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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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symptoms of cerebral ischaemia developed, leaving permanent
neurological deficit.

Intravenous injections of diazoxide may cause an apparently
gratifying reduction in blood pressure in very severe hyper-
tensives. Clearly, however, rapid intravenous injections6 are
dangerous.'1 Our previously accepted views on emergency
blood pressure reduction need to be amended. Diazoxide
causes other serious side effects, including angina, myocardial
infarction, and diabetes mellitus,12-15 especially when given
to patients already receiving other antihypertensive drugs.
The recent introduction of intravenous preparations of
labetolol which can be given in graded mini-bolus doses or by
controlled intravenous infusion may overcome some of these
problems,'6 but in many instances oral preparations can
probably be given with equal effectl7 and with less hazard to
very severe hypertensives. Nevertheless, the first case reported
by Cove et al is particularly alarming: the patient became
blind after her blood pressure had been reduced from 290/175
to 120/80 over 36 hours after receiving drugs only by mouth.
Even more gradual reduction may therefore be preferable,
and diastolic pressures should not be lowered below 110 mm
Hg. Injected antihypertensive drugs should be used only in
severe hypertensive left ventricular failure or in frank
encephalopathy with fluctuating neurological signs. We should
no longer regard severe or malignant hypertension by itself
as an indication for parenteral treatment.
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Chronic ambulatory
peritoneal dialysis
In the last ten years the position of the United Kingdom has
fallen in the "league table" of countries in the proportion of
patients with chronic renal failure who are accepted for
treatment. In 1977 Britain accepted only 16 patients per
million of the population for treatment, though we know that
the true incidence of patients suitable for this is nearer 40 per
million, and, by comparison, acceptance rates per million for
the United States and Japan are over 50, France 33, Germany
30, Italy 26, and Spain 22.1 The main methods of treatment in
Britain are home haemodialysis or transplantation or both, and
hence the tendency to exclude patients who cannot have either
of those forms for technical reasons, such as difficult vascular
access; social reasons, such as lack of a spouse or helper; or
medical reasons, such as vascular disease or diabetes mellitus.
Patients with diabetes are often denied treatment because of

the poor prognosis with the progression of the diabetic
complications.
One possible method of increasing acceptance rates is to

use peritoneal dialysis more often. Intermittent peritoneal
dialysis has been practised for a number of years, either as a
holding procedure until space becomes available on a haemo-
dialysis programme, or as a definitive form of treatment.
Initially it entailed repeated peritoneal punctures, but more
recently these have become unnecessary because it has used
the Tenckhoff catheter, a soft silastic catheter which is left
permanently in the peritoneal cavity.2 Of over 73 000 patients
in Europe who are being treated for chronic renal failure,
roughly 2%, are being treated with peritoneal dialysis as the
definitive form of treatment. The patients' average age is 53-5
for peritoneal dialysis in hospital and 55-4 for that at home.
(This compares with the average of 41-45 for patients treated
with haemodialysis and of 28-36 for recipients of renal
transplants, depending on whether these are from living
related or cadaver donors.)
Roughly 140/ of patients treated by the peritoneal route are

receiving "chronic ambulatory peritoneal dialysis"-a tech-
nique, first described by Popovitch and his colleagues in 1976,3
which received considerable interest at the recent sixteenth
congress of the European Dialysis and Transplant Association
held in Amsterdam. In this method a Tenckhoff silastic
catheter is used, with exchanges oftwo litres of dialysate, while
the dwell time of the solution is increased to four hours by day
and eight hours overnight. Most units use four or five
exchanges per 24 hours and carry out the treatment seven days
a week. While the dialysate is in the peritoneal cavity the
plastic giving set and bags are folded into a small container,
which is held around the patient's waist. At regular intervals
the fluid is drained out into the same plastic bags and the
cycle is repeated. The patients receive a free protein diet,
while fluid overload and hypertension can be controlled by
using hypertonic (4.5°' ) dextrose solution. They need only a
short training time (10 to 14 days) and the control of uraemia
appears adequate, although it is not as good as the biochemical
results obtained with "standard" haemodialysis practice. The
blood urea and serum creatinine concentrations remain stable
(blood urea 25-30 mmol/l and serum creatinine 800-1000
Fmol/l), and the serum phosphate concentrations fall; hence
the dose of phosphate binders normally given may need to be
reduced. Despite protein losses from the peritoneum of up to
12 g/24 hours when five exchanges are used per day, the
concentrations of serum total protein and albumin remain
stable and that of haemoglobin settles out at about 8 g/dl.
One adverse effect of this method of treatment is the

increase in serum lipid concentrations, which occurs over
several months. One report at the congress, for example,
dealt with two patients who had had increases in the serum
triglyceride concentration of over 1000 mg/100 ml, possibly
related to the absorption of glucose from the peritoneal fluid
(five exchanges of 4*50, dextrose solution provide the patient
with an additional 832 calories). Several diabetic patients with
uraemia have been treated with chronic ambulatory peritoneal
dialysis and there is apparently better control of the blood
sugar concentrations when insulin is administered intra-
peritoneally. Nevertheless, considerably higher doses of
insulin are required when using this routine of administration,
though the blood sugar remains within physiological concen-
trations and the high postprandial peaks are avoided.
The main complication of chronic ambulatory peritoneal

dialysis is, of course, peritonitis. Reports at the congress
showed that its incidence varies, ranging from one episode per
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