and the
amount of residual urine increases, so that the bladder neither
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fills nor empties properly. In addition large uninhibited
contractions begin to appear during filling and may empty
the bladder precipitately at a low capacity. In the inconti-
nent old person these features become even more abnormal,
though there are considerable variations between individuals.
Micturating cystograms show characteristics of the uninhibi-
ted neurogenic bladder in about two-thirds of cases6-
namely, the presence of trabeculation, cellules, and
diverticula.

J. Thompson2 reported the results of cystometry in 61 men
whose mean age was 75 years all of whom were incontinent
of urine. He found that 75% had a bladder capacity of less
than 300 ml. and 42% less than 100 ml. ; 55% developed
uninhibited bladder contractions at a capacity of less than
100 ml. Moreover, very few had no residual urine and one-
third had more than 100 ml. The common occurrence of
these functional changes is reflected in the high incidence of
various degrees of clinical disturbance of bladder function
in old age. Thus precipitancy and nocturia were found in
64% of the total elderly population surveyed in general

7practice.
In the investigation and treatment of these bladder disturb-

ances it is important to differentiate between transient and
established incontinence. The former is common in acute
confusional states associated with physical disease and meta-
bolic disturbances and during the first few days after a
cerebrovascular accident. A full clinical examination will
disclose these disorders and show up local lesions such as
acute urinary infection, prostatic enlargement, or uterine
prolapse. For the established disorder Brocklehurst3 empha-
sizes that intelligent management depends on keeping a
record of its incidence throughout the 24 hours on an inconti-
nence chart. This serves two purposes. The first is thera-
peutic, since the nurse attends the patient, who uses a bedpan
or commode every four hours, and this itself may cure the
incontinence. The other is diagnostic, since the chart may
show there is a problem only at a certain time of the day
or night. The cystometrogram, the micturating cystogram,
and cystoscopy, though of great value in research, are of
little use in the investigation of the individual patient, since
it will be only the most exceptional patient who does not
show some evidence of the uninhibited neurogenic bladder.
The urine should be examined for infection. Treatment

of an acute infection of the lower urinary tract often leads
to a disappearance of symptoms such as precipitancy and
incontinence. A chronic infection is more often the result of
the incontinence than its cause,' and for patients with estab-
lished incontinence attempts at treating the urinary infection
are often unrewarding and are unlikely to produce any relief
of symptoms.

In the drug treatment of urinary frequency and inconti-
nence there have been three main approaches. Pituitary
hormone, either as pitressin tannate in oil or pituitary snuff,
is used to control diuresis, but results have been disappoint-
ing.9 Sex hormones have been given because it is known
that in pregnancy and for some time after parturition the
capacity of the bladder is increased, and it has also been
noted that when senile vaginitis is treated with oestrogens
there may be an incidental improvement in bladder function.
But more promising results have been achieved from the use
of drugs which diminish uninhibited bladder contractions and
increase bladder capacity by blocking transmission of nervous
impulses within the sacral reflex arc. Some of the drugs
which have been used are atropiine, methantheline, and
pr~pantheline. The drug combinations most likely to be

helpful are propantheline with orphenadrine and pro-
pantheline with atropine. The toxic effects, particularly of
atropine, in elderly patients must be borne in mind.

In a recent double-blind cross-over trial Brocklehurst and
his colleagues10 have investigated a new drug, emepronium
bromide, which has a synapse-blocking action and an inhibi-
tory effect on peripheral cholinergic nerves. The results of
this trial on 33 elderly women at home effectively reduced
frequency of micturition when compared with a placebo, but
not every person benefited. The improvement was noted
objectively in the incontinence charts and subjectively by the
participants. No serious side-effects were noted. In those
patients who fail to show improvement the drug should be
withdrawn after three to four weeks. The initial dose of
emepronium bromide should be 150 mg. at night when it
is used for nocturnal frequency of micturition, but a further
100 mg. may be taken. This therapy seems so far to be a
promising approach to the control of the uninhibited neuro-
genic bladder.

Depletion on Dialysis
Long-term intermittent haemodialysis has now been accepted
as an effective treatment for patients with terminal uraemia.
As it is believed that many of the symptoms of uraemia are
the result of retained toxic metabolites, dialysis procedures
have been primarily designed to remove these waste products.
But it should be noted that other compounds with a small
molecular weight may pass across dialysis membranes and
so be lost to the patients. As chronic dialysis is increasingly
employed to prolong the life of patients with renal failure, so
attention must be given to the possible development of
deficiency states resulting from losses of essential nutrients
during treatment.' I

So far the most clearly defined deficiency state is that of
protein depletion'-4 resulting from inadequate intake of
protein coupled with losses of amino-acid during dialysis..
Losses of a amino-acids of about 0-2-3 5 g. of amino nitrogen
per dialysis have been reported,'7 the amount varying with
the duration and type of equipment used. Such losses are
considerably greater than the normal urinary excretion of
amino-acids. Plasma levels of amino-acids show remarkably
little change during the actual course of dialysis, possibly
because of the rapid transfer of amino-acids from a large
intracellular amino-acid pool,6 7 but in patients receiving
treatment over some months they may become progressively
depleted. Balance studies4 and clinical experience' 9 indi-
cate that a high-calorie intake with 0 75-1 g. per kg. body
weight per day of protein of high biological value is necessary
to maintain neutral or positive nitrogen balance in patients
on regular dialysis treatment.

Considerable losses of amino-acids also occur during peri-
toneal dialysis,'0 and as this procedure is also associated with
considerable losses of protein several workers have stressed
the importance of adequate protein replacement when this is
repeatedly undertaken.0 11

Apart from total protein requirements much remains to be
learned about the body's requirements of individual amino-
acids, and we need to know more too about the biological
significance of the minor changes in plasma concentrations of
amino-acids observed in patients undergoing long-term
dialysis.7 12 No clinical syndrome that can be attributed to
selective depletion of amino-acids has yet been described in

 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.2.5660.777-a on 28 June 1969. D
ow

nloaded from
 

http://www.bmj.com/

