
not feel as passionately about nuclear weapons as about
nuclear war, and the energy and membership of IPPNW will
surely dissipate with what is little more than a restatement of
its original mission.
The next proposal was to extend the mission to cover

conventional war. The horrors of this were brought back to
everybody by the Gulfwar, and the world has never had fewer
than a dozen wars running concurrently since the second
world war. Unfortunately, these wars do not galvanise doctors
from Wichita, Rheims, or Doncaster in the way that the threat
of nuclear war does. Furthermore, conventional war-unlike
nuclear war-has winners and losers, and doctors may find
themselves on different sides. An extension of the IPPNW
mission to dealing with conventional war may thus not be
enough to keep the organisation vibrant. An extension
to chemical and biological weapons suffers from similar
problems.
The other major proposal is to encompass the whole of

"global security." Andy Haines, professor of primary care in
London, argues the case for this move in the impressive new
journal PSR [Physicians for Social Responsibility] Quarterly.'
The proposal is based on global security being seriously
threatened not only by nuclear war but also by climatic
change, the widening division between rich and poor, and
profligate energy consumption by the richer countries. These
threats are linked in myriad ways. For example, diversion of

resources to military arsenals perpetuates underdevelopment;
a nuclear or chemical war may arise now not between east and
west but between rich and poor; and military machines are
prominent in energy consumption, which in its turn drives
climatic change.

If IPPNW was to extend its mission from nuclear war to
global security it would be tackling an issue that threatens
everybody everywhere. It is also a mission to which doctors
can legitimately contribute with their ancient duty to argue
for the health of all people and their ability to cross national,
racial, and religious boundaries. But can the mission be
sufficiently focused and can divisions be avoided? Debates
on overpopulation, for instance, may be seen as the rich
trying to stop the poor breeding, and religious beliefs may
make it difficult for all doctors to work together on such
an issue.
The mission should be extended to global security, but it

may prove impossibly difficult to define and focus the mission
in a way that will inspire doctors everywhere. A mission that
cannot be instantly grasped is useless. But IPPNW must
survive. It is too special and creative an organisation to be
allowed to wither.

RICHARD SMITH
Editor, BMJ

I Haines A. (ilobal secuirity: a role for health professionals. PSR Quarterlst 1991;1:89-95.

The practice manager

A rising star

In the 1950s the doctor's wife usually dealt with the limited
administration required by her husband's practice.' Today
most practitioners, including an increasing number ofwomen,
are working from purpose built premises, and their spouses
are involved only in answering the telephone out of hours.
Administration and managerial support have now been
professionalised. This revolution began with the general
practitioners' charter of 1965, which included "the ancillary
staff scheme." This reimbursed practices for 70% of the
salaries of staff employed.2 As the number of staff has steadily
increased and group practices have proliferated senior
receptionists began to be asked to carry out administrative
duties.3
With time and fashion senior receptionists became known

as "practice managers," although they were really practice
administrators. Only now as primary care becomes more
complex is their management potential being appreciated and
exploited.4 Practice managers may now be responsible for
communication, coordination, staff, and information and
planning.58 They may be invaluable in making administration
more professional and helping practices to cope with change.9

In times of change management increases in importance.
The new contract for general practice,' I0I the separation of
purchasers and providers,'2 medical audit,'3 indicative pre-
scribing,'4 and fundholding'5 have all shaken the foundations
of primary care recently. Medical audit affects all practices,
and its demands on time and organisation may be daunting. A
manager skilled in collecting, analysing, and presenting data
can release doctors to concentrate on the issues raised by
audit. With cash limits on staff, premises, and drugs practices
must now compete for resources for development. Success
will depend crucially on practices drawing up convincing and

realistic business plans, a process which skilled practice
managers will take in their stride.

For fundholding practices financial skills will be particularly
important. Shopping around to achieve the right mix of
services at the best price will require detailed information on
options. For example, a practice manager would not only
identify the best hospital physiotherapy service within reach
but also examine the cost implications of the practice employ-
ing a physiotherapist to deliver the same service "in house."
Some general practitioners can and will want to fulfil this

managerial role themselves, but most will not want their
clinical interests to take second place to these skills (which will
take time to acquire). Wise general practitioners will not
abdicate these responsibilities but delegate them. Practice
managers may well help to develop a broad strategy for the
practice and will certainly be charged with its implementation.
In this way general practitioners may retain control of their
business without becoming bogged down in its day to day
running.

It seems extraordinary that practice managers were officially
excluded from the regulations for staff reimbursement until
last year's new contract regularised reimbursement for them,
but the 70% level may now be varied by individual family
health services authorities.'6 The substantial payments made
to practice managers by fundholding practices acknowledge
the managerial and financial skills that they require. Given
their contribution to a practice's efficiency, managers may
well expect their fixed salaries to be supplemented with
performance or profit related pay.

Although courses exist to improve skills among current
employees,8 17 practices will increasingly look outside for a
practice manager. Realising that managerial skills are largely
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"generic," they will no longer expect to appoint someone
whose background is in health care. The natural caution of
most practices, however, means that they will prefer evolution
to the revolution of appointing a high powered manager.
Under the new contract there will be winners and losers

among general practitioners. Those with a good practice
manager will more likely find themselves among the winners.

MIKE DORNAN
General Practitioner,
Chesterfield S40 ILD

MIKE PRINGLE
Senior Lecturer in General Practice,
University of Nottingham,
Nottingham NG7 2UH
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Helen Mackay, another Iron Lady

Her work on iron deficiency anaemia stands up, 60years later

At the end of the first world war a young British paediatrician
went to Vienna to study rickets in infancy. Finding that
almost all the infants she studied were anaemic, Helen

Mackay began a study that
was probably the first soundly
based investigation of the
epidemiology of iron defici-
ency anaemia in infancy.
She uncovered the extent of
anaemia in young infants in
Vienna and in the east end of
London, showed the over-
whelming importance ofiron
deficiency as a cause of
anaemia in this age group,
and established that breast
fed babies were less likely
to develop iron deficiency
anaemia than those fed with
artificial milk. She confirmed

v___ _ that low birthweight infants
are at greater risk of develop-

ing iron deficiency and proposed a lower limit of normal
haemoglobin concentration for this age group of80% (approxi-
mately 110 g/1),3 and she provided evidence that infants
treated with iron had fewer infections, gained more weight,
and were noticeably more healthy than those who were not
given iron. More than 60 years later these findings still fairly
accurately summarise much of our knowledge of iron
deficiency anaemia in childhood.
Most young children in the east end ofLondon in the 1920s

suffered from iron deficiency anaemia, which was often very
severe. Without treatment with iron the haemoglobin con-
centrations ofmore than nine in 10 infants failed to reach 80%
(110 g/l) at any time between the ages of6 months and 2 years,
whereas eight in 10 of those who took iron regularly had
haemoglobin concentrations above this level.

Happily, things have improved in Britain since the 1920s.
In 1971 Burman reported that there had been a considerable
increase in the average haemoglobin concentration of infants
since Helen Mackay's study and showed that routine iron
supplements were not justified in present day Britain.4 Iron

deficiency is, however, still very common in young children
who live in inner city areas. One study found that 27% of
Asian and 18% of European children living in central
Birmingham had iron deficiency anaemia.1
More recent research has confirmed that iron deficiency is

less likely to occur in breast fed infants than in those who are
fed with unmodified cows' milk.6 Helen Mackay was correct
in her suggestion that better absorption of iron from breast
milk is an important factor,7 8 but about a third of infants fed
with "doorstep" milk have appreciable blood loss in the
stools, which may contribute to iron deficiency.9 It has been
confirmed that low birthweight infants are likely to become
iron deficient after the age of 2 months unless they are given
iron supplements,"' whereas infants ofnormal birthweight are
born with enough iron to maintain normal haemoglobin
concentrations until about 4-6 months of age, irrespective of
their nutritional intake.
Helen Mackay was the first person to try to define the lower

limit of normal haemoglobin concentration throughout
infancy by examining a group of children who had been
supplemented with iron. Her definition of anaemia in this
age group' I closely resembles that accepted by the World
Health Organisation 40 years later." The existence of non-
haematological effects of iron deficiency has been hotly
debated over the years, but a considerable body of evidence
now suggests that treatment of iron deficiency improves the
developmental progress and growth of young children and
makes them happier. 12 Whether treatment with iron alters the
risk of infection remains controversial, with the evidence
suggesting that it may increase the risk in some malarial
regions and decrease the risk or have no effect in non-malarial
parts of the world. '"

Helen Mackay was born 100 years ago and died in 1965.
Distinguished as a clinician as well as a research worker, she
was the first woman to be made a fellow ofthe Royal College of
Physicians. Her most lasting achievement, however, has been
her work on iron deficiency anaemia in infancy, which stands
up so well in the light of what we know today.

DAVID STEVENS

Consultant Paediatrician,
Gloucestershire Royal Hospital,
Gloucester GLI 3NN
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