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One of the most important side effects of a breast milk bank is
that it stimulates doctors, nurses and others to interest them-
selves in the physiology and importance of breast feeding.'

Since early this century it has been an article of faith that
breast milk is better than formula milk in meeting the
nutritional and immunological needs of all babies, whether
born at term or prematurely. Ideally the milk should come
from the baby's mother, but sometimes this is difficult; then
other mothers have to provide it, which is why maternity
hospitals set up milk banks in the first half of this century.
Typically, after donation the milk would be pooled, pas-
teurised, and stored until needed. In Britain in the 1970s-a
heyday for milk banks-maternity hospitals had their own
small banks and five large commercial banks supplied milk all
over the country.2

Given what we now know, it is surprising how little
attention was paid to the nutrient composition of this donor
milk, the assumption being that if it was breast milk it had to
be good-even for small babies. But from very early on there
were dissenting voices. In 1919 Finkelstein in Germany found
that human milk was inadequate for the growth of premature
babies.3 In the 1940s Gordon and colleagues in the United
States resurrected these doubts, blaming insufficient amounts
of protein.4 But these concerns fell largely on deaf ears until
the 1970s, when doubts re-emerged.56 The stimulus for these
doubts was a growing body ofknowledge, mainly from animal
studies, that, by interfering with the growth of the brain
during its growth spurt,7 undernutrition early in development
might have lasting adverse effects on later growth and
cognitive development. Protein insufficiency was once again
blamed, but the often extremely low energy value of donor
milk was now being implicated -for example, drip milk
collected from the non-feeding breast usually had only about
two thirds the energy of expressed milk.8 Methods of
administering the milk compounded this nutritional in-
adequacy: a lot of fat stuck to the walls offeeding tubes so that
the milk lost as much as one third of its energy.9 Heating milk
to kill the bacteria that inevitably contaminated it destroyed
many of its antimicrobial properties'0: how much was lost
depended on the temperature and duration of heating, which
often far exceeded the classic Holder pasteurisation of 62- 5°C
for 30 minutes.

Yet interest in human milk banking remained, and a report
in 1981 by the Department of Health and Social Security
offered practical guidelines for collecting and storing breast

milk." But other events were to take-over. In the early 1980s
HIV was found to be excreted in breast milk, which killed off
many milk' banks at a stroke. Pasteurisation was shown to
inactivate the virus,'2 and in 1988 the Department of Health
and Social Security published specific advice on protecting
babies from the accidental transmission of HIV in donated
human milk.'3 But the procedures proposed to screen donor
mothers were so time consuming that few milk banks could
manage them. A multicentre study was also beginning to
report the outcome offeeding preterm infants various milks in
the early weeks after birth. At 9 months the mean develop-
mental quotient was shown to be significantly lower in infants
fed donor breast milk than in those fed a preterm formula,
who had also shown faster growth in the neonatal period,
hinting at detrimental long term effects from inadequate
nutrients in breast milk.'4 The appeal of commercially
available formulas, which had higher concentrations of
energy, protein, and minerals, was becoming evident. In 1981
the Department of Health and Social Security listed 15 milk
banks in Britain; this year only six are functioning.2
The big milk banks are unlikely to return to their halcyon

days, but mothers will continue to be encouraged to feed their
own milk to their babies, and for this purpose neonatal units
will continue to organise their own small milk kitchens.
For the very smallest infants it is unlikely that expressed
milk alone will be given: enrichment with supplements
of protein, energy, minerals, and electrolytes will become the
norm.

But is this really the final word? Lucas et al now say that at
7-8 years there might be cognitive advantages from being
given mothers' milk and speculate that breast milk, whether
donor milk or expressed by the mother, could contain
substances (such as long chain fatty acids and hormones), of
importance for brain growth, which might compensate for its
other nutrient deficiencies.'5 Also what about protection
conferred against neonatal necrotising enterocolitis'6 and the
value of breast milk for babies recovering from severe gastro-
intestinal disease or neonatal surgery or at major risk of atopic
disease? It would be reassuring to know that in Britain enough
breast milk is available for these babies and that it is collected,
processed, and prepared in the best and safest way. The
recent description of the milk bank at the-Sorrento'Hospital,
Birmingham, which processes about 700 litres of milk each
year, cannot fail to impress that big milk banks can still be
viable.2 To lose completely skills acquired over so many years
would be a serious loss. Further thought should be given to
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maintaining a national network of perhaps half a dozen large
milk banks.

In 1949 Findlay Ford, a Glasgow paediatrician, wrote,
"When breast milk can be obtained from the milk bank it is
expensive in money and when the bank is part of a hospital
activity it is expensive in nurses' time. It is therefore essential
to find out if this is really so advantageous as to justify the
financial outlay and the use of valuable nursing hours in
collecting and processing it."'7 More than 40 years on we still
don't have the final answer.
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Improving the care of elderly people

Time to recognise the importance ofthose at the bedside

The American management guru W E Deming, regarded as
being largely responsible for the industrial revival of postwar
Japan, maintains that most people want to do a good job. Bad
work usually results from bad management rather than bad or
incompetent workers.' If this is true then poor quality long
term care-whoever provides it-is largely a managerial
problem, which punitive regulations are unlikely to solve.
Day to day long term care is usually provided by the least

qualified and most poorly paid staff. Athough often working
with great dedication, they are "moppers up"; the system
does not empower them to improve the quality of their work.
A recent joint report from the research unit of the Royal
College of Physicians and the British Geriatrics Society
provides guidelines and an audit package-the CARE (con-
tinuous assessment, review, and evaluation) scheme-for use
in evaluating the quality of care both in an institution as a
whole and for elderly people within it. High Quality Long
Term Care for Elderly People aims to engage all staff in audit,
which will educate and empower them to achieve the highest
standards of care.2

Overall quality of care is difficult to measure directly, and
eight aspects of care are used as proxies: preservation of the
patient's autonomy; promotion of urinary continence; pro-
motion of faecal continence; optimisation of drug use;
management of falls and accidents; prevention of pressure
sores; optimising the environment, equipment, and aids; and
the medical role in long term care.
The quality of people's work is intimately linked to their

sense of personal worth, which in turn is enhanced by their
ability to influence the way in which they work. The new
report and CARE package are important developments,
which will be refined further (Deming's rule of constant
improvement). To give a clear signal to providers that quality
matters to them health authorities and social service depart-
ments of local authorities could require the CARE scheme to
be used as a contractual obligation in establishments from
which they purchase services for elderly people. The report
complements guidelines set out in other reports, most notably
Home Life, the bestseller from the Centre for Policy on
Ageing.3

Before coming to industrial management Deming was a

statistician. He recognised the importance of workers at the
"coal face" regularly collecting data for overall planning and
modification of working practices locally with the aim of
achieving greater quality and efficiency. The second joint
report from the Royal College of Physicians' research unit and
the British Geriatrics Society, Standardised Assessment Scales
for Elderly People, recommends a series of scales for routine
use. Intended mainly for use for elderly people in hospital,
they combine measures of disability in everyday function (the
Barthel scale56); communication, hearing, and vision (ques-
tions from the Lambeth disability screening questionnaire7);
and cognition (abbreviated mental tests8); together with
assessments of mood (geriatric depression scale9); morale
(anglicised version of the Philadelphia Geriatric Center
morale scale'0); and social status (a checklist compiled by the
Royal College of Physicians and the British Geriatrics
Society). These scales were regarded as the best available
for measuring particular aspects of quality of life. They
are recommended for use in clinical audit, in the care of
individual patients, in defining requirements for support
services in the community, and in screening ofpeople over 75
by general practitioners. The report also suggests that
they can be used as measures of outcome and as ways of
making the assessment of casemix "an effective and credible
exercise."
A problem exists, however, in that many of the scales have

been used mainly in research rather than clinical settings, and
the report admits that "the feasibility, interpretability and
usefulness of these scales when removed from the research
environment to the every day clinical situation has yet to be
established." There is an inherent danger of regarding them
as "tablets of stone" despite the report's reservations.
Deming would approve both reports' attempts to give

workers caring for elderly people the responsibility and tools
to work well. Other issues related to the quality of care,
however, also need addressing: Arie has pointed out the
difficulties in monitoring both possible financial exploitation
and the "moral climate" (whether people are happy)."
To be effective these reports must be only a part ofa process

of continuous improvement, which should be driven by those
working directly with elderly people. Given the many differ-
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