
BRITISH MEDICAL JOURNAL 7 ApRIm 1973 5

proportion of mem-bers the profession has asked for-with
one important exception: the composition iof the family
practitioner committees in England and Wal (in Scotland
arrangements for family doctors are still unde consideration)
will be broadly the same as for the pr sent executive
councils, with half of the membership c rising doctors,
dentists, pharmacists, and opticians.

So, overall doctors will be much less in evidence within
executive committees of the Health Service, and despite the
powerful say they will have at district 1ev (by virtue of
their 50% membership of the district management team)4 it
will be specially important to have an advisory structure that
will bring the full weight of considered m~edical advice to
bear on management at the right time and the right place.
Two recent reports show how this can be done. From

Scotland comes a detailed study initiated by Sir John
Brotherston's joint working party on medical integration in
the N.H.S.,5 while south of the border the B.M.A. has pro-
duced a short document outlining model constitutions for
medical advisory committees and for the district medical
committee.6 Whereas the B.M.A. report is strictly practical
in its approach, the Scottish report, prepared by a diverse
group of doctors chaired by Mr. N. G. C. Hendry, adds a
useful dimension by opening with a look at the principles of
a medical advisory structure and in its final two chapters dis-
cussing communications-the particular responsibility of
committee chairmen and comnunity medicine specialists-
and the relation between effective medical advice and the
quality of patient care. Therefore, though its proposals are
matched to the Scottish N.H.S. Act7 the report deserves a
wide audience.
Mr. Hendry and his colleagues have emphasized the im-

portance of securing a partnership of medical and manage-
ment skills so that policy decisions on providing services are
soundly based and command general support. There will
never be sufficient resources for the Health Service and so,
with the cost of medical treatment rising remorselessly, it
will be even more essential in the future than now for doc-
tors to play a full part in advising management on medical
priorities. To do this doctors will need an integrated ad-
visory structure with access to management, and the report
underlines this point.

For England and Wales the B.M.A. envisages an advisory
structure operating at district, area, and regional levels with
the Association accepting the responsibility for arranging
the election and convening of all the medical advisory com-
mittees. Scotland will have no regional authorities, but-as
well as dealing with divisions (described as the "basic unit
upon which the rest of the MAS should be constructed"),
districts, and the area health authorities-the Hendry Report
also looks at the national advisory machinery. Both reports
aim at giving junior doctors an adequate say along with the
specialist groups and university staff. General practitioners
are seen as playing a full part in the advisory
machinery of an integrated Service, with the Hendry Report
suggesting that they will need to adapt their present organi-
zation to a more formal and detailed structure akin to a
hospital division. Many family doctors may not agree with
this idea-they will need some convincing that their present
well-tried L.M.C. machinery can be bettered. However,
most general practitioners will appreciate the value to the
Health Service of close co-operation between family and
hospital doctors and the new machinery should make this
easier.

There has been sharp criticism recently about the limited
opportunities which health workers and the public will
have for joining in the running of the reorganized Service.
Experience will show how well founded this is, but certainly
doctors should occupy a key advisory position. The B.M.A.
paper is to be discussed with the Department of Health, and
the Hendry Report, though published by the Scottish Home
and Health Department, has been labelled "for discussion."
Three points particularly deserved the medical profession's

close attention. Firstly, there is the relationship of the doc-
tors' advisory machinery to that of other health professions-
and the Scottish team look ahead to the prospect of multi-
professional committees. Secondly, the multiplicity of ad-
visory committees could easily lead doctors into offering
contradictory advice. Finally, will enough doctors be willing
and alble to devote their time to all the work involved? It
would be unfortunate if advisory committees became filled
with a handful of local professional committeemen, as this
could seriously diminish the committees' value as sources of
expert professional advice. Only experience will resolve the
first two points. The answer to the third lies in the words
from the Hendry Report, which are cited in the opening
paragraph of the B.M.A. report (the italics are ours): "The
medical advisory structure should involve every doctor
working in the Health Service. The right and duty to par-
ticipate should be automatic and should be seen as an en-
largement of the existing responsibilities towards patients
and communities."
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Inheritance of
Hyperthyroidism
Graves's disease, the commonest variety of hyperthyroidism,
has long been known to have a hereditary basis. E. D.
Bartels' was the first to provide good evidence for a
familial aggregation of cases, and he suggested an autosomal
recessive mode of inheritance with relative sex-limitation to
women. Further support for a genetic basis is found in the
higher than expected concordance rate of Graves's disease in
monozygotic twins.' 2 However studies of its inheritance
must take into account the fact that only a minority of
people with the genetic predisposition ever show clinical
disease.
In Graves's disease, as in Hashimoto's thyroiditis and

myxoedema, varying degrees of lymphocytic infiltration of
the thyroid are associated with circulating thyroid autoanti-
bodies. Surveys of the near relatives of patients with these
diseases have disclosed a higher than average prevalence of
thyroid antibodies.34 These results had to be interpreted
with caution because there is always a risk of bias when
hospital patients are used as probands for family studies.5
This objection has been overcome in a recent study of
thyroid antibodies in the relatives of a random sample of
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elderly persons in the population who were not selected on
the basis of a thyroid disorder.6 The study confirmed that
the liability to develop thyroid antibodies is heritable and is
probably under polygenic control. Polygenic or multifac-
torial inheritance is a more satisfactory ex-planation of the
genetic tendency in Graves's disease and Hashimoto's
disease7 than inheritance by a single dominant gene as pre-
viously proposed.
A rare congenital form of the disease, which occurs at

birth or shortly afterwards, has been termed neonatal
Graves's disease.8 It is generally accepted as resulting from
transplacental passage of a thyroid-stimulating immunoglo-
bulin, the long-acting thyroid stimulator (LATS), which can
almost always be detected in the circulation of affected child-
ren and their mothers. Even those most opposed to the con-
cept that LATS has a major role in the pathogenesis of
Graves's disease admit that prenatal measurement of maternal
serum for LATS is a good predictor of neonatal hyper-
thyroidism.9 D. R. Hollingsworth and her colleagues'0 de-
scribe two children and refer to several others in whom neo-
natal Graves's disease persisted much longer than would
have been expected from the catabolic rate of IgG. These
children are probably examples of neonatal Graves's disease
blending into Graves's disease of infantile onset in families
with strong genetic influences.
Thus, while the hereditary tendency in Graves's disease

is beyond doubt, the nature of the inherited defect remains
controversial. The roles of LATS,"1 other immunoglobulins,
sensitized lymphocytes, defects in immunosurveiilance,2 and
primary abnormalities of the thyroid cell9 are all under in-
vestigation at present.
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Cleaner Medicaments
A committee under the chairmanship of the late Lord
Rosenheim was set up in March 1972 by the Medicines
Commission, which had been asked by Sir Keith Joseph "to
arrange for an immediate review of measures which should
be taken in the course of production, distribution, storage
and use of medicinal products to prevent them becoming
vehicles of infection." No doubt influenced by the tragic
events at Devonport1 the committee issued an interim report
in July 197223 dealing with parenteral fluids sterilized by
heat. Its final report,4 covering other aspects of the subject,
was issued last week and should be studied in the light of
the one previously published.

It is disappointing that after a year's work this committee
has produced a document wherein detailed advice will be
sought in vain. It has, however, got as far as producing a
check-list to indicate what things should be thought of and
has made some attempt to put them in perspective. The re-
port contains little that is new and much that is obvious.

Specific points made in the report include the importance
of clean raw materials and a hygienic working environment,
the need for sterilization methods to be appropriate to the
product, and a warning about damage that may be done by
dry heat or irradiation. It gives a warning about the need for
stringent microbiological controls for sterilization by ethy-
lene oxide. The committee's emphasis on the need to rely on
accurate physical measurements for the control of sterili-
zing processes rather than on chemical or biological indicators
is welcome, but the chemical indicators are treated less than
fairly. Browne's tubes when properly stored and sensibly
used can give quick and reliable information when thermo-
couples are not available or cannot easily be used in inacces-
sible places. They are invaluable as a quick check in cases of
doubt and may have a place in routine control. The reserva-
tions about biological indicators will be shared by all who
have tried to use them critically.

Despite a rigorous critique of sterility testing in the B.M.7.'
and elsewhere,5 which has clearly come to the committee's
notice, it still supports "the reasoned application of the test
as part of the control procedure," though admitting that "it
is no safeguard against bad manufacturing practice, nor is it
a substitute for care and vigilance in the sterilizing process
itself." This has been known for years, but experience of
"reasoned application" has not been encouraging. There is a
danger that much microbiological effort will be wasted that
is urgently needed elsewhere in the Health Service.
The committee predictably recommends that eye prepara-

tions and solutions for internal irrigation should be sterile
and that consideration should be given to this requirement
for dusting powders, ear drops, and nasal drops. Suggestions
are also made for renewing the arrangements for recalling
suspected faulty batches of products and for training staff in
making additions to intravenous infusion fluids, but no de-
tailed advice is given.
Much remains for the Health Departments to do as they

set up and brief their inspectorates and issue guidance to
manufacturers and those who will run sterile-product units
for the hospital service. Action is needed in hospitals to make
their requirements for sterile products clearly and reasonably
known, to train staff in the intelligent use of these products,
and to lay contingency plans for the rapid detection, control,
and investigation of any further incidents. Everyone hopes
these will not occur, but they must be prepared for; carrying
an umbrella does not cause rain. As has been previously
urged in these columns, the most important single measure
for the prevention of hospital infection (but one that is not
mentioned in the report) is the setting up of an active, well-
informed, and firmly supported control-of-infection com-
mittee. Any hospital still without one should surely ask
itself whether this omission can be afforded.
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