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useful information, or would it be better to arrange for it to
be carried out at a specialised centre so as to optimise the
diagnostic yield ? Each x-ray exposure may constitute a very
small risk, but many small risks constitute a real danger.

Clinicians are consumers of resources, but frequently they
seem to be little aware of the financial consequences of their
actions. Even more important, they should be aware of the
risks to which they expose their patients in mental and
physical terms, in every sense. Patients have a right to be
concerned about the risks to which they may be subjected,
and doctors have a duty to have sufficient knowledge both to
keep those risks to a minimum and to explain them to the
patient. In x-ray examinations of children the principle of
Primum non nocere must be paramount.

SI conversion: 1 rad (old unit) 10 2 gray (SI unit)
1 rem 10 2 sievert
I millirem 10 tzSv

Strategic policy monitoring
at DHSS
Last year the Commons Select Committee on Social Services
turned its attention to the Government's spending plans for
the health and personal social services. It produced a report'
that was sharply critical of the Department of Health and
Social Security's ability to formulate and evaluate strategic
policies across the range of services for which it has responsi-
bility. In a spirited reply2 the DHSS pointed out that the
committee had failed to ask for information about its machinery
for strategic policy making and that had it done so it would
have learnt of the existence of several policy-orientated groups
and committees within the DHSS and would have been told
about the central features of the department's strategic plans.
Now the select committee has returned to the fray, albeit in

less strident tones, in a new report3 on public expenditure in
the social services. The committee acknowledged the changes
that have been made in the department's planning machinery
since its previous report, and it particularly welcomed the
setting up of the new Policy Strategy Unit. Even so, the
committee argued that any improvements in the machinery
for strategic policy making will not necessarily produce more
coherent or consistent policies unless those who operate the
machinery are more specific about their objectives and more
rigorous in monitoring the impact of new policies.
An illustration of the committee's argument is found in its

discussion of the effects of changes in the level of spending on
particular services, programmes, and client groups. An increase
in expenditure might lead to an improvement in the quality
of a service, but it might equally result in an expansion in the
volume of the service, an extension in its coverage, or an
increase in its cost. The committee argued that these effects
were very different in their social impact and that policy
makers should therefore be clear about their aims when
deciding to increase expenditure and should subsequently
be able to assess the extent to which those aims had been
fulfilled. Accordingly, the committee recommended that every
effort should be made to find new ways of measuring the
quality of care, the savings arising from improvements in
efficiency, and the effectiveness of programmes in meeting
established policy goals.

Understandably, however, the select committee's enthusiasm
for what it called "strategic consistency and coherence" is not

shared unreservedly by the DHSS. In its earlier rejoinder to
the committee,3 the department pointed out that it is often
unrealistic and impracticable to specify policy objectives or
to measure their impact with the precision demanded by the
committee. Decisions which have to be taken on the basis
of less-than-perfect information may easily be criticised later
with the benefit of hindsight. Yet the department also seems
deliberately to be taking steps that will impair its ability to
behave in ways expected by the committee. The DHSS's
failure to specify priorities in resource terms in its recent
handbook on policies,4 its determination to shift some of the
emphasis in making policy away from the centre towards the
regions and districts, and its proposals5 to curtail the available
statistical information about health and health services will
make it more difficult for the department to be accountable
for its policies in the way that the committee would wish.

In this sense, the continuing dialogue between the Select
Committee on Social Services and the DHSS provides a
fascinating illustration of the tension between those who favour
a comprehensive rational approach to making policy and those
who favour a judicious blend of rationality and pragmatism.
The new report from the committee resolves nothing but it
plays a sharp volley back to the Secretary of State's court by
asking him to identify precisely the guidelines by which the
committee and others can monitor the progress being made
towards the Government's policy objectives. Doctors will
await with interest his return stroke.
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Alpha1-antitrypsin deficiency
and liver disease
Alpha,-antitrypsin, a glycoprotein with a molecular weight
of 54 000 which is synthesised and catabolised in the liver,
is a major serum protease inhibitor but its physiological
function is still unknown.
The genetics of alpha,-antitrypsin deficiency are well

worked out, with at least 26 alleles identifiable by starch-gel
electrophoresis or by isoelectric focusing. The protease
inhibitor (Pi) alleles are labelled alphabetically, with the
electrophoretically slowest being designated Z, the medium M,
and the fastest F. The most common allele is PiM, its fre-
quency being at least 0.87.1 Deficiency of alpha1-antitrypsin
is usually associated with the phenotype PiZZ and sometimes
PiSZ. Patients have been described in whom alpha1-anti-
trypsin is virtually undetectable and no electrophoretic pattern
is available; the allele in this case is called Pinull.2
The inheritance of the alleles follows an autosomal co-

dominant pattern. Histological examination of the liver of
individuals who are homozygous or heterozygous for the
phenotype PiZ shows that the hepatocytes contain character-
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