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has said that without conclusive evidence of need for and
effectiveness of protective measures guidelines "will be based
to a great extent on professional judgment rather than
scientifically established fact."6

In the BMJ this week Colls (p 1318) has scrutinised the
package inserts of cytotoxic drugs and found that few
manufacturers advise on safe ways to handle them. (Personal
examination of similar data on other potentially toxic drugs
shows a similar lack of advice.5) Although usually only
experienced clinicians prescribe cytotoxic drugs, treatment
may be given by inexperienced staff, and a package insert
warning of potential hazards and giving sources of recom-
mended guidelines for safe handling seems sensible.
The fact that there are recommended guidelines from

national organisations 56 may place a legal obligation on
hospital authorities.39 In Britain the Health and Safety at
Work Act 1974 states that "the employer has a general duty
to make sure that the use, handling, storage, and transporta-
tion of articles and substances is safe and no risk to the health
of his employees." The Congenital Disabilities (Civil
Liability) Act 1976 protects the unborn. While a primary
claim by an employee arising from misuse of cytotoxic drugs
may be against the employing hospital authority, a subsidiary
claim might be made against the manufacturer.53 Some
manufacturers have issued pamphlets on cytotoxic drug
handling,4"4' but most data sheets and package inserts give
little such advice.

Ideally, the preparation of intravenous cytotoxic drugs
should be carried out only in hospital pharmacies where staff
are experienced and safety equipment is available.42 4 As well
as improving safety such a system might be more cost
effective.45 In the United States the process has been taken a
step further and commercial drug reconstitution services are
available. In Britain at least one health district has negotiated
a commercial contract, though it remains to be seen if this
approach will be cost effective.4
More research into the dangers associated with handling

cytotoxic agents is needed before substantive recommenda-
tions for individual drugs can be developed-and employees'
apprehension lessened.45 The risk to hospital staff needs to be
put in perspective, however, for the incidence of second
malignancies in patients receiving pharmacological doses of
cytotoxic drugs is low. Reimer et al found only 13 cases of
acute non-lymphocytic leukaemia in about 4000 women who
had received alkylating agents for ovarian carcinoma.*
Twelve of the 13 patients had had treatment for over two
years. Meanwhile, the best that drug manufacturers can do is
to repeat the guidelines that have already been proposed.
They may not be ideal, but they emphasise that care is
required.
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Honorary injustice for medical
teachers
University clinical staff are a beleaguered group of doctors.
The government has cut university funds by 15% since
1981, which has resulted in lost jobs and reduced research
activities; it has trimmed the Medical Research Council's
budget; and now it is stalling over providing the money
necessary to restore the pay of these "honorary" National
Health Service doctors to its traditional position of parity
with the pay ofNHS clinicians.

Earlier this year Professor C J Dickinson gave a graphic
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account of "stagnation and despair in medical research."' In
September the University Hospitals Association and the
National Association of Health Authorities published a
gloomy survey on the effects of the cuts in university funds
on clinical faculties.2 Between 1981 and 1984 they reported
that there had been a net loss of 152 clinical staff. While it had
been possible to maintain services to patients to some extent
with financial support from health authorities, there had
already been some adverse effects on teaching and par-
ticularly on research, which were, the two associations
warned, damaging the education of students.
The fact that the two associations jointly conducted this

survey reflects the symbiotic relationship between the NHS
and medical schools. The quid pro quo by which medical
academic staff treat patients and NHS doctors teach students
is well recognised and appreciated by doctors. Writing
recently to the Secretary of State for Social Services, the
BMA's chairman of council pointed out that in teaching
districts "clinical academic staff provide over 40% of patient
care and in specialties such as pathology . . . they provide 80
to 100% of the service." The Secretary of State for Education
and Science, Sir Keith Joseph, seems unable to grasp the
value of this traditional relationship-despite his previous
experience as Secretary of State for Social Services. Anyway,
that is the conclusion that doctors are forced to draw as a
consequence of his dilatory treatment of the pay increase due
to medical academic staff for 1985-6. Even the Committee of
Vice Chancellors and Principals, whose members are sym-
pathetic to their medical staffs case, has been unable to
persuade Sir Keith Joseph to come to a decision, let alone
provide the extra £1 million or so that the universities need to
top up the increase for university clinical staff and so
maintain their traditional parity with NHS doctors. All he
would promise was a decision possibly in one month,
certainly in two.' Alarmed by this response, the Medical
Academic Staff Committee, chaired by Dr Colin Smith, has
called a special conference of clinical academic staff on
18 November at BMA House to plan action in support of
their pay claim.

This is not the first time that the government has been slow
to pay the medical teachers their proper increase, but it is by
far the longest delay. The debilitating argument about parity
has unfortunately taken place too often since 1968, when
the Prices and Incomes Board-after a long campaign by the
profession-acknowledged that "parity" of basic remunera-
tion between NHS and university doctors and dentists was
just.4 On no fewer than 17 occasions since then parity has
been reaffirmed in the wake of the doctors' and dentists'
review body's annual awards, five of them while Margaret
Thatcher has been prime minister. Since 1982 there have
been serious delays in paying the full award because the
government has failed to provide the University Grants
Committee with sufficient funds. Furthermore, during Mrs
Thatcher's premiership the government has repeatedly
modified the recommendations of the review body, accepting
its suggested baseline for NHS doctors' pay but holding back
part of the increase,' and in the past two years leaving health
authorities to fund that part of the award that exceeded the
government's current pay norm.

This year Sir Keith Joseph has regrettably taken a lead
from this short changing of the NHS, saying that "if vice
chancellors want to pay their clinical academics the 5 2%
average they will have to find it [the 2-2% above the
government norm] from their existing budgets." This has
left the universities in a quandary: they want to pay but
cannot find the money because they have "no room for
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manoeuvre in the face ofthe government's financial policies."
The vice chancellors have warned Sir Keith of the likely
damage to universities caused by "their inability to recruit
and retain staff of the highest calibre." This warning is
certainly true of academic medical staff, according to infor-
mation reaching the BMA from its academic constituents.
Further evidence also comes from the joint survey by the
University Hospitals Association and the National Associa-
tion of Health Authorities, in which one medical school
reported that "recruitment into senior levels of clinical
academic departments has greatly deteriorated because of
poorer conditions of service compared to the NHS."
The survey shows some medical schools cutting their

teaching and research commitments in order to maintain
their clinical commitment, with some academic medical staff
having to take on extra clinical work because of cuts in the
university staff. These unwanted changes will be made more
difficult for medical teachers to bear if the government fails to
give them the same increase as their colleagues. Under-
standably, recruiting and retaining medical academic staff
will be that much harder if the profession sees this group of
2000 university doctors being expected to do the same work
as NHS clinicians for less reward. Furthermore, an un-
satisfactory outcome to this year's pay discussions would
jeopardise the future of the Clinical Academic Staff Salaries
Committee (the pay negotiating forum in which the BMA,
the British Dental Association, and the Association of
University Teachers meet with university representatives)
only six years after its carefully nurtured establishment.6

Health authorities in the United Kingdom, acknowledg-
ing the value of medical academic staff to the NHS's clinical
services, have increasingly provided direct funding for
university posts. Indeed, some professorial chairs are largely
dependent on NHS funds. So, although university medical
staff working in the NHS are still paid by the university and
hold honorary NHS contracts for the extensive clinical and
other specialist services that they provide, some are ap-
proaching a de facto status ofNHS employees.
When clinical academic representatives meet they will

have to decide on two principal matters: what action to take
about this year's unacceptable delay in paying the full NHS
award of 5- 20/o-most universities have already made a
payment of 4% to their academic staff-and how to ensure
that in future university clinical staff automatically receive
the NHS doctors' award.
On this year's award the chairmen of the councils of the

BMA and the British Dental Association have asked to see Sir
Keith Joseph to tell him that the medical and dental academic
staff have the full backing of their associations. In addition,
ministers in Scotland, Wales, and Northern Ireland along
with members of parliament are being warned about the
potential damage to medical schools and the NHS of any
further delay or of a refusal to pay the full award. Whether
the conference will consider the possibility of some form of
industrial action, as suggested by some newspapers, will
depend on the outcome of any meeting with the Secretary of
State for Education. But clearly the BMA may have to
consider the use of sanctions-for example, withdrawal from
administrative activities-distasteful though this might be to
most medical academic staff.

In the longer term what is needed is a thorough national
review of the close working relationship between the NHS
and medical schools, clearly identifying what each sector
contributes to the other. Such a review should also examine
the various ways in which parity of pay-and, where
appropriate, terms and conditions of service-between NHS
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and university clinicians could be built into the system. For a
start, the doctors' and dentists' review body could well be
asked to include university medical staff in its remit: that
would leave the government in no doubt of their worth. Then
the review could establish, say, whether university clinicians
should be seconded to the NHS, employed by the NHS-a
solution opposed by medical teachers, or paid a clinical
supplement by the NHS. Another possibility might be for
the DHSS to transfer funds centrally to the Department of
Education and Science to cover clinical duties carried out by
university staff. Again, in this era of devolution health
authorities and medical schools could be given a free hand to
arrange local solutions. There is also the thorny question of
private practice by academic staff, an activity governed by a

variety of arrangements at different universities. But what-
ever practical solutions are proposed two principles must
remain: university medical staff should continue to provide
clinical services for the NHS, and they should be rewarded
for these on the same basis as their clinical colleagues. The
"honorary injustice" now being annually meted out to
medical teachers must not continue.
1 Dickinson CJ. Stagnation and despair in medical research. BrMedJ 1985;290:337-8.
2 University Hospitals Association and National Association of Health Authorities. A surveY of
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Regular Review

Chronic mental disorders in general practice

GREG WILKINSON, IAN FALLOON, BISWAJIT SEN

In contrast with the many publications on minor psychiatric
morbidity in general practice very little attention has been
paid to chronic mental disorder.' Such neglect is all the more
surprising in view of the growing movement towards com-
munity care for the mentally ill.2 Plainly we need more
information on the balance between specialist and primary
care in meeting the needs of the chronically mentally ill in the
future4-especially as the general practitioner is now seen to
play a central part in the provision of comprehensive health
services.

Extent of the disorders

In their classic study Shepherd et al found that in general
practice about 14% of patients consulted their doctor at least
once in a 12 month period for a condition diagnosed as largely
or entirely psychiatric in nature.5 Just over half these patients
had chronic conditions, defined as those continuously pre-
sent for at least one year or recurring with sufficient
frequency to cause continuous disability or to require
continuous prophylactic treatment. These findings have
been confirmed, in general, by subsequent work. In an
important recent study in the United States about 30% of
patients in primary care were found to have a diagnosis of
mental disorder, and five sixths of these disorders had a
duration of over one year." Taken together the two studies
agree that about 8% of patients seen in primary care suffer
-from chronic mental disorders with some degree of func-
tional impairment.
Within this heterogeneous group of disorders affective

disorders have the highest overall rates of occurrence, but
psychotic, anxiety, and personality disorders contribute the

greatest proportion of severe disability.6 Such chronic mental
disorder is also positively associated with other forms of
chronic ill health and a range of social disabilities.'

The burden of care

Much of the burden of medical care for patients with
chronic mental disorders falls, inevitably, on the general
practitioner. Its extent is not easy to measure. For example,
Parkes et al studied patients with schizophrenia discharged
from London mental hospitals and found that more than 70%
saw their general practitioner at least once in the following
year (over half were seen more than five times whereas
under 60% attended a psychiatric outpatient clinic (over half
of these were seen fewer than five times). They concluded
that: "While mental hospitals and outpatient clinics were
responsible for initiating most of the treatment required for
maintaining the patients' health, it was the general practi-
tioners who played the major part in dealing with the crises
and relapses that occurred in over half the cases."
A similar pattern emerged from a recent survey of the care

of chronically mentally ill patients in north Buckingham-
shire. In the course of a year patients -consulted general
practitioners more than twice as often as they consulted
mental health services, and general practitioners had three
times as many emergency consultations. Over a quarter of all
the patients' consultations were for non-psychiatric com-
plaints. The bulk of specialised mental health services were
provided by community psychiatric nurses, and care by the
psychiatrist was limited to fewer than 10% of the overall
patient contacts with medical services.
These findings fit in well with the observation by Shepherd
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