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grades) to participate with its management in framing national
policies. It would then be up to the unions and professional
associations concerned to persuade and if necessary require
their members to conform with those policies. The reshaping of
the steel industry is evidence that draconic decisions can be
carried out if they have been agreed as necessary by both unions
and management.
The NHS is a public service. So how can the public help to

improve it ? By strengthening patient participation, by everyone
taking a much closer interest in the local running of the Service
than now-all the time, and not just when closures are threatened
or services break down-and by providing more voluntary help,
particularly in the community health services. More local
autonomy for the NHS should, in any case, facilitate such
changes, which would shift the balance of power towards the
patient. But in the present climate of conflict and dissent
national public opinion could do much to persuade NHS staff
that strikes in the Health Service are an unacceptable face of
unionism. Perhaps the professional organisations such as the
BMA, the BDA, and the RCN could use their collective prestige
and skill to launch a publicity campaign to this end.
More than anything else everyone in the NHS needs to see

some light at the end of the tunnel. Despite the promised wealth
from North Sea oil there is little prospect of any substantial
increase in Government spending on health; and technical
innovation on the one hand and the public's insatiable appetite
for pastoral care on the other will ensure that there will always
be more demands than there are resources. Shortage of money
is a potent source of conflict, but a sense of common purpose is
an equally potent means of averting dissent. Morale can be
restored and the service improved (Sir Francis Avery Jones
believes that increased morale can raise productivity by 10"W)
if doctors and other NHS staff become convinced that their
efforts will bring results that are self-evident. Possibly another
1000 could be saved by better prescribing, more selective use of
laboratory and x-ray facilities, changed staff rotas, and other
economies-but only if the benefits are visible in the form of
new buildings, new paint, new equipment, or extra staff. This
point has been made so often by people of all political per-
suasions and concerned with all aspects of the NHS that we
wonder why it continues to be ignored. Could not the DHSS
celebrate this 30th anniversary by showing an "earnest of its
intent" (to use that phrase beloved of all politicians) and starting
a pilot scheme of refunding money saved to the area or district
that is responsible for saving it ?
Even so, the change in attitude needed for any successful

innovations will require more than administrative circulars: it
will require a restoration of faith in the non-material rewards
that come from caring for patients in an environment free from
internal dissension and outside interference.
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PUVA
The initial enthusiastic report on treating psoriasis by the oral
use of 8-methoxypsoralen followed one to two hours later by
high-intensity long-wave ultraviolet radiation (UVA) appeared
four years ago.' In the past year or two hardly a week has gone
by without some further paper on PUVA (psoralen-UVA)
treatment. Neither the psoralen nor the UVA is fully effective
when used alone. There can be no doubt that such
treatment is very, sometimes even dramatically, effective2-4:
in one large American series of 1308 patients, 880 were cleared
by the treatment.4 PUVA has another great advantage in that
it can be used for such difficult problems as generalised pustular
psoriasis,5 unresponsive to conventional treatment. When,

however, the potential hazards are added to the cost it is clearly
not the treatment of choice for psoriasis of mild-to-moderate
severity.
PUVA is also effective in some other skin diseases. It may

prove to be the treatment of choice in early mycosis fungoides,6
though probably not in the late tumorous stage. Some bad cases
of atopic dermatitis have been helped, but rather large doses
and prolonged courses are required. Lichen planus and
urticaria pigmentosa have recently been added to the list.
PUVA is not effective in acne,"' which it may even induce,"' and
is disappointing in vitiligo. This diversity of responsive diseases
poses interesting problems as to how PUVA works and how
the diseases are caused.

There must be real misgivings that such an apparently
effective and acceptable treatment is not being used even more
than it is. The short-term side effects are mainly very minor if
care is taken-most units monitor urine, blood count, blood urea,
and liver function tests. The risk of ocular damage seems to be
small, but dark glasses must be worn not only during the treat-
ment but for eight hours or perhaps longer after the drug has
been taken; not all dark glasses are equally effective."2 Never-
theless, the drug has been taken for many years in sunny
climates for the treatment of vitiligo without serious mention of
ocular damage.
Nobody knows the long-term side effects of PUVA. Some

premature aging of the skin is likely (as with ordinary sunlight),
but this seems an acceptable risk. The rodent ulcers and
squamous carcinomas that may arise in light-damaged skin
should not prove too great problems. The risk of melanomas and
other malignancies is more worrying and is being tested by
careful laboratory work. There is still some doubt about the
mutagenic potential of 8-methoxypsoralen in the dark. Until
these problems have been sorted out-and with the added
problem of the difficulties in accurate formulation of the drug-
this treatment has not yet been given general approval by the
Committee on Safety of Medicines and has no product licence.
When PUVA is prescribed it is on a named patient basis.
Nobody wishes to repeat the early troubles with radium. How
much explanation of these potential hazards amounts to informed
consent (which should alwavs be sought) and what are the legal
implications ?

At present, therefore, the dosage of radiation should be kept
as small as possible. Schedules have been suggested,2 3 13 but
accurate measurement of the radiation is important and far
from simple.14 Small UVA units are available or can be home-
made to treat localised or resistant areas. The use of topical
psoralens and UVA is an attractive idea which preceded the oral
use of the drug. This regimen can be effective, and it poses very
considerable problems,'5 but may well come to be of con-
siderable importance.'6 The trials comparing PUVA and
conventional dithranol treatment have not yet been completed,
and many questions remain unanswered, in particular about
maintenance treatment. Should we aim to give more modest
doses than those recommended to achieve complete clearing and
be satisfied with less than a 1000,, success? Should we clear
the psoriasis and then try to treat subsequent relapses with
conventional local applications-a regimen successful in some
departments ? Should dithranol be used to clear the psoriasis
and then PUVA used to maintain clearance ? Should the treat-
ments be combined ? Most patients who have experienced the
antisocial features of dithranol and the attractiveness of PUVA
therapy are reluctant to use dithranol, and more evidence is
required before pressure can be brought to bear.'7 The com-
bination of tar with PUVA apparently has little virtue.' 5
Corticosteroids have become less popular for the long-term
management of widespread chronic psoriasis. Short treatment
with a strong topical steroid may reduce the number of PUVA
treatments required, but the evidence on the rate of relapse is
conflicting., I"

Until these questions have been solved there is much to be
said for following the Task Forces on Psoriasis and Photo-
biology of the American Academy of Dermatology" in recom-
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mending great caution in what is still an experimental treatment
and for keeping careful records and measurements of what is
being done. Nevertheless, when psoriasis is of such severity
that potentially toxic drugs like methotrexate are under con-
sideration, PUVA is probablv the treatment of choice where it is
available.
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Children who cannot read
Older children who cannot read are a sad group. They will have
had many years of frustrating failure and will, all too often, be
shorn of self-confidence and hope. Their prospects might have
been better if they could have been identified and helped earlier
-but identification is usually easier than help.

In finding poor readers it is useful to know which children
are most at risk. Low intelligence (IQ) is an important associa-
tion.' Children with brain damage and cerebral palsy are also
at risk even when their IQ is normal. Temperament is also
important: quiet, persevering, reflective children find it easier
to read, and impulsive, hyperactive, distractable children have
difficulties.3
There are also family and social factors that provide pointers.

Low socioeconomic status and large families are associated with
low verbal IQ and reading retardation. This seems to be a result
of both hereditary factors and persisting environmental factors.
Rutter4 has emphasised the "social transmission" of poor
reading by parents who cannot read and may bring up a child
to despise books and conventional education. Such children are
deprived of both opportunity and motivation.

Folklore suggests that left-handedness and mixed laterality
are particularly associated with reading difficulty. Numerous
studies show that folklore is wrong. Certainly left-handed
children may need to be taught a slightly different method for
writinga which depends on a left-to-right movement across the
page, but they should not end up with reading problems. Nor
should those with mixed laterality. Jimmy Connors, whose
tennis racket is as effective in his left as in his right hand, need
not be expected to have difficulty reading or signing lucrative
contracts. Left-right confusion, however, is associated with
reading difficulty.6

Specific reading retardation is defined as a degree of retarda-
tion that cannot be explained by low intelligence and generally
retarded skills. While uncommon, it has generated a dispro-
portionate amount of publicity in recent years. To those with
no personal interest the controversy over the existence of
"dyslexia" seems at times to be a semantic argument; and,
indeed, dyslexia is an unsatisfactory term for specific reading
retardation. Early reports suggested a unitary definition for

dyslexia-one cause, one disorder, and even at times one
treatment. Specific reading retardation is a more general term,
admitting the possibility of many different causes, including
hereditary and environmental adversity. It does run in families,
and there seems to be a genetic basis; but those who inherit the
trend are particularly likely to express the behaviour-poor
reading-in an adverse environment (for example, a large
family or a poor school).7

There are many theories about the best education for children
with reading problems. Some of the objections to the crusade
for better provisions for "dyslexic" children come from people
who recognise the needs of all children with reading backward-
ness to receive help. (Some would go on to emphasise that
children with general reading retardation often respond better
to special teaching than those with specific reading retardation.)
There are enthusiastic advocates of specific teaching methods,
many of them dramatically different, but all methods have
enthusiastic advocates, who are likely to achieve their results by
their particular skills as remedial teachers. Regardless of the
exact method, they have the skill to motivate the child and to
organise his or her education in small stages which allow progress
to be appreciated and achievement to bring reward. Un-
fortunately there is a shortage of remedial teaching for poor
readers. It is this shortage which makes early identification of
children with reading problems less useful than it should be.

'Yule, W, et al, British Journal of Educational Psychology, 1974, 44, 1.
2 Rutter, M, Graham, P, and Yule, W, Neuropsychiatric Study in Childhood.

Clinics in Developmental Medicine nos 35/36. London, SIMP/Heine-
mann, 1970.

3De Hirsch, K, Janksky, J J, and Langford, W S, Predicting Reading
Failure. New York, Harper, 1966.

4Rutter, M, and Yule, W, in Child Psychiatry, Modern Approaches, eds
M Rutter and L Hersov. Oxford, Blackwell, 1977.

5Clark, M M, Teaching Left-handed Children. London, University of
London Press, 1959.

6 Rutter, M, Tizard, J, and Whitmore, K, eds, Education, Health and
Behaviour. London, Longman, 1970.

De Fries, J C, et al, British Journal of Psychiatry, 1978, 132, 361.

Fetal haemoglobin, sickling, and
thalassaemia: a therapeutic lead?
Sickle-cell anaemia is responsible for considerable mortality
and chronic ill health in Africa and is a major public health
problem wherever there is a large immigrant population of
African origin.' It results from a single amino-acid substitution
in the beta-chain of adult haemoglobin. In a way that is still
not completely understood this structural alteration causes
cross-linkage of the haemoglobin S (Hb S) molecules in the
deoxygenated state. This leads to the formation of filamentous
structures. The distortion of the red cell membrane by these
filaments causes sickling, reduced survival of the cells, and
recurrent blockage of the microcirculation; the result is infarction
of tissue.2
The clinical course of sickle-cell anaemia is remarkably

variable. In part this results from environmental and sociological
factors, but some of the heterogeneity is genetic. For example,
the unusual mildness of the disease in Saudi Arabia may be due
to the unusually high concentrations of fetal haemoglobin
(Hb F) in those affected,3 for erythrocytes containing relatively
large amounts of Hb F as well as Hb S survive longer in the
circulation and do not sickle as readily as cells containing mainly
Hb S.4-6 Further information about the natural history of
sickle-cell anaemia in Saudi Arabs has come from Perrine and
his colleagues,7 who studied 270 people with the disease from
the oasis villages in Quatif and Al Hasa. The condition was
remarkably mild. Serious complications occurred much less
often than in affected American or Jamaican blacks; leg ulcers
were not seen; death rate under the age of 15 was greatly
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