
BRITISH MEDICAL JOURNAL 17 SEPTEMBER 1977 719

brief periods of enthusiasm, but unpredictable relief of pain
or a higher mortality rate has not encouraged their widespread
use.
In the frail and elderly patient with other illnesses the lesser

procedure ofganglion or root destruction (by alcohol, electrical,
or thermocoagulation) is the treatment of choice. But pro-
longed follow-up'0 shows that 8000 of patients have a recur-
rence, and thus they may need subsequent treatment. For the
younger patient in his 50s or 60s who needs some form of
surgical procedure, fractional rhizotomy in expert hands is the
preferred method of treatment.'4 The recent introduction of
the operating microscope for this purpose may well lessen its
surgical morbidity and perhaps offset the effects of diminishing
surgical experience which has often resulted from successful
medical treatment.
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A wilderness of data
One of the main difficulties in the way of planning the National
Health Service or of assessing its effectiveness is the lack of
population-based information. There is a plethora of data about
the use of hospital services: the problem here is one of
statistical indigestion. There are even some data about the use
of family practitioner services, though not enough. But there
are very few of the facts required to analyse the use of services
in relation to the population's health-to relate the pattern of
use to that of morbidity instead of having to rely on the
unsatisfactory proxy of mortality. One of the very few relevant
sources is the General Household Survey (GHS), now in its
fourth year.' This survey, conducted by the Office ofPopulation
Censuses and Surveys, is based on a national sample of 14 232
people and includes questions not only about subjectively
assessed health and incapacity and the use of health services
but also about housing, employment, and a variety of other
matters, such as smoking habits.

Potentially, therefore, the GHS offers a unique opportunity
to obtain both a moving picture of the state of the nation's
health and to relate this information to environmental and
social conditions. For example, comparing the 1972 survey2
with the latest, 1974, data suggests that individuals' subjective
assessments of their health have been getting slightly worse.
In England and Wales in 1972 longstanding illness was
reported by 197 men and 215 women per 1000. The equivalent
1974 figures were 209 and 229 respectively. Over the same
period the reported rates of acute sickness also rose, from 75
to 92 for men and from 85 to 100 for women. Rates increased

in all age groups, so the rise cannot be wholly explained by the
changing age structure of the population. At the same time
the number of general practitioner consultations per person
fell marginally, though this seems to have been partly balanced
by a slight rise in outpatient attendances. Overall, therefore,
the survey results seem to suggest that there may have been a
decline, albeit almost imperceptible, in accessibility to health
care as measured by the ratio between the care provided and
reported sickness.

This is precisely the sort of indicator required if any attempt
is to be made to assess the effectiveness of the NHS and the
adequacy of the resources provided. Unfortunately, the GHS
data may well prove not strong enough to sustain any policy
conclusions. There are problems of sample size: as soon as the
total sample is broken down into more specific, and therefore
much smaller, groups the numbers often do not permit any
confident conclusions. More important still, the validity of
subjective assessments of both chronic and acute illness needs
to be confirmed: quite possibly it is the perceptions of the
population rather than its physical health that have been
changing over time.

If, therefore, the GHS is to become a useful instrument of
policy-making, it will have to be extended and improved
considerably. The first survey3 included information about the
use of personal social services, but this has subsequently been
dropped because of problems of small numbers and reliability.
Yet the relationship between the use of health and of personal
social services is crucial for planning and policy-making. So,
for that matter, is information about differential geographical
access to the health and personal and social services-essential
for any investigation of the effects of differences in the
distribution of resources. But the GHS regions are different
from the NHS regions, and no information can be provided
based on areas. There is therefore a case for enlarging the
GHS so as to provide such fine-mesh data, both for population
groups and areas. Alternatively, it could be replaced by a
regular series of local surveys.
The other problem about the GHS data-as with most of

the data collected in the NHS-is that it is underanalysed. The
annual GHS report does not offer any interpretative analysis or
commentary, and the computer used by the Office of Popula-
tion Censuses and Surveys suffers from chronic constipation
-so making it very difficult for independent researchers to
obtain the extra information needed to illuminate the printed
tables. For example, although the GHS collects information
about both health and unemployment little attempt is made
to analyse the relationship between the two. In the past, long-
term unemployment tended to be associated with ill health,
and the assumption was that it was the ill health that caused
the unemployment. The latest GHS shows that the un-
employed continue to report more ill health than the working
population. Given the prospect of a continuing high rate of
unemployment more information bearing on this point is
needed. Does rising unemployment cause more sickness-
mental stress, perhaps-.or does it persuade some people to
diagnose themselves as ill in order to avoid the jobless label ?
The responsibility for commissioning further analyses

clearly rests with the DHSS. It may be undesirable that the
DHSS should finance most health care research, but while
this remains the reality the Department has an obligation to
sponsor even the kind of analyses that may prove politically
embarrassing. Looking to the future, the Royal Commission
on the NHS could usefully consider the case for setting up an
independent audit institute for the NHS, charged with mon-
itoring the health service and its effectiveness. Funding such
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work, like improving the GHS, would of course be expensive.
But it is difficult to see the point of the present policy of
investing in data-collecting exercises where the policy implica-
tions are ambiguous and where the results are underanalysed.
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WMA in Dublin
"The first day of the 31st World Medical Assembly . .. was
devoted to debates which, while of critical importance to the
survival of the World Medical Association, were of little
import to the uninvolved observer."'
"For the rest it was a desultory [second] day. Despite, or
perhaps because of, the financial and organisational crisis
facing the WMA, this assembly seems to be processing less
business than usual and appears reluctant to get involved in
debates on issues other than those connected with WMA
itself. ' 2

No one would accuse Dr David Nowlan of being an ill-
informed, prejudiced opponent of the World Medical
Association: these comments come from one of the most
distinguished of medical correspondents, who has attended
five WMA annual assemblies. They reflect, however, the
dismay ofmany ofthe delegates to last week's Dublin assembly
with the prolonged procedural wranglings and the lack of
adequate debate about important topics. But such feelings
came up against a paradox: the genuine need for some sort of
effective international medical body, able to make influential
pronouncements on medical ethics and education and to deal
with the World Health Organisation and individual govern-
ments-a need that (as Nowlan also reported) was both
illustrated and realised at Dublin by the recommendations on
the Tokyo declaration on torture and the present plight of
doctors in Malta.
Most organisations go through cycles of change, and few

would deny that the affairs of the WMA are at a particularly
low ebb. It has too little money to realise its aims: as a recent
"Briefing" explained,3 the departure of the American and
Canadian medical associations substantially diminished the
subscription revenue, making it impossible to appoint a new
secretary-general or to expand its permanent secretariat of
four, based at Ferney-Voltaire, in France. Indeed, but for
generous subsidies by the Germans, Japanese, or Brazilians,
it would have been impossible to go on publishing the World
Medical Journal or to have held the last two assemblies, at
Tokyo and Sao Paulo, respectively.

So inevitably much of the assembly's discussions centred on
saving money and raising more-by altering the bylaws (at the
next meeting at Manila in November 1978) to enable
assemblies to be held every two years instead of every year, as
at present; to institute regional assemblies; and to continue
negotiations for re-entry into the WMA with the American
Medical Association on conditions that would give them voting
power compatible with their subscription and yet prevent the
smaller countries from feeling dominated by the larger ones.

Because of the proposed eventual changes in the bylaws,
and the need for continuity at a difficult stage in WMA's
affairs, it was also suggested that the treasurer should remain
in office beyond the time specified by the standing orders-

giving rise to "the longest (and the daftest) debate of the day"2
-but this was rejected. To many, such debates distracted
attention from, and allowed too little time to be spent on, the
positive aspects of the Dublin meeting-such as Mr Walpole
Lewin's excellent paper on the need for medically qualified
teachers in preclinical subjects; a proposed new-style medical
education conference in 1980-1 on training for delivering
proper health care all over the world; the forthcoming revision
by the Scandinavian countries of the Declaration of Helsinki,
at the request of WHO; the request, again by WHO and also
the United Nations, arising out of the Declaration of Tokyo for
further consideration of the possible maltreatment of prisoners
(particularly the "grey areas" between frank torture and
restraints, such as the use of handcuffs, reduction of diet, and
solitary confinement). The secretariat reported that after
WMA representations the family of a Romanian doctor had
been allowed to join her in Sweden, while a member of the
Indian Medical Association had been released from preventive
detention. Concern was also expressed at the fate of doctors in
certain South American countries. The plight of doctors in
Malta was put by two delegates from the island, and the
British motion of support (p 779) was passed unanimously,
with the hope that WMA will be able to find a mediator to end
the present dispute.

If anybody can bring the WMA out of the present trough
of a sine wave to a peak, it will be Mr Walpole Lewin, its newly
elected chairman of council. He will need all his traditional
tact and vast experience of national and international medico-
political, ethical, and educational affairs to get alterations in the
bylaws and other important changes. Fortunately, for his
first year at least, he will have the support of another shrewd
politician, the WMA's current president, Ireland's Dr Tony
Farrelly. For, as shown by the debate at the Glasgow ARM
(where a decision for the BMA to withdraw from the WMA was
passed without the necessary two-thirds majority),4 one stark
fact remains: if the average doctor is to be convinced that the
WMA is other than an ineffectual talking-shop and a travel
club for the privileged few its committees will have to answer
some searching questions.
How should WMA attract more members-not only those

that have recently resigned (which include Switzerland and
South Africa), but those from the Communist bloc, without
whom large parts of the world will remain unrepresented?
Should WMA recognise that its expertise has always been in
medical ethics and education, and concentrate its resources
accordingly? And if the assembly is to meet less frequently,
how will the WMA deal with sudden emergencies ? If its
proposals for the Maltese crisis are successful, these may well
have justified its existence in 1977 alone: but if this had arisen
in October instead of June 1977, could it have taken any action
before its next council meeting in April 1978? Can a world
assembly (as distinct from regular regional assemblies sending
delegates to a permanent council and its specialist committees)
be an effective way of conducting international medical affairs ?
If so, how should WMA attract more positive support from its
members ? Of five questionnaires recently sent out to 51
member countries, answers were received from 18, 17, 13, 10,
and five; despite the importance of the agenda, traditional
Irish hospitality, and an excellent home-based scientific
programme, only 106 delegates from 26 countries came to
Dublin.
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