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Anniversary ARM

Would Sir Charles Hastings have been proud of his vigorous
offspring that celebrated its 150th annual meeting from 5 to 8
July in London? He would certainly have overheard his name
spoken with respect during the medicopolitical, scientific, and
social exchanges that made up the 1982 Annual Representative
Meeting (p 308). He would undoubtedly have been pleasantly
surprised at the wide range of subjects-especially those on
science and public health-debated by representatives, have
welcomed the well-ordered and democratic way in which the
debates were conducted, and admired the determination of so
many doctors from so many places in Britain and overseas to
get to the meeting despite the train strike. The BMA's founder
would also have been proud that his association had a prince
at its head for the second time, and he would surely have
applauded HRH the Prince of Wales's succinct and sensitive
presidential address, in which he reminded the audience of
2000 at the Royal Festival Hall on 7 July about the
health needs of minority groups and of the disabled (17
July, p 185).
The Representative Body is the BMA's supreme policy-

making body-the doctors' parliament as it is often described.
But its members, elected from all crafts and all parts of the
country, face a Herculean task in trying to distil policies from
the 600 or so items on the annual agenda, with subjects that this
year ranged from the crucial one of medical manpower to a
demand to increase the death grant "from £30 to a more
realistic level." Many motions are never debated; the ARM's
efforts to debate its agenda in a constructive way have, however,
become much more effective in recent years, and its work has
been helped by the development of annual conferences for all
the crafts, where many "nuts and bolts" motions relating
specifically to a particular craft are dealt with.

This year the Representative Body's new chairman, Dr J H
Marks, and his deputy, Mr James Kyle, kept a tight but
humorous rein on the proceedings and led the 450 or so repre-
sentatives through the most important sections of the agenda.
Even so, the delicate balance between the freedom to debate
a subject adequately and the need to deal with a long list of
essential policy items was not easy to maintain. Furthermore,
the strengthening of the profession's craft structure has
increased the scope for sectional interests within the profession
to develop their own distinctive policies, and this has made the
Representative Body's function as a policy-deciding forum for
the whole profession both more important and more difficult,
adding to the chairman's burden.

Events during the session and decisions at craft conferences
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meant that three subjects-pay, the future of community
health doctors, and this year's prime subject of manpower-
would attract particular interest at the ARM. This was not only
because of their intrinsic importance but because of well-
publicised differences of opinion on them within the profession,
differences that the Representative Body would have to try to
resolve. The future of the Review Body was one, and here the
representatives soundly defeated a motion of no confidence in
the present Review Body from the juniors, who have for long
been unhappy with the system.' The debates in this section
were short because, apart from the juniors, representatives saw
the present pay review machinery as the least unsatisfactory of
the possible methods for deciding NHS doctors' remuneration.
They also decided, however, that they did not wish their
leaders to go naked to the negotiating tables by rejecting a
proposal for a "no strike" pact with the Government, much as
speakers abhorred the idea of doctors taking industrial action.
Whether Sir Charles Hastings would have understood that
decision is debatable, but he was no stranger to disputes on pay
because the Association's early years were spent in a long
struggle to improve the standards of and rewards for doctors
working in the poor-law system.
The long struggle of community health doctors for a con-

tinued place in the professional sun would undoubtedly have
attracted Hastings's attention, for "public health" was of
particular concern to the developing BMA. These doctors have
faced uncertainty since 1974, when their responsibilities were
transferred from pre-existing public health departments to the
reorganised NHS. Their representatives at this year's ARM
were disappointed at failing to get unconditional support for
the report of the training and career responsibilities of this
group of doctors.2 Their cause foundered in the world of
"real (medico) politik" because the work they do overlaps
both consultant and general practice and the report's authors-
all community health doctors-had not taken sufficient account
of this. They should not, however, be too despondent: the
BMA is sympathetic to minority interests, medicopolitics is
part ofthe art ofthe possible with progress often slow (Hastings
had many setbacks on the road to the first Medical Act), and
with more thorough lobbying of their case within the other
crafts they should eventually be able to achieve a reasonable
outcome.
Reform of the profession's training and standards was one

key objective of Sir Charles Hastings and his colleagues. Paul
Vaughan in Doctors' Commons-a short history of the BMA-
reported that the 1841 Census gave "33 339 as practitioners in
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all branches of medicine; but the medical directories of 1853
show that only 11 808 'doctors' were qualified.... For a man
to become a doctor, by formal means or otherwise, was
furthermore no guarantee of security let alone success."3 The
BMA finally set the profession's house in order with the
Medical Act in 1858,4 but since then the success of medicine
in attracting and training high-quality candidates has un-
fortunately left the profession in 1982 with well-qualified
doctors who have "no guarantee of security let alone success."
At least, that is the broadly held view of the BMA's younger
members and they have been singularly successful in persuad-
ing Parliament5 and the Government6 that this is so. Parlia-
ment's Short Report has become the junior doctors' manpower
guidebook, and their articulate representatives were naturally
disappointed that they failed to persuade the ARM to welcome
the report. Instead, the meeting endorsed the BMA Council's
comments on it7 and referred to the Council its recommenda-
tions to consultants that the Bolt proposals8 (now out to ballot
among certain consultants (p 311)) "were a suitable method of
correcting the career imbalance in the hospital staffing
structure."
With 17 priority motions and amendments on manpower,

most views on most aspects of the subject must have been
heard, but to judge from the final decisions (17 July, pp 232,
233) and public utterances (p 313) the necessary compromise
between juniors and seniors on the critical question of con-
sultant expansion and junior staff contraction may be closer.
Juniors and seniors would certainly agree on one ARM
conclusion-that patients will benefit from consultant expan-
sion only if it is properly funded. That echoed a section of the
Chairman of Council's thoughtful opening address, where he
warned the Government and public that "the allocation [of
money] for health is clearly inadequate either to provide the
kind of service to patients which we all believe to be necessary,
or to reward its workers fairly." Resources-now further
endangered by the continuing pay dispute in the NHS (p 304)
-will certainly have to be discussed with the Government,
which naively hopes that the manpower problems can be
resolved by using money saved on cutting training posts to pay
for the increased number of consultants it wants.

Doctors themselves must find an agreed solution on man-
power and, as the Chairman of Council forecast, the Repre-
sentative Body's decision to strengthen the central and regional
manpower committees should make the search easier. If
juniors can contain their enthusiasm for the Short Report; if
consultants are able to accept that some change in their working
patterns is inevitable; if GPs can achieve a reduction in practice
list sizes and so benefit patients and absorb extra doctors; if
the place of overseas and women doctors in the NHS can be
frankly faced; if community physicians can act as catalysts for
change in the health authorities; and if the BMA can persuade
the Government not to embark on a half-baked manpower
programme and to provide more resources for a policy agreed
by the profession the NHS might see some constructive pro-
gress on manpower. The public release of frustrated feelings at
the ARM could well contribute to more relaxed intercraft
relations in the BMA's committee rooms and corridors so that
when the consultants' ballot is complete a workable compro-
mise may be fashioned. All this will call for considerable
powers of leadership in all parts of the profession-the sort of
charismatic and perceptive leadership that Hastings showed in
the nineteenth century when raising doctors to a position of
respect in the community and founding an Association that
150 years later is a flourishing, influential, and highly respected
organisation.
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Problems with
anticoagulants
Oral anticoagulants are vitamin K antagonists which inhibit
the formation of the normal amino-acid Y-carboxyglutamic
acid, found at several sites towards the N-terminal end of
coagulation factors II, VII, IX, and X and protein C.1 2 These
unique amino-acids are essential for the interaction of the
coagulation proteins with calcium ions and the lipid on the
surface of activated platelets and the revealed lipid of other
damaged cells, white cells, red cells, and endothelial cells.
When the formation of the unique amino-acids is inhibited
these surface interactions are reduced, the efficiency of the
coagulation cascade is impaired, and an "anticoagulant" effect
achieved.

Poller3 has produced a timely review of the use of oral anti-
coagulants in the prevention and treatment of thrombosis and
has emphasised the importance of adequate laboratory control
of their anticoagulant effect. The total number of patients
receiving oral anticoagulants either short term or long term in
Britain is unknown, but by extrapolating from personal
knowledge of the activity in laboratories in major centres
50 000 may be a conservative estimate. So the total effort is very
large, as are the risks of making mistakes. Careless prescribing,
poor laboratory control, and incorrect dosage or wrong
information transmitted by telephone can lead to imperfect
control, with the risks of rethrombosis at one end of the scale
and blood loss at the other.
A further important source of error is drug interaction, and

in this issue of the BMJ the Haematology Committee of the
Royal College of Pathologists has published a warning of those
drugs or physical states which may potentiate or inhibit the
effect of oral anticoagulants (p 274).
When patients are discharged from hospital, the clinicians

arranging treatment (often with four or five different drugs)
may fail to explain to the patient the problems relating to the
control of anticoagulant treatment, the risks of interactions
and mistakes in taking pills (for example, confusing digoxin
and sodium warfarin tablets). Too frequently doctors in
hospital or in practice will prescribe for an unrelated condition,
that has become apparent after discharge fromhospital, without
recognising that the new drug will dramatically potentiate or
inhibit the anticoagulant level. Phenylbutazone or antibiotics
are regular culprits, and other newer culprits include amio-
darone and danazol.

Despite careful checking our published lists may well be
incomplete, and new drugs about to be introduced for clinical
trials may also be found to have an effect on these anticoagulant
drugs. When an interacting drug has to be used, then careful
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