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DHSS in the witness box
One of the traditional strengths of a parliamentary democracy
is that government ministers can be called to account for their
actions. An illuminating example of such accountability is
found in the recent Third Report of the Commons Select
Committee on Social Services.' The committee's job is to
scrutinise the expenditure, administration, and policy of the
Department of Health and Social Security, and the first
two reports of the committee have dealt with the payment of
Social Security benefits2 and with perinatal and neonatal
mortality.3 The third report examined the implications of the
Government's spending plans for the health and personal
social services contained in the 1980 White Paper on Public
Expenditure.4
One important issue discussed by the committee was that

of cash limits, the system introduced in 1976 whereby spending
authorities are allocated sums of money-which they cannot
exceed-based on assumptions about the rate of price increases
during the year. The system is intended to increase the
control of the Treasury over public expenditure, but in
practice if an authority obeys the limits, and if actual price
increases then exceed the rate allowed for, it will be able to
provide fewer services than it had planned. The department
conceded that the application of cash limits to current spend-
ing in the NHS in 1979-80 had resulted in an unplanned
reduction of at least £160m worth of services. The com-
mittee was concerned that ministers could evade responsibility
for unpopular decisions by leaving the spending authorities
to decide for themselves how to cope with the effects of unex-
pected price increases, and recommended that in future
ministers must explicitly accept this responsibility themselves.
The committee was also concerned about the adequacy of

the price increase (140 ) that had been allowed in this year's
cash limits. Would further "unplanned" reductions in services
result ? In his evidence, Mr Patrick Jenkin at first assured the
committee that the allowance was realistic and took account of
known and expected increases in wages and salaries; but he
later appeared to confirm that a further cutback in services
could be avoided only by improving efficiency. The committee,
naturally enough, pressed him to say how he would recognise
efficiency in the NHS and how he thought it could be improved,
but its members were not impressed with his replies, and in
their report they "forcibly expressed disquiet that the de-
partment, while embracing the rhetoric of greater efficiency,
does not appear to be in a position to measure its actual
achievement." The point is a reasonable one to make, but the
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committee made no practical suggestions that might help the
DHSS to be more positive. Indeed, one member of the com-
mittee, Mr David Ennals, when he himself had been Secretary
of State for Social Services had had no obviously greater suc-
cess than Mr Jenkin.
At the heart of the Department of Health's failure to

respond convincingly to the committee's questions about
efficiency is the problem of strategic planning and control.
Efficiency is concerned less with the simple control of expen-
diture than with the attainment of health objectives as cheaply
as possible. Necessarily, therefore, arguments about efficiency
require clear statements of the objectives for health and
welfare and reliable estimates of the costs of different ways of
achieving them. When the committee questioned the health
ministers it asked repeatedly about their policy objectives,
about the expected impact of their policies on those objectives,
and about the cost effectiveness of different packages of care;
but repeatedly the ministers could not provide satisfactory
answers.
The relation between spending on the NHS and on the

personal social services is one of many pertinent examples
of this problem. The committee established that current
spending on the personal social services this year is planned to
be, in real terms, about §118m less than in 1979-80, quite
apart from any further cuts enforced by the cash limits. Mem-
bers wanted to know the effect which the department expected
this would have on the NHS, the ways in which the impact of
the cuts would be monitored, and the extent to which they
would disrupt an efficient balance of care between health
and social services for the elderly, the mentally disordered,
and the physically handicapped. The committee also wanted
to know what assumptions the department was making about
the impact of rising unemployment on the NHS and the social
services. On none of these points was the committee satisfied
with the department's answers. "We wish to record our dis-
appointment and dismay at the continuing failure of the
DHSS to adopt a coherent strategy across the administrative
boundaries of individual services and programmes. We do not
underestimate the difficulty of this task . . . [but] we recom-
mend that the DHSS should give high priority to developing
its capacity for devising coherent policy strategies for all the
areas for which the Secretary of State is responsible."
Though at times as obscure as the Public Expenditure White

Paper it is supposed to illuminate, the select committee's
report does two important things. Firstly, it provides a unique
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public record of the arguments and assumptions underlying
the Government's handling of social services expenditure.
Nowhere else are ministers and their senior civil servants
questioned so closely and so publicly about their activities
or their replies evaluated so critically. Secondly, the report
shows the urgent need, in evaluating health and social service
policies, of thinking simultaneously about costs and benefits.
Without a coherent set of objectives and the means to measure
the degree of their attainment questions about the effectiveness
and efficiency of services cannot be answered rigorously.
As the Committee put it, "Our underlying question is: What is
the NHS trying to do, and what is the relationship between
expenditure plans and the Government's policy objectives ?"
And while the committee was not particularly impressed with
the quality of the replies it received at the first time of asking
it clearly intends to pursue the matter. As it remarked, rather
tartly, "We look forward to obtaining a more enlightening
response from the department when next we inquire."
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Millions of mild
hypertensives
The Veterans Administration Co-operative Study Group trial
of the treatment of hypertension, reported in 1970,1 showed
that there was still insufficient evidence to justify starting
treatment for the many millions of mild hypertensives in the
general population. In that trial statistically significant benefits
of treatment were shown only in cases with diastolic pressures
between 105 and 114 mm Hg; there was only some suggestion
of benefits in the milder group. All concerned sat back to
wait for the results of further, more detailed and comprehen-
sive studies. One small trial of treatment of mild hypertensives
reported from the United States in 1978 showed very little
benefit,2 as did a small hospital-based study from England.3
This year, however, the results of two large-scale studies have
been published, one from America and one from Australia.
Their design and findings seem likely to provoke sustained
discussion.
The American Hypertension Detection and Follow-up

Programme is perhaps the more difficult to interpret,4 5

since it was more a trial of systematic versus unsystematic
medical care of blood pressure in the population than an
exercise in clinical pharmacology. Half the patients with
hypertension were referred to special clinics and received
"stepped care" of their blood pressure along with advice on
cigarette smoking, obesity, hypercholesterolaemia, and salt;
the control patients were simply referred back to their normal
medical services, and many received excellent treatment. The
"stepped-care" group of mild hypertensives fared better, with
fewer deaths, though no benefits were found in white women.
Only data on mortality are available as yet, and a different
picture may appear in the pattern of non-fatal complications.
Whatever the outcome, this study seems unlikely to influence

the treatment of mild hypertensives in Europe; its findings
are relevant primarily to the American system of medicine.
The Australian National Blood Pressure Study6 I reported

its preliminary results in 1979, and a more detailed description
of the trial and its conclusions are now available.7 This was a
more conventional clinical trial in which patients were ran-
domly allocated to active or placebo treatment groups but
otherwise received identical medical care. Statistically signifi-
cant benefits from treatment were found only in patients whose
diastolic pressures before treatment were 100 mm Hg or more.
Furthermore, this treatment prevented both heart attacks and
strokes. Until recently antihypertensive treatment had been
thought not to prevent coronary heart disease,8 9 but this
seems no longer true, as both the American and the Australian
trials-and a recent study from Sweden10-have shown that
heart attacks were prevented in the treated patients. This may
be because in milder hypertensives arterial damage is less than
in severe hypertensives so that early treatment may prevent
further deterioration. The previous failures to prevent coronary
disease may simply have been because treatment was started
too late-when hypertensive vascular damage was too far
advanced. This evidence suggests that the one million middle-
aged citizens of Britain with mild hypertension do require drug
treatment, since this will prevent both heart attacks and
strokes.
The mild hypertension story is, however, not over. There is

still uncertainty about the possible benefits of drug treatment
in the remaining three million middle-aged Britons with
diastolic pressures of 90 to 99 mm Hg. There is now only one
more major trial of the treatment of mild hypertension to
come; the British Medical Research Council trial" has the
sole responsibility for answering this crucial question. Just as
important is a second question: Are the benefits of treatment
likely to be offset by an increase in the anxiety, distress, and
side effects as well as cost of drug taking? Medicine which is
good for the patient may not always be good for the person.
Whatever the results of the Medical Research Council trial,

the logistic problems for doctors of dealing with millions of
mild hypertensives have to be faced. At least half of the hyper-
tensive citizens of Britain are undetected, and those who
are detected are mostly receiving inadequate treatment.12
Hypertension is the most common condition requiring treat-
ment, and positive steps have to be taken by the entire medical
and nursing professions to improve standards. This is primary
medical care at its most important: the main burden of
responsibility for mild hypertension rests firmly in general
practice. While some family doctors have grasped the nettle
and started systematic case detection and follow-up pro-
grammes,"3 14 most have not. Hospital-based doctors and
community physicians have the responsibility to do all they
can to help, but the prime responsibility is in general practice.
This is a very exciting time for general practitioners and none
can afford not to start the organisation of case detection and
treatment of their many patients with diastolic pressures of
100 mm Hg or more.
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