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hepatitis in whom until recently no cause could be identified.
There is no evidence implicating the hepatitis A virus, but
recent studies have pointed to the non-A, non-B virus.23 24
Hepatitis due to this virus occurs sporadically and nowadays
accounts for most cases of post-transfusion hepatitis. Typically
the disease is mild or asymptomatic and as most patients do
not become jaundiced the condition must often pass un-
detected. Long-term follow-up shows, however, that between
25% and 50%0 of patients still have abnormal results in liver
function tests after one year, and liver biopsies in many of
these patients show chronic active hepatitis, some with
cirrhosis.24 25 Tests for autoantibodies are negative. The
biochemical abnormalities tend to resolve with time without
treatment, but whether or not permanent or progressive liver
damage occurs is still uncertain: follow-up studies with liver
biopsies are awaited. No trials of treatment have yet been
completed, so the place of corticosteroids in management is
also unknown. Sensitive tests for non-A, non-B hepatitis virus
and antibodies are being developed. These should both help
prevent post-transfusion hepatitis and define the extent to
which this virus is responsible for chronic active hepatitis and
cirrhosis.
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Down to earth at Newcastle
The 1980 Annual Representative Meeting at Newcastle was
a convincing demonstration, if one was needed, that the BMA
is not just an instrument to improve doctor's pay. From the
Chairman of Council's opening speech on the first morning'
through the ARM's debates (p 323) to the President's inaugural
address on the final evening2 the profession showed itself as
concerned about the health of people and of the NHS as
about its own affairs. The ARM wanted new money for the
Health Service; more efficient use of NHS resources; more
effective preventive measures against the modern epidemics
of smoking, drinking, and motor accidents; and improved
health education.- These interlocking down-to-earth aims
form a package that any reasonable Government should be
willing to discuss, not just as a gesture to an influential
professional organisation but because the potential benefits to
ordinary people are considerable.

Successive Governments have readily given lip service to
the ideals of the NHS while running it on a lamentably
ad-hoc basis. Unless a coherent policy to revive the Health
Service's standards and morale is led with conviction by the
DHSS the commitment and loyalty of staff and the confidence
of patients will have passed the point of no return. The
forthcoming NHS reorganisation may do something to
improve administration and restore some local pride but
unless it is coupled with determined and realistic efforts to
prevent avoidable illness and accidents, to attack waste in the
Service, and to seek additional sources of money the 1980
administrative reforms could become as discredited as those
of 1974.
What can the profession do to help? The ARM pointed to

several practical possibilities. Firstly, the BMA is to prepare
its own recommendations on funding to present to the
Government and these will, no doubt, also include advice on
how to save money. While the ARM rejected "imposed"
medical audit (p 325), the constructive tone of an excellent
debate showed that the profession is well aware ofthe potential
benefit to efficient health care of professionally initiated audit.
Secondly, in calling for better health education and higher
taxes on alcohol and tobacco, with restriction on their
advertising and use, the profession is offering practical and
long overdue policies to the Government. Thirdly, while not
agreeing with all of them, the meeting welcomed the general
tenor of the Government's reorganisation proposals,3 urging
it to simplify the structure and reduce the size of the admini-
stration.
The NHS cannot operate satisfactorily without the right

number of properly trained, sensibly distributed doctors.
This year there have been optimistic signs that the profession
may soon resolve its internal differences on manpower and
agree some workable policies that will provide a satisfactory
service to NHS patients, while fulfilling the training needs
and career aspirations of all doctors. The Representative
Body's cautious acceptance of the Flowers Report4 may upset
many London-based hospital doctors. The decision, however,
was probably more an acknowledgment that the medical
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services and the teaching arrangements in the metropolis need
reforming than an acceptance that the controversial report
had proffered exactly the right answer. The demand to keep
consultants' contracts at regional level in the reorganised NHS
has been motivated not by Luddism but by a conviction that
one of the greatest benefits of the NHS-a countrywide
distribution of good quality specialist services-could be
jeopardised if they are not.

Medical manpower cannot be considered in isolation and
the most effective use of expensively trained doctors depends
to an extent on the skills, availability, and co-operation of
other health professions in the NHS. The ARM asked for a
review of nursing administration, with more emphasis on the
value of clinical nurses such as the ward sister and district
nurse. It was clearly unhappy about relations with the social
services and wants them to come under the aegis of the DHSS.
And in a move that could have far reaching and constructive
implications for the NHS, representatives invited the Council
to examine the formation of an association of health care
professions. Interprofessional relations in the NHS have not
been good during the past year or two, to the detriment of
patient care, so this proposal should not be relegated to a
committee-backwater.

Despite the vicissitudes of the NHS the public's confidence
in doctors has remained high. This confidence should have
been reinforced by the ARM's strong defence of medical
confidentiality and of its concern about commercially advertised
medical services, which could undermine Britain's tradition
of personal doctoring, while not necessarily fulfilling patients'
expectations. On the other hand, the profession's opposition
to community health councils and to any intrusion by the
Ombudsman into clinical matters may strike members of the
public as straight medical protectionism. But the profession
is divided on CHCs-as the vote at Newcastle showed-and
opinions are largely dependent on doctors' local experience
of their workings. Clearly some CHCs have co-operated
usefully with the profession, thwarting some of the sillier
economy proposals from health authorities; others, however,
have adopted a combative posture towards doctors which has
inevitably soured relations.

Such behaviour or any attempt to introduce retrospective
lay assessment of clinical decisions is, as several speakers
warned, bound to push doctors into practising defensive
medicine, which will not improve patients' treatment and will
certainly mean higher costs. Even so, doctors will need to
persuade the public that their opposition to CHCs and to
any wider responsibilities for the Ombudsman is rooted in
their concern for patients, for the profession's most potent
ally in the fight for better health facilities is public opinion.
That is a campaign which the BMA's experienced Press
Information Department will, no doubt, orchestrate with
skill, along with a. presentation of the ARM's other policy
decisions on improving the NHS.

Finally, what of the BMA itself ? Despite what critics inside
the profession may say, the Association is in good shape,
with its reorganised headquarters, growing regional structure,
rising home membership, and, considering the economic
recession, remarkably sound finances. After several years of
major constitutional reforms and refinements it has found
the right formula-with the five craft conferences and the
Representative Body-to enable doctors to give their opinions,

debate policy options, and emerge with a coherent medico-
political strategy. The Newcastle meeting was well run and
the quality of debate commendably high, with representatives
showing a respect for the chair and for the rules of debate
that was an example to Westminster. Paradoxically, however,
the Association's heroic efforts to be as democratic as possible
can endanger democracy. The 600 or so motions and amend-
ments on the agenda are a healthy sign that medicopoliticians
are still active in divisions and local craft committees; but
many useful motions get arbitrarily left by the wayside, while
other less substantial items are discussed, so perhaps an
even more positive selection procedure than the present one
with its priority and composite motions is desirable.

It is clearly impossible to cover such a large agenda in
26 hours of debating time, which some representatives think
is too long anyway, and one consequence is that valuable
time is spent on the "process" of debate to the detriment of
the policy "outcome." To achieve a more manageable agenda
the Organisation Committee might consider stronger selection
powers for the agenda committee, a ballot for "other motions,"
and, perhaps, a limit on the number of motions from each
local electoral unit. A reasonable objective might be to have
two major debates on priority motions, each session on four
half days, leaving, say, two sessions specifically for balloted
"other motions" on subjects initiated by divisions and local
craft bodies.
That said, let no one think that the Newcastle ARM was

just a talking shop. Several good debates, many sensible
decisions, and the absence of noisy controversy contributed
to a constructive occasion that should benefit the patients,
the NHS, and the BMA.
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Correction

Emphysema: beginning of an understanding

We very much regret that the references to the leading article on
"Emphysema: beginning of an understanding" (5 April, p 961) were
wrongly numbered. These should read:

Mitchell RS, Stanford RE, Johnson JM, Silvers GW, Dart G, George
MS. The morphologic features of the bronchi, bronchioles, and alveoLi
in chronic airway obstruction: a clinicopathologic study. Am Rev
Respir Dis 1976;114:137-45.

2 Thurlbeck WM. Chronic obstructive lung disease: correlation of structure
and function. In: Lane DJ, ed. Respiratory disease. London: Heinemann,
1976:270-85.
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human alveolar macrophages: comparison between smokers and non-
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7 Blue M-L, Janoff A. Possible mechanisms of emphysema in cigarette
smokers. Release of elastase from human polymorphonuclear leukocytes
by cigarette smoke condensate in vitro. Am Rev Respir Dis 1978;117:
317-25.
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