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"Much to praise, not a little to criticise. . .

"We can easily spend the whole of the gross national product."
The Royal Commission on the NHS1 2 had no difficulty in
believing this proposition on NHS financing put to it by one

medical witness. Yet Sir Alec Merrison and his colleagues
offer no profound ideas on what should be spent on the Health
Service or revolutionary proposals on how money could be
raised (p 284). What they do say typifies the pragmatic and
generally low key tenor of their whole report: "We naturally
accept that the resources the nation devotes directly to health
care must stand in competition with other claimants . . . parti-
cularly when those claimants may well contribute themselves
to the good health of the nation. Nor have we any evidence to
suggest that the NHS has fared badly in this competition.
But this does not mean that we are satisfied with the nation's
present level of expenditure." But they also warn that spending
more on the NHS will not make us proportionately healthier,
and that, whatever the expenditure on health care, demand is
likely to rise to meet and exceed it. Later they declare it is for
the Government to decide how the Service should be funded,
though arguing, not very convincingly, in favour of "a gradual
but complete extinction of charges."

These conventional conclusions on finance have pleaesd
some people, but they have disappointed others, including the
BMA, for lack of finance was the genesis of the Royal Com-
mission. The BMA campaigned for two years for an inquiry
into financing (see Briefing p 288), stating in its evidence that
the money allocated had been quite inadequate to meet the
demands made upon it by the public. The TUC also called
for an increased proportion of the national income to be de-
voted to the NHS.
Another major conclusion likely to be rejected by doctors

and other health workers is the commission's self-satisfied and
largely unsupported assessment of morale in the NHS. In an

article last week comparing hospitals in Britain with those in
France-where the buildings are clean, the staff friendly and
efficient, and the hospitals function well-Professor Roy Calne
(who is not noted for extravagant language) reiterated the steady
deterioration in morale and standards of service.3 It seems
unlikely that the commission would have reported as it did if it
had not started with a major handicap: the absence of a doctor
with day-to-day experience of hospital medicine or surgery.
Hence the report is weak on the difficulties of the acute ser-

vices in district hospitals, and it has accepted uncritically the
DHSS gospel on priorities.4 The caring aspects of the NHS
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need improvement, but among realistic measures of a country's
medical services not mentioned in the report are the handling
of patients with end-stage renal failure and crippling arthritis
or angina. When high technology provides answers (p 229)
the NHS must either make them readily available or justify a
rationing system. The Merrison report has nothing to say on
this point.
When the profession has spent many years trying to work out

a rational policy it may seem unfair to criticise the commission
for its handling of the manpower question. But royal commis-
sions must be judged by the highest standards and on medical
manpower they have faltered: for instance, they relegate their
ideas on a career structure to an appendix where they casually
resurrect the potentially explosive subconsultant grade. This
is but one of several proposals affecting doctors that will be
unacceptable to the BMA. Because of fears for their indepen-
dence, GPs in England and Wales will oppose absorbing the
family practitioner committees into health authorities, however
much this might cut the number of administrators. It is dis-
appointing that the commission seemed to think that GPs'
defence of their contractual relationship with the NHS had as
much to do with schedule D taxation as with professional
independence. Another unhighlighted comment in the text
which does not appear in the recommendations supports the
Ombudsman's advance into clinical territory and will be firmly
resisted by all doctors. The commission's hostility to the "new
style" of contracts (whether for hospital doctor or general
practitioner) suggests that they have completely misunderstood
why the profession has moved in this direction-namely, to
prevent a monopoly employer from continuing to exploit
the open-ended contract.

So is the report to be discarded as just another in the long line
from official inquiries that produced politically inopportune
conclusions ? The answer is emphatically no. There are several
important recommendations which doctors can wholeheartedly
support and, commendably, the commission fulfils its aim "to
relate our discussions . . . to the patient, his family, and those
serving them." The document is a mine of helpful information
and they have been successful in putting some of the NHS's
problems firmly in perspective and killing off some persistent
myths. Indeed, so well phrased and logically presented is the
report that the reader is in danger at times of mistaking elegant
prose for rigorous argument.
The sympathetic chapter on nurses, whose difficulties over
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manpower, morale, and responsibilities are if anything worse
than those of the doctors, is informative and merits careful
reading. But arguably the outstanding part of the report is on
preventive medicine. Advocates of a more determined approach
to this activity, especially health education, will be heartened
by the commission's firm recommendations. Coming on top of
the BMA's recent assault on smoking, drinking, and driving
habits,5 the report leaves the Government with no excuse for
shirking action that could save much ill health, social disrup-
tion, and money. The excellent chapter on dentistry is per-
meated with the message of prevention: the Government is
urged to introduce legislation on fluoridation, a proposal that
will provoke the clamantly ignorant antifluoridation lobby.
So this would be an ideal opportunity for the professions to
join with community health councils in converting the public
to this valuable health measure. In any case, the commission
wants CHCs strengthened, but this is acceptable only if they
are made more representative ofthe community-an important
reform the report overlooks. How many councils are either
apathetic or mouthpieces for local pressure groups ? Properly
constituted, they could be used positively-for example, when
industrial action occurs or is threatened, by giving the public
locally a genuine focus for its opinions and by helping to foster
voluntary support.
On industrial relations the report offers no panaceas and

makes two important, if unoriginal, proposals: urgent training
for managers and staff representatives and a call to the TUC
to initiate talks on ways of dealing with national disputes. So
long as the medical profession can take part doctors are un-
likely to take exception to these suggestions. Private practice
in the NHS has unjustifiably caused disruption and the report
rightly describes the private sector as "too small to make a
significant impact on the NHS, except locally or temporarily."
Is it too much to hope that the brief chapter on this subject
will relegate private medicine to its rightful place near the
bottom of the NHS problem list? The royal commission is in
tune with the profession when it invites the professional bodies
to plan a programme for the introduction of "audit or peer
review of standards of care and treatment," but doctors will be
less enthusiastic about the suggestion that this should be
monitored by the DHSS. Even so, this will give a boost to the
BMA's recent decision to press ahead with audit.5
The royal commission follows fashion in recommending

slimming the administration at the sharp end of the NHS,
though it avoids any excesses of management-bashing. One of
its few radical proposals is that regional health authorities
should be given formal responsibility for delivery of the health
services and be answerable to Parliament, where a select
committee on the NHS is recommended. Sir Alec admitted
at his press conference that this idea ofmini-health corporations
presented serious constitutional problems, but clearly the
royal commission wants to remove the stifling presence of the
DHSS as much as possible. Such a reform could give a dramatic
psychological as well as practical boost to the NHS. Whether it
comes about-or indeed which if any of the 117 recommenda-
tions are translated into actions-depends ultimately on the
Government. And what Mr Patrick Jenkin decides to do will
to an extent be influenced by the reactions ofNHS staff.
The Government has promised to announce its intentions in

the autumn (p 280), so that the next six months will be a time of
discussion and consultation, with the BMA's special working
party set to meet on 1 August. The royal commission's con-
clusions cannot be unanimously endorsed by the profession: no
doctor expected that they would be. But Sir Alec and his fellow
commissioners have performed their task well enough for their

report to deserve thoughtful discussion. As he says in his intro-
duction to the "short" report, "We have found much to praise,
not a little to criticise, and much to recommend . . ." These
words should guide both the critics and admirers of the royal
commission's report during the discussions which will shape
the NHS for years to come.
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Dangerous antihypertensive
treatment
Most often clinicians commit the sin of omission when
managing hypertension by giving too little of the drug to too
few patients.' When, however, the fault lies in overzealous
treatment there may be unwanted effects and occasionally
tragic consequences.

Firstly, severe symptoms may be induced when elderly
patients are treated for mild hypertension.2-4 The second type
of hazardous antihypertensive treatment has received less
attention. In very severe or malignant phase hypertensives
reducing the blood pressure is of proved value; conventionally
parenteral drugs are used, often injected rapidly.5 6 In 1975
Graham7 reported two cases of ischaemic brain damage after
rapid reduction of blood pressure in malignant hypertensives.
At p 245 we report two further cases, and a further 10 examples
of severe and frequently fatal side effects have been reported
elsewhere.8

In normal people the cerebral blood flow remains remarkably
constant despite major variations in arterial blood pressure
throughout normal daily life. In hypertensive patients the
cerebral blood flow is unchanged even though blood pressure
is higher. In both hypertensives and normotensives, therefore,
cerebral autoregulation occurs.9 10 Nevertheless there is a
critical blood pressure level below which cerebral blood flow
does fall, and this occurs when mean arterial pressure is
reduced by about 25%. With a further fall to about 45% of
the baseline level symptoms of cerebral hypoperfusion
develop,910 so that if a severe hypertensive with a blood
pressure of 220/150 mm Hg has his pressure reduced rapidly
to, say, 140/100 cerebral blood flow will be affected-while a
further reduction to 100/70 will lead to clinical cerebral
ischaemia. In hypertensive patients whose blood pressure is
under smooth steady control the threshold of cerebral auto-
regulation is reduced to levels similar to those seen in normo-
tensives, and the pressures at which cerebral ischaemia occur
are correspondingly lower.
The patients described by Cove and colleagues were young

women with malignant hypertension who were rendered
permanently blind when their blood pressures were reduced
to levels where cerebral blood flow and ischaemic symptoms
would be expected. Ledingham and Rajagopalan8 have recently
described 10 patients with malignant hypertension, all of
whom had received intravenous injections of diazoxide. In
nearly all of them the pressures fell to levels where cerebral
perfusion would be reduced and in many to levels where
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