
As scientists we have open minds about the role of
neutrons in the treatment of cancer. We await with
interest the results of properly conducted clinical
trials currently being carried out at Clatterbridge
Hospital and elsewhere. These have been carefully
designed to evaluate the role of neutrons and
protons and to assess the morbidity associated with
treatment.
Dr Catterall does not address the problems of

neutron associated morbidity, whereas for us this
is a major concern. Increased normal tissue damage
and excess mortality have been described in studies
ofneutron therapy ever since the first investigations
carried out by Stone and Larkin in the late 1930s.
In an independent analysis of neutron therapy
trials carried out at the Hammersmith Hospital
and in Edinburgh in patients with cancers of the
head and neck region a statistically significant
increased morbidity rate was noted in those treated
by fast neutrons2; of the 40 patients treated in the
series who were assessed as being free of local
disease at death 11 (28%) died as a direct result of
their treatment. In addition, a significantly higher
proportion of neutron treated patients died of what
was judged to be intercurrent disease when their
primary tumours were controlled. It has been said
that fast neutrons are the treatment of choice for
certain types of tumour, including maxillary antral
lesions and soft tissue sarcomas. However, in the
publication by Catterall et al in 1984 a serious
complication rate of 28% was found in patients
with tumours of the maxillary antrum treated by
neutrons.' These complications included brain
necrosis and blindness, and it is questionable
whether this level of complication is acceptable.
More recently, a report has appeared from the
Royal Marsden Hospital presenting the results of a
trial of the treatment of soft tissue sarcomas carried
out in collaboration with Dr Catterall at the
Hammersmith Hospital.4 In this study the normal
tissue complications of those treated by fast
neutrons was so severe that the trial was stopped.
The argument has been made that the better dose
distributions of neutrons that would be obtained
using high energy beams will overcome the
problems of morbidity. This remains to be proved
and is one of the end points of the continuing
trials. Indeed, some reports from centres in the
United States using higher energy beams have also
reported increased morbidity.'

In view of these reports it would be improper
to give patients routine treatment with neutron
therapy until the trials in progress at Clatterbridge
and elsewhere have shown that neutron therapy is
no more hazardous than and at least as efficacious
as currently accepted forms of treatment.
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SIR, - As someone with some knowledge ofneutron
therapy I read Dr Richard Smith's editorial with
interest.' Not being privy to the evidence put
forward for the St Thomas's Hospital cyclotron I
cannot comment on its merits or otherwise.

However, cancer and health money are emo-
tional subjects and will remain so. In the con-
sideration of such issues it is most important to
remain as dispassionate as possible. In not doing
so-for example, talking of "a dangerous white
elephant"- Dr Smith does not do himself or the
BMJ3 justice.

In the same vein it is important to consider some
of the issues raised in the editorial. For instance,
there is inconsistency in the remarks about danger
to patients. Twice neutron therapy is labelled as
possibly dangerous or dangerous and once we are
assured that there is no reason to think that any
patient will come to harm. Perhaps reasons for
these contradictions should be given, since such
unclear assertions can be misconstrued.

Secondly, it is important to remember that
the types of patients in the Hammersmith and
Edinburgh series were not the same, and indeed
those patients with head and neck cancer for whom
neutron therapy might have been of value were not
treated in the Edinburgh study.

Thirdly, Dr Smith dtes less than justice to
neutron therapy in glandular cancers of the head
and neck. About 300 patients have been reported
in total with about 65% total control. This is more
than twice that expected of other forms of therapy
for such disease.

Fourthly, assertions are made that there is no
necessity for another unit and patients who need
neutron therapy could be treated at Clatterbridge.
No evidence is given either way for this. Has the
likely patient burden in England been examined?
If so, did this include ophthalmic and other
tumours which might be treated with protons? It
would be helpful to know.
Whatever our views on such matters, we must

approach them in a most careful and objective way.
We owe it to our patients.
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NHS: a time to choose
SIR,-Who did Dr Tony Smith and his anonymous
cothinkers consult before declaring that health
services fully funded by taxes on the Swedish
model or by insurance on the Franco-German
model "are, we believe, equally acceptable to
patients and the health professions"? Has he, or
have they, never heard of the clinical differences
between the continuity and proactive care possible
for registered populations and the episodic,
fragmented, uncritical, and inflated proceduralism
inevitable in reimbursed insurance systems? Or
that France and the Federal Republic of Germany
remain virtual no go areas for self critical, popula-
tion oriented general practice? Or that in both
France and the German Federal Republic in-
surance systems are running into unsustainable
problems of cost inflation?
The happy fact that Smiths from Adam to Tony

often fail to appreciate is that many forms of value
production are too civilised and sophisticated to do
well on sticks, carrots, or a combination of the two.
Among these are all forms of education, many
kinds of farming, serious music, painting, theatre,
architecture, gardening, bee keeping, and medical
care. Beyond a not outrageously high level of
income and security (which nearly all doctors in
the United Kingdom now have), the satisfaction of
effective work elegantly (that is, economically)
performed is more important to most doctors than
earnings. If Dr Smith must throw a lifebelt to
a government still unable to produce a policy
acceptable to both itself and its voters this is the
one he should choose, not clinically obsolete fee

paid insurance; but it does need some imagination
to adapt this to a practical policy, and imagination
is not a currently approved virtue.
As for acceptability to patients this calls for even

more caution. If apparently responsible politicians
offer the attractive but inherently unworkable
combination of lower taxes and higher civilisation
it is not surprising if voters at first believe them.
Eventually, however, a choice must be made
between personal greed and shared civilisation. It
really is time to choose, and not to fudge the choice
with obsolete remedies; we and the Swedes were
right the first time.

JULIAN TUDOR HART
GlNncorrwg, West Glamorgan SA13 3BL

I Smith T. NHS: a time to choose. Br Med J 1989;298:1-2.
(7 Januarv.)

SIR,-Dr Tony Smith's editorial' is excellent and
courageous. Unfortunately, there is one particular
stumbling block to the much needed rethinking of
the method of funding health services in Britain
that will be difficult to overcome-any British
government is extremely unlikely to admit publicly
that we have been left behind by other countries in
northern Europe, especially on a subject as sensitive
as health care.

But that is the reality. I am now convinced from
my own medical and family connections that
ordinary people in France, Germany, Belgium,
and Holland get a better service than those in
Britain. They are not financially embarrassed, and
there is not the unpleasant separation between
private patients and others. Our National Health
Service is claimed to be "a good buy" in relation to
what is spent on it. To wait two years or more for a
hip replacement is a buy that would not be
tolerated in other European countries.
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SIR,-The core presupposition of Dr Tony
Smith's editorial is unproved. On what grounds,
other than that the proposition is oft repeated, are
we impelled to believe that the NHS is under-
funded? Dr Smith brings forward the usual
examples of poor hospital stock, ward closures,
allegedly excessive waiting lists, and the con-
traction of academic medicine but nowhere
convinces that these are a consequence of under-
funding rather than long term poor management.
Furthermore, argument of the case by appeal to a
comparison of our spending with that in other
countries is spurious as it can be posited that
countries that spend more are profligate in their
use of resources.
The argument becomes superficially more

attractive when the countries that spend more are
shown to have a lower mortality (Dr Smith states
that Scandinavian infant mortality rates reflect
this). This, however, ignores the fact that expendi-
ture on health (beyond basic public health measures
and simple preventive procedures) has never been
shown to have an inverse monotonic relation to
overall population mortality; the lack of such a
relation is implicit in the thesis ofMcKeown2 and is
supported by my own work,44among others. I am
not, however, attempting to deny that modern
medical services have considerable benefit in re-
ducing suffering for many and extending life for
some, but we have inadequate knowledge of both
the extent of treatable morbidity in the population
and the effectiveness and value for money of the
services on offer. Hence we have too few grounds
for any rational debate about the adequacy of
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present funding, and in consequence the only
demonstrable poverty in the NHS is that of
information necessary to the planning of a
major public enterprise. To inject an element of
rationality we need to do several things.

Firstly, clearly defined goals must be stated for
the NHS and each of its services, going beyond
simple minded statements about process efficiency
or throughput and encompassing desired out-
comes.5 Goals can be fully formulated only in the
light of detailed knowledge about the distribution
of preventable or treatable morbidity in the popula-
tion. The determination of goals requires both
professional and political input.

Secondly, there must be obective evidence that
currently available (and proposed) preventive op-
tions, diagnostic technologies, treatments, and
caring services can meet our goals and give value
for money. The methodology and skill for such
evaluation exists, but the effort is poorly funded,
fragmented, and little encouraged or used by
health services management.

Thirdly, those who engage in political debate
must openly acknowledge that health care services
beyond a certain level are a luxury-that is, the
furtherance of human civilisation and culture does
not depend on them. They must acknowledge the
concept of diminishing returns and recognise that
the fundamental determinants of health lie outside
health services (genes, standard of living, and life-
style). Thus the political issue boils down to how
much we wish to afford and how we can assure that
the money is spent wisely.

Until these issues are considered by the govern-
ment the debate among the opposition parties,
health professionals, management, and the educa-
ted public on health service resourcing will remain
vacuous.
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SIR,-No one-aside from a few free market
fanatics-wants to see an insurance system in
Britain based on the American model, where some
37 million people (15% of the population) are left
without any health protection at all. But Dr Tony
Smith suggests that the Franco-German model of
state sponsored insurance provides an alternative
to the tax based NHS. On the continent, he
contends, "the state pays the premiums of the
unemployed, the long term sick, etc, so that ... the
whole population has equal access to a single
system of medical care."'
But can we be sure of that? In France, according

to official figures, 400 000 people have no right to
state care and one estimate puts the total much
higher-at a million or more.2 Before we give up
the fight for a decently financed NHS we had
better make sure we do not end up with something
little better than what the Americans have now.
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SIR, -I wish to dispute the main conclusion of Dr
Tony Smith's editorial,' that some form of health
insurance is the only way to provide adequate

finance for the NHS under the present government,
given Mrs Thatcher's commitment to a low tax
society.
Few members of our profession would dispute

that an adequately funded NHS, as a back up to a
system of social security benefits that provides a
decent level of support for all those in need, would
produce a dramatic improvement in health in
the United Kingdom. As demographic change
gradually eliminates the unemployment caused
by this government's policies through a fall in
the number of young people seeking work these
resources will increasingly be targeted on three
groups-children, elderly people, and those in low
paid jobs (many, let's not forget, in the NHS).
The idea that only a massive increase in direct

taxation will pay either for increased benefits
or improved funding of the NHS needs to be
challenged on two counts. Firstly, both last year
and this have seen huge budget surpluses, the
estimate for 1988-9 being as high as £13 billion. It
is not empty coffers which are restricting spending
in key areas but government dogma. Secondly, we
need to examine the distribution of tax allowances.
Mortgage tax relief is paid to those who, by any
criterion ofpoverty, are least in need. The abolition
of such relief and the transfer of these payments to
child benefit, pensions, and income support would
ensure the targeting that is supposedly the dream
of the present government, at no extra cost to the
exchequer.

In conclusion, I believe that it does us no
credit, either in my own case as a member of the
parliamentary opposition or in the case of the
medical profession, to accept cravenly the govern-
ment's stubborn refusal to make decent provision
for all its citizens. Rather, we should use the
evidence that we have at every opportunity to show
it the error of its ways.

LEWIS MOONIE
Kirkcaldv, Fife KY I ILQ
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Lignocaine-prilocaine cream in
postherpetic neuralgia
SIR,-In their editorial Dr G W Hanks and Ms
Isabel White suggested that the local application of
lignocaine-prilocaine cream may be valuable in
treating postherpetic neuralgia. We report on a
patient whose postherpetic neuralgia was relieved
by a eutectic combination of lignocaine and prilo-
caine.
A 92 year old woman presented to this pain

clinic with a six month history of postherpetic
neuralgia after an acute herpes zoster infection.
The neuralgia had started within two weeks after
the acute infection and had mainly affected one leg
along the distribution of the sciatic nerve. She
continued to have intractable pain despite standard
pharmacological treatment, which consisted of
amitriptyline and modification of her pain path-
ways with transcutaneous electrical nerve stimu-
lation and local application of 3% benzydamine
cream. She had experienced no periods of remis-
sion during the treatment and was finding life
intolerable.
We decided to try the local application of

lignocaine-prilocaine cream to the affected parts to
see if this could provide any pain relief. The
standard commercial preparation (about 3 g) was
spread over the parts, covered with an occlusive
dressing, and left for an hour. During this time the
patient experienced total relief of her symptoms
and continued to do so for a further four hours.
After this initial success we varied the time of
application and found that if the cream was left on
for a longer time the duration of total pain relief
could be extended for up to 11 hours (application

time of five hours with a further six hours of relief).
Pin prick testing showed that superficial skin

analgesia lasted between 30 and 40 minutes,
indicating that the underlying mechanism of
analgesia may be due to disruption of the pain
pathways. She used this treatment for four weeks
and experienced great symptomatic relief. During
this time she showed no signs of local or systemic
toxicity.
Though the initial pain relief is easy to explain,

the prolonged duration of action of the cream is of
interest and more difficult to explain. The pin
prick analgesia produced by this cream usually
lasts for less than 60 minutes after removal of the
occlusive dressing.2
We emphasise that lignocaine-prilocaine cream

was used on this patient only because other recog-
nised treatments had failed to produce any relief
and because the quality of life before this was
extremely poor. We suggest that further controlled
clinical evaluation is undertaken to assess this new
treatment before it can be offered as an alternative
to traditional medical management of postherpetic
neuralgia-and, indeed, this is currently in pilot
form. In particular, more information is required
about side effects and possible sensitisation
reactions after its long term use.
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Managing urinary tract
infections in children
SIR,-Perhaps the most disturbing finding in the
study of Dr Rosalind L Smyth and her colleagues'
is that only a minority of the respondents accepted
a positive urine culture obtained in the community
as evidence of infection. That such an important
condition as urinary tract infection in children, in
which early diagnosis depends on the alertness of
the general practitioner, should be disregarded
when the child is referred to a paediatrician is
alarming. I can assume only that the paediatricians
thought that the manner of collection and trans-
port of the specimens fell short of the standards
they would accept in hospital and that they
attributed the positive result to contamination
rather than infection.

Such a view was expressed by a paediatrician in
this hospital many years ago. To investigate
the possibility we monitored the findings in
the 2204 urine specimens sent in by general
practitioners from children over the course of one
year. Although we were well aware that many were
collected and transported under far from ideal
conditions, the proportion in which the culture
suggested the possibility of contamination was
small (12%).2 We pointed out that a urinary
tract infection responds rapidly to appropriate
antibacterial treatment and that the specimen
collected on referral to a paediatrician may well
show no infection. It is likely that urinary tract
infection in children is considerably under-
diagnosed rather than the converse. General
practitioners may fail to consider the diagnosis and
request culture of a midstream urine specimen,
and laboratories may regard cultures with a count
of fewer than lOfl-even of a single Gram negative
species-as insignificant and fail to report them.
Furthermore, laboratories that do not undertake
microscopy, an increasing number, will miss
apparently "sterile" pyuria, a finding of great
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