
are preferable.5 Disulfiram should be avoided for long term
use as it may be hazardous in the elderly.2" Rehabilitation
programmes will differ for individual patients; medical or
psychiatric problems may need treatment, and help with
marital, financial, and legal difficulties may be necessary.
Other treatments include group therapy, individual counsell-
ing, and referral to the Alcoholics Anonymous organisation.

Finally, day hospital care and home visiting by health
visitors and neighbours may help in relieving the distress and
isolation of elderly people with alcohol problems.
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Senior Registrar in Psychiatry,
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Whittington Hospital,
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The BMA after the NHS review

Maintaining and enhancing unity

Unintentionally the government has united doctors through
its review of the NHS.I The BMA has benefitted, and its
membership, which was already high, has increased to over
three quarters of practising doctors. So its claim to speak for
the profession has never been stronger, and divisions have
been revitalised by the crisis. Furthermore, the association's
relation with other medical and health service bodies such as
the royal colleges have rarely been closer. The BMA has
made a crucial contribution to establishing the professional
consensus that has developed against the government's
proposal, and consolidation is now necessary as the govern-
ment presses on with implementing its white paper. It is a
good time to consider the possible effects of the NHS review
on the association itself.
The BMA strongly supports continued national agree-

ments on remuneration and terms and conditions of service.
If, however, the government and managers have their way
negotiations and decisions will be increasingly devolved
to districts, to proposed self governing hospitals, and,
in England and Wales, to upgraded family practitioner
committees. This will mean that local management will have
a greater influence on contracts and job descriptions of
consultants and other hospital doctors. The association will
thus have to strengthen its peripheral structure to provide a
platform for local negotiations: to achieve this BMA divisions
and local craft committees will need to cooperate more
closely. These developments are recognised in resolutions
tabled for the association's annual representative meeting in
Swansea next month.
The association already provides professional training for

its local press secretaries and place of work accredited
representatives-namely, medical shop stewards. It may now
need to offer courses on negotiating and to recruit more
accredited representatives so that every hospital, whatever its
status, will have adequate medical representation. General
practitioners will also be asking for more support in dealing
with family practitioner committees. The administrative and

industrial relations services provided by the regional offices
will have to be expanded. This will be expensive but is a cost
that members should be prepared to meet. These proposals
and others crucial to developing the association's peripheral
structure are contained in the report of the working party on
regional services recently approved by BMA council2;
representatives will be deciding on its recommendations in
Swansea.
The white paper concentrates on management, costs, and

cost efficiency, and a possible additional service to members
would be to provide training courses in management,
budgeting, and accounting. Whether the association should
offer such training is controversial in view of its recent
difficulty in setting up a national training unit. Nevertheless,
the demand from doctors for such training will increase as the
new information technology is introduced into the NHS. If
the government wants doctors to manage budgets the NHS
should provide the necessary training and the resources to do
this properly. Even so, doctors might welcome a different
perspective, and this might well be provided by organisations
such as the BMA arranging courses that concentrate on
management in the interests of patients rather than of the
Treasury. Indeed, joint ventures with, say, the nursing
profession could be professionally rewarding as well as more
economical. Such cooperation could lead to a professional
alliance with nurses and other health professions to provide a
counter weight to the increasing patronage of ministers and
the rising of power of managers.

Even if the association and other professional bodies can
temper some of the more extravagant proposals in the white
paper major changes are inevitable in the NHS, and the
association should move ahead of them rather than in
response to them. Paradoxically, the government has put the
association in a strong position, and this advantage should be
consolidated-particularly locally, where general managers
are already pushing for greater flexibility to negotiate with
staff. To meet this challenge the association will need not only
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to devolve more of its negotiating to local units but also to
work at all levels of the service with other professions,
consumer organisations, and even with politicians to make
managers more aware of patients' needs.

Perhaps the association's greatest challenge, however, will
be to maintain the profession's unity as devolution of power
might well lead to fragmentation of doctors' influence. Special
pleading and defence of traditional boundaries-whether
craft or specialty, academic or service, career or training
grade-will not necessarily serve the interests of patients or
the profession. If doctors follow that route politicians and
managers will divide and rule. The association has the

capability through its national, regional, and divisional
structure to build on the present consensus and use it to serve
the interests of patients and those who work in the service.
The continued commitment of staff is vital.

A J VALLANCE-OWEN
BMA Scottish Secretary,
Edinburgh EH8 9EQ

1 Secretaries of State for Health, Wales, Northern Ireland, and Scotland. Working for patients.
London: HMSO, 1989. (Cmnd 555.)

2 British Medical Association. '[en years on: report of the working party on regional services.
Appendix V. BIA Annual Report of Council 1988-9. London: BMA, 1989.

Regular Revziew

Making cervical screening work

Better management of the system is essential

An effectively managed programme of cytological screening
for preinvasive neoplasia of the uterine cervix may reduce
substantially the incidence of cervical cancer and its
associated mortality. Computer modelling studies of the
neoplastic sequence suggest that reliable screening at five year
intervals might reduce the incidence of invasive disease
among screened women by 85%; three yearly screening might
reduce it by over 90%.' Simulation studies suggest that the
greatest reductions will be achieved by the most complete
coverage of the population -even if this is at the expense of a
reduced number of screenings for each woman (D May, PhD
Thesis, University of Manchester, 1979). In short, more is
achieved by screening every woman five times than by
screening half the population 10 times.
Although none of these calculations has been confirmed by

population trials, mortality from cervical cancer in countries
with screening programmes based on these principles has
decreased more than that in similar countries without such
programmes.2 But in countries with well managed pro-
grammes there has usually been opportunistic screening over
and above that prescribed by the national programmes.
Furthermore, countries that are assiduous in screening much
of the population may perform better in other parts of the
programme-for example, in detecting cytological abnor-
mality accurately and in investigating and treating any
abnormality efficiently.
More people seem to be screened if the initiative required

for securing attendance is transferred from the target popula-
tion to the providing service. The use of computer based
management to achieve good population coverage has a long
history, beginning with the developments in West Sussex for
managing immunisation of children.' The same system was
extended to cervical screening,4'5 and Scandinavian countries
have used computers for other screening procedures. In
Britain the national commitment to computer managed
cervical screening dates from 1985, when the Department
of Health and Social Security recommended that health
authorities establish call and recall schemes in conjunction
with family practitioner committees.
The principal characteristics of successful programmes are

that they are consumer oriented but service initiated. In
Manchester we have used the acronym COSI to describe such
management systems.

Principles of a screening system
The principles of a good management system for cervical

screening are understood.6
* It should aim at complete coverage of the target population
* It should ensure that women are recalled for repeat tests at
suitable intervals
* The invitation to attend should incorporate health
education that takes account of the efficacy, function,
relevance, and acceptability of the test
* The provider of the service should seek to deal in advance
with women's fears and anxieties
* Women should be offered some choice of both appoint-
ment and venue for the smear test.

The requirements for effective implementation are also well
established.7-9
* There must be an accurate listing of the target population
that contains up to date addresses and screening history;
ideally, it should be a computer database
* Procedures must exist for making and changing appoint-
ments for women to attend a venue of their choice. The
invitations should emanate ostensibly either from the
woman's own general practitioner or from some identified
legitimate source. Much of this can be achieved by computer
software
* Smears must be promptly examined and the results
reported to the women, their general practitioners, and the
management system. Ideally the reports should follow an
agreed (preferably national) format
* Management procedures must be available to advise on the
best course of action in the case of a positive result and for
monitoring prompt execution of this course of action
* The system must be able to implement repetition of these
procedures regardless ofchanges ofaddress or responsibilities
of any of the parties to the system.

Experience of the system
In practice none of these requirements seems to be easy to

realise.
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