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her position America must look for potential
champions among her humbler citizens of
average and less than average height and
strengthen the weaknesses in cycling, fencing,
gymnastics, and canoeing events.

T KHOSLA
Department of Medical Statistics,
Welsh National School of Medicine,
Cardiff

Khosla, T, British Medical _ournal, 1968, 4, 111.
Khosla, T, British journal of Preventive and Social

Mledicine, 1971, 25, 114.

Priorities in the NHS

SIR,-Your leading article (12 June, p 1425)
reads as an attempted defence of a poor,
persecuted minority-the consultants in acute
general hospitals. We all live in difficult times.
No doubt they will have the sympathy of
those wealthier than themselves with more
resources at their disposal. What worries me
is what you say in their defence and what you
don't say.

For instance, you were challenged (24
April, p 1013) to justify a figure quoted
("every drop of even 01-( . . .") in a previous
leading article (3 April, p 787). Usually such
challenges are answered by a reference, an
explanation, or an apology. Your technique
is a vague quote, from a source not entirely
free from bias. In addition you argue about
"absolute standards" in medicine. "If a . . .

new drug or procedure has been proved to
make a substantial difference to mortality or
morbidity then the doctors working in the
specialty will not be content until they use the
new treatment on their patients." For the
world as a whole the statement is clearly
untrue, but even in Britain I have some
doubts-although much depends on how you
define "proof" and "substantial," and the
choice of referee, when there is conflict
between specialties. Even so I would argue
that there are other factors involved, such as
the degree of effectiveness, the cost, the age
and general health of the patient, and his or
her wishes. You also mention diagnostic aids.
For many years it has been known that if,
before giving barbiturate anaesthetics, patients
were tested the reduction in specific mortality
for porphyria might be substantial. My family
would profit from such a routine but I have
always understood that it was not done because
it was not cost-effective-and I rather agree.
Your other point concerns "workhouses."
I agree that they are depressing places to work
in, and to die in, but do new buildings really
affect morbidity, mortality, or morale ? I
observe in Cardiff and remain sceptical.
The omissions in your defence are even

odder. You seem curiously unaware of the
rising tide of criticism of these consultants
over the past 10 years. It is based in general
on their inability to justify the vast increase
in their resources by evidence of a comparable
increase in "output." In greater detail one
could cite the lack of reaction on behalf of
these consultants to a considerable mass of
observational and experimental evidence about
the effectiveness of some treatments, place of
treatment, and length of stay in hospital.
Possibly the most striking example is the
conspiracy of silence with which the cardiolo-
gists have welcomed Gordon Mather's com-
parison of case fatality in coronary care units
and at home.1 I know from my travels that it is
much more discussed abroad than here, where

it represents our one big chance to save both
lives and money at the same time. It is
evidence of this nature without adequate
reply which has convinced so many people,
medical and lay, that the acute sector could
well survive a cut in resources without detri-
ment to outcome.

I would in conclusion like to stress areas of
agreement. I would agree that there are pos-
sibly too many administrators. It is unfor-
tunately at present impossible to measure their
ineffectiveness. Similarly, I am suspicious of
the rapid growth of the social services without
proper evaluation. Finally, I can't agree more
about over-prescribing, but what has the
BMA done to control it ?

A L COCHRANE
Rhoose,
S Glamorgan

Mather, H G, et al, British Medical Journal, 1 976, 1,
925.

*** Professor Cochrane wants specific exam-
ples. We would suggest factor VIII concen-
trate for haemophilia; total hip replacement
for osteoarthritis; the use of fibre endoscopes
in the management of upper intestinal haemor-
rhage; dialysis for end-stage renal failure;
intermittent positive pressure respiration for
infants with respiratory distress syndrome;
pacemakers for old people with hazardous
arrhythmias. In all of these cases financial
restraints have forced clinicians to operate
some rationing system.-ED BMJ.

SIR,-It is natural enough that any section of
the NHS (or indeed any other service industry)
should protest at being selected for a cut in
resources. The pros and cons of choosing
obstetrics will be hotly debated for a long time
to come. However, your leading article (12
June, p 1425) has taken the opportunity of
this debate to lash out at the most under-
privileged and underfinanced part of the NHS.

In your view "There is . . . no logic in a
decision to spend more money on the mentally
handicapped and less on the maternity services,
which, if improved still further, might well
reduce the amount of mental handicap in the
community." In my view, this statement is
nonsense. What evidence is there that mental
handicap, except in a tiny proportion of cases,
is caused by deficient maternity services ? Is
it true to say that as maternity services have
improved over the past 50 years or so the
numbers of mentally handicapped people have
fallen ? There is even a case to argue that a
few mentally handicapped people would not
have survived their birth if maternity care
had been worse. More would have died in the
first year of life if the neonatal care offered
had been of a lower standard. Surely you
would not argue the reverse and say that for
these reasons maternity and neonatal standards
should be reduced ?
The real irony of your argument is in the

statement that "the Department seems not to
understand that there are some absolute
standards in medicine." As far as mental
handicap is concerned it seems to be you who
fail to grasp this point. Let us face up to the
fact that in many mental handicap hospitals,
despite the valiant efforts of staff, those absolute
standards are not being achieved simply
because the hospitals have been starved of
resources. Readers who doubt this should
take the opportunity of visiting their local
mental handicap hospital and discussing these
problems with the staff concerned. All too

often wild comments about one sector of the
NHS are made by another simply because
there is a lack of knowledge of the problems
involved.

JOHN GUNN
Special Hospitals Research Unit,
Institute of Psychiatry,
London SE5

SIR,-In your leading article "Priorities and
morale in the NHS" (12 June, p 1425) you
say: "If there is no prospect of a hospital
providing its staff with the means to give their
patients optimum medical care then many of
them will look for work in a medical setting
that can provide those means. That-not
greed for higher pay-is the reason that many
dedicated young doctors . . . are looking for
jobs overseas." This refers particularly to the
suggested 200 per annum future cut in the cost
of maternity services to match the 500 per
annum cut in the birth rate over the past five
years.
Where are these doctors to look? Not to

Canada, Australia, or the USA, whither go
the majority of our emigrants. These are not
countries that provide optimum maternity care
by British standards as measured by maternal
or neonatal mortality, no matter what technical
facilities they may offer (see table). To the
EEC? Only Denmark and the Netherlands
are able to show anything like comparable
outcome of pregnancy to that experienced in
England and Wales.

Maternal Neonatal
mortality mortality

Country per 100 000 per 1000 live
births births

Australia 25-6 13 0
Canada 20 2 13 5
USA .. 224 15-7
France 28 2 12 6
Germany (FDR) .. 518 18 4
Italy . . 54.5 20 4
Irish Republic .. 311 12 8
Denmark .. .. 8-5 11 0
Netherlands .. 134 9.5
England and Wales 18 6 12 3

From World Health Statistics Annual, 1970. Geneva,
WHO, 1973.

Surely medicine is about curing and caring
for the sick to the best of our knowledge with
the resources that are available. Politics is about
allocating those resources. Science is about the
validity of our knowledge. All three are bound
to interact with one another, but we must
keep the concepts distinct or confusion, and
hence lowered morale, will ensue. It is this
confusion that has unsettled our profession for
so long.

H CAMPBELL
Department of Medical Statistics,
Welsh National School of Medicine,
Cardiff

Glucose is dextrose is glucose

SIR,-A patient who is suspected of having a
disease that affects the metabolism of glucose
is often subjected to a glucose tolerance test.
In the department of chemical pathology 50-
100 g may be weighed out from a bottle
labelled "glucose" and given orally, and the
plasma glucose concentration and urinary
glucose are measured at intervals. The patient
who develops hypoglycaemia or needs
intravenous fluid is usually, however, treated
with an infusion labelled "dextrose."
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